PLAN COMPARISON FOR APOLLO - CDPHP ASSOCIATION OPTIONS &
RaTeS FOR GRoUPs 2+ ApolloQPartrers BREE— & NESBG
SOUTHERN REGION: Broome and Tioga JAN - MARCH 2015 N Inc. \ BRR. e e
Benefit _In Ntwk O /Out Ntw| twk On \twk Only ly ltwk On wk On|
Deductible - Individual ~ $5,000 $4500/$5000 $2,000 $3,000 $2,000 $500 $250 $0
7 ~ Family $10,000 | $10000/$10000 $4,000 $6.000 $3,000 $1,000 $500 $0
Coinsurance n/a 90/10 - 50/50 n/a nfa 20% 20% n/a  nfa
[ Max out-of-pocket* Individ $6,450 $6350/$10000 $4,500 ~ $3,000 $6,000 $2,000 $6,350 $6,600 |
(includes ded.) Family |  $12,900 ~ $12700/$20000 ~$9,000 ~ $6,000 $12,000 $4,000 $12,700 ~$13,200
Bonus Account n/a nfa n/a nia $200/ Max Roll n/a $200/ Max Roll n/a
" Over $400 Over $400
Inpatient Hospital - Ded/0% Ded/Coins Ded/0% Ded/0% Ded/20% Ded/20% Ded/$1000 $500
(newborn in ntw coin waived) o . ]
Outpatient Surgery Ded/0% Degg 8% ~ Ded/0% Ded/0% | Dedl20% Ded/20% Ded/$100 |  $100
Ded/50% -
Diagnostic Office Visit ~ Ded/0% Ded/10% Ded/0% Ded/0% Ded/20% $25 PCP | Ded/$30 PCP | $15PCP |
- Ded/50% - $50 Spec. Ded/$50 Spec | $15 Spec.” |
Annual Adult Physical Paid in Full In Full/Ded Paid in Full Paid in Full Paid in Full Paid in Full | Paid in Full Paid in Full
Well Child Paid in Full _ InFull/Ded _Paid in Full Paid in Full Paid in Full Paid in Full Paid in Full Paid in Full
Annual GYN Physical Paid in Full In Full/Ded Paid in Full Paid in Full Paid in Full Paid in Full Paid in Full Paid in Full
Diagnostic Prevent Test Paid in Full In Full/Ded Paid in Full Paid in Full | Paid in Full Paid in Full Paid in Full Paid in Full |
(mammogram, prostate, _ T o
cervical cytology etc.
[ Diagnostic Testing o Ded/$25 PCP | Ded/$30PCP | 8§15
Lab Ded/0% Ded/10% Ded/0% Ded/0% Ded/20% | Ded/$50 Spec | Ded/$50 Spec |  waived at
- Ded/50% then waive for $0 preferred ' preferred site
Diagnostic Testing Ded/0% Ded/10% Ded/0% Ded/0% preferred site | Rad Ded/$25 PCP | Ded/$30 PCP Lab & Rad |
Radiology Ded/50% _ Lab &Rad | Rad Ded/$50 Spec| Ded/$50 Spec
[Physical Therapy Ded/0% Ded/10% Ded/0% | Dedi0% Ded/20%
(limit 60V lifetime) Ded/50% B $50 -
Occupational Therapy Ded/0% Ded/10% Ded/0% | Ded0% Ded/20% not subject to Ded/$50 $15
{limit 60v lifetime) Ded/50% deductible. All All
- T AllCatégories | Categories Categories |
Speech Therapy Ded/0% Ded/10% Ded/0% Ded/0% Ded/20% -
(limit 60V fifetime) ™ Ded/50% T T
Urgent Care Ded/0% Ded/10% Ded/0% Ded/0% Ded/20% $35 Ded/$40 $40
Ded/50% no deductible
Emergency Room Ded/0% Ded/10% Ded/0% ~ Ded/0% Ded/20% ~ Ded20% | Dedi$100 §100
Ped/oU%
Ambulance Ded/0% Ded/10% Ded/0% Ded/0% Ded/20% Ded/20% Ded/$100 $100
Ded/50% —
Please Note Abbreviations Used:  Ded - Deductible  Coins - Coinsurance  In Ntwk - In Nefwork  Out Niwk - Out of Network  v- visits Rad -Radiology
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PLAN COMPARISON FOR APOLLO - CDPHP ASSQOCIATION OPTIONS Apoll(ﬂ’ KY i |L
NESBG
Benefit
A $25
Outpatient Subst. Abuse Ded/0% Ded/10% Ded/0% Ded/0% Ded/20% not subject $30 _$15
Ded/50% to deductible
Inpatient Rehab Services Ded/0% Ded/10% Ded/0% Ded/0% Ded/20% Ded/20% $1,000 $500
Ded/50% Dedibn | De
Outpatient Mental Health Ded/0% Ded/10% Ded/0% Ded/0% Ded/20% $25 $30 $15
Ded/50% i no deductible -
Inpatient Mental Health Ded/0% Ded/10% Ded/0% Ded/0% Ded/20% Ded/20% $1,000 $500
Ded/50% )
Home Health Care Ded/0% Ded/10% Ded/0% Ded/0% Ded/20% $25 Ded/$50 1 $30
Ded/50% | _no deductible o ]
|Durable Medical Equip Ded/0% Ded/10% Ded/0% Ded/0% 50% Coins 50% Coins 50% Coins
Ded/50% not subject |  notsubject not subject 50%
to deductible | to deductible to deductible
Diabetic Supplies Ded/0%  Ded/$15 Ded/0% Ded/0% $15 $15 $15 $15
- Ded/50% not subject not subject not subject
to deductible | to deductible to deductible
$50
Chiropractor Ded/0% Ded/10% Ded/0% Ded/0% Ded/20% not subject Ded/$50 $15
Ded/50% to deductible

Prescription Drugs

| Generic

Preferred Brand
Non Preferred Brand

RATES
[ INDIVIDUAL $401.53 $412.22 $483.10 $477.79 $488.64 $569.24 $565.54 $655.67 |
EMPLOYEE/SPQUSE $803.05 $824.45 $966.19 $955.57 $977.27 $1,138.48 $1,131.08 $1,311.34
EMPLOYEE/CHILDREN $682.59 $700.78 821..27 $812.24 $830.68 $967.71 $961.41 $1,114.64
FAMILY $1,144.35 1174..84 $1,376.83 $1,361.69 $1,392.61 $1,622.34 1 161178 $1,868.85 |
Dependents covered 26 26 26 26 26 26 26 26
Comparison is for illustration and highlights - the terms, limitations, conditions and exclusions of the insurance contract & certificate qovern
*Please Note Abbreviations Used:  Ded - Deductible Coins - Coinsurance  In Ntwk - In Network  Out Ntwk - Out of Network  v- visits
Please Note that Plans 1-4 have aggregate deductibles while Plans 5-8 have an embedded deductible 11/4/2014
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