CBIA

HEALTH W
CONNECTIONS &

U THE POWER OF CHOICE

The doctors you want and the coverage you need.




All plans are offered by ConnectiCare and Oxford unless otherwise noted.

POS 2,000 HMO $30/°45-°2,500 |POS *30/°45-°2,500/20% | POS *30/°45-°5,000 | POS °30/°45-°3,000
Benefit Year Contract Yeor** Contract Year** Contract Yeor** Contract Yeor** Confract Yoor**
g ok Roulino,/proventive services covered
Medical Office Visits IN-NETWORK in full. Al other services subject to $30 PCP/545 specialist per visit 530 PCP /545 speciolist per visit 530 PCP /545 specialist per visit
fncg.ldes oﬂ;;s visils associated deductible then covered in full 530 PCP /545 specialist per visi
with mental/nervous ... ; PHPTTROROORIN |y P o) i ki | A T AR s U Tt b e s Ve R s R 5 6 | DO LR A SN DS b Semaay b e g
and substanco abuse OUT-OF-NETWORK 70/30% ofter deductible 60/40% ofter deductible 70/30% after deducible 70/30% after deductible
; 5 Covered in full affer Hospital & Coverod in full affer Hospital &
IN-NETWORK iﬂtt?‘:;\i:t:f#:?:::r : 00,/20% after deductible Faciybosed services dechuctible of Faclifyhosed services deductibla of
Hospilul Inpatient : Covered in full after plon deductible 55,000 individual /510,000 family 53,000 individual /56,000 fomily
QUT-OF-NETWORK 70,/30% after deductible 60,/40% after deductible 70,/30% ofter deductible 70,/30% oftor deductible
530 PCP /545 specialis; 630 PCP; $45 spaciolist,
. * Subject to deductible, - pog s 5 ’ Qutpationt faclity: Subject to Hospital Qutpatient fucility: subject fo Hospital
Outpatient Surgery™  IN-NETWORK then covered in ful. S30 PCP _0"'(9' 545 specolst D,I s 80,204 oo vk & Facilingbased deductible of 55,000 & Facfitybosed deductible of 3,000
outpatient facility— covered in
J!Jnr}‘nr’s office or other Iftﬂl b pm: du:ﬁ?{lﬁh\u indiidual /510,000 fanily individual /56,000 family
acility RPTRPPTRPRNN L5511 o i ety OB L Lo Mt PPN (9% it ks e e L R s | e, o
OUT-OF-NETWORK 70,/30% after deductible 60/40% ofter deductiblo 70/300% after deductible 70//30% after deductible
" o A P i Advanced imaging: 575 copay Advanced imoging: 575 copay
D“:’gro;m ¥ :(l! Dllll]l 3:();;:;0:[;]::‘1 [?J llilllf([l:]m(:ﬁ:;((;lll:!u per sewvice o o copay mox. of $375 et servica fo o corpoy max. of $375
and Laboratory IN-NETWORK o e Dingnostic Yray: Subject fo 80/20% affer deductible per benefit yeor, All other services per benefit year. All other services
(Advanced imaging servicos ulhulrwi et IcIJ d'g ductblo ¢ daductible then covered in full covered in full. Lab: Covered in covered in full, Lob: Covered
W sty by fﬂfﬁ*’;’ and are l ; Lab: Covered in full. full ot participating labs. in full at participoting labs.
lofined in an employee’s O e s S v v s s a0 YT VRO VAR RA Eaprus b s TN TmSEl] % | R ISR |, i T S S Al g
cerlifcat of coverage) OUT-OF-NETWORK 70//30% ofter deductible 60,/40% ofter deducible 70/30% after deductible 70/30% after deductble
Urgent Care IN-NETWORK i“gll':(:;;ﬁ::fmmf' " 15 per visit S75 per visit 575 per visit
i 75 per visit
(ididesiplimantars) | 0 R R | R e e i SRR i e SRty = e ‘
OUT-OF-NETWORK 70,/30% after deductible S5 per visit 70/30% ofter deductible 70/30% ofter deductible
IN-NETWORK SUhiMh:;"':;T{:r;;’hl(Ifzﬂwm' $1501f not admitted to hospital 150 nat admitted to hospital 150 i nat odmitted fo hospital
gl::::ig::cv ROOM | s T B ... S150 1Frot admitied to-hospltals<coo oot s e
OUT-OF-NETWORK S“h'a[:h:;]”if;:ﬁr:ldlﬁlllumhlﬂ‘ S150 if not admitted to hospitol 1501 not admitted to hospital 150 f not admitted to hospital
$100 phormacy deductible on tiers 5200 pharmacy deductible on tiers $100 pharmocy deductible on fiers
Prescription Drugs 2 ond 3 only, then copays apply. : . 2 and 3 only, then copays apply. 2 and 3 only, then co-pays apply. :
(Rt (ACA: Mandatry IN-NETWORK 3X docuctible mox, per fomily. S?I ﬂﬁdl’giﬂ::;;"(‘aW‘IE‘FJ}‘}(”(:'I‘:IL?S“"“:ES 3x deductiblo max. per fomily. 3X deductible mox. per family. Tieedircopay 515/530/540
ot e[ ThotropyS1/50/500 | 4 TR oo oy SIO/A0/A0 | Thuer ooy S15/530/40 |
arau{, ﬂﬂ“pﬂﬂ‘ """"""""""""""""""""""""""" “ e an 4R AR TR E AT BOR LhARERERAL 542 S R Rh A2 g A bhdi s Liy Lk AR AANDRRRERIT A0 LF2 R XD ATERRLLAL 0 2ELEY
company. OUT-OF-NETWORK Not covered, Members must use Teee e copay 315/330/540 Not covered. Members must use Not covered. Members must use Not covered. Members must use
by parficipating pharmacy. participating pharmacy, participating pharmacy. particpoting pharmacy.
T . ot ¥ Front End N/A; Front End N/;
IN-NETWORK 62,000 individual /54,000 fomily 52,500 individual /55,000 farily T (LA
DeductiBle i UG Gnr i ety A WORE 52,500 individuol/$5,000 fomily 1| | 19?'.'?7"!@‘.""77%’?T@? i LA I.l‘"f'."“_"!‘/ Tf’f‘?‘F : 53000 .
OUT-OF-NETWORK 3,000 individual /56,000 fumily 55,000 individual /510,000 family §5,000 individual /510,000 family 45,000 individual; $10,000 fomiy
IN-NETWORK 100% 80,/200% aftor deductible /A /A
Coinsurance i LT o iy (5 (R T
60,/40% after deductible 70/30% after deductible 70/30% after deductible
fgﬂxillilli’m Gl IN-NETWORK N/A 55,000 individual /510,000 family N/A N/A
ut-of-Pocket Limit
.......... 3 V ahed "”'N/A e TP IR SCRBRURUIUTN 175 14 44 T 1A PR -y P
ﬂﬂi‘,’fd',’,;;“}’fjﬂf,fﬁ;j’”’“"’ OUT-OF-NETWORK | 5,000 indvidu /510,000 farily 510,000 indiidual /520,000 famly | 10,000 inividol/520,000 fomily | 10,000 incidul; 520,000 fi
Coinsurance Limit IN-NETWORK N/A 62,500 individual /55,000 famly N/A N/A
fﬂﬂ'fﬂ({udjﬂgdﬂdﬂ{f‘bl‘ﬂﬂ( ‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘ ' AT P TP PP PR oeN N/h ............ sif derbviene v bai e sea bk e bkl NeAnAEER IR IR 1
in-network co-payments) OUT-OF-NETWORK 52,000 individual /54,000 fomily 55,000 individual /510,000 fomily 55,000 individual /510,000 fomiy $5,000 individual; 510,000 famil
payn
Access Al carriers Open Access Al carrlers Open Access Al carriers Open Access Al carriers Open Accoss Al carriers Open Access

* in complianco vith foderal mandate, routine/proventive sorvices wil be covered in fullfor all plans. All other services oro subject fo apphicablo co-pay or doductible. For information on routine/praventive services, visit cbio.com/ins.
** Oxfard: Contract year effective July 1, 2009 for now business. In-forco groups may be contrucl your or calondor yeoy, dotormined al a group's renewal. For Oxford, only deductibles rum on a contract year, All ather henefits operato on a colondar yoar.
*+* Goneric substituion s required when available. If momber purchases a brand drug when o ganeric s aveilobl, tha member pays the co-pay plus the diffarenco in cost botweon the brand and generic.
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POS *30 /45

POS *20/°40-2,500

POS °20/°40-*1,500

POS *20 and *20 OA

HMO *30/°45

HMO *20

ConnectiCore: Confrac! Yeor;
Oxford: Calandor Yeor

Contrare! Yoor**

Contiacl Yoor**

ComedtiCare: Contract Year;
Oxford: Colendlor Yeor

ConnectiCare: Contract Yeur;
Oxford: Calendar Yeor

ConnechiCore: Contract Yoor:
Oxford: Colendar Your

S30/PCP/545 specialish per visit

70/30% ofter deductibla

S20 PCP/SA0 spociols) per visit

520 PCP/S40 speciolst per vsi

70/30% ofter dechuctiblo

5720 por visi

10/30% after decuctible

$30 PCP/SA5 specialist por visit

20 por visi

Coveredl in Tl after 500 per doy
fo. mox. of 2,000 per yeor

Covered in full after Hospital &
Facility-based services doductiblo of

52,500 indivicual /55,000 fanily

70/30% dlter doductible

Covered in full after Hospitel &
Facility-based services doductible of
S1,500 ndivichnl /53,000 family

10/30% alter deducible

Coverod in full after
S500 per admission co-pay

10/30% alter deducible

Covered in full after $500 per duy
o0 max. of 52,000 per yeur

Covered in full ofter
S500 per admission copoy

530 PCI: S45 specialis;
5500 outpatient focility

520 PCP; SA0 speciolis;
Qutpatient faciity: subject 1o Nospital
& Focilitybased deductible of $2,500

idividual /55,000 fomily

70/30% alter deductible

$20 PCP; $40 speciols;
Outpationt fuciity: subject to Hospital
& Faclitybosed deductible of 51,500

individual /53,000 fomily

70,/30% olter deductible

S20 toctor's oflico;
S100 aupatient faciity

70/300% alter deductible

S30 PP, 45 speciolist;
S500 outpatient fuciily

S20 doctor's offico;
S100 outpatient facility

Aevonced imaging: $75 copoy
per service 1o o copay max, of $375
per benefit yeor, All olher services
covered in full Lab: Covered

10/30% ofter deductible

Advanced imaging: $75 copoy
per service 1o o copay mox, of 5375
et bonofit year, Al ofher services
covered in full Loby: Covered

10/30% ofter deductiblo

Advanced imaging: 575 copoy
per service lo a copoy max, of $375
por banelit year, All other services
covered in full. Lab: Covered
i full of paricipating labs,

10/30% after doduclible

Advanced imaging: 575 copay
prer sevice 1o o copay mox. of $375
per honelit year, Al ofher services
covered in full. Lab: Covered
i ull of participating lubs.

70/30% after deductiblo

Advanced imaging: $75 copay
frer service to o copay mox, of 5375
per benelit yeor, Al ofher services
covored in full Lob: Covered
in full ot parficipating lobs.

Advanced imaging: $7% ooy
per service 1o o copay mox. of 5375
e henefit year, Al other services
covered in ull. Loh: Covered
in full at paricipating labs

S7% per vist

70/30% alter decuctible

75 por visil

10/30% after decuctiblo

S75 por visit

70/300% alter doductible

S50 per visi

707300 alter deductible

57% per visl

S50 per visit

51501l not admitied to hospital

S150 1 not admitied 1o hospitol

ST not admitted o hospilel

ST501F ot admitted 1o hospital

S1501 not admitted to hospital

S1501 not admitied to hospital

S1001 ot admitted to hospital

S100f ot admitted to hospitl

S150 i nat uduitted 1o hospital

S100 if not admitted to hospitol

Ihneeior copay $15,/530/540

Not covered, Membars must use
paicipating phomiacy,

Thioefier copoy $15,/530/540

Not covered. Mombers must use
participoting phormacy,

Theetior copay $15,/530/540

Not covercd. Members must use
participating pharmacy,

Theetior copay 515/530/540

Mot coverad. Mombors must use
porticipating phatmocy,

Thieertier copay S15/530,/540

Throefior copay 515/530/540

Front Lud N /A; Front End N/A;
/A RGN ) W/
I - i Y (R sl b | o /A WA
92,500 individuol; 55,000 fomily 55,000 indvidual; 510,000 family 52,500 individual; $5,000 fonily S750 indiirkonl; $2,250 fomily
N/A /A N/A i/
SERTERTpTR 2 S g st nnpassssenasssangi e v s s IRTATIETY] R R : N/A /A
10/300% alter deductible 70/30% alter deductible 70/30% alter deductible 70,/30% after doductblo
N/A N/A N/A N/A
.......................... /A N/A
7,500 individudl; 515,000 fomily 510,000 indiiduol; $20,000 family 57,500 individual; 15,000 fomly 93,750 individuel; $11,250 fonily
/A N/A N/A N/A
-------- W/ W/

55,000 individual; $10,000 formily

$5,000 indidul; §10,000 fomily

53,000 individual; 59,000 fomily

Oxford: Gated;
ConnectiCore: Open Accoss

AFcantiers Open Access

N carriors Open Access

Available as Goted or Open Access

Oxford: Gated:
ConnectiCore: Open Access

Oxford: Gated;
ConnectiCore: Open Accoss

2001 approval, The servicos described in this brochure ore only an overview of tho enfire benafi puckage. For o maro dotoflod plon doscription prior fo envoling, ploose contat tha health plon company that interests you. Health plan company phone mumbers can be oblained from your
i provided by the health plon company under the benafi plon you solect will be ully doscribod in the proof of coverage documont you'll secoive onco you are enraled i the program. Th benofits aro subject fo various limitations, exclusions ond conditions os Tully describod in each health
wiificalo of Coveroge, The services identified ore coverad us doscribod only when they ore provided bused on the guidefies of the prograny in ofhor words, whon they are provided, proscribied ar directed by the health plan company you have selected (excep! in cases of emergencies).



HSA Compatible Plans ighigh

5
ConnectiCare POS 52500 B OXFORD %2000 D 2500 €
ConnectiCero and Oxford
Benefit Year Confract Year Contract Yoor* Confract Yoor*
S 1 i 62,500 individual plon deductible; $2,000 individual plan deductible 52,500 Individual plan deductible
Deductible
65,000 fomly pln deductible 44,000 family plon deductible 55,000 famly plon deductible
Coinsurance 100% 100% 100%
Coinsurance Limit
(1ol including deductible or WA /A /A
in-network co-payments)
Maximum
?“;""P"“::'h 63,500 induidual (2% o) 5,000 indhicuol (2% fomily) 3,000 indviduol (2X fomiy)
used on approved charges
(including doductible)
Subject to plon deduchible. Once deducible is met,
Prescription Drugs ‘hi:]lh?sL?({w Ezfrﬁﬂgug‘zf ;/120/030) i:j]l(]!i\ln?dﬂuﬁlgil:w;w Sublect to plon deductible. Once deductible is mef, Subect to plon deductible. Onca deductible is met,
Real s e thon $15/525/540 (e 1/2/3) thon $15/525/540 (T 1/2/3)
Magimum doas not include the plon deductible.

For more information on each HSA compatible plan, visit chia.com/plansummaries.

* Onford: Contea yoar offective July 1, 2009 for now business. In-force groups may b conlract yeur or caleadar yeur, determined ol a group's renowal, For Oxford, only deductiblos will un on a contract year. All other benefits will operata on a colendar year
** Note: For Family caverage, all HSA plns requira thot the fomily plan deductiblo be mef complotely prior to any member of the family becoming eligible for benefits after the deductible.

CBIA

HEALTH
CONNECTIONS @

THE POWER OF CHOICE

For more information, please talk to your benefits administrator or your agent.

CBIA

CONNECTICUT BUSINESS & INDUSTRY ASSOCIATION
10,000 businesses working for a competitive Connecticut
350 Church St, ® Hartford, CT 06103-1126 ¢ 86G0-244-1900

chia.com/ins



