Liberty Central School District

Effective 7/1/02

Island 65 Plan

The Following Benefits are paid secondarily to Medicare

Services Participating Provider

Non-Participating Provider

Calendar Year Deductible - Individual/Family ;None

Covered Percentage fNot Applicable

»Not Apphcable (Excludes Prescnptlons)

Annual Coinsurance - Individual/Family -

Pfé-certlflbalbn - Inpatient admissions,rinpatient/outpatient

MaX|mum Beneflt EXK 000,000 per Year

Dependent Elrglblllty Medioare eligible djstrict rejiree and thei?e]igible deEe?rdents

physical therapy ambulatory surgery, ca cardlac rehab home healrh care, MRI Hosplce,

$200 Individual / $500 Family
120% of the lesser of charges or the allowed amount

$842 Indrvrdual $842 Famlly (Excludes Prescnptlons)

atronal/speech/vmon therapy skmed nursmg facnltles home rnfusmn therapy, prostheucs orthotlcs DME

1$1,000,000 per Year

] Medlcare eI|g|bIe dlstrlct retlree and t their ehglble dependents -

Hospital

Medrcal Inpatlent Cove[ed in Fuif; B

OutpatrentLab X-Rays Mammogram :CQX%d in Fij,l,l,j
o - [Covered in Full
Covered in Full Iess $10 copay

Physical Therapy - Inpatient

Physical Therapy - Outpatient

'Following related Surgery or Hosprtalrrzatron

Letter of Medical Necessity and Closed e ended prescrrptlon requlred

‘Covered in Full

Ambulatory Surgery

~ Network Only - Requires pre-approval.

Covered at 80% of allowable amount subject to deductlble & comsurance

 Covered at 80% of allowable amount subject to deductible & coinsurance

~ Covered at 80% of allowable amount subject to deductible & coinsurance

Covered in Full

Preadmrssron Testmg (W|th|n 14 days of Surgery):

Covered inFull

Hosprce (Irfetlme mraxrmum of 210 days)

Skrlled Nursmg Facmty

Coveredin Full

Covered at 80% of aIIowable amount subject"to deductrble & comsurance

Physician Services

Office Visits

'$1o 00 Co Pay

‘Covered in FuIl

'Covered in Full After $170 QO Co Pay N

InPatrent Servrces

Routine Adult Physical Examinations
[Mammography (Yearly) & Pap Smears 7: 'Covered in Full

Covered in FuII

Dlagnostlc Tests X Rays Etc.

Am bulatory S urgery Center (free standmg)

Covered in Full

Laboratory Services [Covered in Fuil

Surgery Covered in Full

Anesthesrology (Surgery and Matermty only) Covered in Full

ISLAND GROUP ADMINISTRATION, (pyc.
D, TR e P
S ISLAND GROUP
r //Illm\\\\\

~ Covered at 80% of allowable amount subject to deductible & coinsurance

] Covered at 80% of aIIowabIe amount subject to deductlb!e & comsurance

Not Covered

”_'Covered at 80% of aIIowabIe amount subject to deductlble & comsurance
‘VCovered at 80% of allowable amount subject to deductible & coinsurance

ACovered at 80% of aIIowabIe amount subject to deductrble & 00|nsurance

,Covered at 80% of allowable amount sub]eot to deductible & coinsurance

*%*Contact Island Group (1-800-926-2306) for specific information and exclusions.
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Liberty Central School District

Effective 7/1/02

Island 65 Plan

Services |Participating Provider

Non-Participating Provider

Chiropractic Care }Covered in Full After Office Visit CoPay

|Covered at 80% of allowable amount subject to deductible & coinsurance

Mental Health

Outpatient (Precertification Required) Covered in Full After $25 CoPay- max 60 visits per year

Inpatient or Hospital Day Treatment Covered in Full

_ Precertification reqmred -- up to 120 days per spell of illness

~50% of Allowable Amount After Satisfaction of Deductible

50% of Allowable Amount After Satisfaction of Deductible-max 80 visits per yr

Substance Abuse

Outpatient Covered in Full-60 visits per year - 20 family visits

Inpatient including Detox o \Covered in Full )
(30 Day Maximum per Calendar year) -

 50% of Allowable Amount After Satisfaction of Deductible

Covered at 80% of allowable amount subject to deductible & coinsurance

60 visits per year - 20 family visits

Other

Physwal Occupatlonal Speech Therapy

$10 Copay

~ (Letter of Medical Necessny & Closed ended prescrlptlon from Refemng Phye|c|an required.)

(Ocicupratlonal Speech & Vision Therapy hmlted to 30 visits per year for any combination of the three)

Not covered

Hearlng Ald

Home Nursmg Serwces Covered in Full

~Not covered

Not covered

Covered at 80% of aIIowabIe amount not subject to deductlble )

| (365 visits maximum per'year in and out of network. MD order and Ietter of medlcal necessrty requlred ‘Custodial Care not covered d.)

,H,Qme,lnfus'on Therapy CoveredinFull

‘Not covereﬁdi

Durable Medical Equipment Covered nFul

Notcovered

Orthotics and Prosthetics

| Internal and External |Covered in Full

_ Prior authorization Required. MD Order and Letter of Medical necessity.

|Not covered

(Must Satisfy the definition of an Emergency)

(Must Satisfy the definition of an Emergency)

Emergency Services

Hospltal ‘Covered in Full After $35 CoPay

Ambulance ] )
All' Ambulance and Ambulette NOT COVERED

Covered in Full

100% of Covered Expenses Iess $35 CoPay

Covered in FuII ) j;j

Prescrl ptions (Card Plan) Contraceptives Not Covered

j$5 00 CoPay /riljlﬁerence in cost genenc/brand

GenerchBrand w/o generlc equlvalent

Dlabetlc > Supplies Covered in Full

Mail Order ‘$1 CoPay

|Covered at 80% of Allowable Amount Subject to Deductible and Co-Insurance

***Contact Island Group (1-800-926-2306) for specific information and exclusions.
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