Prepared For:

New York County, NY 10001

Prepared By:

Empire 2019 3rd qtr EPO PPO NY City

Clifford Grekin Inc. - (631)963-6020

Effective Date: 07/01/2019

Health Plan Comparison Report (4L)

Report ID: 36390289

Prepared On: 04/25/2019

SIC: 0000

Empire EPO/PPO
Platinum PPO 15/0%/3500 80th Percentile FAIR

Health (PPO)

(UCR=80fh%)

Empire EPO/PPO

Platinum PPO 5/0%/260

0 (PPO) (UCR=140mc%)

Empire EPO/PPO
Platinum PPO 250/10%/5250 (PPOc)
(UCR=140mc%)

Empire EPO/PPO
Gold PPO 1000/10%/5000 (PPOc) (UCR=140mc%)

In-Network \ Out-Network In-Network \ Out-Network In-Network \ Out-Network In-Network \ Out-Network
Prescription Drugs
Drug Card 10/35/75 10/35/75 10/35/75 10/50/75
Cost Share Information
Individual/Family Deductible  [N/A $2,000/$4,000 embedded|N/A $2,000/$4,000 embedded|$250/$500 embedded $2,000/$4,000 embedded|$1,000/$2,000 embedded | $2,000/$4,000 embedded
Individual/Family OOP Limit ($3,500/$7,000 $7,000/$14,000 (incl ded)|$2,600/$5,200 $5,200/$10,400 (incl ded)|$5,250/$10,500 (incl ded) | $10,500/$21,000 (incl $5,000/$10,000 (incl ded) | $10,000/$20,000 (incl
ded) ded)
Co-Insurance 0% 30% 0% 30% 10% 30% 10% 30%
Office Visits
Primary Care $15 30% after ded $5 30% after ded $10 ded waived 30% after ded $30 ded waived 30% after ded
Specialist $15 30% after ded $10 30% after ded $20 ded waived 30% after ded $50 ded waived 30% after ded
Inpatient Services
Inpatient Hospital $300/admit 30% after ded $200/admit 30% after ded 10% after ded 30% after ded 10% after ded 30% after ded
Mental Health Inpatient $300/admit 30% after ded $200/admit 30% after ded 10% after ded 30% after ded 10% after ded 30% after ded
Outpatient Services
Outpatient Facility $200 30% after ded $150 30% after ded 10% after ded 30% after ded 10% after ded 30% after ded
Lab/X-Ray Lab-No charge; X-ray: 30% after ded Lab-No charge; X-ray: 30% after ded 10% after ded 30% after ded 10% after ded 30% after ded
Office-No charge; OP-$20 Office-No charge; OP-$20
Mental Health Outpatient $15 30% after ded $10 30% after ded No charge 30% after ded No charge 30% after ded
Emergency Care
Emergency Room $200 Paid as in-network $200 Paid as in-network $250 ded waived Paid as in-network $500 ded waived Paid as in-network
Urgent Care $25 Paid as in-network $25 Paid as in-network $50 ded waived Paid as in-network $75 ded waived Paid as in-network
Single 1x $1,462.26 1x $1,339.16 1x $1,279.53 1x $1,159.57
EE with Spouse 0 x $2,924.52 0 x $2,678.32 0 x $2,559.06 0 x $2,319.14
EE with Child(ren) 0 x $2,485.84 0 x $2,276.57 0 x $2,175.20 0 x $1,971.27
Family 1x $4,167.44 1x $3,816.61 1x $3,646.66 1x $3,304.77
Monthly Cost 2 $5,629.70 2 $5,155.77 2 $4,926.19 2 $4,464.34
Annual Cost $67,556.40 $61,869.24 $59,114.28 $53,572.08

The rates and benefits in this report are for discussion and estimation purposes only and are not valid without approval from the insurance carriers. Final rates must be based on insurance carrier confirmation and final enrollment. Rx Legend:
Generic/Preferred Brand/Non-Preferred Brand/Specialty/Deductible




Prepared For:

Empire 2019 3rd qtr EPO PPO NY City

New York County, NY 10001

Prepared By:

Clifford Grekin Inc. - (631)963-6020

Effective Date: 07/01/2019
Report ID: 36390289

Health Plan Comparison Report (4L)
Prepared On: 04/25/2019
SIC: 0000

Empire EPO/PPO
Platinum EPO 5/0%/2600 (EPO) (UCR=N/A)

Empire EPO/PPO
Platinum EPO 15/0%/3500 (EPO) (UCR=N/A)

Empire EPO/PPO
Gold PPO 1350/0%/3000 w/HSA (HSA)
(UCR=140mc%)

Empire EPO/PPO
Gold EPO 25/0%/6000 (EPO) (UCR=N/A)

In-Network \ Out-Network In-Network \ Out-Network In-Network \ Out-Network In-Network \ Out-Network
Prescription Drugs
Drug Card 10/35/75 10/35/75 10/50/80 IntDed 10/50/75
Cost Share Information
Individual/Family Deductible |N/A N/A $1,350/$2,700 $2,700/$5,400 N/A
non-embedded non-embedded
Individual/Family OOP Limit ($2,600/$5,200 $3,500/$7,000 $3,000/$6,000 (incl ded) | $6,000/$12,000 (incl ded)|$6,000/$12,000
Co-Insurance 0% 0% 0% 30% 0%
Office Visits
Primary Care $5 $15 $15 after ded 30% after ded $25
Specialist $10 $15 $30 after ded 30% after ded $50
Inpatient Services
Inpatient Hospital $200/admit $300/admit $400/admit after ded 30% after ded $400/day; 4 days
max/admit
Mental Health Inpatient $200/admit $300/admit $400/admit after ded 30% after ded $400/day; 4 days
max/admit

Outpatient Services
Outpatient Facility $150 $200 $300 after ded 30% after ded $400
Lab/X-Ray Lab-No charge; X-ray: Lab-No charge; X-ray: Office-$15 after ded; OP- | 30% after ded Lab-No charge; X-ray:

Office-No charge; OP-$20 Office-No charge; OP-$20 $300 after ded Office-No charge; OP-$50
Mental Health Outpatient $10 $15 $30 after ded 30% after ded $50
Emergency Care
Emergency Room $200 $200 $300 after ded Paid as in-network $400
Urgent Care $25 $25 $30 after ded Paid as in-network $75
Single 1x $1,148.65 1x $1,130.64 1x $1,088.03 1x $1,006.16
EE with Spouse 0x $2,297.30 0x $2,261.28 0x $2,176.06 0x $2,012.32
EE with Child(ren) 0x $1,952.71 0 x $1,922.09 0 x $1,849.65 0 x $1,710.47
Family 1x $3,273.65 1x $3,222.32 1x $3,100.89 1x $2,867.56
Monthly Cost 2 $4,422.30 2 $4,352.96 2 $4,188.92 2 $3,873.72
Annual Cost $53,067.60 $52,235.52 $50,267.04 $46,484.64

The rates and benefits in this report are for discussion and estimation purposes only and are not valid without approval from the insurance carriers. Final rates must be based on insurance carrier confirmation and final enrollment. Rx Legend:
Generic/Preferred Brand/Non-Preferred Brand/Specialty/Deductible




Prepared For:

Empire 2019 3rd qtr EPO PPO NY City

New York County, NY 10001

Prepared By:

Clifford Grekin Inc. - (631)963-6020

Effective Date: 07/01/2019
Report ID: 36390289

Health Plan Comparison Report (4L)
Prepared On: 04/25/2019
SIC: 0000

Prescription Drugs

Drug Card

Cost Share Information

Individual/Family Deductible
Individual/Family OOP Limit

Co-Insurance
Office Visits

Empire EPO/PPO
Gold EPO 1000/10%/5000 (EPOc) (UCR=N/A)

In-Network \ Out-Network

10/50/75

$1,000/$2,000 embedded
$5,000/$10,000 (incl ded)

10%

Empire EPO/PPO
Gold EPO 35/10%/5850 (EPOc) (UCR=N/A)

In-Network \ Out-Network

10/50/75

N/A
$5,850/$11,700

10%

Empire EPO/PPO
Gold EPO 1500/10%/7000 (EPOc) (UCR=N/A)

In-Network \ Out-Network

10/50/75

$1,500/$3,000 embedded
$7,000/$14,000 (incl ded)

10%

Empire EPO/PPO
Gold EPO 500/20%/7350 (EPOc) (UCR=N/A)

In-Network \ Out-Network

10/50/75

$500/$1,000 embedded
$7,350/$14,700 (incl ded)

20%

Primary Care $30 ded waived $35 $30 ded waived $25 ded waived
Specialist $50 ded waived $50 $60 ded waived $50 ded waived
Inpatient Services
Inpatient Hospital 10% after ded $500/day; 4 days/admit 10% after ded 20% after ded
Mental Health Inpatient 10% after ded $500/day; 4 days/admit 10% after ded 20% after ded
Outpatient Services
Outpatient Facility 10% after ded $500 10% after ded 20% after ded
Lab/X-Ray 10% after ded Lab-No charge; X-ray: 10% after ded 20% after ded

Office-No charge; OP-

$100
Mental Health Outpatient No charge $50 No charge No charge
Emergency Care
Emergency Room $500 ded waived $400 $400 ded waived $400 ded waived
Urgent Care $75 ded waived $100 $75 ded waived $75 ded waived
Single 1x $994.65 1x $994.26 1x $970.35 1x $969.66
EE with Spouse 0 x $1,989.30 0 x $1,988.52 0 x $1,940.70 0 x $1,939.32
EE with Child(ren) 0 x $1,690.91 0 x $1,690.24 0 x $1,649.60 0 x $1,648.42
Family 1x $2,834.75 1x $2,833.64 1x $2,765.50 1x $2,763.53
Monthly Cost 2 $3,829.40 2 $3,827.90 2 $3,735.85 2 $3,733.19
Annual Cost $45,952.80 $45,934.80 $44,830.20 $44,798.28

The rates and benefits in this report are for discussion and estimation purposes only and are not valid without approval from the insurance carriers. Final rates must be based on insurance carrier confirmation and final enrollment. Rx Legend:
Generic/Preferred Brand/Non-Preferred Brand/Specialty/Deductible




Prepared For: Empire 2019 3rd gtr EPO PPO NY City
New York County, NY 10001
Prepared By: Clifford Grekin Inc. - (631)963-6020

Health Plan Comparison Report (4L)

Effective Date: 07/01/2019 Prepared On: 04/25/2019
Report ID: 36390289 SIC: 0000

Empire EPO/PPO
Silver PPO 3000/0%/5250 w/HSA (HSA)
(UCR=140mc%)

Empire EPO/PPO
Silver PPO 2700/30%/5000 w/HSA (HSA)
(UCR=140mc%)

Empire EPO/PPO
Silver EPO 2750/30%/7350 (EPOc) (UCR=N/A)

Empire EPO/PPO
Silver EPO 2500/30%/7500 (EPOc) (UCR=N/A)

In-Network \ Out-Network In-Network \ Out-Network In-Network \ Out-Network In-Network \ Out-Network
Prescription Drugs
Drug Card 10/40/80 IntDed 10/50/80 IntDed 15/50/80/250 ded T2-3 15/50/80/250 ded T2-3
Cost Share Information
Individual/Family Deductible |$3,000/$6,000 embedded | $6,000/$12,000 $2,700/$5,400 $5,400/$10,800 $2,750/$5,500 embedded $2,500/$5,000 embedded
embedded non-embedded non-embedded
Individual/Family OOP Limit |$5,250/$10,500 (incl ded) | $10,500/$21,000 (incl ~ |$5,000/$10,000 (incl ded) | $10,000/$20,000 (incl  [$7,350/$14,700 (incl ded) $7,500/$15,000 (incl ded)
ded) ded)

Co-Insurance 0% 30% 30% 50% 30% 30%
Office Visits
Primary Care $25 after ded 30% after ded 30% after ded 50% after ded $40 ded waived $40 ded waived
Specialist $50 after ded 30% after ded 30% after ded 50% after ded $80 ded waived $70 ded waived
Inpatient Services
Inpatient Hospital $500/day after ded; 4 30% after ded 30% after ded 50% after ded 30% after ded 30% after ded

days/admit
Mental Health Inpatient $500/day after ded; 4 30% after ded 30% after ded 50% after ded 30% after ded 30% after ded

days/admit
Outpatient Services
Outpatient Facility $200 after ded 30% after ded 30% after ded 50% after ded 30% after ded 30% after ded
Lab/X-Ray Office-$25 after ded; OP- | 30% after ded 30% after ded 50% after ded 30% after ded 30% after ded

$200 after ded
Mental Health Outpatient $50 after ded 30% after ded 30% after ded 50% after ded No charge No charge
Emergency Care
Emergency Room $300 after ded Paid as in-network 30% after ded Paid as in-network $700 ded waived $700 after ded
Urgent Care $50 after ded Paid as in-network 30% after ded Paid as in-network $80 ded waived $75 ded waived
Single 1x $950.66 1x $922.03 1x $865.25 1x $851.77
EE with Spouse 0 x $1,901.32 0 x $1,844.06 0 x $1,730.50 0 x $1,703.54
EE with Child(ren) 0 x $1,616.12 0 x $1,567.45 0 x $1,470.93 0 x $1,448.01
Family 1x $2,709.38 1x $2,627.79 1x $2,465.96 1x $2,427.54
Monthly Cost 2 $3,660.04 2 $3,549.82 2 $3,331.21 2 $3,279.31
Annual Cost $43,920.48 $42,597.84 $39,974.52 $39,351.72

The rates and benefits in this report are for discussion and estimation purposes only and are not valid without approval from the insurance carriers. Final rates must be based on insurance carrier confirmation and final enrollment. Rx Legend:
Generic/Preferred Brand/Non-Preferred Brand/Specialty/Deductible




Prepared For:

Empire 2019 3rd qtr EPO PPO NY City

New York County, NY 10001

Prepared By:

Clifford Grekin Inc. - (631)963-6020

Effective Date: 07/01/2019
Report ID: 36390289

Health Plan Comparison Report (4L)
Prepared On: 04/25/2019
SIC: 0000

Empire EPO/PPO
Silver EPO 1500/30%/7350 (EPOc) (UCR=N/A)

Empire EPO/PPO
Silver EPO 3000/30%/7350 (EPOc) (UCR=N/A)

Empire EPO/PPO
Silver EPO 3000/0%/5250 w/HSA (HSA)

Empire EPO/PPO
Silver EPO 2700/30%/5000 w/HSA (HSA)

(UCR=N/A) (UCR=N/A)
In-Network \ Out-Network In-Network \ Out-Network In-Network \ Out-Network In-Network \ Out-Network
Prescription Drugs
Drug Card 15/50/80/250 ded T2-3 15/50/90 IntDed T2-3 10/40/80 IntDed 10/50/80 IntDed
Cost Share Information
Individual/Family Deductible |$1,500/$3,000 embedded $3,000/$6,000 embedded $3,000/$6,000 embedded $2,700/$5,400
non-embedded
Individual/Family OOP Limit [$7,350/$14,700 (incl ded) $7,350/$14,700 (incl ded) $5,250/$10,500 (incl ded) $5,000/$10,000 (incl ded)
Co-Insurance 30% 30% 0% 30%
Office Visits
Primary Care $35 ded waived visits 1-3; $30 ded waived $25 after ded 30% after ded
30% after ded visits 4+
Specialist $35 ded waived visits 1-3; $60 ded waived $50 after ded 30% after ded
30% after ded visits 4+

Inpatient Services
Inpatient Hospital 30% after ded 30% after ded $500/day after ded; 4 30% after ded

days/admit
Mental Health Inpatient 30% after ded 30% after ded $500/day after ded; 4 30% after ded

days/admit
Outpatient Services
Outpatient Facility 30% after ded 30% after ded $200 after ded 30% after ded
Lab/X-Ray 30% after ded 30% after ded Office-$25 after ded; OP- 30% after ded

$200 after ded
Mental Health Outpatient 30% after ded No charge $50 after ded 30% after ded
Emergency Care
Emergency Room $500 after ded $700 after ded $300 after ded 30% after ded
Urgent Care $75 after ded $75 ded waived $50 after ded 30% after ded
Single 1x $843.60 1x $825.99 1x $816.84 1x $791.45
EE with Spouse 0 x $1,687.20 0 x $1,651.98 0 x $1,633.68 0 x $1,582.90
EE with Child(ren) 0 x $1,434.12 0 x $1,404.18 0 x $1,388.63 0 x $1,345.47
Family 1x $2,404.26 1x $2,354.07 1x $2,327.99 1x $2,255.63
Monthly Cost 2 $3,247.86 2 $3,180.06 2 $3,144.83 2 $3,047.08
Annual Cost $38,974.32 $38,160.72 $37,737.96 $36,564.96

The rates and benefits in this report are for discussion and estimation purposes only and are not valid without approval from the insurance carriers. Final rates must be based on insurance carrier confirmation and final enrollment. Rx Legend:
Generic/Preferred Brand/Non-Preferred Brand/Specialty/Deductible




Prepared For:

Empire 2019 3rd qtr EPO PPO NY City

New York County, NY 10001

Prepared By:

Clifford Grekin Inc. - (631)963-6020

Empire EPO/PPO Empire EPO/PPO
Bronze EPO 5500/20%/6700 w/HSA (HSA) Bronze EPO 5500/35%/6700 w/HSA (HSA)
(UCR=N/A) (UCR=N/A)
In-Network | Out-Network In-Network | Out-Network

Prescription Drugs
Drug Card 15/50/90 IntDed 15/50/90 IntDed
Cost Share Information
Individual/Family Deductible [$5,500/$11,000 $5,500/$11,000

non-embedded non-embedded
Individual/Family OOP Limit [$6,700/$13,400 (incl ded) $6,700/$13,400 (incl ded)
Co-Insurance 20% 35%
Office Visits
Primary Care $50 after ded 35% after ded
Specialist $75 after ded 35% after ded
Inpatient Services
Inpatient Hospital $500/day after ded; 4 35% after ded

days/admit
Mental Health Inpatient $500/day after ded; 4 35% after ded

days/admit
Outpatient Services
Outpatient Facility $350 after ded 35% after ded
Lab/X-Ray Office-$50 after ded; OP- 35% after ded

$350 after ded
Mental Health Outpatient $75 after ded 35% after ded
Emergency Care
Emergency Room $350 after ded 35% after ded
Urgent Care $75 after ded 35% after ded
Single 1x $683.21 1x $681.44
EE with Spouse 0 x $1,366.42 0 x $1,362.88
EE with Child(ren) 0 x $1,161.46 0 x $1,158.45
Family 1x $1,947.15 1x $1,942.10
Monthly Cost 2 $2,630.36 2 $2,623.54
Annual Cost $31,564.32 $31,482.48

Effective Date: 07/01/2019

Report ID: 36390289

Health Plan Comparison Report (4L)
Prepared On: 04/25/2019
SIC: 0000

The rates and benefits in this report are for discussion and estimation purposes only and are not valid without approval from the insurance carriers. Final rates must be based on insurance carrier confirmation and final enrollment. Rx Legend:

Generic/Preferred Brand/Non-Preferred Brand/Specialty/Deductible



