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General Information:

1.

NYSHIP — New York State Health Insurance Program
The program members are covered under in New York State for health
insurance, consisting of the Empire Plan (the State plan) and 10
HMOs. Members have a choice of plan coverage.

. Empire Plan Breakdown

Consists of Empire Blue Cross/Blue Shield for hospital benefits; United
HealthCare for doctors, labs, etc.; Optum Health for the Mental Health
and Substance Abuse Program; and UHC/Medco for Prescription Drug
coverage.

Members covered under an HMO receive both medical and prescription
drug coverage through that HMO. HMO coverage is NOT negotiated with
the State of New York.

Once NYSCOPBA members retire, they are no longer a member of the
Security Services Bargaining Unit. For retiree health insurance issues,
retirees should call the Employee Benefits Division of Civil Service for
assistance (1-800-833-4344 or 518-457-5754) (www.Cs.ny.gov).

Dependent Coverage — children are covered through the end of the month
of their 26 birthday for health insurance coverage. Coverage for dental
and vision benefits are provided until the dependents’ 19™ birthday (day of
their birthday). Dependents between age 19 and 25 who are full-time
students continue dental and vision coverage as long as they remain full-
time students. Members must provide college student verification
information to GHI and EyeMed before claims will be paid. This proof
must be provided EACH semester. These forms can be obtained through
the provider or NYSCOPBA's website.

Empire Plan Specific:

1.

Members covered through the Empire Plan can apply for a Waiver of
Premium if placed on Leave Without Pay (see attached copy for details).
Copies of this form can also be obtained at the facility Personnel Office
and NYSCOPBA's website. This waiver does NOT apply to members
covered under an HMO.

The Empire Plan provides Centers of Excellence Programs for Cancer,
Infertility and Transplants. Coverage through these programs is a paid-in-
full benefit and includes a travel, lodging and meal allowance if travel is
more than 100 miles one way from a member's home and within the
United States. Members must call for approval prior to services. They
must call United HealthCare for the Cancer and Infertility Programs and
Blue Cross/Blue Shield for the Transplant Program.



‘Dental and Vision Benefits

1. Dental coverage is through GHI. Vision covérage is through EyeMed
Vision Care (effective 1/1/12, vision coverage will be through Davis
Vision). Coverage is for ali members, including those covered under an
HMO.

Dental and Vision coverage is provided by the State of New York at no
cost to the member. These benefits are NOT union benefits.

Eligibility issues for either of these programs must be addressed with
the Health Benefits Administrator (HBA) at the member's facility
Personnel Office. NYSCOPBA has no access to eligibility.

3. GHI's dental plan provides benefits for most types of dental services.
Members are covered under the “Preferred” Plan, which includes
coverage under both participating providers and non-participating
providers. For benefit information and/or a list of participating providers,
members can either call GHI directly (1-800-947-0101) or log onto Civil
Service’s website (www.cs.ny.gov — Other Benefits).

4. EyeMed's vision plan provides coverage for glasses or contacts once
every two years for adults (age 19 and over) (dependents age 19 through
25 must be full time students) and once every year for dependents under
age 19. For a list of participating providers and/or benefit information,
members can call EyeMed at 1-877-226-1412 or log onto Civil Service's
website (www.cs.ny.gov — Other Benefits).

5. EyeMed Vision Care also administers the Lasik Vision benefit. Members
(not dependents) are covered for lasik benefits with a $200 copay.
Dependents are eligible for “up to a 26% discount” for lasik surgery when
done through EyeMed’s Lasik Vision Network. For a list of participating
providers for this benefit, contact EyeMed at 1-877-572-7822. \When
calling, EyeMed will ask whether coverage is under the “discounted
program” or the “funded program”. Coverage for members only (covered
with a $200 copay) is the “funded program” and coverage for all
dependents (covered with the discount program) is the “discount
program”.

6. Civil Service's website (www.cs.ny.gov) is the best resource for members
to obtain benefit information, provider listings, etc.  All coverage
information is included on this website. Members should not log onto any
carrier's website directly as they have various books of business and the
site the members reach may not be the site for Empire Plan-specific
coverage. ‘




IMPORTANT HEALTH INSURANCE
TELEPHONE NUMBERS

Empire Plan - 1-877-769-7447 (1-877-7TNYSHIP)

Option 1 — Medical (presently United HealthCare}
Medical Claim Issues
Managed Physical Medicine Program/MPN (chiropractic and
physical therapy)
Benefits Management Program for Prospective Procedure
Review of MRI, MRA, CT, PET scans and Nuclear Medicine
fests
Home Care Advocacy Program (HCAP) for paid-in-full home
care, enteral formulas, diabetic shoes and/or durable medical
equipment/supplies
Centers of Excellence for Infertility Services Program

. Centers of Excellence for Cancer Program

Option 2 — Hospital (presently Blue Cross/Biue Shield)
Hospital Benefits & Claims
Certification of Inpatient Hospital and Skilled Nursing Facility
Admissions
Centers of Excellence for Transplant Program

Option 3 — Mental Health & Substance Abuse Program (presently
Optum Health)
Mental Health and Substance Abuse Benefits and Claims
Authorization of Such Services and Referral to Network
Providers

Option 4 — Prescription Drug (presently UHC/Medco)
* Prescription Drug Benefits, Including Prior Authorization of
Certain Drugs
Mail Service Pharmacy

Optzon 5 — Nurseline
Health Information and Support

Option 6 — Repeat Options

GHI {Dental Programy) 1-800-947-0101
EyeMed (Vision Program) 1-877-226-1412
EyeMed (Lasik Vision Program) 1-877-572-7822
Civil Service Employee 1-800-833-4344

Benefits Division 518-457-5754 (Albany Area)



EMPLOYEE BENEEITS DIVISION

B State of New York )
Department of Civil Service INSTRUCTIONS FOR THE _
The State Campus APPLICATION FOR WAIVER OF PREMIUM
Albany, NY 12239
«  PS-452I (4/03L) Page 1 of 2
Elipibility

Do not apply for a waiver until you have met all the eligibility criteria:
To qualify for a waiver of your Emyire Plan preminm, you must meet all four of the following requirements:
1. You are currently enrolled in the Empire Plan
3. You have been totally disabled as a result of sickness or injury, ona continuous basis, for a minimum of six
biweekly payroll periods for State Agency etnployees or 3 months for either Participating Employer or Participating
Agency emaployees;

3 . Vo are on authorized Léave Without Pay, unpaid Family and Medical Leave or coveted under Prc‘fcrrgd Listor
UUP retrenchment provisions.

" Yot District Council 37, M/C and Legislature: If you receive Long-Term Disability payments from the
New Yotk State Income Protection Plan or Legislative Long-Term Disability Protection Plan, and you pay
the fitll cost of your preminimi, you are eligible to apply for a waiver.
4. You k’eijt yoitk covetape in effect while you were bff the payroll by paying cither:

o the required full cost of your health insurance premium (your einployee contribirtion and t‘q.‘é einployer
coritribiition) if you dre on Leave Without Pay; or :

s ihecmployee cotitribution if you are coveréd under Family and Medical Leave or covered undeér Preferred
List or UUP retresichmeént provisions. '

NOT ELIGIBLE: You are not eligible for the wativer if you are still receiving incorne through salary,
siék leave accruals or retirement allowance. If you are a NY Staté Agéncy employee
- out of work on a workers® compensation disability leave for bealth insufance .
purpases, you aré not eligible for a waiver of premium. A waiver of premiurm is not
available for New York State-administered déntal or Vision preminms.

. Wiiver is Not Autoimatic

A waiver of premivim i ot automatic. You must apply for it (using the enclosed PS-452) and you must continve to pay yéur
health instrance premiutns until you are notified that the waiver has been granted. You will receive a refiind for any
overpayments. :

‘Waiver Ends If...
The waiver may continue for up to one year during your period of total disability unless:

o Youreturn to the payroll

o You are no longer covered under Ledve Without Pay, Family and Medical Leave, Preferred List or uup
retrenchment provisions.

s  Youare no longer disabled

» Youare no longer a State employee



EMPLOYEE BENEFITS DIVISION

State of New York o _
Department of Civil Service INSTRUCTIONS FOR THE _
The State Caipus APPLICATION FOR WAIVER OF PREMIUM

Albany, NY 12239

PS-4521 (4/03L) Page 2 of 2

& Youvest your bealth itisuthrice coverage rights
¢ Youretire
s Youdie

fiow to Apply for a Waiver of Prethiuin

To apply for 4 waiver of premitm obtain Form PS-452 from your agenicy Health Benefits Administrator. After you, your
agency and your physician have filled in the required information, retuin the completed form to:

United HealthCare

. Bligibility Unit

PO Box 1600 '

Kingston, NY 12402-1600
You st apply during the period ih which you meet the eligibilify requirements for a waiver. You may not ipply
after you retirn to the payroll of vest er retire.

United HéalthiCare will review your application. The application will be returnied to.you, if it 1§ not cohiplete. Unifed R

HealthCare will réview the coripléted application and determife the period of disability ot disapprove, based oh the *
infotmationprovided in the application. United HealthCare will then forward their recormendation to the Employee .

Betictits Division at the Departraetit of Civil Setvice who will make the final detérmination on your eligibility for thie waiver
.. of preinitui. This whole process takes approximately four weeks, at which tinie you will receive notification whéther or not

" thié Waiver has be appioved. '

. Biniplojecs of N Siaté fgsricies should address any questions to the Léave Without Pay Unit at 1-§00-833-4344.
Eriployées of Paiticipating Apgencies or Participating Employers should addtess questions to their employing agency.

Additionial Waiver of Prefibum

 If you received a waiver of premiw for tp fo one year, you must returi to work for six biweekly payroll petiods for State
Agency employeds or 3 moiithis for either Participating Einployer or Participating Agency employees, before being eligible
for an additional waiver of premium. If you have pot returhed to work, you may not use aceruals to return to the payroll fora
biief period in order to qualify for an additional waiver.

K ':ymi'rct:eived_ a Waiver of premiitm, retiun to work and contipue health insurance coverage, but must stop working due fo
the same disability, the following riles apply:

s If you must stop working before qualifying for new waiver period, you may resume coverage under the
previcus waiver for the remainder of the formerly approved waiver period. You must file a néw waiver 6f.
premiurn application to résuifie coverage for the balance of the formerly approved waiver period, which
incliudes the time back to worl -

s [fyou stop working aftér qualifying for new waiver period, you may apply for a new waiver of preminm
for an additional one-year period.

There is no lifetime limit to the mimber of waivers you may receive. You will be notified if an additional waiver has been
granted.



Stite of New York EMPLOYEE BENEFITS DIVISION
) Departmént of Civil Service APPLICATION FOR WAIVER OF PREMIUM
The State Caropus <

Albany, NY 12239

PS-452 (4/03L) Pags 1 of 2

This is thie application for a Waiver of health insurance contributions because of total disability. Any expense incaired
solély for sbtaining the attending physician’s statement on this application is not a covered medical expense. If yoil
tiave questions regardiiy this application for waiver of premiiiin, contact your agency Health Benefits Admiinistratof.
NOTE: Envollées on Fahiily Medical Léave of Absénce qiralify to apply for a waiver of prémium. Arn énployée
who is Feceivinig short-terin disability benefits inder the New York Income Protection Plin is uot eligible -
for a Wiiver 6f Premiwm. Review your NYSHIP General liiformation Book to see if you may qaglify for
a waiver of premiiui. '

INSTRUCTIONS FOR COMPLETING THE PS-452 APPLICATION FOR WAIVER OF PREMIUM {17

) —

‘Einrollee completes Part A.
2. Agenty corpletes Part B, (Paits A and B mitist be completed befote any other parts of the forti are completed to
epsure confidentiality of thé dépendent’s medical information).
3. LeavePartC blank. United Health Care to complete last. _ _
4. Attending pliysician completes Part D (attenditig physician cannot complete this section until Parts A and B are
© complete). :

_PART A (To Be Compiféted by Biroliee) ., L Pledseprintorfpe.,
Eniroliee’s Name (Print) o Health Insurance ID Nurdber | Date of Birth - .

: HomeAddIess(N;:andSn;eet) SR SR PR Clty . _ 'Stat_e o, le nge

~FRESENTATION OF MATERIALLY FALSE INFORMATION IN SUPPORT OF ANINSURANCE
APPLICATION OR CLAIM IS PROHIBITED BY ARTICLE 176 OF THE PENAL LAW.

"{ 1 hiereby apply fot a'waiver of premmm under the New York State Health Insurance Program. If approved, this approvalis .

continigént on the émployee’s confimiing Leave Without Pay statiis throughout the waiver period. Should the employee

fetin to'the payroll, be tetininated, retire ot resipn thuring the waiver petiod, this waiver of premioim will fetniinate,

Enrouee’sslgnature . _ . o e et e i Te]ei)h'oim"N‘-)_ - - Date

Ll .

" PART B (To Be Comipleted i)'y'ErﬁpilﬁjriﬁE Agericy)  Please print or type

| Effective Date of Leave Without Pay Status | Enroliee’s Health Insurance Coverage: " Health Insurance (=)pﬁoﬁ T
R et Dindividual [ JFamily . ____Empire Plan,
Emipldying Agency Telephone Number Agency Code

%

Kl St b

PART C (To be compléeted by the United HealthCare) ' - Please print ot tyhe

| O] Approved . o

Date first disabled (effective date) Disability through
. (mtn/dd/yy) . (mn/dd/yy)
Signature Date

] Not Approved




State of New York EMPLOYEE BENEFITS DIVISION
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. L ) ~ Personzl Privacy Protection Law Notification .
The mifbimation you provide on this dpplication is regiested for fhe principal purpose of eriabling the NYS Departrient of Civil Servide to process your
* “yegiest for a waiver of health insaratice prettitura in the New York State Health Insurance Program. The information will be used in accordarice with
- Sueticn 95 (1) of thie Personal Piivacy Piotéetion Law, particularly subdivisions (b), (¢) and (f). Failure to provide the information requested may prevent thie
.. Departierit frofn firacessing this dpplication. This information will be mainitained by the Director, Division of Employee Benefits, NYS Departrient of Civil
. Seivice, The State Cairipus,-Albany, NY 12239. ¥or jfortnation related only to the Petsonal Privacy Protection Law, call (518) 457-9375. Far information, .
vélated to your Eligibility for Waiver of Preintum, contact your Agency Health Benefits Administrator. If, after calling youi Health Beriefits
Alyninistéstor; you need inore inforinafion coriceritiiig the waiver of premium, please éall (518) 457-5754 or 1-800-833-4344 betwétn the houks 6f
9:00 a.m. and 3:00 gian.

. PART D (T'o Be Conipleted by Atténding Physician) _ Please print o¥ type

Erirollée’s Name Health Insurarice ID Number
..I’i;ysiéién.’.é Name - T Phjrsician’s Address

”’I‘él.épl{c;ne Number tinclﬁ;ciing area code) ]

’

| Whendid the disability first preveiit the employee frommi perfoimi ing his or her regular duties?

| fsteetiplopdenitentlydisablear - ' Oy T

Lo

Ot wiit date did you FIRST trest the eniployee for this disability?

 Gowadyy)

.| 'On what date &id you L"AST examiré the employee? RN P
. - - . (meiifddlyy)

When do you sstiniate the employee will be-able to resume his or her tegular duties?

T Ty
Complete desctiption of medical condition, including diagnosis, prognosis, cutrent status and service being received:

e  If niore space is mecessary, attach additional pages.
PLEASE NOTE: Unless all quésfions are answered completely, a detérinination cannot be made.
Physician’s Signatare Date

Enrollee or attending physician mails the completed form to:

United HealthCare

Eligibility Unit

PO Box 1600

Kingston, New York 12402-1600



