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EmblemHealth’

EmblemHealth Gold Open Access
No Referral Required

COST-SHARING

Deductible
Individual
Family

SUMMARY OF BENEFITS

COMMENTS/ LIMITATIONS
Applies to hospital, medical and pharmacy

[PHGLDCO01]

IN-NETWORK

$700 per plan year
$1,400 per plan year

Prescription Drug Deductible

Generic drugs not subject to deductible

Primary Care Physician Office Visit

Individual $100 per plan year

Family $200 per plan year
Out-of-Pocket Maximum

Individual $5,000 per plan year

Family $10,000 per plan year
OFFICE VISITS

3 visits covered in full, not subject to
deductible

After 3 visits, $10 copayment not subject to
deductible

Specialist Care Physician Office Visit

$50 copayment after deductible

Telemedicine
Physician
Dietician

Well-Baby and Well-Child Care, including Immunizations*

PREVENTIVE CARE SERVICES

$0 copayment not subject to deductible
$0 copayment not subject to deductible

Covered in full

Adult Annual Physical Checkup and Adult Immunizations*

Covered in full

Routine Gynecological Services/Well Woman Exams,
Mammography Screenings™

Covered in full

Vasectomy

See surgical services below

All other preventive services*

Covered in full

*When preventive services are not provided in accordance with the
comprehensive guidelines supported by USPSTF or HRSA

EMERGENCY CARE

Copayment waived if admitted to

See applicable service type

Emergency Room hospital $150 copayment after deductible
Urgent Care Center $50 copayment after deductible
Ambulance $150 copayment after deductible

PROFESSIONAL SERVICES and OUTPATIENT CARE

Performed in PCP Office
Performed in Specialist Office

Acupuncture $20 copayment not subject to deductible
Advanced Imaging $50 copayment after deductible
Allergy Care

$10 copayment after deductible
$50 copayment after deductible

Ambulatory Surgical Facility

$150 copayment after deductible

Anesthesia Services (all settings)

Covered in full

Cardiac and Pulmonary Rehabilitation
Performed in Specialist Office
Performed as Outpatient Hospital Services

$50 copayment after deductible
$50 copayment after deductible

Chemotherapy
Performed in PCP Office
Performed in Specialist Office

$10 copayment after deductible
$50 copayment after deductible

Chiropractic Services

$50 copayment after deductible

Diagnostic Testing
Performed in PCP Office
Performed in Specialist Office

$10 copayment after deductible
$50 copayment after deductible

Dialysis
Performed in PCP Office
Performed in Specialist Office

$10 copayment after deductible
$50 copayment after deductible

Group Health Incorporated (GHI), HIP Health Plan of New York (HIP), HIP Insurance Company of New York and EmblemHealth Services Company, LLC are
EmblemHealth companies. EmblemHealth Services Company, LLC provides administrative services to the EmblemHealth companies.
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Habilitation and Rehabilitation Services (Physical Therapy,
Occupational Therapy or Speech Therapy)

Combined 90 visits/condition/plan year
Occupational, Physical and Speech.
Speech and physical therapy for
rehabilitation are only covered following
a hospital stay or surgery

Unlimited visits/year Cardiac and
Respiratory

$50 copayment after deductible

Home Health Care

40 visits per plan year

$50 copayment after deductible

Laboratory Procedures (all settings)

Maternity and Newborn Care
Inpatient Hospital and Birthing Center
Prenatal Care
Postnatal Care

$10 copayment after deductible

PROFESSIONAL SERVICES and OUTPATIENT CARE (con’t) ‘

$1,500 copayment after deductible
Covered in full
Covered in full

Preadmission Testing

$0 copayment not subject to deductible

Diagnostic Radiology Services
Performed in PCP Office
Performed in Specialist Office

$10 copayment after deductible
$50 copayment after deductible

Second Opinions on the Diagnosis of Cancer, Surgery and Other

$50 copayment after deductible

Surgical Services
Surgical Services in In-Patient/Out-Patient Facility PCP
Office Surgery
Specialist Office Surgery

Diabetic Equipment, Supplies and Insulin

$150 copayment after deductible
$10 copayment after deductible
$50 copayment after deductible

ADDITIONAL SERVICES, EQUIPMENT and DEVICES ‘

$10 copayment after
deductible, per 30 day supply

Durable Medical Equipment

One external prosthetic device per limb
per lifetime with coverage for repairs and
replacement. No orthotics.

10% coinsurance after deductible

External Hearing Aids

Single purchase, once every three
years.

10% coinsurance after deductible

Inpatient Hospice Care

Inpatient Hospital Service

210 days per plan year

$1,500 copayment after deductible

INPATIENT SERVICES and FACILITIES \ \

$1,500 copayment after deductible per
admission

Skilled Nursing Facility Care

200 days per plan year

$1500 copayment after deductible per
admission

Inpatient Rehabilitation Services
(Physical, Speech and Occupational Therapy)

60 days per plan year, combined
therapies. Speech and physical
therapy are only covered following a
hospital stay or surgery

$1,500 copayment after deductible per
admission

Inpatient Habilitation Services
(Physical, Speech and Occupational Therapy)

Inpatient Mental Health Care

60 days per plan year, combined
therapies

$1,500 copayment after deductible per
admission

MENTAL HEALTH & SUBSTANCE USE DISORDER SERVICES ‘

$1,500 copayment after deductible per
admission

Outpatient Mental Health Care (including Partial Hospitalization and
Intensive Outpatient Program Services)

$10 copayment after deductible

Inpatient Substance Use Services

$1,500 copayment after deductible per
admission

Outpatient Substance Use Services

Up to 20 visits per plan year may be used
for family counseling.

$10 copayment after deductible

Group Health Incorporated (GHI), HIP Health Plan of New York (HIP), HIP Insurance Company of New York and EmblemHealth Services Company, LLC are
EmblemHealth companies. EmblemHealth Services Company, LLC provides administrative services to the EmblemHealth companies.
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PERSCRIPTION DRUGS
Retail Pharmacy

Tier 1

Tier 2

Tier 3

Preauthorization is not required for a five
(5) day emergency supply of a Covered
Prescription Drug used to treat a substance
use disorder, including a Prescription Drug
to manage opioid withdrawal and/or
stabilization and for opioid overdose
reversal

$10 copayment not subject to deductible
$30 copayment after deductible
$70 copayment after deductible

Mail Order Pharmacy
Tier1
Tier 2
Tier 3

WELLNESS BENEFIT

Gym Reimbursement

PEDIATRIC VISION CARE

Exams

COMMENTS/LIMITATIONS

Gym reimbursement benefit does not
apply towards the deductible or out of
pocket maximum

One exam per 12 month period.

$10 copayment not subject to deductible

Coverage up to age 19 end of month.

$25 copayment not subject to deductible
$75 copayment after deductible
$175 copayment after deductible
IN-NETWORK

Subscriber reimbursed up to $200 for

completion of 50 exercise facility visits in
each six month period

Covered spouse reimbursed up to
$100 per six-month period and 50
visits

Lenses and Frames

One set of lenses and frames or contacts
per 12 month period. Coverage up to age
19 end of month

10% coinsurance not subject to deductible

Contact Lenses
ADULT VISION CARE
Exams

One exam per 12 month period

$10 copayment not subject to deductible

10% coinsurance not subject to deductible

Lenses and Frames

One set of lenses and frames or contacts
per 12 month period

10% coinsurance not subject to deductible

Contact Lenses
PEDIATRIC DENTAL CARE
Emergency Dental Care

10% coinsurance not subject to deductible

$10 copayment not subject to deductible

Preventive Dental Care

One dental exam and cleaning per 6
month period

$0 copayment not subject to deductible

Routine Dental Care

Full mouth x-rays or panoramic x-rays at
36 month intervals and bitewing x-rays at
6 month intervals

$10 copayment not subject to deductible

Major Dental Care
(Endodontics, Periodontics, Prosthodontics and Oral Surgery)

Requires preauthorization

$50 copayment not subject to deductible

Orthodontics

ADULT DENTAL CARE

Emergency Dental Care

Requires preauthorization

$50 copayment not subject to deductible

$10 copayment not subject to deductible

Preventive Dental Care

One dental exam and cleaning per 6
month period

$0 copayment not subject to deductible

Routine Dental Care

Full mouth x-rays or panoramic x-rays at
thirty-six 36 month intervals and bitewing
x-rays at 6 month intervals

$10 copayment not subject to deductible

EmblemHealth Plans are underwritten by HIP Health Plan of New York.

Participating physicians and providers have contracted with EmblemHealth to provide care to our members; they are not employees, agents, servants or representatives of EmblemHealth. This summary is provided for
information only; it does not contain complete details or limitations of the Plan which are available only in the Contract or Certificate of Coverage/Insurance, and it does not constitute an agreement.

Refer to HIP policy form number 155-OA-SGOFFHIXCERT (04/17), et al.

Certain services must be approved in advance by EmblemHealth.

Second opinions on diagnosis of cancer are covered at participating cost sharing for non-participating Specialist; no referral required. Dialysis performed by non- participating providers is limited to 10

visits per calendar year.

Group Health Incorporated (GHI), HIP Health Plan of New York (HIP), HIP Insurance Company of New York and EmblemHealth Services Company, LLC are
EmblemHealth companies. EmblemHealth Services Company, LLC provides administrative services to the EmblemHealth companies.
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»
J GETTING HELP IN A LANGUAGE
EmblemHealth OTHER THAN ENGLISH

ATTENTION: This is an important document. If you need help to understand it, please call the telephone number
marked “customer service” on the back of your member ID card [TTY/TDD: 711]. We can give you an interpreter
for free in the language you speak.

Espanol (Spanish)

ATENCION: Este es un documento importante. Si necesita ayuda para entenderlo, llame al nimero telefénico
marcado “customer service” que se encuentra en el dorso de su tarjeta de identificacion de miembro [TTY/TDD:
711]. Le podemos proporcionar un intérprete que habla su idioma sin ningun costo.

225 (Traditional Chinese)
AR BREENXH - IREFEGEIREMRXHAR - BHELE 8 FHEHEIZEE A customer service” I E FE5EHS
[TTY/TDD : 711] - HIaI U &EREREEMMERZESHEEAS -

Pycckui (Russian)

BHUMAHWE! 310 BaxHbI AOKYMeHT. Ecnin y Bac BO3HUKNM TPYAHOCTM C NMOHMMaHMEM 3TOro AOKyMeHTa n Bam
HeoOxoayma NoMoLLb, MO3BOHMTE MO TenedoHy oTAena obCnyXMBaHWs KNMEHTOB (customer service), ykazaHHOMY
Ha obpaTHoM cTopoHe Baluel naeHTndmnkaumoHHom kapTodkm [cnyxba TekctoBoro TenedoHa (TTY/TDD): 711]. Mel
MoXem BGecnnaTtHo npefocTtaBuTe Bam nepeBoaymka, KOTOpbIN rOBOpUT Ha Baluem sa3bike.

Kreyol Ayisyen (Haitian Creole)
ATANSYON: Sa a se yon dokiman ki enpotan. Si ou bezwen €d pou konprann li, tanpri rele nimewo ki make “customer
service” nan do kat ID manm ou [TTY/TDD: 711]. Nou kapab ba ou yon entéprét gratis nan lang ou pale a.

st=+o] (Korean)

Fol: o] F2@ EAYUL. of FAZ olsldtE ] =gl BRFAE FAID 7= 5ol customer
service” &+ TAE AFHS[TTY/TDD: 7112 AFgs] FHAL. A3E= As7E AFL 5= ol bs) &5
sdAE AT & sy

Italiano (Italian)
ATTENZIONE. Questo & un documento importante. Per qualsiasi chiarimento telefoni all “customer service” al
numero stampato sul retro della Sua tessera (per i non udenti: 711). Possiamo mettere a disposizione gratis un
interprete nella Sua lingua.

wTR (Yiddish)

[917Y2 IYaNi [I9Y7V0 DYT UOIN YU LMOWIRD IX OV §7'0 UOINT 'R QN .VINIZRT VA'0d'I R T'R OXT TN
AN ONIE RIDY T 'R M9 TWXYTIWAN X [ava 1K vy v [TTY/TDD: 711] 207K W K qix “customer service”

0TV
IR (Bengali)

(e s Faf: a6 a6 gyl af¥ At Fae AR I ARYT O 2, O AefsR FE SAATT
CTE ARG FEF TEOIPD “customer service” 6% (GFTEE a@ [TTY/TDD: 711] F9 541 I (T ST F
Polski (Polish)

UWAGA: To jest wazny dokument. Jezeli potrzebujesz pomocy w celu zrozumienia jego tresci, zadzwon do

~customer service” pod numer telefonu podany na odwrocie karty identyfikacyjnej ubezpieczonego (member ID
card) [TTY/TDD: 711]. Mozemy bezptatnie zapewnic ustugi ttumacza jezyka, ktérym sie postugujesz.

4,21 (Arabic)

diygoe Blby jub e " customer service" - s Laall 88,00 dba 3V u’)’ lalglizn pad) doe luws ] dzloy O3S 18] cdege disy oda loluil
l)lyn lg30>33 UJ,” d=llL ¢ CBEL pz)3a 2893 lJJSAJ [711 TTY/TDD]

Group Health Incorporated (GHI), HIP Health Plan of New York (HIP), HIP Insurance Company of New York and EmblemHealth Services Company, LLC are
EmblemHealth companies. EmblemHealth Services Company, LLC provides administrative services to the EmblemHealth companies.
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Francais (French)

ATTENTION : ce document est important. Si vous avez besoin d’aide pour en comprendre le contenu, veuillez
composer le numéro «customer service » au dos de votre carte de membre [Sourds et malentendants : 711].
Nous pouvons mettre gratuitement a votre disposition un interpréte dans votre langue.

33,1 (Urdu)

%}T 9= wS JES » a3 Jls "customer service" (a)s 01y 95 o Siyopd S e ) S Spmew —wl oS uT S - sbws <=g| Sl s 10 093
0 S5 S el ez e e oS QT ey ase ol o s 0L sz QT[T 1T 168 68 L3315 5 S o oo 5y @y S 355 68 T psas 5

Tagalog (Tagalog)

NANAWAGAN NG PANSIN: Ito ay isang mahalagang dokumento. Kung kailangan mo ng tulong para maintindihan
ito, pakitawagan ang numero ng telepono na minarkahang “customer service” sa likod ng inyong ID card ng
miyembro [TTY/TDD: 711]. Maaari ka naming bigyan ng libreng interpreter sa wikang iyong sinasalita.

EAANnvikd (Greek)

MPOZOXH: AuTo 1o £yypago gival onuavTiko. Edv xpeidleoTe Borbeia yia va To KATAVOAOETE, KAAEDTE AG OTOV
apIBuG TTOU ONUEIVETAl WG «customer service» 0TO TTICW PEPOG TNG KAPTAG TG OUVOPOUNRS 0ag [apIBUOG yIa ATOUA YE
mpoBAnuaTa akorg (TTY/TDD): 711]. MmtopoUpe va 0ag TTPOC@PEPOUNE DWPEAV DIEPUNVEIQ OTN INTPIKA 0ag YAWooa.

Shqip (Albanian)

VINI RE: Ky éshté njé dokument i réndésishém. Nése ju nevojitet ndihmé pér ta kuptuar, ju lutemi telefononi né
numrin ku shkruhet “customer service”, i cili gjendet ne anen e pasme té kartés tuaj identifikuese té anétarésisé
[Shérbimi rele TTY/TDD: 711]. Ne mund t’ju ofrojmé pa pagesé njé pérkthyes né gjuhén qé flisni ju.

NOTICE OF NONDISCRIMINATION POLICY

EmblemHealth complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. EmblemHealth does not exclude people or treat them differently
because of race, color, national origin, age, disability, or sex.

EmblemHealth:

* Provides free aids and services to people with disabilities to communicate effectively with us, such as:
— Qualified sign language interpreters
— Written information in other formats (large print, audio, accessible electronic formats, other formats)

 Provides free language services to people whose primary language is not English, such as:

— Qualified interpreters
— Information written in other languages

If you need these services, please call the telephone number marked “customer service” on the back of your
member ID card. TTY/TDD: 711.

If you believe that EmblemHealth has failed to provide these services or discriminated in another way on the basis
of race, color, national origin, age, disability, or sex, you can file a grievance with EmblemHealth Grievance and
Appeals Department, PO Box 2844, New York, NY 10116, or call the telephone number marked “customer service”
on the back of your member ID card. (Dial 711 for TTY/TDD services.) You can file a grievance in person, by mail
or by phone. If you need help filing a grievance, EmblemHealth’s Grievance and Appeals Department is available to
help you. You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
of Civil Rights electronically through the Office of Civil Rights Complaint Portal, available at ocrportal.hhs.gov/
ocr/portal/lobby.jsf or by mail or phone at U.S. Department of Health and Human Services, 200 Independence
Avenue SW, Room 509F, HHH Building, Washington, DC 20201; 1-800-368-1019, (dial 1-800-537-7697 for TTY
services).

Complaint forms are available at hhs.gov/ocr/office/file/lindex.html.
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