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Excellus BlueCross BlueShield makes finding the
information and support you need
easier—resources, savings, and tools are available
online 24/7.

Find a doctor or specialist online while you’re home
or far away.

Research over 6,000 health topics.

Get great member discounts and valuable
information you can use all year long with
Blue365°®

Excellus

excellusbcbs.com

EBCBS - 08/10
4747-10M

Welcome

With Excellus BlueCross BlueShield, you get what you
expect from Blue plus a whole lot more such as:

More doctors, specialists, and hospitals to
choose from

Exclusive discounts on health-related products
and services with Blue365®
Answers to your health questions online

Local customer service

In this booklet you will find:

e A chart that summarizes this plan’s unique benefits
and coverage*

e A glossary of terms to help you understand your
coverage and options

We have many valuable benefits and we provide a
tremendous amount of choice. Whichever plan you
pick, we're ready to meet your health care needs.

Visit us at excellusbcbs.com

*This benefit summary is not a contract or binding agreement;
it is a summary of benefits and services.

Privacy Policy Notice. We know how important your privacy is and we're committed to
protecting it. Our policies and practices regarding the collection, use, and disclosure of
personal health information are available at excellusbcbs.com and Member Services.




Cortland City Schools

Classic Blue w/ RX
$0/%$15/%$30

Plan Features

Primary Care Physician (PCP) Not Required

Referrals Not Required

Out of network benefits Covered

Student / Dependent Coverage Covered to age 26

Domestic Partner Not Covered

Coverage Period 09/01/17-08/31/18

Office visit copay (Primary Care Physician) 20% coinsurance subject to deductible
Office visit copay (Specialist) 20% coinsurance subject to deductible
Coinsurance 20%

Deductible $100 Single/ $300 Family

Questions? For assistance call (877) 253-4797,
Call our TTYphone at 1 (800) 421-1220,
or visit us at https://www.excellusbcbs.com/wps/portal/xl/cwp/

cnycoop/ 440

Excellus



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services COOPERATIVE HEALTH INSURANCE FUND
Excellus BCBS: Classic Blue Coverage Period: 09/01/2017 - 08/31/2018
A nonprofit independent licensee of the BlueCross BlueShield Association Coverage for: Individual/Family| Plan Type: Traditional
The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the cost for covered
health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call or visit Our website at www.excellusbchs.com. For general
definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at
www.cciio.cms.gov or www.healthcare.gov/shc-glossary or call to request a copy.

Important Questions Answers | Why This Matters:
Generally, you must pay all of the costs from providers up to the deductible amount before this plan begins to pay. If
$100 Individual/$200 Two Person/$300 vy Py P panbeg pay

What is the overall deductible? Family you have other family members on the plan, each family member must meet their own individual deductible until the

total amount of deductible expenses paid by all family members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible amount. But a copayment or

Are there services covered coinsurance may apply. For example, this plan covers certain preventive services without cost sharing and before you

Yes, Preventive Care
before y ou meet your meet your deductible. See a list of covered preventive services at https://www.healthcare.gov/coverage/preventive-
deductible?
care-benefits/.
Are t.h.ere ot!ler deductibles for No You don't have to meet deductibles for specific services.
specific services?
i -of- imi The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family members in this
What.ls the out-of-pocket limit $1,500 Individual/$4,500 Family ' y p y. ' y ‘ ' y e y
for this plan? plan, they have to meet their own out-of-pocket limits until the overall family out-of-pocket limit has been met.

Costs for penalties for failure to obtain

i i i . | preauthorization for services, premiums, ' o
What s notinduded in the out- Even though you pay these expenses, they don't count toward the out-of-pocket limit.

of-pocket limit? balance billing charges, and health care this
plan doesn't cover.

This plan uses a provider network. You will pay less if you use a provider in the plan's network. You will pay the most if

Will you pay less if you use a Yes. See www.excellushcbs.com or call fora |you use an out-of-network provider, and you might receive a bill from a provider for the difference between the

network provider? list of network providers. provider's charge and what your plan pays (balance billing). Be aware your network provider might use an out-of-

network provider for some services (such as lab work). Check with your provider before you get services.

Do you need a referral to see a No
specialist?

You can see the specialist you choose without a referral.

1059323-2 415797 10f6



44  Alcopayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

What You Will Pay

Limitations, Exceptions, & Other Important
Information

If you visit a health care
provider’s office or clinic

If you have a test

If you need drugs to treat
your illness or condition
More information about

prescription drug coverage

is available at
www.excellusbchs.com

If you have outpatient
surgery

If you need immediate
medical attention

Primary care visit to treat an injury or
illness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood work)

Imaging (CT/PET scans, MRIs)

Tier 1 (Generic drugs)

Tier 2 (Preferred brand drugs)

Tier 3 (Non-preferred brand drugs)

Specialty drugs

Facility fee (e.g., ambulatory surgery
center)

Physician/surgeon fees

Emergency room care

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

20% Coinsurance

20% Coinsurance

Adult Physical: No Charge
Adult Inmunizations: No
Charge

Well Child Visit: No Charge
Deductible does not apply
No Charge

Deductible does not apply
No Charge

Deductible does not apply
No Charge

Deductible does not apply
$15/prescription retail, $30/
prescription mail order
$30/prescription retail, $60/
prescription mail order
§30/prescription retail, 0%/
prescription mail order

No Charge

Deductible does not apply

No Charge
Deductible does not apply

No Charge
Deductible does not apply

20% Coinsurance

20% Coinsurance

Adult Physical: No Charge

Adult Immunizations: No Charge

Well Child Visit: No Charge
Deductible does not apply

No Charge
Deductible does not apply

No Charge
Deductible does not apply

Not Covered

Not Covered

Not Covered

Not Covered

No Charge
Deductible does not apply

No Charge
Deductible does not apply

No Charge
Deductible does not apply

* For more information about limitations and exceptions, see plan or policy document at www.excellusbcbs.com

None

You may have to pay for services that aren't preventive. Ask
your provider if the services needed are preventive. Then
check what your plan will pay for.

1 Exam per year

None

Covers up to a 30-day supply (retail prescription); 90-day
supply (mail order prescription)

None

None

20f6



Common

What You Will Pay

Limitations, Exceptions, & Other Important

. Services You May Need In-Network Provider Out-of-Network Provider .
el Ea (You will pay the least) (You will pay the most) LBl e
No Charge No Charge N
i i one
Emergency medical transportation Deductible does not apply Deductible does not apply
No Charge No Charge
{pentcare Deductible does not apply Deductible does not apply None
. . No Charge No Charge
Facility fee (e.g., hospital room) Deductible does not apply Deductible does not apply
No Ch No Ch None N/A None limit
If you have a hospital stay . 0tharge 0 tharge
Physician/surgeon fees Deductible does not apply Deductible does not apply
' ' No Charge No Charge
If you need mental health, SRR Deductible does not apply Deductible does not apply
behavioral health, or None
. No Charge No Charge
substance abuse services Inpatient services
Deductible does not apply Deductible does not apply
No Charge No Charge Cost sharing d tapply " )
isi i ) ost sharing does not apply for preventive services.
Office viits Deductible does not apply Deductible does not apply LY
Childbirth/delivery professional No Charge No Charge
Ifyouare pregnant services Deductible does not apply Deductible does not apply Vone
T _ No Charge No Charge
dbirthydelivery faciity services Deductible does not apply Deductible does not apply
No Charge No Charge 60Visit limit
isits per year limi
Home health care Deductible does not apply Deductible does not apply pery

If you need help recovering
or have other special
health needs

Rehabilitation services

20% Coinsurance

20% Coinsurance

100 Visits per year limit

Habilitation services

20% Coinsurance

20% Coinsurance

100 Visits per year limit

Skilled nursing care

No Charge
Deductible does not apply

No Charge
Deductible does not apply

100 Days per year limit

Durable medical equipment

20% Coinsurance

20% Coinsurance

None

* For more information about limitations and exceptions, see plan or policy document at www.excellusbcbs.com

30f6




Common

What You Will Pay

Limitations, Exceptions, & Other Important

. Services You May Need In-Network Provider Out-of-Network Provider .
Medical Event (You will pay the least) (You will pay the most) Information
y No Charge No Charge Familv b . ling limited to5 Vit
i [ amily bereavement counseling limited to 5 Visits per year

HIOSPICE SEMVICES Deductible does not apply Deductible does not apply ) : sy
Children’s eye exam Not Covered Not Covered

If your child needs dental Children’s glasses G G None

or eye care
Children’s dental check-up Not Covered Not Covered

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

®  Acupuncture * Dental care (Adult)

Cosmetic surgery o

®  Dental care (Child) ®  Hearing aids ® long-term care

®  Routine eye care (Adult) ®  Routine eye care (Child) ®  Routine foot care

®  Weight loss programs

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

Private-duty nursing

Infertility treatment
o Non-emergency care when traveling outside the U.S. .

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage options may be available to you too, including buying individual insurance coverage through
the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information
about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information to submit a claim, appeal, or a grievance for any reason
to your plan. For more information about your rights, this notice, or assistance, contact: the phone number on Your ID card or www.excellusbcbs.com; Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; New York State Department of Financial Services Consumer Assistance Unit at 1-800-342-3736 or www.dfs.ny.gov.
Additionally, a consumer assistance program can help you file your appeal. Contact the Consumer Assistance Program at 1-888-614-5400, or e-mail cha@cssny.org or www.communityhealthadvocates.org.
A list of states with Consumer Assistance Programs is available at: www.dol.gov/ebsa/healthreform and www.cms.gov/CClI0/Resources/Consumer-Assistance-Grants.

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the requirement that you have health
coverage for that month.

* For more information about limitations and exceptions, see plan or policy document at www.excellusbcbs.com 40f6



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

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

* For more information about limitations and exceptions, see plan or policy document at www.excellusbcbs.com 50f6



About these Coverage Examples:

are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a hospital delivery)

B The plan's overall deductible $100
B (Coinsurance 20%
B Hospital (facility) copayment $0
B Other coinsurance 20%
This EXAMPLE event includes services like:

Specialist office visits (prenatal care)

Childbirth/Delivery Professional Services

Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)

Specialist visit (anesthesia)

Total Example Cost $12,820
In this example, Peg would pay:

Cost Sharing
Deductibles 50
Copayments 50
Coinsurance 50
What isn’t covered

Limits or exclusions $60
The total Peg would pay is $60

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

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-controlled

condition)
B The plan's overall deductible $100
B (oinsurance 20%
B Hospital (facility) copayment $0
®  Other coinsurance 20%

This EXAMPLE event includes services like:

Primary care physician office visits (including disease education)
Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,460
In this example, Joe would pay:
Cost Sharing
Deductibles $100
Copayments $0
Coinsurance $120
What isn’t covered

Limits or exclusions $60
The total Joe would pay is $280

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending on the
actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and coinsurance) and
excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please note these coverage examples

Mia’s Simple Fracture

(in-network emergency room visit and follow up care)

The plan's overall deductible
Coinsurance

Hospital (facility) copayment

Other coinsurance

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost

In this example, Mia would pay:

Cost Sharing
Deductibles
Copayments
Coinsurance
What isn't covered

Limits or exclusions
The total Mia would pay is

60f6

$100
20%

$0
20%

$1,970

$100
50
$110

50
$210



Notice of Nondiscrimination

Our Health Plan complies with federal civil rights laws. We do not discriminate on the basis of
race, color, national origin, age, disability, or sex. The Health Plan does not exclude people or
treat them differently because of race, color, national origin, age, disability, or sex.

The Health Plan:

¢ Provides free aids and services to people with disabilities to communicate effectively
with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic
formats, other formats)

» Provides free language services to people whose primary language is not English, such
as:
o Qualified interpreters
o Information written in other languages

If you need these services, please refer to the enclosed document for ways to reach us.

If you believe that the Health Plan has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance with:

Advocacy Department

Attn: Civil Rights Coordinator

PO Box 4717

Syracuse, NY 13221

Telephone number: 1-800-614-6575
TTY number: 1-800-421-1220

Fax: 315-671-6656

You can file a grievance in person or by mail or fax. If you need help filing a grievance, the
Health Plan’s Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at htip://www.hhs.gov/ocr/office/file/index.htmi.

B-5495



Attention: If you speak English free language help is available to you. Please refer to the
enclosed document for ways to reach us.

Atencion: Si habla esparfiol, contamos con ayuda gratuita de idiomas disponible para usted.
Consulte el documento adjunto para ver las formas en que puede comunicarse con nosotros.

EE: WAERT I, RATROAER A% 3% A5 S .
LB B B ST CLAR IR ERATT B e 2 75 2K

BHumaHue! Ecnium Balw poaHOM A3bIK PYCCKUIA, BaM MOTYT GbiTb NpeaocTaBneHbl 6ecnnaTtHble
nepeBoaYeckue yCiyru. B NpUnoKeHHOM AOKYMEHTE COAEPXKUTCA MH(OPMaLUs O TOM, Kak UMK
BOCMONb30BaTbLCA.

Atansyon: Si ou pale Kreyol Ayisyen gen éd gratis nan lang ki disponib pou ou. Tanpri gade
dokiman ki nan anvlop la pou jwenn fason pou kontakte nou.

F=oll AR St=0HE MEolA= 22, Fa 20 JEE B4 £ UASLIL. g BE2
S8E EANE HEX m;_u_ HherLICh.

Attenzione: Se la vostra lingua parlata & l'italiano, potete usufruire di assistenza linguistica
gratuita. Per sapere come ottenerla, consultate il documento allegato.

YOI R IND DVDWIIN 99N NS YOOTAIN PR TR OTYY TR AN DNIPIVADIN
I O TTIAOXD 18 T DMDIX VT 18 DIVAIPKT UAHYA™ D% UTMYoYN

F5d fOeT: If0 (A TRAT ST T IEF SRET AFAT Ty TS SITS) TR SAAWH 57
(TISTRATST FAT B3 T FE TS AY TG |

Uwaga: jesli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Patrz
zatgczony dokument w celu uzyskania informacji na temat sposobdw kontaktu z nami.

adigll (sl e9x)l sy il dslio aulzol] dugelll saclunadl U (a0l @alll Gasss wuS 3] tauui
Ll Jguogll @46, 49 ,20) 426 0l

Remarque : si vous parlez francais, une assistance linguistique gratuite vous est proposée.
Consultez le document ci-joint pour savoir comment nous joindre.

=S S Aly —w a1 wliws 330 e S Ol o S Wl 95w e 95, WIS e
wbS Al Mo suglicws Sk i S ugisb

Paunawa: Kung nagsasalita ka ng Tagalog, may maaari kang kuning libreng tulong sa wika.
Mangyaring sumangguni sa nakalakip na dokumento para sa mga paraan ng pakikipag-ugnayan
sa amin.

Mpoooyr: Av piIAaTte EAANVIKG PnopoUpe va oag Nnpoo@EpPoule Borbeia aoTn YAwooa oac
Odwpeav. AciTe TO &yypago nou e0WKAEIETAl yia NANPOQOPIEC OXETIKA PE TOUC BIaBEéaIPouC
TPONOUG enikoIvawviac padi pac.

Kujdes: Né&se flisni shqip, ju ofrohet ndihmé gjuhésore falas. Drejtojuni dokumentit
bashkélidhur pér ményra se si t& na kontaktoni.
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Find a Doctor

or Specialist

Excellus BlueCross BlueShield is part of a network of BlueCross BlueShield Plans
that make up the largest group of Participation Doctors and Specialists in the
world. With that you get cost effective quality
health care whenever you need it.

Our online provider directory makes

it easy to search for @@
providers by: Excellus "'V
[ ] Name Find a Plan = Learn = Programs & Discounts Find a Doctor or Hospital Member Tools ~
* Zipcode
e Gender Manibar or Buest LIFE HAS SHARING
Madicars Momber Share your photo or video for a chance to win a
e Languages Spoken P mountain bike, treadmill, kayak and more.
. . ar Share to Win
e Accepting new patients —
e Hospital affiliation ‘ poee T g s
Looking for Coverage?
ReSUItS 11’1C1ude. Medicare Individuals & Families Businesses
e o 1 m ﬂ 5 !
e Locations v - J s

Login | Ragister | Fargot Usemams | Forged l"asswe
affordat)

| Excellus @@ | For Members ,—

Towt Size ENENEY  Privier Friencty [

e Phone numbers

o

=

e Map & Directions

Member Home Your Account For Your Health Health Plans Find a Doctor o Hospital
e Handicap Accessibility Participating Hospitals, Urgent Care Centers & Other Providers

Find a Doctor

. Find an Urgent Care Center Please select the netwerk you'd like to reh:

Just look over our alphabetical b « ‘Unstate New York Provider Network &9 Blue
listing online at ExcellusBCBS.com/ Find o Do it bl Distinction®
FindProvider Rt e i B ettt S

You Go = Federal Employee Network

:;;E,'::':“n;::mn Cared® for Learmn more

Cuality & Salery

Hrwmwammabommmmohn’suwdermm please call the telephone number on the back of
your member I0) ca

ExcellusBCBS.com/FindProvider

Find a Doctor 10/14
8116-14



Welcome to Blue365

Where taking care of yourself is an everyday thing.

Take advantage of healthy deals and discounts* on fitness,
healthy eating, personal care and more that you can use all
year long. Explore all the healthy choices
at ExcellusBCBS.com/Blue365

Blue365° is here for you.

We understand that helping you live a
healthy life means more than regular
doctor visits - it's helping you find time
for the things that matter most.

That's why we created Blue365, an
online destination featuring healthy
deals and discounts exclusively for

Blue365

Blue365 includes offers from selected
companies based on feedback from
Blue365 members and independent
researchers on the Blue365 team.
Examples include:

Fitness: Save on membership, monthly
fees and other services at Healthways,

Healthy Eating: Save on programs,
products and consultations at Jenny
Craig®, Dole® and Nutrisystems®.

Living: Save on services from
Quicken Loans®.

Personal Care: Save on products
and services from TruHearing,
Beltone®, LasikPlus®, Davis Vision®

our members. These “Blue365 Deals” and Dental Solutions.
which complement your health care
coverage, can help you maintain a
healthy lifestyle, while spending less at

some of your favorite Blue365 vendors

Snap Fitness™, Reebok®, and Polar®.

Excelyg el Blue3gs

nationwide. SHOMSE g
HOW T g
Because of the Blues' buying power, o0 o e L9 g
You hagtXClUSive g >
Blue365 can offer access to great ety st
v the ye. 2oPing
b3 % Year

savings on a wide range of exciting
health and wellness products and
experiences.

Blue365 makes it easy for you to find
out about weekly "Featured Deals” by
sending the news right to your email.
Our email service is free to members of
participating local Blue Companies.

All you have to do is register on the
website, and you are all set to enjoy
our great health and wellness deals.

You'll see weekly “Featured Deals”
and long term “Ongoing Deals” on
health products, along with discounts
on health and fitness clubs, weight-loss
programs, healthy travel experiences
and so much more.

Day,

0. s

0% O i, P:"SION
Cdlscts

W g

8,
Y125y o?,i‘::’Eum

VB oy

* Discounts are available through independent companies that do not provide Blue Cross and/or Blue Shield products or services
and are solely responsible for the services provided. See our website for more information at: ExcellusBCS.com/Blue365.
The content, tools and discounted offers available through Blue365 are subject to change. Please visit ExcellusBCS.com/Blue365
for the most current program details.

29 Blue365

Because health is a big deal”™



Healthcare Coverage

Wherever You Go

As a BluesM member, you have more freedom to choose the doctors and hospitals
that best suit you and your family. Your membership gives you a world of choices.
Within the United States, you're covered whether you need care in urban
or rural areas. Outside of the United States, you have access to doctors and
hospitals in more than 200 countries and territories around the
world through the BlueCard Worldwide® Program.

With the BlueCard Program, you can Designed to save you money. 4. When you arrive at the participat-
locate doctors and hospitals quickly In most cases, when you travel or live ing doctor’s office or hospital, show
and easily. With your Blue Plan ID card ) 1cide your Blue Plan’s service area, the provider your ID card. The pro-
handy, follow these steps: you can take advantage of savings the vider will identify your benefit level
e Visit the Blue National Doctor & local Blue Plan has negotiated with its through one of these symbols:

Hospital Finder at www.BCBS.com doctors and hospitals. For covered

to locate doctors and hospitals, services, you should not have to pay

along with maps and directions to any amount above these negotiated

find them. rates and any applicable out-of-pocket Traditional/ PPO

expenses. Indemnity Benefits

e Blue Cross and Blue Shield
Association launched a Blue
National Doctor and Hospital

Finder app for iPhone, iPad and
iPod Touch, allowing you to Within the United States

Benefits

Take charge of your health,

wherever you are. .
y After you receive care, you should:

* Not have to complete any

qumkly search for .healthcare. 1. Always carry your current claim forms.
providers nationwide. There is no
Blue ID card.

charge to download the app from * Not have to pay upfront for

the App Store, but rates from your 2. To find nearby doctors and medical services, except for the
wireless provid'er may apply hospitals, call BlueCard Access at usual out-of-pocket expenses
' 1.800.810.BLUE (2583) or visit the (noncovered services,deductible,

* BlueCard Access at Blue National Doctor & Hospital copayment and coinsurance).
1.800.810.BLUE (2583) for the Find BCBS _ _ _
names and addresses of doctors Inder at www. -com. e Receive an explanation of benefits
and hospitals in the area where you 3. Call your Blue Plan for precertifica- from your Blue Plan.
or a covered dependent need care. tion or prior authorization, if In an emergency, go directly to the

necessary. Refer to the phone nearest hospital.

If you're a PPO member, always use

a BlueCard PPO doctor or hospital to
ensure you receive the highest level of
benefits.

number located on your Blue ID
card. Note: This phone number is
different from the BlueCard Access
number mentioned above.

BlueCard EX 09.14 8116-14M



BlueCard
Program

Around the world

1. Verify your international benefits
with your Blue Plan before leaving
the United States as coverage may
be different outside the country.

2. Always carry your current
Blue ID card.

3. If you need to locate a doctor or
hospital, or need medical assis-
tance services, call the BlueCard
Worldwide Service Center at
1.800.810.BLUE (2583) or call
collect at 1.804.673.1177, 24 hours
a day, seven days a week. An assis-
tance coordinator, in conjunction
with a medical professional, will
arrange a physician appointment or
hospitalization, if necessary.

4. Please see below for the steps that
should be taken for inpatient and
professional services.

Inpatient claim: Call the BlueCard
Worldwide Service Center at
1.800.810.2583 or collect at
1.804.673.1177 when you need
inpatient care. In most cases,

you should not need to pay
upfront for inpatient care at
participating BlueCard Worldwide
hospitals except for the out-of-
pocket expenses (non covered
services, deductible, copayment
and coinsurance) you normally pay.
The hospital should submit the
claim on your behalf. In addition to

contacting the BlueCard Worldwide

Service Center, call your Blue

Plan for precertification or
preauthorization. Refer to the
phone number on your Blue

ID card. Note: this number is
different from the phone number
listed above.

Professional claim: You pay
upfront for care received from a
doctor and/or non-participating
hospital. Complete a BlueCard
Worldwide International claim form
and send it with the bill(s) to the
BlueCard Worldwide Service Center
(the address is on the form). The
claim form is available from your
Blue Plan, the BlueCard Worldwide
Service Center, or online at
BCBS.com/bluecardworldwide.



Prevention is the best medicine

Preventive health can help you and your family stay healthy and prevent
disease. Preventive care includes immunizations, also known as vaccines.

They are safe and effective.

The following vaccines are especially important to consider. The information is based on
recommendations from the Centers for Disease Control and Prevention. For more information
and a complete listing of recommended vaccines visit the CDC website at cdc.gov/vaccines.

o

O O

SN*

Tdap:

This vaccine protects against tetanus, diphtheria and pertussis (whooping cough). Immunity to whooping
cough wears off over time, so one dose of Tdap to replace one TD booster is recommended for those ages
11 and older, including adults age 65 and older

In response to a recent spike in the number of Pertussis cases, the CDC and the American Academy of Pediatrics
recommend that women get a booster dose of Tdap vaccine during each pregnancy, ideally between 27 and 36
weeks, regardless of previous Tdap history. If not administered during pregnancy, Tdap should be administered
immediately postpartum.

Varicella (chicken pox), MMR (measles, mumps and rubella), Hepatitis A and
Hepatitis B vaccines:

These vaccines are needed for adults who did not have these diseases or vaccines when they were children.
Talk to your health care provider to determine if you need updates.

HPV:

HPV (human papillomavirus) vaccine is important because it can help prevent cases of cervical cancer in females if
given before exposure to the virus. It may be given to males and females. It is recommended to be given starting
at approximately age 11 years, and can be administered up to age 26 years. Talk to your child’s doctor about your
child having the HPV vaccine.

Meningococcal:

Meningococcal disease is a serious bacterial illness. Meningitis is an infection of the covering of the brain and
the spinal cord. Adolescents and those with certain health conditions should be routinely immunized with the
meningitis vaccine. Speak with your health care provider to learn more about this important vaccine.

Flu:
Flu vaccine is recommended for everyone older than 6 months. The best results for children ages 6 months
through 8 years are two doses given four weeks apart if receiving the flu vaccine for the first time.

Pneumonia:

Infants, very young children and older persons are at highest risk for complications from pneumonia. It is
recommended that those with chronic health conditions receive a pneumonia vaccine. Talk to your doctor about
the benefit of a pneumonia vaccine.

Visit ExcellusBCBS.com/StayHealthy for more information on

immunizations, age-appropriate health screenings and more.

Preventive EX and Nat 09..15 9106-15M




When to go to an Urgent Care

‘ f} ~ ~
. ==
Cough Sprains

Urgent Care is convenient care.

When a medical issue doesn’t require an Emergency Room visit,
or if you can't get in to see your physician, you can visit an Urgent
Care Center and get the care you need.

Ear Ache

Shorter wait times

Licensed professionals
Convenient locations
Extended and weekend hours

If you are not sure where to Loskn | Bepker | Forgot Userame | Forsct Bassaced
go to get the care you need, Excellus @@ | For Members s
Text Size Printer Friendly

contact your doctor. Member Home | Your Account | For Your Health | Health Plans .| Prescription Drugs Contact Us
He or she will be able to help you AT Urgent Care is Convenient Care

Find a Doctor . -1 4
decide where to go. Remember to oo eyl bk L

. C_’mr = can visit an Urgent Care Center and get the care you

contact your doctor after getting Find a Hospital need.

Find a Dentist

] s A

urgent or emergency services for Find Other Providers o i e

BlueCard® Covera ® Li [
any follow-up care you may need Wherever You Go 551 g s O B
Away From Home Care®

for HMO Memb
e ambeny If you are not sure where to go to get the care you need, contact your doctor. He or she

Kee P the number of your doctor Quakiy. & Safuly will be able to help you decide where to go. Remember to contact your doctor after getting
urgent or emergency services for any follow-up care you may need. Keep phone numbers for
an d yOU r nearest U rg ent Ca re your doctor and nearest Urgent Care Center in a handy place, like your cell phone.
H - Urgently needed care may be furnished by in-network providers or by out-of-network
Center in an €asy-access place' providers when network providers are temporarily unavailable or inaccessible. You are

covered for urgently needed care anywhere in the United States.

like your cell phone

Find an Urgent Care Center

Not located in upstate New York? Search our Nationwide Network - BlueCard®

ExcellusBCBS.com/FindProvider

Urgent Care 9.15 9106-15M






E)gge]lus

of the BlueCross BlueShield Association

Important Facts Regarding Your Authorization to Share Protected Health Information

e In order to comply with Federal HIPAA regulations health plans must obtain a member’s permission to
share his/her protected health information with any other person. There are limited exceptions to this.

As permitted by law, we will continue to communicate to providers of care involved in your treatment: (1)
our payment activities in connection with your claims, (2) your enrollment in our health plan and (3) your
eligibility for benefits.

Until a child reaches age 18, parents may access most of their child’s health information without first
obtaining the child’s permission. However, regardless of the child’s age, parents do not have access to
diagnosis or treatment information for sexually transmitted diseases, abortion, and drug or alcohol abuse
unless the child specifically authorizes the release of such information.

This form is used to authorize us to share your protected health information. Each person you identify will
have the same access to your information. If you would like each person to access different information or
to have access to your information for a different period of time, you’ll need to complete separate forms
for each individual or time period.

We will NOT disclose information relating to genetic testing, alcohol and drug abuse, mental health,
abortion, and sexually transmitted disease information unless you check the corresponding box in Part D.
If you would like to authorize us to release information regarding HIV/AIDS, New York State requires that a
different form be completed. To obtain a copy of this form, please contact our office at the telephone
number listed on your identification card, or access the form at the following website:
http://www.health.state.ny.us/diseases/aids/forms/informedconsent.htm.

If you need additional forms, you may copy this form, contact our office at the telephone number listed on
your identification card or visit our Web site at:
https://www.excellusbcbs.com/wps/portal/xl/mbr/mgr/manageprivacy/

B-1565 Mar 16



AUTHORIZATION TO EXCELLUS HEALTH PLAN, INC. (“HEALTH PLAN")
TO DISCLOSE PROTECTED HEALTH INFORMATION (PHI)
] check here only if you are authorizing access to psychotherapy notes. If checked, this form cannot be used for any

other purpose. You must complete a separate form for authorizing access to any other information. If this box is checked,
skip Part D.

PLEASE PRINT
PART A: MEMBER INFORMATION TO BE DISCLOSED
LAST NAME FIRST NAME M DATE OF BIRTH IDENTIFICATION # - located on ID card(s)
CURRENT ADDRESS cITY STATE/ZIP CODE

PART B: HEALTH PLAN CAN SHARE MY INFORMATION WITH THE FOLLOWING PERSON(S)

NAME OF PERSON/ORGANIZATION ADDRESS

NAME OF PERSON/ORGANIZATION ADDRESS

PART C: REASON FOR DISCLOSURE

O Any information requested (including anything checked in the specified conditions in Part D below)
[0 At the request of the individual
O Other:

If you would like to limit the disclosure of information to a specific provider, condition or date(s), please specify below:
Limit information to: and/or date range to

PART D: HEALTH PLAN CAN SHARE THE FOLLOWING INFORMATION (check all that apply)

[0 Enrollment (e.q. eligibility, address, dependents, birth date) [0 Benefit (e.g. benefit coverage, usage, limits)
O Claim (e.g. status, provider, dates, payment, diagnosis) [ Clinical records (e.g. doctor/facility, case management)

I choose to include information regarding the following conditions (check ail that apply):

O Genetic testing [ Alcohol or substance abuse OO0 Mental health (excluding psychotherapy
O Sexually transmitted diseases [0 Abortion notes)

Note: you must complete a separate form to authorize release of information related to HIV/AIDS. The NYS approved form can be found
at http://www.health.ny.qov/diseases/aids/providers/forms/informedconsent.htm

PART E: ACKNOWLEDGEMENT (PLEASE READ AND SIGN)

| understand that:

e | can revoke this authorization at any time by writing to the Health Plan at the address listed below except this revocation would not
affect any action taken by the Health Plan in reliance on this authorization before my written revocation is received.

¢ [nformation disclosed as a result of this authorization may be re-disclosed by the recipient. Federal and state privacy laws may no
longer protect my PHI.

e Health Plan will not condition my enrollment in a health plan, eligibility for benefits or payment of claims on my giving this
authorization.

IMPORTANT: | have read and understand the terms of this authorization. | hereby authorize the use and disclosure of my protected
health information in the manner described in this form. Unless you receive revocation in writing, this authorization will be valid
until Health Plan completes activities outlined in Part C or until the date specified here:

Signature: Date:

If this request is from a personal representative on behalf of the member, complete the following:

Personal Representative’s Name: Personal Representative Signature

Description of Authority: [0 Parent [ Legal Guardian* OO Power of Attorney* [0 Other *
* You must provide documentation supporting your legal authority to act on behalf of the member

INCOMPLETE FORMS WILL NOT BE PROCESSED — BE SURE TO RETAIN A COPY FOR YOUR RECORDS

Return form to: Excellus Health Plan, Inc.
PO Box 22999, Rochester, NY 14692
B-1565 or Fax: 1-315-671-7079 Karde



Classic Blue $100/$300 with 0-15-30 RX

Type of Care/Plan Benefits

Excellus

Coverage

Plan features
. Primary Care Physician (PCP)
. Referrals
. Out of network benefits
. Out of area benefits
. Student/Dependent coverage
. Domestic partner

. Office visit copay (Primary Care Physician)
. Office visit copay (Specialist)

. Coinsurance

. Deductible

. Annual coinsurance maximum

- Annual pharmacy maximum

Plan cost-sharing hifhlights

type of care/plan benefits

« No copay, office visit covered subject to deductible and coinsurance
« Not required

« Covered

. Coverage provided worldwide through the BlueCard program.

« Qualified dependents and students are covered to age 26.

« Not covered

« No copay, office visit covered subject to deductible and coinsurance
« No copay, office visit covered subject to deductible and coinsurance
« 20%, enhanced benefits only, unless noted

« $100 individual / $300 family, enhanced benefits only

« $400 individual / $1200 family, enhanced benefits only

. $1000 individual / $3000 family

Coverage

Wellness Incentive
. Stay healthy with great programs and incentives!

Preventive Health Care Services
. Well child visits
. Adult routine physical exams
. Adult immunizations
. Mammography
. Pap smear
. Routine GYN exam
. Prostate cancer screening
. Routine vision
. Colonoscopy

Physician Office Services
. Diagnostic office visits
. Diagnostic x-rays
. Diagnostic laboratory and pathology
. Allergy tests
. Allergy injections
. Chemotherapy
. Radiation therapy

Maternity Services
. Prenatal and postpartum care
. Hospital care for mom (including delivery)
. Newborn nursery care

Prescription Drug

continued

« Blue365 - Take advantage of exclusive discounts on health and
wellness products and services, including fitness, exercise, nutrition,
elective procedures and hearing aids.

« Covered in full

« Covered in full for 1 exam per year
« Covered in full

« Covered in full

« Covered in full

« Covered in full

« Covered in full

« Not covered

« Covered in full

« Subject to deductible and coinsurance

« Covered in full

« Covered in full

« Subject to deductible and coinsurance

« Subject to the deductible and coinsurance
« Covered in full

« Covered in full

« Covered in full
« Covered in full
« Covered in full

pg. 1



Classic Blue $100/$300 with 0-15-30 RX

Type of Care/Plan Benefits

. Short-term and maintenance drugs are covered up
to a 30-day supply at participating retail
pharmacies; 90-day suppl gsub'ect to two copays
per 90-day supply) is available through Express
Scripts mail order pharmacy. Contraceptives
included.

Inpatient Hospital Benefits

. Hospital benefits

. Physician visits in the hospital

. Inpatient physical rehabilitation

. Surgery
. Anesthesia

Emergency Care
- Emergency room care
. Freestanding urgent care center
. Ambulance

Outpatient Hospital Benefits
. Diagnostic x-rays
. Diagnostic laboratory and pathology
. Surgical care
. Chemotherapy
. Radiation therapy

Mental Health and Chemical Dependence
. Inpatient mental health care
. Outpatient mental health care
. Inpatient chemical dependence
. Outpatient chemical dependence

Other Services
. Diabetic insulin and supplies
. Skilled nursing facility

. Home care

. Hospice
. Outpatient therapy

. Durable medical equipment
. External prosthetics

. Chiropractic

. Acupuncture

. Dental

. Hearing

Excellus

Coverage

$0/$15/$30

« Covered in full for unlimited days

« Covered in full

« Covered in full for 30 days. After basic benefits exhausted, not subject
to deductible and coinsurance for unlimited days

« Covered in full

« Covered in full

« Covered in full
« Covered in full
« Covered in full

« Covered in full
« Covered in full
« Covered in full
« Covered in full
« Covered in full

« Covered in full for unlimited days
« Covered in full for unlimited visits
« Covered in full for unlimited days
« Covered in full for unlimited visits

« Covered in Full

« Covered in full for 100 days. After basic benefits exhausted, not
subject to deductible and coinsurance for unlimited days

« Covered in full for up to 60 visits per year. Subject to deductible and
coinsurance after basic benefits have exhausted for up to 325 visits per
year

« Covered in full for unlimited days

« Subject to deductible and coinsurance, limited to 100 visits per
calendar year

« Subject to deductible and coinsurance

« Subject to deductible and coinsurance

« Subject to deductible and coinsurance

« Not covered

« Not covered

« Not covered

This is not a contract. It is intended to highlight the coverage of this program. Benefits are determined by the terms of the contract. All benefits are subject to medical necessity. These benefits should not be
interpreted as pre-approval of services. Certain services may be subject to additional requirements described in the member’s insurance policy. Payment of claims related to these benefits are subject to the
member’s eligibility on the date of service and the resolution of any other outstanding claims. The member is responsible for payment of a copay, deductible, coinsurance or any combination based on plan design.
Preventive Services coverage required by the Federal Patient Protection and Affordable Care Act may not be quoted herein. Please refer to the Services Task Force list of items and services rated “A” or “B" that are
covered pursuant to the Federal Protection and Affordable Care Act requirements. Benefits herein are subject to change as a result of efforts to implement federal health care reform and mental health and
substance abuse care parity initiative. There may be additional coverage for biologically-based mental illness and for children with serious emotional disturbances as defined by Timothy's Law.
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Exce]lus GROUP ENROLLMENT FORM

P.0O. Box 22999, Rochester, NY 14692
A nonprofit independent licensee of the BlueCross BlueShield Association

Instructions on last page. All Dates = mm/dd/yy PLEASE PRINT CLEARLY

DO NOT USE — FOR INTERNAL USE ONLY

1 — Group Employer Information

This section should be completed by the Group Benefits Administrator.
This application cannot be processed without this information and a signature.

Please use blue or black ink, print one character per box Subscriber Status:

Group # Subgroup # Class# |:| Active |:| Retired |:| COBRA |:| Cancelled
Ojfojofejsfzygsje I:I I:I Please indicate reason for COBRA:

Employer Name |:| Left Employ/Retirement |:| Death of Spouse
MARATHON CSD |:| Divorce/Legal Separation |:| Dependent Reached Max Age

Association/Chamber Name (if applicable) |:| Loss of Student Status |:| Other

COOPERATIVE HEALTH INSURANCE FUND Effective Date COBRA Effective Date

Group Administrator Signature/Date DI:“:“:“:“:' DI:“:“:“:“:'

X Hire/Rehire Date Retired Effective Date

oentalGroup# | | [l [ [ [ Jsuwgroupe| ]| ]| | Lot e

Was the employee subject to a waiting period before enrolling in your employer health plan? |:| No |:| Yes

If yes, what was the start date: DE“:“:“:“:' and end date DI:“:“:“:“:'

2 — Subscriber Plan Department # DDI:“:“:“:“:“:‘ Employee # DI:“:“:”:“:“:”:“:“:‘

Selection

Please use blue or black ink, print one character per box. Check applicable plan(s).

Please check coverage type and person(s) to be covered:

J Classic Blue (ZG) [ Medical [] single [ sub & spouse[] sub & dependent(s) [] family
U Classic Blue (Z ) [ Dental [ single [ sub & spouse[] sub & dependent(s) [ family
U Classic Blue (ZR) Dental

O Classic Blue (CGK) ) Dental (D)

3 — Reason for Enrollment/Change |

Subscriber, please indicate the reason for this enrollment or change.

|:| New Hire |:| COBRA |:| Retirement |:| Loss of Coverage |:| Domestic Partner

|:| Open Enrollment |:| Address/Phone Number |:| Last Name |:| Age 65+ |:| Remove Dependent |:| Change in Student Status
|:| Medicare Eligible / Please indicate reason for Medicare eligibility: |:| Newborn |:| Disability |:| End Stage Renal Disease
|:| Add Dependent / Please indicate reason for adding dependent: |:| Adoption |:| Marriage |:| Marital Status Change

4 — Subscriber Information |

Please complete both sides of this application.
The subscriber signature is required in order to process the application.

CHCTOoomDonoooo00 Soon0000000
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Qg@-“ﬁbm-gmgmm@ll@@ﬁqmmDDD/GD"D”GD”%DD-DDDD
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Marital Status: |:| Single |:| Married |:| Legally Separated |:| Divorced/ Marital Status ~ Event Date DI:“:“:“:“:‘

Medicare Number (if applicable) Part A Effective Date Part B Effective Date

L e et e S e e e e
If Medicare eligible due to ESRD please check type of dialysis: |:| Self administered |:| Facilitated Date started DI:“:“:“:“:‘

5 — Other Coverage Information | Have you ever been a member of Excellus BlueCross BlueShield? [ ] Yes [ ] No

In addition, please provide a copy of your “Certificate of Coverage” from your former health insurance carrier or
employer.

Have you, your spouse or any enrolled dependent had other coverage within the last 63 days? Health? |:|No |:|Yes | Dental? |:| No |:| Yes
If answering “Yes”, are you keeping the additional health and/or dental coverage? Health? |:| No |:| Yes [/ Dental? |:| No |:| Yes
Who did the other plan cover? |:| Self |:| Spouse |:| Children

Other insurance carrier name:

Other insurance name of policyholder:

Policy ID Number: Effective Date Termination Date

DDDDDDDDD[IDDDDDD NN NN

6 — Cancellation Information

Please indicate who is being cancelled and the reason for cancellation (reason listing on page 4).

Subscriber |:| Medical |:| Dental / Reason Date DI:“:“:“:“:'

Dependent (list each dependent in section 7)|:| Medical |:| Dental / Reason Date DI:“:“:“:“:‘
|

7 — Dependent Information

Please provide all information for each person to be covered.

O oonoooonon A o orororon
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8 — Release/Signature

Subscriber signature required. You must S|gn and date this form to be eligible for insurance.

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or
statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact
material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed $5,000 and
the stated value of the claim for each such violation. | have thoroughly read, understand and agree to comply with the terms of the
Release on the back.

Subscriber Signature Date

FAP-125MTH (9/10) 2012 Return Original to Excellus BlueCross BlueShield, at above address — Copy: Employer Group




EXCGHUS GROUP ENROLLMENT FORM

P.O. Box 22099, Rochester, NY 14692 DO NOT USE - FOR INTERNAL USE ONLY
Anonprofit independent licensee of the BlueCross BlueShield Association
Instructions on last page. All Dates = mm/dd/yy PLEASE PRINT CLEARLY

9 — Additional Dependents

Please provide all information for each person to be covered.

Subscriber's Last Name Subscriber's First Name

SENEEEEEEEEEEEEEEEEEEEEEEEEEEE D

Dependent’s Last Name Dependent’s First Name

I O

Male  Date of Birth Social Security Number Is your over-age dependent handicapped or disabled? |:| Yes

|:| Female DI:“:“:“:“:‘ DDD-DD-DDDD (See last page for additional information) |:| No

Is Dependent a full time student? |:| No |:| Yes |If yes, please indicate college/university name:
College/University Name Expected Graduation Date  Credit hours

L O
S OO OO L OO

Male  Date of Birth Sacial Security Number Is your over-age dependent handicapped or disabled? |:| Yes

|:| Female DI:“:“:“:“:‘ DDI:H:“:H:“:“:“:‘ (See last page for additional information) |:| No

Is Dependent a full time student? |:| No |:| Yes |If yes, please indicate college/university name:;
College/University Name Expected Graduation Date ~ Credit hours

e e

Dependent’s Last Name Dependent’s First Name
DDDDDDDDDDDDDDDDDDDDDDDDDDDDDD
Male  Date of Birth Social Security Number Is your over-age dependent handicapped or disabled? |:| Yes

|:| Female DDDDDD DDD-DD-DDDD (See last page for additional information) |:| No

Is Dependent a full time student? |:| No |:| Yes |If yes, please indicate college/university name:
College/University Name Expected Graduation Date  Credit hours

e e

FAP-125MTH (9/10) 2012 Return Original to Excellus BlueCross BlueShield, at above address — Copy: Employer Group



Instruction Page

Reason for Enroliment/Change: Check the appropriate action in the space provided. An event is a specific occurrence, due to change in status,
marriage, divorce, birth or adoption, group's anniversary date, or rate change. Your request must be received within 30 days of the event date. Please
see your Group Administrator/Representative for events that fall outside the 30-day period. If New Hire, Open Enrollment, Add/Remove Dependent or

Loss of Coverage, you must also check coverage type and persons to be covered, and Dependent Information section.

Cancel Request

To process a Subscriber or Dependent cancellation, please use the Membership Cancellation Worksheet - OR -

To Cancel an Employee/Subscriber using the
Group Enrollment Form:

»  check Subscriber box

»  check Products to be cancelled (Medical, Dental)
» indicate Cancellation Date in space provided

»  complete Subscriber Information

Cancel Subscriber Reasons

To Cancel a Dependent using the
Group Enrollment Form:

check Dependent box

check Products to be cancelled (Medical, Dental)
indicate Cancellation Date in space provided
complete Subscriber Information

complete Dependent Name and Dependent Birth date

VVVVV

Cancel Dependent Reasons

i COBRA End Date i i COBRA Begin Date
IéeoftmEnqweprlgi)é(ler/No Longer Eligible Subscriber Request Mgrr)réﬁ%z mv(\sr\}%rrl Rgremltted by law Subscriber Request
COBRA Begin Date Subscriber Deceased Deceased Divorce
COBRA Handicapped/Disabled Date Spouse's Insurance Ineligible Student Medicare
Transfer to Traditional edicaid
Transfer to HMO Medicare
Transfer to POS

COVERAGE TYPE All products may not be applicable to your employer group. Please check with your Group Administrator/Representative.
SUBSCRIBER If you or your dependents are Medicare eligible, complete the questions regarding Medicare Coverage.

FAMILY MEMBER INFORMATION If there are more than four dependents please use an additional form.
QUALIFIED GUIDELINES:

> Alegal spouse (an ex-spouse is not a qualified member as of the divorce date)
> Must be under the eligible child age for your employer group:
- natural, adopted or stepchild

» Other: Please contact your Group Administrator/Representative for the appropriate form. These dependents have additional eligibility
requirements.

Dependents pending adoption, for whom you are the legal guardian, and/or a handicapped or disabled dependent who is over the
dependent age for your employer group.

RELEASE

» lam applying to enroll myself and my eligible dependents, if any, under the medical and/or dental contract.

» Inthe event that a premium contribution is required of me, | agree to pay the premium amounts applicable to the contract under which |
am covered. | authorize my employer to deduct from my payroll such applicable amounts and to remit them to Excellus BlueCross
BlueShield.

> If this application is made on behalf of a minor, the responsible party must complete the application.

» By accepting this contract, | grant permission to Excellus BlueCross BlueShield to submit charges to and/or recover payment from any
other insurance carrier acting as my primary insurer.

» | authorize Excellus BlueCross BlueShield to request and receive medical or dental information regarding me or my covered dependents
from my healthcare practitioner or healthcare institution either orally or in writing and to use this information for providing coverage.
Providing coverage includes: processing claims, reviewing grievances or complaints involving care and quality assurance reviews of
care, whether based on a specific complaint or a routine audit of randomly selected cases. In the use of data for these purposes, we
may transmit personal information to third parties with which we contract, including pharmacy benefit managers, disease management
vendors or surveyors.

» | hereby represent that all information furnished by me hereon is true and complete to the best of my knowledge.

GROUP EMPLOYER INFORMATION This section to be completed and signed by the Employer Group Administrator/Representative.
Complete only the coverage section (Medical/Dental) that'is applicable to the employee's request.

If you have any questions, please contact your Group Administrator/Representative.
Or, visit:
www.excellusbcbs.com/cnycoop

FAP-125MTH (9/10) 2012 Return Original to Excellus BlueCross BlueShield, at above address — Copy: Employer Group
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Health plan terms

To help you better understand our plans and your
coverage, here are a few definitions* for frequently
used health care terms.

Primary Care Physician (PCP)—A doctor who serves as your health
care manager and coordinates virtually all of the health care services
you routinely receive. Some plans do not require you to choose a PCP.

Referral—Instructions provided by a PCP for specialty care. Most plans
do not require referrals.

In-network coverage—The coverage available when you receive
services from a provider who participates in your health plan.

Out-of-network coverage—The coverage available when you receive
services from a provider who does not participate in your health plan.
Some plans may not include out-of-network coverage.

Out-of-area—Describes when you receive services while outside the
geographic service area of your health plan. Your plan benefits may
differ if you live or work beyond the geographic service area.

Copay—A dollar amount due at the time you receive certain services.
A typical example would be an office visit copay due when visiting
your physician’s office for treatment.

Allowed Amount—The maximum amount your health plan will
pay for a specific service. In-network providers agree to accept the
allowed amount as payment in full.

Coinsurance—A cost-sharing method that requires you pay a portion
of the allowed amount for certain medical services.

Deductible—A set dollar amount you pay for covered services you
receive before your insurer will make a payment.

Out-of-pocket maximum—The maximum amount of deductible and
coinsurance payments that you will pay for health services each
calendar year.

* Some definitions may vary slightly by plan. In case of a conflict
between your legal plan documents and this information, the plan
documents will govern.
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