Prepared For : Oxford

2016 1st gtr Liberty

New York County, NY 10001

Prepared By : Clifford Greki

n Inc. - (631)963-6020

Health Plan Comparison Report (4L)
Prepared On : 10/24/2015 Report Id : 29430194

Effective Date : 01/01/2016 SIC : 0000

Oxford Liberty
L Platinum HMO 20/40 Gated OHP CNT
(HMO) (UCR=N/A)

Oxford Liberty
L Gold HMO 30/60 Gated OHP CNT (HMOc)
(UCR=N/A)

Oxford Liberty
L Gold EPO 15/30 Non-Gated OHI CNT
(EPOc) (UCR=N/A)

Oxford Liberty
L Gold EPO 25/40 Non-Gated OHI CNT
(EPOc) (UCR=N/A)

Drug Card

Individual/Family Deductible
Individual/Family OOP Limit

Co-Insurance

Primary Care
Specialist

Inpatient Hospital

Mental Health Inpatient

Outpatient Facility

Lab/X-Ray

Mental Health Outpatient

Emergency Room

In-Network

10/30/60/100 ded T2-3

N/A
$3,000/$6,000

N/A

$20
$40

$500/day; $1,000
max/admit

$500/day; $1,000
max/admit

Hosp-$250 FS-$150

Lab-No charge; X-ray-
$35; $500 max/contr yr

$40

$150 (waived if admitted)

In-Network Out-Network

15/35/75/100 ded T2-3

$1,000/$2,000
$4,000/$8,000 (incl ded)

N/A

$30 ded waived
$60 ded waived

$500/day after ded;
$2,000 max/admit

$500/day after ded;
$2,000 max/admit

Hosp-$250 after ded FS-
$150 after ded

Lab-No charge; X-ray-$35
ded waived; $500
max/contr yr

$60 ded waived

$200 (waived if admitted)

In-Network Out-Network

10/35/75/100 ded T2-3

$800/$1,600
$4,000/$8,000 (incl ded)

10%

$15 ded waived
$30 ded waived

10% after ded

10% after ded

Hosp-$250 after ded FS-
$150 after ded

Lab-No charge; X-ray-$90
ded waived

$30 ded waived

$300 (waived if admitted)

In-Network Out-Network

10/35/75/100 ded T2-3

$1,250/$2,500
$5,000/$10,000 (incl ded)

20%

$25 ded waived
$40 ded waived

20% after ded

20% after ded

Hosp-$250 after ded FS-
$150 after ded

Lab-No charge; X-ray-$90
ded waived

$40 ded waived

$300 (waived if admitted)

ded waived ded waived ded waived

Urgent Care $50 $75 ded waived $75 ded waived $75 ded waived

Single 1x $829.55 1x $724.38 1x $765.76 1x $734.77
EE with Spouse 0x $1,659.11 0x $1,448.77 0x $1,531.51 0x $1,469.53
EE with Child(ren) 0x $1,410.25 0x $1,231.46 0x $1,301.79 0x $1,249.10
Family 1x $2,364.23 1x $2,064.50 1x $2,182.40 1x $2,094.09
Monthly Cost 2 $3,193.78 2 $2,788.88 2 $2,948.16 2 $2,828.86
Annual Cost $38,325.36 $33,466.56 $35,377.92 $33,946.32

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 : Oxford

2016 1st gtr Liberty

New York County, NY 10001

Prepared By : Clifford Greki

n Inc. - (631)963-6020

Health Plan Comparison Report (4L)
Prepared On : 10/24/2015 Report Id : 29430194

Effective Date : 01/01/2016 SIC : 0000

Oxford Liberty
L Gold EPO 30/60 Gated OHI CNT (EPOc)
(UCR=N/A)

Oxford Liberty
L Silver EPO 40/70 Non-Gated OHI CNT
(EPOc) (UCR=N/A)

Oxford Liberty
L Silver EPO Prim Adv $1500 Non-Gated
OHI CNT (EPOc) (UCR=N/A)

Oxford Liberty
L Silver EPO 25/50 Gated OHI CNT (EPOc)
(UCR=N/A)

Drug Card

Individual/Family Deductible
Individual/Family OOP Limit

Co-Insurance

Primary Care
Specialist

Inpatient Hospital

Mental Health Inpatient

Outpatient Facility

Lab/X-Ray

Mental Health Outpatient

Emergency Room

In-Network Out-Network

15/35/75/100 ded T2-3

$1,000/$2,000
$4,000/$8,000 (incl ded)

N/A

$30 ded waived
$60 ded waived

$500/day after ded;
$2,000 max/admit

$500/day after ded;
$2,000 max/admit

Hosp-$250 after ded FS-
$150 after ded

Lab-No charge; X-ray-$35
ded waived; $500
max/contr yr

$60 ded waived

$200 (waived if admitted)

In-Network Out-Network

15/45/75/100 ded T2-3

$2,000/$4,000
$6,600/$13,200 (incl ded)

30%

$40 ded waived
$70 ded waived

30% after ded

30% after ded

30% after ded

Lab-No charge;
X-ray-30% after ded

$70 ded waived

$500 (waived if admitted)

In-Network Out-Network

15/35/75 IntDed T2-3

$1,500/$3,000
$5,500/$11,000 (incl ded)

30%

$25 ded waived
$50 after ded

$250/day after ded;
$1,250 max/admit

$250/day after ded;
$1,250 max/admit

Hosp-$250 after ded FS-
$150 after ded

Lab-$50 after ded; X-ray-
$90 after ded

$25 after ded

$100 (waived if admitted)

In-Network Out-Network

15/65/85/100 ded T2-3

$2,000/$4,000
$6,600/$13,200 (incl ded)

30%

$25 ded waived
$50 ded waived

30% after ded

30% after ded

30% after ded

Lab-No charge;
X-ray-30% after ded

$50 ded waived

$500 (waived if admitted)

ded waived ded waived after ded ded waived

Urgent Care $75 ded waived $75 ded waived $75 after ded $80 ded waived

Single 1x $731.70 1x $640.53 1x $637.70 1x $622.10
EE with Spouse 0x $1,463.41 0x $1,281.05 0x $1,275.39 0x $1,244.20
EE with Child(ren) 0x $1,243.90 0x $1,088.89 0x $1,084.08 0x $1,057.57
Family 1x $2,085.36 1x $1,825.50 1x $1,817.44 1x $1,772.99
Monthly Cost 2 $2,817.06 2 $2,466.03 2 $2,455.14 2 $2,395.09
Annual Cost $33,804.72 $29,592.36 $29,461.68 $28,741.08

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 : Oxford

2016 1st gtr Liberty

New York County, NY 10001

Prepared By : Clifford Greki

n Inc. - (631)963-6020

Health Plan Comparison Report (4L)

Prepared On : 10/24/2015

Effective Date : 01/01/2016

Report Id : 29430194

SIC : 0000

Oxford Liberty
L Silver EPO 30/75 Non-Gated OHI CNT
(EPOc) (UCR=N/A)

Oxford Liberty
L Silver EPO HSA $2000 25/50 Non-Gated
OHI CNT (HSA) (UCR=N/A)

Oxford Liberty
L Bronze PPO HSA $5000 30/60 Non-Gated
OHI Fair CNT (HSA) (UCR=80fh%)

Oxford Liberty
L Bronze PPO HSA $5000 30/60 Non-Gated
OHI MNRP CNT (HSA) (UCR=140mc%)

Drug Card

Individual/Family Deductible
Individual/Family OOP Limit

Co-Insurance

Primary Care
Specialist

Inpatient Hospital

Mental Health Inpatient

Outpatient Facility

Lab/X-Ray

Mental Health Outpatient

In-Network Out-Network

15/65/50%t0$800/100
ded T2-3

$3,000/$6,000
$6,600/$13,200 (incl ded)

40%

$30 ded waived
$75 ded waived

40% after ded

40% after ded

40% after ded

Lab-No charge;
X-ray-40% after ded

$75 ded waived

In-Network Out-Network

15/35/75 IntDed

$2,000/$4,000
$4,500/$9,000 (incl ded)

20%

$25 after ded
$50 after ded

20% after ded

20% after ded

Hosp-$250 after ded FS-
$150 after ded

Lab-20% after ded; X-ray-
$90 after ded

$50 after ded

15/35/75 IntDed

20% after ded

20% after ded

$60 after ded

In-Network Out-Network

$5,000/$10,000 $10,000/$20,000

$6,450/$12,900 (incl ded) | $25,000/$50,000 (incl
ded)

20% 20%

$30 after ded 20% after ded

$60 after ded 20% after ded

20% after ded 20% after ded

20% after ded 20% after ded

20% after ded

20% after ded

20% after ded

15/35/75 IntDed

20% after ded

20% after ded

$60 after ded

In-Network Out-Network

$5,000/$10,000 $10,000/$20,000

$6,450/$12,900 (incl ded) | $25,000/$50,000 (incl
ded)

20% 20%

$30 after ded 20% after ded

$60 after ded 20% after ded

20% after ded 20% after ded

20% after ded 20% after ded

20% after ded

20% after ded

20% after ded

Emergency Room $500 (waived if admitted) $250 (waived if admitted) 20% after ded Paid as in-network 20% after ded Paid as in-network
after ded after ded

Urgent Care $80 ded waived $75 after ded 20% after ded 20% after ded 20% after ded 20% after ded
Single 1x $602.94 1x $621.16 1x $568.59 1x $535.06

EE with Spouse 0x $1,205.88 0x $1,242.32 0x $1,137.18 0x $1,070.13

EE with Child(ren) 0 x $1,025.00 0 x $1,055.97 0 x $966.60 0 x $909.61

Family 1x $1,718.39 1x $1,770.31 1x $1,620.48 1x $1,524.93

Monthly Cost 2 $2,321.33 2 $2,391.47 2 $2,189.07 2 $2,059.99

Annual Cost $27,855.96 $28,697.64 $26,268.84 $24,719.88

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 : Oxford 2016 1st qtr Liberty Health Plan Comparison Report (4L)
New York County, NY 10001 Prepared On : 10/24/2015 Report Id : 29430194

Prepared By : Clifford Grekin Inc. - (631)963-6020 Effective Date : 01/01/2016 SIC : 0000

Oxford Liberty
L Bronze EPO HSA $5000 Non-Gated OHI
CNT (HSA) (UCR=N/A)

In-Network Out-Network

Drug Card 10/40/80 IntDed

Individual/Family Deductible |$5,000/$10,000
Individual/Family OOP Limit |$6,350/$12,700 (incl ded)

Co-Insurance 20%

(O Vi [
Primary Care 20% after ded

Specialist 20% after ded
T
Inpatient Hospital 20% after ded

Mental Health Inpatient 20% after ded

OutpatientServices ||
Outpatient Facility 20% after ded

Lab/X-Ray 20% after ded

Mental Health Outpatient 20% after ded

Emergency Room 20% after ded

Urgent Care 20% after ded

Single 1x $491.51
EE with Spouse 0x $983.03
EE with Child(ren) 0x $835.58
Family 1x $1,400.81
Monthly Cost 2 $1,892.32
Annual Cost $22,707.84

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



