Excellus

Comparison of benefits for Brockport Auxillary Service Corp

type of care/plan features

Plan features

Primary Care Physician (PCP)
Referrals

Out of network benefits
Out of area benefits

Student/Dependent coverage

Domestic partner

Plan cost-sharing highlights

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

Coinsurance

Deductible

Out of pocket maximum

Lifetime maximum

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

2011

Blue Choice Select

Coverage

. Required

. Not required

. Not covered

. Emergency coverage provided worldwide through
the BlueCard® program,

. Qualified dependents and students are covered to
age 26.

. Covered

. $15 copay
. $15 copay
. None
. None
. None
. None

. Covered in full

. Covered in full

. Covered in full

. Covered in full

. Covered in full

. Covered in full

. $15 copay

. 315 copa¥] for 1 routine exam every 2 years; every
year for children to age 19. $60 eyewear
allowance available every 2 years; every year for
children to age 19. :

. Preventive covered in full

. $15 copay per visit; $5 copay for sick children to
age S.
. $15 copay per visit

Blue Choice Value

Coverage

Required

Not required

Not covered

Emergency coverage provided worldwide through

the BlueCard® program.

. Qualified dependents and students are covered to
age 26.

. Covered

. $20 copay
. $20 copay
. None
« None
« None
. None

. Covered in full

. Covered in full

. Covered in full

. Covered in full

. Covered in full

. Covered in full

. $20 copay per visit

« $20 copay for one routine exam every 2 years;
every year for children to age 19. $60 eyewear
allowance available every 2 years; every year for
children to age 19.

. Preventive covered in full

. $20 copay per visit
. $20 copay per visit

Blue Choice $25 Copay Option

Coverage

« Required

. Not required

. Not covered

» Emergency coverage provided worldwide through
the BlueCard® program.

. Qualified dependents and students are covered to
age 26.

. Covered

. $25 copay
. $40 copay
. None
. None
. None
. None

. Covered in full
. Covered in full
. Covered in full
. Covered in full
. Covered in full
. Covered in full
« $25 copay

. Not covered

. Preventive covered in full

. $25 copay per visit
. $40 copay per visit
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Excellus

Comparison of benefits for Brockport Auxillary Service Corp

type of care/plan features

Blue Choice Select

Coverage

Blue Choice Value

Coverage

Blue Choice $25 Copay Option

Coverage

. Diagnostic laboratory and pathology
. Allergy tests

. Allergy injections

. Chemotherapy

« Radiation therapy
Maternity Services

. Prenatal and postpartum care

. Hospital care for mom (including defivery)

. Newborn nursery care

Prescription Drug

. Short-term and maintenance drugs

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

. Covered in full
. $15 copay per visit

. $15 copay per visit
. $15 copay for IV/injectable themotherapy, in

addition to a $15 copay for the office visit
. Covered in full

- $5 copay per visit for first 10 visits, remainder of
visits are covered in full
. Covered in full

. Covered in full
. $5/420/335

. Covered in full for unlimited days

. Covered:in full
. Covered at 100% for up to 60 days per calendar

year
. Covered in full

. Covered in full

. $50 copay per visit, unless admitted within 24
hours

. $25 copay per visit

. $25 copay

. Covered in full
. $20 copay per visit

. $20 copay per visit

1+ $20 copay for V/injectable chematherapy, in

addition to a $20 copay for the office visit
. $20 copay per visit

. $5 copay per visit for first 10 visits, remainder of
visits are covered in full

. Hospital-Subject to $100 copay per admission;
Delivery-Subject to 20% coinsurance or $100
copay, whichever is less

. Covered in full

. $10/$25/40

. Subject to $100 copay per admission for unlimited

ays

. Covered in full

. Subject to $100 copay per admission for 60 days
per calendar year

. Facility: Subject to $100 copay; Physician: Subject
to 20% coinsurance or $100 copay, whichever is

less ]
. Covered in full

+ 350 copay per visit, unless admitted within 24
hours

. $25 copay per visit

. $50 copay

. $25 copay per visit

+ 325 copay per visit to your PCP; $40 copay per
visit to a specialist

. $25 copay per visit to your PCP; $40 copay per
visit to a specialist

- 325 copay for Vfinjectable chemotherapy, in
addition to a $25 copay for the office visit

« $25 copay per visit

- $5 copay per visit for first 10 visits, remainder of
visits are covered in full

« Facility: Subject to $100 copay per admission.
Physician: Subject to 20% coinsurance or $200
copay, whichever is less

. Covered in full

. Not covered

« Subject to $100 copay per admission for unlimited

ays
. Covered in full
. Not covered

. Facility: Subject to $100 copay; Physician: Subject
Ito 20% coinsurance or $200 copay, whichever is
less

. Covered in full

. a1 00 copay per visit, unless admitted within 24
ours
. $35 copay per visit

. $100 copay
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. Diag\osticx—r
. Dragnosﬂclaboramandpamobgy
« Surgical care

« Chemotherapy

. Radiation therapy

‘Mental Health and chernical
Dependence

« Inpatient mental health care

T e Outpatientmentalhealthcare

"« Inpatient chemical dependence
Otnpatient chemical dependence
Otber Services

« Diabetic rnsuﬁn and supplies
+ Skied nursing faciity

. Homecare
. Hospice . - -
. Outpatient therapy

« ‘Durable medical equipment

. Exhemalprosthetncs

« Chiropractic =~ -~ = -,
« Acupuncture )

« Dental

« Heating

Companson of beneﬁts for Brockport Auxrllary Semce Corp

« $15 copay per visit
« Covered in full

. $15 copay
- $15 copay for M/injectable chemothera in
-addition N vgrt

toa$15copayfortheo e
« Covered in full

« Covered in full for unlimitéd days

« $15 Servioescanbeprowdeg\inan
acility or in a provider office
. C‘gl’:red in full for unlarnlteddays

I+ $15 copay per visit

. $15 copay for up to a 30 day supply ‘
R Coveredinfuﬂforrggtoﬂﬂdayspercalendar

. year; 360 days

weredmﬂrll?erunlimrtedvisrts :

. Covered in full for unlimited days

. $1Scopaypervisitfortptoaoombmedtotalof
30 visits per calendar year for tgel'rysrca , speech,
Eesprratory andoccupatrona

. Cwemdatso%

v S15(0paypervlslt

. CaveredatSO% forupto 10 visits per cafendar

1. 515 for accidental i mjury to sound, natural
’ teeth ﬁ

for care due to congenital disease or

.He aidscoveredforuptthearmgards
every yearsforchrldrentoage'l9

i

« $20 copay per visit

. 5%

i teeth for care due to congenital disease or

lun Chndce Falue

} Coverage

« $20 copay per visit

« Covered in full )

« Facflity: $50 copay: Physician: $20 copay ‘

. $20 for IV/injectable chemo , in
addihoncwat)c‘: a $20 copay for the ofﬂce vistt

« $20 copay per visit

/

. Subject to $100 copay per admission for unlimited

« $20 copay. Seryices can be provided in an

outpatient facility or in a provider office.
. Suult)‘;:ct to $100 copay per admission for unlimited

.520copayforuptoa30daysupply ' .
. Coveredhfullforwto‘lZOdayspercalendar
e .

" year; 360 da

. Covered in full for unlimited visits

. govered in full for r;nlimited days o of
« $20 copay per visit for up to a com medtqta o
30 visits perpecalendar yéua’r for ical, speech,

respiratory and.occupational therapy
. Covered at 50%
« Covered at 50%
« $20 copay per visit
« Covered at 50% for up to 10 visits per calendar

for accidental injury to sound, natural

. Hearin aids covered for up to 2 hearing aids
every 3 years for children to age 19

R E Coveredinfullforupto

Eael

« $40 copay per visit

- $25 copay per visit

« Facility: $75. Physncran Subject to 20% br
$200 copay, is less
« $25 copay for N/in pctable chemot i

addltrontoaSZScopayfortheo
. SZScopaypervisit ]

. mject to $100 copay per admission for unlimited

« $40 copay. Servrcescanbeprowdedinan
outpatient facility or in a provider office.
.3ub;ectm$100copayperadmrssnonformlwnited

1. Sggcopay per visit

o $25copay;0rupt0330d:ydsuppr/ ‘

. Subject to $100 co, mission for up to 45
days’epcgr admmnpgysge'ysper etrmeuP‘ .
visitspercalandar

Xle:tcovered

;goeopaypergnsni‘thf?ruptfoacom&\edmlof
visits per cal year orw,speedr.

oc:upatuonalandrespiramry e v

. Notcovered

« $40 copay per visit
.Notcovered

per visit for accidental injury to sound
natu'a teeth and for care due to congental .
diseaseoranomaly

alds covered for uptoz helring alds
every years for children to age 19



