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New York New England MEP PPO Side-by-Side—Current Plan and 9/14 MOU

Contributions

Individual

Current Plan

9/14 MOU

In*NeﬁVGrk Out-of-Network

w5250
@ Retirees: based on retirement date

In-Network O_t-o’f—N‘etw,qr _

® 2012: $30/$60 [1]
m 2013: $45/590 (1]
® 2014: $50/5100 (1]
w 2015: 555/$110 [1

w 2013: 5400
w 2014: S450
B 2015: 5475
B Retiress: Based on retirementdate

# Retired on or after January 1, 2013: same as active
Combined in- and out-of-network

m 2013: $250
& 2014: $250
B 2015: 5250

m Additional appliedito out-of-network
Family 2.5 x Individual _ _ 2.5 x individual [2) e
Hospital None Deductible applies to certain Deductible applies Deductibie applies
, | g services
Carryover Expenses applied during October, November of December also

apply to the next year's deductible

Expenses applied during October, November or Degember also apply to

the réxt year's deductible



Current Plan

9/14MOU

In-N ean_rk | Out-of-Network

in-Network } Out-of-Network

Charges Excluded From
Deductible

w Copay for office visits

m Copays for visits ta urgent care facilities or emergency rooms
= Charges payable when pre-admission testing is:done an an
inpatient basis and the inpatient admission is ot considered
medically necessary

w Charges payable when select outpatient surgery is performed
on an inpatiént basis and the admission is considered not
medically necessary

& Charges for services and supplies not covered by the Medical
Plan

= Expenses for preseription drugs

m Chargesthat excesd R&C, NNF or other Medical Plan limits

Flat dollar copays paid for medica! care

Copays for visits to urgent care facilities or emergency rooms
Charges pald for fajlure to follow precertification procedures
Charges for services andsu pplies not covered by the ‘Medigal Plan
Expenses for prescription drugs

Charges that exceed MAA, NNF or ather Medical Plan limits
Amounts for LASIK services




Current Plan

_ Packet Maxi'mums {
Individuzl '

__In-Network
Calendar Year)

Qut-of-Network

$1,000

1m 2013: 51,050
|=m 2014: $1,100

9/14M0U

 In-Network _ Out-of-Network

s 2015: 51,150
Cornbined in- and out-of-network

— & 2013::4950
m 2014; $800
® 2015:4800

Additional applied to out-of-network

Family

Maximums are per individual per year; combined family max is
not applicable

2.5% Individual [2]

Charges Excluded From
Out-of-Pocket Maximum

= Copays for office visits, hospital charges, surgery, cutpatient
laboratory tests and outpatient %-rays

& Copays for visits to urgent care facilities or EMergency rooms
2 Amounts paid to satisfy the deductible

m Charges for services and supplies not covered by the Medical
Plan

= Additional amounts paid for not following precertification
program procedures

m Charges that exceed R&C, NNF o other Medical Plan limits
® Expenses for prescription drugs

Coinsurance Based On:

Network Negotisted Fee (NNF) | Reasonable and Customary

Charges [R&C)

w Flat dollar copays paid for medical care

w Charges in excess of obesity annual and infertility lifetime maxifmums
m Charges for services and supplies not covered by the Medical Plan

& Additional amounts paid for not following precertification program
procedures

s Charges that exceed MAA, NNF or other Medical Plan limits

w Expenses for prescription drugs

a Amounts for LASIK services

Maximum Allowed Amount (MAA) |

Network Negotiated Fee (NNF)




Cdrren’t’

Plan

9/14 MOU

ar i SR
Doctors’ Home or Office
Visits

In-Network

$15 copay (35 copay Medicare-
eligible)

Qutfa_f,_-N.etwotk

80% covered after deductible;
Reasonable and Customary
limits.apply

_In-Network

$20 copay ($10 copay Medicare-
eligible)

Outébf?ﬁé_tWQrk

70% covered after deductible

Preventive Care :

100% ﬁovered, na deductible;
age/frequency limits apply

100% covered, no deductible;
ageffrequency limits apply;
Reasonableand Customary

limits apply

100% covered, no ded,uc.tib'l'é; aéé
and frequency provisions of the
Affordable Care Act apply

100% covered, he deductible; age and
frequency provisions of the Affardable
Care Act apply

Routine Well-Baby and
Well-Child Care (Pediatric
Exams)

100% covered, no deductible:
age/frequency limits apply

100% covered, no deductible:
age/frequency limits apply;
Reasonabie and Customary

limits apply

100% covered, no deductible; age
and frequeney provisions of the
Affordable Care Act apply

100% covered, no deductible; age and
frequency provisions of the AHordable
Care Act apply

X rays and Lab Tests

100% covered, no deductibile

100% covered (deductible
applies if hospital charges
billed for diagnostic, no
deductible for preventive);
Reasonable and Customary
limite s el

520 eaf.pay' (510 copay Medicare-
eligible)

70% covered after deductible

Radiation Therapy / 100% covered, no deductible 100% covered, no deductible; | 50% covered after deductible 70% covered after deductible
Chemotherapy / hospital outpatient; $15.copay | Reasonable and Customary |outpatient facility; $20 copay ($10

Electroshock Therapy / (85 copay Medicare-eligible) if limits apply copay Medicare-eligible) if done

Hemodialysis done in physician’s office

in physician’s office

Physical, Occupational
and Speech Therapy

80% covered of NNF [4] after
deductible

80% covered after deductible;
Reasonable and Custorhary
lirviits apply

80% covered after deductible:
number of visits based on medical
necessity

| 70% covered after deductible; number

of visits based on medical necessity




calendar year; limit combined in4
and cur-cf-network: $750 (imit
does not apply to IBEW local
827; maintenance services are
not covered

year; limit eombined in- and
out-of-network; $750 limit
does ot apply to IBEW local
827; maintenance services are
not covered; Reasonable and
Customary limits apply

Current Plan 9/14 MOU ,
In-Netwaork Out-of-Network In-Network Out-of-Network
|Licensed Chiropractor 80% covered of NNF [4] after | 80% covered after deductible; | 80% covered after deductible; $20 copay plus difference between
deductible; fimited to $750 per | limited to 750 per calendar limited to 492 flat fee and cost of service; limited

60 visits per calendar year (not to
éxceed 1 visit per day); limit
combinad in-and out-of- network

Lo 60 visits per calendar year (not to
exceed 1 visit per day); limit combined
in-and out-of-netwark

Home Health Care

inpatient 'nst_al. Service
Hespital Copay

100% coveéred, no deductible;
pracertification required; limited
to 120 visits per plan year [1]

None

100% covered, no deductible;
precertification reqtiired;
limited to 120 visits per plan

Nohe

100% covered, no deductible;
precertification required

None

70% covéred after deductible;
precertification required

None

Room and Board

100% covered, no deductible; no
precertification required [1)

100% covered after
deductible; limited to 120 days
per admit; 80% covered after
the 120th day; precertification
reguired [1]

90% covered after deductible

. 70% tovered after deductible;
precertification required

in=Hospital Physician’s
Visits

100% covered, no deductible

98% coverad, no deductible

90% covered after deductible

?G% covered after deductible

X raysand Lab Tests

100% covered, no deductible

100% caverad, no deductible;
Reasonable and Customary
limits apply

90%.covered after deductible

7% covered after deductible

‘-I\(_Eati_arhit'y. Care (Pre/Past
Natal)

100% covered, no deductible

98% covered, ne deductible

$20 copay ($10 ed.pﬁz{é Wiedicare-
eligible)—initial visitonly

70% covered after deduetible

Mewborn Baby Care

100% covered, no deductible |

98% covered, no deductible

90%: covered after.-;i.ecjuaib[é 2]

70% covered after deductible [3]




Current Plan

9/14 MOU

In-Network

Out-of-Network

In-Network

Dut-of-Network

Skilled Nursing Facilities

100% covered, no deductible;
precertification required [1]

100% covered, no deductible;
precertification reguired [1);
limited to 120 days per admit;
80% covered after deductible
aftar the 120th day;
Reasonable and Customary
limits apply

100% coverad, no deductible;
precertification required

70% covered after deductible;
precertification reguired

Birthing Centers

| 100% covered, no deductible;

precertification required

100% covered after
deductible; precertification
required.

90% covered after deductible

70% covered after deductible;
precertificationrequired

Surgery and Anesthesia
Second Opinions

100% covered, no deductible;
precertification required;
lifetime limit.of 180 days, of
which no more than 60 days
may be for inpatient Hospice

100% covered, no deductible

- 100% covered, no deductible;

precertification required;
lifetime limit of 180 days, of
which no more than 60 days
may be for inpatient Hospice

100% covered, no deductible

100% covered, no deductible;
precertification required

$20 copay (510 copay Medicare-
eligible)

70% coverad after deductible;
precertification required

70% covered after deductible

Inpatient Surgery

100% covered, no deductible:
precertification reguired

98% covered, no deductible:
precertification required

90% covered after deductible;
precertification required

70% coverad after deductible;
precertification reguired

Qutpatient Surgery

100% covered, no deductible

98% covered, no-deductible

90% covered after deductible

outpatient facility; $20 copay (S10

copay Medicare-eligible) if done
in‘the physician’s office

70% covered after deductible

Anesthesia

100% covered, rio deductible

| 90% covered after deductible

7_0% ;overed aﬁer‘déd'uctible




Medical

Current Plan

8/14 MOU

In-Netwaork

Nane

0ut-o-i"-ﬁe;'wqu

in-Netwaork

“Out-of Network

Naone

Infertility

$20,000 per-family {combined
with prescription drugs and for
both in-network and out-of-
network); 100% covered after
deductible (5] precertification
requireg

both Insnetwork and out-of-
network); 80% covered after

required

$20,000 per family (combined | $20,000 per family {combined
with prescription drugs and for| with prescription drugs and for
bath in-network and out-of-
network); 90% covered after

deductible [5]; precertification| deductible [4] precertification

required

$20,000 pé:i"fa‘rﬁ‘iis}'{*wrnbined with
preseription drugs and for both in-
network and out-of-network); 70%

covered after deductible [4];
precertification required

Obesity

Covered for medically necessary treatment of clinical obesity

when pre-authorized by claims administrator. inciudes medically

necessary nutritional counseling when prescribad by physician,
up to $500 per year

Covered for medically necessary treatment of clinical obesity when pre-

authorized by ¢laims administrator. Includes medically necéssary

nutritional counseling when prescribed by physician, up to $500 peryear




Current Plan _ 9/14 MOU
in-Network Out-of-Network In-Network

Out-of-Network

Mental Health/Substance Abuse
Inpatient Mental Health  |100% covered after deductible is

100% covered after deductible] 90% covered after deductible 70% covered after deductible:

Care met; limited to 30 days; 80%  |is met; limited ta 30 days; 80% precﬁrﬁﬁﬁtion required
covered for additional days; covered for additional days;
precertification required precertification required;
Reasonable and Customary
limits apply
Outpatient Mental Health | 80% covered after deductible is | 80% covered after deductible | $20 copay (510 topay Medicare- 70% covered after deductible
Care met [3] is met; Reasonable and eligible)

Customary limits apply [3]

Inpatient Substance 100% covered after deductible is 100% covered after deductible 90% covered after deductible 70% tovered after deductible
‘Abuse Treatment met; limited to 60 days per | is met; limited to 60 days per
lifetime; limits combined in. and| lifetime; limits combined in-
out-of-network and inpatient and out-of-network and
and outpatient; each outpatient | inpatient and outpatient; each
Visit counts as one-half day outpatient visit counts as one-.
toward limit [3] half day toward limit;
Reasonable and Customary
limits apply [3]
Outpatient Substance 100% covered after deduchible Js 100% covered after deductible $20 copay {$10 copay Medicare: 70% covered after deductible |
Abuse Treatment | met; limited to 50 days per | is met; fimited to 60 days per eligible)
litetime; limits combined in- and lifetime; limits combined in-
out-of-network and inpatient and out-of-nétwork and

and autpatient; each outpatient | inpatient and outpatient; sach
visit counts as one-half day Cutpatientvisit ¢ounts as one-
toward limit [3] half day toward limit;
Reasonable and Customary
limits apply [3]




Other Services
| Durable Medical
Equipment

Current Plan

9/14 MOU

_ In-Network

- 80% covered of NNF [4] after

deductible

Dut-of-Network

Reasonable and Customary
limits apply

80% covered after deductible;

IH-NEI.??ér:k B Qut-of-Network

80% covered after deductible; 70% covered after deductible;
precertification required for items |precertification required for fterns over
over $5,000 $5,000

Ambulance Services

80% covered of NNF [4] after

'80% covered after deductible; |m 90% covered after deductible if an emargency

deductible Reasonable and Customary | 70% covered after deductible if non-emergency
limits apply
Prosthetic Devices 80% covered of NNF [4] after | 80% covered after deductible; | 80% covered after deducffble;‘ 70% covered after deductibile;
deductible Reasonable and Customary | précertification reguired for items [precertification required for items over
limits apply aver $5,000 85,000
tUrgent Care S15: copay $20 copay (310 copay Medicare-eligible)

Emergency Raom Care
Fpotnotes

Plan year (and is.a combination of all inpatient hospital stays,

[1] Torcalculate the 120-day limit, each day in a hospital counts
as a full day, each day in a skilled nursing faeility counts as.one
half-day, and each home health facility counts as orie half-day,

120-day limit is & cumulative number for all inpatient stays per

stays in @ skilled nursing facility and home hiealth-care visits).

[2] After 180 days, Up to an additional 45 daysimay be
althorlzed, as determined by the claims administrator.

[3] Note: Class Il Dependents and Sponsored Dependents are
not eligible for coverage for Substance Abuse or Qutpatient
Mental Health treatment

[4] Coinsurance applied to NNF or actual price if lower than NNE.
[S] Coverage includes advanced reproductive technology such as
GIFT, ZIFT and artificial Insemination

575 copay {525 copay Medicare-eligible); copay waived if'éd'm:i'ttad"'

[1] Contribution amounts assume $100 annual credit for completion of
HRA ahd $600 annual credit for non-tobacco User status.

|[2] Family amount can be any combination of family members but an
and each home health care visit counts as one-fifth of a day. The |individual would never satisfy motethan his/her own individual amount
[3] If newborn is not released with the mother a separate deductiblé and
cdinsurance applies
[4] Coverage includes advanced reproductive technelogy such as GIFT,
ZIFT and artificial insernination




New York New England HCN Side-by-Side—Current Plan and 9/14 MOU

beductible

Current Plan

_MOU 8/14/2012

In-Network Out-of-Network

None

|m 2015: $55/$110 [1]

In-Network Out-of-Network

w 2012 $30/$60 [1]
m 2013: $45/590 [1]
m 2014: $50/5100 [1]

ndividual $250 m 2013: $700
m 2014: $760
. B 2015: 5725
amily None N/A None 2.5x Individual [2]
ipspital None Deductible applies Nene Deductible applies
arryover '

None

‘harges Excluded From
ieductible

w Amounts pzid for in-network care

m Copays for visits to urgent care facilifies or emergency rooms

® Amounts payable when pre-admission testing is done on an inpatient
basis and the inpatient admission i$ considered not medically necessary
® Amounts payable for a covered surgery:when the surgery is
performed on an inpatient basis and is not considered medically
necessary

w Charges for services and supplies not covered by the Madical Plan

B Expenses for prescription drugs

m Charges that exceed R&C, NNF or other Medical Plar fimits

® Amounts paid for in-network care

w Flat dollar copays paid for medical care

= Amounts payable when pre-admission testing is done on an inpatient basis and
the inpatient admission is considered not medically necessary

® Amounts payable for a covered sufgery whefi the surgéry is performed on an
inpatient basis and is not considerad medically necessary

® Charges for services and supplies not covered by the Medical Plan

s Expenses for prescription drugs

u Charges that exceed MAA, NNF or other Medical Plan limits




ht~m‘-90cket Maximums (Calendar Year)

Current Plan

MOU 9/14/2012

In-Network Ou't-oféVNetwork

In-Network

Cut-of-Network

dividual $1,500 w 2013:%1,000
m 2014: 51,000
w 2015::51,050
Combined in- and out-of-netwark
. - $800 additional applied to out-of-network
Maximums are per individual per year; combined family max is not
amily applicable

2.5x Individual [2]

harges Excluded Fram Out-
f-Pocket Maximum

binsurance Based On:

w Copays for office visits, hospitai-charges, surgery, outpatient
laboratory tests and outpatient x-rays

u Copays for visits to urgent care facillties or emergenicy rooms

& Amounts paid to satisfy the deductible

® Charges for services.and supplies not covered by the Medical Plan
B Additional amotnts paid for not following precertification program
procedures

w Charges that exceed R&C, NNF or other Medical Plan limits

m Expenses for prescription drugs

Network Negotiated Fee (NNF) Reasonable and Customary

‘Charges (R&C)

m Flat dollar copays paid for medical care

m Charges for services and suppliesnot covered by the Medical Plan
m Additional amounts paid for not following precertification program
ftrocedures

® Charges that exceed MAA, NNF or other Medical Plan limits

B Expenses for prescription drugs

Maximum Allowed Amount

Network Negotiated Fee (NNF (MAA)




Dutpatient Treatment
Yoctors' Home or Dffice
lisits

Current Plan

MOU 9/14/2012

In-Network

815 copay (85 copay Medicare-
eligible)

Out-of-Network

 80% covered; after deductible:
. Reasonable and Custormary
limits apply

In-Network

$20 copay ($10 copay Medicare-
eligible) (PCP)/ $25 copay ($15

copay Medicare:eligible) (Specialist)

Qut-of-Network

70%. tovered after deductible

'reirentive Care

$15 copay (35 copay Medicare-
eligible)

80% covered, na deductible for
routine physical exams and
related tests; Reasonable and
Customary limits apply

100% covered; age and frequency
provisions of the Affordable Care
Act apply

B0% to‘v;eféd, o deductible; age and
frequency provisions of the Affordable Care
Act apply

outine Well-8aby and Well-
thild Care [Pediatric Exams)

515 copay {55 copay Medicare-
eligible)

80% cavered, ne deductible for
routine physical exams and
related tests; Reasonable:and
Custemary limitsiapply

100% coverad; age and frequency
provisions of the Affordable Care
Actapply

80% covered, no deductible; age and
frequency provisions of the Affordable Care
Act apply

rays and Lab Tests

108% covered: 515 copay (85 eé;:ééé
Medicars:eligible) if done in
nhvsician's office

80% covered; after deductible;
Reasonable and Customary
limits agplv

$20 copay (510 copay Medicare-
eligible)

70% covered after deductible

adiation Therapy / 100% covered hospital outpatient; $15| 80% covered) after deductible; | 90% covered hospital outpatient 70% covered after deductible;
hetiiatherapy / copay (S5 copay Medicare-eligible) if precertification reguired; facility; $20 copay ($10'copay precertification required
lectroshock Therapy / done in physician®s 6ffice Reasonable and Customary Medicare-gligible) if done in the

emnodialyvsis : i e s limits aoniy L physician's affice S Y _

hysical, Occupational and | 100% covéred; 515 co pay ($5 copay | 80% covered; after deductible; | 90% covered: $20 copay ($10 copay | 70% covered after deductible; number of
peech Therapy Medicare-gligible) for evaltations: number of visits based on

number of visits based on medical
necessity

medical hecessity; Reasonable
and Customary limits apply

Medicare-eligible) for evaluations;
number of visits based an medical
necessity

visits based on medical necessity

icensed Chiropractor

$15 copay (85 copay Medicare-
eligible); limited to $750 per calendar
year; limit combined in- and out-of-
network; $750 limit does not apply to
IBEW Local 827; maintenance services
fiot covered

80% covered after deductible; |
limited to $750 per calendar

ofsnetwork; $750 limit does not
apply to IBEW local 827;

maintenance services are not
covered; Reasanable and

vear; limit combined in- and out;

$20 copay ($10 copay Medicare-

eligible); number of visits based on

medical neesssity; limited to $750

percalendar year; limit combined in-

and out-of-network; malntamance
Services ot govered

70% covered after deductible; number of
visits based on medical necessity; limited to
$750 per calendar year; limit combined in-
and out-of-network; maintenance services
nat coverad




Current Plan

~ MOU 9/14/2012

In-Network

Out-of-Network

In-Network

‘Out-of-Network

lome Health Care

lospital Copay

100% covered; precertification
reguired; limited of 120 visits per plan |
year [1]

80% covered after deductible;
precertification required;
limited to 120 visits per plan
year [1]; Reasonable and
Customary limits apply

100% covered; piecertification
required; limited to 120 visits per
plan year [3]; lirnit combined in-and
out-of-network

70% covered after deductible;
precertification required: limited to 120
visits per plan.year [3]; limit combined in-
and out-of-network

None None - Nore None .
oom and Board 100% covered 80% covered after deductible; | 90% covered 70% covered after deductible;
precertification required; precertification required
Reasonable and Custémary
e s o - limits apnhy = i R -
wHospital Physicians Visits 100% covered 80% covered after deductible; 90% covered 70% covered after deductible
Reasonable and Customary
| limits apoly . — o
rays and Lab Tests 100% covered | 80% covered after deductible; 90% covered 70% vovered aftér deductible

Reasonable and Customary
limits applv

taternity Care (Pre/Post
atal)

- $15 copay ($5 copay Medicare-
eligible)—initial visit only

80% covered after deductible;
Reasonable and Customary
limits apply

$20 copay (510 capay Medicare-
eligible}—initial visit anly

70% covered after deductible

ewborn Baby Care

100% c‘ovefedz '

80% covered after deductible; |

Reasonable and Custoimary
limits apply

0% covered

70% covered after deductible

killed Nursing Facillties

100% covered; precertification
required; limited to 120 days per plan
year [1]

80% covered after deductible;
precertification required;
limited to 120 dzys per plan
year [1]; Reasonable and
Customary limits-apply

100% covered; precertification
required; limited to 120 days per
plan year [3]; limit combined in-and
out-of-netwark

70% covered after deductible;
precertification required; limited to 120
days per plan year [3} limit combined in-
and out-of-network

irthing Centers

100% covered

80% covered after deductible:
Reasonable and Customary
limits applv

90% covered

70% covered afterdeductible;
precertification required




Current Plan

MOU 9/14/2012

. In-Network

Out-of-Netwark

 In-Netwark

Out-of-Network

dospice Care

ﬁrééiy and Anesthesia
wecond Opinidns

100% covered; precertification

required; lifetime limit of 180 days, of |

which no more than 60 days may be
for inpatient Hospice Care [2]

100% covered; PCP referral required

| 80% covered after deductible;
precertification required;
lifetime fimit of 180 days, of
which no mare than 60 days
may be for inpatient Hosplce
Care [2]; Reasonable and
Customary limits epply

Not covered

'100%‘cci;ered;.precerﬁficati'on
required; fifetime limit of 180 days,
of which no more than 60 days may
be for inpatient Hospice Care [4]

520 copay (510 copay Medicare-
eligible) (PCP) / 525 copay (515
topay Medicare-elidible) (Specialist)

70% covered after deductible;
precertification required; lifetime limit of
180 days, of which no more'than 60 days

may be for inpatient Hospice Care [4]

Not covered

nﬁatien‘t Surgery

100% covered; precertification
required

80% covered after deductible;

precertification required [4);
Reasonable and Customary
lirits snniy .

90% covered; precertification
required

70% covered after deductible;
precertification required

Jutpatient Surgery

100% covered hospital outpatient: $15

copay ($5 copay Medicare-eligible) if
donein physician’s office

80% covered after deductible;
precertification requled;
Reasonable and Customary

90% covered; $20";:r3'pay (éld copay
Medicare-eligible) (PCP) / $25 copay
{$15 copay Medicare-eligible)

70% covered after deductible;
precertification required

limits apply (Specialist) if done in the physician’s
_ - office o
inesthesia 100% covered 80% covered after deductible: 90% covered F0% covered after deductible
Reasonable and Customary

fMedical

Noneg

None

Wertility

$20,000 per family {combined with
prescription drugs); 100% covered [6];
precertification reguired

Not covered

$20,000 per family (combined with
prescription drugs); 90% covered [5]
precertification required

Not covered

thasity

Notcovered except $500 anriual
miaximum per participant for

nutritional counseling

Mot covered

Not covered except '$500 annual
maximum per participant for

nutritional counseling

Not covered




patient Mental Health
are

ental Health/Substance Ahuse

Current Plan

MOU 9/14/2012

In-Network

100% covered; precertification
required

Out-of-Network

80% covered after deductible;
precertification required;
Reasonable and Customary
limnits anofy [51

in-Network

- 90% covered

Out-of-Network
70% covered after deductible;
precertification required

lutpatient Mental Health
are

515 copay (85 copay Medicare-
eligible) [3]

| 80% covered after deductible;

$20 copay ($10 copay Medicare-

70% covered after deductible

Reasonable and Customary eligible)
. limits apply [3] :
1patient Substance Abuse | 100% covered; limited to 60 days per | 80% covered after deductible 90% tovered 70% covered after deductible;
reatment lifetime; limits combined in-and out- | limited to 60 days per lifetime; precertification reguired
of-network and inpatient and limits combined in- and out-of:
outpatient; each outpatient visit network:and inpatient and
counts as one-half day toward limit [3]| outpatient;each outpatient
visit colnts as one-half day
toward limit; Reasonable and
Customary limits-apply (3]
lutpatient Substance 515 copay ($5 copay Medicare-

buse Treatment

eligible); limited to 60 days per

| lifetime; limits combined i~ and out-
 ef-network and inpatient and
outpatient; each outpatient visit

counts as one-half day toward limis [3] |

80% covered after deductible;
limited to 60 days per lifetime;
limits combined in-and out-of-
network and inpatient and
oufpatient; each outpatient
visit:counts as one-half day
toward limit; Reasonable and
Customary limits apply [3]

520 copay (510 copay Medicare-
gligible)

70%: covered after deductible




Dther Services
)urable Medical Equipment

Current Plan

MOU 8/14/2012

‘In-Network Out-of-Network

100% cavered 80% covered after deductible;
Reasonable and Customary

limits apoly

In-Network

Out-of-Network _7

90% covered; precertification
required for items over 55,000

- 70% covered after deductible;
precertification reguited for items over
55,000

:mbulance Services

s 100% covered emergency use
& 30% covered; Reasonable and Custom ary limits apply forother
covered ambulance services

m 30% covered if an emergency

= 80% covered if non-emergenicy

rosthetic Devices

100% covered 80% covered after deductible

50% covered; precertification
required for items over $5,000

70% covered after deductible;
precertification required for items over
35,000

lrgent Care - $15 copay $20 cop__ay;(S%ﬁlfco-pay Medicare-eligible)
mergency Room Care $25 copay; copay waived if admitted $75 copay ($25 copay Medicare-eligible); copay walved if admitted

[1] Every day in a skilled nursing facility will count as one half day, every
five ame health care visits will count as one day

[2] After 180 days, up to.an additional 45 days'may be authorized, as
éétermiﬁed by the claimsadministrator.

[3] Note: Class Il Dependents and Sponsared Dependents are not
eligible for coverage for Substance Abuse:and Outpatient Mental Health|
treatment.

4] For.certain surgical procedures and associated x-ray, lab and other
expenses, if the procedure is performed on an inpatient basis andthe
inpatient admission is not medically necessary, the Plan pays 60%
covered of the NNF, subject to the deductible, and the of-pocket
expense maximum.

(5] For IBEW-represented associates: Out-of-netwaork Inpatient mental
health care is limited to 30 days per covered person, per Plati year.

[6] Coverage inclides advanced reproductive technology such as GIFT,
ZIFT and artificial insemination

[1] Contribution amounts assume $100 annual credit for completion of HRA and
$600 annual credit for npn-tobacco user status

[2] Family amount can be any combination of family members but an individual
would never satisfy mare than his/her own individual amount

[3] Every day In a skilled nursing facility will count as one half day, every five
fiome health care visits will count 25 one day

[4] After 180 days, up to an additional 45 days may be authorized, as:determined
by the claims admjnistrator,

[5] Caverage includes advanced reproductive technology such as GIFT, ZIFT and
artificial insemination




Contributions

NYNE MEP Health Care PPO (MEP HCP) Side- by~81de-~Cempany Proposals

m 2012 $32.50/$75/5115 B 2012 $30/$60:
m 2013 335/580.85/5125 ®m 2013: $45/5901
= 2014: $37.50/5B7.50/8125: m 2014: $50/3100+
® 2015; no proposal m 2015 $55/81101
Ihdividual $1,000 {m 2013: $400
8 2014: $450
W 2015 3475
# Retirees: based on retirement date
m Retired on or afier January 1, 2013: same as atlive
Cornbined in- and out-af-network
® 2013 $250
m 2014: §250
L m 2015: $250
B Additional appiied to out-of-
nebwork
Family u 3,0000 ® 2.5 Individual 2 = 2.5 Individual 2
Haospital {Deductible applies | Deductible applies || Deductible applies Dedtetible applies
Carryover |Expenses applied during Octobier, November or
| December also apply to the: ﬁext year's deducﬁbla




Charges Excluded
From Deductible

] Out-o-Pc;;ke_t Ma.xti.:ms {Calendaf

m Copays for office visits

i Copays for visits to urgent care fasilities or emergency rooms
m Charges paid for failure to follow precertification procedures
® Expenses for prescription drugs

m Charges paid for non-covered services and supplies

m Charges in excess. of, MAA;, NNF, ar other Medical

Plan limits

® Amolints for LASIK services

& Flat dollar copays paid for miedical care

= Copays for visits to urgent cara facilities or emergency rooms
& Charges paid for failure to follow pretertification procédires:

| Expenses for preseription drugs:

B Charges paid for non-covered services and supplies

m Charges in excess of MAA, NNF, or other Medical

Plan limits

m Amounts for LASIK sérvices

Individual 2,000 m 2013: $1,060
m 2014: $1,100
m 2015; $1,150
Comnbined in-and out-of-network
u 2013: $950
B 2014: $900
£ = ® 2015: $900
Additional-applied to out- of-
netwdik
Family 6.0007 2 5x Individualz




Charges Excluded From Out-of-Pockat
Maximum

Coinsurance Based On:

Qutpatient Treatment
Doctors’ Home or
Office Visits.

w Gapays for Office Visite
maximums

Flan

program procedures

Plan limits

B Amounts for LASIK services

Network Negotiated Fee
(NNF)

| $15.capay - 80% covered after
deductible home visits

m Charges inexcess of gbesily annual and infertility lifetime

® Charges for servites and supplies nat coversd by the Medical
m Additional amounts paid for not following precertification

# Charges thatexceed MAA, NNF or ather Medical

& Experises for prescription drugs

Maximum Allowsd
Ammount (MAA)Y

maximums
Plan
program proceduras

Plan limits

m Amounts for LASIK serviéss

Network Negotiated Fes
{NNF)

$20 copay ($10 copay
Medicare-eligible)

m Flatdoliar copays paid for medical care
2 Charges in excess of obesity annual and infertility lifetime

m Charges for services and supplies not covered by the Medical
m Additional amounis paid for not following pracertification
® Charges fhat axceed MAA, NNF ar other Medical

w Expenses for prescription drugs

Maximum Allowed
Amaunt (MAA)

70% covered after deductible

Preventive Care

100% covered, no deductible;

160% c_éﬁéfed. no deductible;

i 100% covered, np deductible;
ags @nd frequency provisions of
the Affordable Care Act applies

100% covered, no deductible;
age and frequency provisions of
the Affordable Care Act applies

Rautine Well-Baby and Well-Child Care
(Pediatric Exams)

100% covered, nodeductible:
age and frequency provisions of
the Affordable Care Act applies

100% covered, no deductible.
zge and frequency provisions of
the Affordable Gare Act apolies

10@% covered, no deductibie;
age and frequency provisions: of
the Affordable Care Act applies

100% covered, na deductible;
age and frequency provisions of
the Affordable Care Act applies




$1"5?76apay

60% covere'c'l after déductibla

Electroshock Therapy/ Hemodialysis

outpatient facility; $15 copay if
dene in the physician's office

X rays-and Lab Tests $20 copay {310 copay 70% covered after deductible’
_ _ , _ _ ‘ _ Medicare-efigibie) )
Radiation Therapy/ Chemotherapy/ 80% covered, after deductible |60% covered after deductible 90% covered afier deductible |70% eavered after deductible

outpatient facility; $20 copay
(310 copay Medicare-sligible if
done'in physician’s office

Physical, Occupational and Speech
Therapy

80% covered affer

calendar year

{deductible;$15 copy for provider
charges;Limited to 30 visits per:

ﬁﬂ%cove red after deductible;
riumber of visits based on
medlcal necessity

"B0% covered afiar deductible;
nurmber of visits based on
medical necassity

70% covemaiéﬁér,&edﬁﬁ%é
numberof visits based on
medical necessity

Licensed Chiropractor

i{om@uﬁe‘alth Care

Inpatient Hospital Service

$15 copay, limited to 12 visits
per calendar year) limits
combined in and out of network

limited to 52 visits per calendar
yedar

B0% tovered after deductible;.
limitéd to 12 visits per calendar
year;limits combined In and out
| of network

60% covered, no'deductible;
preceification required

80% covered affer deductible;
limited to
B0 visits per calendar year (not
to exceed 1 visit per day): limit
combined in- and out-of-
network

100% covered, no deductible;
precertification required

$20 copay plus difference
between $92 flat fee and cost of
service; limited to
60 visits per calendar year (not t
o exceed 1 visit per day); fimitc
ombined in- and out-of-network

70% covered after deductible;
precertification required

Visits

Hospital Copay None I ‘None ~ None None

Room and Board B0% covered, afterdeductible | 60% covered after deductible; [90% covered affer deductible | 70% covered aftér deductible; |
preceriification required

In-Hospital Physician!s SD%cc-versd; after deductible |60% covered, after deductible  |90% covered afer deductible  |70% covered after deductible

X raysand Lab Tests

0% covered, after deductible

60% covered, after deductible

90% coverad after deductible

70% cavered after deductible

Matémity Care
(Pre/Post Natal)

1515 copay ($10 ; initial visit anly

60% covefed, sfier deductible

520 copay ($10 copay Méd_icare« 70% covered after deductible

eligible)—initial visit-only

Newborn Baby Care

90% cova'réd, after deducible

"[BG% covered, after deductible

90% covered after deductibles

70% covered after deductibles

Skillad- Nursing
Facilities '

| O covared, o Se

precertification reguired

precertification required

B0% coverted, after deductible: |

100% covered, no deductitle,
precertification required

70% covered after deductible;
precertification required

Birthing Centers

80% covered, after deductible

80% covered, after deductible;
precertification required

90% covered after deductible

70% covered after deductible;
precertification required




Hospice Care 100% covered, no deductible;, | B0% covered, after deductitle; | 100% cavered, no deduchible; | 70% covered after deductible;
precertification required precertification required: precerification required precertification requirad
Secend Opinions $15 copay B0% covered, after deductible $20 copay (310.copay 70% covered after deductible
................ Medicare-eligible

Inpatient Surgaty

=

ééﬁpéﬁlenf-s ;u'.gry '

1 Sﬁf"}%mvered, after deducﬂble;
precertification required

80% covered, after deductible |
outpatient facility; $15 copay if
done in the: physician's office

60% covered, after deductibla:
preceriification required

covere

90% covered after deductible;
precertification required

90% covered, after deductible
outpatient facility; $20 copay
{510 copay Medicars-gligible) if
done in the physician's office

70% covered after deductible;
precertification required

e P

Obesity

Mental HealthiSubstance Abuse
Inpatient Mental Health
Oarél

80% covered, after deductible

60% covered, after deductible;
precarification required

Anesthasia 80% coverad, after deductible  [60% covered, after deductible  |90% covered after deductible  [70% covered after deductible
Lifatime Maximum
Medical , Nane. None o
Infertility $15,000 per family (combined | $20,000 per family (combined | $20,000 per family (combined | $20,000 per family.(combined.
with preseription driigs and for | with prescription drugs aad for | with prescription drugs and‘for: | with prescription drugs and for
bath in-natwork and out-of- both in~network and out-of- both in-hetwork and outof- both in-nefwerk and out-of-
network); 50% network); 50% coverad after network), 90% netwark);, 70%
covered after deductibles deductibles; covered after deductibles covéred after deductibles:
precertification required precertification required. precartification reguired precertiﬁcatiﬁn required
Notia Not covered except medically necessary nufritional counseling

prescribed by a doclor and furnished by & licensed dietician of
nutritionist up to $500 & year

90% covered after deductible;

70%.covered affer deductibl




Oulpatient Mental
Health Care

$15 copay

B0% covered after deductible

520 copay ($10 copay
Medicare-eligible)

70% covered after deductible

Inpatient Substance '
Apuse Treatment

i

Abuse Treatment

Othe Services
Durable Medical
Equipment

Outpatient Substance

éﬂ% covered, after deductible

“$i5c0pay

| '80% covered after deductible;
precertification required for

B0% covered after deductible

i
g = e
R

B0% covered after deductible

60% covered dfter deductible;
precertificition required for

190% covered-afier deductible

~$20 cpay ($10 copay
Medicare-eligible)

80% covered after deductible;
precertification regtired for

70% covered after deductible

[70% covered after deductible

70% covered afier deductible;
precertification required for

items over $5,000 items over $5,000 items over $5,000 ftems over $5,060

Ambulance Services 80% covered after 60% covered after m'90% covered-affer deductible if an emergency
deductible deductible W 70% after deductible if non-smergency
Prosthetic Devices 80% covered after deductible; | 80% covered after deductible; | 80% covered after deduciible; | 70% covered after deductible:.
precertification required for precertification required for precettification required for precertification required for

iterns over $5,000 items over $5,000 ‘itemns over $5,000 items over $5,000
Urgent Care . ' _ $100 copéy B 1820 copay (310 copay Medicare-aligible), '
[Emergency Room Care $200 copay ; copay waived if adifitted

575 copay ($25 copay Medicare-eligible); copay waived if
Jadmitted T




1Contribution amounts assume $100 annual credit for completion
of HRA and $600-annual credit for non-

tobaceo user status.

2 Family amount can be any combination of family members but
an individual would naver satisfy more than his/her own. individual
amoupnt

iCaverage includes advancad reproductive tschnology such as
GIFT, ZIFT and artificial

inseémination

1Gontribution amounts assume $100 annual credit for completion
of HRA and $600 annual credit for non-

tobacco user statis.

2Family amount can be any combination of family members but
an individual would never satisfy more than hisfher own individual
amount )

sCoverage includes advanced reproductive technolegy such as
GIFT, ZIFT and artificial

insemination )

Af newborn is not released with the mother:a séparate:deductible
and:cainsutance applies




New York New England Prescription Drug Side-by-Side

Supply—therapy for upto

30 days

B Current Plan 9/14 MOU _

_ In-Network Qut-of-Natwork In-Network ' Out-of-Network
Annual Retail Deductible ' '
B Applies per persan per calendar year -
- Generic Drugs None $50 combined for generic None 550 combined for generic
- Brand Name Drugs Nomne and brand drugs None and brand drugs
Maximum Benefit Per Calendar Year None Nona None None
Life ime Maximum Benefit Nong None Norne None
An al Out-of-Pocket Maximum (per persans '

None

30 days 20 days " 30 days
Basis for Out-of-Netwark Cost_ ~ Not applicablé Not applicable Not applicable Not applicable
Patient Copays
& Applies to; Original Rx and refills QOriginal Rx:and refills Origipal Rx and refills. Orlginal Rx and refills
= Generic Drugs o

u 15% of DNP
s Maximum $25/Rx

® 15% of retail cost

w Maximum $25/Rx
i Deductible applies
1@ Pay full cost, then file glaim

DNP

m 2014: Lower of $8 copay or
DNP

B 2015: Lower of $9 copay or
DNE

B 50% of DNP cost for
maintenance drugs after 3
fills

® 2013: Lower of $8 copay or.

= 30% of DNP cost plus 100%
of the difference betweern
the retail cost and the DNP

® Deductible applies

m 50% of DNP c¢ost for
maintenance drugs after 3

fills

m Pay full cost, then file claim




_ Current Plan 9/14 MoOU -
_ In-Network i Out-of-Network In-Network ___Out-of:Network
= Brand Name Drugs - Single Source and Multl- |= N/A w N/A ® 30% of DNP w 40% of DNP cost plus 100%
Source (Applies te Associates and Pre-Medicare ' Maximum of the cost difference
Retirees) ~2013: $25/Rx betweern the retail cost and
- 2014: $25/Rx the DNP
2015 & beyond: increases |m Deductible applies
6% per year m 30% of PNP plus cost
m Cost difference between difference between generic
generic and brand cost when [and brand cost when generic
generic equivalent is equivalent is available [1)
avallable (Rx maximum does |m 50% of DNP cost for
not apply) [1] maintenance drugs after 3
w 50% of DNP cost for fills
maintenance drugsafter 3 |m Pay full cost, ther file claim
fills (Rx maximum does not
w Single Source Brand Name Drugs (Applies to |w N/A u N/A w 30% of DNP ® 40% of DNP cost plus 100%
Medicare Retirees only) m Maximum: of the ¢ost difference
- 2013:'525/Rx between the retail cost and
~2014: $25/Rx the DNP
- 2015 & beyond!increases |m Deductible applies
B% per year m 50% of DNP cost for
® 50% of DNP cost for maintenance drugs after3
mairmtenance drugs after 3. |fills
fills (Rx maximum does not | Pay'full cost, then file claim
® Multi-Source Brand Name Drugs (Appliestc  |m N/A u N/A | m 40% of DNP m 40% of DNP cost plus 100%
Medicare Retirees only) w Maximuom: of the cost difference
- 2013:S30/Rx between the retail cost and
- 20142 $30/Rx the DNP
- 2015 830/Rx m Deductible applies
ti 50% of DNP cost for & 50% of DNP cost far
maintenance drugs after3  |maintenarnce drugsafter 3
fills (Rx maximum does not  |fills
apply) = Pay full cost, then file claim




" Current Plan

9/14 MOU

= Multi-Source Brand Name Drugs

= Maximum $55/Rx

m Maximur $55/8x
® Deductible applies
w Pay full cost, then file claim

- In-Network Out-of-Network __In-Network ~ Dut-of-Network
® Single-Source Brand Name Drugs | 20% of DNP o B 20% of retall cost wN/A m N/A
# Maximurm $40/Rx ® Maximum $45/Rx
= Deductible applies
®m Pay full cost, then file claim
Patient Copays = 30% of DNP | = 30% of retail cost B NA w N/A

Mail Order
Qut-of-Pocket Maximum

m [t physician prescribes DAW, the multi-source brang
name drug copay willapply,

S400

2013 - $600 [1]
2014 - 5700 [1)
2015 -$700 (1)

Suppiv-therzapv‘gf'.qrmﬁ to

50 days

S0 days

Patient Copays
® Generic Drugs

DHP

m Lower 6f S8 copay or

® 2013; Lower of $16 copay
or DNP
w 2014: Lower of $16 copay
or DNP
m 2015: Lower of $18 ¢copay

& Branid Name Drugs - Single Source and Multi-
Source (Applies to Assoclates and Pre-Medicare
Retirges)

= /A

il lol
'w 30% of DNP

B Maximum

- 2013: S50/Rx

- 2014: $50/Rx

- 2015 & beyond:intraases
6% per year

|m Cost difference between

generic and brand cost when
generic equivalent is
available (Rx maximum does

3




Current Plan ) " 8/14 MOU

in-N éw}ork Out-of-Network In-Networlk 0&3—@&8'&@&*

= Single Source Brand Name Drugs (Appliesto |m N/A — u 30% of DNP —
|Medicare Retirees only) w Maximum;:

- 20132 $50/Rx

~ 2014: 550/Rx

= 2015 & beyond: ifcreases

£ES% narcsaar




Current Plan 9/14MOU

N _ In-Network Out‘of-:ﬁe'twc"rk lnéNEt-work Out-of-Network
w Multi-Source Brand Name Drugs (Appliesto  |m N/A - = 40% of DNP —
Medicare Retirees only) w Maximum:
- 2013: $60/Rx

- 2014: S60/Rx
=2075: SRO/Ry

= Single-Source Brand Name Drugs m Lower of $17 ‘ﬁopéy or - [m /A T —
® Multi-Source Brand Name Drugs ® Lower of $25 copay or = u N/A ' -
DNP

= |f phiysician prescribes
DAW, the multi-source
brand name drug copay

will.apply

Faotnotes

e DelWeEN a brand

ot count towards

rgesinclirred-aueto the arere
name drug and a generic alternative will
the masimum,

[2] Does not apply for brand names where there i€ a
generic equivalent and the employee's doctor certifies that
the employee is medically unable to take the generic
version of the medication




Verizon New York / New England Wage and Health Care Caleulation

Administrative Assistant (AA), Weekly Wage: $1,020.50

HCN

New Wage Doliars

HRA Payments

New Health Care Dellars
Total New Dollars

MEP PPO

New Wage Dollars

HRA Payments

New Health Care Dollars
Total New Daollars

Operator, Weekly Wage: $1,022.50

HCN

New Wage Dollars

HRA Payments

New Health Care Dollars
Total New Dallars

MEPR PPO

New Wage Dallars

HRA Payments

New Health Care Dollars
Total New Dallars

Representative, Weekly Wage: $1,262.50

HCN

New Wage Dellars

HRA Payments

New Health Care Dollars

Total New Dollars

2012 2013 2014, 2015  Total
$298  $1,817  $3,384 84,353 59,858
$0 $850 S50 50 $850
-553 51,993  -$2,177 52,378  -$6,601
$245 $673 $1,207  $1,981  $4,107
2012 2013 2014 2015 Total
$298 $1,817  $3,384  $4,359  $9,858
$0 $850 $0 S0 5850
-§51 52,104 -52,295  -$2,502  -$6,951
5248 5563 $1,080 51,856  $3,756
2012 2013 2014 2015 Total
$299  $1,820  $3,391  $4,367  $9,877
S0 $850 30 50 $850
-$53 51,993  -$2,177  -$2,378  -$6,601
$246 $677 $1,213  $1,990 $4,126
2012 2013 2014 2015 Total
$299 31,820 $3,391 %4367 59,877
50 $850 $0 S0 $850
-$51 52,104  -$2,295 82,502  -$6,951
$249 $566 $1,096 51,865  $3,776
2012 2013 2014 2015 Total
$369 %2247  $4,187  $5392  $12,196
50 $850 50 50 $850
-853 -$1,993 82,177 52,378  -%6,601
$316 54,104 52,009 33,015  $6,444




MEP PPO

New Wage Dollars

HRA Payments

New Health Care Dollars
Total New Dollars

C5A, Weekly Wage: $1,284.00

HCN

New Wage Dollars

HRA Payments

few Health Care Dollars
Totzl New Dollars

MEP PPO

New Wage Dollars

HRA Payments

New Health Care Dollars
Tatal New Dollars

Field Tech / COT, Weekly Wage: $1,491.50

HCN

New Wage Dollars

New Health Care Dollars
Total New Dollars

MEP PPO

New Wage Dallars

HRA Payments

New Health Care Dollars
Total New Dollars

2012 2013 2014 2015 Total
$369 $2,247 54,187 55,392  $12,196
S0 850 50 $0 S850
-$51 -$2,104 82,295 52,502  -5$6,951
$319 $994 $1,892 52,850  $6,094
2012 2013 2014 2015 Total
$376  $2,286 4,258  $5484  $12,403
50 4850 S0 50 5850
-$53 -$1,993 82,177 52,378 56,601
$322 $1,143 $2,081 $3,107 $6,652
2012 2013 2014 2015 Total
$376 $2,286 $4,258 $5,484 512,403
50 $850 SO S0 5850
-551 -62,104  -52,285 -$2,502  -$5,951
$325 $1,032 51,963 52,982 $6,302.
2012 2013 2014 2015 Total
$436 $2,655 $4,946 $6,370 514,408
50 $850 $0 50 $850
-5$53 -$1,993  -32,177 52,378  -56,601
$383 $1,512 $2,769 $3,993 8,656
2012 2013 26014 2015 Total
$436 82,655  $4,946  $6,370  $14,408
50 5850 $0 $0 $850
-$51 82,104  -$2,295  :$2,502  -56,951
5386 $1,401 $2,651 $3,868 $8,306
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