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his Summary Plan Description describes the Continuum Benefits Program in a quick, easy-to-understand

way. It provides a general overview of, and is much shorter and less technical than, the legal documents
and contracts that govern our benefits. Although Beth Israel Medical Center, St. Luke’s-Roosevelt Hospital
Center, and Long Island College Hospital have made every effort to have this enrollment guide accurately
reflect those documents and contracts, if there is any conflict or inconsistency, the documents and contracts
will govern.

Beth Israel Medical Center, St. Luke’s-Roosevelt Hospital Center, and Long Island College Hospital, by their
Boards of Trustees, and as delegated by the Plan Administrators, reserve the right, in their sole and absolute
discretion, to amend, modify, delete, or terminate the benefits program, in whole or in part, at any time and
Jor any reason for all employees, active and retired. If the program is so amended, modified, deleted, or
terminated, your right to participate in, or to receive benefits under the program may be changed or eliminated.
In addition, in the event that the program is amended, modified, deleted, or eliminated, the benefits coverage
provided to you and your eligible dependents under the program may be changed or eliminated. Under no
circumstances will any benefit under this program ever vest or become nonforfeitable.
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his booklet contains a summary plan description of

the Beth Israel Medical Center, St. Luke’s-Roosevelt
Hospital Center, and Long Island College Hospital health
and welfare benefits program. The descriptions provide
you with an overview of the plans and legally required
information. We believe that you will find this booklet a
valuable tool when you have questions about the health
and welfare benefits program.

If you have questions after reading this booklet, call the
Benefits Office at 212-523-5193.

T he benefits program offers two types of plans. M The other plans are elective plans. If you elect cover-
age, either you and /or your employer share the cost

B There are non-elective plans that are provided to you OR you pay the full cost of coverage. These plans
at no cost- such as basic life insurance, short-term dis- include: medical, dental, health and dependent care
ability, basic long-term disability and business travel flexible spending accounts, additional life insurance,

accident insurance. You do not enroll for coverage in accidental death and dismemberment insurance, addi-
these plans. tional long-term disability. There is an annual open
enrollment period for your elective plans.

The following table provides a brief summary of the benefits program.

Benefit Plan Description

Medical You may choose from three medical options: Empire PPO, Empire EPO, HIP 70% POS
(HIP 70% POS is not offered by LICH or DOCS). You may also decline coverage under
certain circumstances. You and your employer share the cost of coverage.

Prescription Drugs If you elect medical coverage through Empire, you will automatically be covered for
prescription drug coverage through Medco. If your medical selection is HIP 70% POS
prescription coverage is provided through HIP.

Dental You may choose between the Guardian DentalGuard Preferred PPO Plan and the
Empire Managed Dental Plan. You and your employer share the cost of coverage. If
you elect dental coverage you will automatically be covered for vision coverage with
UnitedHealthcare, and a hearing benefit, which is self-insured through Continuum.

Health Care Spending Account You may set aside up to $3,000 each year on a before-tax basis to pay most of your
family’s out-of-pocket health care expenses.

Dependent Care Spending You may set aside up to $5,000 each year on a before-tax basis to pay for dependent
Account care. If you are married, your spouse must also work for you to be eligible for
coverage.




Benefit Plan Description
Short Term If you are unable to work because of illness or injury, this plan partially replaces your
Disability (STD) income for up to 26 weeks. Benefits begin after you use all accrued sick time. Your

employer pays most of the cost of this coverage; you pay only a small share.

Long Term Disability (LTD) If you remain continuously disabled beyond the 26-week waiting period, your
employer provides LTD that pays 50% of your base salary, with a maximum monthly
benefit of $2,000. You may also purchase additional LTD coverage. For BI/SLR,
combined coverage would equal 60% of your base salary, with a maximum monthly
benefit of $10,000. For LICH, combined coverage would equal 66 %% of your base
salary, with a maximum monthly benefit of $8,000.

Basic Life Insurance Your employer provides basic life insurance equal to one times your annual base
salary (rounded to the next $1,000), to a maximum of $500,000.

Additional and Dependent If you want additional life insurance, you may purchase one, two, three, four, or five

Life Insurance times times your annual base salary up to $750,000. Your benefit will be rounded to

the next $1,000. The combined maximum for basic and additional life insurance
coverage is $1,250,000. You may also purchase life insurance for your spouse and
children in the amounts of $5,000, $10,000, $15,000, or $20,000 for your spouse and
$4,000 for each of your children up to age 19, or up to 25 if full-time students. This
coverage is not available for domestic partners or their children. LICH is excluded
from any option that includes children. The combined maximum for basic and
additional life insurance coverage is $1,250,00. You may also purchase life insurance
for your spouse in amounts of $5,000, $10,000, or $15,000, and $4,000 for each of your
children up to age 19, or 25 if full-time students. This coverage is not available for
domestic partners (as provided in the collective bargaining agreement).

Accidental Death & You may purchase accidental death and dismemberment insurance equal
Dismemberment to two times your annual base salary, rounded up to the next $1,000, to a maximum
(AD&D) Insurance benefit of $500,000. This coverage pays a benefit if you die, become dismembered, or

lose your eyesight as a result of an accident. The amount of the benefit is determined
by your loss.

Business Travel Accident Your employer provides coverage if you die or are dismembered while on hospital

Insurance business-related travel. This coverage is in addition to your basic life insurance. Your
employer pays the entire cost of this coverage. LICH is excluded from the Business
Travel Accident Insurance benefit.
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lease read this notice carefully and keep it where

you can find it. This notice has information about
your current prescription drug coverage with
Continuum and prescription drug coverage available
for people with Medicare. It also explains the options
you have under Medicare prescription drug coverage
and can help you decide whether or not you want to
enroll. At the end of this notice is information about
where you can get help to make decisions about your
prescription drug coverage.

Medicare prescription drug coverage became available
in 2006 to everyone with Medicare through Medicare
prescription drug plans and Medicare Advantage
Plans that offer prescription drug coverage. All
Medicare prescription drug plans provide at least a
standard level of coverage set by Medicare. Some
plans may also offer more coverage for a higher
monthly premium.

Continuum has determined that the prescription drug
coverage offered by the Continuum Benefits Program
is, on average for all plan participants, expected to
pay out as much as the standard Medicare prescrip-
tion drug coverage will pay and is considered
Creditable Coverage.

Because your existing coverage is on average at least
as good as standard Medicare prescription drug cov-

erage, you can keep this coverage and not pay extra

if you later decide to enroll in Medicare prescription
drug coverage.

Individuals can enroll in a Medicare prescription drug
plan when they first become eligible for Medicare and
each year from November 15 through December 31.
Beneficiaries leaving employer/union coverage may be
eligible for a Special Enrollment Period to sign up for a
Medicare prescription drug plan.

You should compare your current coverage, including
which drugs are covered, with the coverage and cost of
the plans offering Medicare prescription drug coverage in
your area.

If you do decide to enroll in a Medicare prescription
drug plan and drop your Continuum prescription drug
coverage, be aware that you and your dependents
may not be able to get this coverage back.

Please contact us for more information about what
happens to your coverage if you enroll in a Medicare
prescription drug plan.

You should also know that if you drop or lose your coverage
with Continuum and don’t enroll in Medicare prescription
drug coverage after your current coverage ends, you may
pay more (a penalty) to enroll in Medicare prescription
drug coverage later.

If you go 63 days or longer without prescription drug cov-
erage that’s at least as good as Medicare’s prescription
drug coverage, your monthly premium will go up at least
1% per month for every month that you did not have that
coverage. For example, if you go nineteen months without
coverage, your premium will always be at least 19% higher
than what many other people pay. You'll have to pay this
higher premium as long as you have Medicare prescription
drug coverage. In addition, you may have to wait until the
following November to enroll.

For more information about this notice or your
current prescription drug coverage...

Contact the Benefits Office at 212-523-5193

NOTE: You will receive this notice annually and at other
times in the future such as before the next period you can
enroll in Medicare prescription drug coverage, and if this
coverage through Continuum changes. You also may
request a copy.




For more information about your options
under Medicare prescription drug coverage...

More detailed information about Medicare plans that offer
prescription drug coverage is in the “Medicare & You”
handbook. You'll get a copy of the handbook in the mail
every year from Medicare. You may also be contacted
directly by Medicare prescription drug plans. For more
information about Medicare prescription drug plans:

M Visit www.medicare.gov

I Call your State Health Insurance Assistance Program
(see your copy of the Medicare & You handbook for
their telephone number) for personalized help,

M Call 1-800-MEDICARE (1-800-633-4227). TTY users
should call 1-877-486-2048.

Name of Entity/Sender:

Continuum Health Partners

For people with limited income and resources, extra help
paying for Medicare prescription drug coverage is
available. Information about this extra help is available
from the Social Security Administration (SSA) online at
www.socialsecurity.gov, or you can call them at
1-800-772-1213 (TTY 1-800-325-0778).

Remember: Keep this notice. If you enroll in one of the
new plans approved by Medicare which offer prescrip-
tion drug coverage, you may be required to provide a
copy of this notice when you join to show that you are
not required to pay a higher premium amount.

Contact — Position/Office:

Pamela Abner, AVP, Human Resources

Address:

555 West 57th Street, New York , NY 100019

Phone Number: 212-523-5193




Eligibility for Benefits

Enrollment for Benefits

Beth Israel Medical Center/
St. Luke’s-Roosevelt Hospital Center

v ou are eligible for coverage if you are in an eligible
employee class and if you are a full-time or half-time
non-temporary employee working at least 17.5 hours per
week. You are in an eligible employee class if you are a
non-union employee OR if you are a union employee whose
collective bargaining agreement provides for coverage in
the hospital’s plan.

For Local 153, you are eligible for coverage if you work 20
hours or more per week as provided for in the collective
bargaining agreement.

Non-temporary part-time employees who regularly work
less than 17.5 hours per week are eligible only for Short-
term Disability coverage after you work 24 regular employ-
ment days. Part-time employees become eligible on the
26th day of regular employment. There is no need to enroll
in this benefit. You will be automatically enrolled for Short-
term Disability coverage once you meet the above criteria.

Long Island College Hospital
You are eligible for coverage if you are in an eligible

employee class and if you are a full-time or part-time non-
temporary employee working at least 12.5 hours per week.

You are in an eligible employee class if you are a non-
union employee OR if you are a union employee whose
collective bargaining agreement provides for coverage in
the hospital’s plan.

Non-temporary part-time employees who regularly work
less than 12.5 hours per week are eligible only for Short-
term Disability coverage after you work 24 regular employ-
ment days. Part-time employees become eligible on the
2bth day of regular employment. There is no need to enroll
in this benefit. You will be automatically enrolled for Short-
term Disability coverage once you meet the above criteria.

Eligible job classifications include:

I Non-union clerical

B Supervisor

B Manager or Director

B Executive

B Physician (excluding Interns and Residents at St.
Luke’s-Roosevelt Hospital, and DOCS physicians sub-
ject to the parameters described above)

I Physical Therapist (APTA)

B Physician Assistant (excluding Beth Israel Medical Center)

B Local 1563

I Interns and Residents at Beth Israel Medical Center
and Long Island College Hospital

v ou are able to make benefit elections only when you
are first hired OR once each year during open enroll-
ment. You will not have the opportunity to change your
benefit selections again until the next open enrollment
period unless you have a qualifying family status change.
(See page 9 for information on status changes.)

Open Enrollment

Any changes you make during open enrollment will be
effective for the upcoming year — January 1 through
December 31 — provided you continue to meet the eligibil-
ity requirements. You only need to re-enroll if you are
making changes to your current benefit elections OR if
you wish to contribute to the Flexible Spending Accounts.
If you do not re-enroll, your current benefit elections will
remain in force at the new contribution level, excluding
Flexible Spending Accounts. In this case, you will not be
able to contribute to the Flexible Spending Accounts in
the following year.

New Hires

If you are a newly hired employee, you must actively
enroll for coverage within 30 days of your date of hire.
Your coverage becomes effective 30 days after your date of
hire. Once you make your selection, you may not make a
change unless you have a qualifying family status change.
You will have an opportunity to change your coverage dur-
ing the next open enrollment period.

If you fail to enroll, you will be placed in the default cov-
erage, as described on page 51.

How to Enroll

Your benefits information will be available to you via an
on-line enrollment system. You will be able to access your
current benefits information and enroll for new coverage.
You may access the system from any computer with
Internet access (home, office, library or at specified hos-
pital locations). For more information on the enrollment
process, see page b1.




Who Is Eligible for Coverage

I n addition to enrolling for your own benefits coverage,
you may enroll your eligible dependents for the follow-
ing coverage:

B Medical

I Dental/Vision(hearing coverage is not available for
dependents)

B Dependent Life Insurance

Any dependent you enroll will receive the same medical
and dental/vision coverage that you choose for yourself.
Dependent life insurance coverage is not available for
domestic partners and/or their children.

Eligible dependents include:

M Your legal spouse.
B In order to enroll for coverage, you must provide
proof of marriage.

B Your domestic partner of the same or opposite sex. In
order to enroll a domestic partner in one of these
plans, you and your domestic partner must either:

B be domestic partners registered with the City of
New York, or

B meet the requirements for domestic partner regis-
tration in the City of New York, or

M be parties to a marriage, civil union or domestic part-

nership entered into in a state other than New York,

even if the union is not recognized in New York.

B In order to enroll for coverage, you and your domestic
partner must provide documentation of your relation-
ship. If your domestic partnership is registered with
the City of New York, you should provide a certificate
of registration. If you are parties to a marriage, civil
union, or domestic partnership entered into in another
state, you should provide a copy of the documentation
issued by that state. If your domestic partnership has
not been solemnized, you may still enroll by providing
an affidavit, signed by both of you, stating that:

7 You are both 18 years old or older.

[ Neither of you is married.

[ Neither of you is a party to another domestic
partnership.

[ Neither of you is related to each other by blood
in a manner that would bar your marriage in the
state of New York.

™ You have a close and committed personal rela-
tionship, live together, and have been living
together on a continuous basis.

I SLR, BI, and LICH reserve and retain the sole right to
determine if a sufficient showing of domestic partner-
ship has been made.

B Your unmarried child(ren) up to age 19, or to age 25 if
a full time student at an accredited college or univer-
sity and wholly dependent on you for support and
maintenance.

M Your unmarried handicapped child over age 19 who
cannot support him/herself. You must provide proof of
disability no later than one month prior to your child’s
nineteenth birthday.

Coverage continues until the end of the month in which your
child(ren) reaches age 19 if wholly dependent on you for
support and maintenance, or if between ages 19 and 25:

I the end of the year in which your child(ren) graduates
or reaches age 25 if the child(ren) is wholly dependent
on you for support and maintenance (if your child(ren)
gains employment during that time, coverage ceases at
the end of the month in which employment begins)

I the end of the month in which your child(ren) is no
longer a full time student (and has not graduated)

Eligible children include your:

M natural children

I adopted children or children placed in your home for
the purpose of adoption

I step-children who reside in your home and who are
dependent on you for support and maintenance

I children for whom you have legal guardianship (you
must provide a copy of legal guardianship document)

B domestic partner children (your domestic partner must
also be covered for benefits)

In order to enroll for coverage, you must provide a copy
of the child(ren)’s birth certificate.




When Coverage Begins

he effective date of coverage in the employer
sponsored medical, dental, vision, hearing, life and
long-term disability plans is as follows:

B If you are a new hire, your medical, dental, vision,
hearing, life and long-term disability coverage becomes
effective 30 days after your date of hire.

I If you are a non-union employee in an ineligible job
class, such as per diem or temporary, and transfer to an
eligible job class, coverage becomes effective as of the
date of your eligible job class change (provided you
have been an employee for at least 30 days).

B If you are an employee covered by a collective bargain-
ing agreement and transfer into a job class eligible for
benefits under the employer sponsored plans, your
effective date of coverage will depend on your previous
job classification. Contact the Benefits Office at
(212) 523-5193.

Paying for Coverage

VOu and your employer share the cost of your benefits

coverage. Your employer pays the majority of the pre-
mium for your health benefits. You are required to make a
contribution towards the cost of your benefits coverage.
Your share of the cost for each benefit option is provided
on-line when you enroll.

Medical Coverage

Medical coverage contribution rates will be equitably dis-
tributed according to employee salary levels. For employ-
ees working 30 hours or more weekly, your annual base
salary will determine your contribution for medical cover-
age. This means that contributions for the medical plan
will vary depending on employee salary level. For part-
time employees — those scheduled to work less than 30
hours on a weekly basis — contributions will be at the 3rd
tier ($70,000 - $99,000).

Dental/ Vision/Hearing Coverage

Your contribution for dental coverage will be based on the
dental plan that you choose. This cost also includes cover-
age for vision and hearing coverage. Refer to your on-line
enrollment worksheet for costs.

Life and Long-Term Disability Insurance
Coverage
Your contribution for additional life and /or additional

long-term disability insurance will be based on your age and
salary. Refer to your on-line enrollment worksheet for costs.

Coverage Levels

Your contribution for medical and /or dental/vision/hearing
coverage also depends on which of the following coverage
levels you elect. If you wish to cover yourself and only one
dependent, you should select “employee plus one” (not
“family”) when you enroll on-line.

B Employee only (coverage for yourself only)

B Employee plus one dependent (coverage for yourself
plus your spouse/domestic partner OR coverage for
yourself plus one dependent child)

B Employee plus family (two or more dependents)

Pre-tax Contributions

Your contributions for medical coverage, dental/vision/
hearing coverage, and Flexible Spending Accounts are
deducted on a pre-tax basis. This means that your contri-
butions for these options are taken out of your pay before
that money is taxed. As a result, your taxable income is
lower and you pay less in taxes.

Your future Social Security benefits may be slightly lower
if you make pre-tax contributions for an extended time
period. In most cases, current tax savings offset the lower
Social Security benefits you might receive in the future.
However, individual taxes differ, so you should discuss
your personal situation with your tax advisor.

After-tax Contributions

Your contributions for any additional life insurance, acci-
dental death and dismemberment insurance, dependent
life insurance and additional long-term disability you
elect are made on an after-tax basis. This means that your
contributions for these options are taken out of your pay
after that money is taxed.

Tax Effect for Domestic Partners

If you elect coverage for a domestic partner [and his/her
child(ren)], certain tax rules may apply. Unless your domes-
tic partner and his/her child(ren) satisfy the definition of a
dependent under Section 152 of the Internal Revenue Code,
your contributions for your domestic partner’s and /or
child(ren)’s coverage must be made on an after-tax basis.
In addition, the “fair market value” of your partner’s/
child(ren)’s coverage is taxable to you and is imputed as
income. While the law is unclear on the precise definition of
“fair market value,” a common approach defines the term as
the difference between the premium value (total of employer
and employee contribution) for covering both the employee
and the domestic partner/child(ren) and the value of the
coverage without the domestic partner/child(ren).

The imputed income calculation is extremely complex.
You should seek the advice of a tax professional concern-
ing the taxability of domestic partner coverage.




Qualifying Family Status Change

Choose Carefully

hoose your benefits coverage carefully. IRS rules will

not allow you to change your coverage during the year
unless you have one of the following qualifying family
status changes, which affects your eligibility for coverage,
as well as your participation in the Flexible Spending
Accounts:

I A change in legal marital status due to marriage, divorce,
death of a spouse, legal separation, or annulment.

B A change in your number of dependents due to the
birth, adoption, placement for adoption, or death of an
eligible dependent.

B A change in a child’s status that makes the child eligible
or ineligible for coverage (due to attainment of age, stu-
dent status, employment or any similar circumstance).

B A change in employment status for an employee or
spouse, including (i) termination or commencement of
employment, (ii) a strike or lockout, (iii) a commence-
ment of, or return from, an unpaid leave of absence, (iv)
a change in worksite, and (v) if the eligibility conditions
of the cafeteria or other employee benefit plan of the
employer of the employee, spouse, or eligible dependent
depend on the employment status of that individual
and there is a change in that individual’s employment
status with the consequence that the individual
becomes (or ceases to be) eligible under the plan.

B A change in residence. If you move out of the medical
and/or dental plan service area, you may choose a new
medical and/or dental plan.

B Establishment or termination of domestic partnership.

If you experience one of these qualifying events and
would like to make corresponding changes to your cover-
age level, you must complete a Qualifying Family Status
Change Form (available on the Intranet under

Human Resources, Benefit Forms, or by contacting the
Benefits Office at (212) 523-5193) and return it, along
with supporting documents, to the Benefits Office
within 30 days of the event.

Do not delay your family status change notification to the
Benefits Office. The Benefits Office must receive your
completed FSC form within 30 days of your qualifying
event. If you are awaiting supporting documents such as
birth or marriage certificates, include a note with your
completed FSC form that supporting document(s) will be
forthcoming,

Any approved change is effective on the date of the event
or the date following the date of the event depending on
the type of qualifying event, in accordance with the guide-
lines of the plan in which you are enrolled.

Special Enrollment Periods

Enrollment for yourself and /or your eligible dependent(s)
during the year, as a result of a qualifying change in sta-
tus, is subject to the approval of the carrier with which
you have selected coverage.

Take Note

B If you are enrolling dependents for the first time, you
will be required to provide proof of eligibility before
coverage takes effect.

M If you are enrolling your domestic partner or your
domestic partner’s child(ren) for the first time, you may
want to discuss the tax implications of this coverage
with a tax advisor.

B Employee benefit contribution changes resulting from
employment changes such as full-time to part-time,
transfers, promotions, etc., do not qualify as family status
changes. You will not be able to change your benefit
elections due to increases in benefit plan costs.




When Coverage Ends

overage in the employer sponsored medical, dental,
vision, hearing, life and long-term disability benefits
ends:

B on the day your employment ends if you voluntarily ter-
minate employment

I at the end of the month in which your employment ter-
minates if your employment is involuntarily terminated
for reasons other than gross misconduct (e.g. layoft,
budget reduction or performance)

I after six months if you are on an approved personal
medical leave of absence

| after twelve weeks if you are on an approved family
medical leave of absence (FMLA) other than a per-
sonal medical leave

B immediately when you cease to make required
contributions

B immediately if you intentionally falsify your enrollment
information or your claim for benefits

I immediately when you become eligible for Medicare
and choose Medicare as your primary coverage

B immediately for any member of your family who no lon-
ger qualifies as an eligible dependent (except as speci-
fied under certain circumstances)

I on the effective date plan coverage ceases for the class
of employees to which you belong

B on the effective date your employer terminates the plan

Qualified Medical Child Support Order
(“QMCS0”)

ederal law requires group health plans, to honor

Qualified Medical Child Support Orders (“QMCSOs”).
In general, QMCSOs are state court (or administrative
agency) orders requiring a parent to provide medical sup-
port to a child, for example, in cases of legal separation or
divorce where the child would otherwise not be eligible
for coverage under the health plan.

A QMCSO may require the health plan to make coverage
available to your child even though, for income tax or plan
purposes, the child is not your dependent (e.g., your child
does not reside with you). In order to qualify as a QMCSO,
the medical child support order must be a judgment,
decree or order (including approval of a settlement agree-
ment) issued by a court of competent jurisdiction or by an
administrative agency, which does the following:

I Specifies your name and last known address, and the
child’s name and last known address;

I Provides a reasonable description of the type of cover-
age to be provided by the Plan, or the manner in which
the type of coverage is to be determined,;

I States the period to which it applies; and

I Specifies each plan to which it applies.

In addition, a National Medical Support Notice issued pur-
suant to ERISA Section 609(a)(5)(C) which has been
appropriately completed and which satisfies the require-
ments listed above, will be deemed to be a QMCSO.

The QMCSO may not require the health plan to provide
coverage for any type or form of benefit, or any option, not
otherwise provided under the terms of the health plan.
Upon approval of a QMCSO, the health plan is required to
pay benefits directly to the child, or to the child’s custo-
dial parent or legal guardian, pursuant to the terms of the
order to the extent it is consistent with the terms of the
health plan.

You and the affected child will be notified if an order is
received and will be provided with a copy of the health
plan’s QMCSO procedure. A child insured under the
health plan pursuant to a QMCSO will be treated as a
dependent under the health plan. Additionally, you or
your beneficiaries may obtain, without charge, addi-
tional information or a copy of the procedures from
the Plan Administrator.




The Medical Plan

here are three medical options available under the

Plan. You may waive medical coverage if you have
other medical coverage through another group plan and
provide proof of that coverage.

Medical Options

B Empire BlueCross BlueShield EPO
B Empire BlueCross BlueShield PPO
I HIP 70% POS (Not offered for LICH or DOCS)

Reminder: If you require information regarding a
service not mentioned in this SPD, please refer to the
underlying plan document, available from your Human
Resources Department. Items or services which are not
listed as covered in either the Plan document or the SPD
are not covered.

Preferred Provider Organization
(PP0O) & Exclusive Provider
Organization (EPO) Plans

Preferred Provider Organization (PPO) or Exclusive

Provider Organization (EPO) Plan does not require
you to select a Primary Care Physician (PCP) to manage
your care. You may receive care from an Empire BlueCross
BlueShield PCP specialist without a referral from a PCP.
The biggest difference between the Empire PPO plan and
the Empire EPO plan is that the Empire EPO plan does
not offer out-of-network coverage. You must utilize a par-
ticipating provider to receive benefits. Other differences
include the level of benefits for the same services under
both plans and the employee contribution amounts.

You may obtain a list of participating providers on-line at
www.empireblue.com.

Prescription Drug Coverage for
Empire PPO and Empire EPO Plan
Participants

rescription drug coverage is provided through Medco
Health Solutions for employees who participate in
Empire PPO or Empire EPO.

Eligible prescriptions must be obtained through a Medco
participating pharmacy or via mail order. Prescriptions
purchased out-of-network will not be considered.

Prescription Drug Card Program

This program allows you to purchase up to a 30-day supply
of prescription medication from participating pharmacies.
To obtain information regarding participating Medco retail
pharmacies, you may call Medco Health Solutions at (800)
711-0917 or visit their website at www.medcohealth.com.

The prescription Generic drug co-payment for up to a
30-day supply at a participating retail pharmacy is $5. For
Single Source or Multi-Source drugs, your co-payment is
25% of the total cost, to a maximum of $60 for up to a
30-day supply.

The mail order service is mandatory for covered mainte-
nance medications you take on a long-term basis (3 months
or more). You will be able to purchase each long-term
drug (up to a 30-day supply) at a participating retail phar-
macy 3 times and pay your participating retail pharmacy
co-payment. Beginning with the fourth time you purchase
each long-term drug at a participating retail pharmacy,
you will pay the entire cost of the drug. If you use the mail
order service, you will only pay your mail-order co-pay-
ment for up to a 90-day supply.

Medco utilizes a generic choice program for both retail
and mail order prescription drug coverage. This means if
there is a generic substitute available for a brand name
drug and you choose to receive a brand name drug, you will
be subject to a co-payment for the brand name plus you will
be required to pay the difference in cost between the brand
name drug and its generic equivalent. If there is no
generic substitute available, you will be subject to a co-pay-
ment for formulary and non-formulary brand name drugs.

Prescription Mail Order Program

This program provides a special mail order service for
prescription drugs offered through a pharmacy service
for up to a 90-day supply. This service is designed to be
used in conjunction with maintenance drugs — that is,
medications you need to take for chronic or long-term
conditions and is in addition to regular coverage for non-
maintenance drugs.

The prescription generic drug mail order co-payment for
up to a 90-day supply is $10. For brand name drugs, for-
mulary or non-formulary, your co-payment is 25% of the
total cost, to a maximum of $120 for up to a 90-day supply.

You must purchase prescriptions through mail order
service for any maintenance drugs after the third refill at
a participating retail pharmacy.

If there is a generic substitute available for a brand
name drug and you choose to receive a brand name drug,
you will be subject to a co-payment for the brand name plus
you will be required to pay the difference in cost between
the brand name drug and its generic equivalent. If there is




no generic substitute available, you will be subject to a co-
payment for formulary and non-formulary brand name drugs.

Covered Drugs

The following list is a general guide and is not meant to
encompass every drug covered by the plan. Please contact

Medco at (800) 711-0917 if you require information regard-

ing a specific drug not referred to on the list.

M Federal Legend Drugs

I State Restricted Drugs

B Compounded Medications of which at least one ingre-
dient is a legend drug

B Insulin

B Needles and Syringes

B OTC diabetic supplies (except Glucowatch/sensors)

M Inhaler assisting devices

[ Preven, Plan B (retail only)

I Retin-A all dosage forms through age 35

B Oral, transdermal, intravaginal, and injectable
contraceptives

Dispensing quantities will be limited for migraine medica-
tions, hypnotic agents (sleeping pills), anti-influenza, ED,
and pain management drugs. Requests for greater drug
quantities (above the plan limits) will require review by
Medco via a coverage authorization process.

Drugs That Require Prior Authorization
(to determine medical necessity)

You must use Medco’s coverage review process in advance of
obtaining the following prescription drugs to determine if
the drug will be covered under the plan. Please contact
Medco at (800) 753-2851 to speak to a managed care repre-
sentative regarding the prior authorization process.

I Antineoplastic agents (Iressa)

B Xolair

I Dermatologicals (i.e. Tazorac, Retin A)
B Growth hormones

B Growth hormone receptor antagonists
B Erythroid stimulants

B Myeloid stimulants and Neumega

M Fertility medications (limited to $15,000 lifetime maximum
B Interferons

B MS agents

I SPA Ribavirin

B Androgen and anabolic drugs

I Anti-Narcoleptic agents (Provigil)

Step Therapy Program

Step Therapy is a specific type of coverage authorization
that generally requires treatment to follow a progression
of therapeutic options. This means that your plan will
cover other safe and effective alternatives before any of

the above listed drugs will be covered. The following pre-
scription drugs are included in the Step Therapy program:

B Pain management

B Rheumatology drugs

M Celebrex

M Protopic

B Elidel

Il Osteoporosis Therapy (i.e. Forteo)

B CNS stimulants / Strattera / Amphetamines

Il Depression therapy (Wellbutrin SR & Wellbutrin XL)

Exclusions

The following list is a general guide and is not meant to
encompass every drug excluded by the plan. Please contact
Medco at (800) 711-0917 if you require information
regarding a specific drug not referred to on the list.

M Non-Federal Legend Drugs

B Non-systemic contraceptives, devices, and implants

I Antiobesity medications

B Relenza, Tamiflu

B Preven, Plan B (under mail order only)

B Smoking deterrents

I Synagis or RespiGam

B Ostomy supplies

B Dental fluoride products

I Retin-A age 36 and older

B Yohimbine

B Glucowatch/sensors

B Mifeprex

M Therapeutic devices or appliances

M Drugs whose sole purpose is to promote or stimulate
hair growth (i.e. Rogaine®, Propecia®) or for cosmetic
purposes only (i.e. Renova®).

I Allergy Serums

M Biologicals, Immunization agents or Vaccines

M Blood or blood plasma products

B Drugs labeled “Caution — limited by Federal law to
investigational use”, or experimental drugs, even
though a charge is made to the individual.

B Medication for which the cost is recoverable under any
Workers' Compensation or Occupational Disease Law
or any State or Governmental Agency, or medication
furnished by any other Drug or Medical Service for
which no charge is made to the member.

M Medication which is to be taken by or administered to
an individual, in whole or in part, while he or she is a
patient in a licensed hospital, rest home, sanitarium,
extended care facility, skilled nursing facility, convales-
cent hospital, nursing home or similar institution which
operates on its premises or allows to be operated on its
premises, a facility for dispensing pharmaceuticals.

I Any prescription refilled in excess of the number of
refills specified by the physician, or any refill dispensed
after one year from the physician's original order.

I Charges for the administration or injection of any drug.




Empire EPO

he Empire EPO consists of a comprehensive group of

facilities and physicians from whom you may receive
care. The Empire EPO is administered by Empire BlueCross
BlueShield (Empire BCBS) and is comprised of two coverage
networks. The primary network consists of any Empire
BCBS participating provider or facility affiliated with SLR,
BI, LICH or NYEE. The secondary network consists of any
of the other providers in BlueCross BlueShield’s extensive
national network. There is no coverage for services
received outside of the networks, other than for emer-
gency services.

In-network coverage — If you receive your care from BI,
SLR, LICH or NYEE Empire BCBS participating doctors,
hospitals or ancillary providers, your co-payments will gen-
erally be either $0 or $10. You may also use any of the
other providers in BlueCross BlueShield’s extensive
national network.

If you use a BCBS participating provider not affiliated
with BI, SLR, LICH or NYEE, there is a $30 co-payment for
basic physician office visits. You pay 20% coinsurance for
other eligible physician office services.

Out-of-network coverage — If you receive care from a pro-
vider or at a facility that is not part of either network, there
is no coverage, except for emergency services (as deter-
mined by Empire). Emergency services and emergency-
related hospital admissions outside of the Empire net-
work are covered at 80%. If you have an emergency out of
network, Empire will attempt to transfer you to a partici-
pating hospital, provided you are stable.

In order to receive coverage under the Empire EPO
Plan, you must seek care from a physician or facility
that participates in the BCBS networks.

Air ambulance coverage — This benefit covers emergency
air ambulance transport to the nearest acute care facility
when ground transportation is not available. The ensure
full coverage, Empire’s Medical Management department
must authorize in advance, when feasible, or within 48
hours after admission with the use of an air ambulance.
The following conditions must be met:

B A covered person’s medical condition must requires
immediate and rapid ambulance transportation, and
services cannot be provided by land ambulance due to
great distances or other geographical obstacles, and
the use of land transportation would pose immediate
threat to the covered person’s health.

I Services will be covered for an air ambulance used to
transport a covered person from one acute care hospi-
tal to another, only if the transferring hospital does not
have adequate facilities to provide the medically nec-
essary services needed for the covered for the covered
person’s treatment as determined by Empire, and use
of a land ambulance would pose an immediate threat
to the covered person’s health.

Mental Health coverage — In-network mental health and
substance abuse services are provided through the
Behavioral Health Program.

In order to receive coverage for in-patient and outpatient
mental health or substance abuse care provided in-network,
you must obtain authorization in advance by calling the
Behavioral Health Program at (800) 626-3643. You will be
sent a written confirmation of the authorized services.

Empire EPO Medical Plan
Benefits Summary

ollowing is a brief overview of your coverage.

Providers in both the CHP Network (SLR/BI/LICH/
NYEE) and the BCBS National Network must
participate in the Empire PPO plan. A provider who
participates in the Empire PPO plan automatically
participates in the EPO as well.

Precertification — When you see the felephone icon @,
you'll know that you or your doctor must precertify these
services with Empire’s Medical Management Program.
The telephone number to precertify is (800) 982-8089.
Fourteen (14) days are required for non-emergency
precertification. For emergency inpatient hospital admis-
sions or emergency surgical procedures, you or your doc-
tor must pre-certify within 48 hours of the services or as
soon as reasonably possible. For inpatient mental health
or substance abuse care, you must call the Behavioral
Health Program at (800) 626-3643. The penalty for non-
precertification of required treatment is 50% of charges
up to $2,500 per occurrence.



Empire EPO Medical Coverage Benefits Summary
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CHP Network
(SLR/BI/LICH/NYEE)

providers must be Empire BCBS

participating

BlueCross BlueShield
(BCBS )
National Network

Annual Deductible

Per Individual

None

None

Per Family

None

None

Coinsurance

None

20%

Annual Out-of-Pocket Maximums

Per Individual

Not applicable

$2,000

Per Family

Not applicable

$4,000

Maximum Lifetime Benefit

Per Covered Member

Unlimited

Unlimited

Basic Home/Office Visits

$10 co-payment per visit

$30 co-payment per visit

Specialist Visits

$10 co-payment per visit

$30 co-payment per visit

Chiropractic Care

$10 co-payment per visit

$30 co-payment per visit

Second or Third Surgical Opinion (")

$10 co-payment per visit

$30 co-payment per visit

Diabetes Education and Management

$10 co-payment per visit

$30 co-payment per visit

Allergy Care

Office Visit

$10 co-payment per visit

$30 co-payment per visit

Testing

$0

$0

Treatment

$0

$0

Diagnostic Procedures

X-rays

$0

20% coinsurance

MRIs /MRAs ()

$0

20% coinsurance

PET/CAT Scans @

$0

20% coinsurance

Laboratory Tests

$0

$0

Surgery @

(For a second procedure performed during an
authorized surgery through the same incision,
Empire pays for the procedure with the higher
allowed amount. For a second procedure done
through a separate incision, Empire will pay
the allowed amount for the procedure with
the higher allowance and up to 50% of the
allowed amount for the other procedure.)

$0

20% coinsurance




Empire EPO Medical Coverage Benefits Summary (Continued)

You Pay

CHP Network

(SLR/BI/LICH/NYEE) BlueCross BlueShield
Home, Office and Outpatient Care providers must be Empire BCBS (BCBS )
(continued) participating National Network
Outpatient Facility Fees $0 20% coinsurance
Pre-surgical Testing $0 20% coinsurance
Anesthesia $0 20% coinsurance
Chemotherapy, radiation $0 20% coinsurance
Kidney Dialysis $0 20% coinsurance
Cardiac Rehabilitation @ $10 co-payment per $30 co-payment per

outpatient visit outpatient visit
Preventive Care
Annual Physical Exam
One per calendar year $0 $30 co-payment per visit

Diagnostic Screening Tests
Cholesterol: 1 every 2 years $0 20% coinsurance
(except for triglyceride testing)

Colorectal cancer $0 20% coinsurance
— Fecal occult blood test if age 40 or over: 1 per year
— Sigmoidoscopy if age 40 or over: 1 every 2 years

Routine Prostate Specific Antigen (PSA) $0 20% coinsurance
— Over age 50: 1 every year

— Between ages 40-49 if risk factors exist: 1 per year

— If prior history of prostate cancer, PSA at any age

— Diagnostic PSA: 1 per year

Well-woman Care

Office visils $0 $30 co-payment per visit
Pap smears $0 20% coinsurance
Bone density testing and treatment $0 20% coinsurance

— Ages bb through 65 — 1 baseline

—Age 65 and older — 1 every 2 years
(if baseline before age 65 does not indicate
osteoporosis)

—Under Age 65 — 1 every 2 years
(if baseline before age 65 indicates osteoporosis)

Mammogram $0 20% coinsurance
— Ages 35 through 39 — 1 baseline
—Age 40 and older — 1 per year



Empire EPO Medical Coverage Benefits Summary (Continued)

CHP Network
(SLR/BI/LICH/NYEE) BlueCross BlueShield

providers must be Empire BCBS (BCBS )
ed) participating National Network

Well-child Care

In-hospital visits $0 $0
— Newborn: 2 in-hospital exams at birth

Office visits and associated lab services
provided within 5 days of office visit

— From birth up to age 1: 7 visits

—Ages 1 through 4: 6 visits

— Ages b through 11: 7 visits

—Ages 12 up to 19th birthday: 8 visits

Immunizations $0

Emergency Room $75 per visit co-payment
(waived if admitted to the same
hospital within 24 hours)

Physician’s Office $10 co-payment $30 co-payment

Air Ambulance @ $0 207% coinsurance
Transportation to nearest acute care
hospital for emergency in-patient admissions

Ambulance $0 up to allowed amount 20% coinsurance
Local professional ground ambulance to nearest
hospital

Prenatal and Postnatal Care @ 20% coinsurance
(in doctor’s office)

Lab Tests, Sonograms and Other 20% coinsurance
Diagnostic Procedures

Routine Newborn Nursery Care (in hospital) 20% coinsurance
Obstetrical Care (in hospital) @ 20% coinsurance




Empire EPO Medical Coverage Benefits Summary (Continued)

You Pay

CHP Network

(SLR/BI/LICH/NYEE) BlueCross BlueShield

providers must be Empire BCBS (BCBS )
Reproductive Services participating National Network
Infertility Treatment Lifetime Maximum $10,000 $10,000
Reimbursement
Advanced Reproductive Technologies @ Up to 3 cycles (not to exceed 20% coinsurance,
(IVF, ZIFT, GIFT, ICSI) $10,000 lifetime maximum) up to 3 cycles (not to exceed

$10,000 lifetime maximum)

Medically Necessary Diagnostic Procedures @ $0 20% coinsurance
Pathology and Laboratory Services @ $0 20% coinsurance
In-patient Hospital Services
Semi-private Room and Board @ $0 20% coinsurance
Anesthesia Drugs and Oxygen $0 20% coinsurance
Chemotherapy and Radiation Therapy $0 20% coinsurance
Diagnostic X-rays and lab Tests $0 20% coinsurance
Drugs and Dressings $0 20% coinsurance
General, Special and Critical Nursing Care $0 20% coinsurance
Intensive Care @ $0 20% coinsurance
Kidney Dialysis $0 20% coinsurance
Services of Licensed Physicians $0 20% coinsurance
(i.e. Anesthesiologists) and Surgeons
Surgery @ $0 20% coinsurance
(For a second procedure performed during an
authorized surgery through the same incision,
Empire pays for the procedure with the higher
allowed amount. For a second procedure done
through a separate incision, Empire will pay the
allowed amount for the procedure with the higher
allowance and up to 50% of the allowed amount
for the other procedure.)
Durable Medical Equipment and Supplies
Durable Medical Equipment @ $0 20% coinsurance
(i.e. hospital-type bed, wheel chair
sleep apnea monitor)
Orthotics and Prosthetics @ $0 207% coinsurance
Medical Supplies $0 20% coinsurance

(i.e. catheters, oxygen, syringes)



Empire EPO Medical Coverage Benefits Summary (Continued)
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CHP Network
(SLR/BI/LICH/NYEE) BlueCross BlueShield
providers must be Empire BCBS (BCBS )

ice Care participating National Network

Skilled Nursing Facility @ $0 20% coinsurance
Up to 60 days per calendar year

Hospice @ $0 20% coinsurance
Up to 210 days per lifetime

Home Health Care @ 20% coinsurance
Up to 200 visits per calendar year
(a visit equals 4 hours of care)

Home Infusion Therapy @ 20% coinsurance

Physical Therapy and Rehabilitation @

Up to 30 days of in-patient service per $0 20% coinsurance
calendar year

Up to 30 visits combined in home, office or $10 co-payment per visit $30 co-payment per visit
outpatient facility per calendar year

Occupational, Speech Vision Therapy @ $10 co-payment per visit $30 co-payment per visit
Up to 30 visits per person combined in home,
office or outpatient facility per calendar year

Outpatient (in office or facility) @ $25 co-payment per visit $25 co-payment per visit
Up to 40 visits per calendar year

In-patient @

Up to 30 days per calendar year 20% coinsurance

Up to 30 visits from mental health care 20% coinsurance
professionals per calendar year

Outpatient @ $0 20% coinsurance
Up to 60 visits per calendar year, including up to 20
visits for family counseling

In-patient @

Up to 7 days detoxification per calendar year $0 20% coinsurance

Up to 30 days rehabilitation per calendar year $0 20% coinsurance
Refer to Page 11




Empire PPO

he Empire PPO consists of a comprehensive group of

facilities and physicians from whom you may receive
care, and provides you with coverage for eligible services
outside of the Empire PPO network. The Empire PPO is
administered by Empire BlueCross BlueShield (Empire
BCBS) and has two coverage networks. The primary
network consists of any Empire PPO participating provider
or facility affiliated with SLR, BI, LICH or NYEE. The
secondary network consists of any of the other providers
in BlueCross BlueShield’s extensive national network.
There is also out-of-network coverage if you use a non-BCBS
participating facility or physician.

In-network coverage — If you use a SLR, BI, LICH or NYEE
Empire BCBS participating provider (CHP Network),
there is a $15 co-payment for physician basic office visits.
If you use a BCBS participating provider not affiliated with
SLR, BI, LICH, or NYEE (BCBS National Network), there is
a $30 co-payment for physician basic office visits. You pay
10% coinsurance for other eligible physician office services.

If you are traveling or live outside of the Empire PPO ser-
vice area, you may still take advantage of the plan’s bene-
fits by calling (800) 810-BLUE or (800) 992-BLUE. A ser-
vice representative will direct you to a local physician or
facility and you will receive Empire PPO benefits. When
you receive care from any BCBS participating provider,
your physician will submit your claim form to Empire for
reimbursement. Be sure to confirm that your provider par-
ticipates in the Empire PPO in order to receive maximum
benefits. For provider information, you may call the
Empire Dedicated Center at (800) 741-0086.

Out-of-network coverage — You have the option to seek
care from any provider or facility outside of the CHP
network or the larger BCBS National Network. If you
receive care from a provider or at a facility that is not part
of either network, eligible services are covered at 70% of
reasonable and customary (R&C) charges, after you meet
an annual deductible.

Air ambulance coverage — This benefit covers emergency
air ambulance transport to the nearest acute care facility
when ground transportation is not available. To ensure
full coverage, Empire’s Medical Management department
must authorize in advance, when feasible, or within 48
hours after admission the use of an air ambulance. The
following conditions must be met:

B A covered person’s medical condition requires immedi-
ate and rapid ambulance transportation and services
cannot be provided by land ambulance due to great
distances or other geographic obstacles, and the use of
land transportation would pose immediate threat to
the covered person’s health.

I Services will be covered for an air ambulance used to
transport a covered person from one acute care hospi-
tal to another, only if the transferring hospital does not
have adequate facilities to provide the medically nec-
essary services needed for the covered person’s treat-
ment as determined by Empire, and use of a land
ambulance would pose an immediate threat to the cov-
ered person’s health.

Mental Health coverage. In-network mental health and
substance abuse services is provided through the Behavioral
Health Program. Coverage is also provided for out-of-
network mental health and substance abuse providers.

In order to receive coverage for in-patient and outpatient
mental health or substance abuse care provided in-network,
you must obtain authorization in advance by calling the
Behavioral Health Program at (800) 626-3643. You will be
sent a written confirmation of the authorized services. You
must also call the Behavioral Health Program in advance of
in-patient mental health or substance abuse care pro-
vided out-of-network. Precertification is not required for
outpatient out-of-network mental health or substance
abuse care.

Empire PPO Medical Plan
Benefits Summary

ollowing is a brief overview of your coverage.

Providers in both the CHP Network (SLR/BI/LICH/
NYE&E) and the Empire BCBS Network must
participate in the Empire PPO plan. For eligible out-of-
network services, reimbursement is based on reasonable
and customary (R&C) charges. Charges in excess of R&C
are not covered by the plan.

Precertification — When you see the telephone icon @,
you’'ll know that you or your doctor must precertify these
services with Empire’s Medical Management Program.
The telephone number to precertify is (800) 982-8089.
Fourteen (14) days are required for non-emergency
precertification. For emergency inpatient hospital admis-
sions or emergency surgical procedures, you or your doc-
tor must pre-certify within 48 hours of the services or as
soon as reasonably possible. For inpatient mental health
or substance abuse care, you must call the Behavioral
Health Program at (800) 626-3643. The penalty for non-
pre-certification of required treatment is 50% of charges
up to $2,500 per occurrence.



Empire PPO Medical Plan Benefits Summary

L Y

CHP Network

(SLR/BI/LICH/NYEE) BlueCross BlueShield Out-of-Network

providers must be Empire (BCBS ) (Charges in escess of R&C are
BCBS participating National Network not considered by the plan.)

Annual Deductible
Per Individual $1,000
Per Family $2,500

Coinsurance 30%

Annual Out-of-Pocket Maximums
Per Individual $2,000 $2,000 $4,500 (Including deductible)
Per Family $4,000 $4,000 $11,250 (Including deductible)

Maximum Lifetime Benefit
Per Covered Member Unlimited Unlimited $1,000,000

Basic Home/Office Visits $15 co-payment per visit  $30 co-payment per visit  Deductible & 30% coinsurance

Specialist Visits $15 co-payment per visit  $30 co-payment per visit  Deductible & 30% coinsurance

Chiropractic Care $15 co-payment per visit  $30 co-payment per visit  Deductible & 30% coinsurance

Second or Third Surgical Opinion @ $15 co-payment per visit  $30 co-payment per visit  Deductible & 30% coinsurance

Diabetes Education and Management $15 co-payment per visit ~ $30 co-payment per visit ~ Deductible & 30% coinsurance

Allergy Care

Office Visit $15 co-payment per visit ~ $30 co-payment per visit ~ Deductible & 30% coinsurance

Testing 10% coinsurance 10% coinsurance Deductible & 30% coinsurance

Treatment $0 10% coinsurance Deductible & 30% coinsurance

Diagnostic Procedures

X-rays 10% coinsurance 10% coinsurance Deductible & 30% coinsurance
MRIs /MRAs @ 10% coinsurance 10% coinsurance Deductible & 30% coinsurance
PET/CAT Scans @ 10% coinsurance 10% coinsurance Deductible & 30% coinsurance

Laboratory Tests 10% coinsurance 10% coinsurance Deductible & 30% coinsurance




Empire PPO Medical Plan Benefits Summary (Continued)

CHP Network

(SLR/BI/LICH/NYEE)
Home, Office and Outpatient Care providers must be Empire
(continued) BCBS participating
Surgery @ 10% coinsurance

(For a second procedure performed during an
authorized surgery through the same incision,
Empire pays for the procedure with the higher
allowed amount. For a second procedure done
through a separate incision, Empire will pay
the allowed amount for the procedure with
the higher allowance and up to 50% of the
allowed amount for the other procedure.)

Outpatient Facility Fees 10% coinsurance
Pre-surgical Testing 10% coinsurance
Anesthesia 10% coinsurance

Chemotherapy, radiation 10% coinsurance

Kidney Dialysis 10% coinsurance

Cardiac Rehabilitation @ $15 co-payment per
outpatient visit

Preventive Care

Annual Physical Exam

One per calendar year $15 co-payment per visit

Diagnostic Screening Tests

Cholesterol: 1 every 2 years $0

(except for triglyceride testing)

Colorectal cancer $0

— Fecal occult blood test if age 40
or over: 1 per year

— Sigmoidoscopy if age 40 or over:
1 every 2 years

Routine Prostate Specific Antigen(PSA) $0
— Over age 50: 1 every year
— Between ages 40-49 if risk factors
exist: 1 per year
— If prior history of prostate cancer,
PSA at any age
— Diagnostic PSA: 1 per year

You Pay

BlueCross BlueShield Out-of-Network
(BCBS ) (Charges in escess of R&C are
National Network not considered by the plan.)

10% coinsurance Deductible & 30% coinsurance

$100 co-payment & Deductible & 30% coinsurance

10% coinsurance
10% coinsurance Deductible & 30% coinsurance
10% coinsurance Deductible & 30% coinsurance
10% coinsurance Deductible & 30% coinsurance

10% coinsurance Deductible & 30% coinsurance

$30 co-payment per Deductible & 30% coinsurance
outpatient visit
$30 co-payment per visit Not covered

10% coinsurance Deductible & 30% coinsurance

10% coinsurance Deductible & 30% coinsurance

10% coinsurance Deductible & 30% coinsurance



Empire PPO Medical Plan Benefits Summary (Continued)

Preventive Care (continued)

Well-woman Care
Office visits

Pap smears

Bone density testing and treatment

— Ages 55 through 65 — 1 baseline

— Age 65 and older — 1 every 2 years
(if baseline before age 65 does not

indicate osteoporosis)

— Under Age 65 — 1 every 2 years
(if baseline before age 65 indicates

osteoporosis)

Mammogram

— Ages 3b through 39 — 1 baseline
—Age 40 and older — 1 per year

Well-child Care
In-hospital visits

— Newborn: 2 in-hospital exams at birth

Office visits and associated lab
services provided within 5 days of

office visit

— From birth up to age 1: 7 visits

—Ages 1 through 4: 6 visits
—Ages b through 11: 7 visits

—Ages 12 up to 19th birthday: 8 visits

Immunizations
Emergency Care

Emergency Room

Physician’s Office
Ambulance

Local professional ground ambulance

to nearest hospital
Air Ambulance @

Transportation to nearest acute care
hospital for emergency IN-PATIENT

admissions

You Pay

CHP Network
(SLR/BI/LICH/NYEE) BlueCross BlueShield
providers must be Empire (BCBS )
BCBS participating National Network
$15 co-payment per visit  $30 co-payment per visit
$0 10% coinsurance
$0 10% coinsurance
$0 10% coinsurance
$0 $0
$0 $0
$0 $0
$0 $75 (waived if admitted

within 24 hours)
$0 $30 co-payment

10% coinsurance

10% coinsurance

10% coinsurance

10% coinsurance

Out-of-Network
(Charges in escess of R&C are
not considered by the plan.)

Deductible & 30% coinsurance
Deductible & 30% coinsurance

Deductible & 30% coinsurance

Deductible & 30% coinsurance

Deductible & 30% coinsurance

Deductible & 30% coinsurance

Deductible & 30% coinsurance

$75 (waived if admitted
within 24 hours)

Deductible & 30% coinsurance

Subject to in-network benefits

You pay the difference between
the allowed amount and the
total charge



Empire PPO Medical Plan Benefits Summary (Continued)

Maternity Care

Prenatal and Postnatal Care @

Lab Tests, Sonograms and Other
Diagnostic Procedures

Routine Newborn Nursery Care
(in hospital)

Obstetrical Care (in hospital) @
Reproductive Services

Infertility Treatment Lifetime
Maximum Reimbursement

Advanced Reproductive
Technologies @
(IVF, ZIFT, GIFT, ICSI)

Medically Necessary Diagnostic
Procedures @

Pathology and Laboratory
Services @

CHP Network
(SLR/BI/LICH/NYEE)
providers must be Empire
BCBS participating

10% coinsurance

10% coinsurance

10% coinsurance

10% coinsurance

$10,000

10% coinsurance

Up to 3 cycles (not to
exceed $10,000 lifetime
maximum)

10% coinsurance

10% coinsurance

In-patient Hospital Facility and Ancillary Services

Semi-private Room and Board @

Anesthesia Drugs and Oxygen

Chemotherapy and Radiation
Therapy

Diagnostic X-rays and Lab Tests
Drugs and Dressings

General, Special and Critical
Nursing Care

Intensive Care @
Kidney Dialysis

$0

$0

$0

$0
$0
$0

$0

You Pay

BlueCross BlueShield
(BCBS )
National Network

10% coinsurance

10% coinsurance

10% coinsurance

10% coinsurance

$10,000

10% coinsurance

Up to 3 cycles (not to
exceed $10,000 lifetime
maximum)

10% coinsurance

10% coinsurance

$250 co-payment &
10% coinsurance per
admittance

10% coinsurance

10% coinsurance

10% coinsurance
10% coinsurance

10% coinsurance

10% coinsurance

10% coinsurance

Out-of-Network
(Charges in escess of R&C are
not considered by the plan.)

Deductible & 30% coinsurance

Deductible & 30% coinsurance

Deductible & 30% coinsurance

Deductible & 30% coinsurance

Not covered

Not covered

Not covered

Not covered

Deductible & 30% coinsurance

Deductible & 30% coinsurance

Deductible & 30% coinsurance

Deductible & 30% coinsurance
Deductible & 30% coinsurance

Deductible & 30% coinsurance

Deductible & 30% coinsurance

Deductible & 30% coinsurance



Empire PPO Medical Plan Benefits Summary (Continued)

BT Yerw

CHP Network
(SLR/BI/LICH/NYEE) BlueCross BlueShield Out-of-Network

ospital Services BCBS participating

providers must be Empire (BCBS )

National Network

(Charges in escess of R&C are
not considered by the plan.)

Services of Licensed Physicians
(i.e. Anesthesiologists) and Surgeons

10% coinsurance

10% coinsurance

Deductible & 30% coinsurance

Surgery @

(For a second procedure performed during an
authorized surgery through the same incision,
Empire pays for the procedure with the higher
allowed amount. For a second procedure done
through a separate incision, Empire will pay
the allowed amount for the procedure with
the higher allowance and up to 50% of the
allowed amount for the other procedure.)

10% coinsurance

10% coinsurance

Deductible & 30% coinsurance

Durable Medical Equipment @
(i.e. hospital-type bed, wheel chair
sleep apnea monitor)

10% coinsurance

10% coinsurance

Not covered

Orthotics and Prosthetics @

10% coinsurance

10% coinsurance

Not covered

Medical Supplies
(i.e. catheters, oxygen, syringes)

10% coinsurance

10% coinsurance

Difference between the
allowed amount and the total
charge (deductible and
coinsurance do not apply)

Skilled Nursing Facility @
Up to 60 days per calendar year

10% coinsurance

10% coinsurance

Not covered

Hospice @
Up to 210 days per lifetime

10% coinsurance

10% coinsurance

Not covered

Home Health Care @
Up to 200 visits per calendar year
(a visit equals 4 hours of care)

10% coinsurance

10% coinsurance

30% coinsurance only
No deductible

Home Infusion Therapy @

10% coinsurance

10% coinsurance

Not covered




Empire PPO Medical Plan Benefits Summary (Continued)

CHP Network

(SLR/BI/LICH/NYEE)
Physical, Occupational, Speech  providers must be Empire
or Vision Therapy BCBS participating

Physical Therapy and Rehabilitation @

Up to 30 days of in-patient service 10% coinsurance
per calendar year

Up to 30 visits combined in home, $15 co-payment per visit
office or outpatient facility per
calendar year

Occupational, Speech Vision

Therapy @

Up to 30 visits per person combined  $15 co-payment per visit
in home, office or outpatient facility

per calendar year

Mental Health Care

Outpatient (in office or facility) @ $25 co-payment per visit
Up to 40 visits per calendar year

(Treatment maximums are combined

for in-network and out-of-network care)

In-patient @ 10% coinsurance
Up to 30 days per calendar year

Up to 30 visits from mental health care

professionals per calendar year

(Treatment maximums are combined

for in-network and out-of-network care)

Alcohol or Substance Abuse Treatment

Outpatient @ 10% coinsurance
Up to 60 visits per calendar year,

including up to 20 visits for family

counseling

In-patient @ 10% coinsurance
Up to 7 days detoxification per

calendar year

Up to 30 days rehabilitation per

calendar year

(Treatment maximums are combined

for in-network and out-of-network care)

Prescription Drug Coverage Refer to Page 11

You Pay

BlueCross BlueShield
(BCBS )
National Network

10% coinsurance

$30 co-payment per visit

$30 co-payment per visit

$25 co-payment per visit

10% coinsurance

10% coinsurance

10% coinsurance

Out-of-Network
(Charges in escess of R&C are
not considered by the plan.)

Deductible & 30% coinsurance

Not covered

Not covered

Deductible & 50% coinsurance

Deductible & 50% coinsurance

Deductible & 30% coinsurance

Deductible & 50% coinsurance



Coordination of Benefits (COB)

mpire has a coordination of benefits (COB) feature

that applies when you and members of your family are
covered under more than one health plan. The benefits
provided by Empire will be coordinated with any benefits
you are eligible to receive under the other plan. Together,
the plans will pay up to the amount of covered expenses,
but not more than the amount of actual expenses. When
you are covered under two plans, one plan has primary
responsibility to pay benefits and the other has secondary
responsibility. The plan with primary responsibility pays
benefits first.

Which Plan Pays Benefits First?

Here is how Empire determines which plan has primary
responsibility for paying benefits:

M If the other health plan does not have a coordination
of benefits feature, that plan is primary.

M If you are covered as an employee under the Empire
plan and as a dependent under the other plan, your
Empire plan is primary.

M For a dependent child covered under both parents’
plans, the primary plan is:

B The plan of the parent whose birthday comes
earlier in the calendar year (month and day)

B The plan that has covered the parent for a longer
period of time, if the parents have the same
birthday

B The father’s plan, if the other plan does not follow
the “birthday rule” and uses gender to determine
primary responsibility

B If the parents are divorced or separated (and there

is no court decree establishing financial responsibil-

ity for the child’s healthcare expenses), the plan
covering the parent with custody is primary.

B If the parent with custody is remarried, his or her
plan pays first, the stepparent’s plan pays second
and the non-custodial parent’s plan pays third.

B If the parents are divorced or separated and there
is a court decree specifying which parent has finan-
cial responsibility for the child’s healthcare
expenses, that parent’s plan is primary, once the
plan knows about the decree.

B If you are actively employed, your plan is primary in
relation to a plan for laid-off or retired employees.

B If none of these rules apply, the plan that has covered
the patient longest is primary.

If Empire Is the Secondary Plan

If the Empire plan is secondary, then benefits will be
reduced so the total benefits paid by both plans will not
be greater than the allowable expenses. Also, Empire will
not pay more than the amount Empire would normally pay
if Empire were primary.

Tips for Coordinating Benefits

B To receive all the benefits available to you, file your
claim under each plan.

M File claims first with the primary plan, then with the
secondary plan.

M Include the original or a copy of the Explanation of
Benefits (EOB) from the primary plan when you
submit your bill to the secondary plan. Remember to
keep a copy for your records.




Point of Service Plan

HIP 70% POS*

Point of Service (POS) plan requires you to select a

primary care physician (PCP) from a list of providers
who have agreed to offer care under the terms of the POS
plan. Your PCP is responsible for managing your medical
care needs and referring you to participating specialists
or facilities. Women may receive gynecological exams
from a network OB/GYN without a PCP referral. You need
to list both your OB/GYN and your PCP with your carrier.
You need to inform the carrier of any change.

Each time you seek care, you decide how you wish to use
the plan. If you receive care or a referral from your PCP,
you will pay a small co-payment for most services.
Deductibles and out-of-pocket maximums do not apply
and you do not have to submit claim forms. If you do not
receive care or a referral from your PCP — even if you see
a network physician — you will be reimbursed for a per-
centage of your costs after satisfying an annual deduct-
ible. Out-of-pocket maximums apply and you are responsi-
ble for filing claim forms.

isted below are highlights of the HIP 70%
POS plan:

M The annual deductible for out-of-network services is
$500 per individual up to $1,000 per family.

B The annual out-of-pocket maximum (including deduct-
ible) is $4,000 per individual and $8,000 per family.

Long Island College Hospital and DOCS are excluded from
this option.

* Percentage refers to the coinsurance reimbursement
level for out-of-network care.

HIP 70% POS Medical Plan — Benefit Summary (for BI/SLR only)

- In-Network! Out-of-Network?

Major Medical & Outpatient

Per Individual None $500

Per Family None $1,000

Coinsurance None 30%

- Pocket Maximum

Major Medical & Outpatient

Per Individual None $4,000

Per Family None $8,000

Coinsurance None 30%

‘Preventive Care

Physical Examination $10 copay Not covered

Routine pediatric care 100% Pediatric preventive care through
age 19: 70% after deductible

Immunizations $10 copay Pediatric preventive care through
age 19: 70% after deductible

Well Woman Care $10 copay 70% after deductible

(Including pap smears and mammograms)




HIP 70% POS Medical Plan — Benefit Summary (Continued)

In-Network!

Out-of-Network?

Physician office visits

$10 copay

70% after deductible

Surgery

100%

70% after deductible

Laboratory services

100%

70% after deductible

Magnetic Resonance Imaging (MRI)3

100%

70% after deductible

Initial visit, and all subsequent referral visits $10 copay per visit 70% after deductible

Physician’s and surgeon’s services 100% 70% after deductible

$500 copay per continuous confine-  70% after deductible
ment. Waived at SLR/BI/LICH/NYEE

All drugs and medication 100% 70% after deductible
Private Duty Nursing Not Covered Not Covered

Semi-private room and board

Ambulance service when Medically Necessary 100% 70% after deductible
$10 copay per visit 70% after deductible

Emergency Care in Urgi-Center

Prenatal and post-natal care 100% 70% after deductible

Hospital services for mother and child $500 copay per continuous confine-  70% after deductible
ment. Waived at SLR/BI/LICH/NYEE

90 outpatient visits per condition/lifetime $10 copay per visit 70% after deductible

100 home care visits 100% 70% after deductible
Physician house calls Not covered 70% after deductible

30 days per calendar year 100% Not covered

7 days of inpatient detoxification per $500 copay per continuous confine-  Not covered
calendar year ment. Waived at SLR/BI/LICH/NYEE

30 days of inpatient rehabilitation per $500 copay per continuous confine-  Not covered
calendar year ment. Waived at SLR/BI/LICH/NYEE

60 outpatient rehabilitation visits per $10 per visit Not covered
calendar year

Note: 30 days of inpatient treatment for Substance Abuse /Alcohol and Substance Abuse is a combined maximum.




HIP 70% POS Medical Plan — Benefit Summary (Continued)

In-Network!

Out-of-Network?

30 days of inpatient care per calendar year $500 copay per continuous confinement 70% after deductible

Waived at SLR/BI/LICH/NYEE
20 outpatient visits per calendar year $10 copay per visit 50% after deductible
Per prescription (Generic) $5 copay $5 copay
Per prescription (Brand) $10 copay $10 copay

Per prescription (Generic) $2.50 copay

Not covered

Per prescription (Brand) $5 copay

Not covered

Chiropractic Care $10 copay per visit

70% after deductible

Inpatient Care 100%

Not covered

Outpatient Care 100%

Not covered

General Dental Care Covered at reduced fee schedule

Not covered

Preventive Care $5 copay per visit
(Oral Exam, once every 6 months)

Not covered

Cleaning (Once every 6 months) $10 copay per visit

Not covered

Fluoride $10 copay per visit

Not covered

Eye Exam 100% for refractive

70% after deductible

Eye Glasses $45 for a complete pair every
24 months at participating providers

Not covered

Hearing Aids Not Covered Not covered
Cochlea Implants 100% Not covered
Durable Equipment, when Medically $100 annual deductible Not covered
Necessary

Diabetes Equipment, Supplies and $10 copay 70% after deductible

Education




Notes:

1 You must select a PCP from a list of providers who have agreed to offer care under the terms of your Point of Service
Plan. Women may receive gynecological exams from a network OB/GYN without a PCP referral. For a list of partici-
pating physicians, you may visit the website (www.hipusa.com,). You should note that our plan is the Prime POS plan.

Out-of-network reimbursement percentage is based on reasonable and customary charges (R&C) and apply to all
plan features. Charges in excess of R&C are not covered by the plan.

4 days required for non-emergency precertification. The penally for non-precertification of required treatment is
50% of charges (no annual or per occurrence dollar limit). It is important to call to determine whether a recom-
mended treatment or therapy is subject to precertification. The telephone number to precertify is (800) 447-8255.
Some of the procedures, which require precertification are:

—Mental Health and Substance Abuse
—MRI
— Physical Therapy

Penalty for Non-Precertification for
Each of the Plans Offered

Empire PPO and Empire EPO

B The penalty for non-precertification of required treat-
ments is 50% of charges up to $2,500 per occurrence.

HIP 70% POS

B The penalty for non-precertification of required treat-
ments is 50% of charges with no annual or per occur-
rence maximum.

Post-Mastectomy Surgery Mandate

ederal law has been enacted (the Omnibus Consoli-

dated and Emergency Supplemental Appropriations Act)
which contains a mandate for group health plans that pro-
vide medical and surgical benefits for a mastectomy. The
law requires that such plans provide the following benefits:

M reconstruction of the breast on which the mastectomy
has been performed,

— Occupational Therapy
— Speech Therapy
— Vision Therapy

B surgery and reconstruction of the other breast to pro-
duce a symmetrical appearance; and

M prostheses and treatment of physical complications at
all stages of mastectomy, including lymphedemas.

Plans may not penalize or give incentives to providers to
provide care in a manner inconsistent with the recon-
structive surgery requirement. Usual plan deductibles and
coinsurance will apply.

Maternity Coverage

G roup health plans and health insurance issuers gener-
ally 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 vaginal delivery, or less than 96 hours following a cesar-
ean section. However, Federal law generally does not pro-
hibit the mother’s or newborn’s attending provider, after
consulting with the mother, from discharging the mother or
her newborn earlier than 48 hours (or 96 hours as applica-
ble). In any case, plans and issuers may not, under Federal
law, require that a provider obtain authorization from the
plan or the insurance issuer for prescribing a length of
stay not in excess of 48 hours (or 96 hours).

Understanding Reasonable And Customary Charges

Each plan’s out-of-network reimbursement is based on the reasonable and customary (R&C) amount.
R&C is determined by taking into account what the majority of doctors in your geographic area charge
for specific services. For instance, if most of the doctors in your area charge $75 for an office visit, then

$75 is considered reasonable and customary.




The Dental/Vision/Hearing Plan

here are two dental plan options available. Regardless .

of which dental option you select, you will have the Guardian DentalGuard Pr ef erred
same vision and hearing benefits. The two dental options PPO Plan
are the Guardian DentalGuard Preferred PPO Plan
and the Empire Managed Dental Plan. Participation is he Guardian DentalGuard Preferred PPO Plan is a
voluntary, so you may waive coverage if you choose.
However, be aware that if you waive coverage, you are
waiving coverage for all components of the plan. For
instance, you may not waive dental coverage and select
vision and hearing coverage.

network dental plan with an extensive group of partic-
ipating dentists. Each time you need care, you have the
option to use a participating provider or a nonparticipat-
ing provider. If you use a participating provider, benefits
are paid at a percentage of a reduced fee that has been
negotiated with participating Guardian providers.

/Hear

You will generally pay less for participating providers’ ser-
vices because participating providers have agreed to the
negotiated fees. Nonparticipating providers may charge
more than the negotiated fee, which means you may be
required to pay more out of your own pocket for services.
In addition, if you use a nonparticipating provider, you
will pay a higher deductible and benefits will be paid at a
lower percentage. (The example below shows how you
save money when you use participating providers.) When
you use a participating provider, your claims will be filed
for you.

Dental /V

You may obtain a list of participating providers on-line at
www.glic.com.

An Example

To help you understand how the Guardian DentalGuard Preferred PPO Plan works, the chart below shows how the plan
pays benefits for identical services from two different dentists. In this example, Guardian has negotiated a fee of $100 for
a particular basic restorative service. If you visit a participating dentist, he or she will charge you the according to the
fee schedule, and the plan will pay a percentage of that amount (in this case, 80%). Your out-of-pocket cost is simply the
schedule fee ($100) minus the amount the plan pays ($80).

If you visit a nonparticipating dentist, he or she may charge you more than the fee schedule. If a nonparticipating dentist
charges $120, the plan will pay benefits at a lower percentage based on the higher charge (50% of $120). In this case,
your out-of-pocket cost is the difference between the amount your dentist actually charges ($120) and the amount the
plan pays ($60).

Example: How The Guardian DentalGuard Preferred PPO Plan Works

If you receive care from a If you receive care from a
participating provider nonparticipating provider
Dentist’s service fee $ 100 $120
Schedule fee $ 100 N/A
Plan pays $ 80 (80% of schedule fee) $ 60 (50% of schedule fee)
Your out-of-pocket cost $ 20 $ 60




Covered Dental Services

he following list is a general guide of some of the

more common dental services and is not meant to
encompass every dental service covered by the plan.
Please contact Guardian at (800) 541-7846 for inquiries
related to services not listed.

Preventive and Diagnostic Services

(Group I)

B Oral Examination (office visit) — limited to one exami-
nation in any six consecutive month period.

B Prophylaxis (Cleaning) — limited to one treatment in
any six consecutive month period.

B Fluoride Treatment (children under age 14 only) — lim-
ited to one treatment in any six consecutive month
period.

I Dental Sealants (children under age 16 only) — limited
to one treatment in any 36 consecutive month period.

B Complete X-ray Series - limited to once in any 60 con-
secutive month period.

Basic Services (Group II)

Includes restorative services such as amalgams (fillings),
endodontic services such as root canal therapy, periodon-
tic services such as periodontal root planing, gingivectomy
and osseous surgery, and oral surgery such asuncompli-
cated non-surgical extractions and surgical removed of
erupted or impacted teeth.

Major Services (Group III)

Includes restorative services such as inlays and crown and
posts (covered only when needed because of decay or
injury, and only when the tooth cannot be restored with a
routine filling material) and prosthodontic services such
as fixed bridges, bridge abutments and full and partial
dentures.

Orthodontic Services (Group IV)

Covers only children who are less than 19 years old when
the active appliance is first placed. Includes diagnostic
services, treatment plan, fitting, making and placing of
the active appliance, and all related office visits including
post-treatment stabilization.

Pre-treatment Review
(Pre-determination)

pre-treatment review must be done when the

expected cost of a proposed course of treatment is
$300.00 or more. In this case, the dentist must submit a
treatment plan to Guardian before treatment begins. The
treatment plan must include

I alist of services to be done, using the American Dental
Association nomenclature and codes;

I the cost of each service; and

M the estimated length of treatment.

Dental x-rays and any other supporting information
should also be sent to Guardian so they may evaluate the
treatment plan. Emergency treatment, oral examinations,
dental x-rays, and teeth cleaning that are part of the
course of treatment, may be done before the pre-treat-
ment review is made.

Guardian will review the treatment plan and estimate
what will be paid. The estimate will be sent to your or
your eligible dependent’s dentist. If Guardian does not
agree with a treatment plan, or if one is not submitted,
Guardian has the right to base payments on treatment
suited to your or your eligible dependent’s condition by
accepted standards of dental practice.

A pre-treatment review is not a guarantee of payment. It
informs you and dentist, in advance, what the plan would
pay for the covered dental services named in the treat-
ment plan. Payment is conditioned on

M the work being done as proposed and while you or your
eligible dependent is insured; and

M the deductible and payment limit provisions and all
other terms of the plan.

Special Limitations

Penalty for Late Entrants

fyou do not elect to participate in Guardian Dental

within 30 days from your date of hire or becoming
newly eligible (due to an employment status change) you
are considered a late entrant. Guardian will not cover
charges incurred by a late entrant for:

B Group II services until 6 months from your effective
date of plan coverage;

B Group III services until 12 months from your effective
date of plan coverage; and

M orthodontic treatment done in the first 24 months from
your effective date of plan coverage. However, this limi-
tation will not apply to covered charges due solely to
an injury suffered while insured.




Teeth Lost before Being Insured by the Plan

The plan will not pay for a prosthetic device that replaces
teeth lost prior to your coverage effective date unless the
device that replaces such teeth also replaces one or more
natural teeth lost or extracted after your coverage effec-
tive date.

Exclusions

he following services are not covered by
the plan:

@ Oral hygiene, plaque control or diet restriction.
B Adult orthodontic services.
M Precision attachments.

M Treatment that does not meet accepted standards and
dental practice.

M Treatment that is experimental in nature.

B Treatment needed due to an on-the-job or job-related
injury.

B Treatment for a condition for which benefits are pay-
able by Workers’ Compensation or similar laws.

B Appliance or prosthetic devises used to:

B Change vertical dimension.

B Restore or maintain occlusio