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EXCESS MAJOR MEDICAL

for schiool districts, municipalities and subdivisions that participate in the Empire Plan or an approved similar plan

out-of-network coinsurance benefit
out-of-network deductible reimbursement
annual vision care benefits

in-hospital private duty nursing

out-of-network outpatient rehabilitation

nursing home benefit

in-hospital benefit for employees only

AD&D benefit for employees only

THE FIRST REHABILITATION LIFEINSURANCE COMPANY OF AMERICA

AM.Best A




Out-of-Network
Coinsurance Benefit

Cainsurance for out-of-network
pivchiatre expensss s included
in this benefit

Rehabilitation Benefit

Your approved plan typically pays 80% of allowed expenses for out-of-network services, which leaves you
rasponsible for coinsurance of 20%. First Rehab Life's coinsurance benefit reimburses the remaining out-of-
network coinsurance amount for allowed expenses covered under your approved plan or up to the following
annual maximums with family coverage:

.

(Employee pouse/Domestic Partne _.
$3,000 $3,000 : $3,000

e

Examples:

Amount : Amount
charged by : allowed
pmidtr ¢ {byapproved plan)

cessmmnans o ssssssasanans

: : \’our balance : banefit
’{our : Balance allowed : Amourlt paidby t (20% coinsutanceof -

: deductible (bya:prmedpdna : plan ! balance alowed plus = POY®
M#tm“k"‘m’ : ather out-of-packer) :

u. ssssssssany ¢

52000 $3000%  S1000% . $1000% §800 & 52007 $200

P —— sesssnsasanns PETr T ssssssssamssinsssssinansasisasasns

$7.000% s?ooo 50} $7,000 §5,600 51,400 ; 51 400

Once you reach a set amount of covered expenses (amount allowed) under your approved or similar plan, this
benefit reimburses out-of-network deductibles up to the following maximurns on a dollar-for-dollar basis:

Amount allowed reaches the
fallowing kick-in paint

Moe Amount for Individua! relmbursement cannat excead $7,000

Examples:

oo IO :':",'.’:."} o m’;‘&b’: o s é Bessthe puiusteriispoty
provider o tr:wrmm : : deductible : E{Z:W L?E]qﬁ W;g)halance I;tarl;rrufualiou‘wpe:; JF:‘:I; . R acrmantion
: i : : : : Coinsurance ! Deductible
5 1500 ....... 5 ;Ogg .......................... 50 ................. 5 0 ............ ;,]500 .............. SO_ ...... 5] 000 :

sssssasasssnas ..= B sasans c: ssssasssnenas :olou Sesanrssannn -u, B TP P

520001 $2000% 51,000 $1,200 $200'} 51000'

* 200 comnsurance = $600 + §1,000 deductible + 51,000 out-of-pocket for difference between amount charged and amount allowed,
**Amaunt allowed must be 5100 for individual to recover under this example

This benefit provides 50% of the Reasonable & Customary (R&C) Charge for a total of 48 hours of private duty
nursing while hospitalized.

To qualify for this benefit, you must meet the following criteria:
1. You must have been hospitalized on an inpatient basis; and
2. then transferred to a comprehensive outpatient Rehabilitation

Center (regular physical therapy offices do not qualify for this benefit). PLEASE NGTE:
If your rehabilitation service does
Specific areas of outpatient rehabilitation services include not meet both criteria, this excess
Occupational therapy, physical therapy, speech therapy, inhalation policy still pays based on the out-of-
therapy, psycho-diagnostic evaluation (excluding treatment), network coinsurance relmbursament
coordination of medical services (Medical Social Services), benefit (see laft for details).

audiological evaluation, and loan of rehabilitation equipment by
the Rehabiiitation Center's physician.

pove criteria, this
an honaors

Your approved plan typically pays 50% of the amount allowed for these services. If you meet the g
benefit pays the remaining percentage on a dollar-for-dollar basis for as long as your appoes
your treatment.



SHELTERPOINT

If you choose to tale advantage of the in-networl savings, you can locate NVA Vision networl providers on their web-

site: www.e-nva.com

1. How do | submit a claim?

In-network benefits:

No claim forms are needed if you choose an NVA
network provider! Simply provide the vision provider's
office with the member ID number and/or name and

date of birth of any covered dependent needing services.

The vision provider's office will verify your eligibility

for services, MVA providers do not require ID cards.
However, if you would like an ID card, please register on
the NVA web portal at: www.e-nva.com

After registering, ID cards will be available for print

Out-of-network benefits:

You have the freedom to choose any licensed eve care
provider. If a non-participating provider is chosen, you will
be responsible for 100% of the cost at the time of service
and may then submit a claim for reimbursement either
online at www.e-nva.com or by mail to our dedicated
Vision Claim Administrator:

e NVA

[ NVA Attn: ShelterPoint
\ g P.O. Box 2187
e ) s Clifton, N) 07015

2. How can | checle the status of my claim?
« Visit the member portal al: www.e-nva.com

« Call the dedicated toll-free member services
telephone number: 877-241-7124



Optional NVA Provider Network Enhancements

Policyholder: XGNY1148 - Herricks UFSD-Teacher, Teach A, Admin

Examination  Oneo evory 12 months’
| Covarad 100%

Lenaos Onew ovary 12 months’
Single vislon Covarad 100%
Bifocal vision Coversd 100%

inlermadiate vision

Coverad 100% after $30 copay

Tritocal

Covared 100%

Lanficular
Lans Options  Oneo svery 12 months'

Seratch resislant cualing

Covarad 100%

Coverad 100% afler §10 copay”

Fashionigradient tint

Covered 100%

Saolid tint

Covered 100%

Glass photogrisy single vision lens

Covarnd 100% afler §15 copay™

Glass photogrey bifocal and trilocal lena

Covarad 100% aftar 20 copay”

Uliravioist (UV) caating

Governd 100% afer $12 copay”

Standard arti-llocive [AR) coaling

Coversd 100% afier 535 copay®

Pramium anti-rallactiva (AR coating

Coverad 100% after $48 copay’

Ultra anli-reflactive [AR) coaling

Goverad 100% aftar $60 copay’

Cvarsizad

Covarad 100%

Blended segmant

Covarad 100% after $20 copay’

Standard plastic pholosensitive [Tranaitions) lanses

Goverad 100% after $65 copay”

High index

Coverad 100% aftar §55 copay”

Polanzed lensas

Covorad 100% after $75 copay’

Felycarbonate lanasas

Coverad 100% after 820 copay’

Standard progresaive lsnses

Covarad 100% alter $50 copay’

Premium progiessive jenses

Framas Once svery 12 months®
Frame allowance
Gontacts Once every 12 months'
in ey of =
Maximum allowance for conventional lansas
oyl

Goverad 100% aftar $85 copay’

§120 rotail allowancs’
(20% overage discounl)

$120 rotail allowance *
(15% avarags discount)

Maximum allewance for dispoaabile lenses

§120 ratail allowance *

B L1 ——

Menfically nacessary contact lansea”

Covered 100%

Evalusnon, fitling, and follow-up care - simdard jenn

Covernd 100% aftar: $20 copay
{daily wear lansas)

Coverad 100% alter: §30 copay
{exl, waar lensos)

Evaluation, fitting. and follow-up care - specialty lens

nnity Relmburseme:

Tovarad 1007
aftar $50 copay”

Examination Onca avery 12 manths'
| Up to $28

Lanses Ones svery 12 months'
Single vigion Up o $26
Bifocal vision Up to $40
ntermodiate vision Up to 540
Trifocal Up lo 852
Lanticular Up 1o 552

Framas Onca avary 12 months'
Frama allowanen I Up 1o §27

Contacts Onca avary 12 months'
1 Kaii of eyl haximum allowangs o lonses I Up to $60

' Benolit ywar ls based on membed's a6 date of service

actunl discounted amounts oy vary

'Prior aulhorization requirad, Polycarbonate lensas ara covered in full for
Dsornden] chilkdren o ags 28, manocular patient, and patients with prescripten +(- 5.00 dioptars oF greste

All alhars (Polycarbonate SV discounted 1o 3245 & Palycarbonata BTl diss

anted o §30)

“Does not apply at Contact Fillor Cole corporete locations (i soplicable) and whare prohioiled by law. Prohibited by some manufaciurers

*Priar autharization required

"Doas not apply for cadain proprietary frame brands and where prohibited by aw

'Cinly soverad § mamber choosas santet lanses



This benefit applies to inpatient and cutpatient surgical procedures Reasonable & Customary

that are performed by an out-of-network physician, have (R&C) Reimbursement for
an assignad surgical code from your approved plan, and are Out-of-Network Surgical
declined by your approved plan due to reasonable/custom- Procedures

ary reasons only, We reimburse the R&C charge for those
pracedures up to our listed R&C maximums.

; Please note: we require a surgical report with an itemized bill
< gnofl 2 dets e - : s < 48
REC oy the m:::tc,v‘"!\f"’”“ of and procedure codes; this benefit does not apply to proce-

X R dures that are cosmetic or not medically necessary.

iy
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To qualify for this benefit, you must meet the following criteria: Nursing Home Benefit

1.You must have been hospitalized for at least 3 days and
2 then transferred to a nursing horne (assisted living facilities or rehab facilities do not qualify for this benefit)

; " ) ’ PLEASE NOTE:
Currently, if you are qualified for Medicare, up to 102 days of nursing home care are paid for. If your approved plan
has a nursing home benefit, it will kick in on day 103, after Medicare has been exhausted, and may typically run If your appraved (or similar) plan
for 30, 60, or 90 days. does not have a nursing home
component, you do not qualify
Once your approved plan's benefit duration is exhausted, this excess policy pays for up to 30 additional days on 2 for the 30-day benefit under
dollar-for-dollar basis. This benefit does not pay during the period of time that your approved plan pays, regardless of this excess policy.

benefit level provided by your approved plan.

Please see Vision Coverage

Summary on Last Page

ms benefit prov;des $50 cash bemﬁt per 24-hour peried if you are conrmuously confined to a hospital and
under the care of a doctor. The maximum duration is 26 weeks per calendar year. You must be in the medical/surgical
unit of a hospital (rehab, nursing, or other units of a hospital don't qualify for this benefit).

Auddmtal Doaﬂl & Dls

This benefit pays $15,000 in the event ofaccidental death te your benefaanes Accidental dismemberments
are covered based on the following benefit schedule:

Both hands or both feet or sight of both eyes 515,000
One hand or one foat or sight in one eye 515,000
One hand or one foot $7,500

Sight in one eye 57,500



Group Products

I. HOW CAN | GET A CLAIM FORM?
G to aur website: wwww firstrehat

on the Insur Partal on the le

3. Select "Services for all other Employee Benefit

¢ Click on the menu "Do Claim Forms®

lect your State (NY), Product (Excess Major

al for medical claims or Vision for Vislon ¢lalr
Doc Tyg ms), and click subrmit

& The forms will then show bele

W

» {(Clalm

w and can be printed

2. HOW DO | FILL OUT A CLAIM FORM?
- Compilete the Insured's portion of the form cnly

« Attach an iterized bill
- Attach an Explanation of Be
approved plan(s)

ts (EOB) from yaur

3. WHERE DO | SEND A CLAIM?
@ Medical Claims:

Send the com
First Rehab Li

laim formito: F X
il f YOUR PLAN COORDINATOR iS: |

Excess Major Medical Claims

600 Narthern Bivel . "

Great Neck, NY 11021 J.J. Stanis and Company, Inc.
Fax 516-289-8213 377 Oak Street, Suite 406

excessmajordaims@firstrehab.com

Garden City, NY 11530

. >
Tha following co-pay ts are not d under this axcess policy: copayment for Empire participati siders, copayment for Blue Cross
L ital ient care, copayment for tient care incurred with a network provider, mpavrnum fur prescription drug program.
This policy pmvidu limited health Ins urance banefits. It doss not provide basic haspital, basic medical or major medical insurance as
defined by the New York State | Department. Any axp not covered by the underlying Empire Plan (or approved similar
plan) are not coverad under this excess policy.
Please note: The $1,000,000 I major medical benefit is still included In this policy. H -, due to legislati
changes to the Insuranca markat, your approved plan limits ha\m beenr d, thus making this benefit no longer applicabl

Excess Covatage. The policy pays benefits only after all bery
icyhinider, This policy does not cover any expense Lnless Tisaso e
ed person and provided cyholder. All benafits a

this pulicy. Mo covered sxpense will be pald il It may also be paid by any other group health insurance ¢
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e i
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I insurance, of Meed:r are | 3. services fon which benefits are pard of will Lu»;_m

:I-.— Wi part Lw,a funds of the federal government or any state or political subdivision: serv.ces provided ir

locat ons where care is provided at govermment expense, unless the covered persan is required (o pa
T cept for reatment by a dactor, deniist, or dental surgeon (DL
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trEatment or
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CHRTIIS S
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payment | not

esulting horr. -r-lnnth,!uul.r self
A mu\, or loss caused by war or aLI S wear, de

of Rehabilitation 8

gn e

availabiie In all jurisdictions. P
wiey fr‘J annually and may be ed for nonpayment. P 5 c r
axclusions, and terms undar whrhh rhe p(int.) may b- conti nur—d of cann:lled In the event of conflict rag
sredance aver wh. 3 1a stoover 2ll eflgible full-time emple
s Mg $5M-24-NY- y Formit YC-MMP-NY 01700, XGMM-1-NY

l'zrstrehab COMm « far.ebook com
~» 800.365, 4999 el Rtk !



EXCESS MAJOR MEDICAL RIDERS

for school districts, municipalities and subdivisions that participate in the Empire Plan or an approved similar plan

OQUTPATIENT PSYCHIATRIC COVERAGE FOR OUR
EXCcEsSs MAJOR MEDICAL POLICYHOLDERS

YOUR PLAN COORDINATOR IS:
RIDER B° J.1. Stanis and Company, Inc
This additional benefit pays 80% of Reasonable and ; ' B
Customary Charges for outpatient psychiatric treatment to 100 Je”;*h‘_’ Sua&;arg}l;?te. 101
a maximum of $50 per visit with a limit of $2,000 per year. th:?:e :;7-_47-0_3715
www.jjstanisco.com

Please refer 1o the policy for a complete list of policy provisions, conditians anc “usions. This brochure s for illus

f ces described ract, All coverage extends up to policy limits. Expenses not covered by the une
5 ce evidenced by this brachure provides limited health insurance benefits, It does not

Liance as definec by the New Yark State Insurance Department. = Mkrg# XM-1RE-NY-Rb-G1 04/07 = Policy Form#t XGMMP-NY 01/01
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