CHEMUNG COUNTY INSURANCE DEPARTMENT
PO BOX 588 « 203 LAKE STREET
ELMIRA, NEW YORK 14802-0588

Telephone: (607)737-2088
Facsimile: (607)734-2182

vdrake(@chemungcountyny. gov

2022 HEALTH INSURANCE BENEFITS FOR
CHEMUNG COUNTY RETIREES AND SURVIVORS

Yvonne Drake
Coordinator of Employee Benefits

RESPONSIBILITY IN REPORTING CHANGES TO YOUR POLICY

> Itis the member’s responsibility to contact the insurance office and complete any appropriate paperwork
within 30 days regarding any changes to the enrollment information provided or eligibility for themselves
and their dependents to participate in our plan.

» As the subscriber, it is your responsibility to notify this office within 30 days of any change in name,
address, telephone number and/or eligible dependent status change. Medicare eligibility status must be
reported prior to the Medicare effective date so the appropriate paperwork can be completed.

» If you wish to cancel your policy at any time you must notify this office in writing 30 days prior to the
requested cancellation date and provide proof of other qualifying coverage.

PARTICIPATING PROVIDERS

v’ Itis the member’s responsibility to verify if provider is participating in any of the plans.

PLAN INFORMATION, LINKS AND MATERIALS
% Internet Access anywhere - www.chemungcountyny.gov

Select Insurance Department - you will find links to plan information, SBCs, forms and more

** Upon Request through the Chemung County Insurance Department

AFFORDABLE CARE ACT

Copies of the Summary of Benefits and Coverage (SBC) and Glossary of Health Coverage and Medical Terms, as
required by the Affordable Care Act, are available on-line or upon request for members enrolled in the Blue PPO 2 Plan.

Chemung County Retirees and Survivors
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2022 HEALTH INSURANCE PREMIUMS

FOR CHEMUNG COUNTY RETIREES
Approved by Chemung County Legisiature

BLUE PPO 2 RATES
MONTHLY PREMIUMS FAMILY INDIVIDUAL
o Retiree without Medicare $1,042.11 $408.87 B G
O Retiree with Medicare* $872.01 N/A B, G+Horl

(2022 Standard Medicare Part B Rate= §170.10
*Effective 1/1/17 the Medicare PPQ Plans are now available nationwide. This rate is only used in special conditions.

B RN T NN N N N N RN RN N N RN N R N N R R R RN R NN N N R R R N RN R RN E N RN RN SN F R NN NN R R E RN R

MEDICARE PPO PLAN RATES

MONTHLY PREMIUMS (Same for all regions) RETIREE RETIREE
FAMILY (2 Person) INDIVIDUAL
o Medicare PPO Group Plan 1 $411.86 $151.86 H
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When one member is eligible for Medicare and one is not, we will enroll the retiree and spouse in the
sppropriate plan (one Medicare PPGC, one Blue PPO 2) and charge a combined rate for their coverage as follows:

RETIREE
FAMILY (2 Person)
0 Medicare PPQ Plan + Blue PPO 2 $560.73 H+B G
0 Family coverage with dependent children — contact the Chemung County Insurance Department combination
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DENTAL RATES

Dental coverage is not part of the Chemung County Retiree Package.
Retirees may only elect to continue dental under COBRA law for 18 months upon retirement only.
This COBRA clection is only available when you first retire from service.

o Dental - COBRA 18 months $55.44 FAMILY OR INDIVIDUAL D
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Monthly premium amounts are subject to periodic increases.

Payment is due the 15th of each month for the next month of coverage.

Subscribers paying by check or money order must have their payment received by the last day of the month it is due.
Automatic Payments {(ACH) are taken from your account on the last day of the of the month for the next month of coverage.

As the subscriber, it is your responsibility to notify this office within 30 days of any change in name, address, telephone number,
and/or eligible dependent status change. Medicare eligibility status must be reported prior to the Medicare effective date so the
appropriate paperwork can be completed. If you wish to cancel your policy at any time, you must notify this office in writing
30 days prior to the requested cancellation date.



| FOR RETIREE/SPOUSES AND SURVIVORS WITHOUT MEDICARE

HOSPITAL/MEDICAL B COVERAGE
Excellus Blue Cross Blue Shield

Blue PPO 2 Plan

Some services are subject to $200 individual/$600 family annual deductible

Some service are subject to 20% in-network, 30% out-of-network coinsurance

$10 Copay Participating Physician/Specialist Office Visits

$75 Copay Emergency Room Visits

$25 Copay Freestanding Urgent Care Center

Some services require Precertification

Refer to Plan Summary and SBC for Details

Annual out-of-pocket maximum $1,000 individual /$2,000 family (4 medical & drug copays, coinsurances and
deductibles are applied to the out-of-pocket maximum for in-network benefits only.)

PRESCRIPTION DRUGS B COVERAGE
Excellus FLRx

3 Tier Medication Drug List - subject to change*

$55 Co-Pay Third Tier Brand Drugs* (Retail/Mail Order)
$25 Co-Pay Second Tier Brand Drugs* (Retail/Mail Order)
310 Co-Pay First Tier Generic Drugs* (Retail)

$0 Co-Pay First Tier Generic Drugs* (Mail Order)

Maintenance Drug List for up to 90 Day Fills (Mail Order Only)
Express Scripts or Wegmans Mail Order Pharmacy

Specialty Medication Mail Order Programs

Mandatory Generic Advantage Plan

First Line Step Therapy/Prior Authorization

VISION PLAN G COVERAGE
Guardian

Vision Plan - NEW

Refer to Plan Summary for Details

HEALTH INSURANCE CONTACT INFORMATION

Excellus Blue Cross Blue Shield Excellus FLRx
(800) 499-1275 Customer Service (800) 724-5033 Pharmacy Help Desk
(800) 363-4658 Pre-Certification (585) 454-5338 Pharmacy Help Desk

(800) 810-BLUE (2583) Locate Participating Providers
www.excellusbebs.com
(Health Plan: Excellus Blue PPO Plan in the Central NY Region)

Express Scripts - Mail Order Pharmacy Wegmans - Mail Order Pharmacy
(855) 315-5220 (800) 586-6910
www.Express-Scripts.com www.wegmans.com/pharmacy

Guardian Vision
Customer Service Number On ID Card

Chemung County Retirees and Survivors






Excellus BluePPO 2

6 Benefit Time Period: 01/01/2022 - 12/31/2022

Excellus

CHEMUNG COUNTY

General Information

Cost Sharing Expenses

Benefit Name In Network Out of Network Limits and Additional Information
Deductible - Single $200 $200
. . Each individual does not exceed the single

Deductible - Family $600 $600 deductible.

:Colnsurance 20% 30%
Qut-of-pocket maximums accumulate

. B coinsurance, copays and the deductible, Out-of-

Annual Out of Pocket Maximum - Single $1,000 $2,000 pocket maximums exclude balances over
allowable expense and non-covered services.
Out-of-pocket maximums accumulate

Annual Out of Packet Maximum - Family $2,000 $4,000 cofnsurance, copays and the deductible. Out-of-

pocket maximums exclude balanices over
allowable expense and non-covered satvices.

Office Visit Cost Shares

Benefit Name In Network Out of Network Limits and Additional Information
30% Coinsurance

Cost Share - Primary Care $10 Copayment Subject to Deductible
30% Coinsurance

Cost Share - Specialist $10 Copaymant Subject to Deduclible

Plan Limits

Benefit Name In Network Out of Network Limits and Additional Information
Plan/Calendar Year Calender Year Benefils
Diabetic Preauthorization and Step Therapy Yes

Who is Covered
Benefit Name In Network Out of Network Limits and Additional Information

Domestic Pariner Coverage Not Covered

Inpatient Services

Inpatient Facility

1of7 1817692-1 09/20/2021 02:41:09



Benefit Name in Network Out of Network Limits and Additional Information
Inpatient Hospital Services ;‘l’l‘}g‘tgsg:"::“ " ;ﬂ%%jecé?itgs;?dnuc;i B

Mental Health Care g?;fiei?it:sg;tc:nble gﬂﬁe?:?lt:s;re?:;ible

Substance Use Detoxification g?.lﬁb’}e?:?ii:s;g;:f;ibla g?.lztie?taltzs;re?uc;ible

Physical Rehabilitation Covered in Full g?;f}e‘i?‘tgsg;'f;ible Eﬁ“ lilt:vasr A e

Maternity Care

20% Coinsurance

30% Coinsurance

Subject to Deductible Subjact to Deductible
Inpatient Professional Services
Benefit Name In Network Out of Network Limits and Additional Information
PCP/Spacialist - 20%
. 30% Coinsurance
[npatient Hospital Surgery Colnsurance
Subject to Deductibla Subject \o:Deductible

PCP/Specialist - 20%

30% Coinsurance

Includes anesthesia rendered for Inpalient,
Quipalient, Office Visit, and Maternity services,

Anesthesia Coinsurance . g
Subject ta Deductible Subject to Deductible Anesthesia does not require a preauth or
referral.
Outpatient Facility Services
Outpatient Facility Services
Benefit Name In Network Out of Network Limits and Additional Information
SurgiCenters and Fresstanding Ambulatory  20% Coinsurance 30% Coinsurance
Centers Surgical Care Subject to Deductible Subject to Deductible
20% Coinsurance 30% Coinsurance

Diagnostic X-ray

Diagnostic Laboratory and Pathology
Radiation Therapy

Chemotherapy

Infusion Therapy

Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

20% Coinsurance
Subject to Deductible

Inclusive of Primary Service

20% Coinsurance

Subject to Deductible

30% Colnsurance
Subject te Deductible

30% Colnsurance
Subject to Deductible

30% Colnsurance
Subject to Deductible

Inclusive of Pnmary Service

30% Coinsurance

Is inclusive in the Home Care benefit and nol
covered as a separate benefit,

LD Subject to Deductible Subject to Deductible

30% Coinsurance 5
Mental Health Cara $10 Copayment Subject to Deductible Includes Partial Hospitalization

30% Cainsurance :
Substance Use Care §10 Copayment Subject to Deductible Includes Partial Hospitalization
Home and Hospice Care
Home Care

20f7 1817692-1 09/20/2021 02:41:09



Benefit Name In Network Out of Network Limits and Additional Information
Home Care 20% Coinsurance 25% Coinsurance
Subject 1o $50 Deductible Subject to $50 Deductible

Home Infusion Therapy

Hospice Care

Benefit Name

20% Coinsurance
Subject to $50 Deductible

In Network

25% Coinsurance
Subject to $50 Deductible

Out of Network

Services must be ordered by a Physician
authorized Health Care Professional and
provided by an agency or office licensed
certified to provida infusion therapy as part of a
primary service (such as chemotherapy,
radiation therapy and home health cara).

Limits and Additional Information

Hospice Care Inpatient

20% Cainsurance

30% Coinsurance
Subject to Deductible

Outpatient and Office Professional Services

Professional Services

Benefit Name In Network Out of Network Limits and Additional Information
PCF/Specialist - 20%

Office Surgery Colinsurance gﬂ:?jei?lt:slg?dnuc;ibl b
Subject to Deductible
PCP/Specialist - 20%

Diagnostic X-ray Coinsurance i I LTI

Diagnostic Laboratory and Pathology

Radiaticn Therapy

iChemotherapy

Infusion Therapy

Dialysis

Mental Health Care

Maternity Care

Telehealth

‘TeleMedicine Program

Chiropraclic Care

Subject to Deductible

PCP/Spacialist - 20%
Coinsurance
Subject to Deductible
PCPISpeciallst - 20%
Coinsurance
Subject to Deductible
PCP/Specialist - 20%
Colnsurance
Subject to Deductible

PCP/Specialist - Inclusive of

Primary Service

PCP/Specialist - 20%
Coinsurance

Subject to Deduclible
PCP/Specialist - $10
Copayment
PCP/Specialist - 20%
Coinsurance

Subject to Deductible

PCP/Specialist - $10
Copayment

PCP/Specialist - $10
Copayment

PCP/Specialist - 310
Copayment

Subject to Daductible

30% Colnsurance
Subject to Deductible

30% Colnsurance
Subject to Deductible

30% Coinsuranca
Subject to Deductible

Inclusive of Primary Service

30% Colnsurance
Subject to Deductible

30% Colnsurance
Subject to Deductible

30% Coinsuranca
Subject to Deductible

30% Coinsurance

Subject to Deduclible

Not Covered

30% Colnsurance
Subject to Deductible

3of7

Is inclusive in the Home Cara benefit and not
covered as a separate benefit,

Covered for the diagnosis and treatment of
injury, disease and medical conditions. All
professional provider specialties e.g. GYN,
cardiac, orthopedists, elc. are included. This
also includes eye exams or hearing exams for
the diagnosis or treatment of lliness or injury.
Office visits may include house calfs.

Covers onlina internet consultations between
the member and the providers who participate in
our TeleMedicine MDLIive Program for medical
and behavioral health canditions that are not
smergency conditions.
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Benefit Name In Network Out of Network Limits and Additional Information
Al Testin PCP/Specialist - $10 30% Coinsurance Allergy Testing includes injections and scralch |
ergy 9 Copayment Subject to Deductible and prick tests.
: PCP/Specialist - Covered in - 30% Coinsurance Includes desensitization treatments {injeclions &
Allergy Treatment Inchickig Senim Ful Subject to Deductible serums).
Hearing Evaiuations Routine PCP/Specialist - Not Covered Not Covered Not Covered
Rehab and Habilitation
Outpatient Facility
Benefit Name In Network Out of Network Limits and Additional Informaticn
45 Visils per year
20% Coinsurance 30% Colnsurance Includes aggregate of visits for INN and OON
AR Subject to Deductible Subject to Deductible and professional and facility covered services
for physical, speech, and occupational therapy.
. o 20% Coinsurance 30% Coinsurance
Occupational Rehabilitalion Subjact to Deducible Subject fo Daductible ASVisKs pal yegr
20% Coinsurance 30% Coinsurance
Spacch Retiabiati Subject o Deductible Subject to Deductible 35 Vishs per,year
Outpatient Professional Services
Benefit Name In Network Out of Network Limits and Additional Information
g - 45 Visits per year
o e R 30% Coinsurance includes aggragate of visits for INN and OON
¥ Subject to Deductible Subject to Deductible and professional and facility covered services
far physical, spaech, and occupational therapy.
PCP/Specialist - 20%
Occupational Rehabilitation Coinsurance g?:l’?ecc::?itgs;;adn::ﬁble 45 Visits per year
Subject to Deductible )
PCP/Specialist - 20% ;
Speech Rehabilitation Coinsurance g?l?] C;?.tl;sgr:anc;ib' s 45 Visits par ysar
Subject to Deductible % ¥

Preventive Services

Preventive Professional Services Meeting Federal Guidelines*

Benefit Name In Network Out of Network Limits and Additional Information
PCP/Specialist - Covared in  30% Coinsurance

Adult Physical Examination Full Subject to Deductible 1 Exam per year

Adult Immunizations PCP/Specialist - Covered in ) oovareq

Well Child Visits and lmmunizations
Routine GYN Visil

Pre/Post-Natal Care

Mammography Screening Professional
Colonoscopy Scraening Professional

Bone Density Screening Professional

Full

PCPISpecialist - Covered in

Full

PCP{Specialist - Covered in

Full

PCP/Speacialist - Covered in

Full

PCP/Spacialist - Covered in

Full

PCP/Specialist - Covered in

Full

PCPI/Spacialist - Coveraed in

Full

Covered In Full

30% Coinsurance
Subject to Deductible

30% Coinsurance
Subject to Deductible

30% Coinsurance
Subject to Deductible

30% Coinsurance
Subject to Deductible

30% Coinsurance
Subject to Deductible

Preventive Facility Services Meeting Federal Guidelines*

4o0f7
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Benefit Name In Network Out of Network Limits and Additional Information
Cervical Cytology Preventative Covered In Full g?:?:; a%?ltgsgre.;lrtlf;lbl r
Mammography Screening Facility Covered in Full g?z; e%?il:s;r:(;:fceﬂble
|Colonoscopy Scraening Facllity Coverad in Full g?':f} ef:?it:sg:ﬂfc:atible
Bone Density Screening Facility Covered in Full gﬂg:c?igsgzrf:ﬁbla

Preventive services in addition to those required under Federal Guidelines - Professional

Benefit Name In Network Out of Network Limits and Additional information
, PCP/Spacialist - $10 30% Colnsurance
Prostate Cancer Screening Gopayment Subject to Deduciible NYS Prostate Cancer Testing Mandate applies.
PCP/Specialist - Covered in  30% Coinsurance
Mammagraphy Screening Professicnal Full Subject to Deductible
PCP/Specialist - 20%
Colonoscopy Scresning Professional Coinsurance g?;l}:{ie?:? Il:slg:?t::ﬂbla
Subject to Deductible
PCP/Specialist - 20% .
Bone Densily Screening Professional Coinsurance gg“é;eté?lt:s;;a d':ﬁibla
Subject to Deduclible

Preventive services in addition to those required under Federal Guidelines - Facility

Benefit Name In Network Out of Network Limits and Additional Information
IMammaography Screening Facility Cavered in Full g{lﬁ ec::: ltgslgre.;inuccetibl o
- 20% Coinsurance 30% Coinsurance
e T e L Subject to Deductible Subject to Deductible
; . 20% Coinsurance 30% Coinsurance
BoreDegaly ScrasnigiEactity Subject to Deductible Subject to Deductible
Other Benefits
Additional Benefits
Benefit Name In Network Out of Network Limits and Additional Information
= . __ PCPISpecialist - $10 30% Coinsurance Limited to a 30 day supply for retall pharmacy or
e tperipibabetainsulinand Suppilas it isbse o Subject to Deductible 2 90 day supply for mall order pharmacy.
. PCP/Specialist - $10 30% Coinsurance
Betete Equipment Copayment Subject to Deductible
PCP/Specialist - 20%
Durable Medical Equipment (DME) Coinsurance ggrgﬂs;mc:um -
Subject to Deductible !

Medical Supplies

Acupunciure

Private Duty Nursing

PCP/Specialist - 20%
Coinsurance
Subject to Deductible

30% Colnsurance
Subject to Deductible

PCP/Specialist - Not Coverad Not Covered

PCP/Specialist - Mot Covered Not Covered

Not Covered

Not Covered

Emergency Services

ER Facility

Sof7
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Benefit Name In Network Out of Network Limits and Additional Information
Prior Authorization may not apply to any

. emargency care services. Emergency services

Facility Emergency Room Visit $75 Copayment $75 Copayment are covered worldwida If provided by @ hospital
facility.
Transportation
Benefit Name In Network Out of Network Limits and Additional Information
Prehospital E -
Gr; utrj:iﬁor Lv;‘:rmemy and ransporiation $75 Copayment $75 Copayment
Urgent Care
Benefit Name In Network Out of Network Limits and Additional Information
: 30% Coinsurance
Urgent Care Center Facility Visit $25 Copayment Subject to Deductible
Ancillary Benefits
Vision
Benefit Name In Network Out of Network Limits and Additional Information
Pediatric Eye Exams - Routing Not Coverad Not Coverad Mot Covered
Pediatric Eyewear - Routine Not Covered Not Covered Not Covered
Aduit Eye Exams - Routine Not Covered Not Covered Not Covared
Adult Eyewsar - Routine Not Covered Not Covered Mot Covered
Rx Benefits
Rx Plan
Benefit Name In Network Out of Network Limits and Additional Information
Rx Plan Please check group/contract for copays.
Rx Benefits
Benefit Name In Network Out of Network Limits and Additional Information
Days Supply Per Retail Order 30
Days Supply Per Mail Order 90
Copays Per Mail Order Supply 1
Gof7 1817692-1 09/20/2021 02:41:09



This document is not a contract. It is only intended to highlight the coverage of this program. Benefits are determined by the
terms of the contract. Any inconsistencies between this document and the contract shall be resoclved in favor of the contract in
effect at the time services are rendered. All benefits are subject to medical necessity. All day and visit limits are combined
limits for both in and out of network benefits,

* For non-grandfathered groups, Preventive Services coverage required by the Patient Protection and Affordable Care Act are
not quoted herein. Please refer to the United States Preventive Services Task Force (USPSTF) list of items and services
rated "A" or "B", the guidelines supported by the Health Resources and Services Administration {HRSA) and the list of
immunizations recommended by the Advisory Committee on Immunization Practices (ACIP) for a complete list of services that
are covered pursuant to the Patient Protection and Affordable Care Act requirements.
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E All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common

Medical Event Services You May Need

In-Network Provider
(You will pay the least)

Out-of-Network Provider
{You will pay the most)

Limitations, Exceptions, & Other Important
Information

_ ?55 care visit to treat an injuryor 1910 9@. ay/visit 30% Coinsurance
lillness Deductible does not apply jg—— § |
| $10 Copaypvisit jone
. Specialist visit Deductible does not apply 30% Coinsurance
=§ﬁ..w= ﬁ%ﬂa | Adult Physical: No Charge
provicer:s office or clinic _ Adult Immunizations: No Adult Physical: 30% Coinsurance | You may have to pay for services that aren't preventive. Ask
| mmunization |Charge | Adult Immunizations: Not Covered | your provider if the services needed are preventive. Then
“ | Well Child Visit: No Charge | Well Child Visit: No Charge check what your plan will pay for.7 Exam per year
_ Deductible does not apply
_ ) . i X-Ray: 209 Coinsurance X-Ray: 30% Coinsurance
MLllo_m nostic test (x-r2y, blood work] | Blood Work: 20% Coinsurance | Blood Work: 30% Coinsurance il .
m _ Preauthorization Required. If you don't geta
Ifyou have a test ' Imaging (CT/PET scans, MRls) | 20% Coinsurance 30% Coinsurance reauthorization, benefits will be reduced by 50% of
Coinsurance up to $500.
., Please check group/ _
wzm_, 1 (Generic drugs) ‘contract for copays.  |Not Covered
_*og__.”._“___.__._u“ ””_“N”_”_.ﬂm”ﬂmﬁ ~ _E does ot w%:. - L .ﬁ Covers up to a 30-day supply (retail); 90-day supply (mail
wsoa T _ 'Please check group/ |order)/prescription
e n-m_H_. Fu——— Tier 2 (Preferred brand drugs) contract for copays. | Not Covered | Preauthorization required for certain prescription drugs. If
s available ot i cmnm&._.u_m momm not apply - [m you don't get a preauthorization, you must pay the entire
wwwexcellusbbs.com/ndist | . Please check group/contract for | cost of the drug.
Tier 3 (Non-preferred brand drugs) | “%P%¥* Not Covered
Deductible does not apply
If you have outpatient Mw_n__ﬂ_._mw fee (e.g., ambulatory surgery | 20% Coinsurance 309 Coinsurance None
surgery | Physician/surgeon fees 20% Coinsurance |30% Coinsurance
1§75 Copayhvisit 175 Copayivisit None
If you need immediate | Deductible doesnotapply | Deductible doesnotapply | B - )
medical attention " i ) $75 Copay/visit |$75 Copayjvisit
Emergency medical transportation Deductible does not apply | Deductible does not apply Nane

S — e -

* For more information about limitations and exceptions, see plan or policy document at www.excellusbcbs.com

20of5



Uu0I}eULIOJU]

jueptoduu| 13130 3 ‘suoj)dadng ‘suorieyiiun

(150wt 3yy Led ;1M noy)
1014 }10M)IN-}C-INQ)

* (1502] 3y} Aed [pm noy)
13PINDIJ YIOMIAN-U]

fed [imnopeym

sjog WoY'sqasn|[adxa-mma 1 Juawndop £1jod 10 Ue]d aas ‘suoridadxa pue sucijel|w| INOGE LONeULIOJU| 0L Jo4 ,
i . pajaro} oy | Pa1aAc) JoN | sasse|f s,uaIpjiy) | e aka Jo
. PaI3AcY 0N | PaIBAD) JON wexa aka s,uaipyy) | 183URP Spaau pjitp anok 3y
| | Adde ou saop SjqIPRPAQ
1eak 12d SysiA § 0) payw)| bujjasunod Juawaaealaq Ajwey DUEINSUID) %€ PRI %507 SIS IdsoY
oy N IHBINSUI0T %0 SIEINSUIO) %07 Juawdinba [e>ipaw ajqeing
005¢ ©) dn DUEINSID) 0 20 Ag PAdRPaI g 1M SIYRUSG ]
uonezuoyneard e 336 3,uop nok §] *Ajuo saaiaas yIomiaN FURINSUI0) U0F J30RINSUI0) %07 | 918 DUSSIN P3)|yS spaau yjeay
-jo-Jng) pannbay UoTTEZHOYINEa14 Hw)| 183k Jad sheq o7 | _ lenads 1430 aaey Jo
nwyieakedsysiasy, 0 DUEmUR)w%op| DEM 07| N ER I ET Buuaaesa1 day paau ok )
| seak Jad sysip sy DUBINSUIO) 9%0¢ DULIRSUID) @SA SNAIS UOTTRI[IGELRY __
=  00s$ 01 dn dueIsIO) | SR T T & n_
109405 Aq paanpal aq J|m S1YdUq ‘UONBZICYINEa] _
£13b),uop ok y ‘panbay DONEZOERIg | URINSUIC) %457 | IUBINSUI0) %407 9183 Y]|Eay] JWop
054 03 paywi} s1 S[qIONPaq .
auoN IUBINSINO) %0E DURINSTIG) %607 | SaxAsas Kjney KIaajap/yuiqpy) E——
 kdde few _
: |
S[ANpap Jo 8:.2.:2_8 1|E@I;m_ .&Is B ‘s301A135 J0 adAy SSRGS 940 _ SIS sc0z] SINAIAS yueubasd ase nok )|
aify uo bujpuadag -(-punosen)n ') 74 3y} U A1AYMaS)3 _ . jeuoissajoid AIRANRP/YMIGPIYD
PaquDsap Sa2JAIRS pUe )53} apn]ul Aew 3ied Awajey r
"SIIAIIS 2AUAId 103 Ajdde you saop BUIRYS 150) FIUBINSUD) 940 abieyy oy SSIA WO
DUEINSUID) 960¢€ JNIRINSUID) 9507 SIS JuAledu] | sadIAIas asnge adueIsqNs
= FIUBINSUID Aidde 30u s30p JyqDP3Q $aas yuanedin I IES01E
107 90€ ysI/RedET oL | IAI5 JINETIND | sypyway jeyuat paau nok j)
= . - auoN _ . -M.:_ea___ou %0¢ DUCINSUITY %07 $33) uoabins/uenisiyg Ke3s jeardsoy e aney nok j)
suolssiwpy Axuabiauig oy pannbay yoN s GoneEZIOYiNeal]
‘I3A3MOH “00S$ 0) dn 33ueINSUI0) J0 9505 Aq — —_— e
PaONpa3 a4 syyauaq ‘TOMEZITOUINE3Id & 136 1 uop nok) DULIASUID) 90§ IUCINSUIO] 0407 {woos jeydsoy “ba) a8y Anjney
"AJuo $3DIAI3S Y4om13u-Jo-1no 1o} paiinbay Tonezuoyingalg
Adde Jou saop 3[qIonpag
aucy SHUBINSUI0) %50 | SRR 576, i) Jusb |

SUETE TIEY
UOLIWIOY




~ What You Will Pay

Limitations, Exceptions, & Other Important
Information

Services You May Need In-Network Provider Out-of-Network Provider
(You will pay the least)™ (You will pay the most)

.m_.w_ﬂ_a:.m H_.m__a_ %2_?& . Not Covered Not Covered

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan decument for more information and a list of any other exciuded services.)

*  Acupuncture *  (osmetic surgery ®  Dental care (Adult)

®  Dental care {Child) ®  Hearing aids ®  Long-term care

® Private-duty nursing *  Routine eye care (Adult) ®  Routine eye care (Child)

®  Routine foot care ®  Weight loss programs _

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
o Bariatric surgery e Chiropractic care e Infertility treatment
o Non-emergency care when traveling outside the U.S.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Department of Labor's Employee
Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage options may be available to you too, including buying individual insurance coverage through
the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.qgov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more information
about your rights, look at the explanation of benefits you will receive for that medical dlaim. Your plan documents also provide complete information to submit a claim, appeal, or a grievance for any reason
to your plan. For more information about your rights, this notice, or assistance, contact: the phone number on Your ID card or www.excellushcbs.com; Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; New York State Department of Financial Services Consumer Assistance Unit at 1-800-342-3736 or www.dfs.ny.gov.
Additionally, a consumer assistance program can help you file your appeal. Contact the Consumer Assistance Program at 1-888-614-5400, or e-mail cha@cssny.org or www.communityhealthadvocates.org.
A list of states with Consumer Assistance Programs is available at: www.dol.gov/ebsa/healthreform and www.cms.gov/CClI0/Resources/Consumer-Assistance-Grants,

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP, TRICARE, and certain other coverage.
If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
I your plan doesn‘t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for 2 plan through the Marketplace.

——To see examples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see plan or policy decument at www.excellushcbs.com 40of 5
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CHEMUNG COUNTY INSURANCE DEPARTMENT
PO BOX 588 » 203 LAKE STREET
ELMIRA, NEW YORK 14902-0588

Telephone: (607)737-2088
Facsimile: (607)734-2182

Yvonne Drake
Coordinator of Employee Benefits

2022 PRESCRIPTION DRUG PLAN

& REVIEW THE EXCELLUS 3-TIER FORMULARY. The current version is available on the
Excellus web site www.excellusbcbs.com. The Excellus 3-Tier Formulary has a key that will help you
determine if your medication is included in any of the Excellus programs. If you have questions about your
medication and these programs, contact the Excellus customer care number on your ID card.

& ALWAYS DISCUSS THE EXCELLUS 3-TIER FORMULARY WITH THE DOCTOR’S
OFFICE to determine if there are any generic or alternative brand medications that may be right for you in Tier
1 or 2 to help save you money. Check the key on the 3-tier list when talking with your doctor about
prescriptions to see if the medication you are being prescribed is included in any of the Excellus programs that
may require the doctor to contact Excellus, such as prior authorization.

B MAIL ORDER most groups have mandatory mail order benefit to fill your maintenance
medications. The use of Mail Order helps to control future plan costs. The following information is provided

to assist you regarding the mail order benefit.

4 CHECK THE MAINTENANCE MEDICATION LIST

Members that are in a group with the mandatory mail order benefit are required to use Express Scripts or
Wegmans Pharmacy Free Home Delivery to fill their maintenance medications as described on the
maintenance medication list. This list is available on the Excellus Website. If you do not find your
medication on the list and still not certain if you have to use mail order for your medication or cannot access the
website, please contact the customer care number on your Excellus ID card for assistance.

DIABETIC MEDICATIONS/SUPPLIES:

Please be advised that your benefit for diabetic medications and supplies are provided through your medical
benefit for your office visit co-pay. This is a New York State mandate. The information that I have been
provided by Excellus is that fypically Oral Hypoglycemics fall under the mandatory mail order benefit while
insulin and supplies do not. Even if you are required to use mail order, the co-pays will still apply for the

medical plan and cannot be waived. You should call the customer care number on your Excellus ID card to

verify if your medication is required to go through mail order or if you have any questions regarding this

benefit.

MEDICAID:
If you or one of your dependents has Medicaid, please be advised that Mail Order Pharmacies cannot transmit

claims to Medicaid. Please contact the customer care number on your Excellus ID card to inquire about an
over-ride in the system to allow this member’s claims to be processed at a local pharmacy.
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