NEW YORK STATE HEALTH INSURANCE PROGRAM  EFFECTIVE JANUARY 1, 2005

The Empire Plan is a comprehensive health insurance program for
New York's public employees and their families. The plan has four
main parts:

HOSPITAL BENEFITS PROGRAM

insured and administered by Empire Blue Cross Blue Shield
Provides coverage for inpatient and outpatient services provided
by a hospital, skilled nursing facility care and hospice care. Includes
a Centers of Excellence for Transplants Program. Also provides
inpatient Benefits Management Program services, including
pre-admission ceriification of hospital admissions and admission or
fransfer fo a skilled nursing facility; discharge planning, inpatient
Medical Case Management and the High Risk Pregnancy Program.
For additional information, contfact:

Empire Blue Cross Blue Shield

New York State Service Center

PO. Box 1407, Church Street Station

New York, New York 10008-1407 /
e AT A GLANCE
BENEFITS PROGRAM

insured and administered by United HealthCare

THE
EMPIRE
PLAN

Provides coverage for medical services, such as office visis, For Employees of the State of New York

surgery ond dicgngsﬂc fesfing under the Paricipating Provider, represented by CSEA and for their enrolled Dependents

Basic Medical P’OY'der Discount and Basic Med'cg| Programs. and for COBRA enrollees with their Empire Plan benefits
Coverage for physical therapy and chiropractic care is provided

through the Managed Physical Medicine Program. This guide briefly describes Empire Plan benefits. It is not a
United HealthCare also provides: Home care services, durable complete description and is subject fo change. For a complete
medical equipment and medical supplies through the Home description of your benefits and your responsibilities, refer to your
Care Advocacy Program; the Prosthetics/Orthotics Network; August 1, 2001 NYSHIP General Information Book/Empire Plan
Centers of Excellence Programs for Infertility and Cancer; and Certificate and all Empire Plan Reports issued since. If you have
Benefits Management Program services including Prospective health insurance questions, contact your agency Health Benefits
Procedure Review for MRIs, Voluntary Specialist Consultant Administrator listed on page 142 of your NYSHIP Generall
Evaluation services and outpatient Medical Case Management. Information Book/ Empire Plan Certificate.

For additional information, contact:

United HealthCare State of New York

PO. Box 1600 Department of Civil Service
Kingston, New York 12402-1600 Employee Benefits Division
MANAGED MENTAL HEALTH The State Campus
AND SUBSTANCE ABUSE PROGRAM Albany, New ork 12239

insured by GHI and administered by ValueOptions web site: www.cs.state.ny.us

Provides coverage for inpatient and oufpatient mental health

and substance abuse services. CALL TOLL FREE 1-877-7-NYSHIP
For additional information, contact: For pre-authorization of services or if you have a question about
ValueOptions eligibility, providers or claims, call The Empire Plan foll free
PO. Box 778 at 1-875-7-NYSH|P (1-877-769-7447) and choose the carrier
ou need.
lisy; New ok (2181 G778 E/.Jnited HealthCare and Empire Blue Cross Blue Shield representatives
PRESCRIPTION DRUG PROGRAM are available Monday through Friday, 8 a.m. to 5 p.m. Eastern time.
Provides coverage for prescription drugs dispensed through ValueOptions, Express Scripts and The Empire Plan Nurseline
participating retail pharmacies, the mail service pharmacy and representatives are available 24 hours a day, seven days a week.

non-participating pharmacies.

For additional information. contact: Call The Empire Plan toll free at 1-877-7-NYSHIP

The Empire Plon Prescription Drug Program (1-877-769-7447) and choose The Empire Plan Nurselinegy
PO. Box 1180 for health information and support.

Troy, New York 12181-1180 See back cover for Teletypewriter (TTY) numbers.



THE
Em BENEFITS MANAGEMENT PROGRAM

PRE-ADMISSION CERTIFICATION
MU If The Empire Plan is primary for you or your covered dependents:

" You must call The Empire Plan toll free at 1-877-7-NYSHIP (1-877-769-7447) and choose Empire Blue Cross Blue Shield:

® Before a scheduled [nonemergency) hospital admission.

® Before a matemity hospital admission. Call Empire Blue Cross Blue Shield as soon as a pregnancy is certain.

* Within 48 hours after an emergency or urgent hospital admission.
If you do not call, @ $200 inpatient deductible will be applied fo the charges if it is defermined that your hospitalization is medically
necessary. If Empire Blue Cross Blue Shield does not certify the hospitalization, you will be responsible for the entire cost.

® Before admission or transfer fo a skilled nursing facility. If the admission or transfer to a skilled nursing facility is defermined to be not

medically necessary, you will be responsible for the entire cost.

Empire Blue Cross Blue Shield also provides concurrent review, discharge planning, inpatient Medical Case Management and the High Risk
Pregnancy Program.

EE § PROSPECTIVE PROCEDURE REVIEW - MRI

wesr I The Empire Plan is primary for you or your covered dependents:

R ou must call The Empire Plan toll free at 1-877-7-NYSHIP (1-877-769-7447) and choose United HealthCare before having

scheduled (nonemergency) Magnetic Resonance Imaging (MRI), unless you are having the test as an inpatient in a hospital. If you do not
call, you will pay a large part of the cost. If the MRI is determined to be not medically necessary, you will be responsible for the entire cost.

United HealthCare helps coordinate Voluntary Specialist Consuliant Evaluation services and outpatient Medical Case Management for
serious conditions.
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Centers of Excellence

CANCER SERVICES
% YOU MUST CALL to participate

SRLL You must call The Empire Plan toll free at 1-877-7-NYSHIP (1-877-769-7447) and choose United HealthCare or call the
Cancer Resources Center toll free at 1-866-936-6002 to participate in the Centers of Excellence for Cancer Program.

Paid-infull benefits are available for cancer services at a designated Center of Excellence when arranged through United HealthCare.
Assistance in locating cancer centers, nurse consuliations and a fravel, lodging and meal allowance for you and one fravel companion
are available under the Centers of Excellence for Cancer Program; save original receipts for reimbursement.

IF you do not use a Center of Excellence, you will receive inpatient/outpatient hospital coverage and medical/surgical coverage:
e from a participating provider subject fo copayment, or
e from a non-participating provider subject fo Basic Medical benefit provisions, or
* from a Basic Medical Discount Program provider.

TRANSPLANTS PROGRAM
% YOU MUST CALL for prior authorization

PUET You must call The Empire Plan toll free at 1-877-7-NYSHIP (1-877-769-7447) and choose Empire Blue Cross Blue Shield
for pre-authorization of the following transplants provided through the Centers of Excellence for Transplants Program: bone

marrow, peripheral stem cell, cord blood stem cell, heart, liver, lung, kidney, heart/lung and pancreas/kidney.
Paid-infull benefits for the following transplant services when authorized by Empire Blue Cross Blue Shield and received at a
designated Cenfer of Excellence: pretransplant evaluation, inpatient and oufpatient hospital and physician services and up fo twelve
months of follow-up care. A travel, lodging and meal allowance is available under the Centers of Excellence for Transplants Program:;
save original receipts for reimbursement.
I a transplant is authorized but you do not use a designated Center of Excellence, the benefit will be provided in accordance with The
Empire Plan hospital and/or medical/surgical coverage.
IF you choose to have your transplant in a facility other than a designated Center of Excellence, or if you require a pancreas, small bowel or
multivisceral fransplant, you may sfill take advantage of the Empire Blue Cross Blue Shield case management services for fransplant patients if
you enroll in the Centers of Excellence for Transplants Program. A case management nurse will help you through the fransplant process.

To enroll in the program and receive these benefits, The Empire Plan must be your primary insurance coverage.

INFERTILITY BENEFITS
O

WusT  You must call The Empire Plan foll free ot 1-877-7-NYSHIP (1-877-769-7447) and choose United HealthCare for
" preauthorization and ist of Qualified Procedures before receiving services.

Paid-infull benefit, subject o the lifefime maximum of $50,000 per covered person for Qualified Procedures, when you choose a
Center of Excellence for Infertility Treatment and receive prior authorization. A fravel allowance is available in the Center of Excellence
benefit, subject fo the lifefime maximum.

IF o Qualified Procedure is authorized but you do not use a Center of Excellence, you will receive inpatient/outpatient hospital coverage
and medical/surgical coverage:

* from a participating provider subject fo copayment, or
e from a non-participating provider subject fo Basic Medical benefit provisions, or

* from a Basic Medical Discount Program provider.
All authorized procedures are subject fo the lifetime maximum for Qualified Procedures.

I you do not receive prior authorization, no benefits are available for Qualified Procedures under The Empire Plan's hospital or
medical/surgical programs. You will pay the full cost, regardless of the provider.

E = g YOU MUST CALL for prior authorization

Program requirements apply even if Medicare or another health insurance plan is primary.
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ILIINPATIENT &

OUTPATIENT HOSPITAL COVERAGE

Empire Blue Cross Blue Shield pays for covered services provided in a network/nonnetwork inpatient or outpatient hospital, skilled
nursing facility or hospice sefting. The non-network coinsurance is only applicable when The Empire Plan is providing primary
insurance coverage. United HealthCare provides benefits for certain medical and surgical care when it is not covered by Empire Blue
Cross Blue Shield. Call The Empire Plan foll free at 1-877-7-NYSHIP (1-877-769-7447) and choose Empire Blue Cross Blue Shield if

you have questions about your benefits, coverage or an Explanation of Benefits (EOB| stafement.

HOSPITAL BENEFITS PROGRAM
(EMPIRE BLUE CROSS BLUE SHIELD)

MEDICAL/SURGICAL BENEFITS PROGRAM

(UNITED HEALTHCARE)

HOSPITAL INPATIENT e Semi-private room

o YOU MUST CALL for pre-admission certification

You are covered for up to combined maximum of 365
days per spell of illness for covered inpatient
diagnostic and therapeutic services or surgical care in a network
and/or nonnetwork hospital as defined in the NYSHIP General
Information Book,/Empire Plan Cerfificate.

Network Hospital - WWhen you use a network hospital, you pay
no coinsurance, copayment or deductible.

Non-Network Hospital — VWhen you use a non-network
hospital, you will be responsible for a coinsurance amount

of 10 percent of billed charges up fo a combined annual
inpatient/outpatient coinsurance maximum of $1,500 for

yourself; $1,500 for your spouse/domestic partner or
$1,500 for all dependent children combined.

Paidinull benefits for covered services received from a
participating provider; Basic Medical benefits for covered
services by non-participating providers. In addition, after Empire
Blue Cross Blue Shield hospital inpatient benefits end, hospital
inpatient benefits continue through the Basic Medical Program.

After you have paid $500 of the Empire Blue Cross Blue Shield
combined annual inpatient/outpatient coinsurance maximum
for yourself; your spouse,/domestic partner or all dependent
children combined, the next $1,000 is reimbursable under the
Basic Medical Program. This benefit is not subject to deductible
or coinsurance.

HOSPITAL OUTPATIENT

NETWORK SERVICES

Surgery, diagnostic radiology, mammography screening,
diagnostic laboratory tesfs, bone mineral density screening and
adminisfration of Desferal for Cooley’s Anemia provided in the
outpatient department of a network hospital or a network
hospital extension clinic are subject fo one copayment of $30
per visit. The copayment is waived if you are admitted as an
inpatient directly from the outpatient department or the clinic.
Emergency Room services, including use of the facility for
emergency care and services of the attending emergency room
physician and providers who administer or interpret laboratory
fests and electrocardiogram services are subject to one
copayment of $50 per visit when billed by the hospital. The
copayment is waived if you are admitied as an inpatient directly
from the emergency room.

Paidkinfull benefit for pre-admission testing and/or presurgical
festing prior fo an inpatient admission, chemotherapy, radiology,
anesthesiology, pathology or dialysis.

$12 copayment for medically necessary physical therapy
following a related hospitalization or related inpatient or outpatient
surgery. [Refer to Certificate for other conditions of coverage.)
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Paidkinfull benefits for covered outpatient services provided in the
outpatient department of a hospital or a hospital extension clinic
by a participating provider; Basic Medical benefits for services
by non-participating providers.

For medical emergency: Paid-infull benefits for attending
emergency room physician and providers who administer or
interpret laboratory tests and electrocardiogram services when
these services are not covered by Empire Blue Cross Blue Shield.
Services of other physicians are considered under the
Participating Provider Program or Basic Medical Program.

Paid-infull benefit for pre-admission testing and/or pre-surgical
fesfing prior fo an inpatient admission, chemotherapy, radiology,
anesthesiology, pathology or dialysis when not covered by
Empire Blue Cross Blue Shield.

Medically necessary physical therapy covered under the
Managed Physical Medicine Program when not covered by
Empire Blue Cross Blue Shield. (See Medical/Surgical Coverage.)



OUTPATIENT HOSPITAL COVERAGE (CONT'D)

HOSPITAL BENEFITS PROGRAM
(EMPIRE BLUE CROSS BLUE SHIELD)

MEDICAL/SURGICAL BENEFITS PROGRAM
(UNITED HEALTHCARE)

HOSPITAL OUTPATIENT (CONT)

NON-NETWORK SERVICES

Covered hospital outpatient services are the same when delivered
in a network outpatient department or nonnetwork hospital
outpatient department or in a network hospital extension clinic or a
nonnetwork hospital extension clinic. The $50 copayment for
emergency care services also applies fo coverage in a nonnetwork
hospital or nonnetwork hospital extension clinic. For services ofher
than emergency care, network copayments do not apply. However,
you will be responsible for a coinsurance amount of 10 percent of
billed charges or $75 (whichever is greater) up to a combined
annual inpatient/outpatient coinsurance maximum of $1,500

for yourself; $1,500 for your spouse,/domestic partner; $1,500 for
all dependent children combined. When the coinsurance maximum
has been safisfied, you will receive network benefits subject to dll
applicable network copayments.

After you have paid $500 of the Empire Blue Cross Blue Shield
combined annual inpatient/outpatient coinsurance maximum for
yourself: $500 for your spouse,/domestic partner or $500 for all
dependent children combined, the next $1,000 is reimbursable
under the Basic Medical Program. This benefit is not subject fo
deductible and coinsurance.

SKILLED NURSING FACILITY CARE e Semi-private room

O
HUST
CRLL

! = § YOU MUST CALL for pre-admission certification (See page 2)

NETWORK SERVICES

Covered in an approved network facility when medically
necessary in place of hospitalization. Refer to the NYSHIP
General Information Book,/Empire Plan Cerfificate regarding the
number of days of skilled nursing facility care for which coverage
is provided and other condifions of coverage.

Covered services of a participating provider who is not on the
staff of the skilled nursing facility are paid in full; Basic Medical
benefits for services by non-participating providers.

NON-NETWORK SERVICES

Covered skilled nursing services are the same when delivered in
a network or non-network skilled nursing facility. However, you
will be responsible for a coinsurance amount of 10 percent of
billed charges up to a combined annual inpatient/outpatient
coinsurance maximum of $1,500 for yourself: 1,500 for your
spouse/domestic partner; $1,500 for all dependent children
combined. When the coinsurance maximum has been satisfied,
you will receive network benefits.

After you have paid $500 of the Empire Blue Cross Blue Shield
combined annual inpatient/outpatient coinsurance maximum for
yourself: $500 for your spouse,/domestic partner or $500 for all
dependent children combined, the next $1,000 is reimbursable
under the Basic Medical Program. This benefit is not subject fo
deductible or coinsurance.

HOSPICE CARE

NETWORK SERVICES

Paid in full when provided by an approved network hospice
program as described in The Empire Plan Certificate.

Covered services by a paricipating provider are paid in full.
Basic Medical benefits for services by non-participating providers.

NON-NETWORK SERVICES

Covered hospice care services are the same when delivered in a
network or nonretwork hospice program. However, you will be
responsible for a coinsurance amount of 10 percent of billed
charges up fo a combined annual inpatient/outpatient
coinsurance maximum of $1,500 for yourself: 1,500 for your
spouse/domestic partner; $1,500 for all dependent children
combined. When the coinsurance maximum has been satisfied,
you will receive network benefits.

Alfter you have paid $500 of the Empire Blue Cross Blue Shield

combined annual inpatient/outpatient coinsurance maximum for

yourself: $500 for your spouse,/domestic partner or $500 for all
dependent children combined, the next $1,000 is reimbursable
under the Basic Medical Program. This benefit is not subject to

deductible or coinsurance.

SB-CSEA-1/05 (REV)
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ROUTINE HEALTH EXAMS

THE
EMPIRE
PLAN

MEDICAL/SURGICAL COVERAGE

United HealthCare benefits are paid under either the Participating Provider Program or the Basic Medical Program.

PARTICIPATING PROVIDER PROGRAM

You pay a copayment for office visits, surgical procedures
performed during an office visit, confraceptive drugs and devices
dispensed in a doctor’s office, radiclogy services and diagnostic
laboratory services, ambulatory surgical center visits, cardiac
rehabilitation center visits and urgent care center visits. Other
covered services received from a participating provider are
paid in full.

The Plan does not guarantee that participating providers are
available in all specialties or geographic locations.

To leamn whether a provider participates, check with the provider
directly, call United HealthCare or visit the Employee Benefits
Division web site at www.cs.state.ny.us.

Always confirm the provider's participation before you
receive services.

BASIC MEDICAL PROGRAM

Maximum Benefits: Basic Medical annual and lifetime
maximum: Unlimited.

Annual Deductible: $225 enrollee; $225 enrolled
spouse,/domestic pariner; $225 all dependent children combined.

Coinsurance: The Empire Plan pays 80 percent of reasonable
and customary charges for covered services after you meet the
annual deductible.

Annual Coinsurance Maximum: $900* per employee and
covered dependents combined. After maximum is reached,
benefits are paid at 100 percent of reasonable and customary
charges for covered services.

(OR) BASIC MEDICAL PROVIDER
DISCOUNT PROGRAM

If The Empire Plan is your primary insurance coverage and you

use a non-participating provider who is part of the MultiPlan group,
your outoFpocket expense will, in most cases, be reduced.

Your share of the cost will be based on the MulfiPlan fee schedule
rather than the provider's usual charge.

The provider will submit bills and receive payments directly from
United HealthCare. You are only responsible for the applicable
deductible and coinsurance amounts. To find a provider, call The
Empire Plan toll free at 1-877-7-NYSHIP (1-877-769-7447) and
choose United HealthCare.

* The $900 coinsurance maximum expense is reduced to $500 for calendar year 2005 for employees in (or equated to) salary
grade 6 or below on January T, 2005. Newly eligible employees who meet these requirements become eligible for the reduced
coinsurance maximum on the later of January 1, 2005 or the date their coverage begins.

DOCTOR'S OFFICE VISIT/OFFICE SURGERY;

LABORATORY/RADIOLOGY; CONTRACEPTIVES

You pay a $12 copayment for each of the following when you
use a participating provider: office visit/office surgery;
laboratory,/radiology; contraceptives. No copayment for prenatal
visits and wellchild care.

Basic Medical benefits for covered services received from
nonrparticipating providers.

Covered services subject fo a $12 copayment per visit fo a
participating provider.

SB-CSEA1/05 (REV)

For non-participating providers, up to $250 per year for an

active employee age 50 or older, and up to $250 per year for
an active employee’s covered spouse,/domesfic partner age 50
or older. This benefit is not subject to deductible or coinsurance.



MEDICAL/SURGICAL COVERAGE (CONT'D)

PARTICIPATING PROVIDER PROGRAM

BASIC MEDICAL PROGRAM

You pay a $12 copayment for influenza, pneumonia, measles,
mumps, rubella, varicella, and tefanus immunizations and the
cost of oral and injectable substances received from a
participating provider.

ADULT IMMUNIZATIONS
Not Covered

Paid-infull benefit for children up to age 19, for routine

wellchild care including examinations, immunizations and cost of
oral and injectable substances (including influenza vaccine
according fo pediatric immunization guidelines) received from a
participating provider.

ROUTINE PEDIATRIC CARE
Routine Newborn Child Care — Up to $150. This benefit is not

subject to deductible or coinsurance.

Routine Pediatric Care — Basic Medical benefits for covered
services provided by non-participating providers.

The Basic Medical benefit applies whether you use a participating
or a nonparticipating provider.

HEARING AIDS

Hearing aid evaluation, fiting and purchase of hearing aids
covered up fo a maximum reimbursement of $1,200, per
hearing aid, per ear, once every four years; children age 12
years and under covered up to $1,200, per hearing aid, per
ear, once every two years if the exisfing hearing aid can no
longer compensate for the child’s hearing loss. This benefit is not
subject to deductible or coinsurance.

Paid-infull benefits for Prostheses/Orthotic devices that
meet the individual’s functional needs when obtained from a
parficipating provider.

PROSTHESES AND ORTHOTIC DEVICES

Basic Medical benefits for Prostheses,/Orthotic devices that
meet the individual's functional needs when obtained from a
nonrparticipating provider.

The Basic Medical benefit applies whether you use a participating
or nonrparticipating provider.

EXTERNAL MASTECTOMY PROSTHESES

Paid-infull benefits will be provided once each calendar year
for one single or double external mastectomy prosthesis.

You must call The Empire Plan foll free at 1-877-7-NYSHIP
(1-877-769-7447), choose United HealthCare and then the
Home Care Advocacy Program for pre-ertification for any single
prosthesis costing $1,000 or more. For a prosthesis requiring
approval, benefits will be available for the most costeffective
prosthesis that meets an individual's functional needs. This benefit
is not subject to deductible or coinsurance.

$15 copayment covers facility, same-day onrsite testing and
anesthesiology charges for covered services at a participating
surgical center. (Hospitalbased Ambulatory Surgical Centers are
covered under hospital extension clinic provisions. See page 4.)

AMBULATORY SURGICAL CENTER

Basic Medical benefits for covered services provided by
non-participating surgical centers. [Hospitatowned and
operated Ambulatory Surgical Centers are covered under
hospital extension clinic provisions. See page 4.

The Basic Medical benefit applies whether you use a participating
or a non-participating provider.

EMERGENCY AMBULANCE SERVICE

local commercial ambulance charges except the first $35.
Donations to voluntary ambulance services, when the enrollee has
no obligation to pay, up to $50 for under 50 miles and up to
$75 for 50 miles and over. This benefit is not subject to deductible
or coinsurance.

SB-CSEA-1/05 (REV)
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Managed Physical Medicine Program (MPN)

(WHEN YOU USE MPN)
NETWORK COVERAGE

CHIROPRACTIC TREATMENT AND PHYSICAL THERAPY

You pay a $12 copayment for each office visit to a Managed
Physical Network provider. You pay an additional $12
copayment for related radiclogy and diagnostic laboratory
services billed by the MPN provider. Maximum of two
copayments per Visit.

Guaranteed access to network benefits. Contact MPN prior fo
receiving services if there is not a network provider in your area.

(WHEN YOU DON'T USE MPN)
NON-NETWORK COVERAGE

Annual Maximum Benefit: $1,500 per person

Annual Deductible: $250 enrollee; $250 enrolled
spouse/domestic partner; $250 dll dependent children
combined. This deductible is separate from other plan

deductibles.

Coinsurance: Empire Plan pays up to 50 percent of the network
allowance affer you meet the annual deductible. There is no
coinsurance maximum.

Program requirements apply even if Medicare or another health insurance plan is primary.

Home Care Advocacy Program (HCAP)

(WHEN YOU USE HCAP)
NETWORK COVERAGE

HOME CARE SERVICES, SKILLED NURSING SERVICES
AND DURABLE MEDICAL EQUIPMENT/SUPPLIES

E i g YOU MUST CALL for prior authorization
LT

MUAT
TALL  Network Benefits: To receive a paid-infull
benefit, you must call The Empire Plan toll free
at 1-877-7-NYSHIP (1-877-769-7447) and choose United
HealthCare fo precertify and help make arrangements for
covered services, durable medical equipment and supplies,

including insulin pumps, Medijectors and enteral formulas.
Exceptions: For diabetic supplies (except insulin pumps and
Medijectors) call National Diabetic Pharmacies at
1-888-306-7337. For ostomy supplies call Byram Healthcare
Centfers at 1-800-354-4054.

(WHEN YOU DON'T USE HCAP)
NON-NETWORK COVERAGE

Non-Network Benefits: The first 48 hours of nursing care are not
covered. After you meet the Basic Medical deductible, The
Empire Plan pays up to 50 percent of the HCAP network
allowance for covered services, durable medical equipment and
supplies. There is no coinsurance maximum.

Program requirements apply even if Medicare or another health insurance plan is primary.

Covered services and supplies must be medically necessary as defined in the current version of your NYSHIP General Information
Book,/Empire Plan Certificate or a subsequent Empire Plan Report.

Reasonable and Customary Charge: The lowest of the actual charge, the provider's usual charge, or the usual charge within the
same geographic area.
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MUS
CALL

MENTAL HEALTH
ZYTJAND SUBSTANCE ABUSE PROGRAM

Call The Empire Plan toll free ot 1-877-7-NYSHIP (1-877-769-7447) and choose ValueOptions before seeking any
freatment for mental health or substance abuse, including alcoholism. ValueOptions” Clinical Referral Line is available 24
hours a day, every day of the year. By following the Program requirements for network coverage, you will receive the highest
level of benefits. If you contact ValueOptions before you receive services, you have guaranteed access to network benefis.

In an emergency, ValueOptions will either arrange for an appropriate provider to call you back (usually within 30 minutes) or direct you fo
an appropriate facility for freatment. In a lifethreatening emergency, go fo the nearest hospital emergency room. You must call
ValueOptions within 48 hours of an admission for emergency care.

Program requirements apply even if Medicare or another health insurance plan is primary.

All benefits apply fo freatment determined medically necessary by ValueOptions.

NETWORK COVERAGE
No deductible

No annual or lifetime benefit maximums
See copayments below

NON-NETWORK COVERAGE
Annual Deductible
Outpatient: $500 Inpatient: $2,000

per enrollee, per spouse/domestic pariner,
per all children combined

Annual and Lifetime Benefit Maximums

Mental Health  Substance Abuse
Annual Unlimited $50,000
Lifetime Unlimited $250,000

¢ Copayment/
Coinsurance

* Maximum benefits

No copayment

Mental Health: unlimited when medically necessary

Substance Abuse: Three stays per lifetime
[more may be approved case by case)

INPATIENT

Alfter you meet the deductible, The Empire Plan pays
up fo 50 percent of the network allowance. Enrollee
pays deductible and remaining balance.

Mental Health: 30 days per year

Substance Abuse: One stay per year, three sfays

¢ Mental Health
Cirisis Intervention

e Copayment/
Coinsurance per Visit

¢ Maximum Number
of Visits

Up to three visits per crisis paid in full

Mental Health: $15 copayment per visit
Substance Abuse: $12 copayment per visit

Hospital Emergency Room: $50 copayment
per visit. The copayment is waived if you are
admitted to the hospital as an inpatient directly
from the hospital emergency room.

Unlimited when medically necessary

per lifefime
OUTPATIENT

Use mental health visits below

Alter you meet the deductible, The Empire Plan
pays up fo 50 percent of the network allowance.
Enrollee pays deductible and remaining balance.

Hospital Emergency Room:
Same as network benefits.

Mental Health: 30 visits per year
Substance Abuse: 30 visits per year

Ambulance service fo a hospital where you will be receiving mental health or substance abuse AMBULANCE SERVICE

freatment is covered when medically necessary.

SB-CSEA-1/05 (REV)
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THE
EMPIRE
PLAN

PRESCRIPTION DRUG PROGRAM

COPAYMENTS You have the following copayments for drugs purchased from a participating refail pharmacy or through the
mail service.

Up to a 30 day supply from a participating | Up to a 90 day supply from a Up to a 90 day supply through the

retail pharmacy or through the mail service | participating retail pharmacy mail service

Generic Drug ..o $5 | Generic Drug e $10 | Generic Drug oo, $5
Preferred BrandName Drug ................ $15 | Preferred BrandName Drug ................ $30 | Preferred BrandName Drug ............... $20
Non-Preferred BrandName Drug.......... $30 | Non-Preferred BrandName Drug.......... $60 | Non-Preferred BrandName Drug.......... $55

If you choose to purchase a brand-name drug which has a generic equivalent, you will pay the non-preferred brand-name copayment plus
the difference in cost between the brand and the generic, not to exceed the full cost of the drug. Certain drugs are excluded from this
requirement. You pay only the applicable copayment for these brand-name drugs with generic equivalents: Coumadin, Dilantin, Lanoxin,
levothroid, Myscline, Premarin, Synthroid, and Tegretol.

You have coverage for prescriptions of up to a 90 day supply at all participating, non-participating and mail service pharmacies.
Prescriptions may be refilled for up to one year.

MAIL SERVICE PHARMACY You may fill your prescription through the mail service by using the mail service envelope.

For envelopes and refill orders call The Empire Plan foll free at 1-877-7-NYSHIP (1-877-769-7447) and choose The Empire Plan
Prescription Drug Program. To refill a prescription on file with the mail service pharmacy, you may order by phone or online at the New
York State Department of Civil Service web site af www.cs.sfate.ny.us and click on “Empire Plan Providers and Pharmacies”.

NON-PARTICIPATING PHARMACY I you do not use a participating pharmacy, you must submit a claim to The

Empire Plan Prescription Drug Program. If your prescription was filled with a generic drug or a brandname drug with no generic
equivalent, you will be reimbursed up to the amount the program would reimburse a participating pharmacy for that prescription. If your
prescription was filled with a brandname drug that has a generic equivalent, you will be reimbursed up fo the amount the program
would reimburse a participating pharmacy for filling the prescription with that drug's generic equivalent. In most cases, you will not be
reimbursed the total amount you paid for the prescription.

PRIOR AUTHORIZATION REQUIRED

You must have prior authorization for the following drugs:

* Amevive ® Epogen/ Procrit * Muse ® Saizen

* Arclast * Genofropin * Norditropin e Serosfim

* Aranesp * Humatrope * Nutropin ® Sporanox

e Caverject * Humira ® Prolasfin e TheraCys/Tice
* Cerezyme ® Immune Globulins ® Protropin * Viagro

e Cidlis * Kineref ® Pulmozyme ® Xolair

® Fdex * [amisil ® Rapfiva ® /emaira

* Enbrel ® levitra * Remicade

The above ist of drugs is subject to change as drugs are approved by the Food and Drug Administration and infroduced info the market.
For the most current list of drugs requiring prior authorization, call The Empire Plan Prescription Drug Program af the number above or
check the New York State Department of Civil Service web site af www.cs.state.ny.us (click on Employee Benefits). For information about
prior authorization requirements, call The Empire Plan Prescription Drug Program at the number above.

Refer to your Empire Plan Cerfificate/Empire Plan Reports for complefe information.
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THE EMPIRE PLAN COMPLEMENTARY AND
ALTERNATIVE MEDICINE PROGRAM (CAM)

Empire Plan enrollees receive a 25 percent discount from the normal fee for services from CAM network massage therapists,
acupunciurists, dieficians and nufritionists. To locate network providers, call CAM foll free at 1-888-447-2144 or visit the
CAM web site af www.empireplancam.com.

THE EMPIRE PLAN NURSELIN Esm

Call The Empire Plan toll free at 1-877-7-NYSHIP (1-877-769-7447) and choose The Empire Plan Nurseline for health information
and support.
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Information for the Enrollee, Enrolled Spouse/ Domestic Pariner

and Other Enrolled Dependents
Address Service Requested

CSEA At A Glance - January 2005

It is the policy of the State of New York Department of Civil Service to provide reasonable accommodation to ensure effective communication of information in
benefits publications fo individuals with disabilities. These publications are also available on the Department of Civil Service web site [www.cs.state.ny.us).
Click on Employee Benefits for timely information that meets universal accessibility standards adopted by New York State for NYS Agency web sites. If you
need an auxiliary aid or service to make benefits information available to you, please contact your agency Health Benefits Administrator. COBRA Enrollees:

Confact the Employee Benéfits Division at 518-457-5754 [Albany area) or 1-800-833-4344 (U.S., Canada, Puerto Rico, Virgin Islands).

Teletypewriter (TTY) numbers for callers who use a TTY because of a hearing or speech disability.

Empire Blue Cross Blue Shield...........ooiiii e TTY Only 1-800-241-6894
United HENCAre ... TTY Only 1-888-697-9054
VOIUEOPHONS ..o TTY Only 1-800-334-1897

The Empire Plan Prescripfion Drug Program..............ocooiiiiiiiiioi e TTY Only 1-800-840-7879

—— The Empire Plan at a Glance is published by
== the Employee Benefits Division of the State of
New York Department of Civil Service.

The Employee Benefits Division administers the
New York State Health Insurance Program
(NYSHIP). NYSHIP provides your healih

insurance benefits through The Empire Plan.

This document provides a brief look at

Empire Plan benefits for employees

represented by CSEA. Use i with your
NYSHIP General Information
Book,/Empire Plan Certificate and

Empire Plan Reports and Cerfificate

Amendments. If you have quesfions, cal
1-877-7-NYSHIP (1-877-769-7447)

and choose the carrier you need.

T fronc o b 80 e e e

State of New York Department of Civil Service
Employee Benefits Division
The State Campus, Albany, New York 12239
518-457-5754 (Albany area)
1-800-833-4344
[U.S., Canada, Puerto Rico, Virgin lslands)
WWw.Cs.sfate.ny.us
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