Independent Health Association
Section 5.1 - 7/17/2020

Independent Health

HMO BENEFITS FOR 2021 -- Commercial Plan

452

Source Document: Enter Article,
Section, etc. and Page Number of |  NYS DFS Status: Member Cost: Enter Benefit Limitations: e.g., 20 Change from 2020  |Projected Monthly Premium
X . Contract/ Certificate of Coverage | Approved (include | copay/coinsurance amount, visits/calendar year, 60 Enter: Yes/No and for 2021
Covered Service HMO Benefits . . . . .
(€OC), Rider Number date) or Filed/ e.g., $25/visit, 20% consecutive days Indicate | change, e.g., $5 copay
3 Pending coinsurance "unlimited" if no limitations | increase, new benefit
Rider
Contract/ COC ! Individual Family
Number
Covered as required b IHA-C2000,
. . - g v X Adult: $10/visit . Yes, copay to $10 from Base Plan Base Plan
Primary Office Visit Federal and NYS law and/or IHA-SB2003 NA Pending i . Unlimited
R ) Child: $0/visit $20 $603.15 $1,511.25
regulation Section XXVII: Pg. 1
Covered as required by IHA-C2000
o o Federal and NYS law and/or ) . - -
Speciality Office Visit regulation IHA-SB2003 NA Pending $20/ visit Unlimited No
Section XXVII: Pg. 1
Covered as required by IHA-C2000
Chiropractic Care Federal and NYS law and/or IHA-SB2003 NA Pending $20/visit Unlimited No
regulation Section XXVII: Pg. 6
Covered as required by
Federal and NYS law and/or IHA-C2000
i i IHA-SB2003
Inpatient Hospital Care regulation, not subject to . NA Pending No copayment Unlimited No
deductibles, copays or Section XXVII: Pgs. 5,
coinsurance 8,10, 13, 15, 16,17
(Inpatient)
No copayment
Surgery (include all settings (Outpatient/Surgery Center)
g' y ) g . IHA-C2000 Facility: $100/visit
Physician-Inpatient , Physician- .
i i IHA-SB2003 Physician: No copayment . )
QOutpatient (at a hospital, ) ) L. Yes, $10 primary office
facility or surgery center) Section XXVII: Pgs. 2, NA Pending Unlimited visit
1y or surgery 3 7,9, 10, 12, 13, 15 (Physician's Office-Specialty)
Physician’s Office, Outpatient L.
. $20/ visit
Surgery Facility
(Physician's Office-Primary)
Adult: $10/visit
Child: $0/visit
IHA-C2000
Skilled Nursing Facilities IHA-SB2003 NA Pending No copayment 45 max days No
Section XXVII: Pg. 16
IHA-C2000
Hospice Benefits 210 Days IHA-SB2003 NA Pending No copayment Unlimited No
Section XXVII: Pg. 15
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Independent Health Association
Section 5.1 - 7/17/2020

Independent Health

HMO BENEFITS FOR 2021 -- Commercial Plan

453

Source Document: Enter Article,
Section, etc. and Page Number of |  NYS DFS Status: Member Cost: Enter Benefit Limitations: e.g., 20 Change from 2020  |Projected Monthly Premium
. X Contract/ Certificate of Coverage | Approved (include | copay/coinsurance amount, visits/calendar year, 60 Enter: Yes/No and for 2021
Covered Service HMO Benefits . ) L. ) "
(€OC), Rider Number date) or Filed/ e.g., $25/visit, 20% consecutive days Indicate | change, e.g., $5 copay
Rid Pending coinsurance "unlimited" if no limitations | increase, new benefit
er
Contract/ COC ! Individual Family
Number
IHA-C2000
IHA-SB2003
i NA P i 1 isi limi N
Emergency Room Covered as required by ACA Section XXVII: Pg. 1, ending $100/ visit Unlimited o
3
IHA-C2000
IHA-SB2003 Adult: $35/visit
Urgent Care Center NA Pendin Unlimited N
& Section XXVII: & Child: $0/visit °
Pg. 4
IHA-C2000
IHA-SB2003
Section XXVII:
Ambulance indicate both Non- Non-airborne
NA Pendi 100/tri Unlimited N
airborne & Airborne Pg.3 ending $100/trip niimite °
Airborne
Pg.3
Diagnostic/Therapeutic Services: Cite both Hospital and Medical/Surgival Settings
Covered as required b IHA-C2000 Office/Freestanding-
Radiolo, Federal and N?(S law azd/or IHA-5B2003 NA Pendin Adult: $20/per visit Unlimited No
&y v Section XXVII: & Child: $0/$20 per visit
€ Pgs.3,4,7,9,11, 12 Outpatient - $40 per visit
IHA-C2000
Covered as required by
IHA-SB2003 Yes, change from $10 to
Lab Tests Federal and NYS law and/or ) NA Pending $0/visit Unlimited g $
regulation Section XXVII: $0
ulati
g Pgs.3,7,9
Covered as required b IHA-C2000
N Y IHA-SB2003 ) . L. Yes, change from $10 to
Pathology Federal and NYS law and/or ) NA Pending $0/visit Unlimited
reaulation Section XXVII: S0
& Pgs.3,7,9
c d ired b IHA-C2000
EKG/EEG F;)ZE:Z aisdr::\](:llraew a\r/1d/or IHA-582003 NA Pendin Adult: $10/520 visit Unlimited No
i Section XXVII: & Child: $0/$20 visit
gufat Pgs.3,4,7,9,11, 12
IHA-C2000
C d ired b
Radiation/ Chemothera Fzsz:zl aisdr;c\](gl[aew azd/or IHA-582003 NA Pendin, Adult: 510/520 visit Unlimited No
Py . Section XXVII: & Child: $0/$20 visit
regulation
Pgs. 6
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Independent Health Association
Section 5.1 - 7/17/2020

Independent Health

HMO BENEFITS FOR 2021 -- Commercial Plan

454

Source Document: Enter Article,
Section, etc. and Page Number of |  NYS DFS Status: Member Cost: Enter Benefit Limitations: e.g., 20 Change from 2020  |Projected Monthly Premium
) . Contract/ Certificate of Coverage | Approved (include | copay/coinsurance amount, visits/calendar year, 60 Enter: Yes/No and for 2021
Covered Service HMO Benefits . ) L. ) "
(€OC), Rider Number date) or Filed/ e.g., $25/visit, 20% consecutive days Indicate | change, e.g., $5 copay
Rid Pending coinsurance "unlimited" if no limitations | increase, new benefit
ider
Contract/ COC Individual Family
Number
Preventive Services
All Members - including but
not limited to: annual wellness
visit/ physical, standard
immunizations (recommended IHA-C2000
by ACIP), colonoscopy, Covered as required by IHA-SB2003
screening for STDs, HIV. Federal and NYS law and/or NA Pending No copayment Unlimited No
Alcohol/ substance regulation Section XXVII: Pgs. 2,
abuse,tobacco use, 3
cholesterol, diabetes and high
blood pressure
Women's Health - including
but not limited to: . IHA-C2000
. Covered as required by
mammograms, bone density, IHA-SB2003 ) L
L Federal and NYS law and/or NA Pending No copayment Unlimited No
pap tests, anemia, iron .
. regulation )
deficiency, etc. for pregnant Section XXVII: pg. 2
women
Men's Health - including but . IHA-C2000
. Covered as required by

not limited to: prostate cancer IHA-SB2003 . L.

) ) R Federal and NYS law and/or . NA Pending No copayment Unlimited No
screening, abdominal aoric ) Section XXVII:

. regulation

aneurysm screening Pg. 2,3
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Section 5.1 - 7/17/2020

Independent Health

HMO BENEFITS FOR 2021 -- Commercial Plan

455

Source Document: Enter Article,

Section, etc. and Page Number of |  NYS DFS Status: Member Cost: Enter Benefit Limitations: e.g., 20 Change from 2020  |Projected Monthly Premium
. X Contract/ Certificate of Coverage | Approved (include | copay/coinsurance amount, visits/calendar year, 60 Enter: Yes/No and for 2021
Covered Service HMO Benefits . ) L. ) "
(€OC), Rider Number date) or Filed/ e.g., $25/visit, 20% consecutive days Indicate | change, e.g., $5 copay
Rid Pending coinsurance "unlimited" if no limitations | increase, new benefit
er
Contract/ COC ! Individual Family
Number
Children's Health - including
but not limited to: certain . IHA-C2000
) Covered as required by
newborn screenings, IHA-SB2003 . L.
. . . Federal and NYS law and/or ) NA Pending No copayment Unlimited No
metabolic screenings, vision, reaulation Section XXVII:
autism, lead and TB € Pgs. 2
screenings, obesity counseling
Women's Health Care/OB GYN
Covered as required by
Federal and NYS law and/or IHA-C2000
. IHA-SB2003
Pre- and Post Natal Visits regulation ) NA Pending No copayment Unlimited No
Section XXVII:
Pg.9
Routine examinations; i
laboratory tests; birth control III-|I-II-\A—SCBZZ(:)(:)03 Applies cost share for
. . - appropriate service
Family Planning counseling; pregnancy testing;| "S5 S NA Pending ppL :_ <o/t Unlimited No
genetic counseling ection : ab: $0/visi
Pg. 9,10 Specialist: $20/visit
Covered as required by Applies cost share for
Federal and NYS law and/or IHA-C2000 appro.pl.'iatle sen.lice
regulation [HA-SB2003 (Physician's Office)
Infertility Services NA Pendin, 20/ visit Unlimited No
ity Servi Section XXVII: & 320/visi i
Pg.7
& (Outpatient Surgical Facility)
$100/visit
Covered as required by ACA
and NYS law and/or regulation
Contraceptive Drugs and ; : :
ptive Drug whichever provides the higher NA IHA-PR2000 Pending No copayment Unlimited No

Devices

level of benefit
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Independent Health Association
Section 5.1 - 7/17/2020

Independent Health

HMO BENEFITS FOR 2021 -- Commercial Plan

456

Source Document: Enter Article,

Section, etc. and Page Number of |  NYS DFS Status: Member Cost: Enter Benefit Limitations: e.g., 20 Change from 2020  |Projected Monthly Premium
) . Contract/ Certificate of Coverage | Approved (include | copay/coinsurance amount, visits/calendar year, 60 Enter: Yes/No and for 2021
Covered Service HMO Benefits . ) L. ) "
(€OC), Rider Number date) or Filed/ e.g., $25/visit, 20% consecutive days Indicate | change, e.g., $5 copay
Rid Pending coinsurance "unlimited" if no limitations | increase, new benefit
er
Contract/ COC ! Individual Family
Number
Rehabilitative Care, Physical, Speech & Occupational Therapy
IHA-C2000
IHA-SB2003
Inpatient Rehabilitative Care Section XXVII: NA Pending No copayment 45 max days No
Pg. 16,17
IHA-C2000
i o IHA-SB2003 ) . Max 20 visits combined per
Outpatient Rehabilitative Care . NA Pending $20/ visit No
Section XXVII: year
Pg. 13
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Independent Health Association
Section 5.1 - 7/17/2020

Independent Health

HMO BENEFITS FOR 2021 -- Commercial Plan

457

Source Document: Enter Article,
Section, etc. and Page Number of |  NYS DFS Status: Member Cost: Enter Benefit Limitations: e.g., 20 Change from 2020  |Projected Monthly Premium
. X Contract/ Certificate of Coverage | Approved (include | copay/coinsurance amount, visits/calendar year, 60 Enter: Yes/No and for 2021
Covered Service HMO Benefits . ) L. ) "
(€OC), Rider Number date) or Filed/ e.g., $25/visit, 20% consecutive days Indicate | change, e.g., $5 copay
Rid Pending coinsurance "unlimited" if no limitations | increase, new benefit
er
Contract/ COC ! Individual Family
Number
Mental Health/Substance Abuse
i IHA-C2000
Covered as required by .
. IHA-SB2003 ) Adult: $10/visit L.
Outpatient Mental Health Federal and NYS laws and/or . NA Pending . L. Unlimited Yes, $10 for adults
X Section XXVII: Child: $0/visit
regulation
Pg. 17
IHA-C2000
Covered as required by |HA-SB2003
Inpatient Mental Health Federal and NYS laws and/or ) NA Pending No copayment Unlimited No
. Section XXVII:
regulation
Pg. 17
In compliance with NYS IHA-C2000
Coverage for Autism Autism legislation including IHA-SB2003 Adult: $10/visit
NA Pendin Unlimited Yes, $10 for adults
Spectrum Disorder Habilitative Services, Applied Section XXVII: ine Child: $0/visit fmi $ “
Behavior Analysis (ABA) Pg. 14
Covered as required b IHA-C2000
Alcohol and Substance Abuse Federal and Nc\](S laws :nd/or IHA-582003 NA Pendin No copayment Unlimited No
Detoxification reaulation Section XXVII: g pay
€ Pg. 17
IHA-C2000
Outpatient Alcoholism and Covered as required by ..
IHA-SB2003 . Adult: $10/visit -
Substance Abuse Federal and NYS laws and/or . NA Pending | L. Unlimited Yes, $10 for adults
L X Section XXVII: Child: $0/visit
Rehabilitation regulation
Pg. 17
IHA-C2000
Inpatient Alcoholism and Covered as required by
IHA-SB2003 . A
Substance Abuse Federal and NYS laws and/or . NA Pending No copayment Unlimited No
- . Section XXVII:
Rehabilitation regulation.
Pg. 17
Prescription Drugs: Medically necessary federal legend and state restricted drugs, compounded medications and injectable insulin. Coverage must include contraceptive drugs and devices, fertility drugs and
enteral formulas. (The copayment for injectable drugs, including fertility drugs, must be the same as the copayment for other covered drugs except drugs limited to 30 days supply at dispensing.) No annual or
lifetime maximum permitted.
Adult: $5 Tier 1 (most) / $30
o ) Tier 2 / $60 Tier 3 30-day supply
P t D NA IHA-PR2000 Pend N 135.48 339.05
rescription brugs ending Child: $0 Tier 1 (most) / $30 | 90-day supply (mail order) ° $ $
Tier 2 / $60 Tier 3
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Independent Health Association
Section 5.1 - 7/17/2020

Independent Health

HMO BENEFITS FOR 2021 -- Commercial Plan

458

Source Document: Enter Article,
Section, etc. and Page Number of |  NYS DFS Status: Member Cost: Enter Benefit Limitations: e.g., 20 Change from 2020  |Projected Monthly Premium
. X Contract/ Certificate of Coverage | Approved (include | copay/coinsurance amount, visits/calendar year, 60 Enter: Yes/No and for 2021
Covered Service HMO Benefits . ) L. ) "
(€OC), Rider Number date) or Filed/ e.g., $25/visit, 20% consecutive days Indicate | change, e.g., $5 copay
Rid Pending coinsurance "unlimited" if no limitations | increase, new benefit
er
Contract/ COC ! Individual Family
Number
Other
Covered as required by III-'I-'AA-S(;:;(;.()OEy v $10
Diabetic Supplies Federal and NYS law and/or _- NA Pending $10 Up to a 90 day supply €s, copay now was
. Section XXVII: $20
regulation
Pgs. 14, 15
. IHA-C2000
Covered as required by IHA-SB2003 $10 or Rx Copay, whichever is Y ffi isit
Oral Agents and Insulin Federal and NYS law and/or o NA Pending pay, Up to a 90 day supply ©s, aTice VISt copay
. Section XXVII: less changed to $10 from $20
regulation
Pgs. 15
IHA-C2000
IHA-SB2003 . L
Diabetic Shoes ) NA Pending No copayment Unlimited No
Section XXVII:
Pg. 16
Medically necessary DME
which can with- stand
repeated use & primarily used
to serve a medical purpose
must be covered. Examples
Durable Medical Equioment include but not limited to:
M) quip wheelchairs, walkers, IHA-C2000
respiratory equip, oxygen IHA-SB2003 . . -
P . ¥ equip, oxyg . NA Pending 50% coinsurance Unlimited No
supplies, replacements, Section XXVII:
repairs & maintenance, not Pg. 16
provided for under
manufacturer's warranty or
purchase agreement must be
covered when functionally
necessary.
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Independent Health Association
Section 5.1 - 7/17/2020

Independent Health

HMO BENEFITS FOR 2021 -- Commercial Plan

459

Covered Service

HMO Benefits

Source Document: Enter Article,

Section, etc. and Page Number of

Contract/ Certificate of Coverage
(COC), Rider Number

Rider

Contract/ COC
/ Number

NYS DFS Status:
Approved (include
date) or Filed/
Pending

Member Cost: Enter
copay/coinsurance amount,
e.g., $25/visit, 20%
coinsurance

Benefit Limitations: e.g., 20
visits/calendar year, 60
consecutive days Indicate
"unlimited" if no limitations

Change from 2020
Enter: Yes/No and
change, e.g., $5 copay
increase, new benefit

Projected Monthly Premium
for 2021

Individual Family

Prosthetic Devices

Medically necessary
prosthetic devices that aid
body functioning or replace a
limb or body part in order to
correct a defect of body form
or function must be covered.
Examples of prosthetic
devices include but are not
limited to: artificial limbs,
pacemakers, heart valve
replace- ments, artificial
joints, external breast
prostheses & Ostomy
Supplies. Replacements,
repairs and maintenance, not
provided for under
manufacturer's warranty or
purchase agreement must be
covered when functionally
necessary

IHA-C2000
IHA-SB2003
Section XXVII:
Pg. 16

NA

Pending

External: 20% coinsurance

Internal: Included as part of
inpatient Hospital Service cost
sharing

Unlimited

Orthotic Devices

Medically Necessary custom-
made orthotic devices used to
support, align, prevent or
correct deformities or to
improve the function of the
foot must be covered.
Orthopedic shoes and other
supportive devices for
treatment of weak, strained,
flat, unstable or unbalanced
feet should not be included
for coverage. Replacements,
repairs and maintenance, not
provided for under a
manufacturer's warranty or
purchase agreement, must be
covered when functionally
necessary.

IHA-C2000
IHA-SB2003
Section XXVII:
Pg. 16

NA

Pending

No copayment

Unlimited

No
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460

Source Document: Enter Article,

Section, etc. and Page Number of |  NYS DFS Status: Member Cost: Enter Benefit Limitations: e.g., 20 Change from 2020  |Projected Monthly Premium
) . Contract/ Certificate of Coverage | Approved (include | copay/coinsurance amount, visits/calendar year, 60 Enter: Yes/No and for 2021
Covered Service HMO Benefits . ) L. ) "
(€OC), Rider Number date) or Filed/ e.g., $25/visit, 20% consecutive days Indicate | change, e.g., $5 copay
Rid Pending coinsurance "unlimited" if no limitations | increase, new benefit
er
Contract/ COC ! Individual Family
Number
IHA-C2000
Additional Benefits IHA_-SBZOM NA Pending $400 allowance per plan year | $400 allowance per plan year No

Section XXVII:

Pg. 18
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Independent Health Association
Section 5.1 - 7/17/2020

ATTACHMENT 36

Medicare Benefits Charts
“Health Maintenance Organizations
Specifications for the New York State Health Insurance
Program”

Offeror name:

HMO BENEFITS FOR 2021 - Medicare Advantage Plan

462

Source Document: Enter ‘ h ;
. . B it Limitations: e.g., 20| Cl 2020
HMO Medicare Advantage |Article, Section, etc. and Page| Nys DFS Status: Member Cost: Enter er.mej t Limitations: €.g ange from Proiected Monthl
) Number of Evidence of . R visits/ calendar year, 60 Enter: Yes/No and ) y
. Benefits (coverage as umber ot Evidence o Approved (include copay/ coinsurance ) ] Premium for 2021
Covered Service R E Rid . | consecutive days Indicate change, e.g., $5 remium for
required by CMS and/or NYS Coverage (EOC), Rider date) or Filed/ | amount, e.g., $25/visit, AR .
. Numb . , unlimited” if no copay increase, new
laws and/or regulations) umber Pending 20% coinsurance L )
limitations benefit
EOC Rider Individual
H3362-801
H3362-G1116
Office Visit Chapter 4 NA Pending $20/visit Unlimited No
Section 2.1
Page 99
H3362-801
H3362-G1116
Chapter 4 NA
Specialty Office Visit Section 2.1 Pending $20/visit Unlimited No
Page 99
H3362-801
H3362-G1116
Chiropractic Care Chapter 4 NA Pending $20/visit Unlimited No
Section 2.1
Page 72
H3362-801
Not subject to deductibles H3362-G1116 Unlimited days when
Inpatient Hospital Care ) ) ! Chapter 4 NA Pending No Copayment deemed medically No
copays or coinsurance )
Section 2.1 necessary
Page 84
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Offeror name:

Independent Health Association
Section 5.1 - 7/17/2020

HMO BENEFITS FOR 2021 - Medicare Advantage Plan 463
Source Document: Enter ; h ;
. . Benefit Limitations: e.g., 20| Change from 2020
HMO Medicare Advantage |Article, Section, etc. and Page| Nys DFS Status: Member Cost: Enter L ft Limitati & & Projected Monthl
) Number of Evidence of . R visits/ calendar year, 60 Enter: Yes/No and ) y
Covered Service Benefits (coverage as © Approved (include copay/ coinsurance consecutive days Indicate change, e.g., $5 Premium for 2021
required by CMS and/or NYS Coverage (EOC), Rider date) or Filed/ | amount, e.g., $25/visit, R T ey
. Numb ) A unlimited" if no copay increase, new
laws and/or regulations) umber Pending 20% coinsurance . )
limitations benefit
EOC Rider Individual
H3362-801 20 f ffi
Surgery (include all settings - 520 copay for office
. ) e H3362-G1116 based surgery
Physician-Inpatient , Physician
. : Chapter 4 $75 copay at an
Outpatient (at a hospital, . . A
. Section 2.1 NA Pending Ambulatory Surgery Unlimited No
facility or surgery center), >
L, § i OV - Page 99 Center or Oupatient
Physician’s Office, Outpatient i .
. 0O/P Hosp & ASC Hospital Facility
Surgery Facility ) .
Page 95 $0 copay when inpatient
H3362-801
H3362-G1116
Up to 100 d benefit
Skilled Nursing Facilities Chapter 4 NA Pending No Copayment pto ::/izger enett No
Section 2.1 P
Page 106
H3362-801
H3362-G1116
Hospice Benefits Chapter 4 NA Pending Covered by Medicare Unlimited No
Section 2.1
Page 82
H3362-801
H3362-G1116
. $65/visit .
Emergency Room Chapter 4 NA Pending . . . Unlimited No
! waived if admitted
Section 2.1
Page 77
H3362-801
H3362-G1116
Urgent Care Facility Chapter 4 NA Pending $35/visit Unlimited No
Section 2.1
Page 109
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Offeror name:

Independent Health Association
Section 5.1 - 7/17/2020

HMO BENEFITS FOR 2021 - Medicare Advantage Plan 464
Source Document: Enter ; h ;
. . Benefit Limitations: e.g., 20| Change from 2020
HMO Medicare Advantage |Article, Section, etc. and Page| Nys DFS Status: Member Cost: Enter L ft Limitati & & Projected Monthl
) Number of Evidence of . R visits/ calendar year, 60 Enter: Yes/No and ) y
Covered Service Benefits (coverage as umber o Approved (include copay/ coinsurance consecutive davs Indicate change, e.g., $5 Premium for 2021
required by CMS and/or NYS Coverage (EOC), Rider date) or Filed/ | amount, e.g., $25/visit, D ‘,’, i .g » €8x
. Numb ) A unlimited" if no copay increase, new
laws and/or regulations) umber Pending 20% coinsurance . )
limitations benefit
EOC Rider Individual
H3362-801 Ground Ambulance
H3362-G1116 100 tri
Ambulance indicate both Non . s pertrip L
K i Chapter 4 NA Pending Unlimited No
airborne & Airborne K .
Section 2.1 Air Ambulance
Page 68 20% coinsurance
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Offeror name:

Independent Health Association
Section 5.1 - 7/17/2020

HMO BENEFITS FOR 2021 - Medicare Advantage Plan 465
Source Document: Enter o
HMO Medicare Advantage |Article, Section, etc. and Page| Nys DFS Status: Member Cost: Enter Ber'1e'f|t Limitations: e.g., 20| Change from 2020 .
i Number of Evidence of ) A visits/ calendar year, 60 | Enter: Yes/No and Projected Monthly
Covered Service Benefits (coverage as - Approved (include | - copay/ coinsurance consecutive days Indicate [ change, e.g., $5 Premium for 2021
required by CMS and/or NYS Coverage (EOC), Rider date) or Filed/ | amount, e.g., $25/visit, R T ey
laws and/or regulations) Number Pending 20% coinsurance un!m'!ltet'i if no copay mcreafe, new
limitations benefit
EOC Rider Individual
Diagnostic/Therapeutic Services: Cite both Hospital and Medical/Surgical Settings
H3362-801
H3362-G1116
Radiology Chapter 4 NA Pending $20/visit Unlimited No
Section 2.1
Page 92
Hg?a:zszG?.?.iS S0 copay for lab test
Lab Tests Chapter 4 NA Pending 0 Unlimited No
Section 2.1 20% com.suran-ce for
Page 93 genetic testing
H3362-801
H3362-G1116
Pathology Chapter 4 NA Pending No Copayment Unlimited No
Section 2.1
Page 92
H3362-801
H3362-G1116
EKG/EEG Chapter 4 NA Pending $20/visit Unlimited No
Section 2.1
Pages 88, 94
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Offeror name:

HMO BENEFITS FOR 2021 - Medicare Advantage Plan

Independent Health Association

Section 5.1 - 7/17/2020

466

Covered Service

HMO Medicare Advantage
Benefits (coverage as
required by CMS and/or NYS

Source Document: Enter
Article, Section, etc. and Page
Number of Evidence of

Coverage (EOC), Rider

NYS DFS Status:
Approved (include
date) or Filed/

Member Cost: Enter
copay/ coinsurance
amount, e.g., $25/visit,

Benefit Limitations: e.g., 20

visits/ calendar year, 60
consecutive days Indicate
"unlimited" if no

Change from 2020
Enter: Yes/No and
change, e.g., $5

copay increase, new

Projected Monthly
Premium for 2021

laws and/or regulations) Number Pending 20% coinsurance . )
limitations benefit
EOC Rider Individual
Radiation: $20 per visit
Chemotherapy: $20 per
H3362-801 office visit
H3362-G1116
Radiation/ Chemotherapy Chapter 4 NA Pending Outpatient Hospital & Unlimited No
Section 2.1 Ambulatory Surgical
Page 93 Centers: $20/visit
Chemotherapy Drugs:
10% coinsurance
Women's Health Care/OB GYN
H3362-801 All preventive services are
H3362-G1116 P .
Pap Tests Chapter 4 NA Pendin No Copayment covered according to CMS No
P .p g pay and USPSTF frequency
section 2.1 uidelines
Page 71 g
H3362-801 All preventive services are
H3362-G1116 No Copayment P ‘
X covered according to CMS
Mammograms Chapter 4 NA Pending No
. and USPSTF frequency
Section 2.1 o
guidelines
Page 70
H3362-801 All preventive services are
) ) H3362-G1116 No Copayment P )
Bone Mineral Density Chater 4 NA pendin covered according to CMS No
Measurements & Tests .p g and USPSTF frequency
Section 2.1 uidelines
Page 70 g
Pre-natal and
Covered as required by Covers the mother
. Post-natal test . . K
Pre- and Post Natal Visits Federal and NYS law and/or not specified in NA Pending $20/visit Baby is not covered under No
regulation P CMS regulations
the EOC
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Offeror name:

HMO BENEFITS FOR 2021 - Medicare Advantage Plan

Independent Health Association

Section 5.1 - 7/17/2020

467

Covered Service

HMO Medicare Advantage
Benefits (coverage as
required by CMS and/or NYS

Source Document: Enter
Article, Section, etc. and Page
Number of Evidence of
Coverage (EOC), Rider

NYS DFS Status:
Approved (include
date) or Filed/

Member Cost: Enter
copay/ coinsurance
amount, e.g., $25/visit,

Benefit Limitations: e.g., 20
visits/ calendar year, 60
consecutive days Indicate
"unlimited" if no

Change from 2020
Enter: Yes/No and
change, e.g., $5

copay increase, new

Projected Monthly
Premium for 2021

laws and/or regulations) Number Pending 20% coinsurance . )
limitations benefit
EOC Rider Individual
) — ) ) $0 Copay for Lab Tests
Routine examinations; Family Planning
X . laboratory tests; birth control | Services are not . L .
Family Planning . . e NA Pending Examinations & Unlimited No
counseling; pregnancy testing;| specified in the .
enetic counselin EOC Counseling:
g g $20/visit
We follow CMS guidelines
. . and cover fertility services
Fertility Services L
Covered as required by are not when the guidelines are
Infertility Services NA Pendin 20/office visit met. No
y Federal and NYS law and/or specified in the g $20/
regulation EOC
Fertility drugs are not
covered
Contraceptive Devices
are not covered.
H3362-801
. H3362-G1116 Contraceptive drugs
Contraceptive Drugs and . e
Devices Chapter 4 NA Pending shown on the formulary Unlimited No
Section 2.1 are covered with
Page 116 applicable tier
copayment
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Source Document: Enter ; h ;
. . Benefit Limitations: e.g., 20| Change from 2020
HMO Medicare Advantage |Article, Section, etc. and Page| Nys DFS Status: Member Cost: Enter L ft Limitati & & Projected Monthl
) Number of Evidence of . R visits/ calendar year, 60 Enter: Yes/No and ) y
Covered Service Benefits (coverage as © Approved (include copay/ coinsurance consecutive days Indicate change, e.g., $5 Premium for 2021
required by CMS and/or NYS Coverage (EOC), Rider date) or Filed/ | amount, e.g., $25/visit, R T ey
. Numb ) A unlimited" if no copay increase, new
laws and/or regulations) umber Pending 20% coinsurance . )
limitations benefit
EOC Rider Individual
Rehabilitative Care, Physical, Speech & Occupational Therapy
H3362-801
H3362-G1116
Inpatient Rehabilitative Care Chapter 4 NA Pending No Copayment Unlimited No
Section 2.1
Page 84
H3362-801
Outpatient Rehabilitati H3362-G1116
utpatient Rehabilitative
P Chapter 4 NA Pending $20/visit Unlimited No
Care .
Section 2.1
Page 98
Mental Health/Substance Abuse
H3362-801
Covered as required by H3362-G1116
Outpatient Mental Health Federal and NYS law and/or Chapter 4 NA Pending $40/visit Unlimited No
regulation Section 2.1
Page 97
H3362-801
Covered as required b H3362-G1116
. au! y . Maximum of 190 days per
Inpatient Mental Health Federal and NYS law and/or Chapter 4 NA Pending No Copayment lifetime No
regulation Section 2.1
Page 86
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Source Document: Enter

. . Benefit Limitations: e.g., 20| Change from 2020
HMO Medicare Advantage |Article, Section, etc. and Page| Nys DFS Status: Member Cost: Enter o & & Proiected Monthl
) Number of Evidence of . R visits/ calendar year, 60 Enter: Yes/No and ) y
Covered Service Benefits (coverage as umber o Approved (include copay/ coinsurance consecutive davs Indicate change, e.g., $5 Premium for 2021
required by CMS and/or NYS Coverage (EOC), Rider date) or Filed/ | amount, e.g., $25/visit, D ‘,’, i .g » €8x
. Numb ) A unlimited" if no copay increase, new
laws and/or regulations) umber Pending 20% coinsurance . )
limitations benefit
EOC Rider Individual
In compliance with NYS Medicare Medicare
. X P . X . Advantage is | Medicare Advantage| Medicare Advantage is . . Medicare Advantage
Coverage for Autism Spectrum| Autism legislation including Advantage is N . . . . . Medicare Advantage is not | . . .
. o . ) ) not subject | is not subject to this not subject to this . . . is not subject to this
Disorder Habilitative Services, Applied | not subject to . . . subject to this regulation R
R R . K to this regulation regulation regulation
Behavior Analysis (ABA) this regulation )
regulation
H3362-801
C d ired b H3362-G1116
Alcohol and Substance Abuse overed as requirec by NA . .
. Federal and NYS law and/or Chapter 4 Pending No Copayment Unlimited No
Detoxification : .
regulation Section 2.1
Page 84
H3362-801
Outpatient Alcoholism and Covered as required by H3362-G1116 NA
Substance Abuse Federal and NYS law and/or Chapter 4 Pending $40/ visit Unlimited No
Rehabilitation regulation Section 2.1
Page 98
H3362-801
Inpatient Alcoholism and Covered as required by H3362-G1116
Substance Abuse Federal and NYS law and/or Chapter 4 NA Pending No Copayment Unlimited No
Rehabilitation regulation Section 2.1
Page 84
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Covered Service

HMO Medicare Advantage
Benefits (coverage as
required by CMS and/or NYS
laws and/or regulations)

Source Document: Enter
Article, Section, etc. and Page
Number of Evidence of
Coverage (EOC), Rider
Number

EOC Rider

NYS DFS Status:
Approved (include
date) or Filed/
Pending

Member Cost: Enter
copay/ coinsurance
amount, e.g., $25/visit,
20% coinsurance

Benefit Limitations: e.g., 20
visits/ calendar year, 60
consecutive days Indicate
"unlimited" if no
limitations

Change from 2020
Enter: Yes/No and
change, e.g., $5
copay increase, new
benefit

Projected Monthly
Premium for 2021

Individual

Prescription Drugs: Medically necessary federal legend and state restricted drugs, compounded medications and injectable insulin. Coverage must include contraceptive drugs and devices, fertility drugs and enteral

formulas. (The copayment for injectable drugs, including fertility drugs, must be the same as

the copayment for other covered drugs except drugs limited to 30 days supply at dispensing.) No an

nual or lifetime maximum

permitted.
Tier 1: SO 90-day supply of Tier 1-4
Tier 2: $15 drugs is 2.5x the 30-day
H3362-801 .
Tier 3: $30 copay.
H3362-G1116 .
L . Tier 4: $50
Prescription Drugs Chapter 6 NA Pending . . No
K Tier 5: $50 See formulary for tiers
Section 5.2
Page 150

copays for a 30-day
supply

Unlimited when medically
necessary
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Source Document: Enter ; h ;
. . Benefit Limitations: e.g., 20| Change from 2020
HMO Medicare Advantage |Article, Section, etc. and Page| Nys DFS Status: Member Cost: Enter o & & Proiected Monthl
) Number of Evidence of . R visits/ calendar year, 60 Enter: Yes/No and ) y
Covered Service Benefits (coverage as Approved (include copay/ coinsurance consecutive days Indicate change, e.g., $5 Premium for 2021
required by CMS and/or NYS Coverage (EOC), Rider date) or Filed/ | amount, e.g., $25/visit, R T ey
. Numb ) A unlimited" if no copay increase, new
laws and/or regulations) umber Pending 20% coinsurance . )
limitations benefit
EOC Rider Individual
Other
H3362-801
L ) H3362-G1116 ) Limited to one 30-day or 90-
Diabetic Supplies Chapter 4 NA Pending No Copayment ; No
A day supply at a time
Section 2.1
Page 74
90-day supply of Tier1-4
H3362-801 drugs is 2.5x the 30-day
H3362-G1116
Chapter 6 copay:
. .p . Based on Part D tier.
Oral Agents and Insulin Section 5.2 NA Pending . No
Please refer to formulary|  See formulary for tiers
Page 74
D
see Drug Unlimited when medically
Formulary
necessary
H3362-801
H3362-G1116 One pair per year and two
Diabetic Shoes Chapter 4 NA Pending No Copayment pairs of inserts when No
Section 2.1 medically necessary
Page 76
Medically necessary DME
which can with- stand
repeated use and primarily
used to serve a medical
purpose must be covered.
Durable Medical Equipment Examples include but not H3362-801
(DME) limited to: wheelchairs, H3362-G1116 X
X X X 20% Coinsurance per L.
walkers, respiratory equip, Chapter 4 NA Pending . Unlimited No
. . covered item
oxygen supplies, Section 2.1
replacements, repairs and Page 76
maintenance, not provided for
under a manufacturer's
warranty or purchase
agreement, must be covered
when functionally necessary.
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Source Document: Enter

. . Benefit Limitations: e.g., 20| Change from 2020
HMO Medicare Advantage |Article, Section, etc. and Page| Nys DFS Status: Member Cost: Enter o & & Proiected Monthl
) Number of Evidence of . R visits/ calendar year, 60 Enter: Yes/No and ) y
Covered Service Benefits (coverage as Approved (include copay/ coinsurance consecutive days Indicate change, e.g., $5 Premium for 2021
required by CMS and/or NYS Coverage (EOC), Rider date) or Filed/ | amount, e.g., $25/visit, R T ey
. Numb ) A unlimited" if no copay increase, new
laws and/or regulations) umber Pending 20% coinsurance . )
limitations benefit
EOC Rider Individual
Medically necessary
prosthetic devices that aid
body functioning or replace a
limb or body part in order to
correct a defect of body form
or function must be covered.
I;JxamI les ouf rosthevtic H3362-801
) p P H3362-G1116 Internal Prosthetics:
devices include but are not
. . e e Chapter 4 No copayment
Prosthetic Devices limited to: artificial limbs, K
Section 2.1 . .
pacemakers, heart valve NA Pending Unlimited No
P Internal: Page
replacements, artificial joints, X
89 External Prosthetics:
external breast prostheses .
. External: Page 20% coinsurance
and Ostomy Supplies. 103
Replacements, repairs and
maintenance, not provided for
under a manufacturer's
warranty or purchase
agreement, must be covered
when functionally necessary.
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HMO BENEFITS FOR 2021 - Medicare Advantage Plan

Source Document: Enter ; h ;
. . Benefit Limitations: e.g., 20| Change from 2020
HMO Medicare Advantage |Article, Section, etc. and Page| Nys DFS Status: Member Cost: Enter o & & Proiected Monthl
) Number of Evidence of . R visits/ calendar year, 60 Enter: Yes/No and ) y
Covered Service Benefits (coverage as umber o Approved (include copay/ coinsurance consecutive davs Indicate change, e.g., $5 Premium for 2021
required by CMS and/or NYS Coverage (EOC), Rider date) or Filed/ | amount, e.g., $25/visit, D ‘,’, i .g » €8x
. Numb ) A unlimited" if no copay increase, new
laws and/or regulations) umber Pending 20% coinsurance . )
limitations benefit
EOC Rider Individual
Medically Necessary custom-
made orthotic devices used to
support, align, prevent or
correct deformities or to
improve the function of the
foot must be covered.
Orthopedic shoes and other
. . . . H3362-801
Orthotic Devices supportive devices for
K H3362-G1116
treatment of weak, strained, . .
Chapter 4 NA Pending No Copayment Excludes shoe inserts No
flat, unstable or unbalanced Section 2.1
feet should not be included :
Page 103
for coverage. Replacements,
repairs and maintenance, not
provided for under a
manufacturer’s warranty or
purchase agreement, must be
covered when functionally
necessary.
$45 copay for Hearing
H3362-801 Aid Evaluation Exam Yes, we have a new
. . Hearing Aids and Hearing Aid H3362-G1116 . . . . venfior - Ame.r|can
Additional Benefits . Chapter 4 NA Pending Hearing Aid copays: Unlimited Hearing Benefits - so
Evaluation Exam . :
Section 2.1 $499; $799; $999; members will have
Page 80 $1,499 and $2,799 per more choices
hearing aid.
Telemedicine is limited to
network providers. Covered
services are: No
H3362-801 Teladoc: $20 copa
. 3 pay PT/OT/ST The member cost
Telemedicine H3362-G1116 TS . .
. ) . - PCP & Specialist visits sharing remains the
Additional Benefits and Chapter 4 NA Pending Telemedicine: The copay L
. ) 0O/P Mental Healthcare and same. This gives
Teladoc Section 2.1 is the same as a face-to-
. Substance Abuse more ways to access
Page 100 face visit . . .
Kidney Disease Education care
Diabetic Self-management
Training
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Source Document: Enter

. . Benefit Limitations: e.g., 20| Change from 2020
HMO Medicare Advantage |Article, Section, etc. and Page| Nys DFS Status: Member Cost: Enter - & 8 Proiected Monthl
) Number of Evidence of . R visits/ calendar year, 60 Enter: Yes/No and ) y
Covered Service Benefits (coverage as umber o Approved (include copay/ coinsurance consecutive davs Indicate change, e.g., $5 Premium for 2021
required by CMS and/or NYS Coverage (EOC), Rider date) or Filed/ | amount, e.g., $25/visit, ecutive days 88, €L
. Numb . R unlimited” if no copay increase, new
laws and/or regulations) umber Pending 20% coinsurance . )
limitations benefit
EOC Rider Individual
H3362-801 1 routine eye exam per year
H3362-G1116 Yes, the eyewear
Additional Benefits Vision Chapter 4 NA Pending $20 routine eye exam Increasing eyewear ! y W
. allowance is better
Section 2.1 allowance from $150 to
Page 110 $200 per year
H3362-801 Must use a Silver Sneakers
H3362-G1116 participating facility, Ves. Silver Sneak
Additional Benefits Fitness Benefit Chapter 4 NA Pending No Copayment avaialble nationwide, or e's, tver sneakers
. . K is a new vendor
Section 2.1 Silver Sneakers online
Page 79 programs
H3362-801 Covers Oral Exam, Cleaning,
H3362-G1116 X-rays and Fluoride
Additional Benefits Preventive Dental Chapter 4 NA Pending $20/visit Treatments twice a year No
Section 2.1 and a whole mouth x-ray
Page 73 every 36 months
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5.2 Member Communication Material R iremen

The Offeror must:

1. Submit drafts of the Cover Letter for the Member communications materials
mailing to HMO Members, federally mandated Summary of Benefits and
Coverage (SBC) and Schedule of Benefits, in both hard copies and PDF with
their Proposals. In addition, those HMOs that participated in NYSHIP in 2020 are
required to submit drafts of the Side by Side Comparison of Benefits in both hard
copies and PDF with their Proposals. HMOs that did not participate in NYSHIP in
2020 will not be required to furnish the Side by Side Comparison with their
Proposals.

Please refer to the following documents located in Section 5.2 Member Communication Material
Requirements of this submission:

Cover Letter_Commercial

Cover Letter_Medicare

Summary of Benefits and Coverage (SBC)_with Rx_DRAFT

Summary of Benefits and Coverage (SMC)_without Rx_DRAFT

Summary of Benefits_Medicare_ DRAFT

Side by Side Comparison of Benefit Changes from 2020 to 2021_Commercial

Side by Side Comparison of Benefit Changes from 2020 to 2021_Medicare

Side by Side Comparison of Commercial Plan Benefits to Medicare Advantage Plan Benefits
for 2021

The Schedule of Benefits for the Commercial plan can be found on Independent
Health’s pages 119 - 136 in the Certificate of Coverage document located in Section
5.2 Member Communication Material Requirements of this submission.

The Schedule of Benefits for the Medicare plan can be found on Independent Health’s pages
231 - 287 in the Evidence of Coverage document located in Section 5.2 Member
Communication Material Requirements of this submission.

2. The Offeror must provide a list of wellness programs/activities held or scheduled
for 2020 and a summary of planned activities for 2021 using the Wellness
Programs/Activities chart (Attachment 15).

Independent Health is dedicated to improving the health and well-being of the Western New York
community. Through partnerships with various local organizations, it is able to promote the
importance of healthy choices and offer a number of free or low-cost opportunities for the
community to become more engaged in their own health.

Please refer to the Wellness Programs/Activities Chart (Attachment 15), as well as 2019 Health
Fairs and Events (Attachment 20) documents located in Section 5.2 member Communication
Material Requirements of this submission.

Members can also visit independenthealth.com/events for more information on Independent
Health’s upcoming programs and events.
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3. The Offeror must provide a list of its current five largest employer groupsin
descending order by number of contracts using the Current Five Largest
Employer Groups chart (Attachment 16).

Please refer to the Current Five Largest Employer Groups (Attachment 16) document located in
Section 5.2 member Communication Material Requirements of this submission.

4. Federally required Summary of Benefits and Coverage (SBC) for the proposed
benefit package offered through NYSHIP. If the final 2021 SBC is not available for
inclusion with this submission, please submit a draft version and advise when it is
expected to be finalized. A finalized SBC must be submitted as soon as it is
available, but no later than October 1, 2020.

Confirmed. Independent Health has provided a draft version of the Summary of Benefits and
Coverage for the proposed 2021 benefit package offered through NYSHIP.

Please refer to the Summary of Benefits and Coverage (SBC) with Rx_DRAFT, as well as the
Summary of Benefits and Coverage (SBC)_without Rx_DRAFT documents located in Section 5.2
member Communication Material Requirements of this submission. Final SBC’s will be sent to
the Department of Civil Service prior to October 1, 2020.

5. Additional Member Communication Materials to Members for 2021 — Cover
Letters, Marketing Materials. Refer to Section 3.6 of these Specifications for
specific details. To ensure all Members have plan information prior to the
NYSHIP Option Transfer Period, HMOs must submit confirmation to the
Department that all Required Communications Materials have been mailed to
Members by October 21, 2020.

Confirmed. Independent Health has provided additional member communication materials to
members for 2021 in its submission. Additional Member Communications will be sent to all
members by October 21, 2020.

Please refer to the following documents located in Section 5.2 Member Communication Material
Requirements of this submission:

Cover Letter_Commercial

Cover Letter_Medicare

Summary of Benefits and Coverage (SBC)_with Rx_DRAFT

Summary of Benefits and Coverage (SMC)_without Rx_DRAFT

Summary of Benefits_Medicare_ DRAFT

Side by Side Comparison of Benefit Changes from 2020 to 2021_Commercial

Side by Side Comparison of Benefit Changes from 2020 to 2021_Medicare

Side by Side Comparison of Commercial Plan Benefits to Medicare Advantage Plan Benefits
for 2021

The Schedule of Benefits for the Commercial plan can be found on Independent
Health’s pages 119 - 136 in the Certificate of Coverage document located in Section
5.2 Member Communication Material Requirements of this submission.

The Schedule of Benefits for the Medicare plan can be found on Independent Health’s pages

231 - 287 in the Evidence of Coverage document located in Section 5.2 Member
Communication Material Requirements of this submission.
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6. Choices Page, for both Commercial and Medicare Advantage Plans, as applicable.
HMOs will have ten business days to complete their HMO e-page(s), after which
time, access will be denied. All HMOs submitting Proposals will be required to
access a Department online data interface (HMO ePage) through which plan
benefit details will be electronically submitted to the Department. Additionally,
HMOs are required to print a hard copy of their Choices page information from the
database and submit it with their Proposal. This process will enable the Department
to implement their online health benefit plan comparison tool. [Note: HMOs will
ONLY be granted access to the Department’s online data interface with their ePage
if they have completed and submitted an affirmative Notice of Intent (Attachment
28) to participate in the 2021 NYSHIP plan year. The Notice of Intent will only be
considered valid if it is sent to both the Department and the JLMC Contact
Members (Attachment 13).]

HMOs that participate in NYSHIP during 2020 will be able to edit selected fields of
their 2021 Choices page content in the electronic templates to accurately describe
plan benefits for the 2021 Plan Year. HMOs that did not participate in NYSHIP
during 2020 will access blank electronic templates to electronically submit their
Choices page information.

The Department’s Communications Unit will use the electronic information
submitted by each HMO to format a version of their pages for the Choices guide.
HMOs will receive copies of their final Choices pages for sign off for accuracy via e-
mail from the Communications Unit. Benefits described on an HMO’s Choices
pages will be binding upon such HMO, even in the event of erroneous oversight
during such review.

Please refer to the Choices Page_Commercial, as well as the Choices Page_Medicare documents
located in Section 5.2 Member Communication Material Requirements of this submission.

Please refer to the Notice of Intent (Attachment 28) located in Section 5.2 Member Communication
Material Requirements of this submission.

7. Schedule of Benefits required for Commercial Plan and Medicare Advantage Plan

enrollees, if applicable. [Note: If this is part of the Offeror’s Certificate of Coverage
1@nd/gi' Evidence of Coverage, indicate page numbers where this information can be
ound].

Confirmed.

The Schedule of Benefits for the Commercial plan can be found on Independent Health’s
pages 119 - 136 in the Certificate of Coverage document located in Section 5.2 Member
Communication Material Requirements of this submission.

The Schedule of Benefits for the Medicare plan can be found on Independent Health’s pages

231 - 287 in the Evidence of Coverage document located in Section 5.2 Member
Communication Material Requirements of this submission.
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8. Side by Side Comparison of Benefit Changes 2020 to 2021 (document must be
titled as such) identifying changes from 2020 (current year) to 2021 (upcoming
year) for Commercial Plan and Medicare Advantage Plan Enrollees, if applicable. In
the event there are no changes in the benefits offered, the HMO is required to mail
an affirmative statement to Members confirming that there are no changes from the
previous year; a copy of the statement of “no change” should be included in this
submission, if applicable. This requirement is only for HMOs that participated in
NYSHIP in 2020. See SAMPLE Side-by-Side Comparison (Attachment 25).

Please refer to the following documents located in Section 5.2 Member Communication Material
Requirements of this submission:

o Side by Side Comparison of Benefit Changes from 2020 to 2021_Commercial

o Side by Side Comparison of Benefit Changes from 2020 to 2021_Medicare

¢ Side by Side Comparison of Commercial Plan Benefits to Medicare Advantage Plan Benefits
for 2021

9. Listing of Certificate/Group Contract, Riders and/or Amendments (see SAMPLE
Contract and Rider Summary (Attachment 30)). Include both Commercial HMO and
Medicare Advantage Plan documents.

Please refer to the Listing of Certificate/Group Contract, Riders and/or Amendment (Attachment
30) document located in Section 5.2 Member Communication Material Requirements of this

submission.
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NEW | NYSHIP Independent

=,

YORK
New York Stat
STATE H::;thc:gsuranie Program u Health
October 2020

Dear New York State Employee:

Thank you for your membership with Independent Health. As a member of Independent
Health, you have access to top quality products and services that have earned us recognition by
nationally respected organizations.

We are pleased to announce that there will be benefit enhancements effective January 1, 2021
to your benefit plan. Please see the enclosed side by side comparison and benefit summary for
more detail.

Please note, your Eligibility Guidelines may be different from those guidelines listed in the
Certificate of Coverage. Please refer to your NYSHIP General Information Book for these
guidelines or visit the New York State Department of Civil Service’s web site at www.cs.ny.gov.

When it comes to seeking care, we have you covered — whether you are in Western New York
or across the country. Independent Health contracts directly with more than 98% of Western
New York providers.” Many of our providers offer Telehealth services so you can continue to
see your network provider from anywhere in the country. Members also have access to all
Western New York hospitals, labs, pharmacies, and emergency/urgent care centers worldwide.

As part of your open enrollment time, we are providing you with the enclosed benefit summary
so you may review your benefits for the coming year. If you have any questions regarding your
Independent Health coverage, please contact us at (716) 631-8701 or (800) 501-3439, Monday
through Friday, from 8:00 a.m. to 8:00 p.m. Thank you for choosing Independent Health for
your health coverage needs.

Sincerely,

Joel Marinaccio
Senior Strategic Account Manager

* New York State Office of the Professions data and Independent Health contracted physicians. Data subject to change without
notification.
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NYSHIP Independent
Neraoksate oeen | @ Health.

NEW
YORK
4—.:\75

October 2020

Dear New York State Retiree:

Thank you for your membership with Independent Health’s Medicare Advantage Plan. As a
member of Independent Health, you have access to top quality products and services that have
earned us recognition by nationally respected organizations.

We are pleased to announce that there will be benefit enhancements effective January 1, 2021 to
your benefit plan. Please see the benefit summary and side by side comparison for more detail.

When it comes to seeking care, we have you covered — whether you are in Western New York or
across the country. Independent Health contracts directly with more than 98% of Western New
York providers.” Many of our providers offer telehealth services so you can continue to see your
network provider from anywhere in the country. Members also have access to all Western New
York hospitals, labs, pharmacies, and emergency care anywhere in the world.

Please note, your Eligibility Guidelines may be different from those guidelines listed in your
Evidence of Coverage. Please refer to your NYSHIP General Information Book for these
guidelines or visit the New York State Department of Civil Service’s web site at www.cs.ny.gov.
Medicare eligibility guidelines are established by CMS. Eligibility requirements can be reviewed
at https://www.medicare.gov/eligibilitypremiumcalc/

As part of your open enrollment information, we are providing you with the enclosed benefit
summary so you may review your benefits for the coming year. If you have any questions
regarding your Independent Health coverage, please contact us at (716) 250-4401or (800) 665-
1502, (TTY:711) Monday through Sunday, from 8:00 a.m. to 8:00 p.m. Thank you for choosing
Independent Health for your health coverage needs.

Sincerely,

Joel Marinaccio
Senior Strategic Account Manager

* New York State Office of the Professions data and Independent Health contracted physicians.
Data subject to change without notification.



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

@ Independent Health.

NYSHIP

Coverage Period:01 @U@S@ﬂa@(ﬁl@%ﬂ Association

Section 5.2 - 7/17/2020

Coverage for: All Tier Levels | Plan Type: HMO

A 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
A 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 1-800-501-3439 or visit
www.independenthealth.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.independenthealth.com or call 1-800-501-3439 to request a copy.

Important Questions

\What is the overall

Answers

Individual and Family: $0

Why This Matters:

See the Common Medieal Events chart below for your €osts for services this plan covers.

subject to deductible.

deductible?

e R Yes, preventive care and other This plan covers some items.and services even if you haven't yet met the deductible amount. But
AT T major categories of service, as a copayment or coinsurance may apply. For example, this plan covers certain preventive services
o cti)t/)l e? y identified in the SBC, are not without cost=sharing and before you meet your deductible. See a list of covered preventive

services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other deductibles
for specific services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

$4,000 Individual/$8,000 Farilly

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 plan they have to meet their own out-of-pocket limits until the overall family
out-of-pocket limit has been met.

What is not included in the
out-of-pocket limit?

Premiums, balance-billed chargesy
penalty amountsgand-non-covered
services.

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

Will you pay less if you use
a network provider?

Yes. See www.independenthealth.
com or call 1-800-501-3439 for a
list of network providers.

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 you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the 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 specialist?

No.

You can see the specialist you choose without a referral.

10f5
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http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#premium
http://www.healthcare.gov/sbc-glossary/#allowed-amount
http://www.healthcare.gov/sbc-glossary/#balance-billing
http://www.healthcare.gov/sbc-glossary/#coinsurance
http://www.healthcare.gov/sbc-glossary/#copayment
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#provider
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#deductible
http://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
http://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
http://www.healthcare.gov/sbc-glossary/#network-provider
http://www.healthcare.gov/sbc-glossary/#referral
http://www.healthcare.gov/sbc-glossary/#specialist

A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Independent Health Assoc
Section 5.2 - 7/17

ation

2020

Common

Medical Event

Services You May Need

Primary care visit to treat an

What You Will Pay

In-Network Provider
(You will pay the least)
Adult: $10 copay / visit

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

Limitations, Exceptions, & Other Important
Information

483

injury or ilness Child: $0 copay / visit Not Covered --None---
If you visift a health Specialist visit $20 copay / visit Not Covered ---None---
Cla.r? provider's office or You may have to pay for services that aren't
clinic Preventive preventive. Ask your provider if the services
= o No charge Not Covered are preventive. Then check what your plan
care/screening/immunization '
carelscreening will pay for.
X-ray: Office: $20 copay / visit
Diagnostic test (x-ray, blood ~ [fospital: $40 copay / vt o -
fyou have a test W%r( y Blood work: $0 copay /vt Not CoVered Authorization may be required.
EKG: Adult: $10 copay / visit Child: $0 copay /
visit
Imaging (CT/PET scans,MRls Office: $20 copay / Visit Not Covered Authorization may be required.

Hospital: $40 copay / visit

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available
at

Preferred Generic Drugs
(Tier 1)

Adult: $5
Child: $0

Not Covered

Mail Order: Must be obtained from ProAct or
Wegmans. Retail Pharmacy: Must be filled
at a participating Pharmacy.

Non-Preferred Generic Drugs
(Tier 2)

$80

Not Covered

Mail Order: Must be obtained from ProAct or
Wegmans. Retail Pharmacy: Must be filled
at a participating Pharmacy.

Non-Preferred Brand Name

Mail Order: Must be obtained from ProAct or

www.independenthealt Drugs (Tier 3 $60 Not Covered Wegmans. Retail Pharmacy: Must be filled
LERL: g at a participating Pharmacy.
Facility fee (e.g.; ambulato . o .
If you have outpatient surger};/ cen(teg " [s100 copay / visit Not Covered Authorization may be required
surge
bal) Physician/surgeon fees $0 copay / visit Not Covered Authorization may be required

**Pending NYS Approval**
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Qther Important
Information

ation
020

484

Emergency room care $100 copay / visit $100 copay / visit Waived if admitted
. , Emergency medical . : .
If you need immediate . $100 copay / trip $100 copay/trip Must be deemed medically necessary
medical attention ransportation S e — = r=2ed o7 Paricaina Aer Tl
uit: copay / visi q
Urgent care Child: $0 copay / visit Not Covered Cg\r/: rélgre];t;sse on Fariicipating ARer Hour
Facility fee (e.g., hospital . Semi-private room, per admission
If you have a hospital | room) $0 copay / admission Not Coveged Authorization may be required
stay Physician/surgeon fees $0 copay / visit Not-Covered Authorization may be required
If you need mental Outpatient services $20 copay / visit Not Covered ---None---
neaim, beha\éiotral S ;
ealth, or substance . : L emi-private room, per admission
abuse services Inpatient services $0 copay / admission Not Covered Authorization may be required
Office visits $0 copay / visit Not Covered No charge after the initial diagnosis

If you are pregnant

Childbirth/delivery
professional services

Physician: No charge

Physician: Not Covered

Semi-private room, per admission

Childbirth/delivery facility

Delivery:$0.copay /

Delivery: Not Covered

Semi-private room, per admission

services admission
- Up to 40 visits per contract year
Home health care $20 copay / yisit Not Covered Authorization may be required
If you need help — , — —
recovering or have Reh..a.blllFahon se?rwces $20.copay / visit Not Covered Up to 20 visits per contract year
other special health Habilitation services $20 copay / visit Not Covered Up to 20 visits per contract year
needs Semi-private room, per admission Up to 45
Skilled nursing care $0 copay /" admission Not Covered days per contract year

Authorization may be required

Durable medical eguipment

50% coinsurance

Not Covered

Authorization may be required

If your child needs
dental or eye care

Hospice services $0 copay / admission Not Covered ---None---
Children's eye exam $0 copay / visit Not Covered One routine exam every 12 months

Children's glasses

Single: $50 Bifocal: $70

Not Covered

Contact EyeMed for additional options at 1-
877-842-3348

Children's dental check-up

Not Covered

Not Covered

---None---

**Pending NYS Approval**
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Excluded Services & Other Covered Services: Independent Health Association
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded servicesﬁem'On SN 020

+  Acupuncture * Hearing Aids *  Private-Duty Nursing 485
«  Cosmetic Surgery « Long-Term Care * Routine Foot Care
+ Dental Care (Adult) . {\rl]on[JEgergency Care When Traveling Outside <, Weight Loss Programs

eUS.

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
«  Bariatric Surgery * Infertility Treatment « Routine Eye Care (Adult)
+  Chiropractic Care

Your Rights to Continue Coverage: There are agencies that can help if you want to continu@ 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 wwiw.dol.gov/ebsa/healthreform, the Department of Health and
Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be
available to you too,including buying individual insurance 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 reason4o your plan.“For more information about your rights, this notice, or assistance,
contact: the Department of Labor's Employee Benefits Security/Administration at1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Additionally, a
consumer assistance program can help you file your appeald Contact:: Community'Service Society of New York at 1-888-614-5400 or
http://www.communityhealthadvocates.org/.

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.

Does this plan meet 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,

Language Access Services:
Please refer to Nondiscrimination statement and language assistance services contained within.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.

**Pending NYS Approval** 4 of 5

NYS Employee Insurance Acctg_22652


http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#plan
http://www.healthcare.gov/sbc-glossary/#excluded-services
http://www.healthcare.gov/sbc-glossary/#plan

About these Coverage Examples:

Independent Health Assac

tion

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will Bedirerd - 717
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 are based on self-only coverage.

2020

486

Peg is Having a Baby

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

Managing Joe's type 2 Diabetes

(a year of routine in-network care of a well-

Mia's Simple Fracture
(in-network emergency room visit and follow up

controlled condition)

care)

B The plan's overall deductible $0 m The plan's overall deductible $0 M The plan's overall deductible $0
W Specialist copayment $20 W Specialist copayment $20 m Specialist copayment $20
B Hospital (facility) copayment $0 m Hospital (facility) copayment $0 m Hospital (facility) copayment $0
B Other copayment $20 m Other copayment $20 m Other copayment $20
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
Total Example Cost $12,800 Tofal Example Cost $7,400 Total Example Cost $1,900
In this example, Peg would pay: In this example;doewould pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $0,. Deductibles $0  Deductibles $0
Copayments $60 . Copayments $1,400 Copayments $300
Coinsurance $0  Coinsurance $0  Coinsurance $20
What isn't covered What isn't covered What isn't covered
Limits or exclusions $100  Ldmits or exclusions $60  Limits or exclusions $0
The total Peg would pay is $160 The total Joe would pay is $1,460  The total Mia would pay is $320

Note: These numbers assume the patient does not participate in the plan's wellness program. If you participate in the plan's wellness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: Independent Health Member Services at 1-800-501-3439.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Independent Health Association
Section 5.2 - 7/17/2020

Nondiscrimination statement and language assistance services 487

English
If you, or someone you’re helping, has questions about Independent Health, you have the right to get help and information in your language at no cost. To talk

to an interpreter, call 1-800-501-3439.

Independent Health complies with applicable Federal civil rights laws and does not discriminate on‘the basis of race, color, national origin, age, disability, or
Sex.

Spanish
Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Independént Health, tien€ derecho a obtener ayuda e informacién en su
idioma sin costo alguno. Para hablar con un intérprete, llame al 1-800-501-3439.

Independent Health cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color, nacionalidad, edad, discapacidad o
Sexo.

Chinese
MBE%HR SHEEREABENESR, BERMEEA Independent Health 18 B #1478 Independent Health FERIRIRE, & AH#FRELIGHEIESIIEBM
AR, AM—UPES, FREE (TIEAST 1-800-501-3439,

Independent Health 7874 FH HYHRFS ESHE AR RIE - A IAREE A JS 0~ RIRIAE « 0 - FRIRESERIMERERA -

Russian
Ecnu y Bac wim nuna, KOTOpoMy Bbl IOMOTAETERMMEIOTCSI BOIIpock! 1o ooy Independent Health, To BbI nMeeTe npaBo Ha OecriaTHOE MOJy4YeHHE TTOMOIIHU U
nHpopmanum Ha BaieMm si3bike. [ pazroBopa ¢ epeBo14HKOM HO3BOHUTE 110 Tesiedony 1-800-501-3439.

Independent Health cobmonaeT nmpumennmoe henepanbHOe 3aKOHOAATEIBCTBO B 00IACTH I'PayKIaHCKHX MPaB M HE JOIYCKAaeT TUCKPUMUHALIMY 110 TIPH3HAKAM
pachl, IIBeTa KOKH, HAMOHAJIBHON IPHUHAJICKHOCTH, BO3pPACTa, HHBAIHAHOCTH W TI0JIA.

French Creole
Si oumenm oswa yon moun w ap ede gen kesyonkonsenan Independent Health, se dwa w pou resevwa asistans ak enfomasyon nan lang ou pale a, san ou pa
gen pou peye pou sa. Pou pale avek yon entépret, rele nan 1-800-501-3439.

General Taglines_Commercial
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Independent Health Association

Nondiscrimination statement and language assistance services (cont’d) Section 5.2 - 7/17/2020
Independent Health konfom ak lwa sou dwa sivil Federal ki aplikab yo e li pa fé diskriminasyon sou baz ras, koul&, peyi orijin, laj, enfimite oswa seks. 488
Korean
gter Aot L= Aot &30 A= 0 A0l Independent Health Ofl 2ol A 2201 JUCHH Hot= defel E=ut 22 Aot A Z HIE 2E8L0I
A2 A=At USLICH DZH S AL IG5 fIoHM = 1-800-501-3439 2 & 3ot AIL.

Independent Health2(=) 2t&d e ZRIAYHS E06tH S, NIFM, sS4 =20t

(4

W

Italian

Se tu o qualcuno che stai aiutando avete domande su Independent Health, hai il dirittodi ottenere aiuto e informazioni nella tua lingua gratuitamente. Per
parlare con un interprete, puoi chiamare 1-800-501-3439.

Independent Health & conforme a tutte le leggi federali vigenti in materia di diritti civili e nan pone in essere discriminazioni sulla base di razza, colore,
origine nazionale, eta, disabilita o sesso.

Yiddish
TR IR X PIRAWOLK NN 777 ¥IPRI 1X 0IP ORIUNT TR Indephdent Health ,1asm oyaRID LRI ,0OD7YA PR IWEAY ITIK ;1K 2K
1-800-501-3439 33777 ,1XYTWAYK VT 00 7TV X LLDTR

Bt DR POYT IR JENTE 08T F9NTNE YIRS IRIVEIP Independent Health
JDOETWEL TR TR0 ORUTER FIRIKERT NP FORT N DU K

Bangala-Bangali
I arifa, S=Er Arifd o9y FISEE SEREST FA06, TOIE TT A= Independent Health, SPTETE

SMEFE A {4 2EE A {HE S AR TEE AT O SEAE| S N A A4
S, FT PP 1-800-501-3439.

Independent Health Zciion (WEIEE FEaT WNFE WES (WE 5@ JF: G, FS,
WS B3AE, IIW, AHHel, I FoE (Gl @E FE AN
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Independent Health Association
Nondiscrimination statement and language assistance services (cont’d) Section 5.2 - 7/17/2020

Polish 489

Jesli Ty lub osoba, ktérej pomagasz ,macie pytania odnosnie Independent Health, masz prawo do uzyskania bezptatnej informacji i pomocy we wtasnym jezyku.
Aby porozmawia¢ z ttumaczem, zadzwon pod numer 1-800-501-3439.

Independent Health postepuje zgodnie z obowigzujacymi federalnymi prawami obywatelskimi i nie dopuszcza sie dyskryminacji ze wzgledu na rase, kolor
skory, pochodzenie, wiek, niepetnosprawnosé badz ptec.

Arabic
Gl laall g 2o bl e J ganaldl & 32l clals Jndependent Health (= smads Alidl sac s (il ool of clal Gi< )
.1-800-501-3439 = bl an e aa SfaSll 2315 40 60 o Slialy 4y ) il

ol e Saa Y5 L Jsamall 30000l diaall 5320 0l A ndependent Health 2l
ouiall 3@l ke R ST ol g

French

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Indépendent Health, vous avez le droit d'obtenir de l'aide et I'information
dans votre langue a aucun co(t. Pour parler a un interpréte, appelez 1-800-501-3439.

Independent Health respecte les lois fédérales en vigueur relatives aux droits civiques et ne pratique aucune discrimination basée sur la race, la couleur de
peau, I'origine nationale, I'age, le sexe ou un handicap.

Urdu
O S usin @) 8 o b —SCindependent Health & Jism 5S 055 @) D3l o ) 23 30 S (S ) R

-2 S U5 1-800-501-3439 ¢ i S S Sl —w ks 5o 2 32 8 DS duala Clagllaa gl 220 e (e

ol S a5 s g 35l W Independent Health
jj&uéﬁbdﬂ:ﬂiﬁi;ﬁﬂﬁ snj_'!JsJ_w.'lnEnngdUJSd:mﬂ
O S pe Satal
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Independent Health Association
Nondiscrimination statement and language assistance services (cont’d) Section 5.2 - 7/17/2020

Tagalog
Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Independent Health, may karapatan ka na makakuha ng tulong at impormasyon sa
iyong wika ng walang gastos. Upang makausap angisang tagasalin, tumawag sa 1-800-501-3439.

Sumusunod ang Independent Health sa mga naaangkop na Pederal na batas sa karapatang sibil at hindi nandidiskrimina batay sa lahi, kulay, bansang
pinagmulan, edad, kapansanan o kasarian.

Greek

Edv goeig ) kamolog mou BonBdte £xete epwtnoels yUpw aro to Independent Health, éxete to dikaiwpa va AdBete Bonbeta kat mAnpodopieg otn yAwooa
oag xwpic xpéwon.Ma va pAnoete oe £vav dltepunveéa, kaléote 1-800-501-3439.

Independent Health cuppope@VETAL LLE TOVG IGYVOVTEG OLOGTOVOLOKODE VOLLOLS Y10 TO GTOMIKE dtkaumpoto, Kot dgv tpoPaivel o€ dlakpioels pe fdon ™ Quin,
T0 XpdUa, TNV €OVIKT KaTay®yn, TV nAkio, TV avarnpio 1 To eOA0.

Albanian

Nése ju, ose dikush gé po ndihmoni, ka pyetje pér Independent Health, keni té drejté té merrni ndihmé dhe informacion falas né gjuhén tuaj. Pér té folur me
njé pérkthyes, telefononi numrin 1-800-501-3439.

Independent Health vepron né pérputhje me ligjet e zbatueshime federale té té drejtave civile dhe nuk ushtron diskriminim mbi baza si raca, ngjyra, prejardhja
etnike, mosha, aftésia e kufizuar ose gjinia.
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Independent Health Association
Nondiscrimination statement and language assistance services (cont’d) Section 5.2 - 7/17/2020

Discrimination is Against the Law 491

Independent Health complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or
sex. Independent Health does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.
Independent Health:
* Provides free aids and services to people with disabilities to communicate effectively with usy such.as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic farmats, other formats)
e 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, contact Independent Health’s Member Services Department.

If you believe that Independent Health 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: Independent Health’s Member. Services Department, 511 Farber Lakes Drive, Buffalo, NY 14221, 1-800-501-
3439, TTY users call 1-800-432-1110, fax (716) 635-3504, memberservice@servicing.independenthealth.com. You can file a grievance in person or by mail, fax,
or email. If you need help filing a grievance, Independent Health’s Member Services Department is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Hufman Services, Office for Civil Rights, electronically through the Office for Civil
Rights Complaint Portal, available at https://ocrportal.hhsgov/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 httpi//www.hhs.gov/ocr/office/file/index.html.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

@ Independent Health.

NYSHIP

Coverage Period:01 @U@S@A al#3 1248 Association

Section 5.2 - 7/17/2020

Coverage for: All Tier Levels | Plan Type: HMO

A 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
A 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 1-800-501-3439 or visit
www.independenthealth.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.independenthealth.com or call 1-800-501-3439 to request a copy.

Important Questions

\What is the overall

Answers

Individual and Family: $0

Why This Matters:

See the Common Medieal Events chart below for your €osts for services this plan covers.

subject to deductible.

deductible?

e R Yes, preventive care and other This plan covers some items.and services even if you haven't yet met the deductible amount. But
AT T major categories of service, as a copayment or coinsurance may apply. For example, this plan covers certain preventive services
o cti)t/)l e? y identified in the SBC, are not without cost=sharing and before you meet your deductible. See a list of covered preventive

services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other deductibles
for specific services?

No.

You don't have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

$4,000 Individual/$8,000 Farilly

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 plan they have to meet their own out-of-pocket limits until the overall family
out-of-pocket limit has been met.

What is not included in the
out-of-pocket limit?

Premiums, balance-billed chargesy
penalty amountsgand-non-covered
services.

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

Will you pay less if you use
a network provider?

Yes. See www.independenthealth.
com or call 1-800-501-3439 for a
list of network providers.

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 you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the 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 specialist?

No.

You can see the specialist you choose without a referral.

**Pending NYS Approval**
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A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Independent Health Assoc
Section 5.2 - 7/17

ation
020

Common

Medical Event

Services You May Need

Primary care visit to treat an

What You Will Pay

In-Network Provider
(You will pay the least)
Adult: $10 copay / visit

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

Limitations, Exceptions, & Other Important
Information

493

injury or illness Child: $0 copay / vist Not Covered e
If you visit a health Specialist visit $20 copay / visit Not Covered ---None--
gﬁr:?cm office or You may have to pay for services that aren't
Preventive preventive. Ask your provider if the services
care/screening/immunization 1B Bl Not gggred are preventive. Then check what your plan
will' pay for.
X-ray: Offj$ce: $20 copay / visit
i i - Hospital: $40 copay / visit; . .
D'_a?(m (x-ray, blood Blood work: $0—C%Xw I visit Not CoVered Authorization may be required.
If you have a test wor EKG: Adult:$10 copay / vsit Child: $0
copay / visit
Imaging (CT/PET scans,MRlIs Office: $20 copay / i Not Covered Authorization may be required.

Hospital: $40 copay / visit

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available
at
www.independenthealt
h.com

Preferred Generic Drugs

Mail Order: Must be obtained from ProAct or

(Tier 1) Not Govered Not Covered Wegmans. Retail Pharmacy: Must be filled
at a participating Pharmacy.
. Mail Order: Must be obtained from ProAct or
T PSS (C 2t ik, Not Covered Not Covered Wegmans. Retail Pharmacy: Must be filled

(Tier 2)

at a participating Pharmacy.

Non-Preferred Brand Name
Drugs (Tier 3)

Not Covered

Not Covered

Mail Order: Must be obtained from ProAct or
Wegmans. Retail Pharmacy: Must be filled
at a participating Pharmacy.

If you have outpatient
surgery

Facility fee (e.g.; ambulatory

surgery center) $100 copay / visit Not Covered Authorization may be required
Physician/surgeon fees $0 copay / visit Not Covered Authorization may be required

**Pending NYS Approval**
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Common
Medical Event

If you need immediate
medical attention

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

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

Limitations, Exceptions, & Qther Important
Information

ation
020

494

Emergency room care $100 copay / visit $100 copay / visit Waived if admitted
Emergency medical $100 copay / trip $100 copay/trip Must be deemed medically necessary

transportation

Urgent care

Adult: $35 copay / visit
Child: $0 copay / visit

Not Covered

Coverage based on Participating After Hours
Care Centers

Facility fee (e.g., hospital

Semi-private room, per admission

If you have a hospital  |room) $0 copay / admission Not Coveged Authorization may be required

stay Physician/surgeon fees $0 copay / visit Not-Covered Authorization may be required

If you need mental Outpatient services $20 copay / visit Not Covered ---None---

health, behavioral — —

Qﬁﬁgg’s‘gﬁi%%sstam Inpatient services $0 copay / admission Not Covered iﬁtmhgﬁggﬁéi rr?g; ,bzerrezclijri?ésdsmn
Office visits $0 copay / visit Not Covered No charge after the initial diagnosis

If you are pregnant

Childbirth/delivery
professional services

Physician: No charge

Physician: Not Covered

Semi-private room, per admission

Childbirth/delivery facility

Delivery:$0.copay /

Delivery: Not Covered

Semi-private room, per admission

services admission
Home health care $20 copay / visit Not C d FOLDC NS I GO
QAR Authorization may be required
If you need help Rehabilitation services $20.copdy / visit Not Covered Up to 20 visits per contract year
recovering or have —— :
other special health Habilitation services $20 copay / visit Not Covered Up to 20 visits per contract year
needs Semi-private room, per admission Up to 45
Skilled nursing care $0 copay /" admission Not Covered days per contract year

Authorization may be required

Durable medical eguipment

50% coinsurance

Not Covered

Authorization may be required

If your child needs
dental or eye care

Hospice services $0 copay / admission Not Covered ---None---
Children’s eye exam $0 capay / visit Not Covered One routine exam every 12 months

Children's glasses

Single: $50 Bifocal: $70

Not Covered

Contact EyeMed for additional options at 1-
877-842-3348

Children's dental check-up

Not Covered

Not Covered

---None---

**Pending NYS Approval**
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Excluded Services & Other Covered Services: Independent Health Association
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded servicesﬁem'On SN 020

+  Acupuncture * Hearing Aids *  Private-Duty Nursing 495
«  Cosmetic Surgery « Long-Term Care * Routine Foot Care
+ Dental Care (Adult) . {\rl]on[JEgergency Care When Traveling Outside <, Weight Loss Programs

eUS.

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
«  Bariatric Surgery * Infertility Treatment « Routine Eye Care (Adult)
+  Chiropractic Care

Your Rights to Continue Coverage: There are agencies that can help if you want to continu@ 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 wwiw.dol.gov/ebsa/healthreform, the Department of Health and
Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov. Other coverage options may be
available to you too,including buying individual insurance 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 reason4o your plan.“For more information about your rights, this notice, or assistance,
contact: the Department of Labor's Employee Benefits Security/Administration at1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Additionally, a
consumer assistance program can help you file your appeald Contact:: Community'Service Society of New York at 1-888-614-5400 or
http://www.communityhealthadvocates.org/.

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.

Does this plan meet 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,

Language Access Services:
Please refer to Nondiscrimination statement and language assistance services contained within.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.

**Pending NYS Approval** 4 of 5
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About these Coverage Examples:

Independent Health Assac

tion

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will Bedirerd - 717
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 are based on self-only coverage.

2020

496

Peg is Having a Baby

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

Managing Joe's type 2 Diabetes

(a year of routine in-network care of a well-

Mia's Simple Fracture
(in-network emergency room visit and follow up

controlled condition)

care)

B The plan's overall deductible $0 m The plan's overall deductible $0 M The plan's overall deductible $0
W Specialist copayment $20 W Specialist copayment $20 m Specialist copayment $20
B Hospital (facility) copayment $0 m Hospital (facility) copayment $0 m Hospital (facility) copayment $0
B Other copayment $20 m Other copayment $20 m Other copayment $20
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
Total Example Cost $12,800 Tofal Example Cost $7,400 Total Example Cost $1,900
In this example, Peg would pay: In this example;doewould pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $0,. Deductibles $0  Deductibles $0
Copayments $60 . Copayments $1,400 Copayments $300
Coinsurance $0  Coinsurance $0  Coinsurance $20
What isn't covered What isn't covered What isn't covered
Limits or exclusions $100  Ldmits or exclusions $60  Limits or exclusions $0
The total Peg would pay is $160 The total Joe would pay is $1,460  The total Mia would pay is $320

Note: These numbers assume the patient does not participate in the plan's wellness program. If you participate in the plan's wellness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: Independent Health Member Services at 1-800-501-3439.

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

**Pending NYS Approval**
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Independent Health Association
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Nondiscrimination statement and language assistance services 497

English
If you, or someone you’re helping, has questions about Independent Health, you have the right to get help and information in your language at no cost. To talk

to an interpreter, call 1-800-501-3439.

Independent Health complies with applicable Federal civil rights laws and does not discriminate on‘the basis of race, color, national origin, age, disability, or
Sex.

Spanish
Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Independént Health, tien€ derecho a obtener ayuda e informacién en su
idioma sin costo alguno. Para hablar con un intérprete, llame al 1-800-501-3439.

Independent Health cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color, nacionalidad, edad, discapacidad o
Sexo.

Chinese
MBE%HR SHEEREABENESR, BERMEEA Independent Health 18 B #1478 Independent Health FERIRIRE, & AH#FRELIGHEIESIIEBM
AR, AM—UPES, FREE (TIEAST 1-800-501-3439,

Independent Health 7874 FH HYHRFS ESHE AR RIE - A IAREE A JS 0~ RIRIAE « 0 - FRIRESERIMERERA -

Russian
Ecnu y Bac wim nuna, KOTOpoMy Bbl IOMOTAETERMMEIOTCSI BOIIpock! 1o ooy Independent Health, To BbI nMeeTe npaBo Ha OecriaTHOE MOJy4YeHHE TTOMOIIHU U
nHpopmanum Ha BaieMm si3bike. [ pazroBopa ¢ epeBo14HKOM HO3BOHUTE 110 Tesiedony 1-800-501-3439.

Independent Health cobmonaeT nmpumennmoe henepanbHOe 3aKOHOAATEIBCTBO B 00IACTH I'PayKIaHCKHX MPaB M HE JOIYCKAaeT TUCKPUMUHALIMY 110 TIPH3HAKAM
pachl, IIBeTa KOKH, HAMOHAJIBHON IPHUHAJICKHOCTH, BO3pPACTa, HHBAIHAHOCTH W TI0JIA.

French Creole
Si oumenm oswa yon moun w ap ede gen kesyonkonsenan Independent Health, se dwa w pou resevwa asistans ak enfomasyon nan lang ou pale a, san ou pa
gen pou peye pou sa. Pou pale avek yon entépret, rele nan 1-800-501-3439.
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Independent Health Association

Nondiscrimination statement and language assistance services (cont’d) Section 5.2 - 7/17/2020
Independent Health konfom ak lwa sou dwa sivil Federal ki aplikab yo e li pa fé diskriminasyon sou baz ras, koul&, peyi orijin, laj, enfimite oswa seks. 498
Korean
gter Aot L= Aot &30 A= 0 A0l Independent Health Ofl 2ol A 2201 JUCHH Hot= defel E=ut 22 Aot A Z HIE 2E8L0I
A2 A=At USLICH DZH S AL IG5 fIoHM = 1-800-501-3439 2 & 3ot AIL.

Independent Health2(=) 2t&d e ZRIAYHS E06tH S, NIFM, sS4 =20t

(4

W

Italian

Se tu o qualcuno che stai aiutando avete domande su Independent Health, hai il dirittodi ottenere aiuto e informazioni nella tua lingua gratuitamente. Per
parlare con un interprete, puoi chiamare 1-800-501-3439.

Independent Health & conforme a tutte le leggi federali vigenti in materia di diritti civili e nan pone in essere discriminazioni sulla base di razza, colore,
origine nazionale, eta, disabilita o sesso.

Yiddish
TRIBW IR X PIRAWOLK NIX 777 ¥NIPRI 1X 0IP1 ORIUNT TR Indephdent Health ,asm oyaRID LRI ,0ODIYA PR IWEAY I7IK ;1K 2K
1-800-501-3439 3177p ,1XYTWAYK VT 00 7TV X LLDTR

Bt UMDY IR JENTE 08T F9NTNE YIRS IRIVEIP Independent Health
JDOETWEL TR TR0 ORUTER FIRIKERT NP FORT N DU K

Bangala-Bangali
Ifa arifa, S=Er Arifd o9y FISEE SEREST FA06E, U@ T4 A= Independent Health, SPTETE

SMEFE A {4 2EE A {HE S AR TEE AT O SEAE| S N A A4
S, FT PP 1-800-501-3439.

Independent Health Zciion (PEIES FEaT WNFE WES (WE 5@ JF: G, FS,
WS B3AE, IIW, AHHel, I FoE (Gl @E FE AN
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Independent Health Association
Nondiscrimination statement and language assistance services (cont’d) Section 5.2 - 7/17/2020

Polish 499

Jesli Ty lub osoba, ktérej pomagasz ,macie pytania odnosnie Independent Health, masz prawo do uzyskania bezptatnej informacji i pomocy we wtasnym jezyku.
Aby porozmawia¢ z ttumaczem, zadzwon pod numer 1-800-501-3439.

Independent Health postepuje zgodnie z obowigzujacymi federalnymi prawami obywatelskimi i nie dopuszcza sie dyskryminacji ze wzgledu na rase, kolor
skory, pochodzenie, wiek, niepetnosprawnosé badz ptec.

Arabic
Gl laall g 2o bl e J ganaldl & 32l clals Jndependent Health (= smads Alidl sac s (il ool of clal Gi< )
.1-800-501-3439 = bl an e aa SfaSll 2315 40 60 o Slialy 4y ) il

ol e Saa Y5 L Jsamall 30000l diaall 5320 0l & ndependent Health 2l
ouiall 3@l ke R ST ol g

French

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Indépendent Health, vous avez le droit d'obtenir de l'aide et I'information
dans votre langue a aucun co(t. Pour parler a un interpréte, appelez 1-800-501-3439.

Independent Health respecte les lois fédérales en vigueur relatives aux droits civiques et ne pratique aucune discrimination basée sur la race, la couleur de
peau, I'origine nationale, I'age, le sexe ou un handicap.

Urdu
O S usin @) e o b SCndependent Health & Jism 5S 055 @) D3l o ) 23 30 S (S ) R

-2 S U5 1-800-501-3439 ¢ i S S Sl —w ks 5o 2 32 8 DS duala Clagllaa gl 220 e (e

ol S a5 s g 35l W Independent Health
jj&uéﬁbdﬂ:ﬂiﬁi;ﬁﬂﬁ snj_'!JsJ_w.'lnEnngdUJSd:mﬂ
O S pe Satal
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Independent Health Association
Nondiscrimination statement and language assistance services (cont’d) Section 5.2 - 7/17/2020

Tagalog
Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Independent Health, may karapatan ka na makakuha ng tulong at impormasyon sa
iyong wika ng walang gastos. Upang makausap angisang tagasalin, tumawag sa 1-800-501-3439.

Sumusunod ang Independent Health sa mga naaangkop na Pederal na batas sa karapatang sibil at hindi nandidiskrimina batay sa lahi, kulay, bansang
pinagmulan, edad, kapansanan o kasarian.

Greek

Edv goeig ) kamolog mou BonBdte £xete epwtnoels yUpw aro to Independent Health, éxete to dikaiwpa va AdBete Bonbeta kat mAnpodopieg otn yAwooa
oag xwpic xpéwon.Ma va pAnoete oe £vav dltepunveéa, kaléote 1-800-501-3439.

Independent Health cuppope@VETAL LLE TOVG IGYVOVTEG OLOGTOVOLOKODE VOLLOLS Y10 TO GTOMIKE dtkaumpoto, Kot dgv tpoPaivel o€ dlakpioels pe fdon ™ Quin,
T0 XpdUa, TNV €OVIKT KaTay®yn, TV nAkio, TV avarnpio 1 To eOA0.

Albanian

Nése ju, ose dikush gé po ndihmoni, ka pyetje pér Independent Health, keni té drejté té merrni ndihmé dhe informacion falas né gjuhén tuaj. Pér té folur me
njé pérkthyes, telefononi numrin 1-800-501-3439.

Independent Health vepron né pérputhje me ligjet e zbatueshime federale té té drejtave civile dhe nuk ushtron diskriminim mbi baza si raca, ngjyra, prejardhja
etnike, mosha, aftésia e kufizuar ose gjinia.
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Independent Health Association
Nondiscrimination statement and language assistance services (cont’d) Section 5.2 - 7/17/2020

Discrimination is Against the Law 501

Independent Health complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or
sex. Independent Health does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.
Independent Health:
* Provides free aids and services to people with disabilities to communicate effectively with usy such.as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic farmats, other formats)
e 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, contact Independent Health’s Member Services Department.

If you believe that Independent Health 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: Independent Health’s Member. Services Department, 511 Farber Lakes Drive, Buffalo, NY 14221, 1-800-501-
3439, TTY users call 1-800-432-1110, fax (716) 635-3504, memberservice@servicing.independenthealth.com. You can file a grievance in person or by mail, fax,
or email. If you need help filing a grievance, Independent Health’s Member Services Department is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Hufman Services, Office for Civil Rights, electronically through the Office for Civil
Rights Complaint Portal, available at https://ocrportal.hhsgov/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 httpi//www.hhs.gov/ocr/office/file/index.html.
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2021 Summary of Benefits

Medicare Advantage Plans with Part D Prescription Drug
Coverage

Medicare Encompass B HMO (HMO)
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Independent Health Association
Section 5.2 - 7/17/2020

503

The benefit information provided is a summary of what we cover and what you pay. It does not list every service that we
cover or list every limitation or exclusion. To get a complete list of services we cover, call us and ask for the “Evidence of
Coverage.” You can also see the Evidence of Coverage on our website, http://www.independenthealth.com/medicare.

You have choices about how to get your Medicare benefits

¢ One choice is to get your Medicare benefits through Original Medicare (fee-for-service Medicare). Original
Medicare is run directly by the Federal government.

¢ Another choice is to get your Medicare benefits by joining a Medicare health plan (such as Medicare Encompass
B HMO).

Tips for comparing your Medicare choices

This Summary of Benefits booklet gives you a summary of what Medicare Encompass B HMO covers and what you
pay.

e |f you want to compare our plan with other Medicare health plans, ask the other plans for their Summary of
Benefits booklets. Or, use the Medicare Plan Finder on https://www.medicare.gov.

e |f you want to know more about the coverage and costs of Original Medicare, look in your current "Medicare &
You" handbook. View it online at https://www.medicare.gov or get a copy by calling 1-800-MEDICARE
(1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

Sections in this booklet

e Things to Know About Medicare Encompass B HMO.
e Monthly Premium, Deductible, and Limits on How Much You Pay for Covered Services.
e Covered Medical and Hospital Benefits.

e Prescription Drug Benefits.

This document is available in other formats such as Braille and large print.

This document may be available in a non-English language. For additional information, call us at 1-800-665-1502
(TTY:711).

Things to Know About Medicare Encompass B HMO

Hours of Operation & Contact Information

From October 1 to March 31 we're open 8 a.m. — 8 p.m. Eastern Time, 7 days a week.

From April 1 to September 30, we're open 8 a.m. — 8 p.m. Eastern Time, Monday through Friday.
If you are a member of this plan, call us at 1-800-665-1502, TTY: 711.
If you are not a member of this plan, call us at 1-800-958-4405, TTY: 711.

Our website: http://www.independenthealth.com/medicare.
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Who can join?

To join Medicare Encompass B HMO, you must be entitled to Medicare Part A, be enrolled in Medicare Part B, and you
must live in our service area. Our service area includes these counties in New York: Allegany, Cattaraugus, Chautauqua,
Erie, Genesee, Niagara, Orleans and Wyoming.

Which doctors, hospitals, and pharmacies can | use?

Medicare Encompass B HMO has a network of doctors, hospitals, pharmacies, and other providers. If you use the
providers that are not in our network, the plan may not pay for these services.

You must generally use network pharmacies to fill your prescriptions for covered Part D drugs.

You can see our plan's provider and pharmacy directory at our website (http://www.independenthealth.com/medicare).

Or, call us and we will send you a copy of the provider and pharmacy directories.

What do we cover?

Like all Medicare health plans, we cover everything that Original Medicare covers — and more. Some of the extra benefits
are outlined in this booklet.

We cover Part D drugs. In addition, we cover Part B drugs including chemotherapy and some drugs administered by your
provider.

e You can see the complete plan formulary (list of Part D prescription drugs) and any restrictions on our website,
http://www.independenthealth.com/medicare.

e Or, call us and we will send you a copy of the formulary.

How will | determine my drug costs?

Our plan groups each medication into one of five "tiers.” You will need to use your formulary to locate what tier your drug
is on to determine how much it will cost you. The amount you pay depends on the drug's tier and what stage of the
benefit you have reached. Later in this document we discuss the benefit stages that occur: Initial Coverage, Coverage
Gap and Catastrophic Coverage.

If you have any questions about this plan's benefits or costs, please contact
Independent Health
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MONTHLY PREMIUM, DEDUCTIBLE, AND LIMITS ON HOW MUCH YOU PAY FOR COVERED SERVICES

Monthly Plan You pay a monthly plan premium of $628.72 (2020 rate) for Medicare Encompass B HMO. You
Premium must continue to pay your Medicare Part B premium. Your premium amount may be less than
this. Please contact your plan benefit administrator or review your rate card for your premium.
Deductible Medical Deductible: Not Applicable.
Prescription Drug Deductible: Not Applicable.
Maximum Out-of- Your yearly limit(s) in this plan:
Pocket

bil e $3,450 for services you receive from in-network providers.
Responsibilit - , . .
P Y If you reach the limit on out-of-pocket costs, you keep getting covered hospital and medical

services and we will pay the full cost for the rest of the year.
Please note that you will still need to pay your monthly premiums and cost-sharing for your Part
D prescription drugs.

COVERED MEDICAL AND HOSPITAL BENEFITS

Inpatient Hospital In-Network:
$0 Copay per stay

May require prior authorization.

Ambulatory In-Network:

Surgical Center Ambulatory Surgical Center: $75 Copay.

May require prior authorization.

Outpatient Hospital | In-Network:
Outpatient hospital: $75 Copay.
Outpatient Surgery: $75 Copay.

May require prior authorization.

Doctor's Office In-Network:
Visits Primary care physician visit: $20 Copay.

Specialist visit: $20 Copay.

Preventive Care In-Network:
(e.g., flu vaccine,

" _ You pay nothing for all preventive services covered under Original Medicare at zero cost
diabetic screenings)

sharing.

Any additional preventive services approved by Medicare during the contract year will be
covered.
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Emergency Care

In-Network:
$65 Copay per visit.

If you are admitted to the hospital within 24 hours, your emergency care copay is waived.

Urgently Needed In-Network:
Services $35 Copay per visit.
Diagnostic Services | In-Network:

/ Labs/ Imaging

Diagnostic tests and procedures: $20 Copay.

Lab services: $0 Copay - 20% Coinsurance for genetic testing.

Diagnostic Radiology Services (such as MRI, CAT Scan): $20 Copay.

X-rays: $20 Copay.

Therapeutic radiology services (such as radiation treatment for cancer): $20 Copay.

May require prior authorization.

Hearing Services

In-Network:
Exam to diagnose and treat hearing and balance issues: $20 Copay.
Routine hearing exam: $20 Copay.

Hearing Aid: $499 - $2,799 Copay per hearing aid. You must use an American Hearing Benefits
network provider

Dental Services

In-Network:
Medicare Covered: $20 Copay.
Preventive dental services: $20 Copay per visit

e Oral exam (up to 2 visits per year).
e Cleaning (up to 2 visits per year).
e Dental X-rays (up to 2 visits per year)

o Fluoride Treatments (up to 2 visits per year)

Vision Services

In-Network:

Exam to diagnose and treat diseases and conditions of the eye (including yearly glaucoma
screening): $20 Copay.

Routine eye exam (up to 1 visit): $0 Copay.

Eyeglasses or contact lenses after cataract surgery: $0 Copay.
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Our plan pays up to $200 for Eyeglasses (frames and lenses) and/or Contact Lenses annually

Mental Health Care

In-Network:
Outpatient group therapy visit: $40 Copay.
Individual therapy visit: $40 Copay.

Inpatient Mental Health Care:

$0 Copay per stay
Skilled Nursing In-Network:
Facility (SNF) $0 Copay per stay

May require prior authorization.

Outpatient
Rehabilitation

In-Network:
Occupational therapy visit: $20 Copay.
Physical therapy and speech and language therapy visit: $20 Copay.

Ambulance

In-Network:
Ground Ambulance: $100 Copay.

Air Ambulance: 20% Coinsurance.

Transportation

In-Network:

Not Covered.

Medicare Part B
Drugs

In-Network:
For Part B drugs such as chemotherapy drugs: 10% Coinsurance.
Other Part B drugs: 10% Coinsurance.

May require prior authorization.

PRESCRIPTION DRUG BENEFITS

Deductible

Prescription Drug Deductible: Not Applicable.

Initial Coverage

You pay the following until your total yearly drug costs reach $4,130. Total yearly drug costs are

the drug costs paid by both you and our Part D plan.
Standard Retail Cost-Sharing

Tier One-month supply | Three-month supply
Tier 1 (Preferred Generic) $0.00 $0.00
Tier 2 (Non-Preferred Generic) $15.00 $37.50
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Tier 3 (Preferred Brand) $30.00 $75.00
Tier 4 (Non-Preferred Drug) $50.00 $125.00
Tier 5 (Specialty Tier) $50.00 Not Applicable

Standard Mail Order

Tier One-month supply | Three-month supply
Tier 1 (Preferred Generic) Not Applicable $0.00
Tier 2 (Non-Preferred Generic Not Applicable $37.50
Tier 3 (Preferred Brand) Not Applicable $75.00
Tier 4 (Non-Preferred Drug) Not Applicable $125.00
Tier 5 (Specialty Tier) Not Applicable Not Applicable

Please call us or see the plan’s “Evidence of Coverage” on our website
(http://www.independenthealth.com/medicare) for complete information about your costs for
covered drugs.

Coverage Gap The coverage gap begins after the total yearly drug cost (including what our plan has paid and
what you have paid) reaches $4,130.

Generic Drugs: Your Tiered Copay
You pay the lesser of: -OR-
25% of the cost of the drug
Brand Drugs: Your Tiered Copay
You pay the lesser of: -OR-

25% of the cost of the drug

Our plan covers Tier 1 in the coverage gap.

Catastrophic After your yearly out-of-pocket drug costs reach $6,550, you pay:
Amount .
Generic Drugs: Your Tiered Copay
You pay the lesser of: -OR-
The greater of 5% or $3.70
Brand Drugs: Your Tiered Copay
You pay the lesser of: -OR-
The greater of 5% or $9.20
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DISCLAMERS

This document is available in other alternate formats.

ATTENTION: If you speak Spanish, language assistance services, free of charge, are available to you. Call 1-800-665-1502
(TTY: 711).

ATENCION: Si habla espafiol, hay servicios de traduccion, libre de cargos, disponibles para usted. Llame al 1-800-958-
4405 (TTY: 711).

Medicare Encompass B HMO is a HMO plan with a Medicare contract. Enrollment in Medicare Encompass B HMO
depends on contract renewal.

This information is not a complete description of benefits. Contact the plan for more information. Limitations, copayments,
and restrictions may apply. Benefits, premiums and/or copayments/coinsurance may change on January 1 of each year.

You must continue to pay your Medicare Part B premium.

The formulary, pharmacy network, and/or provider network may change at any time. You will receive notice when
necessary.

Out-of-network/non-contracted providers are under no obligation to treat Independent Health members, except in
emergency situations. For a decision about whether we will cover an out-of-network service, we encourage you or your
provider to ask us for a pre-service organization determination before you receive the service. Please call our Member
Services number or see your “Evidence of Coverage” for more information, including the cost-sharing that applies to out-of-
network services.

Health coverage is offered by Independent Health Association, Inc.
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Pre-Enrollment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits and rules. If you have any
questions, you can call and speak to a customer service representative at 1-800-665-1502 (TTY 711).

Understanding the Benefits

Review the full list of benefits found in the Evidence of Coverage (EOC), especially for those services for which
you routinely see a doctor. Visit http://www.independenthealth.com/medicare or 1-800-665-1502 (TTY 711) to

view a copy of the EOC.

Review the provider directory (or ask your doctor) to make sure the doctors you see now are in the network. If
they are not listed, it means you will likely have to select a new doctor.

Review the pharmacy directory to make sure the pharmacy you use for any prescription medicine is in the
network. If the pharmacy is not listed, you will likely have to select a new pharmacy for your prescriptions.

Understanding Important Rules

In addition to your monthly plan premium, you must continue to pay your Medicare Part B premium. This premium
is normally taken out of your Social Security check each month.

Benefits, premiums and/or copayments/co-insurance may change on January 1, 2022.

Except in emergency or urgent situations, we do not cover services by out-of-network providers (doctors who are
not listed in the provider directory).
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Side-by-Side Comparison of Benefit Changes 2020 to 2021
NYSHIP Primary
Modified Change 2020 2021
Cover Preventive Rx Applicable Copay $0 Copay
Applied

Prosthetics & Appliances

Covered in Full

20% Coinsurance

Primary Care Office Copay
Adult

Adult: $20 Copay

Adult: $10 Copay

Laboratory Services $10 Copay $0 Copay
Hearing Aid Discount TruHearing American Hearing
Program (Vendor Change)

Teladoc - General Medicine & $0 Copay Adult: $10 Copay
Behavioral Health

Refractive Eye Exam $10 Copay $0 Copay
Habilitation Services

Inpatient Not Covered $0 Copay for up to 45 days
Outpatient Not Covered $20 Copay for up to 20

Visits
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Side-by-Side Comparison of Benefit Changes 2020 to 2021

NYSHIP Medicare Primary

Modified Change 2020 2021
Routine Eyewear Allowance $150 per year $200 per year
Annual Out of Pocket $3,400 $3,450
Maximum
Hearing Aid Benefit - Vendor TruHearing American Hearing Benefits
Change
Member cost for the covered $699 $499
models, per hearing aid $999 $799

$999
$1,499
$2,799
Fitness/Gym Membership Healthy Benefits Silver Sneakers
Approx. 100 locations Over 15,000 locations
$0 copay $0 copay
Dialysis Copay $0 20% coinsurance
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