
$0

No.

Yes. In-Network  $6,850  individual/
$13,700  family.

Premiums, balance-billed charges, and
health care this plan doesn't cover.

No.

Yes. Talk with your PCP to be sure you
know how referrals work.

Yes. See   www.cdphp.com or call 1-800-
777-2273  for a list of
participating  providers. 

Individual + Family

HMO : NYSHIP16

See the chart starting on page 2 for your costs for services this plan covers.

You don't have to meet  deductibles for specific services, but see the chart starting
on page 2 for other costs for services this plan covers.

The  out-of-pocket limit is the most you could pay during a coverage period
(usually one year) for your share of the cost of covered services. This limit helps
you plan for health care expenses.

Even though you pay these expenses, they don't count toward the  out-of-pocket
limit.

The chart starting on page 2 describes any limits on what the plan will pay for
specific covered services, such as office visits.

If you use an in-network doctor or health care  provider, this plan will pay some
or all of the costs of covered services. Be aware, your in-network doctor or
hospital may use an out-of-network  provider   for some services. Plans use the
term in-network,  preferred, or participating for  providers  in their  network. See
the chart starting on page 2 for how this plan pays different kinds of  providers.

This plan will pay some or all of the costs to see a  specialist for covered services
but only if you have the plan's permission before you see the  specialist.

HMO

www.cdphp.com1-800-777-2273
www.cdphp.com

1-800-777-2273

www.cdphp.com 1-800-777-2273

PROSPECT

01/01/2016 - 12/31/2016

Yes.

or call 1-800-777-2273.  



$20 co-pay/visit Not Covered None.

None.Not Covered$20 co-pay/visit

$20 co-pay/visit for
chiropractor and
acupuncturist

Not Covered Acupuncture is limited to 10 visits per benefit period.

None.Not CoveredNo Charge

$20 co-pay/visit Not Covered
Copayment waived if performed at a designated
laboratory/preferred center. Prior Authorization is required
for Genetic Testing.

$20 co-pay/visit Not Covered Copayment waived if performed at a preferred center.
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Covers up to a 30-day supply (retail prescription); 90 day
supply (mail order prescription) Prescriptions must be
written by a duly licensed health care provider and filled at
a participating pharmacy, unless otherwise authorized in
advance by CDPHP. Specialty drugs are not eligible for
the mail order program and require preauthorization to be
obtained through CDPHP's participating specialty vendors.
This plan has Formulary 1 and the Premier Rx Network.

Not Covered
Retail: $5 copay
Mail-Order: $12.5
copay

Retail: $30 copay
Mail-Order: $75
copay

Not Covered

Retail: $5 copay/
$30 copay/$50
copay

Not Covered

Retail: $50 copay
Mail-Order: $125
copay

Not Covered

$75 co-pay/visit Not Covered None.

No Charge Not Covered None.

$50 co-pay/visit $50 co-pay/visit All Emergency Care is considered In-Network.

All Emergency Care is considered In-Network.$50 co-pay/visit$50 co-pay/visit

$25 co-pay/visit $25 co-pay/visit None.
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http://www.cdphp.
com/Members/Rx-
Corner

http://www.cdphp.com/Members/Rx-Corner
http://www.cdphp.com/Members/Rx-Corner
http://www.cdphp.com/Members/Rx-Corner
risrivas
Typewritten Text
Covers up to a 30-day supply (retail prescription), 
90 day supply (speciality drugs); 90 day
supply (mail order prescription) Prescriptions must be 
written by a duly licensed health care provider and filled at
a participating pharmacy, unless otherwise authorized in
advance by CDPHP. Specialty drugs are not eligible for
the mail order program and require preauthorization to be
obtained through CDPHP's participating specialty vendors.
This plan has Formulary 1 and the Premier Rx Network.

risrivas
Typewritten Text
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No Charge Not Covered None.

None.Not CoveredNo Charge

$20 co-pay/visit Not Covered None.

None.Not CoveredNo Charge

$20 co-pay/visit Not Covered None.

None.Not CoveredNo Charge

No Charge Not Covered None.

No Charge Not Covered None.
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No Charge Not Covered None.

No Charge Not Covered Limited to 60 days inpatient physical rehabilitation per
benefit period.

risrivas
Typewritten Text
Limited to 60 days inpatient physical rehabilitation 
per benefit period.

risrivas
Typewritten Text
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$20 co-pay/visit Not Covered

Limited to coverage for Applied Behavioral Analysis when
necessary for the treatment of Autism Spectrum Disorder.
All contract limits and provisions for managed benefits
apply.

No Charge Not Covered Limited to 45 days per benefit period.

50% co-insurance Not Covered No Limit.

No Charge Not Covered Limited to 210 days combined Inpatient and Outpatient.

Preventive Dental is not covered under your medical
benefitsNot Covered

Not Covered Not Covered None.

5 Not Covered None.
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If you need
help recovering
or have other
special health

needs

risrivas
Typewritten Text
Limited to 210 days combined Inpatient and Outpatient.

risrivas
Typewritten Text

risrivas
Typewritten Text
Limited to coverage for Applied Behavioral Analysis 
when necessary for the treatment of Autism Spectrum 
Disorder. All contract limits and provisions for managed 
benefits apply.

risrivas
Typewritten Text
Coverage for standard equipment only.  DME defined as
Equipment which is:
1) Designed and intended for repeated use;
2) primarily and customarily used to serve a medical purpose;
3) Generally not useful to person in the absence of disease or injury; and
4) is appropriate for use in the home.

risrivas
Typewritten Text
Not Covered

risrivas
Typewritten Text

risrivas
Typewritten Text
Not Covered

risrivas
Typewritten Text
Not Covered

risrivas
Typewritten Text
$20 co-pay/visit



SBC-Id : 36335 6 of 9

• Cosmetic surgery  
• Dental care (Adult)  
• Dental checkup  
• Eye exam (Adult) 
• Glasses (Adult)  
• Hearing aids  
• Long term care  

• Non-emergency care when traveling outside the
U.S.  
• Private-duty nursing  
• Routine eye care (Adult)  
• Routine foot care  
• Weight loss programs  

• Acupuncture (Limits Apply)  
• Bariatric surgery (Limits Apply)  
• Chiropractic care  

• Infertility treatment (21-44 years old)  



If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to
keep health coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than
the premium you pay while covered under the plan. Other limitations on your rights to continue coverage may also apply. For more information
on your rights to continue coverage, contact the plan at 1-800-777-2273.  

You may also contact your state insurance department, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-
3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.  

1-800-777-2273
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Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as "minimum essential coverage."  This plan or policy does provide
minimum essential coverage.

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value).  This health
coverage meets the minimum value standard for the benefits it provides.

Does this Coverage Meet the Minimum Value Standard?

www.dfs.ny.gov

http://www.communityhealthadvocates.org



$0

$0
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$1,000

$0
$1,000

$0

$66

$0
$66
$0

: $1,000
: $4,400

: $66
: $7,474

SBC-Id : 36335

www.fairhealthconsumer.org
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1-800-777-2273 www.cdphp.com




