Prepared For: CareConnect 2016 4th qtr New Health Plan Comparison Report (4L)

New York County, NY 10001 Effective Date: 10/01/2016 Prepared On: 07/05/2016
Prepared By: Clifford Grekin Inc. - (631)963-6020 Report ID: 31112440 SIC: 0000
CareConnect CareConnect CareConnect CareConnect
Standard Platinum Tradition Platinum 30/30 HRx Tradition Platinum 30/30 Access Value Platinum
In-Network | Out-Network In-Network | Out-Network In-Network | Out-Network In-Network | Out-Network
Prescription Drugs
Drug Card 10/30/60 15/35/75/100 ded T2-3 15/35/75/100 ded T2-3 0/50/50%t0$500

Cost Share Information

Individual/Family Deductible |N/A N/A N/A N/A
Individual/Family OOP Limit |$2,000/$4,000 $1,000/$2,000 $1,000/$2,000 $3,000/$6,000
Co-Insurance N/A N/A N/A 10%

Office Visits

Primary Care $15 $30 $30 $20

Specialist $35 $30 $30 $30

Inpatient Services

Inpatient Hospital $500/admit $500/admit $500/admit 10%

Mental Health Inpatient $500/admit $500/admit $500/admit 10%

Outpatient Services

Outpatient Facility $100 $200 $200 10%

Lab/X-Ray $35 $30 $30 Lab-No charge; X-ray-$40
Mental Health Outpatient $15 $30 $30 No charge

Emergency Care

Emergency Room $100 (waived if admitted) $200 (waived if admitted) $200 (waived if admitted) $250 (waived if admitted)
Urgent Care $55 $30 $30 $75

Single 1x $595.00 1x $603.00 1x $711.00 1x $506.00
EE with Spouse 0x $1,190.00 0x $1,207.00 0x $1,422.00 0x $1,012.00
EE with Child(ren) 0x $1,012.00 0x $1,026.00 0x $1,209.00 0x $860.00
Family 1x $1,696.00 1x $1,720.00 1x $2,027.00 1x $1,442.00
Monthly Cost 2 $2,291.00 2 $2,323.00 2 $2,738.00 2 $1,948.00
Annual Cost $27,492.00 $27,876.00 $32,856.00 $23,376.00

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:

CareConnect 2016 4th qtr New

New York County, NY 10001

Effective Date: 10/01/2016

Health Plan Comparison Report (4L)

Prepared On: 07/05/2016

Individual/Family OOP Limit

Co-Insurance
Office Visits

Primary Care
Specialist
Inpatient Services

Inpatient Hospital

Mental Health Inpatient

Outpatient Services

Outpatient Facility
Lab/X-Ray

Mental Health Outpatient
Emergency Care

Emergency Room

$3,000/$6,000

10%

$20
$30

10%

10%

10%
Lab-No charge; X-ray-$40

No charge

$250 (waived if admitted)

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

N/A

$25 after ded
$40 after ded

$1,000/admit after ded

$1,000/admit after ded

$100 after ded
$40 after ded

$25 after ded

$150 (waived if admitted)

$6,350/$12,700

N/A

$30
$50

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

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

$300
$50

$30

$350 (waived if admitted)

$6,350/$12,700

N/A

$30
$50

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

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

$300
$50

$30

$350 (waived if admitted)

Prepared By: Clifford Grekin Inc. - (631)963-6020 Report ID: 31112440 SIC: 0000
CareConnect CareConnect CareConnect CareConnect
Value Platinum Access Standard Gold Gold Copay Plan Gold Copay Plan Access
In-Network | Out-Network In-Network | Out-Network In-Network | Out-Network In-Network | Out-Network
Prescription Drugs
Drug Card 0/50/50%t0$500 10/35/70 15/35/75/100 ded 15/35/75/100 ded
Cost Share Information
Individual/Family Deductible |N/A $600/$1,200 N/A N/A

after ded

Urgent Care $75 $60 after ded $50 $50

Single 1x $597.00 1x $514.00 1x $506.00 1x $597.00
EE with Spouse 0x $1,194.00 0x $1,028.00 0x $1,012.00 0x $1,194.00
EE with Child(ren) 0x $1,015.00 0x $874.00 0x $860.00 0x $1,015.00
Family 1x $1,702.00 1x $1,465.00 1x $1,442.00 1x $1,702.00
Monthly Cost 2 $2,299.00 2 $1,979.00 2 $1,948.00 2 $2,299.00
Annual Cost $27,588.00 $23,748.00 $23,376.00 $27,588.00

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: CareConnect 2016 4th qtr New
New York County, NY 10001
Prepared By: Clifford Grekin Inc. - (631)963-6020

Health Plan Comparison Report (4L)
Effective Date: 10/01/2016 Prepared On: 07/05/2016
Report ID: 31112440 SIC: 0000

CareConnect CareConnect CareConnect CareConnect
Tradition Gold 30/50 HRx Value Gold 20/50 Value Gold 20/50 Access Value Gold 45/45

In-Network \ Out-Network In-Network \ Out-Network In-Network \ Out-Network In-Network \ Out-Network

Prescription Drugs

Drug Card

Cost Share Information

Individual/Family Deductible

Individual/Family OOP Limit

Co-Insurance 10% 20% 20% 10%

Office Visits

Primary Care $30 ded waived $20 ded waived $20 ded waived $45 ded waived

Specialist $50 ded waived $50 ded waived $50 ded waived $45 ded waived

Inpatient Services

Inpatient Hospital 10% after ded 20% after ded 20% after ded $250/day ded waived;

$2,500 max/admit

Mental Health Inpatient 10% after ded 20% after ded 20% after ded 10% after ded

Outpatient Services

Outpatient Facility 10% after ded 20% after ded 20% after ded $250 after ded

Lab/X-Ray Lab-10% after ded; X-ray- Lab-$40 ded waived; Lab-$40 ded waived; Lab-No charge; X-ray-$90
$30 ded waived X-ray-$60 ded waived X-ray-$60 ded waived ded waived

Mental Health Outpatient $30 ded waived No charge No charge No charge

Emergency Care

Emergency Room

15/35/75/100 ded T2-3

$1,000/$2,000
$3,000/$6,000 (incl ded)

$200 (waived if admitted)

0/50/50%t0$500 IntDed
T3

$500/$1,000
$3,750/$7,500 (incl ded)

$250 (waived if admitted)

0/50/50%t0$500 IntDed
T3

$500/$1,000
$3,750/$7,500 (incl ded)

$250 (waived if admitted)

0/50/50%t0$500 IntDed
T3

$750/$1,500
$6,000/$12,000 (incl ded)

$250 (waived if admitted)

ded waived ded waived ded waived ded waived

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

Single 1x $532.00 1x $430.00 1x $508.00 1x $430.00
EE with Spouse 0x $1,063.00 0x $860.00 0x $1,016.00 0x $860.00
EE with Child(ren) 0x $904.00 0x $731.00 0x $863.00 0x $731.00
Family 1x $1,515.00 1x $1,225.00 1x $1,448.00 1x $1,225.00
Monthly Cost 2 $2,047.00 2 $1,655.00 2 $1,956.00 2 $1,655.00
Annual Cost $24,564.00 $19,860.00 $23,472.00 $19,860.00

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:

New York County, NY 10001

Prepared By:

CareConnect 2016 4th qtr New

Clifford Grekin Inc. - (631)963-6020

Effective Date: 10/01/2016
Report ID: 31112440

Health Plan Comparison Report (4L)
Prepared On: 07/05/2016
SIC: 0000

Prescription Drugs

Drug Card

Cost Share Information

Individual/Family Deductible
Individual/Family OOP Limit

CareC

onnect

Value Gold 45/45 Access

In-Network
0/50/50%t0$500 IntDed
T3

$750/$1,500
$6,000/$12,000 (incl ded)

\ Out-Network

CareConnect
Standard Silver

In-Network \ Out-Network

10/35/70

$2,000/$4,000
$5,500/$11,000 (incl ded)

Tradition Silver 40/60 HRx

In-Network \

15/35/75/100

$4,000/$8,000
$6,600/$13,200 (incl ded)

CareConnect

ded T2-3

Out-Network

CareConnect
Tradition Silver 40/60 Access

In-Network \ Out-Network

15/35/75/100 ded T2-3

$4,000/$8,000
$6,600/$13,200 (incl ded)

Co-Insurance 10% N/A 20% 20%
Office Visits
Primary Care $45 ded waived $30 after ded $40 ded waived $40 ded waived
Specialist $45 ded waived $50 after ded $60 ded waived $60 ded waived
Inpatient Services
Inpatient Hospital $250/day ded waived; $1,500/admit after ded 20% after ded 20% after ded
$2,500 max/admit
Mental Health Inpatient 10% after ded $1,500/admit after ded 20% after ded 20% after ded
Outpatient Services
Outpatient Facility $250 after ded $100 after ded $350 ded waived $350 ded waived
Lab/X-Ray Lab-No charge; X-ray-$90 $50 after ded Lab-$60 ded waived,; Lab-$60 ded waived,;
ded waived X-ray-$40 ded waived X-ray-$40 ded waived
Mental Health Outpatient No charge $30 after ded $40 ded waived $40 ded waived
Emergency Care
Emergency Room $250 (waived if admitted) $150 (waived if admitted) $350 (waived if admitted) $350 (waived if admitted)
ded waived after ded ded waived ded waived
Urgent Care $75 ded waived $70 after ded $60 ded waived $60 ded waived
Single 1x $508.00 1x $449.00 1x $473.00 1x $558.00
EE with Spouse 0x $1,016.00 0 x $899.00 0 x $946.00 0 x $1,116.00
EE with Child(ren) 0x $863.00 0x $764.00 0x $804.00 0x $949.00
Family 1x $1,448.00 1x $1,281.00 1x $1,348.00 1x $1,591.00
Monthly Cost 2 $1,956.00 2 $1,730.00 2 $1,821.00 2 $2,149.00
Annual Cost $23,472.00 $20,760.00 $21,852.00 $25,788.00

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: CareConnect 2016 4th qtr New Health Plan Comparison Report (4L)

New York County, NY 10001 Effective Date: 10/01/2016 Prepared On: 07/05/2016

Prepared By: Clifford Grekin Inc. - (631)963-6020 Report ID: 31112440 SIC: 0000

CareConnect CareConnect CareConnect CareConnect

Value Silver Value Silver Access Silver HSA 100% Silver HSA 100% Access

In-Network | Out-Network In-Network | Out-Network In-Network | Out-Network In-Network | Out-Network
Prescription Drugs
Drug Card 0/50/50%t0$500 IntDed 0/50/50%t0$500 IntDed 0%/0%/0% IntDed 0%/0%/0% IntDed
T3 T3

Cost Share Information

Individual/Family Deductible |$2,250/$4,500 $2,250/$4,500 $3,400/$6,800 $3,400/$6,800
Individual/Family OOP Limit |$6,850/$13,700 (incl ded) $6,850/$13,700 (incl ded) $3,400/$6,800 (incl ded) $3,400/$6,800 (incl ded)
Co-Insurance 20% 20% 0% 0%

Office Visits

Primary Care $35 ded waived $35 ded waived 0% after ded 0% after ded

Specialist $65 ded waived $65 ded waived 0% after ded 0% after ded

Inpatient Services

Inpatient Hospital 20% after ded 20% after ded 0% after ded 0% after ded

Mental Health Inpatient 20% after ded 20% after ded 0% after ded 0% after ded

Outpatient Services

Outpatient Facility 20% after ded 20% after ded 0% after ded 0% after ded

Lab/X-Ray $75 ded waived $75 ded waived 0% after ded 0% after ded

Mental Health Outpatient No charge No charge 0% after ded 0% after ded

Emergency Care

Emergency Room $250 (waived if admitted) $250 (waived if admitted) 0% after ded 0% after ded

after ded after ded

Urgent Care $75 ded waived $75 ded waived 0% after ded 0% after ded

Single 1x $404.00 1x $477.00 1x $441.00 1x $520.00
EE with Spouse 0 x $809.00 0 x $954.00 0 x $882.00 0 x $1,041.00
EE with Child(ren) 0 x $687.00 0 x $811.00 0 x $750.00 0 x $884.00
Family 1x $1,152.00 1x $1,360.00 1x $1,258.00 1x $1,483.00
Monthly Cost 2 $1,556.00 2 $1,837.00 2 $1,699.00 2 $2,003.00
Annual Cost $18,672.00 $22,044.00 $20,388.00 $24,036.00

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: CareConnect 2016 4th qtr New Health Plan Comparison Report (4L)

New York County, NY 10001 Effective Date: 10/01/2016 Prepared On: 07/05/2016
Prepared By: Clifford Grekin Inc. - (631)963-6020 Report ID: 31112440 SIC: 0000
CareConnect CareConnect CareConnect
Standard Bronze Bronze HSA 100% Bronze HSA 70% Access
In-Network | Out-Network In-Network | Out-Network In-Network | Out-Network
Prescription Drugs
Drug Card 10/35/70 IntDed 0%/0%/0% IntDed 15/35/75 IntDed

Cost Share Information

Individual/Family Deductible |$3,500/$7,000 $6,000/$12,000 $4,450/$8,900
Individual/Family OOP Limit |$6,850/$13,700 (incl ded) $6,000/$12,000 (incl ded) $6,450/$12,900 (incl ded)
Co-Insurance 50% 0% 30%

Office Visits

Primary Care 50% after ded 0% after ded 30% after ded

Specialist 50% after ded 0% after ded 30% after ded

Inpatient Services

Inpatient Hospital 50% after ded 0% after ded 30% after ded

Mental Health Inpatient 50% after ded 0% after ded 30% after ded

Outpatient Services

Outpatient Facility 50% after ded 0% after ded 30% after ded

Lab/X-Ray 50% after ded 0% after ded 30% after ded

Mental Health Outpatient 50% after ded 0% after ded 30% after ded
Emergency Care

Emergency Room 50% after ded 0% after ded 30% after ded

Urgent Care 50% after ded 0% after ded 30% after ded

Single 1x $385.00 1x $369.00 1x $452.00
EE with Spouse 0x $770.00 0x $739.00 0x $903.00
EE with Child(ren) 0 x $654.00 0x $628.00 0x $768.00
Family 1x $1,097.00 1x $1,053.00 1x $1,287.00
Monthly Cost 2 $1,482.00 2 $1,422.00 2 $1,739.00
Annual Cost $17,784.00 $17,064.00 $20,868.00

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



