Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Gement and Concrete Workers DC Welfare

Plan

coverage period: 'ttitzo1s- 12t31t2ots
Goverage for: Single lPlan Type: SelfJnsured Plan

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the olan would
share the cost for covered health care services. NOTE: lnformation about the cost of this plan (called the oremium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, the Plan Administrator. For
general definitions of common terms, such as allowed amount balance billino, coinsurance, copavment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at www.ccwbf ,org or call 1-718-762-6133 to request a copy.
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lmportant

Questions

Wh y This Matters:

I Answers

You must pay all the costs up to the deductible amount before this plan begins to pay for

No deductible applies

What is the overall

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,

deductible?
Are there services
covered before you meet

your deductible?
Are there other
deductibles for s pecific
services?

Yes.

Preventive Services are not subject to the deductible

No.

You must pay all of the costs for these services up to the specific deductible amount before this
plan begins to pay for these services,

The out-of-pocket limit is the most you could pay during a coverage period (usually one
for your share of the cost of covered services, This limit helps you plan for health care expenses,
The Outof-Pocket Limits include any in-network (participating provider) copays,
deductible or coinsurance expe nses.

$3,600 lndividual/

What is the out-of-pocket

$7,200/Family for Medical &

limit for this olan?

$400/$800 for Prescription, ln-

Network Expenses.
What is not included in

the out-of-pocket limit?

Will you pay less if you
use a network provider?

Charges not covered by the plan
and oulof-network expenses.

Yes. For a list of participating
Professional Providers, Facilities
or lnstitutions visit
www.empireblue.com or call 1844.243-5566.

Do you need a referral to

No. You don't need a refenal to

see a specialist?

see a specialist.

Even though you pay these expenses, they don't count towa rds the Outof-Pocket Limit.
i

Participant must be eligible and properly submit medical claims to Empire BCBS.
lf you use an in-network doctor or other 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-o!
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. Oulof-network providers may incur additional charges to you.
You can see the specialist you choose without permission from this plan,
l
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