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CHI LD HEALTH | NSURANCE PLAN M NI MUM
BENEFI TS PACKAGE
(No Pre-existing Condition Limtations Permtted)

General Coverage Scope of Coverage Level of Coverage Copay
Pedi atric Heal th VWell child care visits in I ncludes all services No
Pronption Visits. accordance with visitation related to visits. dec

1 1
1 1
| |
i Includes inmunizations,|]
i well child care, health]
| education, tuberculin

| testing (mantoux), |
i hearing testing, |
i dental and devel op- |
i mental screening, |
i clinical |aboratory |
i and radi ol ogi cal |
| tests, and eye |
| screening. '
| |
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1

schedul e established by

Ameri can Acadeny of Pediatrics,
and the New York State Depart-
ment of Health recomended

i mmuni zati on schedul e.



General Coverage

CHI LD HEALTH | NSURANCE PLAN M NI MUM
BENEFI TS PACKAGE
(No Pre-existing Condition Limtations Permtted)

Scope of Coverage

Level of Coverage

Qut patient visits
for the diagnosis
and treatnent of
al cohol i sm and
subst ance abuse.

Prescription Drugs
and | nsulin.

Servi ces nust be provided by
certified and/or licensed
pr of essi onal s.

Prescription nedications
must be authorized by a

prof essional licensed to
wite prescriptions. The

i nsurer may subcontract with
a provider network for the
provi sion of these services.

Provi de at |east 60
outpatient visits per
year. A m ni mum of 20
of the 60 visits may
be used for famly
therapy visits rel ated
to the al cohol abuse.

Prescriptions nust be
medi cal | y necessary.
May be linmited to
generic nedications
where nedical ly
acceptable. All

medi cati ons used for
preventive and

t her apeuti c purposes
will be covered.
Vitam n coverage need
not be nandated except
when necessary to
treat a di agnosed
illness or condition.

$1.
pre

for
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CHI LD HEALTH | NSURANCE PLAN M NI MUM
BENEFI TS PACKAGE
(No Pre-existing Condition Limtations Permtted)

General Coverage Scope of Coverage Level of Coverage Copay
Di agnostic and Prescri bed anbul atory No Iimtations. No
Laboratory Tests. clinical |aboratory tests dec

and di agnostic x-rays. The

i nsurer may subcontract with

a provider network for the

provi sion of these services.
Ther apeutic Anbul atory radiation No Iimtations. These No
Servi ces. t herapy, chenot herapy, t her api es must be dec

1 1 1
1 1 1
1 1 1
1 1 1
1 1 1
1 1 1
1 1 1
1 1 1
1 1 1
1 1 1
1 1 1
1 1 1
1 1 1
1 1 1
1 1 1
1 1 1
1 1 1
1 1 1
1 1 1
1 1 1
| | |
| henodi al ysis. 1njections i medically necessary

| and nedi cati ons provided i and under the super-

| at tinme of therapy (i.e., i vision or referral |
| chenot herapy) will also be i of a licensed |
| cover ed. i physician. Short |
| | term physical and |
| | occupational therapies
| i will be covered when |
| i ordered by a physician.
| i No procedure or |
| | service considered |
| | experinmental will be |
| | reinbursed. |
1 1 1
1 1 1



CHI LD HEALTH | NSURANCE PLAN M NI MUM
BENEFI TS PACKAGE
(No Pre-existing Condition Limtations Permtted)

General Coverage Scope of Coverage Level of Coverage Copay

Pr of essi onal Provi des services on anbulatory] No limtations. | No

Services for basis by a covered provider I ncl udes wound dressi ng| dec

Di agnosi s and for nmedically necessary and casts to immobilize

Treatnent of I|Il1ness di agnosi s and treatnent of fractures for the |

and | njury. si ckness and injury and ot her i medi at e treat nent
conditions. Includes all of the nedical |
services related to visits. condition. Injections
Pr of essi onal services are and nedi cations |
provi ded on outpatient basis. provided at the tine of]
the office visit or |
therapy will be |
cover ed. |
"Qut patient surgery |
procedures perfornmed" |
within the provider's |
office will be covered
as well as "anbulatory |
surgery procedures" |
whi ch may be perforned |
in a hospital - based |
anbul atory surgery |
service or a freestand-|
i ng anbul atory surgery
center. The utiliza- |
tion review process |
must ensure that the |
anbul atory surgery is |
appropriately provided. |

1
1



CHI LD HEALTH | NSURANCE PLAN M NI MUM
BENEFI TS PACKAGE
(No Pre-existing Condition Limtations Permtted)

General Coverage Scope of Coverage Level of Coverage Copay

Ener gency Medi cal i For sudden and unexpected i No limtations. ' A g

Servi ces i illnesses and acci dental | | my
i injuries. The nedical condition] | ent
i must be of such a nature that | | was
i failure to render i mediate | | dit
i care could reasonably result | | not
i in deterioration where the | | gu
| patient's life would be in | | in
| jeopardy or serious inpairnent | | cov
i to bodily functions would occur. | | cor
i Accidents nust be treated within] | wali
i 72 hours of injury. Certified | | mec
i and licensed facilities nmust be | | ave
| used. | | ent
| | i the
| | 1 sit
| | 1 cor
| | i s
| | i the
| | i not
| | i ins
| | i hot
| | | suc
1 1 1
1 1 1
1 1 1
1 1 1



CHI LD HEALTH | NSURANCE PLAN
OPTI ONAL PRI MARY AND PREVENTI VE HEALTH CARE SERVI CES

1 1 1
1 1 1
Gener al | Scope of | Level of Coverage | Copay
Cover age | Cover age | | Deduc
------------- e S T T
DENTAL Di agnosti c o0 All eligible children within the famly

Dentistry must enroll.

Eval uation of existing conditions to deter-
m ne what dental care is required. These
i ncl ude:

1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
| o0 dental examinations, visits and |
| consul tations covered once within a 6 nonth |
| consecutive period (when primary teeth erupt). |
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1
1 1

o x-ray, full nouth x-rays at 36 nonth
intervals, if necessary, bitew ng x-rays
at 6-12 nmonth intervals, or panoranic
x-rays at 36 nonth intervals if necessary;
and other x-rays as required (once prinmary
teeth erupt). Al eligible children within
the famly nust enroll



CHI LD HEALTH | NSURANCE PLAN
OPTI ONAL PRI MARY AND PREVENTI VE HEALTH CARE SERVI CES

1 1 1 1

1 1 1 1

| General | Scope of | Level of Coverage | Copay

i Coverage | Cover age | | Deduc

Fom e o - o e e oo o m m e e e e e e e e e e e e e e e e e e eeee oo -
DENTAL Oral Surgery Al'l necessary procedures for sinple

extractions and other routine dental surgery
not requiring hospitalization including:

0 preoperative care
0 postoperative care

Oral surgery/ In office conscious sedation not including

1 1 1
1 1 1
| gener al | nitrous oxide |
| anest hesia and | |
| consci ous | |
| sedation | |
Fom e o - o e e oo o m m e e e e e e e e e e e e e e e e e e eeee oo -
| | Restorative i Include all necessary procedures for |
| | Dentistry | |
| | i o Amal gam conposite restorations and |
| | | stai nl ess steel crowns. |
1 1 1 1
1 1 1 1
' ' I 0 Oher restorative materials appropriate for '
' ' ' children will be covered. '
Fom e o - o e e oo o m m e e e e e e e e e e e e e e e e e e eeee oo -

1
1
Ot hodonti cs Limted to interceptive orthodontic therapy |
wi th renovabl e applicances to correct: |
0 deep overbite |
0 anterior/posterior crosshites |
o0 pal atal expansion |
0 space mmi ntenance for prenmature | oss of |
prinmary teeth |

1

1

o destructive oral habits



Scope of
Cover age

Pr ost hodonti cs

Enmer gency
Tr eat ment

CHI LD HEALTH | NSURANCE PLAN

OPTI ONAL PRI MARY AND PREVENTI VE HEALTH CARE SERVI CES

Level of Coverage

I ncludes all necessary procedures for providing
treatnment of gunms and bones supporting teeth not
requiring hospitalization

I nclude all necessary procedures for treatnent
of diseased pul p chanber and pul p canals, and
where hospitalization is not requried.

Provide nminor interceptive on the uni and bi
lat sms. |Includes nedically necessary pro-
cedures for providing artifical replacenent for
m ssing teeth BR or PA: construction, placenent
and insertion of BR bridges, partial and

conpl ete dentures

I ncl ude energency treatnent required to alleviate

pai n and suffering caused by dental disease or
trauna.



CHI LD HEALTH | NSURANCE PLAN
OPTI ONAL PRI MARY AND PREVENTI VE HEALTH CARE SERVI CES

e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e m e mmm ==

| | | |

| General | Scope of | Level of Coverage | Copay

i Coverage | Cover age | | Deduc

Fom e o - o e e oo o m m e e e e e e e e e e e e e e e e e e eeee oo -
DENTAL Preventive Dental| |nclude procedures which help prevent ora

Servi ces di seases fromoccurring, including but linmted
to:
o0 Prophyl axis: scaling and polishing the
teeth at 6 nonth intervals
0 Topical application at 6 nonth intervals

where | ocal water supply is not fluoridated.

0 Seal ants on unrestored pernmanent nol ar teeth.



CHI LD HEALTH | NSURANCE PLAN
OPTI ONAL PRI MARY AND PREVENTI VE HEALTH CARE SERVI CES

1 1 1
1 1 1
Gener al | Scope of | Level of Coverage | Copay
Cover age | Cover age | | Deduc
------------- e S T T
HEARI NG Heari ng An exani nation where performed by a |icensed

exam nati ons

aut hori zed by the
primary care
physician to
determ ne the
need for correc-
tive action.

and certified physician and/or audi ol ogist wll
be covered once in a |2 nonth consecutive peri od.
Hearing aids will be covered when authorized or
approved by a physician and/or audi ol ogi st.
Hearing aids will be assessed on an annual basis.



CHI LD HEALTH | NSURANCE PLAN
OPTI ONAL PRI MARY AND PREVENTI VE HEALTH CARE SERVI CES

1 1 1
1 1 1
Gener al | Scope of | Level of Coverage | Copay
Cover age | Cover age | | Deduc
------------- e S T T
SPEECH The services of Services may include but not be limted to the

THERAPY a qualified audi-
ol ogi st, speech
pat hol ogi st
speech therapi st
and/ or

ot ol aryngol ogi st
will be covered.

fol | owi ng:
o0 restoration of speech |oss; or

0 correct an inpairnent due to a congenita
defect for which corrective surgery has been
performed, and due to and resulting from an
acci dent or sickness.

o0 correction of speech disorders due to
mani f est ati on of congenital disorder, devel op-
ment al speech | anguage del ays, nedi cal
conditions associated with speech/| anguage
del ays, neuro-notor disorder, |anguage
| earning disabilities, attention deficit
di sorder, enotional disorder

| i A mninumof 30 speech therapy sessions per |
| | year will be covered. Benefits up to an |
| | additional 20 visits per year will be provided |
| i if deened nedically necessary and as therapy |
| | proves beneficial. |



CHI LD HEALTH | NSURANCE PLAN
OPTI ONAL PRI MARY AND PREVENTI VE HEALTH CARE SERVI CES

e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e m e mmm ==

| | | |

| General | Scope of | Level of Coverage | Copay

i Coverage | Cover age | | Deduc

Fom e o - o e e oo o m m e e e e e e e e e e e e e e e e e e eeee oo -
VI SI ON Vi si on exami - The vision exam nation may include, but is not

limted to:
0 case history

nati ons perforned
by a physician

or optonetri st
for the purpose
of determ ning
the need for
corrective | enses
and if needed, to
provi de a pre-
scription. The

i nsurer may sub-
contract with a
provi der network
for the provision
of these ser-

Vi ces.

0 external exam nation of the eye and externa
or internal exam nation of the eye.

0 opht hal nbscopi ¢ exam

o determnation of retroactive status

o bi nocul ar bal ance

o tononetry tests for gl aucoma

0 gross visual fields and color vision testing

o sunmary findings and recomendati ons for
corrective | enses

Prescri bed
| enses

i Amninum quality standard prescription |
| lenses by a physician, optonetrist or |
| optician are to be covered once in any |
| consecutive |12 nonth period. The |enses |
i may be glass or plastic | enses. |

| At a minimum standard franes adequate to |
i hold lenses will be covered once in any |2 |
| consecutive nonth period. |
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CHI LD HEALTH | NSURANCE PLAN

EXCLUSI ONS

The followi ng services will not be covered:

0 I npati ent hospitalization
0 I npati ent and outpatient psychiatric care.
0 I npati ent preadm ssion testing.

0 Mental health services

0 Dur abl e nedi cal equi pnent and prosthetics.

0 Private duty nursing

0 Hospi ce servi ces.

0 Horme health care

0 Care in connection with the detection and correction by nmanual or
mechani cal neans of structural inbalance, distortion or subluxation
in the human body for the purpose of renoving nerve interference
and the effects thereof, where such interference is the result of or
related to distortion, msalignnment or subluxation of or in the vertebra

col um.

0 Long termcare services in a skilled nursing facility.



