Individual/Family Health Proposal Comparison

Applicant Information: Spouse: N/A Zip Code: 11565 Report Id: 29611438
long island 2016, 46, Male Dependents: 0 Effective Date: 1/1/2016
Individual Deductible $5,850
Family Deductible $11,700
Primary Care No charge visits 1-3; 30% after ded visits 4+
Maternity Prenatal/Postnatal Care No charge
Inpatient Hospital $1,000/admit after ded
Maternity Delivery/Inpatient $1,000/admit after ded
Rx Deductible Integrated Medical/Rx
Rx Generic 30% after ded
Rx Preferred 30% after ded
Individual Deductible $6,000
Family Deductible $12,000
Primary Care No charge visits 1-5; 20% after ded visits 6+
Maternity Prenatal/Postnatal Care No charge
Inpatient Hospital $850/admit after ded
Maternity Delivery/Inpatient $850/admit after ded
Rx Deductible Integrated Medical/Rx
Rx Generic 20% after ded
Rx Preferred 20% after ded

Empire BlueCross BlueShield Empire HMO 4000 for HSA Bronze ST INN Pediatric Dental $408.17

NAn NE

Individual Deductible $4,000
Family Deductible $8,000
Primary Care 50% after ded
Maternity Prenatal/Postnatal Care No charge
Inpatient Hospital 50% after ded
Maternity Delivery/Inpatient 50% after ded
Rx Deductible Integrated Medical/Rx
Rx Generic $10 after ded
Rx Preferred $35 after ded

The above rates and benefits are for general information and discussion purposes only and are not valid unless approved by the carrier. Final rates are determined by the carrier's underwriting guidelines and final enrollment.
The insurance policy issued by the carrier and not the rates and descriptions on this report or in this website will form the contract between the insured and the carrier. Please do not cancel any current coverage until you
have been approved for a new policy.



Individual/Family Health Proposal Comparison

Applicant Information: Spouse: N/A Zip Code: 11565 Report Id: 29611438
long island 2016, 46, Male Dependents: 0 Effective Date: 1/1/2016

Empire BlueCross BlueShield Empire HMO 5850 Bronze NS INN Pediatric Dental Dep 25 0 $408.33

DA NELE A~ il

Individual Deductible $5,850
Family Deductible $11,700
Primary Care T1-No charge; T2-30% after ded
Maternity Prenatal/Postnatal Care No charge
Inpatient Hospital $1,000/admit after ded
Maternity Delivery/Inpatient $1,000/admit after ded
Rx Deductible Integrated Medical/Rx
Rx Generic 30% after ded
Rx Preferred 30% after ded
Individual Deductible $2,250
Family Deductible $4,500
Primary Care No charge visits 1-5; 25% after ded visits 6+
Maternity Prenatal/Postnatal Care No charge
Inpatient Hospital $1,000/admit + 25% after ded
Maternity Delivery/Inpatient $1,000/admit + 25% after ded
Rx Deductible Integrated Medical/Rx
Rx Generic 25% after ded
Rx Preferred 25% after ded
Empire BlueCross BlueShield Empire HMO 2750 for HSA Silver NS INN Pediatric Dental Dep $475.03
Y=
Individual Deductible $2,750
Family Deductible $5,500
Primary Care 10% after ded
Maternity Prenatal/Postnatal Care No charge
Inpatient Hospital $1,100/admit + 10% after ded
Maternity Delivery/Inpatient $1,100/admit + 10% after ded
Rx Deductible Integrated Medical/Rx
Rx Generic 10% after ded
Rx Preferred 10% after ded

The above rates and benefits are for general information and discussion purposes only and are not valid unless approved by the carrier. Final rates are determined by the carrier's underwriting guidelines and final enrollment.
The insurance policy issued by the carrier and not the rates and descriptions on this report or in this website will form the contract between the insured and the carrier. Please do not cancel any current coverage until you
have been approved for a new policy.



Individual/Family Health Proposal Comparison

Applicant Information: Spouse: N/A Zip Code: 11565 Report Id: 29611438
long island 2016, 46, Male Dependents: 0 Effective Date: 1/1/2016

Empire BlueCross BlueShield Empire HMO 2000 Silver ST INN Pediatric Dental Dep 25 $509.36

Individual Deductible $2,000
Family Deductible $4,000
Primary Care $30 after ded
Maternity Prenatal/Postnatal Care No charge
Inpatient Hospital $1,500/admit after ded
Maternity Delivery/Inpatient $1,500/admit after ded
Rx Deductible N/A
Rx Generic $10
Rx Preferred $35

Empire BlueCross BlueShield Empire HMO 1000 Gold NS INN Pediatric Dental Dep 25 $565.25

Individual Deductible $1,000
Family Deductible $2,000
Primary Care $30 ded waived
Maternity Prenatal/Postnatal Care No charge
Inpatient Hospital $1,000/admit + 10% after ded
Maternity Delivery/Inpatient $1,000/admit + 10% after ded
Rx Deductible Integrated Medical/Rx
Rx Generic $15 ded waived
Rx Preferred $40 ded waived

Empire BlueCross BlueShield Empire HMO 600 Gold ST INN Pediatric Dental Dep 25 $594.28

Individual Deductible $600
Family Deductible $1,200
Primary Care $25 after ded
Maternity Prenatal/Postnatal Care No charge
Inpatient Hospital $1,000/admit after ded
Maternity Delivery/Inpatient $1,000/admit after ded
Rx Deductible N/A
Rx Generic $10
Rx Preferred $35

The above rates and benefits are for general information and discussion purposes only and are not valid unless approved by the carrier. Final rates are determined by the carrier's underwriting guidelines and final enrollment.
The insurance policy issued by the carrier and not the rates and descriptions on this report or in this website will form the contract between the insured and the carrier. Please do not cancel any current coverage until you
have been approved for a new policy.



Individual/Family Health Proposal

Comparison
Applicant Information:

Spouse: N/A Zip Code: 11565 Report Id: 29611438
long island 2016, 46, Male Dependents: 0 Effective Date: 1/1/2016

Empire BlueCross BlueShield Empire HMO 250 Platinum NS INN Pediatric Dental Dep 25 $667.39
Individual Deductible $250
Family Deductible $500
Primary Care $20 ded waived
Maternity Prenatal/Postnatal Care No charge

Inpatient Hospital $300/admit + 5% after ded

Maternity Delivery/Inpatient $300/admit + 5% after ded

Rx Deductible Integrated Medical/Rx

$10 ded waived
$35 ded waived

Rx Generic

Rx Preferred

Empire BlueCross BlueShield Empire HMO 0 Platinum ST INN Pediatric Dental Dep 25

$691.01

Individual Deductible

N/A

Family Deductible N/A

Primary Care $15
Maternity Prenatal/Postnatal Care No charge
Inpatient Hospital $500/admit
Maternity Delivery/Inpatient $500/admit

Rx Deductible N/A

Rx Generic $10

Rx Preferred $30

The above rates and benefits are for general information and discussion purposes only and are not valid unless approved by the carrier. Final rates are determined by the carrier's underwriting guidelines and final enrollment.
The insurance policy issued by the carrier and not the rates and descriptions on this report or in this website will form the contract between the insured and the carrier. Please do not cancel any current coverage until you
have been approved for a new policy.



