
In-Network:  $250  individual/$500  family.
Deductible does not apply to preventive care,
certain diabetic services, and prescription
drugs.

No.

Yes. In-Network  $7,150  individual/$14,300 
family.

Premiums, balance-billed charges, and health
care this plan doesn't cover.

No.

No. You don't need a referral to see a  
specialist.

Yes. See   www.cdphp.com  
or call 1-877-269-2134  
for a list of participating  providers. 

Individual + Family

UBI : Embrace Health EPO Copayment 221 Gold

You must pay all the costs up to the  deductible amount before this plan begins to
pay for covered services you use. Check your policy or plan document to see
when the  deductible starts over (usually, but not always, January 1st). See the
chart starting on page 2 for how much you pay for covered services after you
meet the  deductible.

You don't have to meet  deductibles for specific services, but see the chart starting
on page 2 for other costs for services this plan covers.

The  out-of-pocket limit is the most you could pay during a coverage period
(usually one year) for your share of the cost of covered services. This limit helps
you plan for health care expenses.

Even though you pay these expenses, they don't count toward the  out-of-pocket
limit.

The chart starting on page 2 describes any limits on what the plan will pay for
specific covered services, such as office visits.

If you use an in-network doctor or health care  provider, this plan will pay some or
all of the costs of covered services. Be aware, your in-network doctor or hospital
may use an out-of-network  provider   for some services. Plans use the term in-
network,  preferred, or participating for  providers  in their  network. See the chart
starting on page 2 for how this plan pays different kinds of  providers.

You can see the  specialist you choose without permission from this plan.

EPO

www.cdphp.com1-877-269-2134
www.cdphp.com

1-877-269-2134

www.cdphp.com/contracts or by calling 1-877-269-2134

PROSPECT

01/01/2017 - 12/31/2017

Yes.

or call 1-877-269-2134. *Your Embrace Health plan includes a bonus account to fund IRS qualified expenses.



$30 co-pay/visit Not Covered None.

Prior authorization required for sleep study(including
apnea).Not Covered$50 co-pay/visit

$50 co-pay/visit for
chiropractor and
acupuncturist

Not Covered Acupuncture is limited to 10 visits per benefit period.

None.Not CoveredNo Charge

$50 co-pay/visit Not Covered

Cost sharing waived for blood work when performed at a
designated laboratory and waived for x-ray services when
performed at preferred center. Prior Authorization is
required for Genetic Testing and High-Tech Radiology.

$50 co-pay/visit Not Covered Copayment waived if performed at a preferred center. Prior
authorization required for high-tech imaging and services.
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$1,000 co-pay/visit Not Covered Prior authorization required for continuous confinement
services and inpatient stays.

Secure authorization before bariatric surgery or you may
owe an additional 50% payment.Not CoveredNo Charge

$30 co-pay/visit Not Covered None.

None.Not Covered$1,000 co-pay/visit

$30 co-pay/visit Not Covered Up to 20 visits a plan year may be used for Family
Counseling.

None.Not Covered$1,000 co-pay/visit

No Charge Not Covered None.

$1,000 co-pay/visit Not Covered None.
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$30 co-pay/visit Not Covered

Limited to 40 visits per plan year. If you do not secure
authorization before receiving care, you can be held
responsible for an additional payment of 50% of the allowed
amount, up to $500 per service, in addition to your usual
cost-share.

$1,000 co-pay/visit Not Covered

60 consecutive inpatient days per plan year for PT/OT/ST
services. Secure authorization before receiving care, or you
may be responsible for additional payments of 50% of the
allowed amount (up to $500 per service), in addition to cost-
share.
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$50 co-pay/visit Not Covered

60 consecutive inpatient days per plan year for PT/OT/ST
services. Secure authorization before receiving care, or you
may be responsible for additional payments of 50% of the
allowed amount (up to $500 per service), in addition to cost-
share.

$1,000 co-pay/visit Not Covered

Coverage for 365 days per plan year. If you do not secure
authorization before receiving care, you can be held
responsible for an additional payment of 50% of the allowed
amount, up to $500 per service, in addition to your usual
cost-share.

50% co-insurance Not Covered

Limited to 1 prosthetic device, per limb, per lifetime, with
repairs. Orthotics and shoe inserts are not covered. Durable
medical equipment that is rented, repaired, replaced or costs
more than $500 requires prior authorization before receiving
care, otherwise penalty applies (see contract for details).
Prior authorization also required for LVADs.

$1,000 co-pay/visit Not Covered Limited to 210 days per plan year.

Preventive Dental is not covered under your medical
benefits.Not CoveredNot Covered

$30 co-pay/visit Not Covered One child routine eye exam per benefit period

50% co-insurance Not Covered Coverage is limited to "Standard" eyeglasses for children.
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If you need help
recovering or

have other
special health

needs
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• Cosmetic surgery  
• Dental care (Adult)  
• Dental checkup  
• Long term care  
• Non-emergency care when traveling outside the
U.S.  
• Private-duty nursing  

• Routine foot care  

• Acupuncture (Limits Apply)  
• Bariatric surgery (Limits Apply)  
• Chiropractic care  

• Hearing aids  
• Infertility treatment (21-44 years old)  
• Routine eye care (Adult)  

• Weight loss programs (Limits Apply)  



If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to
keep health coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than
the premium you pay while covered under the plan. Other limitations on your rights to continue coverage may also apply. For more information on
your rights to continue coverage, contact the plan at 1-877-269-2134.  

You may also contact your state insurance department, the U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-
3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.  

1-877-269-2134
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Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as "minimum essential coverage."  

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value).  This health
coverage meets the minimum value standard for the benefits it provides.

Does this Coverage Meet the Minimum Value Standard?

www.dfs.ny.gov

http://www.communityhealthadvocates.org



$0

$0
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$1,240

$0
$990
$250

$1,326

$0
$1,076
$250

: $1,240
: $4,160

: $1,326
: $6,214
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