Medicare Advantage Group Agreement

This NYC Medicare Advantage Plus Plan Group Agreement (hereinafter "MA Agreement") is entered into as of
January 1, 2022 (hereinafter “Effective Date”) by and between the City of New York (“City”) acting through Mayor’s
Office of Labor Relations — Employee Benefits Program on behalf of the Labor Management Health Insurance
Policy Committee for the New York City Health Benefits Program with an office at 22 Cortlandt Street, 12t Floor,
New York, NY 10007 (hereinafter "Group") and Anthem Insurance Companies, Inc. doing business as Empire
BlueCross BlueShield Retiree Solutions, on behalf of itself and the Alliance, defined below (hereinafter “Empire”
or the “Alliance”) sponsor of the NYC Medicare Advantage Plus Plan (hereinafter "MA Plan"). Empire and the
Group each are sometimes referred to herein as a “Party” and collectively as the “Parties.”

WHEREAS, the City and Municipal Labor Committee (“MLC”), an umbrella organization for municipal unions,
negotiate on a variety of matters, including collective bargaining regarding health benefits pursuant to their
obligations under the New York Collective Bargaining Law;

WHEREAS, to aid in the administration of the negotiated health benefits agreements, the City and the MLC
established the Labor Management Health Insurance Policy Committee (“Committee”) for the MLC and City
representatives to meet on a regular basis to discuss City health insurance benefits; and

WHEREAS, the Employee Benefits Program (“EBP”) is a division of the Mayor’s Office of Labor Relations
(“OLR”), and OLR is acting under the authority of the New York City Administrative Code Section 12.126(d) as
the administrator of the New York City Health Benefits Program (“HBP”); and

WHEREAS, on October 30, 2020 OLR’s request for authorization to enter into a Negotiated Acquisition to
solicit a Medicare Advantage plan under Medicare Part C for the Medicare eligible retirees and dependents of
the City of New York who are eligible for the City’s Health Benefits Program was approved by the City Chief
Procurement Officer; and

WHEREAS, OLR issued a public notice for a negotiated acquisition (EPIN:0021N002) in conformance with the
New York City Procurement Policy Board Rules (“PPB”) and had otherwise advertised in order to solicit
vendors through the Notice of Intent to provide health benefits services in the form of a Medicare Advantage
plan under Medicare Part C for the Medicare eligible retirees and dependents of the City of New York who are
eligible for the City’s Health Benefits Program; and

WHEREAS, the Retiree Health Alliance (“the Alliance”), a strategic alliance between Empire and
EmblemHealth Plan, Inc. (“EmblemHealth”) and their affiliates, submitted a response for such services, as
provided for in the public notice for a negotiated acquisition, in the form of an expression of interest to OLR;
responses were evaluated by an evaluation committee pursuant to PPB Section 3-04; and

WHEREAS, OLR determined the Alliance’s proposal to be most advantageous to the City, taking into
consideration technical expertise, price, contract terms, M/WBE Ultilization Plan and other factors set forth in
the negotiated acquisition solicitation; and

WHEREAS, the City desires to appoint the Alliance to provide a Medicare Advantage Plan Under Medicare
Part C for City of New York Retirees, and their Dependents, and

NOW, THEREFORE, in consideration of the terms and conditions contained herein, the parties hereby agree
as follows:

ARTICLE 1 - PURPOSE

The Alliance will provide health insurance coverage to the Group’s eligible retirees and other eligible individuals as
described in this MA Agreement. Empire is accountable for the operations, compliance, and performance of the MA
Plan. EmblemHealth is an entity contracting with Empire to administer portions of this co-branded product to help
ensure the City’s retirees receive continuity of care and membership support. Specifically, EmblemHealth will co-
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manage the account, provide a professional network in the downstate New York area, deliver care through
Neighborhood Health Centers, and support Empire in multiple areas of plan performance.

ARTICLE 2 - DEFINITIONS

In this MA Agreement, the following terms have the meanings set forth below. Capitalized terms used in this
MA Agreement that are not defined below are defined in the Evidence of Coverage.

MA Agreement Period. The 60-month base period beginning on the Effective Date, two 12-month renewal
periods beginning on the expiration of the base period, if exercised, and consecutive agreed-upon periods
thereafter until the MA Agreement is terminated pursuant to the termination provisions herein.

Application. Any mutually agreed upon enrollment mechanism, including, without limitation, paper
applications provided by Members or the Group and spreadsheets or electronic enrollment files.

CMS. Centers for Medicare & Medicaid Services, a federal agency within the United States Department of
Health and Human Services.

Covered Service. Any hospital, medical, prescription or other health care service rendered to Members for which
benefits are provided pursuant to the Evidence of Coverage.

Effective Date. This MA Agreement shall be effective at 12:01 A.M. on January 1, 2022 and shall continue in full
force and effect thereafter until terminated as provided herein. All periods of time under this MA Agreement will
begin and end at 12:01 A.M. local time at the Group’s address.

Eligible Individual(s). Individuals who meet the requirements specified by the Group’s eligibility rules, CMS
requirements, this MA Agreement, and the Evidence of Coverage.

Eligibility Notice. A notice provided by the Group to the Alliance setting forth information regarding individuals
eligible to participate in the MA Plan. An Eligibility Notice may be an ‘initial” notice, including an Application,
provided prior to the Effective Date or a “subsequent” notice provided from time to time thereafter. See Section
3.E below.

Evidence of Coverage. The Evidence of Coverage document provided to Members and any endorsements or
riders thereto, which defines those Covered Services and benefits available to Members under this MA
Agreement. The Evidence of Coverage also defines the rights and responsibilities of the Member and the MA
Plan.

Grace Period. The period specified in Section 6.C hereof for payment by the Group of premiums and other
charges.

MA Agreement. The following documents will constitute the MA Agreement between the Parties: this MA
Agreement, and any addenda, endorsements, and schedules which are hereby incorporated by reference; the
Evidence of Coverage and any riders thereto; the Group application; and the individual Applications and any
reclassifications thereof submitted by Members of the Group; Appendix A — General Provisions Governing
Contract for Consultants, Professional, Technical Human, and Client Services — which is attached hereto, is
expressly incorporated into this MA Agreement. In the event of any express or implied conflict between the
provisions of this MA Agreement and Appendix A, the following order of priority shall govern: (1) first, the body
and exhibits of this Agreement shall govern; (2) thereafter, the General Provisions listed in Appendix A .

Member. A person with Medicare Parts A and B (i) who is eligible to get Covered Services, (ii) who has
enrolled in the MA Plan, and (iii) and whose enroliment has been confirmed by CMS.

Provider. A duly licensed physician, health professional, hospital, pharmacy or other individual, organization
and/or facility that provides health services or supplies within the scope of an applicable license and/or
certification and meets any other requirements set forth in the Evidence of Coverage.

ARTICLE 3 - ELIGIBILITY AND ENROLLMENT
3.A  Only Eligible Individuals may be enrolled in the MA Plan.
3.B  Those individuals initially enrolled shall be Eligible Individuals for whom an Application shall have been

timely filed for enroliment for themselves. Dependents who are Eligible Individuals shall be enrolled upon
the timely filing of an Application on such dependent’s behalf.
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The Group or its designee shall have the opportunity to submit Applications to add new, transferred and
newly eligible individuals to the group of Members initially enrolled under this MA Agreement. However,
before becoming Members, the new, transferred or newly eligible individual must be verified as Eligible
Individuals.

The effective date of coverage for any such additional Member whose Application is accepted by Empire
shall be in accordance with the Evidence of Coverage, and CMS requirements in effect at the time the
Member's Application is approved.

With such frequency as the Parties shall agree, the Group or its designee shall furnish Empire with Eligibility
Notices setting forth deletions and changes to information provided in a Member’s initial Application or
subsequent Eligibility Notices.

Empire reserves the right to limit retroactive changes to enrollment in accordance with CMS guidance.
Acceptance of payments from the Group or the payment of benefits to persons no longer eligible will not
obligate Empire to provide or continue to provide benefits for such persons.

A Member who is determined by the Group or its designee to be ineligible for enroliment in the MA Plan
shall be reported by the Group or its designee on an Eligibility Notice as a deletion from the listing of
Members reasonably in advance of such Member’s termination. Empire shall provide notice of termination
to such Member in accordance with the Evidence of Coverage and CMS requirements, and the Member’s
coverage shall terminate in accordance with such notice.

Any retroactive disenrollments must be submitted by Empire to CMS for approval and be in accordance
with CMS requirements. The Group or its designee shall be responsible for providing Empire with
applicable data or information required to substantiate Empire’s request to CMS for such retroactive
disenrollment.

ARTICLE 4 - OBLIGATIONS OF EMPIRE AND THE ALLIANCE

The Alliance shall provide health care benefits to Members who receive Covered Services under the terms
of this MA Agreement and the Evidence of Coverage, and in accordance with Section 2 — Program
Requirements of the Notice of Intent to Negotiate (EPIN:0021N002). However, in no event will the Alliance
provide benefits for services rendered prior to the Effective Date or after the termination of this MA
Agreement, or for-any period for which full premium payment has not been paid to the Alliance, except
as otherwise provided in the Evidence of Coverage and/or applicable CMS requirements.

The Alliance shall furnish or make available an identification card, subject to review by the Group, Evidence
of Coverage and all other CMS-required documents for each Member enrolled in the plan(s) covered by
this MA Agreement.

The Alliance shall furnish appropriate Application forms and related material necessary and appropriate for
the enroliment of Members, subject to review by the Group, and shall provide such assistance to the Group
or its designee as may be reasonably necessary for enroliment purposes. The Alliance shall maintain
current eligibility status records in accordance with the Eligibility Notice(s) submitted by the Group or its
designee for the purpose of administering this MA Agreement. All Eligibility Notice(s) shall be securely
maintained by the Alliance in accordance with HIPAA laws.

The Alliance is responsible for pursuing recoveries of claim payments as appropriate and as required
or allowed by law. The Alliance shall determine which recoveries it will pursue in its discretion or at the
reasonable direction of the Group. However, the Alliance may not pursue a recovery if the cost of
collection is likely to exceed the recovery amount, or if the recovery is prohibited by law or by an
agreement with a Provider or other vendor.

The Alliance will review, investigate, process and pay claims according to the terms and conditions of
this MA Agreement, the Evidence of Coverage, and applicable contracts with Providers or other

Page 3



5.A

5B

5.C

5.D

6.A

6.B

6.C

vendors. The Alliance may make benefit payments to either Providers or Members as described in the
Evidence of Coverage, and will coordinate benefits with other payors as required by law. The Alliance
will give notice in writing to the Member when a claim for benefits has been denied in accordance with
CMS requirements. The notice will provide the reasons for the denial and the right to an appeal of the
denial in accordance with the procedures set forth in the Evidence of Coverage and CMS requirements.

ARTICLE 5 - OBLIGATIONS OF THE GROUP

The Group or its designee shall keep such records and furnish to the Alliance such notification and other
information as may be reasonably required by Empire for the purpose of determining eligibility for coverage,
enrolling and disenrolling Members, processing terminations, effecting changes in this MA Agreement,
effecting changes due to an individual becoming eligible for Medicare, effecting changes due to a Member
becoming disabled, or determining the amount payable by the Group under this MA Agreement. The
Group or its designee will give notification of eligibility to each Member who is or will become eligible for
enroliment in the MA Plan, and will collect and submit to the Alliance an Application for each Member
desiring to enroll.

The Group or its designee shall promptly forward to the Alliance all Applications, notices or other writings
delivered to the Group or its designee from Members or individuals applying for coverage under this MA
Agreement. If the Group receives a question or complaint regarding benefits under this MA Agreement, the
Group shall advise the Member to contact the Alliance. The Alliance shall provide the Group with monthly
Member Inquiry reports summarizing inquiries and resolution status, subject to HIPAA requirements.

The Group or its designee will timely distribute to Members notices of premium changes and termination
of this MA Agreement. Notice by the Alliance to the Group shall be deemed to constitute notice to all
Members in order to effectuate any such change or termination; provided, however, that the Alliance
reserves the right to provide any such notice(s) to Members if the Alliance deems it appropriate, subject to
prior approval of the Group, which shall not be unreasonably withheld or delayed. The Group or its designee
shall comply with all applicable laws, regulations and CMS requirements relating to the distribution of
notices and information to Members.

The Group hereby acknowledges, agrees and certifies its compliance with the following requirements
as they relate to MA Plan.

Premium — The Group hereby agrees and certifies, as to Member premium, if any, that:

(i) Different amounts can be subsidized by the Group for different classes of Members in an MA Plan,
provided-such classes are reasonable and based upon objective business criteria (i.e., years of
service, business location, job category, nature of compensation). Accordingly, the Group hereby
certifies that such classes (if any) are reasonable and based upon objective business criteria.

(i)  The premium within a given class does not vary by Member, and

(i) The Group must pass through any direct subsidy payments received from CMS to reduce the amount
that the Member pays (or in those instances where the Member in the Group plan pays premiums on
behalf of a Medicare-eligible spouse or dependent, the amount the Member pays).

ARTICLE 6 - PREMIUM, FEES AND GRACE PERIOD

The premium rates for coverage under this MA Agreement are based upon the rate exhibits as of the
effective date of the MA Agreement, consistent with CMS requirements, Alliance’s fee policy, which
may be revised from time to time, and applicable laws.

The Alliance does not have an obligation to accept a partial premium payment. The Group must make
payments regardless of any contributions to those payments by Members.

The full amount due, including premium, taxes, fees or assessments, is due and payable on the 1st of

each month during the base period and renewal terms, if exercised, of this MA Agreement. The Group
is entitled to a 60-day period following the due date (the “Grace Period”), for the payment of any
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premium and/or other amounts due. Once the Group exceeds its Grace Period and enters into Empire’s
delinquency process, the Group must pay 100% of amounts owed to avoid termination.

ARTICLE 7 - CHANGES IN THE MA AGREEMENT

During the MA Agreement Period, the Alliance may change the benefit provisions and the terms and
conditions thereof and/or the premium rates as a result of changes in requirements mandated by CMS
or federal law, or changes in benefit provisions agreed to by the Parties in writing. The Alliance will
provide written notice to the Group not less than 105 days from the effective date of any such change
(other than mutually agreed changes for which notice shall be agreed upon by the Alliance and the
Group) or such shorter notice as may be required to comply with CMS or federal laws changes. If the
Group does not meet Rate Stipulations, as determined and agreed upon by the Alliance and the Group,
the Alliance may change the premium rates, effective not less than 90 days after giving notice to the
Group after the Alliance and the Group have determined that the Group does not meet such Rate
Stipulations.

An amendment to this MA Agreement will not be effective unless in-writing and signed by an authorized
representative of the Alliance and the Group. If any change to the MA Agreement, benefits, and/or premium
rates is unacceptable to the Group, the Group may terminate coverage under this MA Agreement by giving
written notice of termination to the Alliance in accordance with section 8.A below. The amendment will then
become a part of this MA Agreement.

ARTICLE 8 - TERMINATION AND/OR SUSPENSION OF PERFORMANCE

The Group may terminate this MA Agreement at any time by giving the Alliance at least sixty (60) days’
advance written notice of termination. The Group must pay all amounts due for each Member covered
through the effective date of termination of this MA Agreement.

In addition to the terms set forth in Appendix A, if the Group fails to make in full any payment due under
this MA Agreement within the Grace Period, the Alliance may request termination of this MA Agreement,
by providing the Group with at least sixty (60) days’ advance written notice of the proposed date of
termination. If the Group fails to make full payment prior to the proposed date of termination set forth in the
notice, the Alliance may in its sole discretion terminate this MA Agreement. The Alliance will accept late
payment of delinquent amounts submitted by the Group to reinstate. Upon receipt of payment, the MA
Agreement will be reinstated retroactively to the last date for which full premium payment was made. Any
such acceptance of a delinquent payment by the Alliance shall not be deemed a waiver of the Alliance’s
right to request termination of this MA Agreement for any future failure of the Group to make full and timely
payment of amounts due under this MA Agreement. Delivery of payment to the Alliance or the Alliance’s
receipt and negotiation of a tendered payment through its automatic deposit procedures shall be deemed
acceptance of such reinstatement or a retraction of such request for termination. Upon termination of the
MA Agreement as provided in this paragraph, the Alliance shall only have liability to make payment for
Covered Services provided through the last date for which full premium payment was made by the Group.

Notwithstanding any other provision of this MA Agreement, if the Group, or its designee (if any) engages
in fraudulent conduct or misrepresentation, as determined by a Court of competent jurisdiction, the Alliance
may, in its discretion, rescind, cancel or terminate this MA Agreement immediately, subject to CMS
guidelines, and the Alliance may terminate this MA Agreement upon sixty (60) days’ advance written notice
to the Group. The Group shall be liable to the Alliance for any and all payments made and losses or
damages sustained by the Alliance arising as a result of such the Group or designee’s conduct, as
determined by a Court of competent jurisdiction.

Upon termination of this MA Agreement, the Alliance shall cease to have any liability for benefits or claims
incurred after the effective date of termination (except as may be otherwise provided in the Evidence of
Coverage and in accordance with CMS guidelines), and shall have no liability to offer continuation or
conversion coverage to Members.

ARTICLE 9 - CLAIMS PAID AFTER EFFECTIVE DATE OF TERMINATION
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In the event that (1) the Group terminates this MA Agreement without giving notice to the Alliance as required by
this MA Agreement, (2) the MA Agreement is terminated pursuant to Sections 8.B or 8.C hereof, or (3) a Member
is no longer eligible for coverage and has been terminated from the coverage without timely notice from the date
the Group was made aware of the termination to the Alliance, and, in each case, and, after the effective date of
termination, the Alliance makes payment of any claims which would otherwise have been payable under the terms
of this MA Agreement but for the fact that the claims were incurred after the effective date of MA Agreement
termination or Member ineligibility, as the case may be, the Group shall be liable to reimburse the Alliance for all
claim amounts paid.

ARTICLE 10 - TERMINATION OF COVERED PERSONS

In addition to Empire’s termination and cancellation rights described in the Evidence of Coverage, Empire reserves
the right upon (30) thirty days’ advance notice to the Group to cancel or rescind any health care benefits provided
hereunder to any Member who, in Empire’s and the Group’s reasonable, agreed upon determination, engages in
misrepresentation and/or fraudulent conduct in relation to any Application for coverage or any claims made for
coverage or under this MA Agreement.

ARTICLE 11 - SERVICE MARKS

This MA Agreement constitutes a contract solely between the Group and Empire, in strategic alliance with
EmblemHealth. Empire is an independent corporation operating under a license with the Blue Cross and Blue
Shield Association (“Association”), an association of independent Blue Cross and Blue Shield Plans, permitting
Empire to use the Blue Cross and/or Blue Shield Service Marks in the State of New York. Empire is not
contracting as the agent of the Association. The Group has not entered into this MA Agreement based upon
representations by any person other than Empire, in strategic alliance with EmblemHealth. No person, entity,
or organization other than Empire or the Alliance will be held accountable or liable to the Group for any of
Empire’s or the Alliance’s obligations provided under this MA Agreement. This paragraph will not create any
additional obligations on the part of Empire, other than those obligations contained in this MA Agreement.

ARTICLE 12 — INTERPLAN/MEDICARE ADVANTAGE PROGRAM FOR PPO

12.A Out-of-Area Services — Medicare Advantage. Empire has relationships with other Blue Cross and/or
Blue Shield Licensees (“Host Blues”) referred to generally as the “Inter-Plan Medicare Advantage
Program.” This Program operates under rules and procedures issued by the Blue Cross Blue Shield
Association (“Association”). When Members access healthcare services outside the geographic area
MA Plan serves, the claim for those services will be processed through the Inter-Plan Medicare
Advantage Program. The Inter-Plan Medicare Advantage Program available to Members under this MA
Agreement is described generally below.

12.B  Member Liability Calculation. When a Member receives Covered Services outside of the MA Plan
service area from a Medicare Advantage PPO network Provider, the cost of the service, on which
Member liability (copayment/coinsurance) if any, is based will be either:

e The Medicare allowable amount for Covered Services; or

e The amount the Host Blue negotiates with its provider on behalf of MA Plan Members. The amount
negotiated may be either higher than, lower than, or equal to the Medicare allowable amount.

12.C Nonpatrticipating Healthcare Providers. When Covered Services are provided by nonparticipating
healthcare Providers, the Member’s coinsurance, if any, for such services will be based on either
Medicare’s limiting charge (up to 115% of Medicare allowed amounts) where applicable or the
Provider’s billed charge. If the Provider has opted out of Medicare, the Member is responsible for the
Provider’s billed charge. Payments for out-of-network emergency services will be governed by
applicable federal and state law and CMS requirements.

ARTICLE 13 - MA AGREEMENT ADMINISTRATION

13.A The Alliance shall determine Covered Services under the MA Agreement, in accordance with CMS
requirements, and upon agreement with the Group. The Alliance also may resolve all questions arising
under the Evidence of Coverage. The Alliance may establish and amend policies with regard to the
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administration of benefits under the Evidence of Coverage, subject to the prior written consent of the
Group, which shall not be unreasonably withheld or delayed; provided, however, that the consent of the
Group shall not be required with respect to policy changes mandated by CMS. The Alliance’s ability to
determine eligibility for benefits shall be exercised consistently with the provisions of the MA Agreement,
the Evidence of Coverage, and applicable law and CMS requirements.

The Alliance may itself, or at the request of the Group and subject to CMS requirements and the terms and
conditions of the MA Plan, waive or modify any referral, authorization, or certification requirements, benefit
limits, or other processes contained in the Evidence of Coverage if such waiver is in the best interest of a
Member or will facilitate effective and efficient administration of claims.

The Alliance may, from time to time upon thirty (30) days’ advance written notice to the Group, institute
pilot or test programs regarding disease management, utilization management, case management and/or
wellness initiatives. Such initiatives may impact some, but not all Members. The Alliance reserves the right
to discontinue a pilot or test program at any time upon thirty (30) days’ advance written notice to the Group.

Empire will have sole responsibility for resolving appeals from claim decisions, consistent with applicable
law and CMS requirements.

The network arrangement for the NYC Medicare Advantage Plus plan will be as follows:

e EmblemHealth’s provider network arrangement of participating professional providers including
chiropractors, occupational therapists, physical therapists and speech therapists is applicable in
New York, Bronx, Kings, Queens, Richmond, Nassau, Suffolk, Westchester, Orange, Rockland,
Putnam, Dutchess and Sullivan counties.

e Empire’s participating facilities and behavioral health providers will be applicable in New York,
Bronx, Kings, Queens, Richmond, Nassau, Suffolk, Westchester, Orange, Rockland, Putnam,
Dutchess and Sullivan counties.

e Blue Cross and Blue Shield Medicare Advantage PPO professional and facility providers outside
of the counties listed above are considered participating.

e Members will have access to Medicare Advantage PPO providers contracted with Blue Cross
Blue Shield Association plans across the nation.

ARTICLE 14 = HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT

All capitalized terms used but not defined in this Article have the same meaning as defined in the Health
Insurance Portability and Accountability Act of 1996, as amended (“HIPAA”).

The Alliance may disclose Summary Health Information, in accordance with HIPAA, as requested by
the Group or for amending. or terminating the MA Plan.

In addition to the terms set forth in Appendix A, the Alliance may disclose Protected Health Information
(“PHI”) to the Group for it to carry out Plan administration functions, but such disclosure may occur only
after receipt of written certification from the Group that: (1) the Group’s Plan documents and operations
comply with the privacy requirements of HIPAA; (2) the Group has provided notice to affected
individuals as required by HIPAA; and (3) PHI will not be used for the purpose of employment-related
actions or other actions not related to administration of benefits under the MA Plan or permitted by law.

The Alliance will comply with any additional disclosure restrictions required by applicable state and
federal law and CMS requirements.

ARTICLE 15 - RIGHT TO AUDIT

The following individuals and/or entities may conduct audits related to this Agreement, based on the following
general guidelines, subject to the requirements and limitations of HIPAA:
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Not more than once each calendar year during the term of this Agreement, the Group or the Group’s
independent outside auditor whom the Group engages to conduct annual audits of the Group’s
Services, may inspect and audit, or cause to be inspected and audited, the books and records of the
Alliance concerning all the Alliance Services provided under this MA Agreement, subject to
confidentiality requirements in Provider agreements.

In addition to the audits described in Section 15.A above, the Parties acknowledge that representatives
of a regulatory or accreditation agency with jurisdiction over the MA Plan may also inspect and audit
the Alliance’s books and records.

The Group and the Alliance shall reasonably cooperate with representatives of each other, with
independent accountants and consultants retained by the Group or the Alliance, and with
representatives of any regulatory or accreditation agency, to conduct any inspection or audit.

All audits conducted by the Group (or any agents of the Group) shall be made during normal business
hours, on the Alliance’s premises, and in accordance with the Alliance’s audit policy, which may be
revised from time to time following thirty (30) days written notice (“Audit Notice”). The audit notice shall
specify the scope of the audit, including the time period being audited (subject to the limitations set
forth in Section 15.A above), and the subject matter of the audit (“Audit Scope”). All audits shall be
conducted without undue interference to the audited party’s business activity, and in accordance with
reasonable audit practices.

The Alliance shall be required to provide minimum necessary (in accordance with HIPAA) requested
electronic data to the Group (or its auditor) within thirty (30) days of the Alliance’s receipt of the
audit notice. Such requested data shall be made available by the Alliance for on-site review. The
Alliance shall not be required to provide access to its network.

In the event any questions are raised, or any additional requests for information or documents or data
related to the Audit Scope are reasonably requested, by the Group (or its auditor) during any audit,
and the parties mutually agree that such additional requests are reasonably within the
Audit Scope, the Alliance shall be obligated to respond to all such questions, and produce all
additional information, documents and/or data within thirty (30) business days of receipt of such
questions or requests. If the Alliance cannot fully respond in said time period, the Alliance shall
provide whatever responses and materials it can within that period, and a written statement as to
when the Alliance will respond fully.

In the event that an Audit concludes that the Alliance has violated its obligations or the material terms
of this MA Agreement, and the Alliance disputes said audit findings, the Alliance must set forth the basis
for its dispute, with all supporting documentation, within thirty (30) business days of the Alliance’s
receipt of the disputed findings. The Alliance shall provide sufficient documentation to permit
adequate review of the disputed issues and have the burden of demonstrating that the Group’s (or
its auditor’s) conclusions are incorrect. To the extent the parties mutually agree that the Alliance fails
to provide documentation substantiating any part of its position, or fails to meet its burden of proof, the
Alliance shall waive its right to further dispute the matter. After receiving any documentation from the
Alliance, the Group (or its auditor) shall review said documentation and advise the Alliance whether
the Group has changed its audit findings or conclusions. However, to the extent the Alliance maintains
a HITRUST Certification by a qualified third party auditor, and such certification covers the scope of
services to be provided by the Alliance to the Group, then the determination that the Alliance has
violated its obligations or the material terms of this MA Agreement shall be based on the Parties’
mutual agreement.

In the event that the Alliance disputes the Group’s (or its auditor’s) findings, and the Alliance’s basis for
dispute is that the Group required or authorized certain activity, procedures, mechanisms or
calculations to occur that are the subject of the dispute, the Alliance shall have the burden of providing
documentary evidence demonstrating its allegations. If the Alliance is unable to provide such
evidence, the Alliance shall not have the right to claim that the Group required or authorized the
matter.

The following terms shall control the Group’s audits of the Alliance:
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The Group shall have the right to select its own auditor provided, however, that such auditor shall be
independent and objective. However, the Group’s auditor shall not be an individual or entity that is a
competitor of, or has a material conflict with, the Alliance that the Parties reasonably agree, after
expeditious consideration, could jeopardize the integrity of the audit. The Group also agrees not to
select any auditor paid on a contingency basis, or pay any auditor on such a basis or other similar
basis. The Group agrees all audit remuneration must be on a flat fee, or hourly, basis.

The Alliance shall be obligated to cooperate reasonably with the Group and its auditor’s efforts to
audit. The Group may conduct audits of claims, benefits, eligibility, performance guarantees, and the
Alliance’s compliance with quote stipulations as provided in the MA Agreement for any time period
during the MA Agreement Period. The Alliance’s gain share formula will be made available to the
auditors to confirm the Alliance’s calculations are based on the terms of Addendum A — Gain Share
Summary.

Notwithstanding the foregoing or anything to the contrary in this Article 15, the Alliance shall not be
required to furnish documents or records that it deems proprietary or sensitive, except to persons or
entities who have executed a confidentiality and indemnification agreement in accordance with
Section 15.L below. Any audit of claims may only relate to claims processed during the then-current
and immediately preceding calendar year (the “Audit Period”). The scope of the audit shall be agreed
to in writing by the Parties prior to the commencement of the audit. An audit performed pursuant to
Section 15.A shall be the final audit for the Audit Period and for any prior Audit Period unless otherwise
agreed to in writing by the Parties; however, claims may be re-audited pursuant to Section 15.B.

Auditor(s) must execute a confidentiality and indemnification agreement with the Alliance pertaining
to the Alliance’s Proprietary and Confidential Information prior to conducting an audit.

The Group shall provide to the Alliance copies of all final audit reports at such time as they are made
available by the auditor to the Group. The Group shall notify the Alliance of any material discrepancies
found during the course of the audit. The Alliance is entitled to respond to such findings prior to the
issuance of the final report. The Alliance reserves the right to terminate any audit being performed by
or for the Group if the Alliance reasonably determines that the confidentiality of its information is not
properly being maintained or if the Alliance reasonably determines that the Group or auditor is not
following the Alliance’s audit policy.

The Alliance reserves the right to charge a fee to the Group for expenditure of time by the Alliance’s
employees in completing any audit provided, however, that such fees shall (i) not exceed the
reasonable costsincurred by the Alliance, and (ii) be limited to costs associated with: (1) pulling claims
in excess of a‘mutually agreed on statistically valid sample size of claims; and (2) supporting a site
visit longer than five (5) days in duration.

Notwithstanding the foregoing, the Parties acknowledge and agree that the powers, duties, and
obligations of the Comptroller of the City of New York pursuant to the provisions of the New York City
Charter shall not be diminished, compromised or abridged in any way.

ARTICLE 16 - MISCELLANEOUS

The Alliance hereby notifies the Group that the Alliance or its vendors may have reimbursement
contracts with certain providers for the provision of and payment for health care services and supplies
provided to, among others, Members under this MA Agreement. Under some of these contracts, there
may be settlements which require the Alliance to pay the providers or vendors additional money (which
may or may not be solely funded by the Alliance) or which require the providers or vendors to return a
portion of volume discounts, rebates, or excess money paid. Such providers or vendors may include
entities affiliated with Empire or EmblemHealth. Under many provider or vendor contracts, the negotiated
reimbursement does not contemplate any type of settlement between Empire and/or EmblemHealth and
the provider or vendor. The Group has no direct responsibility for additional payment to providers or
vendors nor any right to discounts, rebates, or excess money received from providers or vendors.
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16.B

16.C

16.D

16.E

16.F

16.G

16.H

16.1

16.J

All Members enrolled under this MA Agreement shall have only the rights and benefits, and shall be subject
to the terms and conditions, set forth in this MA Agreement and in the Evidence of Coverage, and as
provided by CMS requirements.

In addition to terms set forth in Appendix A, the Alliance agrees to treat all proprietary information about
the Group’s operations and its Plan in a confidential manner. The Group agrees to treat all information
about the Alliance’s business operations, rate and discount information, and other proprietary data or
information in a confidential manner, subject to applicable state and federal laws and regulations.
Neither Party will disclose any such confidential information to any other person without the prior written
consent of the Party to whom the information pertains. The Alliance may disclose such confidential
information to its regulators, legal advisors, lenders, business advisors, and other third Parties for
purposes related to the subject matter of this MA Agreement subject to prior written approval by the
Group, which shall not be unreasonably withheld or delayed. The Alliance may also make such
disclosures as required or appropriate under applicable securities laws. If a Party is required by law to
make a disclosure of any proprietary information, the disclosing Party will immediately provide written
notice to the other Party prior to the disclosure detailing the circumstances and extent of the disclosure.

The Parties acknowledge that the Alliance is not engaged in the practice of medicine; it merely makes
decisions regarding the Covered Services pursuant to the Evidence of Coverage. Providers
participating in MA Plan’s networks are not restricted from exercising independent medical judgment
regarding the treatment of their patients, regardless of the Alliance’s coverage determinations.

The Group agrees and understands that the MA Agreement is the controlling document for all legal
purposes. The terms of the MA Agreement may not be altered or changed without the advance written
agreement of both the Group and Empire.

Reference is made to the provisions of 42 C.F.R. 8422.402, as supplemented by Chapter 10 of the
Medicare Managed Care Manual, regarding federal preemption of state laws with respect to Medicare
Advantage plans, including Employer Group ‘Waiver Plans, offered by Medicare Advantage
organizations. Such plans are required to abide by all applicable federal laws, regulations and CMS or
other federal agency rules, guidance or other requirements promulgated with respect to such plans
(collectively, “Medicare Laws”). Any obligations of the Alliance in any Agreement to which this MA
Agreement is attached or made a part of to comply with or based upon the requirements of state or
local law, regulations or guidance, including, without limitation, regulations or guidance issued by state
or local governmental agencies, shall not be binding on the MA Plan, which shall comply with applicable
Medicare Laws in all aspects of MA Plan governance and operations.

This MA Agreement supersedes any and all prior agreements between the Parties, whether written or
oral, and other documents, if any, addressing the subject matter of this MA Agreement.

If any provision of this MA Agreement is found to be invalid, illegal or unenforceable under applicable
law, order, judgment or settlement, such provision will be excluded from the MA Agreement and the
remainder of this MA Agreement will be enforceable and interpreted as if such provision is excluded.

Any applicable addenda attached to this MA Agreement hereby are incorporated into this MA
Agreement by reference. The Whereas Clauses of this MA agreement are hereby incorporated into
his MA Agreement by reference.

Neither Party shall be deemed to be in violation of this Agreement if such Party is prevented from
performing any of its obligations due to a cause beyond the reasonable control of the Party such as a
pandemic (an outbreak of disease that afflicts 10% or more of Members) being declared by the
Centers for Disease Control or if a Force Majeure event (meaning an act of God, civil or military
disruption, terrorism, fire, strike, flood, riot or war) occurs during the Measurement Period that impacts
a meaningful portion of the Group’s population.

Page 10



IN WITNESS WHEREOF, the Parties have caused this MA Agreement to be executed in duplicate by affixing the
signatures of duly authorized officers.

City of New York acting through Mayor’s Office of Anthem Insurance Companies, Inc. doing

Labor Relations — Employee Benefits Program on business as Empire BlueCross BlueShield
behalf of the Labor Management Health Insurance Retiree Solutions, sponsor of the NYC Medicare
Policy Committee for the New York City Health Advantage Plus Plan, for itself and on behalf of
Benefits Program the Alliance

By By

Title Title

Date Date

Certified as to Legal Authority:
Approved as to Form:

BY: MB
Acting Corporation Counsel

DATE:
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EVIDENCE OF COVERAGE

January 1, 2022 - December 31, 2022

Your Group-Sponsored Medicare Health Benefits and Services as a Member of NYC
Medicare Advantage Plus (PPO)

This booklet gives you the details about your Medicare health care coverage from
January 1, 2022 - December 31, 2022. It explains how to get coverage for health care services
you need. This is an important legal document. Please keep it in a sa

Member Services:

For help or information, please call Member Services or gotoy
www.empireblue.com/nyc-ma-plus.

Call toll free 1-833-325-1191 (TTY: 711), Monday throu

holidays.
This plan, NYC Medicare Advantage Plus (PPO), is offere ire BlueCross BlueShield
Retiree Solutions. When this Evidence of Coverage says “w s” or “our,” it means Empire

wer questions from
ices number listed above to

OMB Approval 0938-1051 (Expires: February 29, 2024)
Y0114 22 129813 | C_001_CTYONY 06/23/2021 517970MUSENMUB_001_CTYONY


http://www.empireblue.com/nyc-ma-plus

YOUR BENEFITS CHART

In addition to your medical benefits, this chart includes information on supplemental
benefits, services and discounts

é Look for the apple!
It shows a preventive service.

2022 Evidence of Coverage for NYC Medicare Advantage Plus (PPO)



Your 2022 Medical Benefits Chart
NYC Medicare Advantage Plus Plan

City of New York

Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Doctor and hospital choice

You may go to doctors, specialists, and hospitals in or out of the
network. You do not need a referral.

Prior authorization*

Benefit categories that include services that require prior
authorization are marked with an asterisk (*). Additional
information can be found on the last page of the medical
benefits chart.

Annual deductible

e The deductible applies to covered services as noted
within each category below, prior to the copay or
coinsurance, if any, being applied.

$253
Combined in-network and out-of-network

Inpatient services

\ N’

Inpatient hospital care*

Includes inpatient acute, inpatientg@habilitation, long-térm care
hospitals, and other types of inpdtient hospital services.
Inpatient hospital care starts e @ay you are formally admitted
to the hospital with a doctor’s orderalhe/day befereyot are
discharged is your last inpatient day.

Covered services inglude but areynot limited to;

e Semi-priy@te room (or a private room if medically
necessary)

e Meals, includingspecial diets
e Regular nursing services

e Costs of special carg’units (such as intensive or coronary

For Medicare-
covered hospital
stays:

$300 copay per
admission

Deductible does
not apply.

The inpatient
hospital out-of-
pocket maximum is
$750 per year
combined with
inpatient mental
health care and

For Medicare-
covered hospital
stays:

$300 copay per
admission

Deductible does
not apply.

The inpatient
hospital out-of-
pocket maximum is
$750 per year
combined with
inpatient mental
health care and

care units) combined in- combined in-
e Drugs and medications network and out-of- | network and out-of-
network. network.
e Lab tests
e X-rays and other radiology services
Y0114_22 3000419_1_C 06/24/2021
2022 Custom PPO Plan OP_HCSPP500X12_MEALP56_C-TRP 07/28/2021
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Inpatient hospital care (con’t)

Necessary surgical and medical supplies
Use of appliances, such as wheelchairs
Operating and recovery room costs

Physical therapy, occupational therapy, and speech
language therapy

Inpatient substance abuse services

Inpatient dialysis treatments (if you are admitted as an
inpatient to a hospital for special care)

Under certain conditions, the following types of
transplants are covered: corneal, kidney, kidney-
pancreatic, heart, liver, lung, heart/lung, bone marrow,
stem cell, and intestinal/multivisceral.

If you need a transplant, we will arrange taghave your
case reviewed by a Medicare-approved transplant,center
that will decide whether you are a candidate fora
transplant. Transplant providers may be localier outside
of the service area. If our in-network transplantisgfvices
are outside the community pattern of care, youimay
choose to go locally as longas the lecal transplant
providers are willing to decept the\Original Medicare
rate. If the plan providestransplant services at afocation
outside the pattern of carefontransplants.in your
community and you.choose tol@btain transplants at this
distant locatief, wewill @crange“ar pay for appropriate
lodging and transportation eosts foryou and a
companion. The reimbursement fogtransportation costs
are while'yom and your companion are traveling to and
from the medical providers'for services related to the
transplant carei The plan defines the distant location as
a location that is‘autsidefof the member’s service area
AND a minimum of #8'miles from the member's home.
Transportation and4odging costs will be reimbursed for
travel mileage and lodging consistent with current IRS
travel mileage and lodging guidelines. Accommodations
for lodging will be reimbursed at the lesser of: 1) billed
charges, or 2) $50 per day per covered person up to a
maximum of $100 per day per covered person
consistent with IRS guidelines.

No limit to the

number of days

covered by the
plan.

$0 copay for
Medicare-coy€red
physician_services
received While an
inpatient during a
Medicare-covered
hospital stay
Deductible does
not apply.

No limit to the

number of days

covered by the
plan.

$0 copay for
Medicare-covered
physician services
received while an
inpatient during a
Medicare-covered
hospital stay
Deductible does
not apply.

If you receive
authorized
inpatient care at an
out-of-network
hospital after your
emergency
condition is
stabilized, your
cost is the cost-
sharing you would
pay atan in-
network hospital.

Y0114 22 3000419 | C06/24/2021



Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Inpatient hospital care (con’t)

e Blood - including storage and administration. Coverage
of whole blood, packed red cells, and all other
components of blood begins with the first pint.

e Physician services

In-network providers should notify us within one business day
of any planned, and if possible, unplanned admissions or

transfers, including to or from a hospital, skilled nursing facility,

long term acute care hospital, or acute rehabilitation center.

Note: To be an inpatient, your provider must write an order to
admit you formally as an inpatient of the hospital. Even if you
stay in the hospital overnight, you might still be considered
“outpatient.” If you are not sure if you are an inpatient, yo
should ask the hospital staff.

You can also find more information in a Medicare fact sheet

Q_u;tp_aILean_dI or by calllng 1 800- MEDICARE(l 800-
TTY users call 1-877-486-2048. You can call these nu

free, 24 hours a day, 7 days a week,

Y0114_22_3000419_I_C 06/24/2021
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http://www.medicare.gov/Pubs/pdf/11435-Are-You-an-Inpatient-or-Outpatient.pdf
http://www.medicare.gov/Pubs/pdf/11435-Are-You-an-Inpatient-or-Outpatient.pdf

Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Inpatient mental health care*

Covered services include mental health care services that
require a hospital stay in a psychiatric hospital or the
psychiatric unit of a general hospital.

In-network providers should notify us within one business day
of any planned, and if possible unplanned admissions or
transfers, including to or from a hospital, skilled nursing facility,
long term acute care hospital, or acute rehabilitation center.

For Medicare-
covered hospital
stays:

$300 copay per
admission
Deductible

limit to the
umber of days
covered by the
plan.

$0 copay for
Medicare-covered
physician services
received while an
inpatient during a
Medicare-covered
hospital stay
Deductible does
not apply.

For Medicare-
covered hospital
stays:

$300 copay per
admission

Deductible does
not apply.

The inpatient
mental health care
out-of-pocket
imum is $750
er year combined

with inpatient
hospital care and
combined in-
network and out-of-
network.

No limit to the

number of days

covered by the
plan.

$0 copay for
Medicare-covered
physician services
received while an
inpatient during a
Medicare-covered

hospital stay
Deductible does

not apply.

Y0114_22_3000419_I_C 06/24/2021
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Skilled nursing facility (SNF) care*

Inpatient skilled nursing facility (SNF) coverage is limited to 100
days each benefit period. A “benefit period” begins on the first
day you go to a Medicare-covered inpatient hospital or a SNF.
The benefit period ends when you have not been an inpatient at
any hospital or SNF for 60 days in a row.

Covered services include but are not limited to:

e Semi-private room (or a private room if medically
necessary)

e Meals, including special diets
e Skilled nursing services

e Physical therapy, occupational therapy, and speec
language therapy

e Drugs administered to you as part of your plan of care
(this includes substances that are naturall
the body, such as blood clotting factors)

e Blood - including storage and administration
of whole blood, packed red cells, and all othe
components of blood begins with,the first pint.

Generally, you will receive SNF care from plan facilities.
However, under certain condttions listed below, you may be
able to pay in-network cost-sharing for a facility that isn’t a plan

provider, if the facility accepts our plan’s amounts for payment.

e Anursing home or continuing care retirement
community where you were living right before you went
to the hospital (as long as it provides skilled nursing
facility care)

e A SNF where your spouse is living at the time you leave
the hospital

For Medicare-

covered SNF stays:

$0 copay
for days 1-100
per benefit period
Deductible

For Medicare-
covered SNF stays:

$0 copay
for days 1-100
per benefit period
Deductible does
not apply.

No prior hospital
stay required.

Y0114 22 3000419 | C06/24/2021
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Skilled nursing facility (SNF) care (con’t)

In-network providers should notify us within one business day
of any planned, and if possible unplanned admissions or
transfers, including to or from a hospital, skilled nursing facility,
long term acute care hospital, or acute rehabilitation center.

Inpatient services covered when the hospital or SNF days are
not covered or are no longer covered*

If you have exhausted your inpatient benefits or if the inpatient
stay is not reasonable and necessary, we will not cover your
inpatient stay. However, in some cases, we will cover certain
services you receive while you are in the hospital or a skilled
nursing facility (SNF).

Covered services include, but are not limited to:

e Physician services

e Diagnostic tests (like lab tests)

e X-ray, radium, and isotope therapy including te

materials and services

Surgical dressings

han dental) that
dy organ (including

es, trusses and artificial
ding adjustments, repairs and
ecause of breakage, wear, loss,

replacements reg ]
ent's physical condition

or a change in the p

Physical therapy, occupational therapy, and speech
language therapy

our SNF day limits are
lan will still pay for covered

in this benefits chart at
/or cost share

Y0114_22_3000419_I_C 06/24/2021
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Home health agency care*

Prior to receiving home health services, a doctor must certify
that you need home health services and will order home health
services to be provided by a home health agency. You must be
homebound, which means leaving home is a major effort.

Covered services include, but are not limited to:

e Part-time or intermittent skilled nursing and home
health aide services (to be covered under the home
health care benefit, your skilled nursing and home
health aide services combined must total fewer than 8
hours per day and 35 hours per week)

e Physical therapy, occupational therapy, and speech
language therapy

e Medical and social services

e Medical equipment and supplies

$0 copay for
Medicare-covered
home health visits
Deductible does
not apply.

$0 copay for
Medicare-covered
home health visits
Deductible does
not apply.

Durable Medical
Equipment (DME)
copay or
coinsurance, if any,

may apply.

Y0114_22_3000419_I_C 06/24/2021
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Covered services

What you must pay for these
covered services

In-Network Out-of-Network
Hospice care You must receive You must receive
You may receive care from any Medicare-certified hospice care from a care from a
rogram. You are eligible for the hospice benefit when your Medicare-certified | - Medicare-certified
prog ' s P y hospice. hospice.

doctor and the hospice medical director have given you a
terminal prognosis certifying that you're terminally ill and
have six months or less to live if your illness runs its normal
course. Your hospice doctor can be an in-network provider or
an out-of-network provider.

ijw] i Part A or E I I X
prognosis: Original Medicare (rather than this plan) will pay for
your hospice services and any Part A and Part B services
related to your terminal prognosis. While you are in the
hospice program, your hospice provider will bill Medicare for
the services that Original Medicare pays for.

Services covered by Original Medicare include:
e Drugs for symptom control and pain relief
e Short-term respite care
e Home care

Our plan covers hospice consultationgsemvices (one time only)
for a terminally ill person who hasf’'t ele¢ted the hospice
benefit.

E . I (v Mk PartAorB-afd
not related to your terminal prognosisiif you need
nonemergency, nonurgéntly needed serviees that are covered
under Medicare Past'A or B and that are nQt rejated to your
terminal prognasis, your cost forithese seryices depends on
whether you uSe @awprovider in ourplan’s network:

¢ If you obtain‘the,covered services from an in-network
provider, you onlypay theglan cost-sharing amount for
in-network services.

e If you obtain the coyered services from an out-of-
network provider, you pay the plan cost-sharing for
out-of-network services.

1 . | | by thi |
by Medicare Part A or B: This plan will continue to cover plan-

covered services that are not covered under Part A or B
whether or not they are related to your terminal prognosis.
You pay your plan cost-sharing amount for these services.

When you enroll in
a Medicare=
certified h@spice
programyyour
hospiCe Services
andyour PartAand
Bservices are paid
for by Original
Medicare, not this
plan.

$0 copay for the
one time only
hospice
consultation
Deductible does
not apply.

When you enroll in
a Medicare-
certified hospice
program, your
hospice services
and your Part A and
B services are paid
for by Original
Medicare, not this
plan.

$0 copay for the
one time only
hospice
consultation
Deductible does
not apply.

Y0114 22 3000419 | C06/24/2021



Hospice care (con’t)

If you have Part D prescription drug coverage, some drugs may
be covered under your Part D benefit. Drugs are never covered
by both hospice and your Part D plan at the same time.

Note: If you need non-hospice care (care that is not related to
your terminal prognosis), you should contact us to arrange the
services.

Y0114_22_3000419_I_C 06/24/2021

2022 Evidence of Coverage for NYC Medicare Advantage Plus (PPO)

10



Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Outpatient services

Physician services, including doctor’s office visits*

Covered services include:

Medically-necessary medical care or surgery services
furnished in a physician’s office, certified ambulatory
surgical center, hospital outpatient department, or any
other location

Consultation, diagnosis, and treatment by a specialist
Retail health clinics

Basic hearing and balance exams performed by your
Primary Care Physician or specialist, if your doctor
orders it to see if you need medical treatment

Telehealth services for some physician or mental health
services can be found in the section of this benefit chart
titled, Video doctor visits.

Some telehealth services including consultation,
diagnosis, and treatment by a physician or practitiofter
for patients in certain rural areas or other locatiefis
approved by Medicare

Telehealth services for mionthly end-stage renal diseése-
related visits for home“dialysis members in a hospital-
based or critical access hospital-oased renahdialysis
center, renal dialysis facility, @f the member’'s home

Telehealth services to'diagnose, evaluaté, or treat
symptoms of a stroke, regardless ofjyour location

Telehéalth services for members with a substance use
disorder or'eo-eccurring megntal health disorder,
regardless of theirlocation

Virtual check-ins (far @fa@ample, by phone or video chat)
with your doctor for/5-10 minutes if:

o You're not a new patient and

o The check-in isn't related to an office visit in the
past 7 days and

o The check-in doesn't lead to an office visit within
24 hours or the soonest available appointment

$0 copay per visit
to an in-network
Primary Care
Physician (PCP) for
Medicare-covéred
Services
Deductibleapplies.

$15(copay per visit
to an in-network
Specialist for
Medicare-covered
services

Deductible applies.

$0 eopay per visit
toaninsMnetwork
retaillfealth clinic
fof Medicare-
covered services

Deductible applies.

$0 copay for
Medicare-covered
allergy testing

Deductible applies.

$0 copay for
Medicare-covered
allergy injections

Deductible applies.

See antigen cost
share in Part B
drug section.

$0 copay per visit
to an out-of-
network Primary
Care Physician
(PCP) for Medicare-
covered services
Deductible applies.

$15 copay per visit
to an out-of-
network specialist
for Medicare-
covered services
Deductible applies.

$0 copay per visit
to an out-of-
network retail
health clinic for
Medicare-covered
services
Deductible applies.

$0 copay for
Medicare-covered

allergy testing
Deductible applies.

$0 copay for
Medicare-covered
allergy injections
Deductible applies.

See antigen cost
share in Part B drug
section.

Y0114 22 3000419 | C06/24/2021



Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Physician services, including doctor’s office visits (con’t)

Evaluation of video and/or images you send to your
doctor, and interpretation and follow-up by your doctor
within 24 hours if:

o You're not a new patient and

o The evaluation isn't related to an office visit in
the past 7 days and

o The evaluation doesn’t lead to an office visit
within 24 hours or the soonest available
appointment

Consultation your doctor has with other doctors by
phone, internet, or electronic health record

Second opinion by another in-network provider prior to
surgery

Physician services rendered in the home

Outpatient hospital services

the jaw for radiation trea
disease, or services t
provided by a physician)

Allergy testing and

Chiropractic

We cover O
correct sublu

lation of the spine to

$15 copay for each

Medicare-covered
visit

Deductible applies.

$15 copay for each

Medicare-covered
visit

Deductible applies.

Y0114_22_3000419_I_C 06/24/2021
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Acupuncture for chronic low back pain*
Covered services include:

Up to 12 visits in 90 days are covered for Medicare
beneficiaries under the following circumstances:

For the purpose of this benefit, chronic low back pain is defined
as:

e Lasting 12 weeks or longer;

e Nonspecific, in that it has no identifiable systemic cause
(i.e., not associated with metastatic, inflammatory,
infectious, etc. disease);

e Not associated with surgery; and

e Not associated with pregnancy.

An additional eight sessions will be covered for those patients
demonstrating an improvement. No more than 2Q acupuncture
treatments may be administered annually.

Treatment must be discontinued if the patient is no
or is regressing.

Provider Requirements:
Physicians (as defined in 1861(r)

Medicine (ACAO

e Acurrent, full, active, and unrestricted license to
practice acupuncture in a State, Territory, or
Commonwealth (i.e. Puerto Rico) of the United Sates, or
District of Columbia.

Auxiliary personnel furnishing acupuncture must be under the
appropriate level of supervision of a physician, PA, or NP/CNS
required by our regulations at 42 CFR §§ 410.26 and 410.27.

$15 copay for each
Medicare-covered
visit

Deductible applies.

$15 copay for each

Medicare-covered
visit

Deductible applies.

Y0114_22_3000419_I_C 06/24/2021
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Podiatry services*
Covered services include:

e Diagnosis and the medical or surgical treatment of
injuries and disease of the feet (such as hammer toe or
heel spurs) in an office setting

e Medicare-covered routine foot care for members with
certain medical conditions affecting the lower limbs

o Afoot exam covered every six months for people with
diabetic peripheral neuropathy and loss of protective
sensations

$15 copay for each

Medicare-covered
visit

Deductible applies.

$15 copay for each

Medicare-covered
visit

Deductible applies.

Y0114_22_3000419_I_C 06/24/2021
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Outpatient mental health care, including partial
hospitalization services*

Covered services include:

Mental health services provided by a state-licensed
psychiatrist or doctor, clinical psychologist, clinical
social worker, clinical nurse specialist, nurse
practitioner, physician assistant, or other Medicare-
qualified mental health care professional as allowed
under applicable state laws

“Partial hospitalization” is a structured program of active

psychiatric treatment provided as a hospital outpatient service
that is more intense than the care received in your doctor’s or
therapist's office and is an alternative to inpatient
hospitalization.

$15 copay for each
Medicare-covered
professional
individual therapy
visit
Deductible applies.

ssional partial
italization visit

icare-covered
tpatient hospital
facility individual

therapy visit
Deductible applies.

$0 copay for each
Medicare-covered
outpatient hospital
facility group
therapy visit
Deductible applies.

$0 copay for each
Medicare-covered
partial
hospitalization
facility visit
Deductible applies.

$15 copay for each
Medicare-covered
professional
individual therapy
visit
Deductible applies.

$15 copay for each
Medicare-covered
professional group
therapy visit
Deductible applies.

5 copay for each
Medicare-covered

professional partial
hospitalization visit
Deductible applies.

$0 copay for each
Medicare-covered
outpatient hospital
facility individual
therapy visit
Deductible applies.

$0 copay for each
Medicare-covered
outpatient hospital
facility group
therapy visit
Deductible applies.

$0 copay for each
Medicare-covered
partial
hospitalization
facility visit
Deductible applies.
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Outpatient substance abuse services, including partial
hospitalization services*

“Partial hospitalization” is a structured program of active
psychiatric treatment provided as a hospital outpatient service
that is more intense than the care received in your doctor’s or
therapist's office and is an alternative to inpatient
hospitalization.

$15 copay for each
Medicare-covered
professional
individual therapy
visit
Deductible applies.

ssional partial
italization visit

icare-covered
tpatient hospital
facility individual

therapy visit
Deductible applies.

$0 copay for each
Medicare-covered
outpatient hospital
facility group
therapy visit
Deductible applies.

$0 copay for each
Medicare-covered
partial
hospitalization
facility visit
Deductible applies.

$15 copay for each
Medicare-covered
professional
individual therapy
visit
Deductible applies.

$15 copay for each
Medicare-covered
professional group
therapy visit
Deductible applies.

5 copay for each
Medicare-covered
professional partial
hospitalization visit
Deductible applies.

$0 copay for each
Medicare-covered
outpatient hospital
facility individual
therapy visit
Deductible applies.

$0 copay for each
Medicare-covered
outpatient hospital
facility group
therapy visit
Deductible applies.

$0 copay for each
Medicare-covered
partial
hospitalization
facility visit
Deductible applies.
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Covered services

What you must pay for these
covered services

In-Network Out-of-Network
Outpatient surgery, including services provided at hospital $0 copay for each $0 copay for each
outpatient facilities and ambulatory surgical centers* Medicare-covered | Medicare-covered
Facilities where surgical procedures are performed and the outp?;iceimyhgfpital outp?;ice”ni‘;yhgfpital
patient is released the same day. ambulatory ambulatory

Note: If you are having surgery in a hospital, you should check
with your provider about whether you will be an inpatient or
outpatient. Unless the provider writes an order to admit you as
an inpatient to the hospital, you are an outpatient and pay the
cost-sharing amounts for outpatient surgery. Even if you stay in
the hospital overnight, you might still be considered an
“outpatient.”

You can also find more information in a Medicare fact sheet
called “Are You a Hospital Inpatient or Outpatient? If You Ha
Medicare - Ask!” This fact sheet is available on the Web at

www.medicare.gov/Pubs/pdf/11435-Are-You-an-Inpatient-or-

Qutpatient.pdf or by calling 1-800-MEDICARE (1-800-633-4227).
TTY users call 1-877-486-2048. You can call thes mbers for
free, 24 hours a day, 7 days a week.

surgical center visit

surgical center visit
for surgery
Deductible applies.

$0 copay for each
Medicare-covered
outpatient
ervation room
visit
Deductible applies.
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Covered services

What you must pay for these
covered services

In-Network Out-of-Network
Outpatient hospital observation, non-surgical* $0 copay for a visit | $0 copay for a visit
to an in-network to an out-of-

Observation services are hospital outpatient services given to
determine if you need to be admitted as an inpatient or can be
discharged.

For outpatient hospital observation services to be covered, they
must meet the Medicare criteria and be considered reasonable
and necessary. Observation services are covered only when
provided by the order of a physician or another individual
authorized by state licensure law and hospital staff bylaws to
admit patients to the hospital or order outpatient tests.

Note: Unless the provider has written an order to admit you as
an inpatient to the hospital, you are an outpatient and pay the
cost-sharing amounts for outpatient hospital services. Even if
you stay in the hospital overnight, you might still be considered
an “outpatient.” If you are not sure if you are an outpatient, you
should ask the hospital staff.

You can also find more information in a Medicare\faet.sheet
called “Are You a Hospital Inpatient or Outpatient? {f You Have
Medicare - Ask!” This fact sheet is available on the Web at

www.medicare.gov/Pubs/pdf/11435-Are-You-an-Inpatiensor-
Qutpatient.pdf or by calling 1-800-MEDICARE (1-800-633~4227).
TTY users call 1-877-486-2048. Yous€an call these numBers for
free, 24 hours a day, 7 days a weék.

primary care
physician in an

outpatient hospital
setting/clinic for
Medicare-coy€red

non-suxgical

senvices

Deduetibleapplies.

$15 copay for a
visitto an in-
netwoxk specialist
ifan outpatient
hospital
setting/clinic for
Medicare-covered
non-surgical
services

Deductible applies.

$0 copay for each
Medicare-covered
outpatient
observation room
visit

Deductible applies.

network primary
care physician in
an outpatient
hospital
setting/clinic for
Medicare-covered
non-surgical
services
Deductible applies.

$45 copay for a
visit to an out-of-
network specialist

in an outpatient

hospital
setting/clinic for
Medicare-covered
non-surgical
services
Deductible applies.

$0 copay for each
Medicare-covered
outpatient
observation room
visit
Deductible applies.

Ambulance services

e Covered ambulance servicesiinclude fixed wing, rotary
wing,'water, and ground amBulance services, to the
nearest approphiate facility'that can provide care only if
the services areifurnished/to a member whose medical
condition is such thahother means of transportation
could endanger the person’s health or if authorized by
the plan.

e Nonemergency transportation by ambulance is
appropriate if it is documented that the member’s
condition is such that other means of transportation
could endanger the person’s health and that
transportation by ambulance is medically required.

e Ambulance service is not covered for physician office
visits.

Your provider must get an approval from
the plan before you get ground, air, or
water transportation that is not an
emergency.

$0 copay per one-way trip for Medicare-
covered ambulance services
Deductible does not apply.
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Covered services

What you must pay for these
covered services

In-Network Out-of-Network

Emergency care
Emergency care refers to services that are:

e Furnished by a provider qualified to furnish emergency
services, and

e Needed to evaluate or stabilize an emergency medical
condition.

Emergency outpatient copay is waived if the member is
admitted to the hospital within 72 hours for the same condition.

A medical emergency is when you, or any other prudent
layperson with an average knowledge of health and medicine,
believe that you have medical symptoms that require
immediate medical attention to prevent loss of life, loss of
limb, or loss of function of a limb. The medical symptoms fma
be an illness, injury, severe pain, or a medical condition that is
quickly getting worse.

This coverage is worldwide and is limited to what
under the Medicare fee schedule for the services
performed/received in the United States. ‘
Cost-sharing for necessary emergency services furnishedout-

of-network is the same as for such serviees furnished
network.

If you receive authorized inpat

$50 copay for each Medicare-covered
emergency room visit
Deductible does not apply.
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Urgently needed services

e Urgently needed services are available on a worldwide
basis.

The urgently needed services copay is waived if the member is
admitted to the hospital within 72 hours for the same condition.

If you are outside of the service area for your plan, your plan
covers urgently needed services, including urgently required
renal dialysis. Urgently needed services are services provided
to treat a nonemergency, unforeseen medical illness, injury, or
condition that requires immediate medical care. Urgently
needed services may be furnished by in-network providers or by
out-of-network providers when in-network providers are
temporarily unavailable or inaccessible. Cost-sharing for
necessary urgently needed services furnished out-of-network
the same as for such services furnished in-network. Generally,
however, if you are in the plan’s service area and your health is
not in serious danger, you should obtain care from,an in-
network provider.

$15 copay for each Medicare-covered
urgently needed care visit
Deductible does not apply.

Outpatient rehabilitation services*
Covered services include: physica

outpatient settings, such as hospita
independent therapist offiees, and Co

$15 copay for
Medicare-covered
physical therapy,
occupational
therapy, and
speech language
therapy visits

Deductible applies.

$15 copay for
Medicare-covered
physical therapy,
occupational
therapy, and
speech language
therapy visits
Deductible applies.

rehabilitation services that
ounseling are covered for
members who meet certa ditions with a doctor’s order.
The plan also covers intensive cardiac rehabilitation programs
that are typically more rigorous or more intense than cardiac
rehabilitation programs.

$15 copay for
Medicare-covered
cardiac
rehabilitation
therapy visits

Deductible applies.

$15 copay for
Medicare-covered
cardiac
rehabilitation
therapy visits
Deductible applies.

Y0114 22 3000419 | C06/24/2021

2022 Evidence of Coverage for NYC Medicare Advantage Plus (PPO)

20



Covered services

What you must pay for these
covered services

In-Network Out-of-Network

Pulmonary rehabilitation services*

Comprehensive programs of pulmonary rehabilitation are
covered for members who have moderate to very severe
chronic obstructive pulmonary disease (COPD) and a referral for
pulmonary rehabilitation from the doctor treating their chronic
respiratory disease.

$15 copay for $15 copay for
Medicare-covered Medicare-covered

pulmonary pulmonary
rehabilitation rehabilitation
therapy visits therapy visits

Deductible applies. | Deductible applies.

Supervised exercise therapy (SET)*

SET is covered for members who have symptomatic peripheral
artery disease (PAD) and a referral for PAD from the physician
responsible for PAD treatment.

Up to 36 sessions over a 12-week period are covered if the
program requirements are met.

The SET program must:

e Consist of sessions lasting 30-60 minutes, com
therapeutic exercise-training program for PAD
with claudication

e Be conducted in a hospital outpatient setting or
physician’s office

e Be delivered by qualified auxi
ensure benefits exceed ha
exercise therapy for PAD

$15 copay for
Medicare-covered
supervised
exercise therapy
visits
eductible applies.

visits
ible applies. |
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Durable medical equipment (DME) and related supplies*

Covered items include, but are not limited to: wheelchairs,
crutches, powered mattress systems, diabetic supplies,
continuous blood glucose monitors, hospital bed ordered by a
provider for use at home, IV infusion pumps, speech generating
devices, oxygen equipment, nebulizers, and walkers.

Copay or coinsurance only applies when you are not currently
receiving inpatient care. If you are receiving inpatient care your
DME will be included in the copay or coinsurance for those
services.

We cover all medically necessary durable medical equipment
covered by Original Medicare. If our supplier in your area does
not carry a particular brand or manufacturer, you may ask thém
if they can special order it for you.

Therapeutic Continuous Glucose Monitors (CGMs) and related
supplies are covered by Medicare when they meet Medicare
National Coverage Determination (NCD) and Locall@everage
Determinations (LCD) criteria. In addition, where there isihet
NCD/ LCD criteria, therapeutic CGM must meet any'plan benefit
limits, and the plan’s evidence based clinical practice
guidelines.

Coverage is limited to 2 sensors pegFrmontihand one receiver
every 2 years.

This plan covers only DUROLFANE; EUFLEXXARSURPARTZ 2nd Gel-
SYN-3 Hyaluronic Acids (HA). For new pfescriptions,we will not
cover other brands unlessiyeut provider tells us it is medically
necessary. The review of medicahnecessityforuse of HA and
any non-preferred’brands is partofithe plan’s prior
authorization groeess.

$0 copay for
Medicare-covered
DME
Deductible applies.

$0 copay for
Medicare-coy€red
CGMs andgrelated
supplies
Dedugtibletapplies.

See the Diabetes
self-management
training, diabetic
seruices, and
slipplies benefit
seetion for diabetic
Supply cost
sharing.

$0 copay for
Medicare-covered
DME
Deductible applies.

$0 copay for
Medicare-covered
CGMs and related
supplies
Deductible applies.

See the Diabetes
self-management
training, diabetic
services, and
supplies benefit
section for diabetic
supply cost
sharing.

Prosthetic devices and related supplies*

Devices (other than dental)that replace all or a body part or
function. These include, but'are not limited to, colostomy bags
and supplies directly related to colostomy care, pacemakers,
braces, prosthetic shoes, artificial limbs, and breast prostheses
(including a surgical brassiere after a mastectomy). Includes
certain supplies related to prosthetic devices and repair and/or
replacement of prosthetic devices. Also includes some
coverage following cataract removal or cataract surgery. See
“Vision care” later in this section for more detail.

$0 copay for
Medicare-covered
prosthetics and
orthotics
Deductible applies.

$0 copay for
Medicare-covered
prosthetics and
orthotics
Deductible applies.
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Home infusion therapy*

Home infusion therapy involves the intravenous or
subcutaneous administration of drugs or biologicals to an

individual at home. The components needed to perform home

infusion include the drug (for example, antivirals, immune

globulin), equipment (for example, a pump), and supplies (for

example, tubing and catheters).
Covered services include but are not limited to:

e Professional services, including nursing services,
furnished in accordance with the plan of care

e Patient training and education not otherwise covered

under the durable medical equipment benefits

e Remote monitoring

e Monitoring services for the provision of home infusion

therapy and home infusion drugs furnished by a

qualified home infusion therapy supplier

Separately from the home infusion therapy profess
services, home infusion requires a durable medical
equipment component:

e Durable medical equipmen
pump, the related suppli
pharmacy services, de
maintenance of rented eqt
education on the

$0 copay for
Medicare-covered

professional
services provided
by a qualified home
infusion supplier in

ernal infusion
p, the related
ies, and the

$0 copay for
Medicare-covered
professional
services provided
by a qualified home
infusion supplier in
the patient’'s home
Deductible does
not apply.

$0 copay for
Medicare-covered
rable medical
equipment -
includes the
external infusion
pump, the related
supplies, and the
infusion drug(s)
Deductible applies.
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

5 Diabetes self-management training, diabetic services, and
supplies

For all people who have diabetes (insulin and non-insulin users)

Covered services include:

Supplies to monitor your blood glucose: Blood glucose
monitor, blood glucose test strips, lancet devices and
lancets, and glucose control solutions for checking the
accuracy of test strips and monitors

Blood glucose monitors are limited to one every year

Up to 200 blood glucose test strips and lancets for a 30-
day supply

One pair per year of therapeutic custom molded shoe
(including inserts provided with such shoes) and two

additional pairs of inserts or one pair of depth shoes and

three pairs of inserts (not including the n
removable inserts provided with such sho
with diabetes who have severe diabetic foo
including fitting of shoes or inserts

Diabetes self-management traini
certain conditions

$0 copay for a 30-
day supply on each
Medicare-covered
purchase of blood
glucose test strips,
lancets, lancet

devices,

ductible applies
except for items
purchased at a
pharmacy.

$0 copay for
Medicare-covered
therapeutic shoes

and inserts
Deductible applies.

$0 copay for
Medicare-covered
diabetes self-
management
training
Deductible does
not apply.

$0 copay for a 30-
day supply on each
Medicare-covered
purchase of blood
glucose test strips,
lancets, lancet
devices, and
glucose control
solutions for
checking the
accuracy of test
strips and monitors
uctible applies
except for items
purchased at a
pharmacy.

$0 copay for
Medicare-covered
blood glucose
monitor
Deductible applies
except for items
purchased at a
pharmacy.

$0 copay for
Medicare-covered
therapeutic shoes

and inserts
Deductible applies.

$0 copay for
Medicare-covered
diabetes self-
management
training
Deductible does
not apply.

Y0114 22 3000419 | C06/24/2021

2022 Evidence of Coverage for NYC Medicare Advantage Plus (PPO)

24



Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Outpatient diagnostic tests and therapeutic services and
supplies*®

Covered services include, but are not limited to:
e X-rays
e Complex diagnostic tests and radiology services

e Radiation (radium and isotope) therapy, including
technician materials and supplies

e Testing to confirm chronic obstructive pulmonary
disease (COPD)

e Surgical supplies, such as dressings

e Splints, casts, and other devices used to reduce
fractures and dislocations

e Laboratory tests

e Blood -including storage and administrati
of whole blood, packed red cells, and all othg
components of blood begins with the first pi

e (Other outpatient diagnostic tests

Certain diagnostic tests and radiole
complex and include heart cat
computed tomography (CT), pie
(MRIs and MRASs), and nuclear mee
PET scans.

$15 copay for each
Medicare-covered
X-ray visit and/or
simple diagnostic
test
Deductible applies.

icare-covered

iation therapy
eatment

applies.

b0 copay for
edicare-covered
testing to confirm
chronic obstructive
pulmonary disease
Deductible does not

apply.

$0 copay for
Medicare-covered
supplies
Deductible applies.

$15 copay for each
Medicare-covered
clinical/diagnostic
lab test
Deductible applies.

$15 copay for each
Medicare-covered
X-ray visit and/or
simple diagnostic
test
Deductible applies.

$15 copay for
Medicare-covered
complex diagnostic
test and/or radiology
visit
uctible applies.

$15 copay for each
Medicare-covered
radiation therapy
treatment
Deductible applies.

$0 copay for
Medicare-covered
testing to confirm
chronic obstructive
pulmonary disease
Deductible does not

apply.

$0 copay for
Medicare-covered
supplies
Deductible applies.

$15 copay for each
Medicare-covered
clinical/diagnostic
lab test
Deductible applies.

$0 copay per $0 copay per
Medicare-covered Medicare-covered
pint of blood pint of blood
Deductible does not | Deductible does not
apply. apply.
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Opioid treatment program services*

Members of our plan with opioid use disorder (OUD) can
receive coverage of services to treat OUD through an Opioid

Treatment Program (OTP) which includes the following services:

e U.S. Food and Drug Administration (FDA) approved
opioid agonist and antagonist medication-assisted
treatment (MAT) medications

e Dispensing and administration of MAT medications (if
applicable)

e Substance use counseling

e Individual and group therapy
e Toxicology testing

e Intake activities

e Periodic assessments

$15 copay per visit
for Medicare-
covered opioid
treatment program
services
Deductible applies.

$15 copay per visit
for Medicare-
covered opioid
treatment program
services
Deductible applies.
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Covered services

What you must pay for these
covered services

In-Network Out-of-Network
@ Vision care (non-routine) $0 copay for visits | $0 copay for visits
to an in-network to an out-of-

Covered services include:

Outpatient physician services for the diagnosis and
treatment of diseases and injuries of the eye, including
treatment for age-related macular degeneration.

For people who are at high risk of glaucoma, we will
cover one glaucoma screening each year. People at high
risk of glaucoma include: people with a family history of
glaucoma, people with diabetes, African-Americans who
are age 50 and older, and Hispanic-Americans who are

age 65 or older.

For people with diabetes, screening for diabetic
retinopathy is covered once per year.

One pair of eyeglasses or contact lenses after each

cataract surgery that includes insertion of an intraocular
lens. (If you have two separate cataract opefati
cannot reserve the benefit after the first surge
purchase two eyeglasses after the second s

primary care

physician for
Medicare-covered
exams to diagnose
and treat di

specialist for
Medicare-covered

treat diseases
of the eye

Medicare-covered
glaucoma
screening
Deductible does
not apply.

$0 copay for
Medicare-covered
diabetic
retinopathy
screening
Deductible does
not apply.

$0 copay for
glasses/contacts
following Medicare-
covered cataract
surgery
Deductible applies.

network primary
care physician for
Medicare-covered
exams to diagnose
and treat diseases
of the eye
Deductible applies.

$15 copay for visits
to an out-of-
ork specialist
for Medicare-
covered exams to
diagnose and treat
diseases of the eye
Deductible applies.

$0 copay for
Medicare-covered
glaucoma
screening
Deductible does
not apply.

$0 copay for
Medicare-covered
diabetic
retinopathy
screening
Deductible does
not apply.

$0 copay for
glasses/contacts
following
Medicare-covered
cataract surgery
Deductible applies.
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What you must pay for these

Covered services .
covered services

In-Network Out-of-Network

Preventive services care and screening tests

‘You will see this apple next to preventive services throughout this chart. For all preventive services that
are covered at no cost under Original Medicare, we also cover the service at no cost to you in-network.
However, if you are treated or monitored for an existing medical condition or an additional non-preventive
service, during the visit when you receive the preventive service, a copay or coms ance may apply for that

care received. In addition, if an office visit is billed for the existing medical con
non-preventive service received, the applicable in-network primary care physi

copay or coinsurance will apply.

4 . . .
& Abdominal aortic aneurysm screening

A one-time screening ultrasound for people at risk. The plan
only covers this screening if you have certain risk factors and if
you get a referral for it from your physician, physician assistaat,
nurse practitioner, or clinical nurse specialist.

are or an additional
n or in-network specialist

Jhere isno
cainsurance,
eopayment, or
deductible for
members eligible
fordhiswMedicare-
eovered preventive

There is no
coinsurance,
copayment, or
deductible for
members eligible
for this Medicare-
covered preventive

screening. screening.
Deductible does Deductible does
netapply. not apply.
& Bone mass measurement There is no There is no

For qualified individuals (generally, thisymeans people'@t risk of
losing bone mass or at risk of oste@porasis), the following
services are covered every 24 m@nths, orimore frequentlyyif
medically necessary: procedufres te identify bone mass, detect
bone loss, or determine bone qualitypineluding @physician's
interpretation of the results.

coinsurance,
copayment, or
deductible for the
Medicare-covered
bone mass
measurement.
Deductible does
not apply.

coinsurance,
copayment, or
deductible for the
Medicare-covered
bone mass
measurement.
Deductible does
not apply.
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

5 Colorectal cancer screening and colorectal services
For people 50 and older, the following are covered:

e Flexible sigmoidoscopy (or screening barium enema as
an alternative) every 48 months

One of the following every 12 months:
e Guaiac-based fecal occult blood test (gFOBT)
e Fecal immunochemical test (FIT)

DNA based colorectal screening every 3 years

For people at high risk of colorectal cancer, we cover:

e Screening colonoscopy (or screening barium enema
an alternative) every 24 months

For people not at high risk of colorectal cancer, we cover:

e Screening colonoscopy every 10 years, b
months of a screening sigmoidoscopy

Colorectal services:

e Include the biopsy and removal of any growth
procedure, in the event the p
screening exam

There is no
coinsurance,
copayment, or
deductible for the
Medicare-covered
colorectal cancer
screening
and se

There is no
coinsurance,
copayment, or
deductible for the
Medicare-covered
colorectal cancer
screening exam
and services.
Deductible does

not apply.

é HIV screening

e Uptothree scre

There is no
coinsurance,
copayment, or
deductible for
members eligible
for the Medicare-
covered preventive
HIV screening.
Deductible does
not apply.

There is no
coinsurance,
copayment, or
deductible for
members eligible
for the Medicare-
covered preventive
HIV screening.
Deductible does
not apply.
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

:f) Screening for sexually transmitted infections (STls) and
counseling to prevent STis

We cover sexually transmitted infection (STI) screenings for
chlamydia, gonorrhea, syphilis, and Hepatitis B. These
screenings are covered for pregnant women and for certain
people who are at increased risk for an STl when the tests are
ordered by a primary care provider. We cover these tests once

There is no
coinsurance,
copayment, or
deductible for the
Medicare-covered
screening for STIs
and counselig@ifor
STIs preyvéntive

There is no
coinsurance,
copayment, or
deductible for the
Medicare-covered
screening for STIs
and counseling for
STIs preventive

every 12 months or at certain times during pregnancy. beflefit. benefit.

We also cover up to 2 individual 20 to 30 minute, face-to-face Deductible does Deductible does
high-intensity behavioral counseling sessions each year for not apply. not apply.
sexually active adults at increased risk for STls. We will only

cover these counseling sessions as a preventive service if they

are provided by a primary care provider and take place in a

primary care setting, such as a doctor’s office.

& Medicare Part B immunizations There is no There is no

Covered services include:
e Pneumonia vaccine

e Flu shots, including HIN1, once each flu seasofifin the
fall and winter, with additiop@/lu Shots if medically
necessary

e Hepatitis B vaccine ifyou-are,at highsetintermediate
risk of getting Hepatitis B

e (COVID-19 vacegine

coinsurance,
copayment, or
deductible for the
pneumonia,
influenza, Hepatitis
B, COVID-19, or
other Medicare-
covered vaccines
when you are at
risk and they meet
Medicare Part B

coinsurance,
copayment, or
deductible for the
pneumonia,
influenza, Hepatitis
B, COVID-19, or
other Medicare-
covered vaccines
when you are at
risk and they meet
Medicare Part B

e Other vacéines if you areq@t kisk and they meet Medicare Dedugl’;illflse' does Deduggilgli:' does
Part B gQverage rules not apply. not apply.
If you have Part D"prescription drug coverage, some vaccines
are covered under youriPart D benefit (for example, the
shingles vaccine). Please refersto your Part D prescription
drug benefits.
& Breast cancer screening (mammograms) There is no There is no

Covered services include:

e One baseline mammogram between the ages of 35 and
39

e One screening mammogram every 12 months for
women age 40 and older

e Clinical breast exams once every 24 months

coinsurance,
copayment, or
deductible for
Medicare-covered
screening
mammograms.
Deductible does
not apply.

coinsurance,
copayment, or
deductible for
Medicare-covered
screening
mammograms.
Deductible does
not apply.
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

é Cervical and vaginal cancer screening
Covered services include:

e For all women, Pap tests and pelvic exams are covered
once every 24 months.

There is no
coinsurance,
copayment, or
deductible for
Medicare-covered

There is no
coinsurance,
copayment, or
deductible for
Medicare-covered
preventive Pap and

e Ifyou are at high risk of cervical or vaginal cancer or pelvic ex pelvic exams.
you are of childbearing age and have had an abnormal Deducti Deductible does
Pap test within the past 3 years: 1 Pap test every not apply.
12 months.
é Prostate cancer screening exams There is no

For men age 50 and older, the following are covered once ever
12 months:

o Digital rectal exam
e Prostate Specific Antigen (PSA) test

insurance,
copayment, or
deductible for a

nual PSA test.
uctible does

oinsurance,
opayment, or
deductible for a
Medicare-covered
annual PSA test.
Deductible does
not apply.

5 Cardiovascular disease risk reduction visit (thé
cardiovascular disease)

We cover one visit per year with your_psi
help lower your risk for cardiovase
your doctor may discuss aspiripfu
blood pressure, and give yo
healthy.

opriate), che
Sure you're eg

coinsurance,
copayment, or
deductible for the
Medicare-covered
intensive
behavioral therapy
cardiovascular
disease preventive

There is no
coinsurance,
copayment, or
deductible for the
Medicare-covered
intensive
behavioral therapy
cardiovascular
disease preventive

benefit. benefit.
Deductible does Deductible does
not apply. not apply.
& Cardiovascular d There is no There is no

ardiovascular disease (or
an elevated risk of cardiovascular
60 months).

Blood tests for the detect
abnormalities associated w
disease) once every 5 years

coinsurance,
copayment, or
deductible for
Medicare-covered
cardiovascular
disease testing that
is covered once
every five years.
Deductible does
not apply.

coinsurance,
copayment, or
deductible for
Medicare-covered
cardiovascular
disease testing that
is covered once
every five years.
Deductible does
not apply.
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

:f) “Welcome to Medicare” preventive visit

The plan covers a one-time “Welcome to Medicare” preventive
visit. The visit includes a review of your health, measurements
of height, weight, body mass index, blood pressure, as well as
education and counseling about the preventive services you
need (including certain screenings and shots), and referrals for
other care if needed.

Important: We cover the “Welcome to Medicare” preventive

There is no
coinsurance,
copayment, or
deductible for the
Medicare-covered
“Welcome to
Medicarg®
preventive visit.
Deductible does

There is no
coinsurance,
copayment, or
deductible for the
Medicare-covered
“Welcome to
Medicare”
preventive visit.
Deductible does

visit only within the first 12 months you have Medicare Part B. not apply not apply.
When you make your appointment, let your doctor’s office know

you would like to schedule your “Welcome to Medicare”

preventive visit.

& Annual wellness visit There is no There is no

If you've had Medicare Part B for longer than 12 months, you
can get an annual wellness visit to develop or updatesa
personalized prevention plan based on your current healthpand
risk factors. This is covered once every 12 months.

goinsurance,

copayment, or
deduetible for the
Medjcare-covered
arfnual wellness

coinsurance,

copayment, or
deductible for the
Medicare-covered
annual wellness

Note: Your first annual wellness visit can’t take place Within visit. visit.

12 months of your “Welcome to Medieare” preventive Visit. Deductible does Deductible does
However, you don't need to have had a “Welcome to Medicare” not apply. not apply.
preventive visit to be covered faf.annual wellness visits after

you've had Part B for 12 months.

& Depression screéfiing There is no There is no

We cover one sefeening for depression pepyear. The screening
must be dong’ini@ primary care setting that can provide follow-
up treatment and/or teferrals.

coinsurance,
copayment, or
deductible for a
Medicare-covered
annual depression
screening visit.
Deductible does
not apply.

coinsurance,
copayment, or
deductible for a
Medicare-covered
annual depression
screening visit.
Deductible does
not apply.
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

:f) Diabetes screening

We cover this screening (includes fasting glucose tests) if you
have any of the following risk factors: high blood pressure
(hypertension), history of abnormal cholesterol and triglyceride
levels (dyslipidemia), obesity, or a history of high blood sugar
(glucose). Tests may also be covered if you meet other

There is no
coinsurance,
copayment, or
deductible for
Medicare-covered
diabetes screening

There is no
coinsurance,
copayment, or
deductible for
Medicare-covered
diabetes screening

A . ' - \ o tests. tests.
requirements, like being overweight and having a family history Deductibié does Deductible does
of diabetes. not@pply. not apply.
Based on the results of these tests, you may be eligible for up to
2 diabetes screenings every 12 months.

There is no There is no

\{
W@ Medicare Diabetes Prevention Program (MDPP)

MDPP services will be covered for eligible Medicare
beneficiaries under all Medicare health plans.

MDPP is a structured health behavior change intervention that
provides practical training in long-term dietary change,

goinsurance,

copayment, or
dedluctible for the

MDPP benefit.
Deductible does

coinsurance,

copayment, or
deductible for the

MDPP benefit.
Deductible does

increased physical activity, and problem-solving strategies for Notapply. not apply.
overcoming challenges to sustaining weight loss and a“healthy

lifestyle.

3 Obesity screening and therapy to promote sustainéd There is no There is no

weight loss

If you have a body mass index @f30 or mare, we cover intéfisive
counseling to help you lose welghtaThis counseling is cavered if
you get it in a primary care setting;Whese tt'can'be coordinated
with your comprehensiveprevention'plan. Talk to your primary

coinsurance,
copayment, or
deductible for
Medicare-covered
preventive obesity
screening and

coinsurance,
copayment, or
deductible for
Medicare-covered
preventive obesity
screening and

care doctor or practitiorerta find out maore. therapy. therapy.
Deductible does Deductible does
not apply. not apply.
& Screening and coufiseling to reduce alcohol misuse There is no There is no

We cover one alcohol misuse, séreening for adults with
Medicare (including pregnant women) who misuse alcohol, but
aren’t alcohol dependent.

If you screen positive for alcohol misuse, you can get up to four
brief face-to-face counseling sessions per year (if you're
competent and alert during counseling) provided by a qualified
primary care doctor or practitioner in a primary care setting.

coinsurance,
copayment, or
deductible for the
Medicare-covered
screening and
counseling to
reduce alcohol
misuse preventive
benefit.
Deductible does
not apply.

coinsurance,
copayment, or
deductible for the
Medicare-covered
screening and
counseling to
reduce alcohol
misuse preventive
benefit.
Deductible does
not apply.
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

\f
9 Screening for lung cancer with low dose computed
tomography (LDCT)

For qualified individuals, a LDCT is covered every 12 months.

Eligible enrollees are: people aged 55 - 77 years who have no
signs or symptoms of lung cancer, but who have a history of
tobacco smoking of at least 30 pack-years or who currently
smoke or have quit smoking within the last 15 years, who
receive a written order for LDCT during a lung cancer screening
counseling and shared decision making visit that meets the
Medicare criteria for such visits and be furnished by a physician
or qualified non-physician practitioner.

For LDCT lung cancer screenings after the initial LDCT
screening:the enrollee must receive a written order for LDGT
lung cancer screening, which may be furnished during any
appropriate visit with a physician or qualified non-physician
practitioner. If a physician or qualified non-physician
practitioner elects to provide a lung cancer screening
counseling and shared decision making visit for subsequént
lung cancer screenings with LDCT, the visit must meet the
Medicare criteria for such visits.

There is no
coinsurance,
copayment, or
deductible for the
Medicare-covered
counseling and
shared decision
making visit or for
thed DET.
Deddctible dees
not apply.

There is no
coinsurance,
copayment, or
deductible for the
Medicare-covered
counseling and
shared decision
making visit or for
the LDCT.
Deductible does
not apply.

5 Medical nutrition therapy

This benefit is for people with diabetes, rénaktkidney) disease
(but not on dialysis), or after a kidney trdnsplantwhen referred
by your doctor.

We cover three haufs of one-0R-0ne counseling services during
your first year tha@t you receive medical nutrition therapy
services undef Medicare (this includes our plan, any other
Medicare Advantage plan, or Original Medicare), and two hours
each year after that. fyour condition, treatment, or diagnosis
changes, you may be able te recéive more hours of treatment
with a physician’s referral."A physician must prescribe these
services and renew their referral yearly if your treatment is
needed into another plan year.

There is no
coinsurance,
copayment, or
deductible for
members eligible
for Medicare-
covered medical
nutrition therapy
services.
Deductible does
not apply.

There is no
coinsurance,
copayment, or
deductible for
members eligible
for Medicare-
covered medical
nutrition therapy
services.
Deductible does
not apply.
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

5 Smoking and tobacco use cessation (counseling to quit
smoking)

If you use tobacco, but do not have signs or symptoms of
tobacco-related disease: We cover 2 counseling quit attempts

within a 12 month period. Each counseling attempt includes up
to 4 face-to-face visits.

. . )
Mou_usﬂabasm_and_haie_b_e&n_dmgnﬂseﬂﬂih_aiQDaml | di K licine 1 be aff ||
tobaccao: We cover cessation counseling services. We cover 2
counseling quit attempts within a 12 month period. Each
counseling attempt includes up to 4 face-to-face visits. These
visits must be ordered by your doctor and provided by a
qualified doctor or other Medicare-recognized practitioner.

There is no
coinsurance,
copayment, or
deductible for the
Medicare-covered
smoking and

tobacco

There is no
coinsurance,
copayment, or
deductible for the
Medicare-covered
smoking and
tobacco use
cessation
preventive benefits.
Deductible does

not apply.
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Other services

Services to treat outpatient kidney disease

Covered services include:

Kidney disease education services to teach kidney care
and help members make informed decisions about their
care. For members with stage IV chronic kidney disease
when referred by their doctor, we cover up to six
sessions of kidney disease education services per
lifetime.

Outpatient dialysis treatments (including dialysis
treatments when temporarily out of the service area)

Home dialysis or certain home support services (sueh
as, when necessary, visits by trained dialysis workers to
check on your home dialysis, to help in emergencies,
and check your dialysis equipment and water supply)

Self-dialysis training (includes training for you ahed
anyone helping you with your home dialysis'treatments)

Home and outpatient dialysis equipment and Suppties

Certain drugs for dialysis are coveredsinger your Medi€are Part
B drug benefit. For information ab®ut coverage for Part B.drugs,
please go to the section belowg*Medicare Part B prescription

drugs.”

<

You do not need to
get an approval
from the plan
before getting
dialysis. But pléase
let us know'when
you negd to start
this cafe, SQ Wwe can
help coordinate
With your doctors:

$0 copay for each
Medieare-covered
kidney disease
education session
Deductible does
notapply.

$0 copay for
Medicare-covered
outpatient dialysis
Deductible does
not apply.

$0 copay for
Medicare-covered
home dialysis or
home support
services
Deductible does
not apply.

$0 copay for
Medicare-covered
self-dialysis
training
Deductible does
not apply.

You do not need to
get an approval
from the plan
before getting
dialysis. But please
let us know when
you need to start
this care, so we can
help coordinate
with your doctors.

$0 copay for each
Medicare-covered
kidney disease
education session
Deductible does
not apply.

$0 copay for
Medicare-covered
outpatient dialysis
Deductible does
not apply.

$0 copay for
Medicare-covered
home dialysis or
home support
services
Deductible does
not apply.

$0 copay for
Medicare-covered
self-dialysis
training
Deductible does
not apply.
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Services to treat outpatient kidney disease (con’t)

$0 copay for
Medicare-covered
home dialysis
equipment and
supplies
Deductible applies.

$0 copay for
Medicare-covered
home dialysis
equipment and
supplies
Deductible applies.

$0 copay for
Medicare-covered
outpatient dialysis
equipment and
supplies
uctible applies.
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Medicare Part B prescription drugs covered under your
medical plan (Part B drugs)*

These drugs are covered under Part B of Original Medicare.
Members of our plan receive coverage for these drugs through
our plan.

Covered drugs include:

“Drugs” include substances that are naturally present in
the body, such as blood clotting factors

Drugs that usually are not self-administered by the
patient and are injected or infused while receiving
physician, hospital outpatient, or ambulatory surgical
center services

Drugs you take using durable medical equipment
(such as nebulizers) that was authorized by the plan

Clotting factors you give yourself by injection if you
have hemophilia

Immunosuppressive drugs, if you were enrolled in
Medicare Part A at the time of the organ transplant

Injectable osteoporosis drugsgifiyou are homebound,
have a bone fracture that afdocter certifies was related
to post-menopausal oste@porosis and cannot self=
administer the drug

Antigens
Certain oral anti-cancer drugs and anti-pausea drugs

Certain dfugs for home and eutpatignt dialysis,
inclugifig heparin, the antidote for heparin when
medically necessary, topicalanesthetics and
erythropoiesissStimulating@gents such as
Erythropoietin (Epegen®), Procrit® or Epoetin Alfa and
Darboetin Alfa (Aranesp®)

Intravenous Immune Globulin for the home treatment
of primary immune deficiency diseases

We also cover some vaccines under our Part B prescription
drug benefit.

Some of Part B covered drugs listed above may be subject to
step therapy.

$0 copay for
Medicare-covered
Part B drugs
Deductible does
not apply.

$0 copay foh
Medicare-govered
PariB drug
administration
Déductible does
net apply.

$0 copay for
Medieare-covered
Part B
ehemotherapy
drugs
Deductible does
net apply.

$0 copay for
Medicare-covered
Part B
chemotherapy drug
administration
Deductible does
not apply.

$0 copay for
Medicare-covered
Part B drugs
Deductible does
not apply.

$0 copay for
Medicare-covered
Part B drug
administration
Deductible does
not apply.

$0 copay for
Medicare-covered
Part B
chemotherapy
drugs
Deductible does
not apply.

$0 copay for
Medicare-covered
Part B
chemotherapy drug
administration
Deductible does
not apply.
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What you must pay for these

vered services .
Cove covered services

In-Network Out-of-Network

Medicare Part B prescription drugs covered under your
medical plan (Part B drugs) (con’t)

You may log into your secure member portal to find the list of
Part B drugs that may be subject to step therapy. This list is
located with your Plan Documents under your Benefits section.

If you have Part D prescription drug coverage, please refer to
your Evidence of Coverage for information on your Part D
prescription drug benefits.
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Covered services

What you must pay for these
covered services

In-Network Out-of-Network
Additional supplemental benefits, services, and
discounts
Routine hearing services Must use a Hearing
Care Solutions
e Routine hearing exams, limited to 1 every 12 months participlejltling
e Hearing aid fitting evaluations, limited to 1 per covered providex
hearing aid $ . $ .
0 capay, for 0 copay for
Routine hearing exams and fitting evaluations are limited to a o & copay 1¢
, : : . routine nearing routine hearing
$70 maximum benefit every 12 months combined in-network exams exams
and out-of-network. Deductible does Deductible does
e Hearing aids not apply. not apply.
Hearing aids are limited to a $500 maximum benefit every 12
months combined in-network and out-of-network. Include$ $0"Capay for $0 copay for
digital hearing aid technology and inner ear, outer ear, and over | fiearing aid fitting | hearing aid fitting
the ear models. Fitting adjustment after hearing aid is received, evaluations evaluations
if necessary. Deductible does Deductible does
not ly. t ly.
The hearing aid benefit does not provide coverage for abpYy notapply
amplifiers, internet purchases, assistive listening devices
(ALDs), earmolds or accessories. 50 copay _for 50 copay for
hearing aids hearing aids
Deductible does Deductible does
not apply. not apply.

We have partnered with HearingdCare Solutions to bring'you
these discounts and services;

For more informationef youfibenefit, €0vered devices or to
locate a Hearing Care Solutions providerpleéasé contact
Member Services.

Hearing benefit managément administered by Hearing Care
Solutions, an independentieompany.

Members receive a
free battery supply
during the first 3
years with a 64-cell
limit per year, per
hearing aid.

After the plan pays
benefits for routine
hearing exams,
hearing aids, and
hearing aid fitting
evaluations, you
are responsible for

any remaining cost.

Members receive a
free battery supply
during the first 3
years with a 64-cell
limit per year, per
hearing aid.

After the plan pays
benefits for routine
hearing exams,
hearing aids, and
hearing aid fitting
evaluations, you
are responsible for
any remaining cost.
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Covered services

What you must pay for these
covered services

In-Network

Out-of-Network

Routine foot care

e Upto 12 covered visits per year combined in-network
and out-of-network

Routine foot care includes the cutting or removal of corns and
calluses, the trimming, cutting, clipping or debriding of nails,
and other hygienic and preventive maintenance care.

$0 copay for each
visitto an in-
network primary
care physician for
routine foot care

Deductible applies.

$0 copay for each
visit to an out-of-
network primary

care physician for
routine foot care

Deductible applies.

$15 copay for each
visit to an out-of-
network specialist

for routine foot

After the plan pays
benefits for routine
foot care, you are

responsible for any
remaining cost.

Annual routine physical exam

The annual routine physical examfbene
physical exam in addition to th
Medicare" or “Annual WellneSs V

yvers a standard
overed "Welc

e to

$0 copay for an
annual physical
exam
Deductible does
not apply.

$0 copay for an

annual physical
exam

Deductible does

not apply.
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Covered services

What you must pay for these
covered services

In-Network Out-of-Network

Video doctor visits

LiveHealth Online lets you see board-certified doctors and
licensed therapists, psychologists and psychiatrists through
live, two-way video on your smartphone, tablet or computer. It's
easy to get started! You can sign up at livehealthonline.com or
download the free LiveHealth Online mobile app and register.
Make sure you have your Membership Card ready - you'll need
it to answer some questions.

Sign up for Free:

e You must enter your health insurance information
during enroliment, so have your Membership Card ready
when you sign up.

Benefits of a video doctor visit:

o Thevisitis just like seeing your regular doctor face-to-
face, but just by web camera.

o It's a great option for medical care when
can't see you. Board-certified doctors can |
most types of care and common conditions
colds, pink eye and more.

doctor
4./7 for

your choice, if needed.!
o Ifyou're feeling stressed¢v

visits with a boare
types of care.

LiveHealth Online is the
Corporation, a separate cG
on behalf of this Plan.

1. Prescription is prescribed based on physician
recommendations and state regulations (rules).

2. Appointments are typically scheduled within 14 days, but may
vary based on therapist/psychologist availability. Video
psychologists or therapists cannot prescribe medications.

3. Appointments are typically scheduled within 14 days, but may
vary based on psychiatrist availability. Video psychiatrists
cannot prescribe controlled substances.

y, providing telehealth services

$0 copay for video doctor visits using
LiveHealth Online
Deductible does not apply.
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Covered services

What you must pay for these
covered services

In-Network Out-of-Network

5 Health and wellness education programs
SilverSneakers® Membership

SilverSneakers can help you live a healthier, more active life
through fitness and social connection. You are covered for a
fitness benefit through SilverSneakers at participating
locations?. You have access to instructors who lead specially
designed group exercise classes?. At participating locations
nationwidel, you can take classes? plus use exercise equipment
and other amenities. Additionally, SilverSneakers FLEX® gives
you options to get active outside of traditional gyms (like
recreation centers, malls and parks). SilverSneakers also
connects you to a support network and virtual resources
through SilverSneakers LIVE™, SilverSneakers On-Demand™
and our mobile app, SilverSneakers GO™. All you need to
started is your personal SilverSneakers ID number. Go to
SilverSneakers.com to learn more about your benefit or call 1-
855-741-4985 (TTY: 711) Monday through Friday, 8 a.m. to 8
p.m. ET.

Always talk with your doctor before starting an exe
program.

1. Participating locations (“PL") are not owned or operate
Tivity Health, Inc. or its affiliates. Us iliti

trademarks of Tivity
rights reserved.

$0 copay for the SilverSneakers fitness
benefit
Deductible does not apply.

Y0114_22_3000419_I_C 06/24/2021

2022 Evidence of Coverage for NYC Medicare Advantage Plus (PPO)

43


http://SilverSneakers.com

Covered services

What you must pay for these
covered services

In-Network Out-of-Network

24/7 NurseLine

Also, as a member, you have access to a 24-hour nurse line, 7
days a week, 365 days a year. When you call our nurse line,
you can speak directly to a registered nurse who will help
answer your health-related questions. The call is toll free and
the service is available anytime, including weekends and
holidays. Plus, your call is always confidential. Call the nurse
line at 1-833-514-1298. TTY users should call 711.

Only 24/7 NurseLine is included in our plan. All other nurse
access programs are excluded.

$0 copay for 24/7 NurseLine
Deductible does not apply.

Foreign travel emergency and urgently needed services

Emergency or urgently needed care services while traveling
outside the United States or its territories during a temporary
absence of less than six months. OQutpatient copay is waived if
member is admitted to hospital within 72 hours fexthe same

condition.

e Emergency outpatient care
e Urgently needed services

e Inpatient care (60 days pe

This coverage is worldwide ang
under the Medicare fee sched

Shield Global Care Program at
673-1177. Representatives are ava

This is a Supplemental Benéfit and not a benefit covered under
the Federal Medicare progfam. For more coverage, you may
have the option of purchasing additional travel insurance
through an authorized agency.

copay for urgently needed services

Deductible does not apply.

$300 gopay per admission for emergency
inpatient care

Deductible does not apply.
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Covered services

What you must pay for these
covered services

In-Network Out-of-Network

Medicare Community Resource Support

Need help with a specific issue? Your plan benefits are
designed to cover what Medicare covers, as well as some
additional supplemental benefits as described in this benefits
chart, but we know that you might need additional help. As a
member, your plan provides a Medicare Community Resource
Support benefit to help bridge the gap between your medical
benefits and your optimal health, by connecting you to
resources available to you in your community. The Medicare
Education and Outreach team can help you locate helpful
resources within your community, such as food pantries, home
maintenance programs, utility assistance programs, social
activities, and much more. If you need assistance or have
questions about this benefit, call Member Services at the
number listed on the back of your Membership Card.

$0 copay for Medicare Community
Resource Support
Deductible does not apply.

Healthy Meals*

e Provides up to 14 meals per qualifying event, a
to four (4) events each year (56 meals in tota
e A qualifying event includes when you are in a hespital or

contact Member
process to valid

need to
onfirm

acting on our beha
number you provided
nutritional requirements.

dntact you using the phone
ipping details and any

opay for Healthy Meals
eductible does not apply.
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Covered services

What you must pay for these
covered services

In-Network Out-of-Network

Healthy Pantry*
Special Supplemental Benefits for the Chronically IlI

Maintaining a healthy diet to support a chronic medical
condition can help you maintain or improve your overall health.
As a Special Supplemental Benefit for the Chronically IlI, you
must:

e Meet the CMS mandated criteria. This criteria can be
found in the Chapter “Medical benefits (what is covered
and what you pay)" in your Evidence of Coverage.

e Provide supporting documentation from your physician
identifying you, as having a condition that can be made
worse by not having or would benefit from having
nutritional counseling and help with obtaining
appropriate pantry items. We can help you obtain this
information.

We are unable to initiate your benefit without spe
By requesting this benefit you are expressly autho
contact you by telephone.

Upon approval you are eligible for:
e Monthly nutritional counseling

e A monthly delivery of nog
directly to your home :
consist of a variety of non agt’can vary
each month.

ou utilize these
on how to

e Your nutritig@al’ const
items andgprovide you

ger Services @n the back of your
in the progess to validate your

You can contact Me
Membership Card to't

eligibility.

$0 copay for Healthy Pantry
Deductible does not apply.

Y0114_22_3000419_I_C 06/24/2021
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Covered services

What you must pay for these
covered services

In-Network Out-of-Network

Health and fitness tracker for your body & mind health:

Coverage includes a fitness tracking device to track your
physical activity and a member engagement website designed
to provide guidance, encouragement, and motivation.

Limit is one device every two years provided through our
contracted vendor.

Additionally, this benefit provides access to a web based
memory fitness program designed to help maintain or improve
your focus, attention, reaction time, brain speed, and memory.

Please contact Member Services for more information.

$0 copay for health and fitness tracker
Deductible does not apply.

Y0114_22_3000419_I_C 06/24/2021
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Covered services

What you must pay for these
covered services

In-Network Out-of-Network

Routine transportation

Routine transportation covers up to 24 one-way trips
each year. A trip is defined as a ride from one
destination to another. A trip is limited to 30 miles.

Trips are covered within your local service area for plan
covered services, such as medical visits, visits to
SilverSneakers locations and visits to a pharmacy to pick
up prescriptions. A stop at a pharmacy after a doctor’s
appointment to pick up prescriptions will not count as a
separate trip. When you schedule a pick-up from the
visit, tell the vendor that you need to go to the pharmacy.
Ask the provider/facility to call in the prescription soy,
have a shorter wait.

You must schedule trips 2 business days in advance.
When scheduling your ride, let the vendor know if you

are in a wheelchair, if you need help, or if S@meone will
be coming with you.

have questions about thi

transportation q

behalf of our p

$0 copay for routine transportation
Deductible does not apply.

Y0114_22_3000419_I_C 06/24/2021
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Covered services

What you must pay for these
covered services

In-Network Out-of-Network
Private duty nursing 20% coinsurance 20% coinsurance
for private duty for private duty
Private duty nursing is skilled nursing care provided to a nursing nursing

recipient by a registered nurse (R.N.) or licensed practical nurse
(L.P.N.) in the home or in a hospital setting.

Skilled care is defined as medically necessary services, when
prescribed by a physician, that can only be rendered under
State law or regulation by licensed health professionals such as
a medical doctor, physician's assistant, physical therapist,
occupational therapist, speech therapist, certified clinical social
worker, certified nurse midwife, licensed practical nurse or
registered nurse. Services are limited to the time such services
are deemed medically necessary.

Private duty nursing is limited to a maximum benefit of $
per year combined in-network and out-of-network.

Medicare-approved clinical research studies

test new types of medical care, like
works. They test new medical ¢

participate in/a licare- approve esea ch study.

Deductible applies.

After the plan pays

Deductible applies.

After the plan pays
benefits for private
duty nursing, you
are responsible for
any remaining cost.

er Original Medicare has paid its share
of the Medicare-approved study, this plan

will pay the difference between what
Medicare has paid and this plan’s cost-
sharing for like services.

Any remaining plan cost-sharing you are
responsible for will accrue toward this
plan’s out-of-pocket maximum.

Y0114 22 3000419 | C06/24/2021
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What you must pay for these

Covered services .
covered services

In-Network Out-of-Network

Wellness rewards $0 copay for the wellness rewards
. , program
We have created a wellness rewards incentive program to help Deductible does not apply.

members like you stay healthy.

With this voluntary program, you can earn up to a $200 annual
incentive for completion of services. These services can
include, but not limited to, preventive screenings such as breast
cancer screening, colorectal cancer screenings, comprehensive
diabetes management (HbA1c testing/retinal screening), and
bone health. Additional screenings may be added or changed
each year.

Participation in the annual incentive program will require the
completion of a Health Risk Assessment.

Please contact Member Services for more information.

Annual out-of-pocket maximum $1,470

All copays, coinsurance, and deductibles listed in t e
chart are accrued toward the medical plan out-of-poc
maximum with the exception of the routine hearing sé

Combined in-network and out-of-network

is needed, by yoUr pia ed services. In the network portion of a PPO, some in-network medical
services are covereg i tor or other in-network provider gets prior authorization from our plan.
In a PPO, you do not ne i uthorization to obtain out-of-network services. However, we recommend
you ask for a pre-visit c@ e decision to confirm that the services you are getting are covered and
medically necessary. Bene categorles that include services that require prior authorization are marked
with an asterisk in the Benefits Chart.

Y0114 22 3000419 | C06/24/2021
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This list of chapters and page numbers is your starting point. For more help in finding
information you need, go to the first page of a chapter. You will find a detailed list of topics
at the beginning of each chapter.

Chapter 1 | Getting startedasamember ............................ 54

Explains what it means to be in a group-sponsored Medicare health plan and how to
use this booklet. Explains the materials we will send you, your plan premium, your
plan membership card, and keeping your membership record up

Chapter 6 | Your rights and responsibilities ........................ 106

Explains the rights and responsibilities you have as a member of our plan. Explains
what you can do if you think your rights are not being respected.
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Chapter 7 | What to do if you have a problem or complaint (coverage
decisions, appeals, complaints) ....................... 121

Explains step-by-step, what to do if you are having problems or concerns as a
member of our plan.

e Explains how to ask for coverage decisions and make appeals if you are having
trouble getting the medical care you think is covered by our plan. This includes
asking us to keep covering hospital care and certain types of medical services if
you think your coverage is ending too soon.

e Explains how to make complaints about quality of care,
service and other concerns.

ingtimes, member

Chapter 8 | Ending your membershipintheplan . SL.... .S .......

Chapter 9 | Legalnotices ...........c.ii i iii i iiini e, 165

Includes notices about governing [z
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Chapter 1 | Getting started as a member

SECTION 1 Introduction

Section 1.1  You are enrolled in NYC Medicare Advantage Plus (PPO),
which is a group-sponsored Medicare PPO plan

You are covered by Medicare, and you have chosen to get your Medicare health care coverage
through our plan, NYC Medicare Advantage Plus (PPO).

There are different types of Medicare health plans. NYC Medicare Advantage Plus (PPO) is a
Medicare Advantage PPO Plan (PPO stands for Preferred Provider Organization). This plan does
not include Part D prescription drug coverage. Like all Medicare healthgtans,this Medicare
Advantage PPO is approved by Medicare and run by a private comp

Patient Protection and Affordable Care Act's (ACA) individual
requirement. Please visit the Internal Revenue Service (IR
www.irs.gov/affordable-care-act/individuals-and-famili€s for more informati

Section 1.2 What is the Evidence of Cove

icare medical care covered
ities; what is covered, and

This Evidence of Coverage booklet explains how to get your
through our plan. This booklet explains youkrights and respon
what you pay as a member of the plan.

The words “coverage” and “covered services (01 i@al care and services available
to you as a member of NYC Medicare Advantage y

This Evident iS part of our contract with you about how your plan covers your
care. Other p f thi ntract include your enrollment form and any notices you receive
from us about ¢ our coverage or conditions that affect your coverage. These notices

The benefits described in this Evidence of Coverage are in effect during the months listed on
the first page, as long as you are a validly enrolled member in this plan.

Each calendar year, Medicare allows us to make changes to the plans that we offer. This
means we can change the costs and benefits of your plan after December 31, 2022, or on your
group-sponsored plan’s renewal date. We can also choose to stop offering the plan, or to offer
it in a different service area, after December 31, 2022.
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Medicare must approve our plan each year

Medicare (the Centers for Medicare & Medicaid Services) must approve our plan each year.
You can continue to get Medicare coverage as a member of our plan as long as we choose to
continue to offer the plan and Medicare renews its approval of the plan.

SECTION 2  What makes you eligible to be a plan member?

Section 2.1  Your eligibility requirements

You are eligible for membership in our plan as long as:

e You have both Medicare Part A and Medicare Part B. Section
Part A and Medicare Part B.

e -and-you live in our geographic service area. Sectio S our service
area.

lains Medicare

e -and-you are eligible for coverage undery d health plan retiree
benefits.

retiree benefits, please contact the group S
Benefits Program at healthbenefits@olr.n

Section 2.2 What are Medicare P

When you first signed up fo d information about what services are
covered under Medicare £a

e health agencies).

her medical services (such as physicians' services, home

our plan service ared. The service area is described below:

Our CMS-defined geographic service area includes all 50 states, Washington, D.C., Puerto Rico,
Guam, U.S. Virgin Islands, American Samoa and Northern Mariana Islands.

If you plan to move out of the service area, please contact all of the following to update your
contact information:

e Member Services. Phone numbers are printed on the back cover of this booklet.

e Group sponsor of your group plan.

e Social Security. You can find their phone numbers and contact information in Chapter 2,
Section 5.
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Section 2.4  U.S. citizen or lawful presence

A member of a Medicare health plan must be a U.S. citizen or lawfully present in the United
States. Medicare (the Centers for Medicare & Medicaid Services) will notify NYC Medicare
Advantage Plus (PPO) if you are not eligible to remain a member on this basis. NYC Medicare
Advantage Plus (PPO) must disenroll you if you do not meet this requirement.

SECTION 3  What other materials will you get from us?

Section 3.1 Your plan membership card - Use it to get alf covered care
While you are a member of our plan, you must use your plan me
get any services covered by this plan. Here’s a sample plan me
what yours will look like:

ard whenever you

Do NOT use your red

card, you may have to pay the dical services yourself. Keep your Medicare card
in a safe place edto show it if you need hospital services, hospice services, or

participate
Here's nt: If you get covered services using your red, white and blue
Medicare card, i SIng your plan membership card while you are a plan member, you

If your plan memit r
we will send you a r ard. Phone numbers for Member Services are printed on the back
cover of this booklef#'You can also log into www.empireblue.com/nyc-ma-plus to print
temporary plan membership cards.

Section 3.2  The Provider Directory: Your guide to all providers in the
plan’s network

The Provider Directory lists our in-network providers and durable medical equipment (DME)
suppliers.

This NYC Medicare Advantage Plus (PPO) plan allows you to see a provider you choose who
accepts Medicare and our plan as an out-of-network provider. Your cost share is the same for
in- or out-of-network providers.
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What are “in-network providers?”

In-network providers are the doctors and other health care professionals, medical groups,
DME suppliers, hospitals, and other health care facilities that have an agreement with us to
accept our payment, and any plan cost sharing as payment in full. We have arranged for these
providers to deliver covered services to members in our plan.

Why do you need to know which providers are part of our network?

As a member of our plan, you can choose to receive care from out-of-network providers. Our
plan will cover services from either in-network or out-of-network providers, as long as the
services are covered benefits and medically necessary. See Chapter 3, “ the plan’s
coverage for your medical services,” and Chapter 4, “Medical benefits (What iS covered and
what you pay),” for more specific information.

Please note: While you can get your care from an out-of-networ, i e provider must
be enrolled and eligible to participate in Medicare. Except foxe we cannot pay

a provider who is not eligible to participate in Medicare. If

eligible to participate in Medicare, you will be responsi ces you
receive. Check with your provider before receiving s i enrolled
and eligible to participate in Medicare. If you need i i

questions, please call our retiree-dedicated Member Ser am. Please call at

1-833-325-1191, TTY: 711.

If you don't have your copy of the Provider

0 in-network providers, designated as a non-network
providers who participate with Medicare.

If the provider elects not to provide services, you can self-refer to another provider that
participates with Medicare.

4. Ifyou are unable to find a provider, please contact Member Services, who will:

e Respond with at least one provider of the requested provider type(s) within a
reasonable travel distance.

e Respond within 72 hours for standard requests for a provider.

e Respond on the same day for urgent care services (medical services to be furnished
within 12 hours in order to avoid the likely onset of an emergency medical
condition).
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Please note: Independent laboratory and specialty pharmacy claims are submitted to the plan
based on the location of your referring/ordering provider. The independent lab and specialty
pharmacy network status is determined based on the plan’s service area for the referring
provider. Durable medical equipment (DME) and supplies claims are submitted to the plan
based on the location where the item is shipped to (your residence), or the location where the
item was purchased from a retail store. The DME network status is determined based on the
plan’s service area for the location where the item was shipped to or where the item was
purchased from a retail store.

SECTION 4  Your monthly premium

Section 4.1 How much is your plan premium?

Your coverage is provided through a contract with your group,sp@nsor. Pleaséemail the New
York City Employee Benefits Program at healthbenefits @ olfnyc.gov to get mation on
any plan premium amounts you may be responsible for, @, if you are billed dire Py your
plan, please contact Member Services.

Many members are required to pay other Medi remiums

As explained in Section 2 above, in order to be eligible for yo n, you must have both
Medicare Part A and Medicare Part B. Som@pla aren't eligible for
premium-free Part A) pay a premium for Med embers pay a premium
for Medicare Part B. You must continue to p miums for you to remain a
member of your plan.

gives information about the Medicare
c osts.” This explains how the Medicare Part B
premiums differ for pegplée i veryone with Medicare receives a copy of
3 all. Those new to Medicare receive it within a

Your copy of the Medicare &

ite (www.medicare.gov). Or you can order a printed copy
-4227), 24 hours a day, 7 days a week. TTY users

y all premiums in most cases. Generally, your plan premium won't
C ear. You will be notified in advance if there will be any changes for
the next benefit yea our plan premium.

SECTION 5 Please keep your plan membership record up to date

Section 5.1 How to help make sure that we have accurate information
about you

Your membership record has information from your enroliment form, including your address
and telephone number. It shows your specific plan coverage.
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The doctors, hospitals and other providers need to have the correct information about you.
These providers use your membership record to know what services are covered and the
cost sharing amounts for you. Because of this, it is very important that you help us keep your
information up to date.

Let usknow about these changes:
e (Changes to your name, your address or your phone number

e Changes in any other health insurance coverage you have (such as from a group
sponsor, your spouse’s employer, workers' compensation or Medicaid)

e [fyou have any liability claims, such as claims from an automobil
e |fyou have been admitted to a nursing home
e |fyou receive care in an out-of-area or out-of-network hospi

rgency room

ber to also notify your
Employee Benefits Program
-date contact information on

group sponsor of your group plan by emailing the New Y
at healthbenefits@olr.nyc.gov so they will have your most
file.

you have

Medicare requires that i you about any other medical insurance
coverage that you havé iti ' i overage. That's because we must
coordinate any other covera G our benefits under our plan. For more
information abo verage works when you have other insurance, see Section 7 in

we knaW . er this information carefully. If it is correct, you don't need to do
anything. It i incorrect, or if you have other coverage that is not listed, please
numbers are printed on the back cover of this booklet.

SECTION 6 W protect the privacy of your personal health information

Section 6.1 We make sure that your health information is protected

Federal and state laws protect the privacy of your medical records and personal health
information. We protect your personal health information as required by these laws.

For more information about how we protect your personal health information, please go to
Chapter 6, Section 1.3 of this booklet.
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SECTION 7 How other insurance works with our plan

Section 7.1  Which plan pays first when you have other insurance?

When you have other insurance, there are rules set by Medicare that decide which of your
insurance plans pays first, and which pays second or even third. The insurance that pays first
is called the “primary payer” and pays up to the limits of its coverage. The one that pays
second, called the “secondary payer,” only pays if there are costs left uncovered by the
primary coverage. The secondary payer may not pay all of the uncovered costs.

If you have another group-sponsored health plan in addition to this pla
will be used to determine whether this retiree coverage or your othe

[lowing rules
verage pays first:

e [fyou have retiree coverage, Medicare pays first.

e [fyour group-sponsored health plan coverage is based on ployment or a
family member’s current employment, who pays firs the number

o Ifyou're under 65 and disabled and yo( or ember is still working,
your plan pays first if the group has 100 or m ployees or at least one group
in @ multiple group-sponsored plan that has mo n 100 employees.

e |fyou have Medicare because of ESRD, ) sored health plan will pay first
for the first 30 months afte

about who pays fi ou need to update your other insurance information, call Member
Services. Phone numpers are printed on the back cover of this booklet. You may need to give
your plan member ID number to your other insurers (once you have confirmed their identity)
so your bills are paid correctly and on time.
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Chapter 2 Important phone numbers and resources

SECTION 1  Your plan contacts (how to contact us, including how to

reach Member Services attheplan) ...................

SECTION 2  Medicare (how to get help and information directly from

the federal Medicare program) ........... N, .......

SECTION 3 State Health Insurance Assistance Pr
information, and answers to your
Medicare) .........coovveenee ... ......

SECTION 4  Quality Improvement Orga

SECTION 5  Social Security .... 0 ol . -« oo e e e e i e e ananns

SECTION 6 program that helps

e people with limited income

insurance from another group sponsor? ...............
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Chapter 2 | Important phone numbers and resources

SECTION 1 Your plan contacts (how to contact us, including how to reach

Member Services at the plan)

How to contact our plan’s Member Services
For assistance, please call or write to Member Services. We will be happy to help you.

Method Member Services - Contact Information

CALL 1-833-325-1191
Calls to this number are free.
Monday through Friday, 8 a.m. to 9 p.m. ET,

Member Services also has free langu i s available
for non-English speakers.

TTY 711

This number requires special teleph quipment and is only for

speaking.

FAX

WRITE

WEBSITE

ion we make about your benefits and coverage or about the

edical services. For more information on asking for coverage

gur medigal care, see Chapter 7, “What to do if you have a problem or
decigfons, appeals, complaints).”

You only need to request a coverage decision or submit an appeal or a complaint once.

You may call us if you have questions about our coverage decision process.

Method Coverage Decisions for Medical Care - Contact Information

CALL 1-833-325-1191

Calls to this number are free.

Monday through Friday, 8 a.m. to 9 p.m. ET, except holidays

2022 Evidence of Coverage for NYC Medicare Advantage Plus (PPO)
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Method Coverage Decisions for Medical Care - Contact Information

TTY 711

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Calls to this number are free.

WRITE Empire BlueCross BlueShield Retiree Solutions
Mailstop: OH0205-A537
4361 Irwin Simpson Rd
Mason, OH 45040

WEBSITE www.empireblue.com/nyc-ma-plus

| care, see Chapter 7,
“What to do if you have a problem or complaint (coverage ions, appeals, complaints).”

You only need to request a coverage decisi i mplaint once.

Method

CALL

WRITE

ailstop: OH0205-A537
361 Irwin Simpson Rd
ason, OH 45040

WEBSITE www.empireblue.com/nyc-ma-plus

FAX 1-888-458-1406

How to contact us when you are making a complaint about your medical care

You can make a complaint about us or one of our in-network providers, including a complaint
about the quality of your care. This type of complaint does not involve coverage or payment
disputes. If your problem is about the plan’s coverage or payment, you should look at the
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section above about making an appeal. For more information on making a complaint about
your medical care, see Chapter 7, “What to do if you have a problem or complaint (coverage
decisions, appeals, complaints).”

Method Complaints - Contact Information

CALL 1-833-325-1191
Calls to this number are free.

Monday through Friday, 8 a.m. to 9 p.m. ET, except

TTY 711

This number requires special telephone e is only for

people who have difficulties with heari

Calls to this number are free.

WRITE Empire BlueCross BlueShield
Mailstop: OH0205-A537
4361 Irwin Simpson Rd
Mason, OH 45040

MEDICARE You can submit a comple 0 rectly to Medicare. To
WEBSITE

Where to send a req
medical care you

ed medical services.”

vider, see Chapter 5, “Asking us to pay our share

Method ent Requests - Contact Information

CALL -833-325-1191
Calls to this number are free.
Monday through Friday, 8 a.m. to 9 p.m. ET, except holidays

Member Services also has free language interpreter services available
for non-English speakers.
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Method Payment Requests - Contact Information

TTY 711

This number requires special telephone equipment and is only for
people who have difficulties with hearing or speaking.

Calls to this number are free.

WRITE NYC Medicare Advantage Plus (PPO)
Empire BlueCross BlueShield Retiree Solutions
P.0. Box 1407
Church Street Station
New York, NY 10008-1407

SECTION 2 Medicare (how to get help and # .formation directi, ~in the
federal Medicare program)

Medicare is the federal health insurance program for peop
people under age 65 with disabilities, and people with end-
kidney failure requiring dialysis or a kidnewtransplant).

years of age or older, some
renal disease (permanent

The federal agency in charge of Medicare is'tt
(sometimes called “CMS”). This agency contré
including us.

or Medigare & Medicaid Services
akg”’Advantage organizations

Method

CALL

ber requires special telephone equipment and is only for
who have difficulties with hearing or speaking.

alls to this number are free.

WEBSITE www.medicare.gov

This is the official government website for Medicare. It gives you
up-to-date information about Medicare and current Medicare issues. It
also has information about hospitals, nursing homes, physicians, home
health agencies and dialysis facilities. It includes booklets you can print
directly from your computer. You can also find Medicare contacts in
your state.
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Method Medicare - Contact Information

The Medicare website also has detailed information about your
Medicare eligibility and enrollment options with the following tools:

¢ Medicare Eligibility Tool: Provides Medicare eligibility status
information.

e Medicare Plan Finder: Provides personalized information about
available Medicare prescription drug plans, Medicare health
plans, and Medigap (Medicare Supplement In nce) policies in
your area. These tools provide an estimate atyour
out-of-pocket costs might be in different icare plans.

You can also use the website to tell Medic
have about your plan:

complaints you

¢ Tell Medicare about your cog#plaint: You can sub

www.medicare.gov/Medica aintForm/home.aspx.
jously and will use this
of the Medicare program.

able to help you visit th $ing i mputer. Or you can call
Medicare and tell them ou are looking for. They will
find the information on t tit out and send it to you. You
can callMedicare at 1-800-MEDICARE (1-800-633-4227), 24 hours a

SECTION 3 State He. ~ Insurance Assistance Program (free help,
wation,, "d answers to your questions about Medicare)

e Program (SHIP) is a government program with trained
P is an independent program (not connected with any insurance
a state program that gets money from the federal government to
give free local i ce counseling to people with Medicare.

The SHIP counselot help you with your Medicare questions or problems. They can help
you understand youpMedicare rights, help you make complaints about your medical care or
treatment, and help you straighten out problems with your Medicare bills. SHIP counselors can

also help you understand your Medicare plan choices and answer questions about switching
plans.

Method to Access SHIP and Other Resources:

e Visit www.medicare.gov
e Click on “Forms, Help, and Resources” on far right of menu on top
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Method to Access SHIP and Other Resources:

e Inthe drop down click on “Phone Numbers & Websites”
® You now have several options
o Option #1: You can have a live chat
o Option #2: You can click on any of the “TOPICS” in the menu on bottom

o Option #3: You can select your STATE from the dropdown menu and click GO.
This will take you to a page with phone numbers and resourcgs specific to your
state.

For contact information, please refer to the state-specific agency li ich is located in

the SHIP section of Chapter 11 in this booklet.

SECTION 4  Quality Improvement Organiza*.on (paid by Medica. .o check
on the quality of care for per '~ with “edicare)

The QIO has a group of doctors and other h
federal government. This organization is pai€
quality of care for people with Medicare. It is
with our plan.

e professional§who are paid by the

by Me on and help improve the
: apene ganization. It is not connected

You should contact the QlQ4

SECTIONS5 . .al Security

Social Security is responsible for determining eligibility and handling enroliment for Medicare.
U.S. citizens and lawful permanent residents who are 65 or older, or who have a disability or
end-stage renal disease and meet certain conditions, are eligible for Medicare. If you are
already getting Social Security checks, enrollment into Medicare is automatic. If you are not
getting Social Security checks, you have to enroll in Medicare. To apply for Medicare, you can
call Social Security or visit your local Social Security office.

If you move or change your mailing address, it is important that you contact Social Security to
let them know.

2022 Evidence of Coverage for NYC Medicare Advantage Plus (PPO)

69



Chapter 2 | Important phone numbers and resources

Method Social Security - Contact Information

CALL 1-800-772-1213
Calls to this number are free.
Available 7:00 a.m. to 7:00 p.m., Monday through Friday.

You can use Social Security’s automated telephone services to get
recorded information and conduct some business 24 hours a day.

TTY 1-800-325-0778

This number requires special telephone equi
people who have difficulties with hearing o

and is only for

Calls to this number are free.

Available 7:00 a.m. to 7:00 p.m., Moftday through Friday.

WEBSITE WWW.SSa.gov

SECTION 6  Medicaid (a joint fec -al and state pr. ~:a that helps with
medical costs for so1 ', ~le with lin.ced income and
resources)

premiums. These “Medicare Savings Programs”
resources save money each year:

gductibles, coinsurance and copayments. Some people
le for full Medicaid benefits (QMB+).

2 Medicare Beneficiary (SLMB): Helps pay Part B premiums.

Some peop SLMB are also eligible for full Medicaid benefits (SLMB+).

e Qualifying Individual (Ql): Helps pay Part B premiumes.
e Qualified Disabled & Working Individuals (QDWI): Helps pay Part A premiums.

For contact information, please refer to the state-specific agency listing, which is located in
the Medicaid section of Chapter 11 in this booklet.
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SECTION 7 How to contact the Railroad Retirement Board

The Railroad Retirement Board is an independent federal agency that administers
comprehensive benefit programs for the nation’s railroad workers and their families. If you
have questions regarding your benefits from the Railroad Retirement Board, contact the
agency.

If you receive your Medicare through the Railroad Retirement Board, it is important that you
let them know if you move or change your mailing address.

Method Railroad Retirement Board - Contact Informati

CALL 1-877-772-5772

Calls to this number are free.

900am t01200pm on We

If you press “1,” you may access the
recorded information, 24 hours a day, |
holidays.

ated RRB HelpLine and
ing weekends and

1-312-751-4701

WEBSITE

SECTION ¢ Doy. have'_ .upinsurance” or other health insurance
from a. ther group sponsor?

If you have g g from another group sponsor, please contact that group sponsor’s
benefits admi : ogdentify how that coverage will work with these benefits. You may
also call 1-800-ME (1-800-633-4227). TTY users should call 1-877-486-2048 with

guestions related to your Medicare coverage under this plan.
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SECTION 1 Things to know about getting your medical care covered as a

member of our plan

This chapter explains what you need to know about using your plan to get your medical care
covered. It gives definitions of terms and explains the rules you will need to follow to get the
medical treatments, services, and other medical care that are covered by your plan.

For the details on what medical care is covered by your plan and how much you pay when you
get this care, use the benefits chart located at the front of this booklet and Chapter 4, “Medical
benefits (what is covered and what you pay).”

Section 1.1 What are “in-network providers” and “covéred services”?
This plan lets you pay the same copay or coinsurance percenta
in-network providers or out-of-network providers who accep
out-of-network provider. Even if you see an out-of-networ
copay amount or coinsurance.

NYC Medicare Advantage Plus Plan Provider Net
Advantage Plus plan members
have access to a comprehensive in-network provider netw at includes the following:

Together, Empire and EmblemHealth’s pro
retirees through the NYC Medicare Advantag

The NYC Medicare Advantage Plus plan is a ngvied PPO plan. Retirees can visit
any doctor or hospital that accepts Medica . About 640,000 of those Medicare
providers are currently in theEm emHealth alliance networks and are
contractually bound to a bers of thelNYC Medicare Advantage Plus plan.

Rest assured the Blug Cross and Blue Shield Medicare Advantage PPO professional and facility
providers outside of the counties listed above are considered in-network providers.

Here are some definitions that can help you understand how you get the care and services
that are covered for you as a member of our plan:

e “Providers” are doctors and other health care professionals licensed by the state to
provide medical and health care services. The term “providers” also includes hospitals
and other health care facilities.

¢ “In-network providers” are the doctors and other health care professionals, medical
groups, hospitals, and other health care facilities that have an agreement with us to
accept our payment and your cost sharing amount as payment in full. We have arranged
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for these providers to deliver covered services to members in our plan. The providers in
our network bill us directly for care they give you. When you see a network provider, you
pay only your share of the cost for their services. In-network providers may also be
referred to as “plan providers.” With your plan, you are able to see any doctor that
accepts Medicare and the plan.

e ‘“Covered services” include all the medical care, health care services, supplies and
equipment that are covered by your plan. Your covered services for medical care are
listed in the benefits chart located at the front of this booklet.

Section 1.2  Basic rules for getting your medical care covered by our plan

As a Medicare health plan, your plan must cover all services covered
must follow Original Medicare’s coverage rules.

Original Medicare and

Your plan will generally cover your medical care as long as:

e The care you receive is included in your plan’'s me
located at the front of this booklet.

¢ The care you receive is considered medicall . i means
that the services, supplies or drugs are needed f ention, diagnosis or
treatment of your medical condition and meet acce tandards of medical practice.

ovider before receiving services to confirm that
e in Medicare.

SECT'O M2 Using 1etwurk and out-of-network providers to get your
medica :are

Section 2.1

A specialist is a doctor who provides health care services for a specific disease or part of the
body. There are many kinds of specialists. Here are a few examples:

e Oncologists care for patients with cancer.
e Cardiologists care for patients with heart conditions.
e Orthopedists care for patients with certain bone, joint or muscle conditions.

You do not need to obtain a referral before going to an in-network specialist. See your
Provider Directory and our website for provider information about in-network specialists.
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For certain services, your in-network physician will need to get prior approval from us. This is
called getting “prior authorization.” Prior authorization is required for in-network physicians
and recommended for out-of-network physicians. Please refer to your benefits chart located at
the front of this booklet for the services for which prior authorization is required or
recommended.

What if a specialist or another in-network provider leaves your plan?

It is important that you know that we may make changes to the hospitals, doctors and
specialists (providers) that are part of your plan during the year. There are a number of
reasons why your provider might leave your plan, but if your doctor or specialist does leave
your plan, you have certain rights and protections summarized below:

e Even though our network of providers may change during the
that we furnish you with uninterrupted access to qualified

e We will make a good faith effort to provide you with at leaSt 30 day
provider is leaving our plan so that you have time to

, Medicare requires
d specialists.

ice that your

health care needs.

e |fyou are undergoing medical treatment you'hav
with you to ensure, that the medically necessary tre
interrupted.

e |fyou believe we have not furnished
previous provider or that your care is R
right to file an appeal of our decision.

to request, and we will work
tyou are receiving is not

cannot pay a grovider who is not eligible to participate in Medicare. If you receive care
from a provider who is not eligible to participate in Medicare, you will be responsible for
the full cost of the services you receive. Check with your provider before receiving
services to confirm that they are eligible to participate in Medicare.

e You don't need to get a referral or prior authorization when you get care from
out-of-network providers. However, before getting services from out-of-network
providers, you may want to ask for a pre-visit coverage decision to confirm that the
services you are getting are covered and are medically necessary. See Chapter 7,
Section 4 for information about asking for coverage decisions. This is important
because:
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o Without a pre-visit coverage decision, if we later determine that the services are
not covered, were not medically necessary, or we could not determine medical
necessity due to lack of medical records, we may deny coverage and you will be
responsible for the entire cost. If we say we will not cover your services, you have
the right to appeal our decision not to cover your care. See Chapter 7, “What to do
if you have a problem or complaint (coverage decisions, appeals, complaints),” to
learn how to make an appeal.

e |tis bestto ask an out-of-network provider to bill your local Blue Plan first. But if you

have already paid for the covered services, we will reimburse you for our share of the
cost for covered services. Or, if an out-of-network provider sends yousa bill that you think
we should pay, you can send it to us for payment. See Chapter 5, #ASkirtg us to pay our

SECTION 3 How to get covered services w. ~y” d have an emergency, or
urgent need for care, or duringa. =ster

Section 3.1 Getting care if you h

What is a “medical emergency” and wha ou do if you have one?

A “medical emergency” is whed

knowledge of health and méd )u have medical symptoms that require
immediate medical atte 0ss of a limb, or loss of function of a limb.

The medical symptom ! j severe pain, or a medical condition that is
quickly getting worse.

What is covered if'you have a medical emergency?

You may get covered emergency medical care whenever you need it, anywhere in the United
States or its territories. Your plan covers ambulance services in situations where getting to the
emergency room in any other way could endanger your health. For more information, see the
medical benefits chart located at the front of this booklet.

Your plan may cover emergency care outside of the United States. Please refer to the benefits
chart located at the front of this booklet for additional information.

If you have an emergency, we will talk with the doctors who are giving you emergency care to
help manage and follow up on your care. The doctors who are giving you emergency care will
decide when your condition is stable and the medical emergency is over.
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After the emergency is over, you are entitled to follow-up care to be sure your condition
continues to be stable. Your follow-up care will be covered by your plan.

What if it wasn’t a medical emergency?

Sometimes it can be hard to know if you have a medical emergency. For example, you might
go in for emergency care - thinking that your health is in serious danger - and the doctor may
say that it wasn't a medical emergency after all. If it turns out that it was not an emergency, as
long as you reasonably thought your health was in serious danger, we will cover your care.

Section 3.2  Getting care when you have an urgent need for services

What are “urgently needed services”?

“Urgently needed services” are a non-emergency, unforeseen
condition that requires immediate medical care. Urgently need
by in-network providers or by out-of-network providers. Th
example, be an unforeseen flare-up of a known conditio

be furnished
could, for

What if you are outside the plan’s service
for care?

Section 3.3  Getting care during a'¢

If the Governor of your state, the U.S. Secretar i Health amd Human Services, or the
President of the United States ares a state of\disaster or emergency in your geographic
area, you are still entitled 46 your plan.

Please visit the websit€, eblue.com/

needed care during a disa

pyc-ma-plus, for information on how to obtain

SECTION + Wha voua led directly for the full cost of your covered
services?

Section 4. ask us to pay our share of the cost of covered

If you have paid more than your share for covered services, or if you have received a bill for
the full cost of covered medical services, go to Chapter 5, “Asking us to pay our share of a bill
you have received for covered medical services,” for information about what to do.

Section 4.2  If services are not covered by our plan, you must pay the full
cost

Your plan covers all medical services that are medically necessary and are obtained
consistent with plan rules. These services are listed in the plan’s medical benefits chart
located at the front of this booklet. You are responsible for paying the full cost of services that
aren’t covered by your plan, either because they are not plan-covered services, or plan rules
were not followed.
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If you have any questions about whether we will pay for any medical service or care that you
are considering, you have the right to ask us whether we will cover it before you get it. You
also have the right to ask for this in writing. If we say we will not cover your services, you have
the right to appeal our decision not to cover your care.

Chapter 7, “What to do if you have a problem or complaint (coverage decisions, appeals,
complaints)” has more information about what to do if you want a coverage decision from us
or want to appeal a decision we have already made. You may also call Member Services to get
more information. Phone numbers are printed on the back cover of this booklet.

For covered services that have a benefit limitation, you pay the full cost of any services you get
after you have used up your benefit for that type of covered service. Thesé*€osts will not count
towards your out-of-pocket maximum. You can call Member Services wifien you want to know

how much of your benefit limit you have already used.

SECTION 5 How are your medical services co® “eawheny. -reina
“clinical research study”?

new types of medical care, like how well a '
procedures or drugs by asking for volunteet ) . This kind of study is one
of the final stages of a research process that C and_sCientists see if a new

approach works and if it is safe.

-approved study, Original Medicare pays most of the costs for
2ive as part of the study. When you are in a clinical research

éd in your plan and continue to get the rest of your care (the care
udy) through your plan.

If youpart

that is not related

If you want to participate in a Medicare-approved clinical research study, you do not need to
get approval from your plan. The providers that deliver your care as part of the clinical
research study do not need to be part of your plan’s network of providers.

Although you do not need to get your plan’s permission to be in a clinical research study, you
do need to tell us before you start participating in a clinical research study.

If you plan on participating in a clinical research study, contact Member Services to let them
know that you will be participating in a clinical trial and to find out more specific details about
what your plan will pay. Phone numbers are printed on the back cover of this booklet.
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Section 5.2 When you participate in a clinical research study, who pays
for what?

Once you join a Medicare-approved clinical research study, Original Medicare provides
coverage for routine items and services you receive as part of the study, including:

e Room and board for a hospital stay that Medicare would pay for even if you weren'tin a
study.

e An operation or other medical procedure if it is part of the research study.
e Treatment of side effects and complications of the new care.

ive as part of the

r plan will also pay
riginal Medicare
and your cost sharing as a member of your plan. This means youiwi me amount for

Original Medicare pays most of the cost of the covered services you r
study. After Medicare has paid its share of the cost for these servic

your plan.

Here’s an example of how the cost sharin

Let's say that you have a lab test that costs $100 as part o research study. Let's also say
that your share of the costs for this test is $20 under Origina
$10 under your plan’s benefits. In this casepQriginal Medicare
we would pay another $10. This means that 0
would pay under your plan’s benefits.

y $80 for the test and
is the same amount you

In order for us to pay for our share of the cost 0 submit a request for payment.
With your request, you will need.to send us a cogy of your Medicare Summary Notices or other
documentation that shows ices you recgived as part of the study and how much you
owe. Please see Chapter, it submitting requests for payment.

Do you want to

You can get more information about joining a clinical research study by visiting the Medicare
website to read or download the publication “Medicare and Clinical Research Studies.” (The
publication is available at:
www.medicare.gov/Pubs/pdf/02226-Medicare-and-Clinical-Research-Studies.pdf.) You can
also call 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should
call 1-877-486-2048.
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SECTION 6  Rules for getting care covered in a “religious non-medical

health care institution”

Section 6.1 What is a religious non-medical health care institution?

A religious non-medical health care institution is a facility that provides care for a condition
that would ordinarily be treated in a hospital or skilled nursing facility. If getting care in a
hospital or a skilled nursing facility is against a member’s religious beliefs, we will instead
provide coverage for care in a religious non-medical health care institution. You may choose
to pursue medical care at any time for any reason. This benefit is provid for Part A
inpatient services (non-medical health care services). Medicare will 0 pay for non-medical
health care services provided by religious non-medical health carej

Section 6.2  Receiving care from a religious non-
institution

To get care from a religious non-medical health care i
document that says you are conscientiously oppos
“non-excepted.”

e “Non-excepted” medical care or treatment is any me are or treatment that is
voluntary and not required by any fe@etal, state or local

e “Excepted” medical treatment is med treatmentthat you get that is not
voluntary or is required under federal, A

SECTION7 kK s for ownership of durable medical equipment

Section 7.1  Will you own the durable medical equipment after making a
certain number of payments under our plan?

Durable medical equipment (DME) includes items such as oxygen equipment and supplies,
wheelchairs, walkers, powered mattress systems, crutches, diabetic supplies, speech
generating devices, IV infusion pumps, nebulizers, and hospital beds ordered by a provider for
use in the home. The member always owns certain items, such as prosthetics. In this section,
we discuss other types of DME that you must rent.
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In Original Medicare, people who rent certain types of DME own the equipment after paying
copayments for the item for a period of 13 months. As a member of our plan, you will acquire
ownership of the DME items following a rental period not to exceed 13 months. Your
copayments will end when you obtain ownership of the item.

What happens to payments you made for DME if you switch to Original
Medicare?

If you did not acquire ownership of the DME item while in your plan, you will have to make
13 new consecutive payments after you switch to Original Medicare in order to own the item.
Payments you made while in your plan do not count toward these 13 consgcutive payments.

If you made fewer than 13 payments for the DME item under Original )
joined our plan, your previous payments also do not count toward th
payments. You will have to make 13 new consecutive payments
Medicare in order to own the item. There are no exceptions to this ou return to
Original Medicare.

dicare before you
consecutive

SECTION 8 Rules for oxygen equipmen*, -plies nd mainter.ance

Section 8.1 What oxygen benefits are you entit

If you qualify for Medicare oxygen equipme s ong as you are enrolled,
our plan will cover:

e Rental of oxygen equipment
e Delivery of oxygen and oxygen contents
e Tubing and related a%yge i delivery of oxygen and oxygen contents
* Maintenance ang

If you leave our plan or no [onge s quire oxygen equipment, then the oxygen
equipment must.be

As a member of 0
rental period not to
of the item.

)langyou will acquire ownership of the oxygen equipment following a
eed 36 months. Your cost sharing will end when you obtain ownership

Section 8.3 What happens if you leave your plan and return to Original
Medicare?

If you return to Original Medicare, and did not acquire ownership prior to leaving our plan,
then you start a new 36-month cycle which renews every five years. For example, if you had
paid rentals for oxygen equipment for 36 months prior to joining our plan, join our plan for
12 months, and then return to Original Medicare, you will pay full cost sharing for oxygen
equipment coverage.
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Similarly, if you made payments for 36 months while enrolled in our plan and then return to
Original Medicare, you will pay full cost sharing for oxygen equipment coverage.

SECTION 9 Information about hospice care

Section 9.1 What is hospice care?

“Hospice” is a special way of caring for people who are terminally ill and providing counseling
for their families. Hospice care is physical care and counseling that is given by a team of
people who are part of a Medicare-certified public agency or private co Depending on
the situation, this care may be given in the home, a hospice facility, spital, or a nursing
home. Care from a hospice is meant to help patients who qualify f ice care in the last

Section 9.2 How do you get hospice care if y

As a member of your plan, you may receive care fro
program. Your doctor can help you arrange hospicec terested in using
hospice services, you may call Member Services to get a he Medicare-certified Hospice
providers in your area. Phone numbers for Member Service rinted on the back cover of
1-800-633-4227. To
get more information, visit www.medicare. i . dicare Hospice Benefits”
in the search box. Or call 1-800-MEDICARE (2-80€ . users should call
1-877-486-2048.

ictible or coinsurance amount applied by Original
that would have been applied by this plan.

SECTION 1. Inform: .ion about organ transplants

Section 10.1 v to get an organ transplant if you need it

If you need an organ transplant, we will arrange to have your case reviewed by one of the
transplant centers that is approved by Medicare and your plan. Some hospitals that perform
transplants are approved by Medicare, and others aren’t. The Medicare-approved transplant
center, in conjunction with your plan, will decide whether you are a candidate for a transplant.
When all requirements are met and your plan has authorized the transplant and all associated
care, the following types of transplants are covered: heart, lung, combined heart/lung, liver,
intestine, combined liver/intestine, kidney, pancreas, combined kidney/pancreas,
multivisceral transplant, corneal, stem cell/bone marrow, and donor leukocyte infusion. The
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following transplants are covered only if they are performed in a Medicare and plan-approved
transplant center: heart, lung, combined heart/lung, liver, intestine, combined liver/intestine,
kidney, pancreas, and combined kidney/pancreas.

When it is determined that a transplant may be needed, your doctor will need to prior
authorize your transplant by calling the Member Services number on the back of your plan
membership card and ask to speak with a Transplant Coordinator. All transplants are required
to be prior authorized. Although certain transplants are covered, you must meet specific
medical criteria for benefit coverage and the transplant must be performed in an approved
facility. The Transplant Coordinator will help you in determining whether the proposed
transplant is a covered benefit and that you have met all the requirementsqlhe Transplant
Coordinator will also advocate on your behalf with your transplant tea re your best
outcome.

Transplant providers may be local or outside of the service area work transplant
services are outside the community pattern of care, you may ch lly as long as
the local transplant providers are willing to accept the Origi

provides transplant services at a location outside the pati€rn of care for transp your
community and you choose to obtain transplants at t ange or
pay for appropriate lodging and transportation cos

The reimbursement for transportation costs are while you our companion are traveling
to and from the medical providers for services related to the

defines the distant location as a location t ef’s service area AND a
minimum of 75 miles from the member’s h@ i ¥lodging costs will be
reimbursed for travel mileage and lodging camsiste IRS travel mileage and

lodging guidelines. Accommodations for lodg ; rsed at the lesser of: 1) billed
charges, or 2) $50 per day per covered person g imum of $100 per day per covered
person consistent with IRS g
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Chapter 4 Medical benefits (what is covered and what you pay)
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Chapter 4 | Medical benefits (what is covered and what you pay)

SECTION 1 Understanding your out-of-pocket costs for covered services

This chapter focuses on your covered services and what you pay for your medical benefits. The
medical benefits chart located at the front of this booklet lists your covered services and
shows how much you will pay for each covered service as a member of your plan. Later in this
chapter, you can find information about medical services that are not covered and about
limits on certain services.

Section 1.1  Types of out-of-pocket costs you may pay for your covered
services

To understand the payment information we give you in this chapter need to know about

the types of out-of-pocket costs you may pay for your covered ser
e The “deductible” is the amount you must pay for medica

categories of service.
e A‘“copayment” is the fixed amount you pay ea

certain medical services.
You pay a coinsurance at the time ya e medical benefits

e The Medicare allowable amount for covere

e -or-the amount eit goti i e provider or the local Blue Medicare
*10] )sbehalf of our members, if applicable. The

Most pég i edicdid or for the Qualified Medicare Beneficiary (QMB) program
should never pa ible§, copayments or coinsurance. Be sure to show your proof of
Medicaid or Q igibilityf0 your provider, if applicable. If you think that you are being asked
to pay imprope ember Services.

Section 1.2 at is your plan deductible?
Please refer to the benefits chart located at the front of this booklet to determine if your plan

has an annual deductible. If you have an annual deductible, this is the amount you have to pay
out-of-pocket before we will pay our share for your covered medical services.

Until you have paid the deductible amount, you must pay the full cost for most of your covered
services. Once you have paid your deductible, we will begin to pay our share of the costs for
covered medical services and you will pay your share for the rest of the plan year.
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The deductible does not apply to some services, including certain in-network preventive
services. This means that we will pay our share of the costs for these services even if you
haven't paid your deductible yet. Please refer to the benefits chart located at the front of this
booklet to determine which services are not subject to your plan deductible.

Section 1.3  What is the most you will pay for Medicare Part A and Part B
covered medical services?

Under our plan, there is a limit on what you have to pay out-of-pocket for covered medical
services:

e Your combined maximum out-of-pocket amount is located benefits chart in the
front of this booklet. This is the most you may pay during t for covered
Medicare Part A and Part B services received from both in*aetwork ut-of-network

benefits chart at the front of this booklet for cover
coverage and will not have any out-of-pocket costs f
covered Part A and Part B services.

ces, you will have 100%
rest of the plan year for

However, you must continue to pay tf of m, however, please note

the City of New York reimburses for th ium. se refer to the benefits
chart located at the front of this bookletH i plan’s maximum
out-of-pocket amount, which services ar uded, apd how your plan’s maximum

out-of-pocket accumula

is bogklet to see if you have separate maximum out-of-pocket
rvices are included.

As a member of ourplan, an important protection for you is that after you meet any
deductibles you onlf have to pay your cost sharing amount when you get services covered by
our plan. We do not allow providers to add additional separate charges, called “balance
billing.” This protection (that you never pay more than your cost sharing amount) applies even
if we pay the provider less than the provider charges for a service and even if there is a
dispute and we don’t pay certain provider charges.

Here is how this protection works:

e If your cost sharing is a copayment (a set amount of dollars, for example, $15.00), then
you pay only that amount for any covered services from an in-network provider.
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e If your cost sharing is a coinsurance (a percentage of the total charges), then you never
pay more than that percentage. However, your cost depends on which type of provider
you see:

o |f you obtain covered services from an in-network provider, you pay the
coinsurance percentage multiplied by our plan’s reimbursement rate, as
determined in the contract between the provider and our plan.

o [f you obtain covered services from an out-of-network provider who participates
with Medicare, you pay the coinsurance percentage multiplied by the Medicare
payment rate for participating providers.

r who does not
ount multiplied by the

o |f you obtain covered services from an out-of-network DME
participate with Medicare, then you pay the coinsurance
total charge of the non-participating provider’s bill.

o [f you obtain services not covered by Medicare but
out-of-network provider, then you pay the coinsuse

plan from an
iplied by the

e Ifyou see a provider that has opted out of Medi

as a Medicare participating provider or a non-partie iftfg Medicare provider.

nber Services. Phone numbers
of your member ID card.

e |fyou believe a provider has “balance billed” you, cal
are printed on the back cover of thisspooklet and on the B

SECTION 2 Use the medical bene.'ts ch-...  ~*:d at the front of this
booklet, along with this c¢*.apter, t, find out what is covered
foryou " ~ ~w muchy. u will pay

Section 2.1

are needed prevention, diagnosis, or treatment of your medical condition and
meet the accepted standards of medical practice.

e Some of the services listed in the medical benefits chart are covered as in-network
services only if your doctor or other in-network provider gets approval in advance from
us. This is sometimes called “prior authorization.”

o Covered services that need approval in advance to be covered as in-network
services are identified in the medical benefits chart.

o Prior authorization is only required for services obtained from an in-network
provider. You never need prior authorization for out-of-network services from
out-of-network providers, but we do request that you notify us of services and
recommend you ask us to make a coverage decision in advance.
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Other important things to know about our coverage:

e For benefits where your cost sharing is a coinsurance percentage, the amount you pay
depends on what type of provider you receive the services from as noted below:

o Ifyou receive the covered services from an in-network provider, you pay the
coinsurance percentage multiplied by our plan’s reimbursement rate, as
determined in the contract between the provider and our plan.

o If you receive the covered services from an out-of-network provider who
participates with Medicare, you pay the coinsurance percentage multiplied by the
Medicare payment rate for participating providers.

r who does not
age multiplied by the

o If you receive the covered services from an out-of-network
participate with Medicare, you pay the coinsurance perc
Medicare payment rate for non-participating provider

o If you receive covered services from an out-of-netw ier who does not
participate with Medicare, then you pay the coi
total charge of the non-participating provider’

total charge of the out-of-network provider's

e [fyou see a provider that has opted out of Medicare, ill be responsible for the
entire charge. (An opt-out provider iga olled with Medicare,
either as a Medicare participating pr@

e Like all Medicare health plans, we cove \ 3 inal Medicare covers. For
some of these benefits, you pay more i ou would in Original Medicare.
For others, you pay less.

Medicare adds coverage for any services during 2022, either Medicare or our
plan will thosgfServices.

Some plans may include special supplemental benefits for the chronically ill (SSBCI benefits),
as defined by the Centers for Medicare & Medicaid Services (CMS). If you are diagnosed with
the following chronic condition(s)* identified below and meet certain criteria, you may be
eligible for special supplemental benefits for the chronically ill.

e Chronic alcohol and other drug dependence

e (Certain autoimmune disorders

e Cancer (excluding pre-cancer conditions or in-situ status)
e (Certain cardiovascular disorders

e Chronic heart failure

e Dementia
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e Diabetes mellitus

e End-stage liver disease

e End-stage renal disease (ESRD) requiring dialysis

e (Certain hematologic disorders

e HIV/AIDS

e (Certain chronic lung disorders

e (Certain chronic and disabling mental health conditions
e (Certain neurologic disorders

e Stroke

e (Other chronic conditions such as those diseases or illnesse
present for a majority of the plan year, impact activities o
on-going medical treatment

expected to be

chronic condition as determined and confirmed by you

To determine if your plan offers SSBCI benefits, please refer \e benefits chart located at
the front of this booklet. SSBCI benefits aré o

SECTION 3  What services are not ‘over:a._ dJrplan?

Section 3.1 Services

This section explains y S a rom Medicare coverage and therefore, are
not covered by this plan. d
service.

The chart belov hat either are not covered under any condition or are
covered Q

If youge ' @xcluded (not covered), you must pay for them yourself. We won't
pay for the € ded medical'services listed in the chart below except under the specific
conditions listé ception: we will pay if a service in the chart below is found, upon
appeal, to be a medie
specific situation. formation about appealing a decision we have made to not cover a
medical service, goA0 Chapter 7, Section 5.3 in this booklet.

All exclusions or limitations on services are described in the benefits chart or in the chart
below.

Even if you receive the excluded services at an emergency facility, the excluded services are
still not covered and our plan will not pay for them.

Please review the benefits chart at the front of this booklet to see if any of the below are
“included” as part of your plan.
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Services not covered by Medicare

Not covered
under any
condition

Covered only under specific
conditions

Services considered not covered or
reasonable and necessary,
according to the standards of
Original Medicare

v

Unless specified otherwise in the
benefits chart at the front of this
booklet

Experimental medical and surgical
procedures, equipment and
medications

Experimental procedures and items
are those items and procedures
determined by our plan and Original
Medicare to not be generally
accepted by the medical community

y Original Medicare
e-approved clinical

Private room in a hospital

Personal items in your room at a
hospital or a skilled nursing facility,
such as a telephone or a television

Full-time nursing care iny

v

Unless specified otherwise in the
benefits chart at the front of this
booklet

paramedical persdnnel, such as care
that helps you with activities of daily
living, such as bathing or dressing

v/

Unless specified otherwise in the
benefits chart at the front of this
booklet

Homemaker services include basic
household assistance, including
light housekeeping or light meal
preparation

v/

Unless specified otherwise in the
benefits chart at the front of this
booklet
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Services not covered by Medicare

Not covered
under any
condition

Covered only under specific
conditions

Fees charged for care by your
immediate relatives or members of
your household

v

Cosmetic surgery or procedures

Covered in cases of an accidental
injury or for im ent of the

functioning malformed body
member

Routine dental care, such as
cleanings, fillings or dentures

Non-routine dental care

v/

Dental care required to treat illness
or injury may be covered as inpatient
or outpatient care

v

Routine chiropractic care

v/

Only manual manipulation of the
spine to correct a subluxation is
covered, unless specified otherwise
in the benefits chart at the front of
this booklet

Routine foot ¢

v

Some limited coverage provided
according to Medicare guidelines,
e.g., if you have diabetes, unless
specified otherwise in the benefits
chart at the front of this booklet

Orthopedic shoes

4

If shoes are part of a leg brace and
are included in the cost of the brace,
or the shoes are for a person with
diabetic foot disease
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Services not covered by Medicare

Not covered
under any
condition

Covered only under specific
conditions

Supportive devices for the feet

v

Orthopedic or therapeutic shoes for
people with diabetic foot disease,
unless specified otherwise in the
benefits chart at the front of this
booklet

Routine hearing exams, hearing
aids, or exams to fit hearing aids

Routine eye examinations,
eyeglasses, radial keratotomy, LASIK
surgery, vision therapy and other low
vision aids

Eye refractions

Reversal of sterilization p
and/or non-presesipti

ses or contact lenses are
or people after cataract

v/

Unless specified otherwise in the
benefits chart at the front of this
booklet

v/

Covered for chronic low back pain,
unless specified otherwise in the
benefits chart at the front of this
booklet

Treatment of sexudl dysfunction,
including erectile dysfunction,
impotence, and anorgasmy or
hyporgasmy

Naturopath services (uses natural or
alternative treatments)

v

Unless specified otherwise in the
benefits chart at the front of this
booklet
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Services not covered by Medicare

Not covered
under any
condition

Covered only under specific
conditions

Services that you get without prior
authorization, when prior
authorization is required for getting
that service

v

Private Duty Nurses

Benefits to the extent that they are
available as benefits through any
governmental unit (except Medicaid)

Services for illness or injury that
occurs as a result of any act of war,
declared or undeclared if care i
received in a governmenta

e of Coverage will be
ted with such governmental

existing or federal laws

Services for court-ord

v/

Unless medically necessary and
authorized by your plan

or on behalf of a ployer, mutual
benefit associationflabor union,
trust or similar pefson or group

appointments

Charges for completion of claim v
forms or charges for medical

records or reports unless otherwise

required by law

Charges for missed or canceled v/
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Services not covered by Medicare | Not covered | Covered only under specific
under any conditions

condition
Charges in excess of the maximum v
allowable amount Unless specified otherwise in the
benefits chart at the front of this
booklet
Charges for services incurred prior Ve

to your effective date

Charges for services incurred after
the termination date of this
coverage

Services or supplies primarily for
educational, vocational or training
purposes

For self-help training and other
forms of non-medical self-care ified otherwise in the

v

Unless specified otherwise in the
benefits chart at the front of this
booklet

Bathroom assistance equi

v

Unless specified otherwise in the
benefits chart at the front of this
booklet

Ambulance
office or a

Ambulette se v/

Unless specified otherwise in the
benefits chart at the front of this

booklet
Hospice services in a Medicare- v
participating hospice are not paid Unless specified otherwise in the
fqr by this PPQ'.DUt rembursed benefits chart at the front of this
directly by Original Medicare when booklet

you are enrolled in a
Medicare-certified Hospice
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Services not covered by Medicare

Not covered
under any
condition

Covered only under specific
conditions

Outpatient prescription drugs, when

that does not cover prescription
drugs

you have a Medicare Advantage plan

v

Medicare covers a few prescription
drugs that you can obtain from a
pharmacy under the medical, Part B
coverage

Please see the b

Surgical treatment for morbid
obesity

Meals delivered to your home

Elective or voluntary enhancement
procedures or services (including
weight loss, hair growth, se
performance, athletic pegérma
cosmetic purposes, antisag
mental performance

Services provide
Veterans Affai

Exeept when medically necessary
and covered under Original Medicare

v

However, when emergency services
are received at a VA hospital and the
VA cost sharing is more than the cost
sharing under our plan, we will
reimburse veterans for the difference

Members are still responsible for our
cost sharing amounts

Your plan will not cover the excluded services listed above. Even if you receive the services at
an emergency facility, the excluded services are still not covered.
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Chapter 5 Asking us to pay our share of a bill you have received for covered

SECTION 1

Section 1.1

SECTION 2

Section 2.1

SECTION 3

Section 3.1

Section 3.2

medical services

Situations in which you should ask us to pay our share of
the cost of your covered services ..................... 101

If you pay our plan’s share of the cost of your covered services, or if you
receive a bill, you canaskusforpayment ...l 101

How to ask us to pay you back or to pay | you have
received ......... .. i . T 102

If we tell you that we will n edical care, you
can make an appeal ...... 0 S . - 103
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SECTION 1  Situations in which you should ask us to pay our share of the

cost of your covered services

Section 1.1  If you pay our plan’s share of the cost of your covered
services, or if you receive a bill, you can ask us for payment

Sometimes when you get medical care, you may need to pay the full cost right away. Other
times, you may find that you have paid more than you expected under the coverage rules of
your plan. In either case, you can ask your plan to pay you back. Paying you back is often
called “reimbursing” you. It is your right to be paid back by your plan w r you've paid
more than your share of the cost for medical services that are covere

of medical care
you have received. In many cases, you should send this bill to u ing it. We will

they should
be covered, we will pay the provider directly.

Here are examples of situations in which you may n back or to
pay a bill you have received:
1. When you've received medical care from a er who is not in our

plan’s network

NOTICE OF CLAIM: In the event that a sé i ch you are billed, you
have 12 months from the date of servicé S i

You can receive emergency services fromia i ou are only responsible for
paying your share of the re cost. You should ask the provider to bill us
for our share of the cos

me you receive the care, you need to ask

us to pay you ! . Send us the bill, along with
i z ave made.
. om the provider asking for payment that you think you do

ed anything, we will pay the provider directly.

paid more than your share of the cost of the service, we will
uch you are owed and pay you back for our share of the cost.

must be ellg dle to participate in Medicare. Except for emergency care, we cannot pay
a provider who is not eligible to participate in Medicare. If the provider is not eligible
to participate in Medicare, you will be responsible for the full cost of the services you
receive.

2. When an in-network provider sends you a bill you think you should not
pay

NOTICE OF CLAIM: In the event that a service is rendered for which you are billed, you
have 12 months from the date of service to submit such claims to your plan.

In-network providers should always bill your plan directly, and ask you only for your share
of the cost. But sometimes they make mistakes, and ask you to pay more than your share.
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® You only have to pay your cost sharing amount when you get services covered by our
plan. We do not allow providers to add additional separate charges, called “balance
billing.” This protection, that you never pay more than your cost sharing amount,
applies even if we pay the provider less than the provider charges for a service, and
even if there is a dispute and we don't pay certain provider charges. For more
information about “balance billing,” go to Chapter 4, Section 1.

e Whenever you get a bill from an in-network provider that you think is more than you
should pay, send us the bill. We will contact the provider directly and resolve the
billing problem.

e |fyou have already paid a bill to an in-network provider, but you f
much, send us the bill along with documentation of any paym
ask us to pay you back the difference between the amount
you owed under the plan.

3. Ifyou are retroactively enrolled in our plan

at you paid too
you have made and
id and the amount

Please call Member Services for additio
back and deadlines for making your req

printed on the back cover of this booklet. a

ow to ask us to pay you
s for Member Services are

request for payment, yo \ pter 7 of this booklet, “What to do if you
have a problem or corg ippeals, complaints),” has information
about how to make an app

SECTION "~ Hu. “asku “arayyou back or to pay a bill you have
receiv

Section where to send us your request for payment
NOTICE OF CLAI

. vent that a service is rendered for which you are billed, you have
12 months from the

ate of service to submit such claims to your plan.

Send us your request for payment using the Medical Claim Form found online at
www.empireblue.com/nyc-ma-plus, along with your itemized bill, documentation of any
payment you have made, and the Appointment of Representative or Power of Attorney form if
someone is requesting reimbursement for you. It's a good idea to make a copy of your bill and
receipts for your records.
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Mail your Medical Claim Form and documents to us at this address:

NYC Medicare Advantage Plus (PPO)

Empire BlueCross BlueShield Retiree Solutions
P.0. Box 1407

Church Street Station

New York, NY 10008-1407

You must submit your claim to us within one year from the date you received the service or
item.

Contact Member Services if you have any questions. Phone numbers are gfinted on the back
cover of this booklet. If you don’t know what you owe, or you receive bill§’and you don't know
what to do about those bills, we can help. You can also call if you waiitte give us more

information about a request for payment you have already sent tog

SECTION 3  We will consider your request for payment and s.. ‘es or no

We check to see whether v
how much we owe

Section 3.1

the care, we will pay for our share of the
could be less than the billed amount. If
mail your reimburse 0
service yet, please

ave already paid for the service, we will

e cost to you. If you have not paid for the

file the claim on your behalf. The claim

e date of service or according to the

contract we have V ovide e/Will process covered services according to
: made to the provider. Chapter 3 explains the

getting your medical services covered.

s why we are ng the payment you have requested and your rights to
iat decision.

, you can make an appeal

If you think we have made a mistake in turning down your request for payment or you don't
agree with the amount we are paying, you can make an appeal. If you make an appeal, it
means you are asking us to change the decision we made when we turned down your request
for payment.

For the details on how to make this appeal, go to Chapter 7 of this booklet, “What to do if you

have a problem or complaint (coverage decisions, appeals, complaints).” The appeals process
is a formal process with detailed procedures and important deadlines. If making an appeal is

new to you, you will find it helpful to start by reading Section 4 of Chapter 7. Section 4 is an
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introductory section that explains the process for coverage decisions and appeals and gives
definitions of terms such as “appeal.” Then after you have read Section 4, you can go to
Section 5.3 to learn how to make an appeal about getting paid back for a medical service.
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SECTION 1

Section 1.1

Section 1.2
Section 1.3
Section 1.4

Section 1.5
Section 1.6

Section 1.7

Section 1.8

SECTION 2

Section 2.1

Chapter 6 Your rights and responsibilities

Your plan must honor your rights as a member of the
9 o R

We must provide information in a way that works for you (in languages

other than English, or alternate formats) .....................cooutt.

We must ensure that you get timely access to your covered services ....

We must protect the privacy of your personal health inf

We must give you information about the plan, its ne k of providers,

and your covered ServiCes ..........cooviinnn.. 4 P
We must support your right to make decisions aQout yourgase ........

You have the right to make complaints an
decisionswe havemade ............ @ . . i

What can you do if you believe you
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SECTION 1  Your plan must honor your rights as a member of the plan

Section 1.1  We must provide information in a way that works for you (in
languages other than English, or alternate formats)

To get information from us in a way that works for you, please call Member Services. Phone
numbers are printed on the back cover of this booklet.

Your plan has people and free interpreter services available to answer questions from
disabled and non-English speaking members. We can also give you information in alternate
formats at no cost if you need it. We are required to give you informati olt your plan’s
benefits in a format that is accessible and appropriate for you. To g ormation from us in a
way that works for you, please call Member Services. Phone num rinted on the back
cover of this booklet.

If you have any trouble getting information from your plan j i sible and

appropriate for you, please call to file a grievance with ices. ers are
printed on the back cover of this booklet. You may als@ i
calling 1-800-MEDICARE (1-800-633-4227) or dire
contact information, please refer to the state-specific ag ting located in Chapter 11.

Section 1.2 We must ensure tha i ss to your covered
services

You have the right to choose a provider in yo net all Member Services to learn

which doctors are accepting new patients. Phohegtumbers @re printed on the back cover of

this booklet You also have theghig men’s health specialist, such as a

you can do.

Section 1.3 must protect the privacy of your personal health

information

Federal and state laws protect the privacy of your medical records and personal health
information. We protect your personal health information as required by these laws.

e Your “personal health information” includes the personal information you gave us when
you enrolled in your plan, as well as your medical records and other medical and health
information.
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e The laws that protect your privacy give you rights related to getting information and
controlling how your health information is used. We give you our written notice later in
this chapter, called a “Notice of Privacy Practice,” that explains these rights and explains
how we protect the privacy of your health information.

How do we protect the privacy of your health information?
e We make sure that unauthorized people don't see or change your records.

e In most situations, if we give your health information to anyone who isn’t providing your
care or paying for your care, we are required to get written permissign from you first.
Written permission can be given by you or by someone you have gi gal power to
make decisions for you.

e There are certain exceptions that do not require us to gety
These exceptions are allowed or required by law.

o For example, we are required to release health j
agencies that are checking on quality of car

n permission first.

o Because you are a member of your plan
Medicare your health information. If M ur information for
research or other uses, this will be done acc
regulations.

You can see the information in you DL w it has been
shared with others

You have the right to look at your medical rec plan, and to get a copy of your
records. We are allowed to charge you a fee fofgaking copies. You also have the right to ask
us to make additions or corrg al records. If you ask us to do this, we will
work with your health cargfp er the changes should be made.

You have the right to ation has been shared with others for any
purposes that are not routi

If you have g bout the privacy of your personal health information,
please call bers are printed on the back cover of this booklet.
Below PractiCes as of May 2018. This Notice can change so to make
sure you'reMiewi St recent version, you can request the current version from Member

Services. Pho printed on the back cover of this booklet, or view it on our
website at www i 2.com/privacy.

Protecting your persepal health information is important. Every year, we're required to send
you specific information about your rights, and some of our duties to help keep your
information safe. This notice combines three of these required yearly communications:

e State notice of privacy practices
e Health Insurance Portability and Accountability Act (HIPAA) notice of privacy practices
e Breast reconstruction surgery benefits

2022 Evidence of Coverage for NYC Medicare Advantage Plus (PPO) 108


http://www.empireblue.com/privacy

Chapter 6 | Your rights and responsibilities

State notice of privacy practices

When it comes to handling your health information, we follow relevant state laws, which are
sometimes stricter than the federal HIPAA privacy law. This notice:

e Explains your rights and our duties under state law.
e Applies to health, dental, vision and life insurance benefits you may have.

Your state may give you additional rights to limit sharing your health information. Please call
the Member Services phone number on your plan membership card for more details.

Your personal information

Your non-public (private) personal information (PI) identifies you and ji
insurance matter. You have the right to see and correct your PI. We

often gathered in an
ollect, use and share

reputation, career and credit.

We may receive your Pl from others, such as doctors,
We may also share your Pl with others outside our c
cases. But we take reasonable measures to protect you
to give you a chance to opt out, we'll let you know and we
don't want your Pl used or shared for an activity you can opt

ion. If an activity requires us
ou know how to tell us you

federal law to give you th
practices.

Treatment activities: We don’t provide treatment, but we collect, use and share information
about your treatment to offer services that may help you, including sharing information with
others providing you treatment.

Examples of ways we use your information:

e We keep information on file about your premium and deductible payments.
e We may give information to a doctor’s office to confirm your benefits.

e We may share explanation of benefits (EOB) with the subscriber of your plan for
payment purposes.
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e We may share PHI with your doctor or hospital so that they may treat you.
e We may use PHI to review the quality of care and services you get.

e We may use PHI to help you with services for conditions like asthma, diabetes or
traumatic injury.

e We may collect and use publicly and/or commercially available data about you to
support you and help you get health plan benefits and services.

e We may use your PHI to create, use or share de-identified data as allowed by HIPAA.

e We may also use and share PHI directly or indirectly with health information exchanges
for payment, health care operations and treatment. If you don't w r PHI to be
shared in these situations visit www.empireblue.com/privacy f@¥ more information.

Sharing your PHI with you: We must give you access to your ow . ay also contact
you about treatment options or other health-related benefits a i en you or your
dependents reach a certain age, we may tell you about othe for which you
may be eligible, including individual coverage. We may al i
medical checkups and tests. You may get emails that
materials. We'll ask your permission before we cont

Sharing your PHI with others: In most cases, if we use o
payment, operations or research activities, we have to gety
also get your written permission before:

your PHI outside of treatment,
ay in writing first. We must

e Using your PHI for certain marketing 2
e Selling your PHI. »
e Sharing any psychotherapy notes from yQu ptherapist.

We may also need your wri ission for other situations not mentioned above. You

ritten permi you have given at any time.

If you : 'erence, for example in an emergency or if you're unconscious, we
may share ve it's in your best interest. We may also share your information
when needed grious and likely threat to your health or safety.

Other reasons ay use or share your information:

We are allowed, and’in some cases required, to share your information in other ways - usually
for the good of the public, such as public health and research. We can share your information
for these specific purposes:

e Helping with public health and safety issues, such as:
o Preventing disease
o Helping with product recalls
o Reporting adverse reactions to medicines
o Reporting suspected abuse, neglect, or domestic violence
o Preventing or reducing a serious threat to anyone’s health or safety
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If you're enrolled with us through an employer, we may share your PHI wit
plan. If the employer pays your premium or part of it, but doesn't pay y
claims, your employer can only have your PHI for permitted reasons

Doing health research.
Obeying the law, if it requires sharing your information.
Responding to organ donation groups for research and certain reasons.

Addressing workers’ compensation, law enforcement and other government requests,
and to alert proper authorities if we believe you may be a victim of abuse or other
crimes.

Responding to lawsuits and legal actions.
our group health

th insurance
is required by law to

protect it.

Authorization: We'll get your written permission before we use HI for any
purpose not stated in this notice. You may cancel your per writing. We
will then stop using your PHI for that purpose. But if we'y, PHI

Genetic information: We cannot use your genetic infor deCide whether we'll give you

coverage or decide the price of that coverage.

Race, ethnicity and language: We may reacgive race, ethnicity age information about

you and protect this information as describ

se this information to

help you, including identifying your specific 8loping prégrams and educational

materials and offering interpretation service

eaning regular email. So we will first confirm that
crypted email before sending it to you. We will provide

, gave us the PHI, we'll let you know so you can ask him or her to
correct it. We say “no” to your request, but we'll tell you why in writing within

60 days.

Send us a written request not to use your PHI for treatment, payment or health care
operations activities. We may say “no” to your request, but we'll tell you why in writing.

Request confidential communications. You can ask us to send your PHI or contact you
using other ways that are reasonable. Also, let us know if you want us to send your mail
to a different address if sending it to your home could put you in danger.

Send us a written request to ask us for a list of those with whom we've shared your PHI.
We will provide you a list usually within 60 days of your request. If we need more time,
we will let you know.
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e Ask for a restriction for services you pay for out of your own pocket: If you pay in full for
any medical services out of your own pocket, you have the right to ask for a restriction.
The restriction would prevent the use or sharing of that PHI for treatment, payment or
operations reasons. If you or your provider submits a claim to us, we may not agree to a
restriction (see “Your rights” above). If a law requires sharing your information, we don't
have to agree to your restriction.

e (Call Member Services at the phone number on your plan membership card to use any of
these rights. A representative can give you the address to send the request. They can
also give you any forms we have that may help you with this process.

How we protect information

We're dedicated to protecting your PHI, and we've set up a number
help keep your PHI secure and private. If we believe your PHI ha

icies and practices to

you know.

We keep your oral, written and electronic PHI safe using t

physical and electronic ways. These safety measures f ome of
the ways we keep your PHI safe include securing offj rotecting

protect PHI through written policies and procedures. Thes icies limit access to PHI to only
those employees who need the data to do their jobs. Emplo
badges to help keep unauthorized people
required by law, our business partners mustg G i ta we share with them as
they work with us. They're not allowed to givey ithout your written
permission, unless the law allows it and it's stai S

Potential impact of othe

on Act (TCPA). The calls may be about treatment options or other
rvices for you. If you don’t want to be contacted by phone, just
844-203-3796 to add your phone number to our Do Not Call list.
or text you.

let the caller K
We will then no 10

Complaints

If you think we haven't protected your privacy, you can file a complaint with us at the Member
Services phone number on your plan membership card. You may also file a complaint with the
U.S. Department of Health and Human Services Office for Civil Rights by visiting
www.hhs.gov/ocr/privacy/hipaa/complaints/. We will not take action against you for filing a
complaint.

Contact information

You may call us at the Member Services phone number on your plan membership card. Our
representatives can help you apply your rights, file a complaint or talk with you about privacy
issues.
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Copies and changes

You have the right to get a new copy of this notice at any time. Even if you have agreed to get
this notice by electronic means, you still have the right to ask for a paper copy. We reserve the
right to change this notice. A revised notice will apply to PHI we already have about you, as
well as any PHI we may get in the future. We're required by law to follow the privacy notice
that's in effect at this time. We may tell you about any changes to our notice through a
newsletter, our website or a letter.

Effective date of this notice

The original effective date of this Notice was April 14, 2003. This Notice w.
revised in March 2021. This Notice can change so make sure you're vi
version. You can request the current version from Member Services
printed on your plan membership card or view it on our website
www.empireblue.com/privacy.

ost recently
g the most recent
e phone number

FOR MAINE RESIDENTS: Maine Notice of Additi

The Maine Insurance Information and Privacy Protecti i Maine with
the following additional rights.

The right:
e To obtain access to the consumer’s e ation in the possession or
control of a regulated insurance entit
e To request correction if the consumer VE information to be inaccurate
e To add a rebuttal statement to the file if

To know the reasons for amsa riting decision (previous adverse

You'll pay your usual deductible, copay and/or coinsurance. For details, contact your plan
administrator.

For more information about the Women’s Health and Cancer Rights Act, go to the United
States Department of Labor website at:
www.dol.gov/agencies/ebsa/laws-and-regulations/laws/whcra.
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Section 1.4 We must give you information about the plan, its network of
providers, and your covered services

As a member of your plan, you have the right to get several kinds of information from us. As
explained above in Section 1.1, you have the right to get information from us in a way that
works for you. This includes getting the information in languages other than English or
alternate formats.

If you want any of the following kinds of information, please call Member Services. Phone
numbers are printed on the back cover of this booklet.

e Information about your plan. This includes, for example, inform
financial condition. It also includes information about the num
members and your plan’s Star Ratings, including how it has
members and how it compares to other Medicare health

¢ Information about our in-network providers.

o For example, you have the right to get infor
qualifications of the providers in our net dersin our

out your plan’s
of appeals made by
ed by plan

network.
o For a list of the providers in the plan’s netwo the Provider Directory.
o For more detailed information about our provide u can call Member Services.
Phone numbers are printed o
e Information about your coverage anc llow when using your
coverage.

o In Chapters 3 and 4 and the benefits 3
explain what medi ervices are covered for you, any restrictions to your

Phone numbe [ edvack cover of this booklet.
e Information. g mething is not covered and what you can do about it.

ppy or if you disagree with a decision we make about what

§ covered for you, you have the right to ask us to change the

can ask us to change the decision by making an appeal. For details
on what 0 do if something is not covered for you in the way you think it should be
, see Chapter 7 of this booklet. It gives you the details about how to make
an appeal if you want us to change our decision. Chapter 7 also explains how to
make a complaint about quality of care, waiting times, and other concerns.

o If you want to ask us to pay our share of a bill you have received for medical care,
see Chapter 5 of this booklet.
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Section 1.5 We must support your right to make decisions about your
care

You have the right to know your treatment options and participate in
decisions about your health care
You have the right to get full information from your doctors and other health care providers

when you go for medical care. Your providers must explain your medical condition and your
treatment choices in a way that you can understand.

You also have the right to participate fully in decisions about your health
make decisions with your doctors about what treatment is best for yo
following:

e To know about all of your choices. This means that you
all of the treatment options that are recommended for yo
they cost or whether they are covered by our plan.

e To know about the risks. You have the rightto b

. To help you
ur rights include the

to be told about
matter what

research experiment. You always have the ¢
treatments.

includes the right to leave a hospital
advises you not to leave. You also ha
course, if you refuse treatment or stop{a
for what happens to your body as a res

en if your doctor
your medication. Of

medical careif you become unable to make decisions for yourself.

The legal documents that you can use to give your directions in advance in these situations
are called “advance directives.” There are different types of advance directives and different
names for them. Documents called “living will” and “power of attorney for health care” are
examples of advance directives.

If you want to use an “advance directive” to give your instructions, here is what to do:

e Get the form. If you want to have an advance directive, you can get a form from your
lawyer, from a social worker or from some office supply stores. You can sometimes get
advance directive forms from organizations that give people information about
Medicare.
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e Fill it out and sign it. Regardless of where you get this form, keep in mind thatitis a
legal document. You should consider having a lawyer help you prepare it.

e Give copies to appropriate people. You should give a copy of the form to your doctor
and to the person you name on the form as the one to make decisions for you if you
can't. You may want to give copies to close friends or family members as well. Be sure to
keep a copy at home.

If you know ahead of time that you are going to be hospitalized, and you have signed an
advance directive, take a copy with you to the hospital.

e |f you are admitted to the hospital, they will ask you whether you h
advance directive form and whether you have it with you.

e |f you have not signed an advance directive form, the hospita
will ask if you want to sign one.

igned an

orms available and

Remember, it is your choice whether you want to fill out i , including
whether you want to sign one if you are in the hospital. A ny you
care or discriminate against you based on whether or i

directive.

follow the instructions in it, you may file a G
agency. For contact information, please ref -specificjagency listing located in
Chapter 11.

Section 1.6 You haye he ri_gr_lt to make complaints and to ask us to

sions we'thave made

booklet explains what you'@
problems and complaints.

other members h3a
Member Services. P

ed’against your plan in the past. To get this information, please call
e numbers are printed on the back cover of this booklet.
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Section 1.7 What can you do if you believe you are being treated unfairly
or your rights are not being respected?

If it is about discrimination, call the Office for Civil Rights

If you believe you have been treated unfairly or your rights have not been respected due to
your race, disability, religion, sex, health, ethnicity, creed (beliefs), age, or national origin, you
should call the Department of Health and Human Services’ Office for Civil Rights at
1-800-368-1019. TTY users should call 1-800-537-7697. Or, call your local Office for Civil
Rights. For contact information, please refer to the state-specific agency listing located in
Chapter 11.

Is it about something else?

If you believe you have been treated unfairly or your rights hav ected, and it's
not about discrimination, you can get help dealing with the i

e You can call Member Services. Phone numbers ar

booklet.

e You can call the State Health Insurance Assi For details about this
organization, go to Chapter 2, Section 3. For conta mation, please refer to the
state-specific agency listing located in Chapter 11.

e Oryou can call Medicare at 1-800-MERICARE (1-800-63 , 24 hours a day, 7 days

a week. TTY users should call 1-877-4

Section 1.8 How to get more infor

Sectlon 3. For contact mformatlon please refer to the
ated in Chapter 11.

ons. The publication is available at
g,gov/Pubs/pdf/11534-Medicare-Rights-and-Protections.pdf.
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SECTION 2  You have some responsibilities as a member of your plan

Section 2.1  What are your responsibilities?

Things you need to do as a member of your plan are listed below. If you have any questions,
please call Member Services. Phone numbers are printed on the back cover of this booklet.
We're here to help.

e Get familiar with your covered services and the rules you must follow to get these
covered services. Use this Evidence of Coverage booklet to learn what is covered for
you and the rules you need to follow to get your covered services.

o The benefits chart located at the front of this booklet an
the details about your medical services, including wh
covered, rules to follow, and what you pay.

e If you have any other health insurance coverage in
required to tell us. Please call Member Services t
printed on the back cover of this booklet.

o We are required to follow rules set by
of your coverage in combination when you g
plan. This is called “coordination of benefits”

apters 3 and 4 give
red, what is not

you are
are

ure that you are using all
covered services from your
se it involves coordinating the

coordination of benefits, go to Cha

)
e Tell your doctor and other health car you are enrolled in your plan.
Show your plan membership card wheneuef'you get your medical care.

glp you by giving them information, asking

ow all of the drugs you are taking, including
itamins and supplements.

(. We expect all our members to respect the rights of other patients. We
also expect you to act in a way that helps the smooth running of your doctor’s office,
hospitals, and other offices.

e Pay what you owe. As a plan member, you are responsible for these payments:

o Your group sponsor must pay your plan premiums, if applicable, for you to
continue being a member of your plan.

o You must pay your plan premiums, if any, to your group sponsor (or, if you are
billed directly, you must send your payment to the address listed on your billing
statement), to continue being a member of your plan.
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o In order to be eligible for our plan, you must have Medicare Part A and Medicare
Part B. Some plan members must pay a premium for Medicare Part A. Most plan
members must pay a premium for Medicare Part B to remain a member of the
plan.

o For most of your medical services covered by the plan, you must pay your share of
the cost when you get the service. This will be a copayment (a fixed amount) or
coinsurance (a percentage of the total cost). The benefits chart located at the front
of this booklet and Chapter 4 explains what you must pay for your medical
services.

= |fyou get any medical services that are not covered b
insurance you may have, you must pay the full cost.

= |fyou disagree with our decision to deny covera
make an appeal. Please see Chapter 7 of this
how to make an appeal.

e Tell us if you move. If you are going to move, it's i
Member Services. Phone numbers are printed o i t. Please

plan or by other

service, you can

. y
emailing the New York City Employee Benefits Prog t healthbenefits@olr.nyc.gov.
We need to keep your membership record up-to-date ow how to contact you.

ell Social Security (orthe Railroad Retirement
hone numbers and contact information for these

y have for improving your plan.
nd calling hours for Member Services are printed on the back
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Chapter 7 What to do if you have a problem or complaint

(coverage decisions, appeals, complaints)
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SECTION 1 Introduction

Section 1.1  What to do if you have a problem or concern

Please call us first

Your health and satisfaction are important to us. When you have a problem or concern, we
hope you'll try an informal approach first. Please call Member Services. Phone numbers are
printed on the back cover of this booklet. We will work with you to try to find a satisfactory
solution to your problem.

You have rights as a member of your plan and as someone who is ge
pledge to honor your rights, to take your problems and concerns s
with respect.

g Medicare. We
, and to treat you

This chapter explains two types of processes for handling p
e For some types of problems, you need to use the ns and

handling of your problems, each process and deadlines that
must be followed by us and by you.

Which one do you use? That depends on the t
Section 3 will help you identify the right proc

Section 1.2 What ¢

There are technical leg
explained in this chapter.
to understand.

fre unfamiliar to most people and can be hard

#ins the legal rules and procedures using simpler

or example, this chapter generally says “making a
gVance,” “coverage decision” rather than “organization

letermination,” and “Independent Review Organization” instead

" It also uses abbreviations as little as possible.

- and sometimes quite important - for you to know the correct legal
terms for the situati@i’you are in. Knowing which terms to use will help you communicate
more clearly and ac€urately when you are dealing with your problem and get the right help or
information for your situation. To help you know which terms to use, we include legal terms
when we give the details for handling specific types of situations.

However, it can be
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SECTION 2  You can get help from government organizations that are not

connected with us

Section 2.1  Where to get more information and personalized assistance

Sometimes it can be confusing to start or follow through the process for dealing with a
problem. This can be especially true if you do not feel well or have limited energy. Other times,
you may not have the knowledge you need to take the next step.

Get help from an independent government organization

We are always available to help you. But in some situations you may want help or

Health Insurance Assistance Program (SHIP). This governmen
counselors in every state. The program is not connected wit

process you should use to handle a problem you are h
questions, give you more information, and offer guid

The services of SHIP counselors are free. For contact inf n, please refer to the
state-specific agency listing located in Chapter 11.

For more information and help in handling a\probfe algo contact Medicare. Here
are two ways to get information directly from W :
You can call 1-800-MEDICARE (1-800-6

[ ]
users should call 1-8

e You can visit the M @

SECTION 3 To dealw vour promiem, which process should you use?

If you have a prG
your situation. The

dncern, you only need to read the parts of this chapter that apply to
hat follows will help.

To figure out which part of this chapter will help with your specific problem or concern,
START HERE

Is your problem or concern about your benefits or coverage?

This includes problems about whether particular medical care or prescription drugs are
covered or not, the way in which they are covered, and problems related to payment for
medical care or prescription drugs.
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Yes. My problem is about benefits or coverage.

Go on to the next section of this chapter, Section 4, “A guide to the basics of
coverage decisions and appeals.”

No. My problem is nat about benefits or coverage.

Skip ahead to Section 9 at the end of this chapter, “How to make a complaint
about quality of care, waiting times, member service or other concerns.”

COVERAGE DECISIONS AND APPEALS

SECTION 4 A guide to the basics of coverage decisior and appeals

Section 4.1  Asking for coverage decisions and
picture

The process for coverage decisions and appeals deal
and coverage for medical services, including probl
you use for issues such as whether something is covere
something is covered.

Asking for coverage decisions

A coverage decision is a decision we make a
amount we will pay for your medical services. 2
a (favorable) isi you receive medical care from him or her or

if your in-network doctor refe specialist. You or your doctor can also
contact us and ask for a ca@verag doctor is unsure whether we will cover a
particular medical sery, dical care you think that you need. In other
words, if you want to Kno al service before you receive it, you can ask

us to make a coverage dec
decision WI|| be _disim

ed circumstances a request for a coverage
means we won't reV|ew the request Examples of when a

juest $Or a coverage decision, we will send a notice explaining
d and how to ask for a review of the dismissal.

We are making ecision for you whenever we decide what is covered for you and
g€ cases, we might decide a service is not covered or is no longer
covered by Medlca . you. If you disagree with this coverage decision, you can make an

appeal.

Making an appeal

If we make a coverage decision and you are not satisfied with this decision, you can “appeal”
the decision. An appeal is a formal way of asking us to review and change a coverage decision
we have made.

When you appeal a decision for the first time, this is called a Level 1 Appeal. In this appeal, we
review the coverage decision we made to check to see if we were following all of the rules
properly. Your appeal is handled by different reviewers than those who made the original
unfavorable decision. When we have completed the review, we give you our decision. Under
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certain circumstances, which we discuss later, you can request an expedited or “fast coverage
decision” or fast appeal of a coverage decision. In limited circumstances a request for a
coverage decision will be dismissed, which means we won't review the request. Examples of
when a request will be dismissed include if the request is incomplete, if someone makes the
request on your behalf but isnt legally authorized to do so or if you ask for your request to be
withdrawn. If we dismiss a request for a coverage decision, we will send a notice explaining
why the request was dismissed and how to ask for a review of the dismissal.

If we say no to all or part of your Level 1 Appeal, you can ask for a Level 2 Appeal. The Level 2
Appeal is conducted by an Independent Review Organization that is not connected to us. If you
are not satisfied with the decision at the Level 2 Appeal, you may be able te,continue through
additional levels of appeal.

Section 4.2 How to get help when you are asking f
or making an appeal

erage decision

Would you like some help? Here are resources you may Wi
any kind of coverage decision or appeal a decision:

* You can call Member Services. Phone numb i ver of this
booklet.

* You can get free help from your State Health Insuran sistance Program. For
contact information, please refer to the state-specific ag ng located in
Chapter 11.

e Your doctor can make a request for

o For medical care or Part B prescriptiogfdrugs, your doctor can request a coverage
decision or a Leve behalf. If your appeal is denied at Level 1, it
will be automati€a
your doctor mitist be 3

d, relative, your doctor or other provider, or other person to be
e, call Member Services and ask for the “Appointment of

orm. Phone numbers are printed on the back cover of this
jorm is also available on Medicare’s website at

gives that person permission to act on your behalf. It must be signed by
you and by the person who you would like to act on your behalf. You must give us
a copy of the signed form.

e You also have the right to hire a lawyer to act for you. You may contact your own
lawyer, or get the name of a lawyer from your local bar association or other referral
service. There are also groups that will give you free legal services if you qualify.
However, you are not required to hire a lawyer to ask for any kind of coverage decision
or appeal a decision.
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Section 4.3  Which section of this chapter gives the details for your
situation?

There are three different types of situations that involve coverage decisions and appeals.
Since each situation has different rules and deadlines, we give the details for each one in a
separate section:

e Section 5 of this chapter: “Your medical care: How to ask for a coverage decision or
make an appeal”

e Section 6 of this chapter: “How to ask us to cover a longer inpatient hospital stay if you
think the doctor is discharging you too soon”

e Section 7 of this chapter: “How to ask us to keep covering ce medlcal services if
you think your coverage is ending too soon.” (Applies to the es only: home
health care, skilled nursing facility care, and Comprehens;
Facility (CORF) services)

SECTION 5  Your medical care:t - toask forac. ~“age decision or
make an appeal

at is Covered and what you pay).” To keep things simple, we
e coverage” or “medical care” in the rest of this section, instead
treatment or services” every time. The term “medical care”
includes medica ms ad services as well as Medicare Part B prescription drugs. In some
cases, different rule ply to a request for a Part B prescription drug. In those cases, we will
explain how the rules”for Part B prescription drugs are different from the rules for medical
items and services.

generally c
of repeating

This section explains what you can do if you are in any of the five following situations:

1. You are not getting certain medical care you want, and you believe that this care is
covered by our plan.

2. Our plan will not approve the medical care your doctor or other medical provider wants to
give you, and you believe that this care is covered by the plan.

3. You have received medical care that you believe should be covered by the plan, but we
have said we will not pay for this care.
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4. You have received and paid for medical care that you believe should be covered by the
plan, and you want to ask your plan to reimburse you for this care.

5. You are being told that coverage for certain medical care you have been getting that we
previously approved will be reduced or stopped, and you believe that reducing or
stopping this care could harm your health.

e NOTE: If the coverage that will be stopped is for hospital care, home health care,
skilled nursing facility care, or Comprehensive Outpatient Rehabilitation Facility
(CORF) services, you need to read a separate section of this chapter because special
rules apply to these types of care. Here's what to read in those situations:

o Chapter 7, Section 6: “How to ask us to cover a longer inpati
you think the doctor is discharging you too soon.”

o  Chapter 7, Section 7: “How to ask us to keep coverin
you think your coverage is ending too soon.” This s
only: home health care, skilled nursing facility care,

ospital stay if

medical services if
t three services

e For all other situations that involve being told i en getting
will be stopped, use this section (Section 5)

Which of these situations are you in?

If you are in this situation:

To find out whether we will cover the | Y : ke a coverage decision
medical care you want.

If we already told yo

cover or pay for a asking us to reconsider.

Skip ahead to Section 5.3 of this chapter.

You can send us the bill.

Skip ahead to Section 5.5 of this chapter.

Section 5.2 ep-Dy-step: How to ask for a coverage decision (how to ask

plan to authorize or provide the medical care coverage
ou want)

LEGAL TERMS When a coverage decision involves your medical care, it is called
an “organization determination.”
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Step 1: You ask your plan to make a coverage decision on the medical care you are
requesting. If your health requires a quick response, you should ask us to make a
“fast coverage decision.”

LEGAL TERMS A “fast coverage decision” is called an “expedited
determination.”

How to request coverage for the medical care you want

e Start by calling, writing or faxing our plan to make your request for us to authorize or
provide coverage for the medical care you want. You, your doctor, ur representative
can do this.

e For the details on how to contact us, go to Chapter 2, Sectio
“How to contact us when you are asking for a coverage d
care.”

look for the topic,
your medical

Generally we use the standard deadlines for giving y ur decision

When we give you our decision, we will use the “sta
use the “fast deadlines.” A standard coverage decision
within 14 calendar days after we receive your request for
request is for a Medicare Part B prescription drug, we will
72 hours after we receive your request.

e However, for a request for a medical
calendar days if you ask for more timejo
records from out-of-network providers) tha
days to make the decisionwe will tell yot'
decision if your requg 8 Medicare F

unless we Have agreed to
e will give you an answer
dical item or service. If your
u an answer within

n take up to 14 more
mation (such as medical

ay beneéfit you. If we decide to take extra
writing."We can’t take extra time to make a
rt B prescription drug.

ou can file a “fast complaint” about our

If you believe we 8 e extra day

If your h ires i us to’give you a “fast coverage decision”

n means we will answer within 72 hours if your request is for

ice. If your request is for a Medicare Part B prescription drug,
24 hours.

14 morg'calendar days if we find that some information that may benefit you is
missing (such as medical records from out-of-network providers), or if you need
time to get information to us for the review. If we decide to take extra days, we will
tell you in writing. We can't take extra time to make a decision if your request is
for a Medicare Part B prescription drug.

o If you believe we should not take extra days, you can file a “fast complaint” about
our decision to take extra days. (For more information about the process for
making complaints, including fast complaints, see Section 9 of this chapter.) We
will call you as soon as we make the decision.
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e To get a fast coverage decision, you must meet two requirements:

o You can get a fast coverage decision only if you are asking for coverage for
medical care you have not yet received. You cannot ask for a fast coverage
decision if your request is about payment for medical care you have already
received.

o You can get a fast coverage decision only if using the standard deadlines could
cause serious harm to your health or hurt your ability to function.

e If your doctor tells us that your health requires a “fast coverage decision,” we will
automatically agree to give you a fast coverage decision.

e |fyou ask for a fast coverage decision on your own, without your déctor's support, your
plan will decide whether your health requires that we give yo st coverage decision.

o |f we decide that your medical condition does not

irements for a

standard deadlines instead.

o This letter will tell you that if your doctor as on, we
will automatically give a fast coverage d i

o The letter will also tell how you can file a “f
give you a standard coverage decision instea

aint” about our decision to
e fast coverage decision you

Step 2: Your plan considers your request f ee are rage and gives you our
answetr.

Deadlines for a “fast covera
° ecision on a\keguest for a medical item or service, we will

ake extra days. When you file a fast complaint, we will give you an
omplaint within 24 hours. For more information about the

If we do not give you our answer within 72 hours, or if there is an extended time
period, by the end of that period, or 24 hours if your request is for a Part B

prescription drug, you have the right to appeal. Section 5.3 below explains how to
make an appeal.

e If our answer is no to part or all of what you requested, we will send you a detailed
written explanation as to why we said no.
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Deadlines for a “standard coverage decision”

e Generally, for a standard coverage decision on a request for a medical item or service,
we will give you our answer within 14 calendar days of receiving your request. If your
request is for a Medicare Part B prescription drug, we will give you an answer within
72 hours of receiving your request.

o For a request for a medical item or service, we can take up to 14 more calendar
days (“an extended time period”) under certain circumstances. If we decide to
take extra days to make the coverage decision, we will tell you in writing. We can’t
take extra time to make a decision if your request is for a Medicare Part B
prescription drug.

o Ifyou believe we should not take extra days, you can file
our decision to take extra days. When you file a fast co
answer to your complaint within 24 hours. For more j

st complaint” about
int, we will give you an
about the

process for making complaints, including fast complai tion 9 of this
chapter.

o If we do not give you our answer within 14
extended time period, by the end of that p€kxi i uest is for

a Part B prescription drug, you have th
explains how to make an appeal.

e If our answer is no to part or all of what you reques e will send you a written
statement that explains why we said

Step 3: If we say no to your request for coverage pedi re, you decide if you want
to make an appeal.

to\ask us to reConsider - and perhaps change -
an appeal means making another try to get

e |f your plan says no, you have the right

Step 1: You contact’us and make your appeal. If your health requires a quick response,
you must ask for a “fast appeal.”

What to do

e To start an appeal, you, your doctor, or your representative, must contact us. For
details on how to reach us for any purpose related to your appeal, go to Chapter 2,
Section 1 and look for the topic, “How to contact us when you are making an appeal
about your medical care.”
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e If you are asking for a standard appeal, make your standard appeal by submitting a
request in writing to the fax number or address provided in Chapter 2, under “Appeals -
Contact Information.” You may also ask for an expedited appeal by calling us at the
phone number shown in Chapter 2, under “Appeals - Contact Information” and look for
the topic, “How to contact us when you are making an appeal about your medical care.”

o If you have someone appealing our decision for you other than your doctor, your
appeal must include an “Appointment of Representative” form authorizing this
person to represent you. To get the form, call Member Services and ask for the
“Appointment of Representative” form. Phone numbers are printed on the back
cover of this booklet. The form is also available on Medicare’ bsite at
www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downlgads /ems1696.pdf.
While we can accept an appeal request without the for cannot begin or
complete our review until we receive it. If we do notr
44 calendar days after receiving your appeal reque
decision on your appeal), your appeal request willbe'dismi his happens,

number shown in Chapter 2, Section 1 under the ed, “How to contact us when
you are making an appeal about your medical care.

¢ You must make your appeal request within 60 calend s from the date on the
written notice we sent to tell you our a coverage decision. If
you miss this deadline and have a god , explain the reason your
appeal is late when you make your app 0u more time to make your
appeal. Examples of good cause for misSing e may include if you had a
tacting us, or if we provided you with
incorrect or incomplg i e deadline for requesting an appeal.

® You can ask for 2 garding your medical decision and add

more informati )
o You have the i opy of the information regarding your appeal.

doctor may give us additional information to support

If you are app g a decision we made about coverage for care that you have not yet
received, you @nd/or your doctor will need to decide if you need a “fast appeal.”

e The requirements and procedures for getting a “fast appeal” are the same as those for
getting a “fast coverage decision.” To ask for a fast appeal, follow the instructions for
asking for a “fast coverage decision.” These instructions are given earlier in this section.

e |fyour doctor tells us that your health requires a fast appeal, we will give you a fast
appeal.
Step 2: Your plan considers your appeal and we give you our answer.

e When your plan is reviewing your appeal, we take another careful look at all of the
information about your request for coverage of medical care. We check to see if we
were following all the rules when we said no to your request.
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e We will gather more information if we need it. We may contact you or your doctor to get
more information.

Deadlines for a “fast appeal”

e When we are using the fast deadlines, we must give you our answer within 72 hours
after we receive your appeal. We will give you our answer sooner if your health
requires us to do so.

o However, if you ask for more time, or if we need to gather more information that
may benefit you, we can take up to 14 more calendar days if your request is for a
medical item or service. If we decide to take extra days to m e decision, we
will tell you in writing. We can’t take extra time to make a ision if your request
is for a Medicare Part B prescription drug.

o If we do not give you an answer within 72 hours, or the extended
time period if we took extra days, we are required toautomat send your
request on to Level 2 of the appeals process,

Independent Review Organization. Later in his

organization and explain what happens

e If our answer is yes to part or all of what you re ust authorize or provide
the coverage we have agreed to provide within 72 h after we receive your appeal.

e If our answer is no to part or all of what you requeste will automatically send
your appeal to the Independent Revig Appeal.

Deadlines for a “standard appeal”
e |f we are using the standard deadlines,

medical item or service hin 30 calendar days after we receive your appeal if your
appeal is about covenag ave not yet received. If your request is for a
Medicare Part B p yet received, we will give you our answer
within 7 calendé Ir appeal. We will give you our decision

IS to.

ake up to 14 more calendar days if your request is for
we decide to take extra days to make the decision, we

process for making complaints, including fast complaints, see Section 9 of this

o If we do not give you an answer by the applicable deadline above, or by the end of
the extended time period if we took extra days on your request for a medical item
or service, we are required to send your request on to Level 2 of the appeals
process, where it will be reviewed by an Independent Review Organization. Later
in this section, we talk about this review organization and explain what happens at
Level 2 of the appeals process.

2022 Evidence of Coverage for NYC Medicare Advantage Plus (PPO)

133



Chapter 7 | What to do if you have a problem or complaint (coverage decisions, appeals, complaints)

e If our answer is yes to part or all of what you requested, we must authorize or provide
the coverage we have agreed to provide within 30 calendar days if your request is for a
medical item or service, or within 7 calendar days if your request is for a Medicare
Part B prescription drug.

e If our answer is no to part or all of what you requested, we will automatically send
your appeal to the Independent Review Organization for a Level 2 Appeal.

Step 3: If our plan says no to part or all of your appeal, your case will automatically be
sent on to the next level of the appeals process.

e To make sure we were following all the rules when we said notoy
required to send your appeal to the “Independent Review Or
this, it means that your appeal is going on to the next level of
which is Level 2.

peal, we are
zation.” When we do
peals process,

Section 5.4  Step-by-step: How a Level 2 Appe

If your plan says no to your Level 1 Appeal, your case ically be sent op'to the next
level of the appeals process. During the Level 2 Ap i
reviews our decision for your first appeal. This organiza
made should be changed.

e The Independent Revig ganization isi@n independent organization that is hired by
Medicare. This orga i [ jith your plan and it is not a government
by Medicare to handle the job of being

aboutyouy appeal to this organization. This information is
ave the right to ask us for a copy of your case file.

ndent Review Organization will take a careful look at all of the
your appeal.

If you had a “fas "at Level 1, you will also have a “fast appeal” at Level 2

e |fyou had a fagt appeal to your plan at Level 1, you will automatically receive a fast
appeal at Level 2. The review organization must give you an answer to your Level 2
Appeal within 72 hours of when it receives your appeal.

e However, if your request is for a medical item or service and the Independent Review
Organization needs to gather more information that may benefit you, it can take up to
14 more calendar days. The Independent Review Organization can’t take extra time to
make a decision if your request is for a Medicare Part B prescription drug.
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If you had a “standard appeal” at Level 1, you will also have a “standard appeal” at
Level 2

e |fyou had a standard appeal to your plan at Level 1, you will automatically receive a
standard appeal at Level 2. If your request is for a medical item or service, the review
organization must give you an answer to your Level 2 Appeal within 30 calendar days
of when it receives your appeal. If your request is for a Medicare Part B prescription
drug, the review organization must give you an answer to your Level 2 Appeal within
7 calendar days of when it receives your appeal.

e However, if your request is for a medical item or service and the Independent Review
Organization needs to gather more information that may benefit youpit can take up to
extra time to

The Independent Review Organization will tell you its decisij iti in the
reasons for it.

e If the review organization says yes to part or : ical item or

organization for standard requests or within 72 hours ) the date we receive the
decision from the review organizatiog -

prescription drug, we must authorize \w art B'prescription drug under

standard requests or within 24 hours fr@a#'the datedve receive the decision from the

pur appeal, it means they agree with your
) for coverage for medical care should not
be approved. This is'C
appeal.”

rage you are requesting must meet a certain minimum. If
the coverage you are requesting is too low, you cannot make
hich means that the decision at Level 2 is final. The written

Step 3: If your case/meets the requirements, you choose whether you want to take your
appeal further.

e There are three additional levels in the appeals process after Level 2, for a total of five
levels of appeal.

e |fyour Level 2 Appeal is turned down and you meet the requirements to continue with
the appeals process, you must decide whether you want to go on to Level 3 and make a
third appeal. The details on how to do this are in the written notice you get after your
Level 2 Appeal.

e The Level 3 Appeal is handled by an Administrative Law Judge or attorney adjudicator.
Section 8 in this chapter explains more about Levels 3, 4, and 5 of the appeals process.
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Section 5.5 What if you are asking us to pay you for our share of a bill you
have received for medical care?

If you want to ask us for payment for medical care, start by reading Chapter 5 of this booklet,
“Asking us to pay our share of a bill you have received for covered medical services.”
Chapter 5 describes the situations in which you may need to ask for reimbursement or to pay
a bill you have received from a provider. It also explains how to send us the paperwork that
asks us for payment.

Asking for reimbursement is asking for a coverage decision from us

us to make a

ection 4.1 of this

| care you paid for
and Chapter 4,

If you send us the paperwork that asks for reimbursement, you are aski
coverage decision. For more information about coverage decisions
chapter. To make this coverage decision, we will check to see if t
is a covered service. See the benefits chart located at the front
“Medical benefits (what is covered and what you pay).” We
followed all the rules for using your coverage for medica

e |f the medical care you paid for is covered and you f d all the rules, we will send
you the payment for our share of the cost of your medi re within 60 calendar days

payment directly to the provider. WheRwe d it's the same as saying yes
to your request for a coverage decisio

e |fthe medical care is not covered, ory ( «
payment. Instead, we wj that says we will not pay for the services and

n your request for payment, it's the same as

What if you ask for payme

If you do not agxe to turn you down, you can make an appeal. If you make

an appeal, i hange the coverage decision we made when we
turned dag

To make this\a he process for appeals that we describe in Section 5.3. Go to
this section structions. When you are following these instructions, please

note:

e If you make apappeal for reimbursement, we must give you our answer within
60 calendar days after we receive your appeal. If you are asking us to pay you back for
medical careyou have already received and paid for yourself, you are not allowed to ask
for a fast appeal.

e |f the Independent Review Organization reverses our decision to deny payment, we must
send the payment you have requested to you or to the provider within 30 calendar days.
If the answer to your appeal is yes at any stage of the appeals process after Level 2, we
must send the payment you requested to you or to the provider within 60 calendar days.
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SECTION 6 How to ask us to cover a longer inpatient hospital stay if you

think the doctor is discharging you too soon

When you are admitted to a hospital, you have the right to get all of your covered hospital
services that are necessary to diagnose and treat your iliness or injury. For more information
about your plan’s coverage for your hospital care, including any limitations on this coverage,
see the benefits chart located at the front of this booklet and Chapter 4, “Medical benefits
(what is covered and what you pay).”

During your covered hospital stay, your doctor and the hospital staff will bgworking with you
to prepare for the day when you will leave the hospital. They will also he nge for care you
may need after you leave.

e The day you leave the hospital is called your “discharge da

e When your discharge date has been decided, your doctor staff will let you
know.

e |fyou think you are being asked to leave the hospi a longer
hospital stay and your request will be consider i n explains howto ask.

Section 6.1  During your inpatient hospital s ou will get a written

¢ a written noti alled An Important
Message from Medicare about Your Rights. E 1 i

whenever they are admitted to a hospital. So
or nurse) must give it to you within two days afte

pital (for example, a caseworker
. admitted. If you do not get the

d help, please call Member Services. Phone
klet. You can also call 1-800-MEDICARE

Is includes the right to know what these services are,
here you can get them.

from the fiospital too soon.

LEGAL TERMS The written notice from Medicare explains how you can “request an
immediate review.” Requesting an immediate review is a formal,
legal way to ask for a delay in your discharge date so that we will
cover your hospital care for a longer time. Section 6.2 below
explains how you can request an immediate review.
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2. You will be asked to sign the written notice to show that you received it and
understand your rights.

e You or someone who is acting on your behalf will be asked to sign the notice.
Section 4.2 of this chapter explains how you can give written permission to
someone else to act as your representative.

e Signing the notice shows only that you have received the information about your
rights. The notice does not give your discharge date. Your doctor or hospital staff
will tell you your discharge date. Signing the notice does not mean you are
agreeing on a discharge date.

3. Keep your copy of the notice so you will have the information abo
(or reporting a concern about quality of care) handy if you need i

e If you sign the notice more than two days before the da
will get another copy before you are scheduled to be

ing an appeal

e Tolook at a copy of this notice in advance, you ¢ ices. Phone
numbers are printed on the back cover of this . Oryou can edicare at
1-800-MEDICARE (1-800-633-4227), 24 ho days a week.
should call 1-877-486-2048. You can als online at
www.cms.gov/Medicare/Medicare-Geiera
HospitalDischargeAppealNotices.

Section 6.2  Step-by-step: How ake a Level 1

hospital discharge deé

If you want to ask for your inpatient hospital sto be‘eovered by your plan for a longer
time, you will need to use the appeals process t@fmake this'request. Before you start,

understand what you need t@ d what the d@adlines are.
¢ Follow the proce ep i i agdévels of the appeals process is explained

| to change your

nce Assistance Program, a government organization that
ssistance. For contact information, please refer to the
ting located in Chapter 11.

During a Level 1
checks to see if you

alf'the Quality Improvement Organization reviews your appeal. It
anned discharge date is medically appropriate for you.

Step 1: Contact the Quality Improvement Organization for your state and ask for a “fast
review” of your hospital discharge. You must act quickly.

What is the Quality Improvement Organization?

e This organization is a group of doctors and other health care professionals who are paid
by the federal government. These experts are not part of your plan. This organization is
paid by Medicare to check on and help improve the quality of care for people with
Medicare. This includes reviewing hospital discharge dates for people with Medicare.
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How can you contact this organization?

e The written notice you received (An Important Message from Medicare About Your
Rights) explains how to reach this organization. (Or find the name, address and phone
number of the Quality Improvement Organization for your state in the state-specific
agency listing located in Chapter 11.)

Act quickly

e To make your appeal, you must contact the Quality Improvement Organization before
you leave the hospital and no later than midnight the day of your discharge. Your
“planned discharge date” is the date that has been set for you to leawge the hospital.

o If you meet this deadline, you are allowed to stay in the hqogpital after your
discharge date without paying for it while you waitto g decision on your
appeal from the Quality Improvement Organization.

o If you do not meet this deadline, and you decide ital after your
planned discharge date, you may have to pay ital care you
receive after your planned discharge date.

e |f you miss the deadline for contacting the Qu n, and you
still wish to appeal, you must make an appeal dir ur plan instead. For details

Ask for a “fast review”

e You must ask the Quality Improveme
discharge. Asking for a “fast review” mea ing for the organization to use
the “fast deadlines” for an appeal inste f

Step 2: The Quality ImprovementC conducts an independent review of your

the Qdality Improvement Organization, called “the reviewers,”
esentative why you believe coverage for the services should

review infor that the hospital and we have given to them.
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e By noon of the day after the reviewers informed your plan of your appeal, you will also
get a written notice that gives your planned discharge date and explains in detail the
reasons why your doctor, the hospital, and we think it is right (medically appropriate) for
you to be discharged on that date.

LEGAL TERMS This written explanation is called the “Detailed Notice of

Discharge.” You can get a sample of this notice by calling Member
Services. Phone numbers are printed on the back cover of this
booklet. Or you can call Medicare at 1-800-MEDICARE
(1-800-633-4227), 24 hours a day, 7 days a week.
call 1-877-486-2048. Or you can see a sample
www.cms.gov/Medicare/Medicare-Genera
HospitalDischargeAppealNotices.

users should
ice online at
rmation/BNI/

Step 3: Within one full day after it has all the needed inforMati mprovement
Organization will give you its answer to your ap

What happens if the answer is yes?

e |f the review organization says yes to your appeal, Ist keep providing your
covered inpatient hospital services for as long as theseyservices are medically
necessary.

¢ You will have to keep paying your sha S'deductibles or
copayments, if these apply. In addition e limitations on your covered
hospital services. See the benefits cha ate ont of this booklet, and

Chapter 4 of this booklet.

What happens if the ansv
e |fthe review org no to your apg eaI they are saying that your planned

oon on the day after the Quality Improvement
er to your appeal.

0 to your appeal and you decide to stay in the hospital,
g full cost of hospital care you receive after noon on the

If the Quality Improvement Organization has turned down your appeal, and you stay in
the hospital after your planned discharge date, then you can make another appeal.
Making another appeal means you are going on to “Level 2" of the appeals process.

Section 6.3  Step-by-step: How to make a Level 2 Appeal to change your
hospital discharge date

If the Quality Improvement Organization has turned down your appeal, and you stay in the

hospital after your planned discharge date, then you can make a Level 2 Appeal. During a
Level 2 Appeal, you ask the Quality Improvement Organization to take another look at the

2022 Evidence of Coverage for NYC Medicare Advantage Plus (PPO) 140


https://www.cms.gov/Medicare/Medicare-General-Information/BNI/HospitalDischargeAppealNotices.html
https://www.cms.gov/Medicare/Medicare-General-Information/BNI/HospitalDischargeAppealNotices.html

Chapter 7 | What to do if you have a problem or complaint (coverage decisions, appeals, complaints)

decision they made on your first appeal. If the Quality Improvement Organization turns down
your Level 2 Appeal, you may have to pay the full cost for your stay after your planned
discharge date.

Here are the steps for Level 2 of the appeal process:
Step 1: You contact the Quality Improvement Organization again and ask for another
review.

e You must ask for this review within 60 calendar days after the day the Quality
Improvement Organization said no to your Level 1 Appeal. You can ask for this review

of the information related to your appeal.

Step 3: Within 14 calendar days of receipt of your req
Improvement Organization reviewers will de
decision.

If the review organization says yes

e Your plan must reimburse you for g ospital care you have
received since noon on the day after as turned down by the
Quality Improvement Organization. We ing coverage for your
inpatient hospital care for as long as

another appedl. At Level 3, your appeal is reviewed by an Administrative Law Judge or
attorney adjudicator.

e Section 8 in this chapter explains more about Levels 3, 4, and 5 of the appeals process.
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Section 6.4 What if you miss the deadline for making your Level 1 Appeal?

You can appeal to us instead

As explained above in Section 6.2, you must act quickly to contact the Quality Improvement
Organization to start your first appeal of your hospital discharge. (“Quickly” means before you
leave the hospital and no later than your planned discharge date, whichever comes first.) If
you miss the deadline for contacting this organization, there is another way to make your
appeal.

If you use this other way of making your appeal, the first two levels of ap are different.

Step-by-Step: How to make a Level 1 Alternate Appeal

If you miss the deadline for contacting the Quality Improvemen , you can make
an appeal to us, asking for a “fast review.” A fast review is an
deadlines instead of the standard deadlines.

LEGAL TERMS A “fast review” (or “fast appe
appeal.”

Step 1: Contact us and ask for a “fast review.”

e For details on how to contact us, go 10 Bhs : i ook for the topic, “How
to contact us when you are making ana

e Be sure to ask for a “fast review.” This VoL gking us to give you an answer
using the “fast deadlines” rather than the ' eadlines.

Step 2: We do a “fast revieW™ e r planned discharge date, checking to see if it was
medically apprag

e During this reviéw,
check to see |f your p
see if the dee

ate was medically appropriate. We will check to
en you should leave the hospital was fair and followed all

to be in the hoSpital after the discharge date, and will keep providing your covered
inpatient hospital services for as long as it is medically necessary. It also means that we
have agreed to reimburse you for our share of the costs of care you have received since
the date when we said your coverage would end. (You must pay your share of the costs
and there may be coverage limitations that apply.)

e If we say no to your fast appeal, we are saying that your planned discharge date was
medically appropriate. Our coverage for your inpatient hospital services ends as of the
day we said coverage would end.

o |f you stayed in the hospital after your planned discharge date, then you may have
to pay the full cost of hospital care you received after the planned discharge
date.
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Step 4: If we say no to your fast appeal, your case will automatically be sent on to the next
level of the appeals process.

e To make sure we were following all the rules when we said no to your fast appeal, your

plan is required to send your appeal to the “Independent Review Organization.”

When we do this, it means that you are automatically going on to Level 2 of the appeals
process.

Step-by-Step: Level 2 Alternate Appeal Process

During the Level 2 Appeal, an Independent Review Organization reviews the decision your
plan made when we said no to your “fast appeal.” This organization deci
decision we made should be changed.

LEGAL TERMS The formal name for the “Independent R ization” is the

e “IRE.”

Review Organization within 24 hours of when‘we
first appeal.

Step 2: The Independent Review Organizati v
reviewers give you an answer within 72fhours.

e The Independent Re independent organization that is hired by

ith your plan and it is not a government

. We must also continue the plan’s coverage of your inpatient
long as it is medically necessary. You must continue to pay your
ere are coverage limitations, these could limit how much we
how long we would continue to cover your services.

e If this organization says no to your appeal, it means they agree with your plan that your
planned hospital discharge date was medically appropriate.

o

would reimb

The notice you get from the Independent Review Organization will tell you in
writing what you can do if you wish to continue with the review process. It will give

you the details about how to go on to a Level 3 Appeal, which is handled by an
Administrative Law Judge or attorney adjudicator.
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Step 3: If the Independent Review Organization turns down your appeal, you choose
whether you want to take your appeal further.
e There are three additional levels in the appeals process after Level 2, for a total of five

levels of appeal. If reviewers say no to your Level 2 Appeal, you decide whether to
accept their decision or go on to Level 3 and make a third appeal.

e Section 8 in this chapter explains more about Levels 3, 4, and 5 of the appeals process.

SECTION 7  How to ask us to keep covering certain medical services if

you think your coverage is ending too soon

me health care,
2 Outpatient

Section 7.1 This section is about three services onl
skilled nursing facility care, and Comg
Rehabilitation Facility (CORF) serviges

This section is about the following types of care only:
¢ Home health care services you are getting.

e Skilled nursing care you are getting as a patient i
about requirements for being considered a “skilled nt
“Definitions of important words.”

¢ Rehabilitation care you are getting aS e
Comprehensive Outpatient Rehabilitatig . USually, this means you are

ed nursing facility. To learn
3o facility,” see Chapter 10,

When you are getting a ave the right to keep getting your
covered services for th s

your covered services, including your share of
may apply, see the benefits chart located at the

Section 7.2
1. You receive a notice in writing. At least two days before your plan is going to stop
covering your care, you will receive a notice.

e The written notice explains the date when your plan will stop covering the care for
you.

/e will tell you in advance when your coverage will be ending
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e The written notice also explains what you can do if you want to ask your plan to
change this decision about when to end your care, and keep covering it for a longer
period of time.

LEGAL TERMS In telling you what you can do, the written notice is telling how you
can request a “fast-track appeal.” Requesting a fast-track appeal is
a formal, legal way to request a change to our coverage decision
about when to stop your care. (Section 7.3 below explains how you
can request a fast-track appeal.)

The written notice is called the “Notice of Medicar.
Non-Coverage.”

2. You will be asked to sign the written notice to show that

® You or someone who is acting on your behalf will e notice.
Section 4 explains how you can give written per, i e toactas

your representative.
e Signing the notice shows only that you h i i i out when
your coverage will stop. Signing it does agree with your plan that it's

time to stop getting the care.

Section 7.3  Step-by-step: How
cover your care for 3

If you want to ask us to cover your care for a |
appeals process to make this request. Before
what the deadlines are.

¢ Follow the process

@ ' me, you will need to use the
tart, understand what you need to do and

aJ€vels of the appeals process is explained

e numbers are printed on the back cover of this booklet. Or call
your Sté ance Assistance Program, a government organization that
provides p d assistance. For contact information, please refer to the

state-specifi@ y listing located in Chapter 11.

During a Level 1 Appeal, the Quality Improvement Organization reviews your appeal and
decides whether to change the decision made by your plan.

Step 1: Make your Level 1 Appeal: contact the Quality Improvement Organization for your
state and ask for a review. You must act quickly.

What is the Quality Improvement Organization?

e This organization is a group of doctors and other health care experts who are paid by
the federal government. These experts are not part of your plan. They check on the
quality of care received by people with Medicare and review plan decisions about when
it's time to stop covering certain kinds of medical care.
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How can you contact this organization?

e The written notice you received explains how to reach this organization. (Or find the
name, address, and phone number of the Quality Improvement Organization for your
state in the state-specific agency listing located in Chapter 11.)

What should you ask for?

e Ask this organization for a “fast-track appeal” (to do an independent review) of whether
it is medically appropriate for your plan to end coverage for your medical services.

Your deadline for contacting this organization

e You must contact the Quality Improvement Organization to sta
the day before the effective date on the Notice of Medicare N

ur appeal by noon of

still wish to file an appeal, you must make an appeal digec instead. For
details about this other way to make your appeal, se i

case.

What happens during this review?

e Health professionals at the Quality | i lled “the reviewers,”
will ask you or your representative w Deli
continue. You don't have to prepare a : iti ou may do so if you wish.

e The review organization will also look at ' ormation, talk with your doctor,
and review information that your plan

e of explanation is called the “Detailed Explanation of

covered serviges for as long as it is medically necessary.

e You will have to keep paying your share of the costs, such as deductibles or
copayments, if these apply. In addition, there may be limitations on your covered
services. See the benefits chart, at the front of this booklet, and Chapter 4 of this
booklet.

What happens if the reviewers say no to your appeal?

e If the reviewers say no to your appeal, then your coverage will end on the date we
have told you. Your plan will stop paying its share of the costs of this care on the date
listed on the notice.
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e |fyou decide to keep getting the home health care, or skilled nursing facility care, or
Comprehensive Outpatient Rehabilitation Facility (CORF) services after this date when
your coverage ends, then you will have to pay the full cost of this care yourself.

Step 4: If the answer to your Level 1 Appeal is no, you decide if you want to make another
appeal.
e This first appeal you make is “Level 1" of the appeals process. If reviewers say no to your

Level 1 Appeal - and you choose to continue getting care after your coverage for the
care has ended - then you can make another appeal.

e Making another appeal means you are going on to “Level 2" of the als process.

Section 7.4  Step-by-step: How to make a Level 2 Ap
cover your care for a longer time

to have our plan

If the Quality Improvement Organization has turned down y oose to
continue getting care after your coverage for the care h
Appeal. During a Level 2 Appeal, you ask the Quality |
another look at the decision they made on your firs

health care, or skilled nursing facility care, or Comprehens tpatient Rehabilitation
Facility (CORF) services after the date when we said your cov

Here are the steps for Level 2 of the appeal

Step 1: You contact the Quality Improveme : 3 pain and ask for another
review.

e You must ask for this after the day when the Quality Improvement
Organization said can ask for this review only if you
continued getting e date that ygur coverage for the care ended.

of your appeal request, reviewers will decide on your
eir decision.

e Yourplanm eimburse you for our share of the costs of care you have received
since the date/wWhen we said your coverage would end. Your plan must continue
providing coverage for the care for as long as it is medically necessary.

e You must continue to pay your share of the costs and there may be coverage limitations
that apply.

What happens if the review organization says no?

* |t means they agree with the decision they made to your Level 1 Appeal and will not
change it.
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e The notice you get will tell you in writing what you can do if you wish to continue with
the review process. It will give you the details about how to go on to the next level of
appeal, which is handled by an Administrative Law Judge or attorney adjudicator.

Step 4: If the answer is no, you will need to decide whether you want to take your appeal
further.

e There are three additional levels of appeal after Level 2, for a total of five levels of
appeal. If reviewers turn down your Level 2 Appeal, you can choose whether to accept
that decision or to go on to Level 3 and make another appeal. At Level 3, your appeal is
reviewed by an Administrative Law Judge or attorney adjudicator.

e Section 8 in this chapter explains more about Levels 3, 4, and 5

e appeals process.
Section 7.5 What if you miss the deadline for maki evel 1 Appeal?

You can appeal to your plan instead

As explained above in Section 7.3, you must act quickl
Organization to start your first appeal (within a day
deadline for contacting this organization, there is anoth
this other way of making your appeal, the first two levels o

make your appeal. If you use
eal are different.

Step-by-Step: How to make a Level 1 Altérnate Appeal

If you miss the deadline for contacting the Q
an appeal to your plan, asking for a “fast reviam
deadlines instead of the standard deadlines.

ganization, you can make
i an appeal that uses the fast

Here are the steps for a Levg

LEGAL TERMS 3 " (or “fast appeal”) is also called an “expedited

Step2: Wedoa'
your services.
e During this review, we take another look at all of the information about your case. We

check to see if we were following all the rules when we set the date for ending your
plan’s coverage for services you were receiving.

e We will use the “fast deadlines” rather than the standard deadlines for giving you the
answer to this review.

iew” of the decision we made about when to end coverage for
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Step 3: We give you our decision within 72 hours after you ask for a “fast review” (“fast
appeal”).

e If we say yes to your fast appeal, it means we have agreed with you that you need
services longer, and will keep providing your covered services for as long as it is
medically necessary. It also means that we have agreed to reimburse you for our share

of the costs of care you have received since the date when we said your coverage would

end. You must pay your share of the costs and there may be coverage limitations that
apply.

e If we say no to your fast appeal, then your coverage will end on the date we told you
and your plan will not pay any share of the costs after this date.

e |f you continued to get home health care, or skilled nursing facili
Comprehensive Outpatient Rehabilitation Facility (CORF) servj
we said your coverage would end, then you will have to p
yourself.

care, or
fter the date when
ost of this care

Step 4: If we say no to your fast appeal, your case will
level of the appeals process.

e To make sure we were following all the rules
are required to send your appeal to the “Indepe
we do this, it means that you are automatically going
process.

omatically go on

o your fast appeal, we
eview Organization.” When
Level 2 of the appeals

Step-by-Step: Level 2 Alternate Appeal Proge

During the Level 2 Appeal, the Independent R on reviews the decision we
made when we said no to your “fast appeal.” TRis rgamza on decides whether the decision
we made should be changed

LEGAL TERMS ; dependent Review Organization” is the

ation for your Level 2 Appeal to the Independent
ours of when we tell you that we are saying no to your
we are not meeting this deadline or other deadlines, you can
omplaint process is different from the appeal process.

reviewers give you an answer within 72 hours.

e The Independent Review Organization is an independent organization that is hired by

Medicare. This organization is not connected with your plan and it is not a government
agency. This organization is a company chosen by Medicare to handle the job of being
the Independent Review Organization. Medicare oversees its work.

* Reviewers at the Independent Review Organization will take a careful look at all of the
information related to your appeal.

o If this organization says yes to your appeal, then your plan must reimburse you (pay
you back) for our share of the costs of care you have received since the date when we
said your coverage would end. We must also continue to cover the care for as long as it
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is medically necessary. You must continue to pay your share of the costs. If there are
coverage limitations, these could limit how much we would reimburse or how long we
would continue to cover your services.

e If this organization says no to your appeal, it means they agree with the decision your
plan made to your first appeal and will not change it.

o The notice you get from the Independent Review Organization will tell you in
writing what you can do if you wish to continue with the review process. It will give
you the details about how to go on to a Level 3 Appeal.

Step 3: If the Independent Review Organization turns down your appealayou choose
whether you want to take your appeal further.

e There are three additional levels of appeal after Level 2, for a of five levels of

Section 8.1 Appeal Levels 3, 4, &

This section may be appropriate for you if yo s
Appeal, and both of your appeals have been tikned

written response you € g gal will explain who to contact and what to do
to ask for a Level 3 Appeal.

lled an Administrative Law Judge) or an attorney adjudicator
for the federal government will review your appeal and give

e |f the Admi e Law Judge or attorney adjudicator says yes to your appeal, the
appeals process may or may not be over - We will decide whether to appeal this
decision to Lével 4. Unlike a decision at Level 2 (Independent Review Organization), we

have the right to appeal a Level 3 decision that is favorable to you.

o |If we decide not to appeal the decision, we must authorize or provide you with the
service within 60 calendar days after receiving the Administrative Law Judge’s or
attorney adjudicator’s decision.

o |f we decide to appeal the decision, we will send you a copy of the Level 4 Appeal
request with any accompanying documents. We may wait for the Level 4 Appeal
decision before authorizing or providing the service in dispute.
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¢ |If the Administrative Law Judge or attorney adjudicator says no to your appeal, the
appeals process may or may not be over.

o Ifyou decide to accept this decision that turns down your appeal, the appeals
process is over.

o If you do not want to accept the decision, you can continue to the next level of the
review process. If the Administrative Law Judge or attorney adjudicator says no to
your appeal, the notice you get will tell you what to do next if you choose to
continue with your appeal.

Level 4 Appeal The Medicare Appeals Council (Council) will review ppeal and give
you an answer. The Council is part of the federal ernment.

favorable Level 3
ill decide whether

e If the answer is yes, or if the Council denies our request

Organization), we have the right to appeal a Level

cision that is favo
the value of the item or medical service meets t i

dollar value.

ize or provide you with the
service within 60 calendar days after receivi ouncil’s decision.

o |f we decide to appeal the decision, we will lety oW in writing.
e If the answer is no or if the Council i

may or may not be over.
o If you decide to accept this decisie 3
process is over.

o If you do not wapni scept the decision, you might be able to continue to the

MAKING COMPLAINTS

SECTION 9 1. . to make a complaint about quality of care, waiting times,
r.ember service, or other concerns

Q If your problem is about decisions related to benefits, coverage or payment, then
this section is not for you. Instead, you need to use the process for coverage
decisions and appeals. Go to Section 4 of this chapter.
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Section 9.1

This section explains how to use the process for making complaints. The complaint process is

What kinds of problems are handled by the complaint
process?

used for certain types of problems only. This includes problems related to quality of care,
waiting times, and the member service you receive. Here are examples of the kinds of
problems handled by the complaint process.

If you have any of these kinds of problems, you can “make a complaint”

Complaint

Example

care

Quality of your medical

Are you unhappy with the quality of are you have

Respecting your
privacy

rright to
privacy or shared inform elshould

be confidential?

n about you that

Disrespect, poor

other negative

member service, or

Has someone beer'ru pectful to you?

Are you unhappy with how ember Services has treated

Cleanliness

behaviors you?
e Doyou fee to leave the plan?
Waiting times e Are you havi &n appointment, or waiting too
long to get it

Kept waiting too long by doctors, pharmacists
ofessionals? Or by our Member Services or

clude waiting too long on the phone, in the
waiting’foom, when getting a prescription, or in the
exam room.

ou unhappy with the cleanliness or condition of a clinic,
hospital, or doctor’s office?

Informatio
from us

Do you believe we have not given you a notice that we are
required to give?

Do you think written information we have given you is hard to
understand?
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complaints are all
related to the timeliness
of our actions related to
coverage decisions and
appeals)

Complaint Example
Timeliness The process of asking for a coverage decision and making appeals
(These types of is explained in sections 4 - 8 of this chapter. If you are asking for a

coverage decision or making an appeal, you use that process, not
the complaint process.

However, if you have already asked us for a coverage decision or

made an appeal, and you think that we are not responding quickly
enough, you can also make a complaint about our slowness. Here
are examples:

e |f you have asked us to give you a “fas
a “fast appeal,” and we have said w
complaint.

e |fyou believe we are not meeti
a coverage decision or an
made, you can make a ¢

we mage is reviewed
ei you for certain medical
at apply. If you think we are
can make a complaint.

e  When we d time, we are required

ent Review Organization.

Section 9.3

nother way to say “using the process for complaints” is
‘using the process for filing a grievance.”

Step-by-step: Making a complaint

Step 1: Contact us promptly - either by phone or in writing.

e Usually, calling Member Services is the first step. If there is anything else you need to
do, Member Services will let you know. Phone numbers are printed on the back cover of

this booklet.

e If you do not wish to call, or you called and were not satisfied, you can put your
complaint in writing and send it to us. If you put your complaint in writing, we will
respond to your complaint in writing.
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o You or someone you name may file a grievance. The person you name would be
your “representative.” You may name a relative, friend, lawyer, advocate, doctor,
or anyone else to act for you. Other persons may already be authorized by the
court or in accordance with state law to act for you. If you want someone to act for
you who is not already authorized by the court or under state law, then you and
that person must sign and date a statement that gives the person legal permission
to be your representative. To learn how to name your representative, you may call
Member Services. Phone numbers are printed on the back cover of this booklet.

o Agrievance must be filed either verbally or in writing within 60 days of the event
or incident. We must address your grievance as quickly as youmcase requires
based on your health status, but no later than 30 days afterg€ceiving your
complaint. We may extend the time frame by up to 14 dayS.if you ask for the

extension, or if we justify a need for additional inform the delay is in your
best interest.

o Afast grievance can be filed concerning a plan
response to a coverage decision or appeal,

coverage decision or appeal. We must res i nce within
24 hours.

e Whether you call or write, you should contact M ervices right away. The
complaint must be made within 60 calendar days aft had the problem you want to
complain about.

e If you are making a complaint beca denied your reguest for a “fast coverage

decision” or a “fast appeal,” we will 3

a “fast complaint.” If you
have a “fast complaint,” it means we wi

er W|th|n 24 hours.

LEGAL TERMS Whatd

swered within 30 calendar days. If we need more information
best interest or if you ask for more time, we can take up to
(44 calendar days total) to answer your complaint. If we decide

e If we do not' with some or all of your complaint or don't take responsibility for the
problem you are complaining about, we will let you know. Our response will include our
reasons for this answer. We must respond whether we agree with the complaint or not.

Section 9.4  You can also make complaints about quality of care to the
Quality Improvement Organization

You can make your complaint about the quality of care you received by using the step-by-step
process outlined above.

When your complaint is about quality of care, you also have two extra options:
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¢ You can make your complaint to the Quality Improvement Organization. If you prefer,

you can make your complaint about the quality of care you received directly to this
organization without making the complaint to us.

o The Quality Improvement Organization is a group of practicing doctors and other
health care experts paid by the federal government to check and improve the care

given to Medicare patients.
o To find the name, address and phone number of the Quality Improvement

Organization for your state, please refer to the state-specific agency listing located
in Chapter 11. If you make a complaint to this organization, we will work with them

to resolve your complaint.

e Or you can make your complaint to both at the same time. If
your complaint about quality of care to your plan and also t
Organization.

Section 9.5 You can also tell Medicare abou

You can submit a complaint about your plan directly i 0 submit a cogmplaint to
Medicare, go to www.medicare.gov/MedicareCo .aspx. Medicare takes

your complaints seriously and will use this information to mprove the quality of the
Medicare program.

If you have any other feedback or concern
issue, please call 1-800-MEDICARE (1-800-
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Chapter 8 Ending your membership in the plan
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SECTION 1 Introduction

Section 1.1  This chapter focuses on ending your membership in our plan

Ending your membership in our plan may be voluntary (your own choice) or involuntary (not
your own choice):

e You might leave our plan because you have decided that you want to leave.

o There are only certain times during the year, or certain situations, when you may
voluntarily end your membership in a plan. Section 2 explain en you can end
your membership in our plan.

o The process for voluntarily ending your membership v
type of new coverage you are choosing. Section 3 e
membership in each situation.

e There are also limited situations where you do not ch@0se.to leave, bu re required
to end your membership. Section 5 explains situations when we must en
membership.

epending on what
to end your

If you are leaving our plan, you must continue to get you
your membership ends.

al care through our plan until

SECTION 2  When can you end yc —~bhership in our plan?

Section 2.1 You can

Please visit th i elations for access to the full Summary Plan Description
g your membership during the Annual Enrollment Period

own as the “Annual Open Enrollment Period.” This is

health and drug coverage and make a decision about

can you switch to during the Annual Enroliment Period for
Individual (non~group) plans? You can choose to keep your current coverage or make
changes to ydur coverage for the upcoming year. If you decide to change to a new plan,
you can choose any of the following types of plans:

o Another Individual (non-group) Medicare health plan. You can choose a plan that
covers prescription drugs or one that does not cover prescription drugs.

o QOriginal Medicare with a separate Individual (non-group) Medicare prescription
drug plan.

o -or-0riginal Medicare without a separate Individual (non-group) Medicare
prescription drug plan.
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e Ending your group-sponsored Medicare Advantage plan may impact your eligibility
for other coverage sponsored by your group or mean that you will not be able to
re-enroll in your plan in the future. Before ending your group-sponsored Medicare
Advantage coverage, please contact your group sponsor by emailing the New York
City Employee Benefits Program at healthbenefits@olr.nyc.gov.

e  When will your group-sponsored plan membership end? Your membership will end
when your new plan’s coverage begins.

Section 2.2  You may be able to end your membership the
Medicare Advantage Open Enrollment Period for Individual
(non-group) Plans

You have the opportunity to make one change to your healt
(non- group) Medicare Advantage Open Enrollment Peri

e When is the annual Individual (non-group) Medi
Period? This happens every year from Januar

ndividual (non-group)
Medicare Advantage Open Enrollment Period? Duri is time, you can:

n drugs).

Ur group sponsor by emailing the New York
thbenefits@olr.nyc.gov.

h toOriginal Medicare. If you also choose to enroll in a
rug plan, your membership in the drug plan will begin the first

ain situations, you can end your membership during a

Section 2.3 C
Special Enrollment Period

Group-sponsored plans may allow changes to their retirees’ enrollment. This typically occurs
during the group’s open enrollment period. This may be any time of the year and does not
have to coincide with the individual open enrollment period from October 15 to December 7.

Please check with your group sponsor for additional enrollment and disenroliment options,
and the impact of any changes to your group-sponsored retiree benefits.

In certain situations, Medicare Advantage members may be eligible to end their membership
at other times of the year. This is known as a Special Enrollment Period.
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e Who is eligible for a Special Enroliment Period? If any of the following situations apply
to you, you may be eligible to end your membership during a Special Enroliment Period.
These are just examples; for the full list, you can contact your plan, call Medicare, or
visit the Medicare website (www.medicare.gov):

o Usually, when you have moved outside of your plan’s service area.
o If you have Medicaid.
o |f we violate our contract with you.

o Ifyou are getting care in an institution, such as a nursing home or long-term care
(LTC) hospital.

o Ifyou enroll in the Program of All-inclusive Care for the El
available in all states. If you would like to know if PACE j
please contact Member Services. Phone numbers ar,

ly (PACE). PACE is not
ilable in your state,

this booklet.
e When are Special Enroliment Periods? The enroll ' ing,on your
situation.
e What can you do? To find out if you are eligib nrollment Périod, please
call Medicare at 1-800-MEDICARE (1-800-633-4 ours a day, 7 days a week.

our membership because of a
icare health coverage and

prescription drug coverage. This meé
plans:

ponsored plan membership end? Your membership will end on
~ er we receive your request to change plans or the date you
request w i

Section 2.4 ere can you get more information about when you can end

our membership?

If you have any questions or would like more information on when you can end your
membership:

e Contact your group sponsor by emailing the New York City Employee Benefits Program
at healthbenefits@olr.nyc.gov to get information on options available to you.

e You can call Member Services. Phone numbers are printed on the back cover of this
booklet.

e You can find the information in the Medicare & You 2022 handbook.
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o Everyone with Medicare receives a copy of the Medicare & You handbook each
fall. Those new to Medicare receive it within a month after first signing up.

o You can also download a copy from the Medicare website (www.medicare.gov).
Or you can order a printed copy by calling Medicare at the number below.

* You can contact Medicare at 1-800-MEDICARE (1-800-633-4227), 24 hours a day,
7 days a week. TTY users should call 1-877-486-2048.

SECTION 3  How do you end your membership in our plan?

Section 3.1  Usually, you end your membership by en
plan

plling in another

Usually, to end your membership in your plan, you simply e
during one of the enrollment periods (see Section 2 in thi
enrollment periods). However, if you want to switch fro
without a Medicare prescription drug plan, you mus
There are two ways you can ask to be disenrolled:

® You can make a request in writing to us. Contact Me
information on how to do this. Phone numbers are prin
booklet.

e -or-You can contact Medicare at 1-800- E (1-800-633-4227), 24 hours a day,
7 days a week. TTY users should call 1-877-48

Services if you need more
n the back cover of this

Ending your group-sponsored Medicare Advantage plan may impact your eligibility for

other coverage sponsored roup or meéan that you will not be able to re-enroll in
the plan in the future. Before en your grou nsored Medicare Advantage coverage,
please contact your sponsaor’by emailing New York City Employee Benefits
Program at healthbehe Ir.

The table below explains how hould end your membership in our plan.

A

rom o This is what you should do:

An Individua Medicare

health plan. e Enroll in the new Medicare health plan

between October 15 and December 7.

e You will automatically be disenrolled from
your group-sponsored plan when your new
plan’s coverage begins.

Original Medicare with a separate
Individual (non-group) Medicare
prescription drug plan.

e Enrollin the new Medicare prescription drug
plan between October 15 and December 7.

e You will automatically be disenrolled from
your group-sponsored plan when your new
plan’s coverage begins.
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If you would like to switch from our | This is what you should do:
plan to:

Original Medicare without a separate o

. o Send us a written request to disenroll.
Medicare prescription drug plan.

Contact Member Services if you need more
information on how to do this. Phone numbers
are listed on the back cover of this booklet.

e You can also contact Medicare at
1-800-MEDICARE (1-800-633-4227), 24 hours
a day, 7 days a week, and

1-877-486-2048.

* You will be dise
group-sponsofeéd ptan when
Original Mg@licare begins.

SECTION 4  Until your membership ends, yo. -ust keep getting your

medical services through our plan
N g

-

Section 4.1  Until your membershipe ou are still a member of our

plan

If you leave our plan, it may taketime before yolr membership ends and your new Medicare

coverage goes into effect. (8 on 2 for infogmation on when your new coverage begins.)
During this time, you mus 0 get your megiCal care through our plan.

e Ifyou are hospita he.day that you
usually be covered b
after your newshealth covérage begins.

¥ N

SECTI” {5 We mu end?Your membership in the plan in certain
situatio ;

"E ust we end your membership in the plan?

We must end yodr membership in the plan if any of the following happen:

membership ends, your hospital stay will
ou are discharged, even if you are discharged

Section 5.1

e If you no longer have Medicare Part A and Part B.
e If you move out of our service area.
e If you are away from our service area for more than six months.

o If you move or take a long trip, you need to call Member Services to find out if the
place you are moving or traveling to is in your plan’s area. Phone numbers for
Member Services are printed on the back cover of this booklet.

e |f you become incarcerated (go to prison).
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e If you are not a United States citizen or lawfully present in the United States.

e If you intentionally give us incorrect information when you are enrolling in our plan and
that information affects your eligibility for our plan. We cannot make you leave our plan
for this reason unless we get permission from Medicare first.

e |fyou continuously behave in a way that is disruptive and makes it difficult for us to
provide medical care for you and other members of our plan. We cannot make you leave
our plan for this reason unless we get permission from Medicare first.

e |fyou let someone else use your plan membership card to get medical care. We cannot
make you leave our plan for this reason unless we get permission fram Medicare first.

o If we end your membership because of this reason, Medic
investigated by the Inspector General.

may have your case
e |f your group notifies us that they are canceling the group

manner.
e |f you pay your plan premium, if applicable, dire our plan
premiums for 90 days.

o We must notify you in writing that you have
before we end your membership.

to pay your plan premium

e |f your group sponsor informs this p
coverage.

r their group

Where can you get more information?

If you have questions or would like more information on wen we can end your membership:

e You can call MembefS i mation. Phone numbers are printed on the

1-877-486-2048. YQuwmay call 24 hours a day, 7 days a week.

Section 5.3 ou have the right to make a complaint if we end your
membership in our plan

If we end your membership in our plan, we must tell you our reasons in writing for ending your
membership. We must also explain how you can file a grievance or make a complaint about
our decision to end your membership. You can also look in Chapter 7, Section 9 for
information about how to make a complaint.
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Chapter 9 Legal notices

SECTION 1

SECTION 2

SECTION 3

SECTION 4

SECTION 5
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Notice about subrogation and reimbufsementh,. ....... 166

Additional legal notices ....
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SECTION1  Notice about governing law

Many laws apply to this Evidence of Coverage and some additional provisions may apply
because they are required by law. This may affect your rights and responsibilities even if the
laws are not included or explained in this document. The principal law that applies to this
document is Title XVIII of the Social Security Act and the regulations created under the Social
Security Act by the Centers for Medicare & Medicaid Services, or CMS. In addition, other
federal laws may apply and, under certain circumstances, the laws of the state you live in.

Notice about non-discrimination

SECTION 2

Our plan must obey laws that protect you from discrimination or eatment. We don’t
discriminate based on race, ethnicity, national origin, color, reli

or physical disability, health status, claims experience, medi

Affordable Care Act, all other laws that apply to organizat
other laws and rules that apply for any other reason.

If you want more information or have conce
please call the Department of Health and H

ave a complaint, such as a problem with

SECTION 3  Notice« v.mcu... oecondary Payer subrogation rights

edicdre Advantage Organization, will exercise the same rights of
ercises under CMS regulations in subparts B through D of part

SECTION 4 N .ce about subrogation and reimbursement

Subrogation and reimbursement

These provisions apply when we pay benefits as a result of injuries or illness you sustained
and you have a right to a recovery or have received a recovery. We have the right to recover
payments we make on your behalf from, or take any legal action against, any party responsible
for compensating you for your injuries. We also have a right to be repaid from any recovery in
the amount of benefits paid on your behalf. The following apply:

e The amount of our recovery will be calculated pursuantto 42 CFR 411.37, and pursuant
to 42 CFR 422.108(f), no state laws shall apply to our subrogation and reimbursement
rights.
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e Qur subrogation and reimbursement rights shall have first priority, to be paid before any
of your other claims are paid. Our subrogation and reimbursement rights will not be
affected, reduced, or eliminated by the “made whole” doctrine or any other equitable
doctrine.

¢ You must notify us promptly of how, when and where an accident or incident resulting in
personal injury or iliness to you occurred and all information regarding the parties
involved, and you must notify us promptly if you retain an attorney related to such an
accident or incident. You and your legal representative must cooperate with us, do
whatever is necessary to enable us to exercise our rights and do nothing to prejudice
our rights.

e [fyou fail to repay us, we shall be entitled to deduct any of the up$atisfied portion of the
amount of benefits we have paid or the amount of your recovefypwhichever is less, from
any future benefit under your plan.

SECTION 5  Additional legal notices

responsibility, such as deductibles, copayments or coin we may collect such amounts
directly from you. You agree that we have the right to collec h amounts from you.

Notice of Claim
In the event that a servij

Church Stre
New York, N

Entire contract

This Evidence of Coverage and applicable riders attached hereto, and your completed
enrollment form, constitute the entire contract between the parties and as of the effective
date hereof, supersede all other agreements between the parties.

Waiver by agents

No agent or other person, except an executive officer of your plan, has authority to waive any
conditions or restrictions of this Evidence of Coverage or the Medical Benefits Chart located at
the front of this booklet.
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No change in this Evidence of Coverage shall be valid unless evidenced by an endorsement
signed by an authorized executive officer of the company or by an amendment to it signed by
the authorized company officer.

Termination of operation

In the event of the termination of operation or dissolution of your plan in the area in which you
reside, this Evidence of Coverage will be terminated. You will receive notice 90 days before
the Evidence of Coverage is terminated.

Please note: If the Evidence of Coverage terminates, your coverage will also end. In that event,
your plan will explain your options at that time. For example, there may er health plans
in the area for you to join if you wish. Or you may wish to return to Origiftal Medicare and
possibly obtain supplemental insurance. In the latter situation, your, would arrange for

| health insurance
policy to cover Medicare coinsurance and deductibles. Whethe nother prepaid
health plan or not, there would be no gap in coverage.

Refusal to accept treatment

recommended as necessary by your primary care provid ough such refusal is your right,
in some situations it may be regarded as a barrier to the co nce of the provider/patient
relationship or to the rendering of the appggpriate standard o

When a member refuses a recommended, rocedure and the primary
care provider believes that no professionally i ative exists, the member will be

advised of this belief.

In the event you discharge yQ ility against medical advice, your plan will pay

benefits within 60 days after the service is rendered.
three years after the service upon which the legal

If there is an epide
company’s control,
except the followin

e Because of the occurrence, you may have to obtain covered services from an
out-of-network provider instead of an in-network provider. Your plan will reimburse you
up to the amount that would have been covered under this Evidence of Coverage.

atastrophe, general emergency or other circumstance beyond the
er your plan nor any provider shall have any liability or obligation
as a result of reasonable delay in providing services:

e Your plan may require written statements from you and the medical personnel who
attended you confirming your illness or injury and the necessity for the treatment you
received.

2022 Evidence of Coverage for NYC Medicare Advantage Plus (PPO) 168



Chapter 9 | Legal notices

Plan’s sole discretion

Your plan may, at its sole discretion, cover services and supplies not specifically covered by
the Evidence of Coverage.

This applies if your plan determines such services and supplies are in lieu of more expensive
services and supplies that would otherwise be required for the care and treatment of a
member.

Disclosure
You are entitled to ask for the following information from your plan:
e Information on your plan’s physician incentive plans

e Information on the procedures your plan uses to control utili of services and
expenditures

e Information on the financial condition of the company
e General coverage and comparative plan informati
To obtain this information, call Member Services. Ph i e back

cover of this booklet. Your plan will send this informati
request.

Information about advance directi

(Information about using a legal form such as a g will” or “power of attorney” to give
directions in advance about your health care oppe unable to make your own
health care decisions).

You have the right to make y@ @ decisions. But what if you had an accident
or iliness so serious tha ecam ake these decisions for yourself?

If this were to happe
ust to make these decisions for you.
are providers know the types of medical care you would

health care providers know the kinds of medical care you would
to make these decisions for yourself.

If you wish, you
you cannot make he care decisions for yourself. This form is a legal document. It is

sometimes called ap*advance directive,” because it lets you give directions in advance about
what you want to happen if you ever become unable to make your own health care decisions.

There are different types of advance directives and different names for them depending on
your state or local area. For example, documents called a “living will” and a “power of attorney
for health care” are examples of advance directives.

It's your choice whether you want to fill out an advance directive. The law forbids any
discrimination against you in your medical care based on whether or not you have an advance
directive.
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How can you use a legal form to give your instructions in advance?

If you decide that you want to have an advance directive, there are several ways to get this
type of legal form. You can get a form from your lawyer, from a social worker and from some
office supply stores. You can sometimes get advance directive forms from organizations that
give people information about Medicare, such as your SHIP (which stands for State Health
Insurance Assistance Program). Chapter 11 of this booklet explains how to contact your SHIP.
SHIPs have different names depending on which state you are in.

Regardless of where you get this form, keep in mind that it is a legal document. You should

consider having a lawyer help you prepare it. It is important to sign this form and keep a copy
at home. You should give a copy of the form to your doctor and to the pe ou name on the
form as the one to make decisions for you if you can't.

You may want to give copies to close friends or family members ou know ahead of

time that you are going to be hospitalized, take a copy with you

form, the hospital has forms available and will ask if you sign one.

It is your choice whether to sign or not. If you decide notto s advance directive form,

If you believe that a doctor or hospital has not tructions in your advance
' ent of Health.

Medicare Advantage PPO network provider, the cost of the service, on which member
liability (copayment/coinsurance) is based, will be either:

o The Medicare allowable amount for covered services: or

o The amount the local Blue Medicare Advantage plan negotiates with its provider
on behalf of our members. The amount negotiated may be either higher than,
lower than, or equal to the Medicare allowable amount.
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¢ Non-participating Healthcare Providers Outside Our Service Area

When covered healthcare services are provided outside of our service area by
non-participating healthcare providers, the amount(s) you pay for such services will be
based on either Medicare’s limiting charge where applicable or the provider's billed
charge. Payments for out-of-network emergency services will be governed by applicable
federal and state law.

In these above instances the service area refers to the geographic area that we are licensed to
sell the Blue brand.
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Chapter 10 Definitions of important words

Allowed Amount - The allowed amount is either:
1. The rate negotiated with in-network providers;

2. The Medicare-allowable amount for out-of-network providers who accept Medicare
assignment;

3. The limiting charge for providers who do not accept assignment but who are subject to
the limiting amount;

4, The provider's actual charge when the provider does not accept
subject to the limiting amount; or

5. The provider’s actual charge for non-Medicare covered be
when the provider is an out-of-network provider.

ment and is not

ur plan covers,

Ambulatory Surgical Center - An Ambulatory Surgical Cen
exclusively for the purpose of furnishing outpatient sur i i quiring
hospitalization and whose expected stay in the center,

Annual Enrollment Period - A set time, each fall, when
drug plans or switch to Original Medicare. The Annual Enr
until December 7.

can change their health or
t Period is from October 15

sion to deny a request for
for services, or drugs you
ith our decision to stop

Appeal - An appeal is something you do if
coverage of health care services, or prescrip
already received. You may also make an appe
services that you are recelvmg For example Y@
pay for a drug, an item, or senvie ould be able to receive. Chapter 7 explains
an appeal.

overed by our plan. We do not allow providers to
ou more than the amount of cost sharing our plan says you

our plan and Original Medicare measures your use of
cility (SNF) services. A benefit period begins the day you go into

inpatient hospi 5 S illed care in a SNF) for 60 days in a row. If you go into a hospital
or a skilled nursing faeidity after one benefit period has ended, a new benefit period begins.
There is no limit to tRe"number of benefit periods.

Calendar Year - The period beginning January 1 of any year through December 31 of the
same yeatr.

Centers for Medicare & Medicaid Services (CMS) - The federal agency that administers
Medicare. Chapter 2 explains how to contact CMS.

Coinsurance - An amount you may be required to pay as your share of the cost for services
after you pay any deductibles. Coinsurance is usually a percentage (for example, 20%).
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Combined Maximum Out-of-Pocket Amount - This is the amount you will pay in a year for all
Part A and Part B services from both in-network (preferred) providers and out-of-network
(non-preferred) providers. In addition to the maximum out-of-pocket amount for covered
Part A and Part B medical services, we may also have a maximum out-of-pocket amount for
certain types of services. See Chapter 4, Section 1.3 for information about your combined
maximum out-of-pocket amount. Please refer to the benefits chart at the front of this booklet
for information about your combined maximum out-of-pocket amount and to see if you have
separate maximum out-of-pocket amounts for specific medical services.

Complaint - The formal name for “making a complaint” is “filing a grievance.” The complaint
process is used for certain types of problems only. This includes problemsgelated to quality of
care, waiting times, and the member service you receive. See also “Gri " in this list of

definitions.

Comprehensive Outpatient Rehabilitation Facility (CORF) - A f ainly provides
rehabilitation services after an illness or injury, and provides es including
physical therapy, social or psychological services, respirat al therapy,

of the cost for a medical service or supply, like a doctor
copayment is a set amount, rather than a percentage. For
$20 for a doctor’s visit or prescription drug.

hospital outpatient visit. A
le, you might pay $10 or

Cost Sharing - If applicable, cost sharing re )03 mber may have to pay
when services are received. It includes any [ of the folfowing three types of
payments: (1) any “deductible” amount a pla 1408 fBre services are covered; (2) any

Custodial Care personal care provided in a nursing home, hospice or other
facility settin ed medical care or skilled nursing care. Custodial
care is pers » ded by people who don't have professional skills or
training i ivities’of daily living like bathing, dressing, eating, getting in or

out of a bé ir, ingaround, and using the bathroom. It may also include the kind of
health-relatee e that moSt people do themselves, like using eye drops. Medicare doesn’t
pay for custodia

Deductible - If app
pay.

Diagnostic Testing - Testing performed to detect disease when clinical indications of active
disease are present.

ble, the amount you must pay for health care before our plan begins to

Disenroll or Disenrollment - The process of ending your membership in our plan.
Disenrollment may be voluntary (your own choice) or involuntary (not your own choice).

Durable Medical Equipment (DME) - Certain medical equipment that is ordered by your
doctor for medical reasons. Examples include walkers, wheelchairs, crutches, powered
mattress systems, diabetic supplies, IV infusion pumps, speech generating devices, oxygen
equipment, nebulizers, or hospital beds ordered by a provider for use in the home.
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Emergency - A medical emergency is when you, or any other prudent layperson with an
average knowledge of health and medicine, believe that you have medical symptoms that
require immediate medical attention to prevent loss of life, loss of a limb, or loss of function of
a limb. The medical symptoms may be an illness, injury, severe pain, or a medical condition
that is quickly getting worse.

Emergency Care - Covered services that are: 1) rendered by a provider qualified to furnish
emergency services; and 2) needed to treat, evaluate or stabilize an emergency medical
condition.

Evidence of Coverage (EOC) and Disclosure Information - This document, along with your
enrollment form and any other attachments, riders, or other optional co selected, which
explains your coverage, what we must do, your rights, and what you ha¥e to do as a member of

your plan.
Grievance - A type of complaint you make about us or pharma i complaint
concerning the quality of your care. This type of complaint i age or

payment disputes.

Home Health Aide - A home health aide provides se ifls of a
licensed nurse or therapist, such as help with persdna
dressing, or carrying out the prescribed exercises). Home h aides do not have a nursing
license or provide therapy.

Hospice Care - A special way of caring for
counseling for their families. Hospice care i 3 nseling that is given by a

hospice care, visit www.mtedi dicare Hospice Benefits” in the search
users should call 1-877-486-2048.

Tl -
gred an “outpat dbservation. Be sure to ask the hospital if you are an
atus or outpatie ration status when staying overnight as the plan benefits

Hospital outpatient services given to help the doctor decide if
an inpatient or can be discharged. Observation services may be

In-Network Maximum Out-of-Pocket Amount - Some plans have separate in-network and
out-of-network maximum out-of-pocket amounts. In this case, in-network maximum
out-of-pocket is the most you will pay for covered Part A and Part B services received from
in-network (preferred) providers. After you have reached this limit, you will not have to pay
anything when you get covered services from in-network providers for the rest of the contract
year. However, until you reach your combined out-of-pocket maximum amount, which
includes services received from an out-of-network provider, you must continue to pay your
share of the costs when you seek care from an out-of-network (non-preferred) provider. In
addition to the maximum out-of-pocket amount for covered medical services, you may also
have a maximum out-of-pocket amount for certain types of services. Please refer to the
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benefits chart at the front of this booklet for information about your in-network maximum
out-of-pocket amount and to see if you have separate maximum out-of-pocket amounts for
specific medical services.

In-Network Provider - “Provider” is the general term we use for doctors, other health care
professionals, hospitals, and other health care facilities that are licensed or certified by
Medicare and by the state to provide health care services. We call them “in-network providers”
when they have an agreement with your plan to accept our contracted rate as payment in full,
and in some cases, to coordinate as well as provide covered services to members of your plan.
Your plan pays in-network providers based on the agreements it has with the providers or if
the providers agree to provide you with plan-covered services. In-network aroviders may also
be referred to as “plan providers” or “network providers.”

Income Related Monthly Adjustment Amount (IRMAA) - If your m adjusted gross

you can sign up for Medicare Part A and Part B. For exa ifgfou’reé eligible for Medicare
when you turn 65, your Initial Enrollment Period is the sev nth period that begins three
months before the month you turn 65, includes the month yo 65, and ends three months
after the month you turn 65.

Institutional Equivalent Special Needs Pla \
enrolls eligible individuals living in the comm ’
based on the state assessment. The assessme G
respective state level of care assessment tool aRd administered by an entlty other than the

pecial Needs Plan that enrolls eligible individuals
who continuous expected to continuously reside for 90 days or longer in a

n inpatient psychiatric facility. An institutional Special Needs
Plan to serv idents of LTC facilities must have a contractual arrangement with
: ific LTC facility(ies).

Maximum Out-of- et Amount - The most that you pay out-of-pocket during the plan year
for covered Part A a art B services. Amounts you pay for your plan, Medicare Part A and
Part B premiums, dé not count toward the maximum out-of-pocket amount. See the benefits

chart at the front of this booklet for information about your maximum out-of-pocket amount.

Medicaid (or Medical Assistance) - A joint federal and state program that helps with medical
costs for some people with low incomes and limited resources. Medicaid programs vary from
state to state, but most health care costs are covered if you qualify for both Medicare and
Medicaid. See Chapter 2, Section 6 for information about how to contact Medicaid in your
state.

Medically Necessary - Services, supplies or drugs that are needed for the prevention,
diagnosis or treatment of your medical condition and meet accepted standards of medical
practice.
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Medicare - The federal health insurance program for people 65 years of age or older, some
people under age 65 with certain disabilities, and people with end-stage renal disease
(generally those with permanent kidney failure who need dialysis or a kidney transplant).
People with Medicare can get their Medicare health coverage through Original Medicare, a
Medicare Cost Plan, a PACE plan, or a Medicare Advantage Plan.

Medicare Advantage (MA) Plan - Sometimes called Medicare Part C. A plan offered by a
private company that contracts with Medicare to provide you with all your Medicare Part A and
Part B benefits. A Medicare Advantage Plan can be an HMO, PPO, a Private Fee-for-Service
(PFFS) plan, or a Medicare Medical Savings Account (MSA) plan. When you are enrolled in a
Medicare Advantage Plan, Medicare services are covered through the plangand are not paid
for under Original Medicare. In most cases, Medicare Advantage Plans r Medicare
Part D (prescription drug coverage). These plans are called Medicar vantage Plans with
Prescription Drug Coverage. Everyone who has Medicare Part A is eligible to join
any Medicare Advantage health plan that is offered in their are

Medicare prescription drug plan at that time. The Medic
is from January 1 until March 31, and is also available for a
is first eligible for Medicare.

ntage Open Enrollment Period
nth period after an individual

Medicare Cost Plan - A Medicare Cost Plan\is { ealth Maintenance
Organization (HMO) or Competitive Medical Rlg accordance with a cost-reimbursed
contract under section 1876(h) of the Act.

Medicare-Covered Services jces coverediby Medicare Part A and Part B. All Medicare
otar he services that are covered by Medicare

ent4dnsurance) Policy - Medicare supplement insurance sold
es to fill “gaps” in Original Medicare. Medigap policies only work

get covered service o0 has enrolled in our plan and whose enroliment has been confirmed
by the Centers for M€dicare & Medicaid Services (CMS).

Member Services - A department within our plan responsible for answering your questions
about your membership, benefits, grievances and appeals. See Chapter 2 for information
about how to call Member Services.

Organization Determination - The Medicare Advantage plan has made an organization
determination when it makes a decision about whether items or services are covered or how
much you have to pay for covered items or services. Organization determinations are called
“coverage decisions” in this booklet. Chapter 7 explains how to ask us for a coverage decision.
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Original Medicare (“Traditional Medicare” or “Fee-for-service” Medicare) - Original
Medicare is offered by the government, and not a private health plan such as Medicare
Advantage plans and prescription drug plans. Under Original Medicare, Medicare services are
covered by paying doctors’, hospitals’ and other health care providers’ payment amounts
established by Congress. You can see any doctor, hospital or other health care provider that
accepts Medicare. You must pay the deductible. Medicare pays its share of the
Medicare-approved amount, and you pay your share. Original Medicare has two parts: Part A
(Hospital Insurance) and Part B (Medical Insurance) and is available everywhere in the United
States.

ith which we

ur plan.
r operated by our plan
etwork providers or

Out-of-Network Provider or Out-of-Network Facility - A provider or facili
have not arranged to coordinate or provide covered services to memb
Out-of-network providers are providers that are not employed, owne
or are not under contract to deliver covered services to you. Usin
facilities is explained in this booklet in Chapter 3.

Out-of-Pocket Costs - See the definition for “cost sharing” st sharing
requirement to pay for a portion of services received is
“out-of-pocket” cost requirement.

plan combines medical,
social, and long-term care (LTC) services for frail people to people stay independent and
living in their community (instead of moving to a nursing ho long as possible, while
getting the high-quality care they need. Pet eceive both their
Medicare and Medicaid benefits through the; ol would likg*to know if PACE is available
in your state, please contact Member Service

of this booklet.
Part C - See “Medicare Adva

Plan Provider - “Provider” i ' e use for doctors, other health care
professionals, ealth care facilities that are licensed or certified by

Medicare ane health care services. We call them “plan providers” when
they have 0 accept our contracted rate as payment in full, and in
some provide covered services to members of this plan. This

plan pays providers baSed on the agreements it has with the providers or if the providers

Preferred Provide gaftization (PPO) Plan - A Preferred Provider Organization plan is a
Medicare AdvantagePlan that has a network of contracted providers that have agreed to treat
plan members for aSpecified payment amount. A PPO plan must cover all plan benefits
whether they are received from in-network or out-of-network providers. On some PPO plans,
member cost sharing will generally be higher when plan benefits are received from
out-of-network providers. PPO plans have an annual limit on your out-of-pocket costs for
services received from in-network (preferred) providers and some plans may have a higher
limit on your total combined out-of-pocket costs for services from both in-network (preferred)
and out-of-network (non-preferred) providers.

Premium - The periodic payment to Medicare, an insurance company, or a health care plan
for health or prescription drug coverage.
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Primary Care Provider (PCP) - Your primary care provider is the doctor or other provider you
see first for most health problems. He or she makes sure you get the care you need to keep
you healthy. He or she also may talk with other doctors and health care providers about your
care and refer you to them.

Prior Authorization - Approval in advance to get services. In the network portion of a PPO,
some in-network medical services are covered only if your doctor or other in-network provider
gets “prior authorization” from our plan. In a PPO, you do not need prior authorization to
obtain out-of-network services. However, you may want to check with the plan before
obtaining services from out-of-network providers to confirm that the service is covered by your
plan and what your cost sharing responsibility is. Covered services that n
authorization are marked in the benefits chart located at the front of thj

Prosthetics and Orthotics - These are medical devices ordered b octor or other health
care provider. Covered items include, but are not limited to, ar eck braces;
art or function,

care experts paid by the federal government to che to Medicare
patients. For contact information, please refer to the st Ic agency listing located in
Chapter 11.

Rehabilitation Services - These services i i ch and language

therapy, and occupational therapy.

membership based on wherg ive. ans that limit which doctors and hospitals you
may use, it’ S also genera ah get routine (non-emergency) services. The

set time when members can change their health or drug plan
. Situations in which you may be eligible for a Special

Special Needs Plan 7A special type of Medicare Advantage Plan that provides more focused
health care for specific groups of people, such as those who have both Medicare and
Medicaid, who reside in a nursing home, or who have certain chronic medical conditions.

Supplemental Security Income (SSI) - A monthly benefit paid by Social Security to people
with limited income and resources who are disabled, blind, or age 65 and older. SSI benefits
are not the same as Social Security benefits.

Urgently Needed Services - Urgently needed services are provided to treat a non-emergency,
unforeseen medical illness, injury, or condition that requires immediate medical care.
Urgently needed services may be furnished by in-network providers or by out-of-network
providers when in-network providers are temporarily unavailable or inaccessible.
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SECTION 1  State Health Insurance Assistance Program (SHIP)

The following state agency information was updated on July 13, 2021. For more recent
information or other questions, please contact Member Services. Phone numbers are printed

on the back cover of this booklet.

Alabama

Alabama’s State Health Insurance Assistance
Program

201 Monroe Street, Suite 350,

Montgomery, AL 36104

1-800-243-5463, TTY: 711
http://www.alabamaageline.gov

Alaska

Alaska State Health Insurance Assistance
Program (SHIP)

550 W 7t Ave., Suite 1230

Anchorage, AK 99501

1-800-478-6065, TTY: 1-800-770-8973
7:00 a.m. to 7:00 p.m.
http://dhss.alaska.gov/dsds/Pages/
medicare/default.aspx

Arizona

Arizona State Health Insuran
Program
1789 W. Jefferson Streg
Phoenix, AZ 85007

Little Rock, AR 7220
1-800-224-6330, TW: 711
http://www.insurance.arkansas.gov/shiip.
htm

California

California Health Insurance Counseling &
Advocacy Program (HICAP)

1300 National Drive, Suite 200
Sacramento, CA 95834-1992
1-800-434-0222, TTY: 1-800-735-2929
https://www.aging.ca.gov/hicap/

Del3 ledi
'8! i
PDover, DE49904

Colorado

Senior Health Insurance Assistance Program
(SHIP)

1560 Broadway, Suite 85
Denver, CO 80202
1-888-696-7213,
https://cdhs.col

, TTY: 711

-800-336-9500, TTY: 711
D/ /www.delawareinsurance.gov/
ferinfo/

District of Columbia

Health Insurance Counseling Project (HICP)
500 K Street NE

Washington, DC 20002

1-202-724-5626, TTY: 1-202-994-6656

ation Program  http://dcoa.dc.gov/service/health-

insurance-counseling

Florida

Serving Health Insurance Needs of Elders
(SHINE)

4040 Esplanade Way, Suite 270
Tallahassee, FL 32399-7000
1-800-963-5337, TTY: 1-800-955-8770
http://www.floridashine.org
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Georgia

GeorgiaCares

2 Peachtree Street NW, 33" Floor
Atlanta, GA 30303
1-866-552-4464, TTY: 711
http://www.mygeorgiacares.org

Hawaii

HAWAII SHIP

250 S Hotel Street, Suite 406

Honolulu, HI 96813-2831

1-888-875-9229, TTY: 1-866-810-4379
http://www.hawaiiship.org/site/1/home.
aspx

Idaho

Senior Health Insurance Benefits Advisors
(SHIBA)

700 West State Street., 3" Floor

Boise, ID 83702-0043
1-800-247-4422,TTY: 711
https://doi.idaho.gov/shiba/

lllinois

Senior Health Insurance Prog
One Natural Resources
Springfield IL62702-

htm

Indianapolis, I 46
1-800-452-4800,
http://www.medicé

lowa

Kansas

Senior Health Insurance Counseling for
Kansas (SHICK)

503 S. Kansas Ave, New England Bldg
Topeka, KS 66603-3404

1-800-860-5260, TTY: 711
http://www.kdads.ks.gov/commissions/
commission-on-aging/medicare-programs/
shick

Kentucky

State Health Insu
(SHIP)

istance Program

Maine State Health Insurance Assistance
Program (SHIP)

11 State House Station, 41 Anthony Ave
Augusta, ME 04333

1-877-353-3771, TTY: 711
http://www.maine.gov/dhhs/oads/
community-support/ship.html

Maryland

Senior Health Insurance Assistance Program
(SHIP)

301 W. Preston Street, Suite 1007
Baltimore, MD 21201

Senior Health Insurance Information Program  1.800-243-3425, TTY: 711

(SHIIP)

1963 Bell Avenue, Suite 100

Des Moines, IA 50315
1-800-351-4664, TTY: 1-800-735-2942
http://www.shiip.state.ia.us/

https://aging.maryland.gov/Pages/state-
health-insurance-program.aspx
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Massachusetts

Serving Health Information Needs of Elders
(SHINE)

1 Ashburton Place, 5" floor

Boston, MA 02108

1-800-243-4636, TTY: 1-800-872-0166
http://www.mass.gov/elders/healthcare/
shine/serving-the-health-information-
needs-of-elders.html

Michigan

MMAP, Inc.

6105 W St. Joseph, Suite 204
Lansing, M1 48917
1-800-803-7174,TTY: 711
http://www.mmapinc.org

Minnesota

Minnesota State Health Insurance Assistance
Program/Senior LinkAge Line

P.0. Box 64976

St. Paul, MN 55164-0976
1-800-333-2433, TTY: 1-800-627-3529
http://www.mnaging.org

Mississippi

MS State Health Insurg
Program (SHIP)
200 South Lamar Street
Jackson, MS 39

Missouri

CLAIM
1105 Lakeview Averfue
Columbia, MO 65201
1-800-390-3330, TTY: 711
http://www.missouriclaim.org
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Montana

Montana State Health Insurance Assistance
Program (SHIP)

111 N. Sanders Street

Helena, MT 59601

1-406-444-4077,TTY: 711
http://dphhs.mt.gov/SLTC/aging/SHIP

Nebraska

(SHIP)

H SHIP - ServiceLink Resource Center

129 Pleasant Street, Gallen State Office Park
Concord, NH 03301-3857

1-866-634-9412, TTY: 711
http://www.servicelink.nh.gov/

New Jersey

State Health Insurance Assistance Program
(SHIP)

P.0. Box 360

Trenton, NJ 08625-0715

1-800-792-8820, TTY: 711
http://www.state.nj.us/humanservices/
doas/services/ship/
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New Mexico

Benefits Counseling Program

2550 Cerrillos Road

Santa Fe, NM 87505
1-800-432-2080, TTY: 711
http://www.nmaging.state.nm.us/

New York

Health Insurance Information Counseling and
Assistance Program (HIICAP)

2 Empire State Plaza

Albany, NY 12223-1251

1-800-701-0501, TTY: 711
https://aging.ny.gov/

North Carolina

Seniors’ Health Insurance Information
Program (SHIIP)

325 N. Salisbury Street

Raleigh, NC 27603

1-855-408-1212, TTY: 711
http://www.ncdoi.com/SHIIP/

North Dakota

Senior Health Insurance Co
600 East Boulevard Ave., 5
Bismarck, ND 58505-

Columbus, OH 4
1-800-686-1578, 614-644-3745
https://insurance.ohio.gov/wps/portal/
gov/odi/agents-and-agencies

Oklahoma

Senior Health Insurance Counseling Program
(SHIP)

3625 NW 56'" Street, Suite 100

Oklahoma City, OK 73112

1-800-763-2828, TTY: 711
http://www.ok.gov/oid/Consumers/
Information_for_Seniors/SHIP.html

Oregon

Senior Health Insurance Benefits Assistance
Program (SHIBA)

350 Winter Street NE, Suite 330,

P.O. Box 14480

Salem, OR 97309-0405
1-800-722-4134,TTY: 711
http://www.oregon.gov/dcbs/insurance/
SHIBA/Pages/shiba.aspx

Pennsylvania

APPRISE
555 Walnut Str
Harrisburg,

Senior Health
Howard Ave

and Referrals for Elders

1301 Gervais Street, Suite 350
Columbia, SC 29201
1-800-868-9095, TTY: 711
https://aging.sc.gov/

South Dakota

Senior Health Information & Insurance
Education (SHIINE)

700 Governors Drive

Pierre, SD 57501

1-800-536-8197, TTY: 711
http://www.shiine.net

Tennessee

TN SHIP

500 Deaderick Street, Suite 825
Nashville, TN 37243-0860
1-877-801-0044, TTY: 711
http://www.tnmedicarehelp.com/
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Texas

Health Information Counseling and Advocacy
Program (HICAP)

701 W 51t Street

Austin, TX 78751

1-800-252-9240, TTY: 711
http://www.dads.state.tx.us/

Utah

Senior Health Insurance Information Program
(SHIP)

195 North 1950 West

Salt Lake City, UT 84116

1-800-541-7735, TTY: 711
http://daas.utah.gov/senior-services/

Vermont

State Health Insurance Assistance Program
280 State Drive HC2 South
Waterbury, VT 05671

1-800-642-5119, TTY: 711
https://www.nekcouncil.org/contact-the-
nek-council-on-aging

Virginia
Virginia Insurance Counse
Program (VICAP)

1610 Forest Avenue,
Henrico, VA 23229

Washington

Statewide Health Insurance Benefits Advisors
(SHIBA) Helpline

P.0. Box 40256

Olympia, WA 98504-0256

1-800-562-6900, TTY: 711
http://www.insurance.wa.gov

West Virginia

West Virginia State He
Assistance Progra
1900 Kanawha B

One West
Madison, Wi
800-242-106

1711

yoming

ming State Health Insurance Information
Program (WSHIIP)

06 W Adams, P.0. Box BD

Riverton, WY 82501

1-800-856-4398, TTY: 711
http://www.wyomingseniors.com
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SECTION 2  Quality Improvement Organization (QIO)

The following state agency information was updated on July 13, 2021. For more recent
information or other questions, please contact Member Services. Phone numbers are printed

on the back cover of this booklet.

Alabama

KEPRO - Region 4

5201 West Kennedy Boulevard, Suite 900
Tampa, FL 33609

1-888-317-0751, TTY: 711

Monday through Friday: 9:00 a.m. - 5:00 p.m.

and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx

Alaska

KEPRO Region 8

5700 Lombardo Center Dr., Suite 100
Seven Hills, OH 44131

1-888-317-0891, TTY: 711

Monday through Friday: 9:00 a.m. -5:00 p.
and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx

Arizona

Livanta LLC BFCC-QIO B
10820 Guilford Rd, S(ite 2
Annapolis Junction, MD 20 0

1-877-588-11 :

Arkansas

KEPRO - Region 6
5201 West Kennedy
Tampa, FL 33609
1-888-315-0636, TTY: 711

levard, Suite 900

Monday through Friday: 9:00 a.m. - 5:00 p.m.

and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx

California

Livanta LLC BFCC-QIO Program
10820 Guilford Rd, Suite 202
Annapolis Junction, MD 20¢01-1105
1-877-588-1123, TTY:
Monday through Fri
(Local Time)
https://www.lj

p.m. on Saturday,
s in all local time zones

PRO - Region 1

00 Lombardo Center Dr., Suite 100

Seven Hills, OH, 44131

1-888-319-8452, TTY: 711

Monday through Friday: 9:00 a.m. - 5:00 p.m.
and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx

Delaware

Livanta LLC BFCC-QIO Program

10820 Guilford Rd, Suite 202

Annapolis Junction, MD 20701-1105
1-888-396-4646, TTY: 1-888-985-2660
Monday through Friday: 9:00 a.m. - 5:00 p.m.
(Local Time)
https://www.livantagio.com/en
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District of Columbia

Livanta LLC BFCC-QIO Program

10820 Guilford Rd, Suite 202

Annapolis Junction, MD 20701-1105
1-888-396-4646, TTY: 1-888-985-2660
Monday through Friday: 9:00 a.m. - 5:00 p.m.
(Local Time)
https://www.livantagio.com/en

Florida

KEPRO - Region 4

5201 West Kennedy Boulevard, Suite 900
Tampa, FL 33609

1-888-317-0751, TTY: 711

Monday through Friday: 9:00 a.m. - 5:00 p.m.
and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx

Georgia

KEPRO - Region 4
5201 West Kennedy Boulevard, Suite 900
Tampa, FL 33609
1-888-317-0751, TTY: 711
Monday through Friday: 9:00 a
and 11:00 a.m. to 3:00 p.m@
Sunday and holidays in 3
http://www.keproqio?

(Local Time)
https://www.liva

Idaho

KEPRO - Region 10

5700 Lombardo Center Dr., Suite 100

Seven Hills, OH 44131

1-888-305-6759, TTY: 711

Monday through Friday: 9:00 a.m. - 5:00 p.m.
and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx

Illinois

Livanta LLC BFCC-QIO Program

10820 Guilford Rd, Suite 202
Annapolis Junction, MD 20701-1105
1-888-524-9900, TTY: 1-888-985-8775

Monday through Friday: 9:00 a.m. - 5:00 p.m.

(Local Time)
https://www.livantagio.com/en

Indiana

Livanta LLC BFCC-
10820 Guilford
Annapolis Jun

Livanta LLC B
0820 Guilford

ite 202

Livanta LLC BFCC-QIO Program

10820 Guilford Rd, Suite 202
Annapolis Junction, MD 20701-1105
1-888-755-5580, TTY: 1-888-985-9295

(Local Time)
https://www.livantagio.com/en

Kentucky

KEPRO - Region 4

5201 West Kennedy Boulevard, Suite 900
Tampa, FL 33609

1-888-317-0751, TTY: 711

Monday through Friday: 9:00 a.m. - 5:00 p.m.

and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx
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Louisiana

KEPRO - Region 6

5201 West Kennedy Boulevard, Suite 900
Tampa, FL 33609

1-888-315-0636, TTY: 711

Monday through Friday: 9:00 a.m. - 5:00 p.m.
and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx

Maine

KEPRO - Region 1

5700 Lombardo Center Dr., Suite 100

Seven Hills, OH, 44131

1-888-319-8452, TTY: 711

Monday through Friday: 9:00 a.m. - 5:00 p.m.
and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx

Maryland

Livanta LLC BFCC-QIO Program
10820 Guilford Rd, Suite 202
Annapolis Junction, MD 20701-1105
1-888-396-4646, TTY: 1-888-98 660

(Local Time)
https://www.livantagi@

Sunday and hollda all local time zones
http://www.keproqio.com/default.aspx

Michigan

Livanta LLC BFCC-QIO Program

10820 Guilford Rd, Suite 202

Annapolis Junction, MD 20701-1105
1-888-524-9900, TTY: 1-888-985-8775
Monday through Friday: 9:00 a.m. - 5:00 p.m.
(Local Time)
https://www.livantagio.com/en

Minnesota

Livanta LLC BFCC-QIO Program

10820 Guilford Rd, Suite 202
Annapolis Junction, MD 20701-1105
1-888-524-9900, TTY: 1-888-985-8775

Monday through Friday: 9:00 a.m. - 5:00 p.m.

(Local Time)
https://www.livantagio.com/en

Mississippi

KEPRO - Region 4
5201 West Kenn
Tampa, FL 336

Frlday 9:00
a.m. to 3:00 p.m. on day,

Program
, Suite 202

ocal Time)
ps:/ /www.livantagio.com/en

Montana

KEPRO - Region 8

5700 Lombardo Center Dr., Suite 100
Seven Hills, OH, 44131
1-888-317-0891, TTY: 711

and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx

Nebraska

Livanta LLC BFCC-QIO Program

10820 Guilford Rd, Suite 202
Annapolis Junction, MD 20701-1105
1-888-755-5580, TTY: 1-888-985-9295

Monday through Friday: 9:00 a.m. - 5:00 p.m.

(Local Time)
https://www.livantagio.com/en
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Nevada

Livanta LLC BFCC-QIO Program

10820 Guilford Rd, Suite 202

Annapolis Junction, MD 20701-1105
1-877-588-1123, TTY: 1-855-887-6668
Monday through Friday: 9:00 a.m. - 5:00 p.m.
(Local Time)
https://www.livantagio.com/en

New Hampshire

KEPRO - Region 1

5700 Lombardo Center Dr., Suite 100

Seven Hills, OH, 44131

1-888-319-8452, TTY: 711

Monday through Friday: 9:00 a.m. - 5:00 p.m.
and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx

New Jersey

Livanta LLC BFCC-QIO Program

10820 Guilford Rd, Suite 202
Annapolis Junction, MD 20701-1105
1-866-815-5440, TTY: 1-866-868-2289
Monday through Friday: 9:00 e 5:00 p.m.
(Local Time)
https://www.livantagig

New Mexico
KEPRO - Regiong€

http://www.kepre om/default.aspx

New York

Livanta LLC BFCC-QIO Program

10820 Guilford Rd, Suite 202

Annapolis Junction, MD 20701-1105
1-866-815-5440, TTY: 1-866-868-2289
Monday through Friday: 9:00 a.m. - 5:00 p.m.
(Local Time)
https://www.livantagio.com/en
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North Carolina

KEPRO - Region 4

5201 West Kennedy Boulevard, Suite 900
Tampa, FL 33609

1-888-317-0751, TTY: 711

Monday through Friday: 9:00 a.m. - 5:00 p.m.
and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx

North Dakota

KEPRO - Region
5700 Lombard
Seven Hills,

O Program
Rd, Suite 202
fnction, MD 20701-1105

ps://www.livantagio.com/en

Oklahoma

KEPRO - Region 6

5201 West Kennedy Boulevard, Suite 900
Tampa, FL 33609

1-888-315-0636, TTY: 711

Monday through Friday: 9:00 a.m. - 5:00 p.m.
and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx

Oregon

KEPRO - Region 10

5700 Lombardo Center Dr., Suite 100

Seven Hills, OH 44131

1-888-305-6759, TTY: 711

Monday through Friday: 9:00 a.m. - 5:00 p.m.
and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx
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Pennsylvania

Livanta LLC BFCC-QIO Program

10820 Guilford Rd, Suite 202

Annapolis Junction, MD 20701-1105
1-888-396-4646, TTY: 1-888-985-2660
Monday through Friday: 9:00 a.m. - 5:00 p.m.
(Local Time)
https://www.livantagio.com/en

Rhode Island

KEPRO - Region 1

5700 Lombardo Center Dr., Suite 100

Seven Hills, OH, 44131

1-888-319-8452, TTY: 711

Monday through Friday: 9:00 a.m. - 5:00 p.m.
and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx

South Carolina

KEPRO - Region 4
5201 West Kennedy Boulevard, Suite 900
Tampa, FL 33609
1-888-317-0751, TTY: 711
Monday through Friday: 9:00 a
and 11:00 a.m. to 3:00 p.m@
Sunday and holidays in 3
http://www.keproqio?

Monday throug
and 11:00 a.m. t€ r
Sunday and holiday all local time zones
http://www.keproqio.com/default.aspx

Tennessee

KEPRO - Region 4

5201 West Kennedy Boulevard, Suite 900
Tampa, FL 33609

1-888-317-0751, TTY: 711

Monday through Friday: 9:00 a.m. - 5:00 p.m.
and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx

Texas

KEPRO - Region 6

5201 West Kennedy Boulevard, Suite 900
Tampa, FL 33609

1-888-315-0636, TTY: 711

Monday through Friday: 9:00 a.m. - 5:00 p.m.

and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx

Utah

KEPRO - Region
5700 Lombard
Seven Hills,

nday and holidays in all local time zones
ttp://www.keprogio.com/default.aspx

Virginia
Livanta LLC BFCC-QIO Program
10820 Guilford Rd, Suite 202

Annapolis Junction, MD 20701-1105
1-888-396-4646, TTY: 1-888-985-2660

Monday through Friday: 9:00 a.m. - 5:00 p.m.

(Local Time)
https://www.livantagio.com/en

Washington

KEPRO - Region 10

5700 Lombardo Center Dr., Suite 100
Seven Hills, OH 44131
1-888-305-6759, TTY: 711

Monday through Friday: 9:00 a.m. - 5:00 p.m.

and 11:00 a.m. to 3:00 p.m. on Saturday,
Sunday and holidays in all local time zones
http://www.keprogio.com/default.aspx
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West Virginia Wyoming

Livanta LLC BFCC-QIO Program KEPRO - Region 8

10820 Guilford Rd, Suite 202 5700 Lombardo Center Dr., Suite 100
Annapolis Junction, MD 20701-1105 Seven Hills, OH, 44131

1-888-396-4646, TTY: 1-888-985-2660 1-888-317-0891, TTY: 711

Monday through Friday: 9:00 a.m.-5:00 p.m.  Monday through Friday: 9:00 a.m. - 5:00 p.m.
(Local Time) and 11:00 a.m. to 3:00 p.m. on Saturday,
https://www.livantagio.com/en Sunday and holidays in all local time zones

http://www.keprogio.com/default.aspx
Wisconsin

Livanta LLC BFCC-QIO Program

10820 Guilford Rd, Suite 202

Annapolis Junction, MD 20701-1105
1-888-524-9900, TTY: 1-888-985-8775
Monday through Friday: 9:00 a.m. - 5:00 p.m.
(Local Time)
https://www.livantagio.com/en
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SECTION 3 State Medicaid Offices

The following state agency information was updated on July 13, 2021. For more recent
information or other questions, please contact Member Services. Phone numbers are printed

on the back cover of this booklet.

Alabama

Alabama Medicaid Agency

P.0. Box 5624

501 Dexter Avenue

Montgomery, AL 36130-5624
1-334-242-5000, TTY: 711

8:00 a.m. - 4:30 p.m. Monday through Friday
http://www.medicaid.alabama.gov

Alaska

Alaska Medicaid

3601 C Street

Anchorage, AK 99503
1-907-465-3347,TTY: 711

8:00 a.m. - 4:30 p.m. Monday through Frid
http://dhss.alaska.gov/Commissioner/
Pages/Contacts/default.aspx

Arizona

Arizona Health Care Cost C
System

801 E. Jefferson
Phoenix, AZ 85034
1-800-523-0231, TTY: 711
8:00 a.m. - 1:00p

Arkansas Medic
Donaghey Plaza S€
P.0. Box 1437, Slot &
Little Rock, AR 72203-1437

1-800-482-5431, TTY: 711

8:00 a.m. - 4:30 p.m. Monday through Friday
https://
humanservices.arkansas.gov/divisions-
shared-services/medical-services/contact-
dms-2/

California

Medi-Cal
P.0. Box 997417 MS 4607

Sacramento, CA 95899-744.7
1-800-541-5555, TTY:

SKY Hedlth Program

.0. Box 5005

llingford, CT 06492

0-859-9889, TTY: 1-866-492-5276

:00 a.m. - 6:00 p.m. Monday through Friday
http://www.ct.gov/hh/site/default.asp

Delaware

Delaware Medicaid

Lewis Building

1901 N. DuPont Highway

New Castle, DE 19720

1-800-372-2022, TTY: 711

8:00 a.m. - 4:30 p.m. Monday through Friday
http://www.dhss.delaware.gov/dhss/
dmma/medicaid.htmi

District of Columbia

DC Medicaid

441 4™ Street, NW, 900S

Washington, DC 20001

1-202-442-5988, TTY: 711

8:15 a.m. - 4:45 p.m. Monday through Friday
http://dhcf.dc.gov/service/what-medicaid
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Florida

Florida Medicaid

2727 Mahan Drive MS#6

Tallahassee, FL 32308

1-888-419-3456, TTY: 1-800-955-8771

8:00 a.m. - 5:00 p.m. Monday through Friday
http://www.ahca.myflorida.com/Medicaid/
index.shtml/about

Georgia

Georgia Medicaid

Georgia Department of Community Health
2 Peachtree Street, NW

Atlanta, GA 30303

1-877-423-4746, TTY: 711

8:00 a.m. - 5:00 p.m. Monday through Friday
https://medicaid.georgia.gov/

Hawaii

Department of Human Services Med-QUE
Division

820 Mililani Street, Suite 606

Honolulu, HI 96813

1-800-316-8005, TTY: 1-855-585-8604
9:00 a.m. - 3:00 p.m. Monday thkeugh Friday
https://medquest.hawaii,gév

Idaho

Idaho Medicaid
P.0. Box 83720
Boise, ID 8

Illinois

[llinois Medicaid
100 South Grand Avenue East

Springfield, IL 62762

1-800-843-6154, TTY: 711

8:30 a.m. - 5:00 p.m. Monday through Friday
http://www.hfs.illinois.gov/medical/apply.
html

Indiana

Indiana Medicaid

P.0. Box 7083

402 W Washington Street

Indianapolis, IN 46204
1-800-457-4584, TTY: 711

8:00 a.m. - 6:00 p.m. Mon - Fri
http://member.indianamedicaid.com/

lowa

lowa Medicaid
P.0. Box 36510
Des Moines, IA

tucky Medicaid

75 East Main Street

Frankfort, KY 40621

1-855-306-8959, TTY: 711

8:00 a.m. - 5:00 p.m. Monday through Friday
http://www.chfs.ky.gov

Louisiana

Louisiana Medicaid

P.0. Box 629

Baton Rouge, LA 70821-9278
1-888-342-6207, TTY: 711

8:00 a.m. - 4:30 p.m. Monday through Friday
http://Idh.la.gov/
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Maine

MaineCare

11 State House Station

Augusta, ME 04333-0011

1-800-977-6740, TTY: 711

7:00 a.m. - 6:00 p.m. Monday through Friday
http://www.maine.gov/dhhs/oms/index.
shtml

Maryland

Maryland Medicaid

201 West Preston Street

Baltimore, MD 21201

1-877-463-3464,TTY: 711

8:30 a.m. - 5:00 p.m. Monday through Friday
https://health.maryland.gov/pages/index.
aspx

Massachusetts

MassHealth
One Ashburton Place, 11th Floor
Boston, MA 02108

1-800-841-2900, TTY: 1-800-497-4648
8:00 a.m. - 5:00 p.m. Monday through Friday
http://www.mass.gov/eohhs/goy/
departments/masshealt

Michigan
Michigan Medicaid

dch/0,4612,7-

Minnesota

Minnesota’s Medical Assistance Program

PO Box 64838

St. Paul, MN 55164

1-800-657-3739, TTY: 711

8:00 a.m. - 5:00 p.m. Monday through Friday
https://mn.gov/dhs/general-public/about-
dhs/contact-us/division-addresses.jsp

Mississippi

Mississippi Medicaid

550 High Street, Suite 1000

Jackson, MS 39201

1-800-421-2408, TTY: 711

7:30 a.m. - 5:00 p.m. Monday through Friday
http://www.medicaid.ms.gov

Missouri

MO HealthNet
615 Howerton Cou
P.0. Box 6500
Jefferson City,

Montana
(HMK) Plus

ebraska Medicaid

301 Centennial Mall South

Lincoln, NE 68509-5026

1-855-632-7633, TTY: 711

8:00 a.m. - 5:00 p.m. Monday through Friday
https://dhhs.ne.gov/Pages/Medicaid-
Services.aspx

Nevada

Nevada Medicaid

1100 East William Street Suite 101

Carson City, NV 89701

1-877-638-3472, TTY: 711

8:00 a.m. - 5:00 p.m. Monday through Friday
http://dhcfp.nv.gov/
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New Hampshire

NH Medicaid

129 Pleasant Street

Concord, NH 03301

1-800-852-3345, TTY: 1-800-735-2964
8:00 a.m. - 4:30 p.m. Monday through Friday
http://www.dhhs.state.nh.us/ombp/
medicaid/index.htm

New Jersey

Division of Medical Assistance and Health
Services

P.0.Box 712

Trenton, NJ 08625-0712

1-800-701-0710, TTY: 711

Monday and Thursday 8:00 a.m. - 8:00 p.m.
Tuesday, Wednesday, Friday 8:00 a.m. -
5:00 p.m.
http://www.state.nj.us/humanservices/
dmahs

New Mexico

NM Human Services Dept.
P.0. Box 2348

Santa Fe, NM 87504-2348
1-800-283-4465, TTY: 1-855
8:00 a.m. - 5:00 p.m. Moada
http://www.hsd.state?

New York

; 00 yilay
http://www.healt gov/health_care/
medicaid/

North Carolina

North Carolina Medicaid

2501 Mail Service Center

Raleigh, NC 27699-2501

1-888-245-0179, TTY: 711

8:00 a.m. - 5:00 p.m. Monday through Friday
https://dma.ncdhhs.gov/

North Dakota

North Dakota Medicaid

600 E. Boulevard Avenue, Dept 325
Bismarck, ND 58505-0250
1-800-755-2604, TTY: 711

8:00 a.m. - 5:00 p.m. Monday through Friday
http://www.nd.gov/dhs/services/
medicalserv/medicaid/

Ohio

gon Department of Human Services

00 Summer Street, NE, E-20

Salem, OR 97301-1097

1-800-375-2863, TTY: 711

8:00 a.m. - 5:00 p.m. Monday through Friday
http://www.oregon.gov/oha/healthplan/
pages/index.aspx

Pennsylvania

Pennsylvania Medical Assistance

Health and Welfare Building, Rm 515

P.0. Box 2675

Harrisburg, PA 17105

1-800-692-7462, TTY: 1-800-451-5886
8:30 a.m. - 4:45 p.m. Monday through Friday
http://www.dhs.pa.gov/
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http://www.oregon.gov/oha/healthplan/pages/index.aspx
http://www.oregon.gov/oha/healthplan/pages/index.aspx
http://www.dhs.pa.gov/
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Rhode Island

Rhode Island Medicaid

3 West Road

Cranston, R1 02920

1-855-697-4347, TTY: 1-800-745-5555
8:30 a.m. - 3:30 p.m. Monday through Friday
http://www.dhs.ri.gov/

South Carolina

Healthy Connections

P.0. Box 8206

Columbia, SC 29202

1-888-549-0820, TTY: 711

8:00 a.m. - 5:00 p.m. Monday through Friday
https://www.scdhhs.gov/

South Dakota

South Dakota Medicaid
700 Governors Drive, Richard F Kneip Bldg
Pierre, SD 57501

1-800-597-1603, TTY: 711
8:00 a.m. - 6:00 p.m. Monday through Friday
http://dss.sd.gov/medicaid/

Tennessee

TennCare

310 Great Circle Road
Nashville, TN 37243
1-800-342-3145,TTY: 711

Austin, TX 78711-
1-800-252-8263,
7:00 a.m. - 7:00 p.m¢Mon - Fri
http://www.hhsc.state.tx.us/medicaid/
index.shtml

Utah

Utah Department of Health Medicaid
Division of Medicaid and Health Financing
P.0. Box 143106

Salt Lake City, UT 84114

1-801-538-6155, TTY: 711

8:00 a.m. - 5:00 p.m. Monday through Friday
(Thursday 11:00 a.m. - 5:00 p.m.)
https://medicaid.utah.gov/

Vermont

Green Mountain
280 State Driv
Waterbury,

.m. Monday th Friday

Virginia Medi
500 East Broad

Washington Apple Health

P.0. Box 45531

Olympia, WA 98504

1-800-562-3022, TTY: 711

7:00 a.m. - 5:00 p.m. Monday through Friday
http://www.hca.wa.gov/medicaid/Pages/
index.aspx

West Virginia

West Virginia Medicaid

WV Bureau for Medical Services

350 Capital Street, Room 251

Charleston, WV 25301-3709
1-304-558-1700, TTY: 711

8:00 a.m. - 4:30 p.m. Monday through Friday
http://www.dhhr.wv.gov/bms/Pages/
default.aspx
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Wisconsin Wyoming

Wisconsin Medicaid Wyoming Medicaid

1 West Wilson Street P.0. Box 667

Madison, WI 53703 Cheyenne, WY 82003

1-800-362-3002, TTY: 711 1-800-251-1269, TTY: 711

8:00 a.m. - 6:00 p.m. Monday through Friday 9:00 a.m. - 5:00 p.m. Monday through Friday
https://www.dhs.wisconsin.gov/ http://health.wyo.gov
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SECTION 4 State Medicare Offices

The following state agency information was updated on July 13, 2021. For more recent
information or other questions, please contact Member Services. Phone numbers are printed
on the back cover of this booklet.

All 50 U.S. States and Washington, D.C.

Medicare Contact Center Operations
P.0.Box 1270

Lawrence, KS 66044

1-800-633-4227, TTY: 1-877-486-2048
24 hours, 7 days a week
www.medicare.gov
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SECTION 5  Civil Rights Commission

The following state agency information was updated on July 13, 2021. For more recent
information or other questions, please contact Member Services. Phone numbers are printed

on the back cover of this booklet.

Alabama

Office for Civil Rights of the Southeast Region
- Atlanta

Sam Nunn Atlanta Federal Center, Suite
16T70

61 Forsyth Street, SW

Atlanta, GA 30303-8909
1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:00 a.m. -4:30 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Alaska

Office for Civil Rights of the Pacific Region
90 7' Street, Suite 4-100

San Francisco, CA 94103
1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818
8:00 a.m. -8:00 p.m.
Email: ocrmail@hhs.gov
http://www.hhs.gov/o

Arizona
Office for Civil Ri

8:00 a.m. - 8'C
Email: ocrmail @
http://www.hhs.g

Arkansas

Office for Civil Rights of the Southwest Region
1301 Young Street, Suite 106

Dallas, TX 75202

1-800-368-1019, TTY: 1-800-537-7697

FAX: 1-202-619-3818

7:30 a.m. - 8:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr
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California

Office for Civil Rights of the Pacific Region
90 7' Street, Suite 4-100
San Francisco, CA 94103
1-800-368-1019, TTY:
FAX: 1-202-619-38

37-7697

all@hhs.gov
.hhs.gov/ocr

necticut

Office for Civil Rights of New England Region
J.F. Kennedy Federal Building, Room 1875
Boston, MA 02203

1-800-368-1019, TTY: 1-800-537-7697

FAX: 1-202-619-3818

8:00 a.m. - 8:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Delaware

Office for Civil Rights of the Mid-Atlantic
Region

801 Market Street Suite 9300
Philadelphia, PA 19107-3134
1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

9:30 a.m.-3:30 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr
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District of Columbia

Office for Civil Rights of the Mid-Atlantic
Region

801 Market Street Suite 9300
Philadelphia, PA 19107-3134
1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

9:30 a.m.-3:30 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Florida

Office for Civil Rights of the Southeast Region
- Atlanta

Sam Nunn Atlanta Federal Center, Suite
16T70

61 Forsyth Street, SW

Atlanta, GA 30303-8909
1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:00 a.m.-4:30 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Georgia

Office for Civil Rights of thegS
- Atlanta
Sam Nunn Atlanta Fed
16770
61 Forsyth Street, S
Atlanta, GA 30

Hawaii

Office for Civil Rights of the Pacific Region
90 7™ Street, Suite 4-100

San Francisco, CA 94103
1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:00 a.m. - 8:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Idaho

Office for Civil Rights of the Pacific Region
90 7™ Street, Suite 4-100

San Francisco, CA 94103
1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:00 a.m. - 8:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

lllinois

Office for Civil Ri
233 N Michiga
Chicago, IL

e Midwest Region

ts of the Midwest Region
Ave, Suite 240

ail: ocrmail@hhs.gov
ttp://www.hhs.gov/ocr

lowa

Office for Civil Rights of the Midwest Region
233 N. Michigan Ave, Suite 240

Chicago, IL 60601

1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:30 a.m. - 5:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

2022 Evidence of Coverage for NYC Medicare Advantage Plus (PPO)

201


http://www.hhs.gov/ocr
http://www.hhs.gov/ocr
http://www.hhs.gov/ocr
http://www.hhs.gov/ocr
http://www.hhs.gov/ocr
http://www.hhs.gov/ocr
http://www.hhs.gov/ocr
http://www.hhs.gov/ocr
mailto:ocrmail@hhs.gov
mailto:ocrmail@hhs.gov
mailto:ocrmail@hhs.gov
mailto:ocrmail@hhs.gov
mailto:ocrmail@hhs.gov
mailto:ocrmail@hhs.gov
mailto:ocrmail@hhs.gov
mailto:ocrmail@hhs.gov

Chapter 11 | State organization contact information

Kansas

Office for Civil Rights of the Midwest Region
233 N Michigan Ave, Suite 240

Chicago, IL 60601

1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:30 a.m.-5:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Kentucky

Office for Civil Rights of the Southeast Region
- Atlanta

Sam Nunn Atlanta Federal Center, Suite
16T70

61 Forsyth Street, SW

Atlanta, GA 30303-8909
1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:00 a.m.-4:30 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Louisiana

Office for Civil Rights of the Sg
1301 Young Street, Suite 106

Dallas, TX 75202
1-800-368-1019, TTY;
FAX: 1-202-619-3818
7:30 a.m. - 8:00 p.

Boston, MA 02203
1-800-368-1019,
FAX: 1-202-619-3818
8:00 a.m.-8:00 p.m.
Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Maryland

Office for Civil Rights of the Mid-Atlantic
Region

801 Market Street, Suite 9300
Philadelphia, PA 19107-3134
1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

9:30 a.m.-3:30 p.m.

Email: ocrmail@hhs.gov

mail: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Minnesota

Office for Civil Rights of the Midwest Region
233 N Michigan Ave, Suite 240

Chicago, IL 60601

1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:30 a.m. - 5:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr
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Mississippi

Office for Civil Rights of the Southeast Region
- Atlanta

Sam Nunn Atlanta Federal Center, Suite
16T70

61 Forsyth Street, SW

Atlanta, GA 30303-8909
1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:00 a.m.-4:30 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Missouri

Office for Civil Rights of the Midwest Region
233 N Michigan Ave, Suite 240
Chicago, IL 60601

1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:30 a.m.-5:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Montana

Office for Civil Rights of RockyMeuntain
Region

1961 Stout Street, Roo
Denver, CO 80294
1-800-368-1019, TTY: 1-8C
FAX: 1-202-619-3818
8:00 a.m. - 8:00

Office for Civil R
233 N Michigan Ave
Chicago, IL 60601
1-800-368-1019,
FAX: 1-202-619-3818
8:30 a.m.-5:00 p.m.
Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Midwest Region
e 240

:1-800-537-7697
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Nevada

Office for Civil Rights of the Pacific Region
90 7™ Street, Suite 4-100

San Francisco, CA 94103
1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:00 a.m. - 8:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

New Hampshire

mail: ocrmail@hhs.gov
http://www.hhs.gov/ocr

New Mexico

Office for Civil Rights of the Southwest Region
1301 Young Street, Suite 106

Dallas, TX 75202

1-800-368-1019, TTY: 1-800-537-7697

FAX: 1-202-619-3818

7:30 a.m. - 8:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr
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New York

Office for Civil Rights of Eastern and
Caribbean Region

26 Federal Plaza, Suite 3312

New York, NY 10278

1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:30 a.m.-5:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

North Carolina

Office for Civil Rights of the Southeast Region
- Atlanta

Sam Nunn Atlanta Federal Center, Suite
16T70

61 Forsyth Street, SW

Atlanta, GA 30303-8909
1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:00 a.m.-4:30 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

North Dakota

Office for Civil Rights of Rogky
Region

1961 Stout Street, Rog
Denver, CO 80294
1-800-368-1019,

Office for Civil Rig
233 N Michigan Ave, S
Chicago, IL 60601
1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:30 a.m.-5:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

e Midwest Region
ite 240

Oklahoma

Office for Civil Rights of the Southwest Region
1301 Young Street, Suite 106

Dallas, TX 75202

1-800-368-1019, TTY: 1-800-537-7697

FAX: 1-202-619-3818

7:30 a.m. - 8:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Oregon

Office for Civil Ri
90 7t Street, S

e Pacific Region

°hiladelphia, PA 19107-3134
800-368-1019, TTY: 1-800-537-7697

mail: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Rhode Island

Office for Civil Rights of New England Region
J.F. Kennedy Federal Building, Room 1875
Boston, MA 02203

1-800-368-1019, TTY: 1-800-537-7697

FAX: 1-202-619-3818

8:00 a.m. - 8:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr
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South Carolina

Office for Civil Rights of the Southeast Region
- Atlanta

Sam Nunn Atlanta Federal Center, Suite
16T70

61 Forsyth Street, SW

Atlanta, GA 30303-8909
1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:00 a.m.-4:30 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

South Dakota

Office for Civil Rights of Rocky Mountain
Region

1961 Stout Street, Room 08-148
Denver, CO 80294

1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:00 a.m.-8:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Tennessee

Office for Civil Rights of thegS
- Atlanta
Sam Nunn Atlanta Fed
16770
61 Forsyth Street, S
Atlanta, GA 30

Texas

Utah

Office for Civil Rights of Rocky Mountain
Region

1961 Stout Street, Room 08-148
Denver, CO 80294

1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:00 a.m. - 8:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/o

Vermont

Market Street, Suite 9300
iladelphia, PA 19107-3134
800-368-1019, TTY: 1-800-537-7697
:1-202-619-3818

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Washington

Office for Civil Rights of the Pacific Region
90 7t Street, Suite 4-100

San Francisco, CA 94103
1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

Office for Civil Rights of the Southwest Region  8:00 a.m. - 8:00 p.m.

1301 Young Street, Suite 106

Dallas, TX 75202

1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

7:30 a.m. - 8:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

2022 Evidence of Coverage for NYC Medicare Advantage Plus (PPO)

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

205


http://www.hhs.gov/ocr
http://www.hhs.gov/ocr
http://www.hhs.gov/ocr
http://www.hhs.gov/ocr
http://www.hhs.gov/ocr
http://www.hhs.gov/ocr
http://www.hhs.gov/ocr
http://www.hhs.gov/ocr
mailto:ocrmail@hhs.gov
mailto:ocrmail@hhs.gov
mailto:ocrmail@hhs.gov
mailto:ocrmail@hhs.gov
mailto:ocrmail@hhs.gov
mailto:ocrmail@hhs.gov
mailto:ocrmail@hhs.gov
mailto:ocrmail@hhs.gov

Chapter 11 | State organization contact information

West Virginia

Office for Civil Rights of the Mid-Atlantic
Region

801 Market Street, Suite 9300
Philadelphia, PA 19107-3134
1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

9:30 a.m.-3:30 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Wisconsin

Office for Civil Rights of the Midwest Region
233 N Michigan Ave, Suite 240

Chicago, IL 60601

1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818
8:30 a.m.-5:00 p.m.
Email: ocrmail@hhs.gov
http://www.hhs.gov/ocr

Wyoming

Office for Civil Rights of Rocky Mountain
Region

1961 Stout Street, Room 08-148
Denver, CO 80294

1-800-368-1019, TTY: 1-800-537-7697
FAX: 1-202-619-3818

8:00 a.m. - 8:00 p.m.

Email: ocrmail@hhs.gov
http://www.hhs.gov/o
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cordfng to the Paperwork Reduction Act of 1995, no persons

are requir ) ollection of information unless it displays a valid OMB control
number. The valid ol number for this information collection is 0938-1051. If you
have comment: stions for improving this form, please write to: CMS, 7500 Security

Boulevard, Attn: PR
21244-1850.

efports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland

The NYC Medicare Advantage Plus plan is offered through an alliance between Empire
BlueCross BlueShield Retiree Solutions and EmblemHealth. Empire and EmblemHealth have
come together to create a new, customized, fully insured Group Medicare Advantage program
for the City of New York. Empire BlueCross BlueShield Retiree Solutions is an LPPO plan with a
Medicare contract. Enrollment in Empire BlueCross BlueShield Retiree Solutions depends on
contract renewal. Empire BlueCross BlueShield Retiree Solutions is the trade name of Anthem
Insurance Companies, Inc. Independent licensee of the Blue Cross Blue Shield Association.
EmblemHealth insurance plans are underwritten by EmblemHealth Plan, Inc., EmblemHealth
Insurance Company, and Health Insurance Plan of Greater New York (HIP). EmblemHealth
Services Company, LLC provides administrative services to EmblemHealth companies. The
EmblemHealth companies are separate companies from Empire BlueCross BlueShield.
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For questions, please call

\‘ Member Services: 1-833-325-1191 (TTY: 711)
Monday through Friday, 8 a.m. to 9 p.m. ET, except holidays
www.empireblue.com/nyc-ma-plus
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Addendum A

Featured Plans and Rates - MA
City of New York

January 1, 2022 - December 31, 2028

1112022 to 12/31/2022 1/1/2028 to 12/31/2028

. NYC Medicare Advantage NYC Medicare " dvantag NYC Medicare Advantage NYC Medicare Advantage
Medical Plan
Plus Plan Plvs Plan Plus Plan Plus Plan
Monthly billed PMPM rates | Monthly billed PMPM rates

$0.00 Premium contingent $0.00 Premium contingent
upon Group Performance upon Group Performance

1/1/2023 to 12/31/2026 1112027 to 12/31/2027

Monthly billed PMPM rates Monthly billed °1V'PM ;ates

Please refer to Quote Stipulations.



Addendum A - Quote Stipulations

Quote Stipulations

= Rates and benefits of MA Plan may need to be revised based on material legislative and regulatory
changes including, but not limited to, CMS guidance, which becomes effective during the MA
Agreement Period.

= This quote assumes co-branding (Group name and/ or logo is allowed on MA Plan Member materials
including Medicare Advantage plan quality and health programs).

= Benefit to incorporate MA Plan deductible of $253 and Inpatient copays of $300 peradmission must be
implemented on 1/1/2022.

m Participants have Medicare Parts A and B.

= Eligibility for enrollment into the MA Plan for Medicare-eligible individuals is based on meeting the
Group’s requirements for coverage of retiree'medical benefits.

= Contracted premium rates are on a Per-Member-Per-Month (PMPM) basis. The City will pay the
exhibited rate for a one-member individual coverage class. The City will pay twice the exhibited rate for
each family in the Medicare Family coverage classs

= Broker Commissions are excludéed.
= Eligibility Provisions

1. All Medicare eligible retirees and.their eligible d\ependent spouses/dependents (except as provided
in Section 3 below) will be auto enrolled into the NYC MA Plus plan with an option to opt out. The
following members will not,.be auto enrolled:

o Foreign members
¢ Members without Part A'and Part B
2. The following Medicare eligible individuals will be provided the opportunity to enroll into the NYC
MA Plus plan:
¢ COBRA members

3. Other provisions
e Current Retirees

All current Medicare retirees and their eligible dependents, age 65 and older, will
automatically be enrolled in the NYC Medicare Advantage Plus Plan. Retirees who do not
wish to be enrolled in the new Plan, effective January 1, 2022, will have the ability to opt-out
and remain in their current retiree health plan only. Retirees will NOT have the option to
transfer to another health plan during the annual Fall Retiree Transfer Period, effective for
January 1, 2022.




On-going, retirees may remain in their current health plan. For the annual Fall Transfer
Period, effective for January 1, 2023, retirees who enrolled into the NYC Medicare Advantage
Plus Plan may transfer back to their previous retiree health plan. Other retirees may transfer
into the NYC Medicare Advantage Plus Plan or the GHI/EBCBS Senior Care plan.

At future annual Fall Transfer Periods, retirees only have the option of transferring to the NYC
Medicare Advantage Plus Plan or the GHI/EBCBS Senior Care plan.

e Retirees Turning 65 in 2021
Medicare eligible Retirees and their eligible dependents turning 65 in 2021 will be enrolled
into the Medicare component of their current health plan, if applicable, in the month of their
65th birthday.

Retirees will be notified that effective January 1, 2022, that they ill be enrolled into the NYC
Medicare Advantage Plus Plan. Retirees who do not wish tobe enrolled in the new Plan,
effective January 1, 2022, will have the ability to opt-out and remain in the Medicare
component of their current retiree health plan only. Retifees will net have the option to
transfer to another health plan during the annual Retitee Transfer Period, effective for
January 1, 2022. If their current health plan doessiot have a Medicare coniponent, the
retiree may select another health plan.

For the annual Fall Transfer Period, effective for January 1, 2023, retirees who enrolled into
the NYC Medicare Advantage Plus Plan may transfer back to their previous retiree health
plan. Other retirees may transfer to the NYC Medicare Advantage Plus Plan or the
GHI/EBCBS Senior Care plan.

At future annual Fall Transfer Periods, retirees only have the option of transferring to the NYC
Medicare Advantage Plus Plan or the GHI/EBCBS Senior Care plan.

e On-Going Retirees Turning 65
For retirees turninig 65 on or after.January’1l, 2022 and on-going, retirees and their eligible
dependents will automatically be enrolled in the NYC Medicare Advantage Plus Plan.
Retirees who do not wish to'be.enrolled in the new Plan, will have the ability to opt-out into
the GHI/EBCBS Senior Care plan.
At future annual Fall Transfer Periods, retirees only have the option of transferring to the NYC
Medicare Advantage Plus Plan or the GHI/EBCBS Senior Care plan.

e Spouses/dependents who are currently enrolled in a current City Medicare health plan other
than the Senior Care plan, and the non-Medicare retiree is not MA eligible: the
spouse/dependent will remain in their current City Medicare plan until retiree turns 65. At that
point, both will be auto enrolled into the NYC MA Plus plan with an option to opt out. If the
non-Medicare retiree is enrolled in GHI/EBCBS CBP, the Medicare eligible dependent will be
auto enrolled into the MA Plan with the option to opt-out.

m  CMS guidance does not allow a network-based Medicare Advantage plan (LPPO, HMO) to be offered
with an individual Part D waiver plan. If the Medicare Advantage plan is being offered with another carrier's
Part D group waiver plan, the Part D carrier must coordinate care with Empire.




CMS requires 800-series MA and stand-alone PDP plans to coordinate care (Per Chapter 12, 20.1.8 &
Chapter 9, 30.8 in CMS Medicare Manual) and our pricing assumes any group Part D plan carriers
offered to City of New York members will abide by this CMS requirement. The statement does not
preclude EmblemHealth from offering a group stand-alone PDP plan to the City of New York.

This quote is contingent upon the majority of the enrolled membership residing in an adequate network
service area, as defined by CMS. The service area and plan design are subject to CMS approval.

Multi-Year Stipulations

Multi-Year pricing may be adjusted if any of the following stipulations are not met:

All quoted rates are based on an initial effective date of 1/1/2022.

The MA Plan premium shown in our offer is guaranteed for the time periods quoted and applicable
scenarios, subject to stipulations as outlined.

No less than 0.5% reduction in applicable CMS EGWP benchmarkdbetween rate guarantee year and
the preceding year for 2023, 2024, 2025 and 2026. The measurement will be made in aggregate for
City of New York population and will not include Star rating changes.

Overall CMS risk score actions - including normalizationdnodel changes and cading difference
adjustments - not to be worse than a 2% reduction each and any year for 2023,22024, 2025 and 2026 in
terms of overall impact to group.

Group contract runs from 1/1/2022 through 12/31/2026, with twoone-year renewals for 2027 and 2028
based on group loss ratio.

Assumes group/fund membership will not vary'more than10% from the original enrolled membership
(enroliment as of January 1, 2022, exclusive of members who successfully opt out prior to December
31, 2021) and county mix does not.change by mare than 10% from quote assumptions.

In the event the City learns offion-CMS mandated changes to other carriers’ plans being offered to
City’s retirees, the City shall'promptly advise Empire of such changes.

Annual premium guarantees do notinclude additional products, plan changes, or services being added
to the MA Plan after dJanuary.1, 2022.

Annual premium‘guarantees donot include additional state or government-imposed taxes or
government-impesed fees. Any additional government-imposed taxes or government-imposed fees, if
applicable, will be an addition to the quoted premium.

Annual premium guarantees do not apply if regulatory or legislative changes materially modify the
product offering after January 1, 2022.

The Empire offer is extended to include beyond the guarantees already provided through 2026 as
follows:
— Ifthe MA Plan plan performance from 7/1/2025 through 6/30/2026 runs at or below a 92% MLR,

Empire agrees to continuing the $0 premium rate for MA Plan for 2027.

— Ifthe City’s Medicare Advantage plan performance from 7/1/2025 through 6/30/2026 runs above a
92% MLR, the renewal premium will be developed using an experience rating formula consistent
with Empire’s Group Medicare Advantage formulas in place at that time.




— If the MA Plan performance from 7/1/2026 through 6/30/2027 runs at or below a 92% MLR, Empire
agrees to continuing the $0 premium rate for MA Plan for 2028.

— Ifthe City’s Medicare Advantage plan performance from 7/1/2026 through 6/30/2027 runs above a
92% MLR, the renewal premium will be developed using an experience rating formula consistent with
Empire’s Group Medicare Advantage formulas in place at that time.

All multi-year stipulations would apply and be extended through the 2028 quote. This includes, but is
not limited to, CMS EGWP benchmark no less than 0.5% reduction between renewal and preceding
year, and CMS risk score actions not to be worse than a 2% reduction from the prior period. The MLR
definition would be consistent with our gain share loss ratio calculation.

Additional Stipulations

= Retirees who opt out of the NYC Medicare Advantage Plus Plan must pay the premium difference
between the NYC Medicare Advantage Plus Plan and their selected retiree Medicare health plan, if
applicable.

= Allowance stipulations: Empire will assist City with any bona fide costs incurred as a result of the
transition to the MA Plan. Empire is extending $7 milliori to the City in implementation funding subject
to the following:
—  Will require any expenses to be submitted in writing and@pproved by Empire
— Amounts are for a bona fide expense incurred by the Cityrelated to the implementation of the MA
Plan that benefits the member/and or the Medicare Program.
— The expense is limited to the actual cost of the serviees incurred as a result of the transition.

— The expense is based on the projected cost of the services incurred between the contract award
date and twelve months afterthe initial effective date, not to exceed amount listed above.




Addendum A

City of New York

GAIN SHARE SUMMARY
January 1, 2022 THROUGH DECEMBER 31, 2026

Income Received:

Group Premium Less Any Government Taxes/Fees $0.00
CMS Revenue (adjusted for sequestration) $0.00
Total Income Received $0.00
Claim Expense:
Incurred Claims with IBNR $0.00
Capitation and Other Non-Benefit Expense $0.00
Total Claim Expense $0.00
Loss Ratio 0.00%
Refund Award:
75% share of revenue difference
94.26% to 95% MLR from 95% MLR and actual group
MLR
85% share of revenue difference
93.51% to 94.25% MLR from 94.25% and actual group loss
ratio.
100% share of revenue difference
93.50% and under MLR from 93.50% MLR and actual group
MLR
Definitions:

Claim Expense: Claims incurred and paid by Empire fopfetireesiin the Group, includes capitation and non-
benefit expense allocations. An adjustment for incurred, but notreportéd (IBNR) applies. Non-benefit expense
examples include Quality Improvement Initiatives and provider settlements.

CMS Revenue: Risk Adjusted payments collected to date from Center for,Medicare and Medicaid Services
for retirees of the Group, and reduced for sequestration adjustments for the refund period.

Total Income Received: The sum of CMS payments plus Group Premivm during Refund Period. Income
excludes any government taxes and fees as well ag any gommission and TPA administration
fees.

Loss Ratio: The ratio of claims to the quantity of CMS Revenue and Group premium
payments received and@pplicable for the policy period.

Refund Award: Payment from Enipire dueto.the Group limited by the total amount the Group has paid in
premium.

Refunding Period: Thepolicy periodifor which the refund calculation is determined (loss ratio).

Refund Periods and Timing:

Refunds will be calculated on the 24 Month period 1/1/2022 through 12/31/2023; followed by 12 month
periods for 2024, 2025, and 2026. Calculation will be performed in September following the end of the
refunding period. If a refund is awarded it shall be due within 90 days following the calculation.

The following stipulations apply:

- Gain share arrangement will be offered provided rate sheet stipulations are met.

- The Gain Shafe arrangement will be provided to the City of New York for quoting, provided there
is a minimum average enrollment of 25,000 for a refunding period.

- County mix does not change by more than 10% from the 1/1/2022 quoted membership.

- City of New York is only eligible for the Experience Refund if City of New York maintains
continuous coverage during the Policy Period.

- Results will be based on City of New York experience.

- Agreement may be amended if regulatory or legislative changes materially modify the product
offering.



Addendum B - Performance Guarantee Agreement

This Addendum to the Medicare Advantage Group Agreement between the City of New York
(“City”) acting through Mayor’s Office of Labor Relations — Employee Benefits Program on behalf of
the Labor Management Health Insurance Policy Committee for the New York City Health Benefits
Program with an office at 22 Cortlandt Street, 12" Floor, New York, NY 10007 ("Group") and Anthem
Insurance Companies, Inc. doing business as Empire BlueCross BlueShield Retiree Solutions
(“Empire” or “the Alliance”) on behalf of itself and the Alliance dated as of January 1, 2022 (the “MA
Agreement”) provides certain guarantees pertaining to the Alliance’s performance under the MA
Agreement (“Performance Guarantees”) and shall be effective for the period from January 1, 2022
through December 31, 2028 (the “Performance Period”). Descriptions of the terms of each
Performance Guarantee applicable to the Parties are set forth in the Attachment to this Addendum
and incorporated by reference into this Addendum. This Addendum shall supplement the MA
Agreement. If there are any inconsistencies between the terms of the MA _Agreement, including
any prior Addendums or Exhibits, and this Addendum, the terms of this Addendum shall control.
Capitalized terms used but not defined herein shall have the meaning(s) set forth in the
Agreement.

Section 1. General Conditions

A. The Performance Guarantees described in the Attachment to this. Addendum shall be in effect
only for the Performance Period indicated above, unless specifically indicated otherwise in the
Attachment.

B. The Alliance shall conduct an analysis of the data necessary to calculate any one of the
Performance Guarantees within the timeframes provided in the Attachment to this Addendum.
In addition, any calculation of Performance Guarantees, reports provided, or analysis
performed by the Alliance shall be based on the Alliance’sithen current measurement and
calculation methodology, which shall be available to the Group upon request.

C. Any audits performed by the Alliance to test compliance with any of the Performance
Guarantees shall be based.on a statistically valid sample size with a 95% confidence level.

D. If the Parties do not have a fully<executed MA-Agreement in effect at the end of the
Measurement Period, the Alliance shall have no obligation to make payment under these
Performance Guarantees:

E. Unless otherwise specified in\the Attachment to this Addendum, the measurement of the
Performance Guarantee shall'be based on: (1) the performance of any service team, business
unit, or measurement group assigned by the Alliance to the activity to which the specific
Performance Guarantee being measured relates; and (2) data that is maintained and stored
by the Alliance or its Vendors.

F. If Group terminates the'MA Agreement prior to the end of the Performance Period, or if the
Agreement is terminated by the Alliance for non-payment of amounts owed by Group to the
Alliance, then Group shall forfeit any right to collect any further payments under any
outstanding Performance Guarantees, whether such Performance Guarantees are for a prior
or current Measurement Period or Performance Period.

G. The Alliance reserves the right to make changes to or eliminate any of the Performance
Guarantees provided in the Attachment to this Addendum upon the occurrence of the
following:

(1) A change to the plan benefits or the administration of the plan initiated by Group that, as
mutually agreed by the Parties, significantly impacts the Alliance’s ability to meet a
Performance Guarantee

H. Some Performance Guarantees may measure and compare year to year performance. The
term “Baseline Period” refers to the equivalent time period designated in the Attachment to
this Addendum preceding the Measurement Period.



As determined by the Alliance, Performance Guarantees may be measured using either
aggregated data or Group-specific Data. The term Group-specific Data means the data
associated with Group’s Plan that has not been aggregated with other data from other groups.
Performance Guarantees will specify if Group-specific Data shall be used for purposes of
measuring performance under the Performance Guarantee.

If any Performance Guarantees are tied to a particular program and its components, such
Performance Guarantees are only valid if the Group participates in the program and such
components for the entirety of the Measurement Period associated with the Performance
Guarantee.

Section 2. Payment.

A.

If the Alliance fails to meet any of the obligations specifically described in a Performance
Guarantee, the Alliance shall pay Group the applicable amount setforth in the Attachment
describing the Performance Guarantee. Payment shall be in the form of a check to the Group
which will occur annually unless otherwise stated in the Performance Guarantee.

Notwithstanding the above, the Alliance has the right to offset any amounts owed to Group
under any of the Performance Guarantees contained in the Attachment to.this Addendum
against any amounts owed by Group to the Alliance,<including, without limitation, under the
MA Agreement.

Notwithstanding the foregoing, the Alliance’s obligation to make payment under the
Performance Guarantees is conditioned upon Group’s timely performance of its obligations
provided in the MA Agreement, in this Addendum and the Attachment, including providing the
Alliance with the information or data required by the Alliance in the Attachment. The Alliance
shall not be obligated to make payment under a Performance Guarantee if Group’s or Group's
vendor's action or inaction adversely impacts .the Alliance's ability to meet any of its
obligations provided in the Attachment related to such Performance Guarantee, which
expressly includes, but is not'limited to, Group’s or its vendor's failure to timely provide the
Alliance with accurate and complete data or information in the form and format expressly
required by the Alliance.

Where the Amount at Risk for.a Performance Guarantee is on a Per Member Per Month
(PMPM) fee basis,-the.Guarantee will be calculated by multiplying the PMPM amount by the
actual annual enrollment during the:-Measurement Period.



Medicare Advantage Performance Guarantees
January 1, 2022 Effective Date

More About the Guarantees

Guarantees will be effective from 1/1/2022 to 12/31/2028, as noted. The guarantees are measured and settled
annually, with exceptions specified.

These guarantees cover aspects of performance related to the Alliance’s control. Listed below are potential
reasons that may alter the terms of the guarantees:

The number of Medicare Advantage enrolled members varies 10% or more from original membership, as
of January 1, 2022, exclusive of opt-outs prior to December 31, 2021.

Changes in law.

the Alliance does not receive information or other suppart from the City that would allows the Alliance to meet the
Guarantee.

There is no executed Group Agreement on file.

The City terminates the Agreement before the'end of a Measurement Period, or the Alliance
terminates it because of non-payment.

The City terminates participation in particular programstied to Performance Guarantees, prior to
completion of the Measurement.

General Terms

Performance Category: Describes the general type of Performance Guarantee
Reporting Period: Refers to:how often the Alliance will report on our performance under a Performance Guarantee

Measurement Period: The period,of time under which performance is measured, which may be the same

as, or differ from, the period of time equal to the Performance Period

Penalty Calculation: Generally refers to how the Alliance’s payment will be calculated in the event the Alliance
does not meet the targets specified under the Performance Guarantee

Amount at Risk: The amountthe Alliance may pay if we fail to meet the targets specified under the
Performance Guarantee

Additional Terms and Conditions

Performance will be based on the results of a designated service team/business unit assigned to the City,
unless the guarantee is noteddifferently.

The credit for any penalties will be calculated on a Per Member Per Month basis.

City-specific Member Services and Quality Performance Guarantees apply when there are 10,000 or more
Medicare Advantage enrolled members.

Coding Accuracy Performance Guarantees apply when there are 10,000 or more Medicare Advantage
enrolled members.

Case Management Member Engagement Performance Guarantees exclude Identified Members whom the
Alliance cannot reach due to incorrect or invalid telephone numbers, including numbers where permission is
required by law but not provided, or those Identified Members who have requested that the Alliance not
contact them.



Amount at Risk

The total amount at risk for the below performance guarantees between Empire and the City shall not exceed
$3.85 PMPM in 2022, $3.75 PMPM in 2023* and $4.05 PMPM in 2024 — 2028.

*  Beginning in 2024, we will offer mutually agreed upon Gaps in Care/Health Outcomes performance guarantees
based on our analysis of health management opportunities for the City’s members.

Performance Guarantees

Year One
Performance Category 1/1/2022 - 12/31/2022

Implementation

Years Two - Seven
1/1/2023 - 12/31/2028

Open Enrollment Meetings $0.35 PMPM _‘ B N/A
Welcome Kit Delivery $0.35 PMPM N B N/A
Open Enroliment ID Card Issuance $0.35 PMPM _N/A
First Impressions Call Line $0.35 mPM ] N/A
Initial Eligibility File Processing $0.35 P@/I y N/A
Implementation Satisfaction Survey $0.35 PMPM N/A
Ongoing \

Member Services _\_

Member Services - Call Abandonment Rate EO.EPMPM $0.25 PMPM
Member Services — Average Speed to Answer L $0.25 PMPM $0.25 PMPM
Member Services — Member Satisfaction ) $0.25 PMPM $0.25 PMPM
New Member ID Cards $0.25 PMPM $0.25 PMPM
New Member Welcome Kit —_ $0.25 PMPM $0.25 PMPM
Annual Notice of Change $0.25 PMPM $0.25 PMPM
Quality I ‘ ‘b

Case Management Member Outreach N/A $0.30 PMPM
Case Management Member Enrollment N/A $0.30 PMPM
Case Management Membﬁngagemgt N/A $0.30 PMPM
Case Management High Dollar Claimant N/A $0.30 PMPM
Assessments

Case Management Member Outreach for Post- N/A $0.30 PMPM
Discharge Counseling

Gaps in Care/Health Outcomes (Years 3 - 7) N/A $0.30 PMPM
Financial

Coding Accuracy N/A $0.25 PMPM

Data Management
Data Transfer $0.25 PMPM $0.25 PMPM
Account Management

Account Management Satisfaction Survey N/A $0.25 PMPM



IMPLEMENTATION (2022)

Amount
at Risk

Performance
Category

Penalty Calculation

Guarantee

Measurement and
Reporting Period

Open Year 1 Beginning on a mutually agreed upon date, ~ Results Penalty Measurement Period
Enroliment $0.35 the Alliance agrees to hold retiree meetings ~ 100% at Risk City’s Effective Date
Meetings PMPM at up to 30 retiree locations/meetings within . .
New York City and the immediate area, and Reporting Period )
up to ten other locations with retiree 60 ca!endar days following
concentrations with personnel, Effective Date
presentations and materials approved by
the City. These meetings will be attended
by the City’s Account Management team,
and may be held virtually, depending upon
CDC guidelines.
Welcome Kit  Year 1 100% of Welcome Kits will be mailed to Results Penalty Measurement Period
Delivery $0.35 Open Enrollment participants no later than ~ 100% None City’s Effective Date
PMPM  ten days prior to the City’s effective date 98.5%-99.9%  25% . .
provided that Empire receives an accurate ~ 97-0% - 98.4% -, 50% Reporting Period .
electronic eligibility file and receipt of CMS ~ Less than 97.0%100% 60 calendar days following
confirmation of enrollment no later than 45 Effective Date
days prior to the City’s effective date.
An Accurate Eligibility File is defined as (1)
an electronic eligibility file formatted in a
mutually agreed upon manner and (2)
contains an error rate of less than 1%. This
Guarantee will apply to clean enrollment
records in the electronic eligibility file.
Open Year 1 100% of ID cards will be mailed to Open Results _Penalty Measurement Period
Enrollment ID  $0.35 Enrollment participants no later than\ten 100% None City’s Effective Date
Card Issuance PMPM  days prior to the City’s-effective date 98.5%-99.9%  25% . .
provided that Empife receives an accurate ~ 97-0%-98.4%  50% Reporting Period .
electronic eligibility file and receipt of CMS ~ Lessthan97%  100% 60 calendar days following
confirmation.of enroliment no later than 45 Effective Date
days prior to the City’s effective date.
An Accurate Eligibility File is defined as (1) an
electronic.eligibility file formatted in a mutually
agreed upon mannerand.(2) contains an error
rate of less than 1%. This Guarantee will apply
to clean enrollmentrecords in the electronic
eligibility file. This'will be measured with Group-
specific data.
First Yearl  The FirstImpressions welcome line will be Results _Penalty Measurement Period
Impressions  $0.35 operationalwithin 45 days of award notification. ~ 100% at Risk City’s Effective Date
Welcome Line PMPM Staff will be available 8 a.m. to 9 p.m., ET, . .
Monday through Friday, excluding company Reporting Period
holidays. 60 cal_endar days
following Effective Date
Initial Eligibility Year 1 Initial enrollment records from accurate eligibility Results _Penalty Measurement Period
File $0.35 files will be processed within 3 business days ~ 100% None City’s Effective Date
Processing PMPM of receipt provided that Empire receives an 98.5%-99.9%  25% _ )
accurate electronic eligibility file no later than 45 97.0% - 98.4%  50% Reporting Period
Less than 97.0% 100% 60 calendar days

calendar days prior to the City’s effective date.
An accurate eligibility file is defined as an
electronic eligibility file formatted in a mutually
agreed upon manner; and contains an error
rate of less than 1%. The guarantee will apply
to records that process systematically and
accepted by CMS, identified as clean records
received. Any record not processed
systematically or not accepted by CMS wiill
follow CMS guidelines for processing based on
error reason.

following Effective Date



Performance Amount Measurement and

Category at Risk Guarantee Penalty Calculation Reporting Period
Implementation Year 1 A minimum average score of 3.0 will be Results _Penalty Measurement Period
Satisfaction ~ $0.35 attained on the Implementation Survey. The 3.0 or Greater None City’s Effective Date
Survey PMPM  Alliance will prepare and send an 251029 25% , ,
Implementation Survey to the City. 201024 50% Reporting Period ,
Less than 2.0 100% 60 calendar days following

Effective Date




ONGOING: 2022/2023 FORWARD

Performance Amount

Measurement and

Category at Risk  Guarantee Penalty Calculation Reporting Period
Member Year1-7 A maximum of 5% of member calls will be ~ Results Penalty  Measurement Period
Services Call  $0.25 abandoned. Abandoned Calls are defined ~ S%orless ~ None Annual
Abandonment PMPM  as member calls that are waiting for a 5.01-5.50% 25% . .
Rate Customer Service Representative (CSR) 551-6.0%  50% Reporting Period

but are abandoned before connecting with ~ Greater than ~ 100% Quarterly

a CSR. This Guarantee will be calculated 6%

based on the number of calls abandoned

divided by the total number of calls

received in the customer service telephone

system. Calls abandoned in less than five

seconds will not be included in this

calculation.

This guarantee will be measured using

City-specific results. In Year 1,

measurement will begin at the start of the

fourth month.
Member Year 1-7 The average speed to answer (ASA) will Results Penalty, Measurement Period
Services Call  g0.25 be 30 seconds or less. ASA is defined as 30 secs orless None " “Annyal
Average PMPM  the average number of whole seconds 31-34secs  25% . .
Speed to members wait and/or are in the telephone’ 35 —39sets  50% Reporting Period.
Answer system before receiving a response froma 40 seconds or  100% Quarterly

CSR or an interactive voice response (IVR) - Greater

unit.

This guarantee will be measured using

City-specific results. In Year 1,

measurement will begin at the start of the

fourth month.
Member Year 1-7 A minimum average score of 85% will be Results Penalty  Measurement Period
Services $0.25 attained on the.service skills component of  85% or None Annual
Member PMPM the member satisfaction survey. The e-mail Creater . .
Satisfaction survey is conducted after a member calls a 82-5—-84.9%  25% Reporting Period.
Service Skills CSR. Each member caller is askedto rate  80-0—82.4%  50% Quarterly

the CSR. The response is scored based on LSS than 80% 100%

the-totabnumber of attributes that a

member caller rates as positive, defined as

top-2-box scores, divided by the number of

attributes for which the member caller

provides an answer (Member Score).

This guarantee will be measured using

City-specific results. In Year 1,

measurement will begin at the start of the

fourth month.
New Member Year1-7 A minimum of 99% of ongoing ID cards will Results Penalty Measurement Period
ID Cards $0.25 be mailed to Members within 10 business 99-0‘;@ or None Annual

days of Empire’s processing of an accurate 9reater . .

PMPM eligibility fle provi%ed Empi?e receives 975-98.9% 25%  Reporting Period
CMS confirmation of enrollment. An 96.0-97.4%  50% Quarterly
Less than 96% 100%

Accurate Eligibility File is defined as: (1) an
eligibility file formatted in a mutually agreed
upon manner; (2) received by Empire
outside of an open enroliment period; and,
(3) contains an error rate of less than 1%.
This Guarantee will apply to clean
enroliment records in the electronic
eligibility file. This guarantee will be
measured using City-specific results.



Performance Amount

Category

at Risk

Guarantee

Penalty Calculation

Measurement and
Reporting Period

Welcome Kit Year 1-7 A minimum of 99% of Welcome Kits will be ~ Results Penalty Measurement Period
Delivery $0.25  mailed to Members within 10 business days 99-0';/0 or None Annual
of Empire’s processing of an accurate greater . .
PMPM eligibilipty filef)or by thegMember’s effective ~ 97:5-98.9% 25% Reporting Period.
date, provided Empire receives CMS 96.0-97.4% 50% Quarterly
confirmation of enroliment. An Accurate Less than 96% 100%
Eligibility File is defined as: (1) an eligibility
file formatted in a mutually agreed upon
manner; (2) received by Empire outside of an
open enrollment period; and, (3) contains an
error rate of less than 1%. This Guarantee will
apply to clean enrollment records in the
electronic eligibility file.
This will be measured using City-specific
results.
Annual Notice  Year 1-7 The Alliance will meet CMS requirements Results Penalty Measurement Period
of Change $0.25 regarding delivery of the Annual Notice of 100% None Annual
PMPM  Change (ANOC) to 100% of the City’s 98.5 -99.9% 25% . .
members. 97.0298.4% 50% E_emm
This will be measured using City-specific pF- than 97% 100% )
results.
Case Year 2-7 A minimum of 75% of members identified Results Penalty Measurement Period
Management  $0.30 as appropriate for Case Management 75% or greater None Annual
Member PMPM  programs will receive outreach from case ~ 73:9= 74.9%  25% . .
Outreach management. This Guarantee willbe 72.0=73.4% 50% Reporting Period.
calculated based on the number of Less than 72% 100% Annual
contacted Members divided by all
Identified Members. This will be measured
with City-specific Data:
Case Year 2-7 A minimum.of 50% of eligible members Results Penalty ~ Measurement Period
Management  $0.30 contactedo enroll in Case-Management 0% or greater None Annual
Member PMPM programs will enrollin a Case 48.5-49.9% 25% . .
Enrollment Management progfam. This Guarantee will 47-0 —48.4%  50% Reporting Period.
be'calculated based on the number of Less than 47% 100% Annual
contacted Members who enroll in a Case
Management program divided by all
contacted Members. This will be measured
with City-specific Data
Case Year 2-7 A minimum of 75% of members who accept ~ Results Penalty  Measurement Period
Management  ¢0.30 case management will receive at leasttwo ~ 75% or greater None Annual
Member PMPM completed calls from Empire within the first ~ 73.5—-74.9% 25% . _
Engagement six months of enroliment. Members onthe ~ 72.0-73.4% 50% Reporting Period

National Do Not Call Registry are excluded
and will receive an introduction letter
encouraging the member to contact Empire.

This Guarantee will be calculated based on
the number of Identified Members who

receive successful contact from Empire or at
least two attempted outreach telephone calls

from Empire or an introduction letter for those

members on the National Do Not Call
Registry within six months of enroliment

Less than 72% 100%

Annual

divided by the total number of Members who
accept case management. This will be
measured with City-specific Data.




Performance Amount

Category

Case
Management
High Dollar
Claimant
Assessments

at Risk Guarantee

Year 2-7 A minimum of 90% of Identified Members

$0.30 who accumulate $75,000 or more of paid

PMPM  claims in a rolling 12-month period will
receive successful contact or at least 2
attempted outreach telephone calls from the
Alliance within 30 calendar days of
identification by the Alliance. Members on
the National Do Not Call Registry are
excluded and will receive an introduction
letter encouraging the member to contact
the Alliance. If Prescription Drug benefits
are administered by third party payers other
than Empire, this Guarantee will include
Prescription Drugs claims, if Prescription
Drug claims data is received from the City in
a format that is acceptable to Empire.

This Guarantee will be calculated based on
the number of Identified Members who
receive successful contact or at least 2
attempted outreach telephone calls from the
Alliance or an introduction letter for those
members on the National Do Not Call
Registry within 30 calendar days of
identification by the Alliance divided by the
number of Identified Members who
accumulate $75,000 or more of paid claims
in a rolling 12-month period. This will.be
measured with City-specific data.

Penalty Calculation

Results Penalty

90% or greater None
88.5-89.9% 25%
87.0-88.4% 50%
Less than 87% 100%

Measurement and
Reporting Period

Measurement Period

Annual

Reporting Period
Annual

Case
Management
Member
Outreach for
Post-Discharge
Counseling

A minimum of 90% of Identified Members will
receive successful contact from the Alliance
or receive at least 2 attempted outreach
telephone calls within 3 business days of
notification of discharge where the Identified
Member had‘@ length of stay of 3 days or
greater. This'Guarantee' does not include
admissions related:to’'behavioral health
servicess This Guarantee will be calculated
based on the number of Identified Members
who receive successful'contact from the
Alliance or at least 2 attempted outreach
telephone calls following notification of
discharge divided by all Identified Members
with @ length of stay of 3 days or greater.
This will be méasured with City-specific data.

Year 2-7

$0.30
PMPM

Results Penalty

90% or greater None
88.5-89.9% 25%
87.0-88.4% 50%
Less than 87% 100%

Measurement Period

Annual

Reporting Period
Annual

Gaps in
Care/Health
Outcomes

Year 3-7

$0.30
PMPM

Empire will present to the City a description
of a comprehensive wellness, disease
management and health management
program, including clinical metrics and
outcome trends, identifying health
management opportunities for the City’s
members. We will collaborate with the City to
develop meaningful, mutually agreed upon
quality performance guarantees based on
this analysis, with a total maximum amount
at risk of $0.30 PMPM.

Programs may include inpatient care
management, transition of care, emerging
risk intervention, and diabetes prevention,
pending discussions with the City.

Empire will implement this performance
category effective January 1, 2024.

Performance results
and penalties to be
determined based
on programs
developed through
analysis of the City's
clinical metrics and
outcome trends. The
total maximum
amount at risk
collectively for all
Gaps in Care/Health
Outcomes programs
shall be $0.30
PMPM.

Measurement Period

Annual

Reporting Period
Annual



Performance Amount

Measurement and

Category at Risk  Guarantee Penalty Calculation Reporting Period
Coding Year 2-7 The Alliance’s risk adjustment program is Results Penalty Measurement Period
Accuracy $0.25  designed to collect accurate and complete ~ 90% or greater None Annual

PMPM  diagnosis code information to reflect the 80.0-89.9% 25% Reporting Period

true health status of the member. As part 70.0-79.9% 50% Annual

of this commitment, the Alliance identifies Less than 70% 100%

coding gaps (i.e. conditions previously

reported in prior years but not yet reported

in the current calendar year) and

communicates these to our providers for

evaluation, treatment, documentation and

coding, based on the provider’s

assessment and independent clinical

judgment.

Empire will maintain coding accuracy for

Medicare risk adjustment (MRA) activities

at not less than 90%. This will be

measured using Medicare Advantage book

of business data.

Data Transfer  Year 1-7 Empire will provide accurate and timely Results Penalty . Measurement Period
$0.25  data feeds, based on mutually agreed 51380(:/0 00.9% ’2\';;‘? Annual
1 . -_— . 0 0 . .

PMPM  vendors, file layouts, parameters, secure 50.0_ ol so% Reporting Period

file transition protocols and timeframes.
The guarantee will use City-specific data;
measured and reported annually using per
file transfer/data exchange.

Less than 80% 100%

Annual

Account
Management
Satisfaction

Year 2-7 A minimum average score of 3 will be

$0.25 attained on the Account Management

PMPM  Satisfaction Survey (AMSS). A minimum of
three responses by the City to the AMSS is
required to base'the score on Employer-
specific responses only. If three responses
are received from the City, an average score
is calculated by adding the scoresfrom each
respondent divided by the total number of
Employer respondents. If fewer than three
responses are received, the score will be
calculated as follows:

Two Employer responses: 2/3 of the score
willbe based on Employer-specific AMSS
results and 1/3 of the score will be based on
the aggregate'score of all AMSS results
received by the Account Management
Team.

One Employer response: 1/3 of the score will
be based on Employer- specific AMSS
results and 2/3 of the score will be based on
the aggregate score of all AMSS results
received by the Account Management Team.
0 Employer responses: The score will be
based on the aggregate score of all AMSS
results received by the Account
Management Team.

10

Results Penalty
3.0 or Greater None
251029 25%
20t024 50%

Lessthan 2.0 100%

Measurement Period

Annual

Reporting Period
Annual
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ARTICLE 1 - DEFINITIONS
Section 1.01 Definitions

The following words and expressions, or pronouns used in their stead, shall, wherever they
appear in this Agreement, be construed as follows, unless a different meaning is clear from the
context:

A. “Agency Chief Contracting Officer” or “ACCO” means the position delegated
authority by the Agency Head to organize and supervise the procurement activity of subordinate
Agency staff in conjunction with the City Chief Procurement Officer.

B. “Agreement” means the various documents, including this Appendix A and the
Medicare Advantage Group Agreement, incorporated herein by reference, that constitute the
contract between the Contractor and the City.

C. “City” means the City of New York.

D. “City Chief Procurement Officer” or *‘CCPO” means the position delegated
authority by the Mayor to coordinate and oversee the procurement activity of Mayoral agency
staff, including the ACCOs.

E. “Commissioner” or “Agency Head” means the head of the Department or his or her
duly authorized representative. The term “duly authorized representative” shall include any person
or persons acting within the limit§ of his or her authority.

F. “Comptrollet” means the Comptroller of the City of New York.

G. “Contractor” means the entity entering into this Agreement with the City.

H. “Pays” means calendar days unless otherwise specifically noted to mean business
days.

L. “Department” or “Agency” means the City agency or office through which the City

has entered into this Agreement.

J. “Law” or “Laws” means the New York City Charter (“Charter”), the New York
City Administrative Code (“Admin. Code”), a local rule of the City of New York, the Constitutions
of the United States and the State of New York, a statute of the United States or of the State of
New York and any ordinance, rule or regulation having the force of law and adopted pursuant
thereto, as amended, and common law.

K. “Procurement Policy Board” or “PPB” means the board established pursuant to
Charter § 311 whose function is to establish comprehensive and consistent procurement policies
and rules that have broad application throughout the City.
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L. “PPB Rules” means the rules of the Procurement Policy Board as set forth in Title
9 of the Rules of the City of New York (“RCNY™), § 1-01 et seq.

M. “SBS” means the New York City Department of Small Business Services.

N. “State” means the State of New York.

ARTICLE 2 — REPRESENTATIONS, WARRANTIES, CERTIFICATIONS, AND
DISCLOSURES

Section 2.01 Procurement of Agreement

A. The Contractor represents and warrants that, with re§pect to securing or soliciting
this Agreement, the Contractor is in compliance with the requitements of the New York State
Lobbying Law (Legislative Law §§ 1-a et seq.). The Contractor makes, such representation and
warranty to induce the City to enter into this Agreement and the City relies upon such
representation and warranty in the execution of this Agréement.

B. For any breach or violation of the representatiofi and warranty set forth in Paragraph
A above, the Commissioner shall have the right to annul this Agreement without liability, entitling
the City to recover all monies paid to the Contractor; and the Contractor shall not make claim for,
or be entitled to recover, any sum or sums due under this Agreement. The rights and remedies of
the City provided in this Section 2.01(B) are not exclusive,and are in addition to all other rights
and remedies allowed by Law or under this Agreement.

Section 2.02 Conflicts of Interest

A. The Contractor teprésents and warrants that neither it nor any of its directors,
officers, members, partners or employees, has any interest nor shall they acquire any interest,
directly or indireefly, which conflicts in any manner or degree with the performance of this
Agreement. The Contractor further represents and warrants that no person having such interest or
possible interest shall be employed by or connected with the Contractor in the performance of this
Agreement.

B. Consistent with Charter § 2604 and other related provisions of the Charter, the
Admin. Code and the New York State Penal Law, no elected official or other officer or employee
of the City, nor any person whose salary is payable, in whole or in part, from the City Treasury,
shall participate in any decision relating to this Agreement which affects his or her personal interest
or the interest of any corporation, partnership or other entity in which he or she is, directly or
indirectly, interested; nor shall any such official, officer, employee, or person have any interest in,
or in the proceeds of, this Agreement. This Section 2.02(B) shall not prevent directors, officers,
members, partners, or employees of the Contractor from participating in decisions relating to this
Agreement where their sole personal interest is in the Contractor.

C. The Contractor shall not employ a person or permit a person to serve as a member
of the Board of Directors or as an officer of the Contractor if such employment or service would
violate Chapter 68 of the Charter.

5
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Section 2.03 Certification Relating to Fair Practices

A. The Contractor and each person signing on its behalf certifies, under penalties of
perjury, that to the best of its, his or her knowledge and belief:

L. The prices and other material terms set forth in this Agreement have been
arrived at independently, without collusion, consultation, communication, or agreement
with any other bidder or proposer or with any competitor as to any matter relating to such
prices or terms for the purpose of restricting competition;

2 Unless otherwise required by Law or where a schedule of rates or prices is
uniformly established by a government agency through regulation, policy, or directive, the
prices and other material terms set forth in this Agreementthat have been quoted in this
Agreement and on the bid or proposal submitted by theé, Contractor have not been
knowingly disclosed by the Contractor, directly or<indirectly; to any other bidder or
proposer or to any competitor prior to the bid or prepoesal opening; and

3. No attempt has been made or will be made by the Contractor to induce any
other person or entity to submit or not to submit a‘bid or proposal for the purpose of
restricting competition.

B. The fact that the Contractor (i) has published price lists, rates, or tariffs covering
items being procured, (ii) has informed prospective customers of proposed or pending publication
of new or revised price lists for such items, or (iii) has sold the same items to other customers at
the same prices and/or terms being bid or proposed, does not constitute, without more, a disclosure
within the meaning of this Seetion 2.03!

Section 2.04 Disclosures Relating to Vendor Responsibility

The Contractor represents and warrants that it has duly executed and filed all disclosures
as applicable, ifi accordance with Admin. Code § 6-116.2, PPB Rule § 2-08, and the policies and
procedures of the Mayor’s Office of Contract Services. The Contractor acknowledges that the
Department’s reliance, on the €ompleteness and veracity of the information stated therein is a
material condition to the execution of this Agreement, and the Contractor represents and warrants
that the information it and its principals have provided is accurate and complete.

Section 2.05 Disclosure Relating to Bankruptcy and Reorganization

If the Contractor files for bankruptcy or reorganization under Chapter Seven or Chapter
Eleven of the United States Bankruptcy Code, the Contractor shall disclose such action to the
Department within seven days of filing.

Section 2.06 Authority to Execute Agreement

The Contractor represents and warrants that: (i) its execution, delivery and performance of
this Agreement have been duly authorized by all necessary corporate action on its part; (ii) it has

6
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all necessary power and authority to execute, deliver and perform its obligations under this
Agreement; and (iii) once executed and delivered, this Agreement will constitute its legal, valid
and binding obligation, enforceable in accordance with its terms.

ARTICLE 3 - ASSIGNMENT AND SUBCONTRACTING
Section 3.01 Assignment

A. The Contractor shall not assign, transfer, convey, or otherwise dispose of this
Agreement, or the right to execute it, or the right, title, or interest in or to it or any part of it, or
assign, by power of attorney or otherwise, any of the monies due or to become due under this
Agreement, without the prior written consent of the Commissioner. The giving of any such consent
to a particular assignment shall not dispense with the necessity of such consent to any further or
other assignments. Any such assignment, transfer, conveyance, 0r other disposition without such
written consent shall be void.

B. Before entering into any such assignment, transfer, conveyance, or other disposal
of this Agreement, the Contractor shall submit a written request for approval to the Department
giving the name and address of the proposed assignee. The ptoposed assignee’s disclosure that is
required by PPB Rule § 2-08(e) must be submitted within 30 Days after the ACCO has granted
preliminary written approval of the proposed assignee, if required. Upon the request of the
Department, the Contractor shall provide any othérinformation. demonstrating that the proposed
assignee has the necessary facilities, skill, integrity, pastexperience, and financial resources to
perform the specified services in accordance with the terms and conditions of this Agreement. The
Department shall make a final détermination in writing approving or disapproving the assignee
after receiving all requested information.

C. Failure to obtain the prior written consent to such an assignment, transfer,
conveyance, or other disposition may result in the revocation and annulment of this Agreement, at
the option of the Commissioner. The City shall thereupon be relieved and discharged from any
further liabilitysand obligation to the Contractor, its assignees, or transferees, who shall forfeit all
monies earned under this Agreement, except so much as may be necessary to pay the Contractor’s
employees.

D. The provisions of this Section 3.01 shall not hinder, prevent, or affect an assignment
by the Contractor for the benefit of its creditors made pursuant to the Laws of the State.

E. This Agreement may be assigned, in whole or in part, by the City to any
corporation, agency, or instrumentality having authority to accept such assignment. The City shall
provide the Contractor with written notice of any such assignment.

Section 3.02 Subcontracting

A. In accordance with PPB Rule § 4-13, all subcontractors must be approved by the
Department prior to commencing work under a subcontract, which approval shall not be
unreasonably withheld or delayed. Contractor’s Key Subcontractors as of the Effective Date are

7
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set forth in Schedule B hereto below.

1. Approval when subcontract is $20,000 or less. The Department hereby
grants approval for all subcontractors providing services covered by this Agreement
pursuant to a subcontract in an amount that does not exceed $20,000.00. The Contractor
must submit monthly reports to the Department listing all such subcontractors and shall list
the subcontractor in the City’s Payee Information Portal (www.nyc.gov/pip).

2. Approval when subcontract is greater than 320,000.

a. The Contractor shall not enter into any subcontract for an amount greater
than $20,000.00 without the prior approval by the Department.

b.  Prior to entering into any subcontract for an amount greater than
$20,000.00, the Contractor shall submit a writtenl request for the approval of the
proposed subcontractor to the Department giving the name and address of the
proposed subcontractor, the portion of the work and materials that it is to perform
and furnish, and the estimated cost of‘the subcontract. If the subcontractor is
providing professional services undér this Agreement for which professional
liability insurance or errors and omissions inSurance is reasonably commercially
available, the Contractor shall submit proof of professional liability insurance in
the amount required by Article.7. In addition, the Contractor shall list the proposed
subcontractor in the City’s PayeeInformation Portal (www.nyc.gov/pip) and
provide the following information: maximum subcontract value, description of
subcontractor work, start and end date of the subcontract, and the subcontractor’s
industry.!

c. Upon receipt of the. information required above, the Department in its
discretion may grant or deny preliminary approval for the Contractor to contract
with the.subcontractor.

" Assistance establishing @ Payee Information Portal account and using the system may be obtained
by emailing the Financial Information Services Agency Help Desk at pip@fisa.nyc.gov.


http://www.nyc.gov/pip)
http://www.nyc.gov/pip
mailto:pip@fisa.nyc.gov
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B.
effectively acc

d. The Department shall notify the Contractor within 30 Days whether
preliminary approval has been granted. If preliminary approval is granted, the
Contractor shall provide such documentation as may be requested by the
Department to show that the proposed subcontractor has the necessary facilities,
skill, integrity, past experience and financial resources to perform the required
work, including, the proposed subcontract and/or any of the items listed in PPB
Rule 4-13(d)(3).

e. Upon receipt of all relevant documentation, the Department shall notify the
Contractor in writing within 15 days whether the proposed subcontractor is
approved. If the proposed subcontractor is not approveds the Contractor may submit
another proposed subcontractor unless the Contractor decides to do the work. No
subcontractor shall be permitted to perform.work unless approved by the
Department.

f. For proposed subcontracts that doMot exceed $25,000.00, the Department’s
approval shall be deemed granted if the Depattment does not issue a written
approval or disapproval within 45 Days of the Department’s receipt of the written
request for approval or, if PPB Rule 2-08(€) 1s applicable, within 45 Days of the
Department’s acknowledgednreceipt of fully completed disclosures for the
subcontractor.

All subcontracts must be in writings All subcontracts shall contain provisions that
omplish the following:

1. The work performed.by the subcontractor must be in accordance with the

terms of the Agreement between the City and the Contractor;

2. Nothing contained in the agreement between the Contractor and the

subcontractor shall impair the rights of the City;

3. Nothing /contained in the agreement between the Contractor and the

subcontractor, or undér the Agreement between the City and the Contractor, shall create
any contractual relation between the subcontractor and the City; and

Article

4. The subcontractor specifically agrees to be bound by Section 4.05(D) and
5 of this Appendix A and specifically agrees that the City may enforce such

provisions directly against the subcontractor as if the City were a party to the subcontract.

C.
and omissions
subcontractors

D.

The Contractor agrees that it is as fully responsible to the Department for the acts
of its subcontractors and of persons either directly or indirectly employed by such
as it is for the acts and omissions of any person directly employed by it.

For determining the value of a subcontract, all subcontracts with the same

subcontractor shall be aggregated.
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The Department may revoke the approval of a subcontractor granted or deemed granted
pursuant to Section 3.02(A) if revocation is deemed to be in the interest of the City in
writing on no less than 10 Days’ notice unless a shorter period is warranted by
considerations of health, safety, integrity issues, or other similar factors. Upon the
effective date of such revocation, the Contractor shall cause the subcontractor to cease all
work under the Agreement. The City shall not incur any further obligation for services
performed by such subcontractor pursuant to this Agreement beyond the effective date of
the revocation. The City shall pay for services provided by the subcontractor in
accordance with this Agreement prior to the effective date of revocation. In the event the
Department revokes approval of a subcontractor, Contractor will have a reasonable
period of time, not to exceed 90 days (unless the parties agree a shorter period is
warranted by considerations of health, safety, integrity issues, or other similar factors), to
get approval for and engage a replacement for such subcontractor. ,

E. The Department’s approval of a subcontractor shall not relieve the Contractor of
any of its responsibilities, duties, and liabilities under this¢Agreement. At the request of the
Department, the Contractor shall provide the Department a‘€opy of any subcontract.

F. Individual employer-employee contracts are ot subcontracts subject to the
requirements of this Section 3.02.

G. The Contractor shall report imthe City’s Payee Information Portal payments made
to each subcontractor within 30 days of making the;payment. If any of the information provided
in accordance with Section 3.02(A)(2)(b) ‘changes during the term of this Agreement, the
Contractor shall update the information in such Portal accordingly. Failure of the Contractor to list
a subcontractor and/or to report‘subcontractor payments in a timely fashion may result in the
Department declaring the Contractor in default of the Agreement and will subject Contractor to
liquidated damages in the amount of $100.per day for each day that the Contractor fails to identify
a subcontractor along with the required information about the subcontractor and/or fails to report
payments to a subcontraetor, beyond the time frames set forth herein or in the notice from the City.

ARTICLE 4 - LABOR PROVISIONS

Section 4.01 Independent Contractor Status

The Contractor and the City agree that the Contractor is an independent contractor and not
an employee, subsidiary, affiliate, division, department, agency, office, or unit of the City.
Accordingly, the Contractor and its employees, officers, and agents shall not, by reason of this
Agreement or any performance pursuant to or in connection with this Agreement, assert the
existence of any relationship or status on the part of the Contractor, with respect to the City, that
differs from or is inconsistent with that of an independent contractor.

10
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Section 4.02 Employees and Subcontractors

All persons who are employed by the Contractor and all the Contractor’s subcontractors
(including without limitation, consultants and independent contractors) that are retained to perform
services under or in connection with this Agreement are neither employees of the City nor under
contract with the City. The Contractor, and not the City, is responsible for their work, direction,
compensation, and personal conduct while the Contractor is engaged under this Agreement.
Nothing in this Agreement, and no entity or person’s performance pursuant to or in connection
with this Agreement, shall create any relationship between the City and the Contractor’s
employees, agents, subcontractors, or subcontractor’s employees or agents (including without
limitation, a contractual relationship, employer-employee relationship,or quasi-employer/quasi-
employee relationship) or impose any liability or duty on the City (i) for or on account of the acts,
omissions, liabilities, rights or obligations of the Contractof, its. employees or agents, its
subcontractors, or its subcontractor’s employees or agents (including without limitation,
obligations set forth in any collective bargaining agreement); or (ii) for taxes of any nature; or (iii)
for any right or benefit applicable to an official or empleyee of the City or to any officer, agent, or
employee of the Contractor or any other entity’ (including without limitation, Workers’
Compensation coverage, Employers’ Liability ‘coveragé, Disability Benefits coverage,
Unemployment Insurance benefits, Social Security coverage, employee health and welfare benefits
or employee retirement benefits, membership or credit). The Contractor and its employees,
officers, and agents shall not, by reason of this Agreement or any performance pursuant to or in
connection with this Agreement, (i) hold themselves out asy.or claim to be, officials or employees
of the City, including any department, agency, office, or unit of the City, or (ii) make or support
in any way on behalf of or for thé benefit of the Contractor, its employees, officers, or agents any
demand, application, or claim upon or against the City for any right or benefit applicable to an
official or employee of the City or to any officer, agent, or employee of the Contractor or any other
entity. Except as specifically stated in this Agreement, nothing in the Agreement and no
performance pursuanttesor.in connection with the Agreement shall impose any liability or duty on
the City to any perSon or entity whatsoever.

Section 4.03 Removal of Individuals Performing Work

The Contractor shall‘not have anyone perform work under this Agreement who is not
competent, faithful, and skilled in the work for which he or she shall be employed. Whenever the
Commissioner shall inform the Contractor, in writing, that any individual is, in his or her opinion,
incompetent, unfaithful, or unskilled, such individual shall no longer perform work under this
Agreement. Prior to making a determination to direct a Contractor that an individual shall no longer
perform work under this Agreement, the Commissioner shall provide the Contractor an
opportunity to be heard on no less than five Days’ written notice. The Commissioner may direct
the Contractor to prohibit the individual from performing work under the Agreement pending the
opportunity to be heard and the Commissioner’s determination.

11
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Section 4.04 Minimum Wage; Living Wage

A. Except for those employees whose minimum wage is required to be fixed in
accordance with N.Y. Labor Law §§ 220 or 230 or by Admin. Code § 6-109, all persons employed
by the Contractor in the performance of this Agreement shall be paid, without subsequent
deduction or rebate, unless expressly authorized by Law, not less than the minimum wage as
prescribed by Law. Any breach of this Section 4.04 shall be deemed a material breach of this
Agreement.

B. If this Agreement involves the provision of homecare services, day care services,
head start services, services to persons with cerebral palsy, buildifig services, food services, or
temporary services, as those services are defined in Admin. Code § 6-109 (“Section 6-109”), in
accordance with Section 6-109, the Contractor agrees as follows:

1. The Contractor shall comply with the requirements.of Section 6-109,
including, where applicable, the payment of €ither a prevailing wage or a living wage, as
those terms are defined in Section 6-109.

2. The Contractor shall not retaliate, discharge, demote, suspend, take adverse
employment action in the terms and eonditions of employment or otherwise discriminate
against any employee for reporting or asserting a vielation of Section 6-109, for seeking or
communicating information regarding rights conferred by Section 6-109, for exercising
any other rights protected under Section 6-109, or for participating in any investigatory or
court proceeding relating to Section 6-109. This protection shall also apply to any employee
or his or her representative who in-good faith alleges a violation of Section 6-109, or who
seeks or communicates, information regarding rights conferred by Section 6-109 in
circumstances-where he or she in good faith believes it applies.

3. The Contractor shall maintain original payroll records for each of its
covered employees reflecting the days and hours worked on contracts, projects, or
assignments that are subject to the requirements of Section 6-109, and the wages paid and
benefits provided forsuch hours worked. The Contractor shall maintain these records for
the duration of the term of this Agreement and shall retain them for a period of four years
after completion of this Agreement. For contracts involving building services, food
services, or temporary services, the Contractor shall submit copies of payroll records,
certified by the Contractor under penalty of perjury to be true and accurate, to the
Department with every requisition for payment. For contracts involving homecare, day
care, head start or services to persons with cerebral palsy, the Contractor shall submit either
certified payroll records or categorical information about the wages, benefits, and job
classifications of covered employees of the Contractor, and of any subcontractors, which
shall be the substantial equivalent of the information required in Section 6- 109(2)(a)(iii).

12
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4. The Contractor and all subcontractors shall pay all covered employees by
check and shall provide employees check stubs or other documentation at least once each
month containing information sufficient to document compliance with the requirements of
the Living Wage Law concerning living wages, prevailing wages, supplements, and health
benefits. In addition, if this Agreement is for an amount greater than
$1,000,000.00, checks issued by the Contractor to covered employees shall be generated
by a payroll service or automated payroll system (an in-house system may be used if
approved by the Department). For any subcontract for an amount greater than
$750,000.00, checks issued by a subcontractor to covered employees shall be generated by
a payroll service or automated payroll system (an in-house system may be used if approved
by the Department).

5. The Department will provide written notices o the Contractor, prepared by
the Comptroller, detailing the wages, benefits, and othér protections to which covered
employees are entitled under Section 6-109. Such nétices will.be provided in English,
Spanish and other languages spoken by ten percént or more of ‘a covered employer’s
covered employees. Throughout the term of this?Agreement, the Contractor shall post in a
prominent and accessible place at every work site and provide each covered employee a
copy of the written notices provided by the Department. The Contractor shall provide the
notices to its subcontractors and require them to bé posted and provided to each covered
employee.

6. The Contractor shall' ensure thatwits subcontractors comply with the
requirements of Section 6-109, and shall provide written notification to its subcontractors
of those requirements. All'subcontracts made by the Contractor shall be in writing and shall
include provisions relating to the wages, supplements, and health benefits required by
Section 6-109. Nof work may be.performed by a subcontractor employing covered
employees prior to the .Contractor entering into a written subcontract with the
subcontractor.

7. Each year throughout the term of the Agreement and whenever requesting
the Depattment’s approval of a subcontractor, the Contractor shall submit to the
Department an updated /certification, as required by Section 6-109 and in the form of the
certification attached’ to this Agreement, identifying any changes to the current
certification.

8. Failure to comply with the requirements of Section 6-109 may, in the
discretion of the Department, constitute a material breach by the Contractor of the terms of
this Agreement. If the Contractor and/or subcontractor receives written notice of such a
breach and fails to cure such breach within 30 Days, the City shall have the right to pursue
any rights or remedies available under this Agreement or under applicable law, including
termination of the Agreement. If the Contractor fails to perform in accordance with any of
the requirements of Section 6-109 and fails to cure such failure in accordance with the
preceding sentence, and there is a continued need for the service, the City may obtain from
another source the required service as specified in the original Agreement, or
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any part thereof, and may charge the Contractor for any difference in price resulting from
the alternative arrangements, and may, as appropriate, invoke such other sanctions as are
available under the Agreement and applicable law. In addition, the Contractor agrees to
pay for all costs incurred by the City in enforcing the requirements of Section 6-109,
including the cost of any investigation conducted by or on behalf of the Department or the
Comptroller, where the City discovers that the Contractor or its subcontractor(s) failed to
comply with the requirements of this Section 4.04(B) or of Section 6-109. The Contractor
also agrees, that should it fail or refuse to pay for any such investigation, the Department
is hereby authorized to deduct from a Contractor‘s account an amount equal to the cost of
such investigation.

Section 4.05 Non-Discrimination in Employment

A. General Prohibition. To the extent required by law, the Contractor shall not
unlawfully discriminate against any employee or applicant fof employment because of actual or
perceived age, religion, religious practice, creed, sex, gender, gender identity or gender expression,
sexual orientation, status as a victim of domestic violefice, stalking, and sex offenses, familial
status, partnership status, marital status, caregiver status, pregnancy, childbirth or related medical
condition, disability, presence of a service animal, predisposing genetic characteristics, race, color,
national origin (including ancestry), alienage, citizenship status, political activities or recreational
activities as defined in N.Y. Labor Law 201-d, arrest or conviction record, credit history, military
status, uniformed service, unemployment status, salary history, or any other protected class of
individuals as defined by City, State or Federal laws, rules or regulations. The Contractor shall
comply with all statutory and regulatory obligations to provide reasonable accommodations to
individuals with disabilities, dueo pregnancy, childbirth, or a related medical condition, due to
status as a victim of domestic #1olence, stalking, or sex offenses, or due to religion.

B. N.Y. Labor Law.§ 220-¢. If this Agreement is for the construction, alteration or
repair of any public_building or public work or for the manufacture, sale, or distribution of
materials, equipment, or supplies, the Contractor agrees, as required by N.Y. Labor Law § 220-e,
that:

L. In the hiring of employees for the performance of work under this
Agreement or any subcontract hereunder, neither the Contractor, subcontractor, nor any
person acting on behalf of such Contractor or subcontractor, shall by reason of race, creed,
color, disability, sex or national origin discriminate against any citizen of the State of New
York who is qualified and available to perform the work to which the employment relates;

2. Neither the Contractor, subcontractor, nor any person on his or her behalf
shall, in any manner, discriminate against or intimidate any employee hired for the
performance of work under this Agreement on account of race, creed, color, disability, sex
or national origin;
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3. There may be deducted from the amount payable to the Contractor by the
City under this Agreement a penalty of $50.00 for each person for each calendar day during
which such person was discriminated against or intimidated in violation of the provisions
of this Agreement; and

4. This Agreement may be terminated by the City, and all monies due or to
become due hereunder may be forfeited, for a second or any subsequent violation of the
terms or conditions of this Section 4.05.

The provisions of this Section 4.05(B) shall be limited to operations performed within the
territorial limits of the State of New York.

C. Admin. Code § 6-108. If this Agreement is for the construction, alteration or repair
of buildings or the construction or repair of streets or highways; or for the manufacture, sale, or
distribution of materials, equipment or supplies, the Contractoragrees, asrequired by Admin. Code
§ 6-108, that:

L. It shall be unlawful for any person engaged in the construction, alteration or
repair of buildings or engaged in the construction or répair of streets or highways pursuant
to a contract with the City or engaged in the manufacture, sale or distribution of materials,
equipment or supplies pursuant to a_contract with the City to refuse to employ or to refuse
to continue in any employment any ‘person on account of the race, color or creed of such
person.

2. It shall beainlawful for any person or any servant, agent or employee of any
person, described in Section 4.05(C)(1) above, to ask, indicate or transmit, orally or in
writing, directly ordndirectly,the race, color, creed or religious affiliation of any person
employed or seeking employment from such person, firm or corporation.

Breach of the foregoing.provisions shall be deemed a breach of a material provision of this
Agreement.

Any person, or theé.employee, manager or owner of or officer of such firm or corporation who shall
violate any of the provisions of this Section 4.05(C) shall, upon conviction thereof, be punished
by a fine of not more than $100.00 or by imprisonment for not more than 30 Days, or both.

D. E.O. 50 -- Equal Employment Opportunity

L. This Agreement is subject to the requirements of City Executive Order No.
50 (1980) (“E.O. 50”), as revised, and the rules set forth at 66 RCNY §§ 10-01 et seq. No
agreement will be awarded unless and until these requirements have been complied with

in their entirety. The Contractor agrees that it:

a. Will not discriminate unlawfully against any employee or applicant for
employment because of race, creed, color, national origin, sex, age, disability,
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marital status, sexual orientation or citizenship status with respect to all
employment decisions including, but not limited to, recruitment, hiring, upgrading,
demotion, downgrading, transfer, training, rates of pay or other forms of
compensation, layoff, termination, and all other terms and conditions of
employment;

b.  Will not discriminate unlawfully in the selection of subcontractors on the
basis of the owners’, partners’ or shareholders’ race, color, creed, national origin,
sex, age, disability, marital status, sexual orientation, or citizenship status;

c. Will state in all solicitations or advertisements for employees placed by or
on behalf of the Contractor that all qualified applicants will receive consideration
for employment without unlawful discrimination.based on race, color, creed,
national origin, sex, age, disability, marital statuss sexual orientation or citizenship
status, and that it is an equal employment oppefttunity employer;

d. Will send to each labor organization or representative of workers with
which it has a collective bargaining agreement or other contract or memorandum
of understanding, written notification: of .its equal employment opportunity
commitments under E.O. 50 and the rules and regulations promulgated thereunder;

e. Will furnish before this Agreement is awarded all information and reports
including an Employment Report which are required by E.O. 50, the rules and
regulations promulgated thereundef, and orders of the SBS, Division of Labor
Services (“DLS”)s and

£ Willpermit DLS to-have access to all relevant books, records, and accounts
for the purposes of investigation to ascertain compliance with such rules,
regulations,.and orders.

2. The Contractor understands that in the event of its noncompliance with the
nondiscrimination clauses of this Agreement or with any of such rules, regulations, or
orders, such noncompliance shall constitute a material breach of this Agreement and
noncompliance with E.O. 50 and the rules and regulations promulgated thereunder. After
a hearing held pursuant to the rules of DLS, the Director of DLS may direct the
Commissioner to impose any or all of the following sanctions:

a. Disapproval of the Contractor; and/or

b. Suspension or termination of the Agreement; and/or

c. Declaring the Contractor in default; and/or
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d. In lieu of any of the foregoing sanctions, imposition of an employment
program.

3. Failure to comply with E.O. 50 and the rules and regulations promulgated
thereunder in one or more instances may result in the Department declaring the Contractor
to be non-responsible.

4. The Contractor agrees to include provisions that effectively accomplish the
purpose of the foregoing Sections 4.05(D)(1)-(3) in every subcontract or purchase order in
excess of $100,000.00 to which it becomes a party unless exempted by E.O. 50 and the
rules and regulations promulgated thereunder, so that such provisions will be binding upon
each subcontractor or vendor. The Contractor will take such<action with respect to any
subcontract or purchase order as may be directed by the Director of DLS as a means of
enforcing such provisions including sanctions for noncompliance. A supplier of unfinished
products to the Contractor needed to produce the item eontracted for shall not be considered
a subcontractor or vendor for purposes of this Section 4.05(D)(4).

5. The Contractor further agrees that it will refrain from entering into any
subcontract or modification thereof subject t0, E.Of 50 and the rules and regulations
promulgated thereunder with a subcontractor. Who is not in compliance with the
requirements of E.O. 50 and the rulessand regulations promulgated thereunder. A supplier
of unfinished products to the Contractor néeded to produce the item contracted for shall
not be considered a subcontractor for purposes of this Section 4.05(D)(5).

6. Nothing contained in this Section 4.05(D) shall be construed to bar any
religious or denominational institution or organization, or any organization operated for
charitable or educational purposes,. that is operated, supervised or controlled by or in
connection with a religiousorganization, from lawfully limiting employment or lawfully
giving preferenee to persons of the same religion or denomination or from lawfully making
such selection as 1s calculated by such organization to promote the religious principles for
which itfs established or maintained.

Section 4.06 Paid Sick Leave Law
A. Introduction and General Provisions.

L. The Earned Sick Time Act, also known as the Paid Sick Leave Law
(“PSLL”), requires covered employees who annually perform more than 80 hours of work
in New York City to be provided with paid sick time.? Contractors of the City or of other
governmental entities may be required to provide sick time pursuant to the PSLL.

? Pursuant to the PSLL, if fewer than five employees work for the same employer, as determined pursuant Admin.
Code § 20-912(g), such employer has the option of providing such employees uncompensated sick time.
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2. The PSLL became effective on April 1, 2014, and is codified at Title 20,
Chapter 8, of the Admin. Code. It is administered by the City’s Department of Consumer
Affairs (“DCA”). DCA’s rules promulgated under the PSLL are codified at Chapter 7 of
Title 6 of the Rules of the City of New York (“Rules”).

3. The Contractor agrees to comply in all respects with the PSLL and the
Rules, and as amended, if applicable, in the performance of this Agreement. The Contractor
further acknowledges that such compliance is a material term of this Agreement and that
failure to comply with the PSLL in performance of this Agreement may result in its
termination.

4. The Contractor must notify the ACCO in writing within 10 Days of receipt
of a complaint (whether oral or written) regarding the PSLL involving the performance of
this Agreement. Additionally, the Contractor must cooperate with. DCA’s education efforts
and must comply with DCA’s subpoenas and other' document demands as set forth in the
PSLL and Rules.

5. The PSLL is summarized below for thé convenience of the Contractor. The
Contractor is advised to review the PSLL and Rules in their entirety. On the website
www.nyc.gov/PaidSickLeave there ate links to the PSLL and the associated Rules as well
as additional resources for employers, suchras Frequently Asked Questions, timekeeping
tools and model forms, and an event calendar of upecoming presentations and webinars at
which the Contractor can get more information about how to comply with the PSLL. The
Contractor acknowledges that. it is' responsible for compliance with the PSLL
notwithstanding any in€onsistent language contained herein.

B. Pursuant to the PSLL and the Rules: Applicability, Accrual, and Use.

L. An employee who works within the City of New York for more than eighty
hours in‘any consecutive 12-month period designated by the employer as its “calendar
year” pursuant to the PSLL (“Year”) must be provided sick time. Employers must provide
a minimum of one hour of sick time for every 30 hours worked by an employee and
compensation for such sick time must be provided at the greater of the employee’s regular
hourly rate or the minimum wage. Employers are not required to provide more than 40
hours of sick time to an employee in any Year.

2. An employee has the right to determine how much sick time he or she will
use, provided that employers may set a reasonable minimum increment for the use of sick
time not to exceed four hours per Day. In addition, an employee may carry over up to 40
hours of unused sick time to the following Year, provided that no employer is required to
allow the use of more than 40 hours of sick time in a Year or carry over unused paid sick
time if the employee is paid for such unused sick time and the employer provides the
employee with at least the legally required amount of paid sick time for such employee for
the immediately subsequent Year on the first Day of such Year.
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3. An employee entitled to sick time pursuant to the PSLL may use sick time
for any of the following:

a. such employee’s mental illness, physical illness, injury, or health condition
or the care of such illness, injury, or condition or such employee’s need for medical
diagnosis or preventive medical care;

b. such employee’s care of a family member (an employee’s child, spouse,
domestic partner, parent, sibling, grandchild, or grandparent, or the child or parent
of an employee’s spouse or domestic partner) who has a mental illness, physical
illness, injury or health condition or who has a need for medical diagnosis or
preventive medical care;

c. closure of such employee’s place of business by order of a public official
due to a public health emergency; or

d. such employee’s need to care fora child whose school or childcare provider
has been closed due to a public health emergency.

4. An employer must net:require an employee, as a condition of taking sick
time, to search for a replacement. However, an employer may require an employee to
provide: reasonable notice of the need to use sick time; reasonable documentation that the
use of sick time was needed for a reason above if for an absence of more than three
consecutive work days;@and/or written confirmation that an employee used sick time
pursuant to the PSLL.<However, an employer may not require documentation specifying
the nature of a medical condition orotherwise require disclosure of the details of a medical
condition as a condition of providing sick time and health information obtained solely due
to an employee’swuse of sick time pursuant to the PSLL must be treated by the employer as
confidential.

3. If an employer chooses to impose any permissible discretionary requirement
as a condition of using sick time, it must provide to all employees a written policy
containing these. requirements, using a delivery method that reasonably ensures that
employees receive the policy. If such employer has not provided its written policy, it may
not deny sick time to an employee because of non-compliance with such a policy.

6. Sick time to which an employee is entitled must be paid no later than the
payday for the next regular payroll period beginning after the sick time was used.

C. Exemptions and Exceptions. Notwithstanding the above, the PSLL does not apply
to any of the following:

L. an independent contractor who does not meet the definition of employee
under N.Y. Labor Law § 190(2);
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2. an employee covered by a valid collective bargaining agreement in effect
on April 1, 2014, until the termination of such agreement;

3. an employee in the construction or grocery industry covered by a valid
collective bargaining agreement if the provisions of the PSLL are expressly waived in such
collective bargaining agreement;

4. an employee covered by another valid collective bargaining agreement if
such provisions are expressly waived in such agreement and such agreement provides a
benefit comparable to that provided by the PSLL for such employee;

5. an audiologist, occupational therapist, physical therapist, or speech
language pathologist who is licensed by the New York State Department of Education and
who calls in for work assignments at will, determine$ his or her own schedule, has the
ability to reject or accept any assignment referredo him or her, and is paid an average
hourly wage that is at least four times the federal minimum wage;

6. an employee in a work study programdinder Section 2753 of Chapter 42 of
the United States Code;

7. an employee whose work s, compensated by a qualified scholarship
program as that term is defined in the Internal Revenue Code, Section 117 of Chapter 20
of the United States Code; or

8. a participant in a Work Experience Program (WEP) under N.Y. Social
Services Law § 336¢c.

D. Retaliation. Prohibited. An employer may not threaten or engage in retaliation
against an employée for exereising orattempting in good faith to exercise any right provided by
the PSLL. In addition, an employer may not interfere with any investigation, proceeding, or
hearing pursuant te the PSLL.

E. Notice of Rights.

L. An employer must provide its employees with written notice of their rights
pursuant to the PSLL. Such notice must be in English and the primary language spoken by
an employee, provided that DCA has made available a translation into such language.
Downloadable notices are available on DCA’s website at
http://www.nyc.gov/html/dca/html/law/PaidSickl eave.shtml.

2. Any person or entity that willfully violates these notice requirements is
subject to a civil penalty in an amount not to exceed $50.00 for each employee who was
not given appropriate notice.

20


http://www.nyc.gov/html/dca/html/law/PaidSickLeave.shtml

Appendix A January 2018 Edited for OLR
Medicare Advantage Group Agreement

F. Records. An employer must retain records documenting its compliance with the
PSLL for a period of at least three years, and must allow DCA to access such records in furtherance
of an investigation related to an alleged violation of the PSLL.

G. Enforcement and Penallties.

L. Upon receiving a complaint alleging a violation of the PSLL, DCA has the
right to investigate such complaint and attempt to resolve it through mediation. Within 30
Days of written notification of a complaint by DCA, or sooner in certain circumstances,
the employer must provide DCA with a written response and such other information as
DCA may request. If DCA believes that a violation of the PSLL has occurred, it has the
right to issue a notice of violation to the employer.

2. DCA has the power to grant an employeée or former employee all
appropriate relief as set forth in Admin. Code § 20-924(d). Such relief may include, among
other remedies, treble damages for the wages that should have been paid, damages for
unlawful retaliation, and damages and reinstatement for unlawful discharge. In addition,
DCA may impose on an employer found to have violated the PSLL civil penalties not to
exceed $500.00 for a first violation, $750.00 fora second violation within two years of the
first violation, and $1,000.00 for each succeeding violation within two years of the previous
violation.

H. More Generous Polices and Other Legal Requirements. Nothing in the PSLL is
intended to discourage, prohibit, diminish, or impair the adoption or retention of a more generous
sick time policy, or the obligation of an employer to comply with any contract, collective
bargaining agreement, employiment benefit plan or other agreement providing more generous sick
time. The PSLL provides minimum réquirements pertaining to sick time and does not preempt,
limit, or otherwise affect the applicability of any other law, regulation, rule, requirement, policy
or standard that provides.for greater accrual or use by employees of sick leave or time, whether
paid or unpaid, orthat extends other protections to employees. The PSLL may not be construed as
creating or impg@sing any requirément in conflict with any federal or state law, rule, or regulation.

Section 4.07 Whistleblower Protection Expansion Act

A. In accordance with Local Laws 30 and 33 of 2012, codified at Admin. Code §§ 6-
132 and 12-113, respectively,

L. Contractor shall not take an adverse personnel action with respect to an
officer or employee in retaliation for such officer or employee making a report of
information concerning conduct which such officer or employee knows or reasonably
believes to involve corruption, criminal activity, conflict of interest, gross mismanagement
or abuse of authority by any officer or employee relating to this Agreement to (i) the
Commissioner of the Department of Investigation, (ii) a member of
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the New York City Council, the Public Advocate, or the Comptroller, or (iii) the City
Chief Procurement Officer, ACCO, Agency head, or Commissioner.

2 If any of Contractor’s officers or employees believes that he or she has been
the subject of an adverse personnel action in violation of this Section 4.07, he or she shall
be entitled to bring a cause of action against Contractor to recover all relief necessary to
make him or her whole. Such relief may include but is not limited to: (i) an injunction to
restrain continued retaliation, (ii) reinstatement to the position such employee would have
had but for the retaliation or to an equivalent position, (iii) reinstatement of full fringe
benefits and seniority rights, (iv) payment of two times back pay, plus interest, and (v)
compensation for any special damages sustained as a result of the retaliation, including
litigation costs and reasonable attorney’s fees.

3. Contractor shall post a notice provided by the City (attached hereto) in a
prominent and accessible place on any site where work pursuant to the Agreement is
performed that contains information about:

a how its employees can repoft to the New York City Department of
Investigation allegations of fraud, false ¢laimss eriminality or corruption arising out
of or in connection with the Agreement; and

b. the rights and remedies afforded to its employees under Admin. Code §§ 7-
805 (the New York City False Claims Act) and 12-113 (the Whistleblower
Protection Expansion Act) for lawful acts taken in connection with the reporting of
allegations of fraud, false claims, criminality or corruption in connection with the
Agreement.

4. For the purposes of this Section 4.07, “adverse personnel action” includes
dismissal, demotion, suspension, disciplinary action, negative performance evaluation, any
action resulting in loss of staff, office space, equipment or other benefit, failure to appoint,
failure t6 promote, or any transfer or assignment or failure to transfer or assign against the
wishes of the affected officer or employee.

5. This Section 4.07 is applicable to all of Contractor’s subcontractors having
subcontracts with a value in excess of $100,000.00; accordingly, Contractor shall include
this Section 4.07 in all subcontracts with a value in excess of $100,000.00.

B. Section 4.07 is not applicable to this Agreement if it is valued at $100,000.00 or
less. Sections 4.07(A)(1), (2), (4), and (5) are not applicable to this Agreement if it was solicited
pursuant to a finding of an emergency. Section 4.07(A)(3) is neither applicable to this Agreement
if it was solicited prior to October 18, 2012 nor if it is a renewal of a contract executed prior to
October 18, 2012.
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ARTICLE 5 - RECORDS, AUDITS, REPORTS, AND INVESTIGATIONS
Section 5.01 Books and Records

The Contractor agrees to maintain accurate books, records, documents, and other evidence,
and to utilize appropriate accounting procedures and practices that sufficiently and properly reflect
all direct and indirect costs of any nature expended in the performance of this Agreement. To the
extent practicable, records pertaining to this Agreement shall be clearly demarcated and distinct
from all other records.

Section 5.02 Retention of Records

The Contractor agrees to retain all books, records, documents, other evidence relevant to
this Agreement, including those required pursuant to Section 5.01, for six years after the final
payment or expiration or termination of this Agreement,©r for a period otherwise prescribed by
Law, whichever is later. In addition, if any litigation,€laim, or audit concerning this Agreement
has commenced before the expiration of the six-yedr period, the books, records, documents, and
other evidence must be retained until the completion of suchditigation, claim, or audit. Any books,
records, documents, and other evidence that are created in an electronic format in the regular course
of business may be retained in an electronic format. Any books, records, documents, or other
evidence that are created in the regular course of business as a paper copy may be retained in an
electronic format provided that they satisfy the requirements of N.Y. Civil Practice Law and Rules
(“CPLR”) 4539(b), including the requirement that the reproduction is created in a manner “which
does not permit additions, delétions, or changes without leaving a record of such additions,
deletions, or changes.” Furthermore, the Contractor agrees to waive any objection to the
admissibility of any such books, records, documents, or other evidence on the grounds that such
documents do not satisfy CPLR 4539(b).

Section 503 Inspection

A. At any time during the Agreement or during the record retention period set forth in
Section 5.02, the City, including the Department and the Department’s Office of the Inspector
General, as well as City, State, and federal auditors and any other persons duly authorized by the
City shall, upon reasonable notice, have full access to and the right to examine and copy all books,
records, documents, and other evidence maintained or retained by or on behalf of the Contractor
pursuant to this Article 5. Notwithstanding any provision herein regarding notice of inspection, all
books, records, documents, and other evidence of the Contractor kept pursuant to this Agreement
shall be subject to immediate inspection, review, and copying by the Department’s Office of the
Inspector General, the Comptroller, and/or federal auditors without prior notice and at no
additional cost to the City. The Contractor shall make such books, records documents, and other
evidence available for inspection in the City of New York or shall reimburse the City for expenses
associated with the out-of-City inspection.

B. The Department shall have the right to have representatives of the Department or
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of the City, State or federal government present to observe the services being performed. If
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observation of particular services or activity would constitute a waiver of a legal privilege or
violate the Law or an ethical obligation under the New York Rules of Professional Conduct for
attorneys, National Association of Social Workers Code of Ethics or other similar code governing
the provision of a profession’s services in New York State, the Contractor shall promptly inform
the Department or other entity seeking to observe such work or activity. Such restriction shall not
act to prevent government representatives from inspecting the provision of services in a manner
that allows the representatives to ensure that services are being performed in accordance with this
Agreement.

C. The Contractor shall not be entitled to final payment until the Contractor has
complied with any request for inspection or access given under this Section 5.03, subject to
Paragraph D. below.

D. Notwithstanding the foregoing, all rights of inspection, examination, access and
copying set forth above shall be subject to the requirements and limitations of HIPAA.

Section 5.04 Audit

A. This Agreement and all books, records, documents, and other evidence required to
be maintained or retained pursuant to this Agreement, including all vouchers or invoices presented
for payment and the books, records, and other documents upon which such vouchers or invoices
are based (e.g., reports, cancelled checks, accounts, and all.other similar material), are subject to
audit by (i) the City, including the Comptroller, thé Department, and the Department’s Office of
the Inspector General, (ii) the State, (iii) the federal government, and (iv) other persons duly
authorized by the City. Such audits may include examination and review of the source and
application of all funds whéther from.the City, the State, the federal government, private sources,
or otherwise.

B. Audits by the City, including the Comptroller, the Department, and the
Department’s Office of the Inspector General, are performed pursuant to the powers and
responsibilities conferred by the Charter and the Admin. Code, as well as all orders, rules, and
regulations promulgated pursuant to the Charter and Admin. Code.

C. The Contractor shall submit any and all documentation and justification in support
of expenditures or fees under this Agreement as may be required by the Department and by the
Comptroller in the exercise of his/her powers under Law.

D. The Contractor shall not be entitled to final payment until the Contractor has
complied with the requirements of this Section 5.04, subject to Paragraph E. below.

E. Notwithstanding the foregoing, all rights of audit set forth above shall be subject to
the requirements and limitations of HIPAA.
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Section 5.05 No Removal of Records from Premises

Where performance of this Agreement involves use by the Contractor of any City books,
records, documents, or data (in hard copy, or electronic or other format now known or developed
in the future) at City facilities or offices, the Contractor shall not remove any such items or material
(in the format in which it originally existed, or in any other converted or derived format) from such
facility or office without the prior written approval of the Department’s designated official. Upon
the request by the Department at any time during the Agreement or after the Agreement has expired
or terminated, the Contractor shall return to the Department any City books, records, documents,
or data that has been removed from City premises.

Section 5.06 Electronic Records
As used in this Appendix A, the terms “books,” “records,” “documents,” and “other
evidence” refer to electronic versions as well as hard copy versions.

Section 5.07 Investigations Clause

A. The Contractor agrees to cooperate fully and faithfully with any investigation, audit
or inquiry conducted by a State or City agency or authority that is empowered directly or by
designation to compel the attendance of witnesses and to examine witnesses under oath, or
conducted by the Inspector General of a governmental agency that is a party in interest to the
transaction, submitted bid, submitted proposal, contract, lease, permit, or license that is the subject
of the investigation, audit or inquiry.

B.

L If any person who. has been advised that his or her statement, and any
information from such stateinent, will not be used against him or her in any subsequent
criminal proceeding refuses to testify before a grand jury or other governmental agency or
authority empowered directly or by designation to compel the attendance of witnesses and
to examine witnesses under oath concerning the award of or performance under any
transaction, agreement, lease, permit, contract, or license entered into with the City, or
State, or any political subdivision or public authority thereof, or the Port Authority of New
York and New Jerseys or any local development corporation within the City, or any public
benefit corporation organized under the Laws of the State, or;

2 If any person refuses to testify for a reason other than the assertion of his or
her privilege against self-incrimination in an investigation, audit or inquiry conducted by a
City or State governmental agency or authority empowered directly or by designation to
compel the attendance of witnesses and to take testimony under oath, or by the Inspector
General of the governmental agency that is a party in interest in, and is seeking testimony
concerning the award of, or performance under, any transaction, agreement, lease, permit,
contract, or license entered into with the City, the State, or any political subdivision thereof
or any local development corporation within the City, then;

C.
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6. The Commissioner or Agency Head whose agency is a party in interest to
the transaction, submitted bid, submitted proposal, contract, lease, permit, or license shall
convene a hearing, upon not less than five (5) Days written notice to the parties involved
to determine if any penalties should attach for the failure of a person to testify.

7. If any non-governmental party to the hearing requests an adjournment, the
Commissioner or Agency Head who convened the hearing may, upon granting the
adjournment, suspend any contract, lease, permit, or license pending the final
determination pursuant to Paragraph E below without the City incurring any penalty or
damages for delay or otherwise.

D. The penalties that may attach after a final determinatioh by the Commissioner or
Agency Head may include but shall not exceed:

L The disqualification for a period not to'exceed five years from the date of
an adverse determination for any person, or any entity of which such person was a member
at the time the testimony was sought, from submitting bids for, or transacting business with,
or entering into or obtaining any contract, lease, permitéor license with or from the City;
and/or

2 The cancellation or termination of any and all such existing City contracts,
leases, permits or licenses that the refusalito testify ¢oncerns and that have not been
assigned as permitted under this Agreement, not the proceeds of which pledged, to an
unaffiliated and unrelated institutional lender for fair value prior to the issuance of the
notice scheduling the hearing, without the City incurring any penalty or damages on
account of such cancellation or termination; monies lawfully due for goods delivered, work
done, rentals, or fee§ accrued prior.to the cancellation or termination shall be paid by the
City.

E. The'Commissiener or Agency Head shall consider and address in reaching his or
her determination and in assessing an appropriate penalty the factors in Paragraphs (1) and (2)
below. He or she may also consider, if relevant and appropriate, the criteria established in
Paragraphs (3) and (4) below, in addition to any other information that may be relevant and
appropriate:

L. The party’s good faith endeavors or lack thereof to cooperate fully and
faithfully with any governmental investigation or audit, including but not limited to the
discipline, discharge, or disassociation of any person failing to testify, the production of
accurate and complete books and records, and the forthcoming testimony of all other
members, agents, assignees or fiduciaries whose testimony is sought.

2 The relationship of the person who refused to testify to any entity that is a
party to the hearing, including, but not limited to, whether the person whose testimony is
sought has an ownership interest in the entity and/or the degree of authority and
responsibility the person has within the entity.
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3. The nexus of the testimony sought to the subject entity and its contracts,
leases, permits or licenses with the City.

4. The effect a penalty may have on an unaffiliated and unrelated party or
entity that has a significant interest in an entity subject to penalties under Paragraph D
above, provided that the party or entity has given actual notice to the Commissioner or
Agency Head upon the acquisition of the interest, or at the hearing called for in Paragraph
(C)(1) above gives notice and proves that such interest was previously acquired. Under
either circumstance, the party or entity must present evidence at the hearing demonstrating
the potential adverse impact a penalty will have on such person or entity.

F. Definitions

L. The term “license” or “permit” as used in this Section shall be defined as a
license, permit, franchise, or concession not granted as adnatter of right.

2 The term “person” as used in this Seetion shall be defined as any natural
person doing business alone or associated with another person or entity as a partner,
director, officer, principal or employee.

3. The term “entity” as used in this Section shall be defined as any firm,
partnership, corporation, associationjwer person that receives monies, benefits, licenses,
leases, or permits from or through the City, or. otherwise transacts business with the City.

4. The term “member” as usedin this Section shall be defined as any person
associated with another<person or entity as a partner, director, officer, principal, or
employee.

G. In addition to and notwithstanding any other provision of this Agreement, the
Commissioner or Ageney-Head may in his or her sole discretion terminate this Agreement upon
not less than three{(3) Days written notice in the event the Contractor fails to promptly report in
writing to the City Commissioner of Investigation any solicitation of money, goods, requests for
future employment or other benefits or thing of value, by or on behalf of any employee of the City
or other person or entity for any purpose that may be related to the procurement or obtaining of
this Agreement by the Contractor, or affecting the performance of this Agreement.

Section 5.08 Confidentiality

A. The Contractor agrees to hold confidential, both during and after the completion or
termination of this Agreement, all of the reports, information, or data, furnished to, or prepared,
assembled or used by, the Contractor under this Agreement. The Contractor agrees to maintain the
confidentiality of such reports, information, or data by using a reasonable degree of care, and using
at least the same degree of care that the Contractor uses to preserve the confidentiality of its own
confidential information. The Contractor agrees that such reports, information, or data shall not be
made available to any person or entity without the prior written approval of the Department. The
obligation under this Section 5.08 to hold reports, information or data confidential shall not apply
where the Contractor is legally required to disclose such reports, information or data, by virtue
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of a subpoena, court order, CMS or other governmental agency requirements, or otherwise
(“disclosure demand”), provided that the Contractor complies with the following: (1) the Contractor shall
provide advance notice to the Commissioner, in writing or by e-mail, that it received a disclosure demand
for to disclose such reports, information or data and (2) if requested by the Department, the Contractor shall
not disclose such reports, information, or data until the City has exhausted its legal rights, if any, to prevent
disclosure of all or a portion of such reports, information or data. The previous sentence shall not apply if
the Contractor is prohibited by law from disclosing to the Department the disclosure demand for such
reports, information or data.

B.  The Contractor shall provide notice to the Department within five business days of
the discovery by the Contractor of any breach of security, as defined in Admin. Code § 10-501(b),
of any unencrypted or encrypted data, where the encryption key has also been accessed or acquired,
in use by the Contractor that contains social security numbers or other personal identifying
information as defined in Admin. Code § 10-501 (“Personal Identifying Information’), where such
breach of security arises out of the acts or omissions of the’Contractor or its employees,
subcontractors, or agents. Upon the discovery of such security breach, the Contractor shall take
reasonable steps to remediate the cause or causes of such breach, and shall provide notice to the
Department of such steps. Contractor shall be responsiblée for providing netification to affected
individuals (including, where necessary, creditor monitoring services) and regulators as required
by law. In the event of such breach of security, without limiting any other right of the City, the
City shall have the right to withhold further payments underthis Agreement for the purpose of set-
off in sufficient sums to cover the costs of notifications and/or other actions mandated by any Law,
or administrative or judicial order, to address the breach. The City shall also have the right to
withhold further payments hereunder for the purpose of set-off in sufficient sums to cover the costs
of credit monitoring services for the victims of such a breach of security by a national credit
reporting agency, and/or any other.commercially feasonable preventive measure. The Department
shall provide the Contractor with written notice and a reasonable opportunity to comment on such
measures prior to implementation. Alternatively, at the City’s discretion, or if monies remaining to
be earned or paid under this Agreement are insufficient to cover the costs detailed above, the
Contractor shall pay directly for the costs, detailed above, if any.

C. The Contractor shall restrict access to confidential information to persons who have
a legitimate work related purpose to access such information. The Contractor agrees that it will
instruct its officers, employees, and agents to maintain the confidentiality of any and all
information required to be kept confidential by this Agreement.

D. The Contractor, and its officers, employees, and agents shall notify the Department,
at any time either during or after completion or termination of this Agreement, of any intended
statement to the press or any intended issuing of any material for publication in any media of
communication (print, news, television, radio, Internet, etc.) regarding the services provided or the
data collected pursuant to this Agreement at least 24 hours prior to any statement to the press or at
least five business days prior to the submission of the material for publication, or such shorter
periods as are reasonable under the circumstances. The Contractor may not issue any statement or
submit any material for publication that includes confidential information as prohibited by this
Section 5.08.
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E. At the request of the Department, the Contractor shall return to the Department any
and all confidential information in the possession of the Contractor or its subcontractors. If the
Contractor or its subcontractors are legally required to retain any confidential information, the
Contractor shall notify the Department in writing and set forth the confidential information that it
intends to retain and the reasons why it is legally required to retain such information. The
Contractor shall confer with the Department, in good faith, regarding any issues that arise from the
Contractor retaining such confidential information. If the Department does not request such
information or the Law does not require otherwise, such information shall be maintained in
accordance with the requirements set forth in Section 5.02.

F. A breach of this Section 5.08 shall constitute a material breach of this Agreement for
which the Department may terminate this Agreement pursuant to Adticle 10. The Department
reserves any and all other rights and remedies in the event of unauthorized disclosure.

ARTICLE 6 - COPYRIGHTS, PATENTS, INVENTIONS, AND ANTITRUST
Section 6.01 Copyrights and Ownership of ' Work Product

A. Any reports, documents, data, photographs, deliverables, and/or other materials
produced pursuant to this Agreement, and any.and all drafts and/or other preliminary materials in
any format related to such items produced pursuant.to this Agreement, shall upon their creation
become the exclusive property of the City, subject to.the requirements and limitations of HIPAA.

B. Any reports, documents, data, photographs, deliverables, and/or other materials
provided pursuant to this Agreement (“Copyrightable Materials™) shall be considered “work-
made-for-hire” within the meaning and purview of Section 101 of the United States Copyright Act,
17 U.S.C. § 101, and the City shall be the copyright owner thereof and of all aspects, elements,
and components thereof.in which copyright protection might exist. To the extent that the
Copyrightable Materials do» not qualify as “work-made-for-hire,” the Contractor hereby
irrevocably tranisfers, assigns and conveys exclusive copyright ownership in and to the
Copyrightable Materials to the City, free and clear of any liens, claims, or other encumbrances.
The Contractor shall, retain no copyright or intellectual property interest in the Copyrightable
Materials. The Copyrightable'Materials shall be used by the Contractor for no purpose other than
in the performance of this Agreement without the prior written permission of the City. The
Department may grant the Contractor a license to use the Copyrightable Materials on such terms
as determined by the Department and set forth in the license.

C. The Contractor acknowledges that the City may, in its sole discretion, register
copyright in the Copyrightable Materials with the United States Copyright Office or any other
government agency authorized to grant copyright registrations. The Contractor shall fully
cooperate in this effort, and agrees to provide any and all documentation necessary to accomplish
this.
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D. The Contractor represents and warrants that the Copyrightable Materials: (i) are
wholly original material not published elsewhere (except for material that is in the public domain);
(i1) do not violate any copyright Law; (iii) do not constitute defamation or invasion of the right of
privacy or publicity; and (iv) are not an infringement, of any kind, of the rights of any third party.
To the extent that the Copyrightable Materials incorporate any non-original material, the
Contractor has obtained all necessary permissions and clearances, in writing, for the use of such
non-original material under this Agreement, copies of which shall be provided to the City upon
execution of this Agreement.

E. If the services under this Agreement are supported by a federal grant of funds, the
federal and State government reserves a royalty-free, non-exclusive irrevocable license to
reproduce, publish, or otherwise use and to authorize others to use, forféderal or State government
purposes, the copyright in any Copyrightable Materials developed under this Agreement.

F. If the Contractor publishes a work dealing with any aspect of performance under
this Agreement, or with the results of such performance, the City shall have a royalty-free, non-
exclusive irrevocable license to reproduce, publish,<or otherwise use such work for City
governmental purposes.

Section 6.02 Patents and Inventions

The Contractor shall promptly and fully report to the Department any discovery or
invention arising out of or developed in the course of performance of this Agreement. If the
services under this Agreement are supported by.a federal grant of funds, the Contractor shall
promptly and fully report to the federal government for the federal government to make a
determination as to whether patent protection on such invention shall be sought and how the rights
in the invention or discovery, including rights under any patent issued thereon, shall be disposed
of and administered in order to protéct the public interest.

Section 6.03 Pre-existing Rights

In no case shall Sections 6.01 and 6.02 apply to, or prevent the Contractor from asserting
or protecting its rights.in any discovery, invention, report, document, data, photograph, deliverable,
or other material in connection with or produced pursuant to this Agreement that existed prior to
or was developed or discovered independently from the activities directly related to this
Agreement.

Section 6.04 Antitrust
The Contractor hereby assigns, sells, and transfers to the City all right, title, and interest in

and to any claims and causes of action arising under the antitrust laws of the State or of the United
States relating to the particular goods or services procured by the City under this Agreement.
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ARTICLE 7 - INSURANCE

Section 7.01 Agreement to Insure

The Contractor shall maintain the following types of insurance if and as indicated in
Schedule A (with the minimum limits and special conditions specified in Schedule A) throughout
the term of this Agreement, including any applicable guaranty period. All insurance shall meet the
requirements set forth in this Article 7. Wherever this Article 7 requires that insurance coverage
be “at least as broad” as a specified form (including all ISO forms), there is no obligation that the
form itself be used, provided that the Contractor can demonstrate that the alternative form or
endorsement contained in its policy provides coverage at least as broad as the specified form.

Section 7.02 Workers’ Compensation, Disability Benéfits, and Employers’ Liability
Insurance

A. The Contractor shall maintain worker§® compensation msurance, employers’
liability insurance, and disability benefits insurancesin accordance with Law on behalf of, or in
regard to, all employees providing services under this Agreement

B. Within 10 Days of award of.this Agreement or as otherwise specified by the
Department, and as required by N.Y. Workers’ ‘Compensation Law §§ 57 and 220(8), the
Contractor shall submit proof of Contractor’s workers’ ecompensation insurance and disability
benefits insurance (or proof of a legal exemption)to the Department in a form acceptable to the
New York State Workers’ Compénsation Board. ACORD forms are not acceptable proof of such
insurance. The following forms are acceptable:

1. Form C-105.2, Certificate of Workers’ Compensation Insurance;

2. Form U-26.3; State Insurance Fund Certificate of Workers’ Compensation
Insurance;

3. Form SI:12, Certificate of Workers’ Compensation Self-Insurance;

4. Form GSI1-105.2, Certificate of Participation in Worker’s Compensation
Group Self-Insurarnce;

5. Form DB-120.1, Certificate of Disability Benefits Insurance;
6. Form DB-155, Certificate of Disability Benefits Self-Insurance;
7. Form CE-200 — Affidavit of Exemption;

8. Other forms approved by the New York State Workers’ Compensation
Board; or
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9. Other proof of insurance in a form acceptable to the City.
Section 7.03 Other Insurance

A. Commercial General Liability Insurance. The Contractor shall maintain
commercial general liability insurance in the amounts specified in Schedule A covering operations
under this Agreement. Coverage must be at least as broad as the coverage provided by the most
recently issued ISO Form CG 00 01, primary and non-contributory, and “occurrence” based rather
than “claims-made.” Such coverage shall list the City, together with its officials and employees,
and any other entity that may be listed on Schedule A as an additional insured with coverage at
least as broad as the most recently issued ISO Form CG 20 10 or CG 20 26 and, if construction is
performed as part of the services, ISO Form CG 20 37.

B. Commercial Automobile Liability Insurance. If indicated. in Schedule A and/or if
vehicles are used in the provision of services under this Agteement, the Contractor shall maintain
commercial automobile liability insurance for liability drising out of ownership, maintenance or
use of any owned, non-owned, or hired vehicles to.be used in‘eonnection with this Agreement.
Coverage shall be at least as broad as the most recently issued ISO Form CA 00 01. If vehicles are
used for transporting hazardous materials, the commercial automobile liability insurance shall be
endorsed to provide pollution liability broadéned coverage for covered vehicles (endorsement CA
99 48) as well as proof of MCS-90.

C. Professional Liability Insurance.

1. If indicated in Schedule A, the Contractor shall maintain and submit
evidence of professional liability insurance or errors and omissions insurance appropriate
to the type(s) of such servicés to be provided under this Agreement. The policy or policies
shall cover thediability assumed by the Contractor under this Agreement arising out of the
negligent performance of professional services or caused by an error, omission, or
negligent act of the Contractor or anyone employed by the Contractor.

2. All subcontractors of the Contractor providing professional services under
this Agreement for which professional liability insurance or errors and omissions insurance
is reasonably commercially available shall also maintain such insurance in the amount
specified in Schedule A. At the time of the request for subcontractor approval, the
Contractor shall provide to the Department, evidence of such professional liability
insurance on a form acceptable to the Department.

3. Claims-made policies will be accepted for professional liability insurance.
All such policies shall have an extended reporting period option or automatic coverage of
not less than two years. If available as an option, the Contractor shall purchase extended
reporting period coverage effective on cancellation or termination of such insurance unless
a new policy is secured with a retroactive date, including at least the last policy year.
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D. Crime Insurance. 1f indicated in Schedule A, the Contractor shall maintain crime
insurance during the term of the Agreement in the minimum amounts listed in Schedule A. Such
insurance shall include coverage, without limitation, for any and all acts of employee theft
including employee theft of client property, forgery or alteration, inside the premises (theft of
money and securities), inside the premises (robbery or safe burglary of other property), outside the
premises, computer fraud, funds transfer fraud, and money orders and counterfeit money. The
policy shall name the Contractor as named insured and shall list the City as loss payee as its
interests may appear.

E. Cyber Liability Insurance. If indicated in Schedule A, the Contractor shall maintain
cyber liability insurance covering losses arising from operations under this Agreement in the
amounts listed in Schedule A. Contractor shall provide the City with certificates of insurance and
specific policy terms/endorsements with respect to cyber liability insurance. If additional insured
status is commercially available under the Contractor’s cybér liability.insurance, the insurance
shall cover the City, together with its respective officials and-employees, as.additional insured.

F. Other Insurance. The Contractor shall‘provide sueh other types of insurance in the
amounts specified in Schedule A.

Section 7.04 General Requirements for Insurance Coverage and Policies

A. Unless otherwise stated, all insurance required by Section 7.03 of this Agreement
must:

1. be provided by companies that may lawfully issue such policies;

2. have an A.M( Best rating of at least A- / VII, a Standard & Poor’s rating of
at least A, a Moody’s Investors Service rating of at least A3, a Fitch Ratings rating of at
least A- ora similarrating by any other nationally recognized statistical rating organization
acceptable to the New York City Law Department unless prior written approval is obtained
from the New York City Law Department; and

3. be primary (and non-contributing) to any insurance or self-insurance
maintained by the City (not applicable to professional liability insurance/errors and
omissions insurance) and any other entity listed as an additional insured in Schedule A.

B. The Contractor shall be solely responsible for the payment of all premiums for all

required insurance policies and all deductibles or self-insured retentions to which such policies are
subject, whether or not the City is an insured under the policy.
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C. The City and Contractor agree that with regard to any insurance required under
Section 7.03, Contractor may utilize a self-insurance retention, exceeding $1,000,000.00. Any such
self-insurance program shall provide the City and any other additional insured listed on Schedule
A with all rights that would be provided by traditional insurance required under this Article 7,
including but not limited to the defense obligations that insurers are required to undertake in
liability policies. Contractor agrees to disclose all deductibles and self-insured retentions on its
Certificates of Insurance (COIls) and agrees that the City is not responsible for self-insured
retentions or deductibles.

D. The limits of coverage for all types of insurance for the City, including its officials
and employees, and any other additional insured listed on Schedule A that must be provided to
such additional insured(s) shall be the greater of (i) the minimum limits$ set forth in Schedule A or
(i1) the limits provided to the Contractor as named insured under allprimary, excess, and umbrella
policies of that type of coverage.

Section 7.05 Proof of Insurance

A. For each policy required under Sectiofi, 7.03 and Schedule A of this
Agreement, the Contractor shall file proof of insurance and, where applicable, proof that the City,
including its officials and employees, is an additional insuréd with the Department within ten Days
of award of this Agreement. The following preof is acceptable:

L. A certificate of insurance accompanied by a completed certification of
insurance broker or agent (included in¢ Schedule A of this Agreement) and any
endorsements by which the City, including its officials and employees, have been made an
additional insured; or

2 A copy of thé insurance policy, including declarations and endorsements,
certified by an.authorized representative of the issuing insurance carrier.

B. Proof of insurance confirming renewals of insurance required under Section 7.03
must be submitted to the Department prior to the expiration date of the coverage. Such proof must
meet the requirements of Section 7.05(A).

C. The Contractor shall provide the City with a copy of any policy required under this
Article 7 in the event of a claim against the City or its officials or employees that the City believes
should be covered under such policy for which both (i) the insurer has not provided the City or its
officials or employees with a defense thereunder and (ii) the Contractor has failed to provide a
defense and failed to indemnify the City or its officials or employees.

D. Acceptance by the Commissioner of a certificate or a policy does not excuse the
Contractor from maintaining policies consistent with all provisions of this Article 7 (and ensuring
that subcontractors maintain such policies) or from any liability arising from its failure to do so.

E. If the Contractor receives notice, from an insurance company or other person, that
any insurance policy required under this Article 7 shall expire or be cancelled or terminated for
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any reason, the Contractor shall immediately forward a copy of such notice to both the address
referred to in Section 14.04 and Schedule A and to the New York City Comptroller, Attn: Office
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of Contract Administration, Municipal Building, One Centre Street, Room 1005, New York,
New York 10007.

Section 7.06 Miscellaneous

A. Whenever notice of loss, damage, occurrence, accident, claim, or suit related to
Contractor’s performance under this Agreement is required under a policy required by Section
7.03 and Schedule A, the Contractor shall provide the insurer with timely notice thereof on behalf
of the City. Such notice shall be given even where the Contractor may not be covered under such
policy if this Agreement requires that the City be an additional insured (for example, where one of
Contractor’s employees was injured). Such notice shall expressly specify that “this notice is being
given on behalf of the City of New York, including its officials and employees, as additional
insured” (such notice shall also include the name of any other entitylisted as an additional insured
on Schedule A) and contain the following information to the extent known: the number of the
insurance policy; the name of the named insured; the date anddocation of the damage, occurrence,
or accident; the identity of the persons or things injured, damaged, or lost; and the title of the claim
or suit, if applicable. The Contractor shall simultaneously send a copy of such notice to the City
of New York c/o Insurance Claims Specialist, Affirinative Litigation Division, New York City
Law Department, 100 Church Street, New York, New Yorfk 10007. If the Contractor fails to
comply with the requirements of this paragraph, the Contractor shall indemnify the City, together
with its officials and employees, and any other entity listed as an additional insured on Schedule
A for all losses, judgments, settlements and expensésy including reasonable attorneys’ fees, arising
from an insurer’s disclaimer of coverage citing late notice by.or on behalf of the City together with
its officials and employees, and any other entity listed as an additional insured on Schedule A.

B. The Contractor’s failure to maintain any of the insurance required by this Article 7
and Schedule A shall constitute a material breach of this Agreement. Such breach shall not be
waived or otherwise excused by any action or inaction by the City at any time.

C. Insurance coverage in the minimum amounts required in this Article 7 shall not
relieve the Confractor or its subcontractors of any liability under this Agreement, nor shall it
preclude the City from exercising any rights or taking such other actions as are available to it under
any other provisions ef this Agreement or Law.

D. With respect to insurance required by Section 7.03 and Schedule A (but not
including professional liability/errors and omissions insurance), the Contractor waives all rights
against the City, including its officials and employees, and any other entity listed as an additional
insured on Schedule A for any damages or losses that are covered under any insurance required
under this Article 7 (whether or not such insurance is actually procured or claims are paid
thereunder) or any other insurance applicable to the operations of the Contractor and/or its
subcontractors in the performance of this Agreement.

E. In the event the Contractor requires any subcontractor to maintain insurance with
regard to any operations under this Agreement and requires such subcontractor to list the
Contractor as an additional insured under such insurance, the Contractor shall ensure that such
entity also list the City, including its officials and employees, and any other entity listed as an additional
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insured on Schedule A as an additional insured. With respect to commercial general liability insurance,
such coverage must be at least as broad as the most recently issued ISO form CG 20 26.

ARTICLE 8 - PROTECTION OF PERSONS AND PROPERTY AND
INDEMNIFICATION

Section 8.01 Reasonable Precautions

The Contractor shall take all reasonable precautions to protect all persons and the property
of the City and of others from injury, damage, or loss resulting from the Contractor’s and/or its
subcontractors’ operations under this Agreement.

Section 8.02 Protection of City Property

The Contractor assumes the risk of, and shall be responsible for, any loss or damage to City
property, including property and equipment leased by theCity, used in the performance of this
Agreement, where such loss or damage is caused by négligence, any tortious act, or failure to
comply with the provisions of this Agreement or of Law by the Contractor, its officers, employees,
agents or subcontractors.

Section 8.03 Indemnification

To the fullest extent permitted by Law, the Confractor shall defend, indemnify, and hold
harmless the City, including its officials and employees, against any and all claims (even if the
allegations of the claim are witheut merit), judgments for damages on account of any injuries or
death to any person or damagé to any property, and costs and expenses to which the City or its
officials or employees, may be subject to_or which they may suffer or incur allegedly arising out
of any of the operations of the Confractor and/or its subcontractors under this Agreement to the
extent resulting from_any negligent act of commission or omission, any intentional tortious act,
and/or the failure to'comply with Law.or any of the requirements of this Agreement. Insofar as the
facts or Law relating to any of the foregoing would preclude the City or its officials or employees
from being completely indemnified by the Contractor, the City and its officials and employees
shall be partially indemnified by the Contractor to the fullest extent permitted by Law.

Section 8.04 Infringement Indemnification

To the fullest extent permitted by Law, the Contractor shall defend, indemnify, and hold
harmless the City, including its officials and employees, against any and all claims (even if the
allegations of the claim are without merit), judgments for damages, and costs and expenses to
which the City or its officials or employees, may be subject to or which they may suffer or incur
allegedly arising out of any infringement, violation, or unauthorized use of any copyright, trade
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secret, trademark or patent or any other property or personal right of any third party by the
Contractor and/or its employees, agents, or subcontractors in the performance of this Agreement.
To the fullest extent permitted by Law, the Contractor shall defend, indemnify, and hold harmless
the City and its officials and employees regardless of whether or not the alleged infringement,
violation, or unauthorized use arises out of compliance with the Agreement’s scope of
services/scope of work. Insofar as the facts or Law relating to any of the foregoing would preclude
the City and its officials and employees from being completely indemnified by the Contractor, the
City and its officials and employees shall be partially indemnified by the Contractor to the fullest
extent permitted by Law.

Section 8.05 Indemnification Obligations Not Limited By Insurance Obligation

The Contractor’s obligation to indemnify, defend and held harmless the City and its
officials and employees shall neither be (i) limited in any way by the Contractor’s obligations to
obtain and maintain insurance under this Agreement, nor (ii) adversely affected by any failure on
the part of the City or its officials or employees to avail themselves of the benefits of such
insurance.

Section 8.06 Actions By or Against Third Parties

A. If any claim is made or any aetion brought in.any way relating to this Agreement
other than an action between the City and the Contractor, the Contractor shall diligently render to
the City without additional compensation all assistance thatthe City may reasonably require of the
Contractor.

B. The Contractor'shall report to the Department in writing within five business days
of the initiation by or against the Contractor of any legal action or proceeding relating to this
Agreement.

Section 8.07 Withholding of Payments

A. If any claim is 'made or any action is brought against the City for which the
Contractor may be réquired to indemnify the City pursuant to this Agreement, the City shall have
the right to withhold further payments under this Agreement for the purpose of set-off in sufficient
sums to cover the said claim or action.

B. If any City property is lost or damaged as set forth in Section 8.02, except for
normal wear and tear, the City shall have the right to withhold payments under this Agreement for
the purpose of set-off in sufficient sums to cover such loss or damage.

C. The City shall not, however, impose a set-off in the event that an insurance

company that provided insurance pursuant to Section 7.03 above has accepted the City’s tender of
the claim or action without a reservation of rights.
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D. The Department may, at its option, withhold for purposes of set-off any monies due
to the Contractor under this Agreement up to the amount of any disallowances or questioned costs
resulting from any audits of the Contractor or to the amount of any overpayment to the Contractor
with regard to this Agreement.

E. The rights and remedies of the City provided for in this Section 8.07 are not
exclusive and are in addition to any other rights and remedies provided by Law or this Agreement.

Section 8.08 No Third Party Rights

The provisions of this Agreement shall not be deemed to create any right of action in favor
of third parties against the Contractor or the City or their respective officials and employees.

ARTICLE 9 - CONTRACT CHANGES
Section 9.01 Contract Changes

Changes to this Agreement may be made only as duly authorized by the ACCO or his or
her designee and in accordance with the PPB Rules. Any amendment or change to this Agreement
shall not be valid unless made in writing and signed by authorized representatives of both parties.
The Contractor deviates from the requirements of this Agreement without a duly approved and
executed change order document or written contractimodification or amendment at its own risk.

Section 9.02 Changes Through Fault of Contractor
If any change is required in the data, documents, deliverables, or other services to be
provided under this Agreement because.of negligence or error of the Contractor, no additional

compensation shall be paid to the'Contractor for making such change, and the Contractor is
obligated to make suchsehange without additional compensation.

ARTICLE 10 - TERMINATION, DEFAULT, REDUCTIONS IN FUNDING, AND
LIQUIDATED DAMAGES
Section 10.01 Termination by the City Without Cause

A. The City shall have the right to terminate this Agreement, in whole or in part,
without cause, in accordance with the provisions of Section 10.05.

B. In its sole discretion, the City shall have the right to terminate this Agreement, in

whole or in part, upon the request of the Contractor to withdraw from the Contract, in accordance
with the provisions of Section 10.05.
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C. If the City terminates this Agreement pursuant to this Section 10.01, the following
provisions apply. The City shall not incur or pay any further obligation pursuant to this Agreement
beyond the termination date set by the City pursuant to Section 10.05. The City shall pay for
services provided in accordance with this Agreement prior to the termination date. In addition, any
obligation necessarily incurred by the Contractor on account of this Agreement prior to receipt of
notice of termination and falling due after the termination date shall be paid by the City in
accordance with the terms of this Agreement. In no event shall such obligation be construed as
including any lease or other occupancy agreement, oral or written, entered into between the
Contractor and its landlord.

Section 10.02 Reductions in Federal, State, and/or City Funding

A. This Agreement is funded in whole or in part by funds secured from the federal,
State and/or City governments. Should there be a reduction ©r discontinuance of such funds by
action of the federal, State and/or City governments, the City shall have, in.its sole discretion, the
right to terminate this Agreement in whole or in part, 0r to reduce the funding and/or level of
services of this Agreement caused by such action by the federaly State and/or City governments,
including, in the case of the reduction option, but not limited to, the reduction or elimination of
programs, services or service components; the reduction or elimination of contract-reimbursable
staff or staff-hours, and corresponding reduetions in the budget of this Agreement and in the total
amount payable under this Agreement. Any reduction in funds pursuant to this Section 10.02(A)
shall be accompanied by an appropriate reduction in the setrvices performed under this Agreement,
subject to applicable law and CMS requirements.

B. In the case of the reduction option referred to in Section 10.02(A), above, any such
reduction shall be effective as of the.date set forth in a written notice thereof to the Contractor,
which shall be not less than 30 Day$ from the date of such notice. Prior to sending such notice of
reduction, the Department.shall advise the Contractor that such option is being exercised and afford
the Contractor an epportunity to make within seven Days any suggestion(s) it may have as to which
program(s), service(s), service component(s), staff or staff-hours might be reduced or eliminated,
provided, however, that the Department shall not be bound to utilize any of the Contractor’s
suggestions and that, the Department shall have sole discretion as to how to effectuate the
reductions.

C. If the City reduces funding pursuant to this Section 10.02, the following provisions
apply. The City shall pay for services provided in accordance with this Agreement prior to the
reduction date. In addition, any obligation necessarily incurred by the Contractor on account of
this Agreement prior to receipt of notice of reduction and falling due after the reduction date shall
be paid by the City in accordance with the terms of this Agreement. In no event shall such
obligation be construed as including any lease or other occupancy agreement, oral or written,
entered into between the Contractor and its landlord.

D. To the extent that the reduction in public funds is a result of the State determining
that the Contractor may receive medical assistance funds pursuant to title eleven of article five of
the Social Services Law to fund the services contained within the scope of a program under this Agreement,
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then the notice and effective date provisions of this Section 10.02 shall not apply, and the Department may
reduce such public funds authorized under this Agreement by informing the Contractor of the amount of
the reduction and revising attachments to this Agreement as appropriate.

Section 10.03 Contractor Default
A. The City shall have the right to declare the Contractor in default:

L Upon a breach by the Contractor of a material term or condition of this
Agreement, including unsatisfactory performance of the services;

2 Upon insolvency or the commencement of any proceeding by or against the
Contractor, either voluntarily or involuntarily, under the Banksuptcy Code or relating to
the insolvency, receivership, liquidation, or composition of the Contractor for the benefit
of creditors;

3. If the Contractor refuses or fails tosproceed with the services under the
Agreement when and as directed by the Commissioner;

4 If the Contractor or any of its officerss directors, partners, five percent or
greater shareholders, principals, or other employeeor person substantially involved in its
activities are indicted or convicted after execution of the Agreement under any state or
federal law of any of the following:

a a criminal offense incident to obtaining or attempting to obtain or
performing a publi€ or private contract;

b. fraud; embezzlement, theft, bribery, forgery, falsification, or destruction of
records, or receiving Stolen property;

¢ acriminal violation of any state or federal antitrust law;

d violation of the Racketeer Influence and Corrupt Organization Act, 18
U.S.C. §§ 1961 ef seq., or the Mail Fraud Act, 18 U.S.C. §§ 1341 et seq., for acts
in connection with the submission of bids or proposals for a public or private
contract;

e conspiracy to commit any act or omission that would constitute grounds for
conviction or liability under any statute described in subparagraph (d) above; or

f an offense indicating a lack of business integrity that seriously and directly
affects responsibility as a City vendor.

42



Appendix A January 2018 Edited for OLR
Medicare Advantage Group Agreement

5. If the Contractor or any of its officers, directors, partners, five percent or
greater shareholders, principals, or other employee or person substantially involved in its
activities are subject to a judgment of civil liability under any state or federal antitrust law
for acts or omissions in connection with the submission of bids or proposals for a public or
private contract; or

6. If the Contractor or any of its officers, directors, partners, five percent or
greater shareholders, principals, or other employee or person substantially involved in its
activities makes or causes to be made any false, deceptive, or fraudulent material statement,
or fail to make a required material statement in any bid, proposal, or application for City
or other government work.

B. The right to declare the Contractor in default shall'be exercised by sending the
Contractor a written notice of the conditions of default, signed by the.Commissioner, setting forth
the ground or grounds upon which such default is declared (*Notice to. Cure”). The Contractor
shall have ten Days from receipt of the Notice to Cure or any longer period that is set forth in the
Notice to Cure to cure the default. The Commissioner may temporarily suspend services under the
Agreement pending the outcome of the default proceédings pursuant to this Section 10.03.

C. If the conditions set forth in the Notice to Cure are not cured within the period set
forth in the Notice to Cure, the Commissioner. may declare the Contractor in default pursuant to
this Section 10.03. Before the Commissioner may exercise his or her right to declare the Contractor
in default, the Commissioner shall give the Contractor anepportunity to be heard upon not less
than five business days’ notice. The Commissioner may, in his or her discretion, provide for such
opportunity to be in writing or in‘person: Such opportunity to be heard shall not occur prior to the
end of the cure period but notice of such opportunity to be heard may be given prior to the end of
the cure period and may be‘given contémporaneously with the Notice to Cure.

D. After thesopportunity to be heard, the Commissioner may terminate the Agreement,
in whole or in paft, upon finding the Contractor in default pursuant to this Section 10.03, in
accordance with the provisions of Section 10.05.

E. The Commissioner, after declaring the Contractor in default, may have the services
under the Agreement complefed by such means and in such manner, by contract with or without
public letting, or otherwisg, as he or she may deem advisable in accordance with applicable PPB
Rules. After such completion, the Commissioner shall certify the expense incurred in such
completion, which shall include the cost of re-letting. Should the expense of such completion, as
certified by the Commissioner, exceed the total sum which would have been payable under the
Agreement if it had been completed by the Contractor, any excess shall be promptly paid by the
Contractor upon demand by the City. The excess expense of such completion, including any and
all related and incidental costs, as so certified by the Commissioner, and any liquidated damages
assessed against the Contractor, may be charged against and deducted out of monies earned by the
Contractor.
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Section 10.04 Force Majeure

A. For purposes of this Agreement, a force majeure event is an act or event beyond the
control and without any fault or negligence of the Contractor (“Force Majeure Event”). Such
events may include, but are not limited to, fire, flood, earthquake, storm or other natural disaster,
civil commotion, war, terrorism, riot, and labor disputes not brought about by any act or omission
of the Contractor.

B. In the event the Contractor cannot comply with the terms of the Agreement
(including any failure by the Contractor to make progress in the performance of the services)
because of a Force Majeure Event, then the Contractor may ask the Commissioner to excuse the
nonperformance and/or terminate the Agreement. If the Commissioner, in his or her reasonable
discretion, determines that the Contractor cannot comply with the terms of the Agreement because
of a Force Majeure Event, then the Commissioner shall ex¢use the nonperformance and may
terminate the Agreement. Such a termination shall be deemied to be without cause.

F. If the City terminates the Agreement pufsuant to this Section 10.04, the following
provisions apply. The City shall not incur or pay any further obligation pursuant to this Agreement
beyond the termination date. The City shall pay for services provided in accordance with this
Agreement prior to the termination date. Any ebligation necessarily incurred by the Contractor on
account of this Agreement prior to receipt of notice of termination and falling due after the
termination date shall be paid by the City in‘accordance with the terms of this Agreement. In no
event shall such obligation be construed as including any lease or other occupancy agreement, oral
or written, entered into between.the Contractor and its landlord.

Section 10.05 Procédures forTermination

A. The Department and/or the City shall give the Contractor written notice of any
termination of this’Agreement. Such notice shall specify the applicable provision(s) under which
the Agreement(is terminated and the effective date of the termination. Except as otherwise
provided in this Agreement, the notice shall comply with the provisions of this Section 10.05 and
Section 14.04. For teemination without cause, the effective date of the termination shall not be less
than thirty Days from the date the notice is personally delivered, or from the date the notice is
either sent by certified mail, return receipt requested, delivered by overnight or same day courier
service in a properly addressed envelope with confirmation, or sent by email and, unless the receipt
of the email is acknowledged by the recipient by email, deposited in a post office box regularly
maintained by the United States Postal Service in a properly addressed postage pre-paid envelope.
In the case of termination for default, the effective date of the termination shall be as set forth
above for a termination without cause or such earlier date as the Commissioner may determine. If
the City terminates the Agreement in part, the Contractor shall continue the performance of the
Agreement to the extent not terminated, subject to CMS requirements and applicable law.

B. Upon termination or expiration of this Agreement, the Contractor shall comply with
the City close-out procedures, including but not limited to:
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L. Accounting for and refunding to the Department, within 45 Days, any
unexpended funds which have been advanced to the Contractor pursuant to this Agreement;

2 Furnishing within 45 Days an inventory to the Department of all equipment,
appurtenances and property purchased through or provided under this Agreement and
carrying out any Department or City directive concerning the disposition of such
equipment, appurtenances and property;

3. Turning over to the Department or its designees all books, records,
documents and material specifically relating to this Agreement that the Department has
requested be turned over, subject to the requirements and limitations of HIPAA;

4. Submitting to the Department, within 90 Days, a final statement and report
relating to the Agreement. The report shall be made by a certified public accountant or a
licensed public accountant, unless the Department waives, in writing, the requirement that
a certified public accountant or licensed public accountant make such report; and

5. Providing reasonable assistance te thedDepartment in the transition, if any,
to a new contractor.

Section 10.06 Miscellaneous Provisions

A. The Commissioner, in addition to afiy other powers set forth in this Agreement or
by operation of Law, may suspefid, in whole or in part, any part of the services to be provided
under this Agreement whenever in his or her judgment such suspension is required in the best
interest of the City. If the Commissioner suspends this Agreement pursuant to this Section 10.06,
the City shall not incur or pay.any further obligation pursuant to this Agreement beyond the
suspension date until-such suspension is lifted. The City shall pay for services provided in
accordance with .this Agreement prior to the suspension date. In addition, any obligation
necessarily incutred by the Contractor on account of this Agreement prior to receipt of notice of
suspension and falling due during the suspension period shall be paid by the City in accordance
with the terms of this.Agreement.

B. Notwithstanding any other provisions of this Agreement, the Contractor shall not
be relieved of liability to the City for damages sustained by the City by virtue of the Contractor’s
breach of the Agreement, and the City may withhold payments to the Contractor for the purpose
of set-off in the amount of damages due to the City from the Contractor.

C. The rights and remedies of the City provided in this Article 10 shall not be exclusive
and are in addition to all other rights and remedies provided by Law or under this Agreement.
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Section 10.07 Liquidated Damages

If Schedule A or any other part of this Agreement includes liquidated damages for failure
to comply with a provision of this Agreement, the sum indicated is fixed and agreed as the
liquidated damages that the City will suffer by reason of such noncompliance and not as a penalty.

ARTICLE 11 - PROMPT PAYMENT AND ELECTRONIC FUNDS TRANSFER
Section 11.01 Prompt Payment

A. The prompt payment provisions of PPB Rule § 4-06_ dte applicable to payments
made under this Agreement. With some exceptions, the provisions@enerally require the payment
to the Contractor of interest on payments made after the required payment date, as set forth in the
PPB Rules.

B. The Contractor shall submit a proper iny@ice to receive payment, except where the
Agreement provides that the Contractor will be paid.at predetermined intervals without having to
submit an invoice for each scheduled payment.

C. Determination of interest due'will be made in accordance with the PPB Rules and
the applicable rate of interest shall be the rate in effect at the time of payment.

Section 11.02 Electronic Funds Transfer

A. In accordance<with Admin. Code § 6-107.1, the Contractor agrees to accept
payments under this Agreeinent from the City by €lectronic funds transfer. An electronic funds
transfer is any transfer of funds, ethér than a transaction originated by check, draft, or similar paper
instrument, which is initiated through an electronic terminal, telephonic instrument or computer or
magnetic tape so.@s to order; instruct, or authorize a financial institution to debit or credit an
account. Prior to the first payment made under this Agreement, the Contractor shall designate one
financial institution or other authorized payment agent and shall complete the “EFT Vendor
Payment Enrollment Form” available from the Agency or at http://www.nyc.gov/dof in order to
provide the commissioner of the Department of Finance with information necessary for the
Contractor to receive eléctronic funds transfer payments through the designated financial
institution or authorized payment agent. The crediting of the amount of a payment to the
appropriate account on the books of a financial institution or other authorized payment agent
designated by the Contractor shall constitute full satisfaction by the City for the amount of the
payment under this Agreement. The account information supplied by the Contractor to facilitate
the electronic funds transfer shall remain confidential to the fullest extent provided by Law.

B. The Agency Head may waive the application of the requirements of this Section
11.02 to payments on contracts entered into pursuant to Charter § 315. In addition, the
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commissioner of the Department of Finance and the Comptroller may jointly issue standards
pursuant to which the Department may waive the requirements of this Section 11.02 for payments
in the following circumstances: (i) for individuals or classes of individuals for whom compliance
imposes a hardship; (ii) for classifications or types of checks; or (iii) in other circumstances as
may be necessary in the best interest of the City.

C. This Section 11.02 is applicable to contracts valued at $25,000.00 and above.

ARTICLE 12 - CLAIMS
Section 12.01 Choice of Law

This Agreement shall be deemed to be executed in thé City and State of New York,
regardless of the domicile of the Contractor, and shall be governed by and construed in accordance
with the Laws of the State of New York (notwithstandingdNew York choiee of law or conflict of
law principles) and the Laws of the United States, wherée applicable.

Section 12.02 Jurisdiction and Venue

Subject to Section 12.03, the parties agree that any and.all claims asserted by or against the
City arising under or related to this Agreement shall.solely be heard and determined either in the
courts of the United States located in the City or in the cousts of the State located in the City and
County of New York. The parties_shall consent 10 the dismissal and/or transfer of any claims
asserted in any other venue or fofum to the proper venue or forum. If the Contractor initiates any
action in breach of this Sectiofi 12.02, the Contractor shall be responsible for and shall promptly
reimburse the City for any attorneys’ fees-incurred by the City in removing the action to a proper
court consistent with this Section 12.02.

Section 12:03 Resolution of Disputes

A. Exeept as provided in Subparagraphs (A)(1) and (A)(2) below, all disputes between
the City and the Contractor that arise under, or by virtue of, this Agreement shall be finally resolved
in accordance with the provisions of this Section 12.03 and PPB Rule § 4-09. This procedure shall
be the exclusive means of fesolving any such disputes.

1. This Section 12.03 shall not apply to disputes concerning matters dealt with
in other sections of the PPB Rules or to disputes involving patents, copyrights, trademarks,
or trade secrets (as interpreted by the courts of New York State) relating to proprietary
rights in computer software, or to termination other than for cause.

2 For construction and construction-related services this Section 12.03 shall
apply only to disputes about the scope of work delineated by the Agreement, the
interpretation of Agreement documents, the amount to be paid for extra work or disputed
work performed in connection with the Agreement, the conformity of the Contractor’s
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work to the Agreement, and the acceptability and quality of the Contractor’s work; such
disputes arise when the City Engineer, City Resident Engineer, City Engineering Audit
Officer, or other designee of the Agency Head makes a determination with which the
Contractor disagrees. For construction, this Section 12.03 shall not apply to termination of
the Agreement for cause or other than for cause.

B. All determinations required by this Section 12.03 shall be clearly stated, with a
reasoned explanation for the determination based on the information and evidence presented to the
party making the determination. Failure to make such determination within the time required by
this Section 12.03 shall be deemed a non-determination without prejudice that will allow
application to the next level.

C. During such time as any dispute is being presented, heard, and considered pursuant
to this Section 12.03, the Agreement terms shall remain in fall force and effect and, unless
otherwise directed by the ACCO or Engineer, the Contractor shall continue to perform work in
accordance with the Agreement and as directed by the ACCO or City Engineer, City Resident
Engineer, City Engineering Audit Officer, or other designee of the Agency Head. Failure of the
Contractor to continue the work as directed shall constitute a waiver by the Contractor of any and
all claims being presented pursuant to this Section 12.03 and<@ material breach of contract.

D. Presentation of Dispute to Agency Head.

L Notice of Dispute and Agency Response. The Contractor shall present its
dispute in writing (“Notice of Dispute™) to the Agency Head within the time specified
herein, or, if no time is'specified, within 30 Days of receiving written notice of the
determination or action that is the subject of the dispute. This notice requirement shall not
be read to replace afiy other netice requirements contained in the Agreement. The Notice
of Dispute shall include all.the facts, evidence, documents, or other basis upon which the
Contractor reliessin. support of its position, as well as a detailed computation demonstrating
how any amount of money claimed by the Contractor in the dispute was arrived at. Within
30 Days after receipt of the complete Notice of Dispute, the ACCO or, in the case of
construction or construction-related services, the City Engineer, City Resident Engineer,
City Engineering Audit/Officer, or other designee of the Agency Head, shall submit to the
Agency Head all materials he or she deems pertinent to the dispute. Following initial
submissions to the Agency Head, either party may demand of the other the production of
any document or other material the demanding party believes may be relevant to the
dispute. The requested party shall produce all relevant materials that are not otherwise
protected by a legal privilege recognized by the courts of New York State. Any question
of relevancy shall be determined by the Agency Head whose decision shall be final. Willful
failure of the Contractor to produce any requested material whose relevancy the Contractor
has not disputed, or whose relevancy has been affirmatively determined, shall constitute a
waiver by the Contractor of its claim.
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2 Agency Head Inquiry. The Agency Head shall examine the material and
may, in his or her discretion, convene an informal conference with the Contractor and the
ACCO and, in the case of construction or construction-related services, the City Engineer,
City Resident Engineer, City Engineering Audit Officer, or other designee of the Agency
Head, to resolve the issue by mutual consent prior to reaching a determination. The Agency
Head may seek such technical or other expertise as he or she shall deem appropriate,
including the use of neutral mediators, and require any such additional material from either
or both parties as he or she deems fit. The Agency Head’s ability to render, and the effect
of, a decision hereunder shall not be impaired by any negotiations in connection with the
dispute presented, whether or not the Agency Head participated therein. The Agency Head
may or, at the request of any party to the dispute, shall compel the participation of any other
contractor with a contract related to the work of this Agreemeft and that contractor shall
be bound by the decision of the Agency Head. Any contractet thus brought into the dispute
resolution proceeding shall have the same rights and obligations under this Section 12.03
as the Contractor initiating the dispute.

3. Agency Head Determination. Within 30 Days after, the receipt of all
materials and information, or such longer time as may'be agreed to by the parties, the
Agency Head shall make his or her determination and shall deliver or send a copy of such
determination to the Contractor and ACCO and, in the case of construction or construction-
related services, the City EngineerjnCity Resident Engineer, City Engineering Audit
Officer, or other designee of the Agency Head, together with a statement concerning how
the decision may be appealed.

4. Finality of Agency Head Decision. The Agency Head’s decision shall be
final and binding on all parties, unless presented to the Contract Dispute Resolution Board
(“CDRB”) pursuant to. this Section.12.03. The City may not take a petition to the CDRB.
However, should the Contractor take such a petition, the City may seek, and the CDRB
may render, a determination less favorable to the Contractor and more favorable to the City
than the decision of the Agency Head.

E. Presentation of Dispute to the Comptroller. Before any dispute may be brought by
the Contractor to the CDRB, the Contractor must first present its claim to the Comptroller for his
or her review, investigation, and possible adjustment.

L Time, Form, and Content of Notice. Within 30 Days of receipt of a decision
by the Agency Head, the Contractor shall submit to the Comptroller and to the Agency
Head a Notice of Claim regarding its dispute with the Agency. The Notice of Claim shall
consist of (i) a brief statement of the substance of the dispute, the amount of money, if any,
claimed and the reason(s) the Contractor contends the dispute was wrongly decided by the
Agency Head; (ii) a copy of the decision of the Agency Head; and (iii) a copy of all
materials submitted by the Contractor to the Agency, including the Notice of Dispute. The
Contractor may not present to the Comptroller any material not presented to the Agency
Head, except at the request of the Comptroller.
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2 Agency Response. Within 30 Days of receipt of the Notice of Claim, the
Agency shall make available to the Comptroller a copy of all material submitted by the
Agency to the Agency Head in connection with the dispute. The Agency may not present
to the Comptroller any material not presented to the Agency Head, except at the request of
the Comptroller.

3. Comptroller Investigation. The Comptroller may investigate the claim in
dispute and, in the course of such investigation, may exercise all powers provided in
Admin. Code §§ 7-201 and 7-203. In addition, the Comptroller may demand of either party,
and such party shall provide, whatever additional material the Comptroller deems pertinent
to the claim, including original business records of the Contractor. Willful failure of the
Contractor to produce within 15 Days any material requested by the Comptroller shall
constitute a waiver by the Contractor of its claim. The Coniptroller may also schedule an
informal conference to be attended by the Contractor, Agency representatives, and any
other personnel desired by the Comptroller.

4. Opportunity of Comptroller te® Compromise or Adjust Claim. The
Comptroller shall have 45 Days from his of her receipt of all materials referred to in
Paragraph (E)(3) above to investigate the disputed claim. The period for investigation and
compromise may be further extended by agreement between the Contractor and the
Comptroller, to a maximum of 90 Days.from the Comptroller’s receipt of all the materials.
The Contractor may not present its petition to.the CDRB until the period for investigation
and compromise delineated in this Paragraph has expired. In compromising or adjusting
any claim hereunder, the Comptroller may not revise or disregard the terms of the
Agreement.

F. Contract Dispute Resolution Board, There shall be a Contract Dispute Resolution
Board composed of:

1. the chief administrative law judge of the Office of Administrative Trials and
Hearings (“OATH”) or his or her designated OATH administrative law judge, who shall
act as chairperson, and may adopt operational procedures and issue such orders consistent
with this Section 12.03/as may be necessary in the execution of the CDRB’s functions,
including, but not limited to, granting extensions of time to present or respond to
submissions;

2 the City Chief Procurement Officer (“CCPO”) or his or her designee; any
designee shall have the requisite background to consider and resolve the merits of the
dispute and shall not have participated personally and substantially in the particular matter
that is the subject of the dispute or report to anyone who so participated; and

3. a person with appropriate expertise who is not an employee of the City. This
person shall be selected by the presiding administrative law judge from a prequalified panel
of individuals, established, and administered by OATH, with appropriate background to
act as decision-makers in a dispute. Such individuals may not
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have a contract or dispute with the City or be an officer or employee of any company or
organization that does, or regularly represent persons, companies, or organizations having
disputes with the City.

G. Petition to CDRB. In the event the claim has not been settled or adjusted by the
Comptroller within the period provided in this Section 12.03, the Contractor, within thirty (30)
Days thereafter, may petition the CDRB to review the Agency Head determination.

1. Form and Content of Petition by the Contractor. The Contractor shall
present its dispute to the CDRB in the form of a petition, which shall include (i) a brief
statement of the substance of the dispute, the amount of money, if any, claimed, and the
reason(s) the Contractor contends that the dispute was wrongly decided by the Agency
Head; (ii) a copy of the decision of the Agency Head; (iii) copies of all materials submitted
by the Contractor to the Agency; (iv) a copy of the decision of the Comptroller, if any, and
(v) copies of all correspondence with, and material submitted by the Contractor to, the
Comptroller’s Office. The Contractor shall concurréntly submit four complete sets of the
petition: one to the Corporation Counsel (Attnd Commercial and Real Estate Litigation
Division), and three to the CDRB at OATH’s offices, with proof of service on the
Corporation Counsel. In addition, the Contractor shall submit a copy of the statement of
the substance of the dispute, cited in (i) above, to both the Agency Head and the
Comptroller.

2 Agency Response. Within 30 Days of receipt of the petition by the
Corporation Counsel, the Agency shall tespond to the statement of the Contractor and make
available to the CDRB alldnaterial it submitted to the Agency Head and Comptroller. Three
complete copies of theAgency response shall be submitted to the CDRB at OATH’s offices
and one to the Contractor. Exténsions of time for submittal of the Agency response shall
be given as necessary upon‘a showing of good cause or, upon the consent of the parties,
for an initial peried of up to 30 Days.

3. Further Proceedings. The CDRB shall permit the Contractor to present its
case by submission of memoranda, briefs, and oral argument. The CDRB shall also permit
the Agency to present its case in response to the Contractor by submission of memoranda,
briefs, and oral argument. If requested by the Corporation Counsel, the Comptroller shall
provide reasonablé assistance in the preparation of the Agency’s case. Neither the
Contractor nor the Agency may support its case with any documentation or other material
that was not considered by the Comptroller, unless requested by the CDRB. The CDRB, in
its discretion, may seek such technical or other expert advice as it shall deem appropriate
and may seek, on it own or upon application of a party, any such additional material from
any party as it deems fit. The CDRB, in its discretion, may combine more than one dispute
between the parties for concurrent resolution.

4. CDRB Determination. Within 45 Days of the conclusion of all submissions

and oral arguments, the CDRB shall render a decision resolving the dispute. In an
unusually complex case, the CDRB may render its decision in a longer period of
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time, not to exceed 90 Days, and shall so advise the parties at the commencement of this
period. The CDRB’s decision must be consistent with the terms of this Agreement.
Decisions of the CDRB shall only resolve matters before the CDRB and shall not have
precedential effect with respect to matters not before the CDRB.

5. Notification of CDRB Decision. The CDRB shall send a copy of its decision
to the Contractor, the ACCO, the Corporation Counsel, the Comptroller, the CCPO, and,
in the case of construction or construction-related services, the City Engineer, City
Resident Engineer, City Engineering Audit Officer, or other designee of the Agency Head.
A decision in favor of the Contractor shall be subject to the prompt payment provisions of
the PPB Rules. The required payment date shall be 30 Days after the date the parties are
formally notified of the CDRB’s decision.

6. Finality of CDRB Decision. The CDRB’s decision shall be final and
binding on all parties. Any party may seek review of the CDRB’s decision solely in the
form of a challenge, filed within four months of thedate of the CDRB’s decision, in a court
of competent jurisdiction of the State of New.York, County of New York pursuant to
Article 78 of the Civil Practice Law and Rules. Such review by the court shall be limited
to the question of whether or not the CDRB’s decision was made in violation of lawful
procedure, was affected by an error of Law, or was arbitrary and capricious or an abuse of
discretion. No evidence or information shall be introduced or relied upon in such
proceeding that was not presented to the CDRB in accordance with PPB Rules § 4-09.

H. Any termination, cancellation, or alléged breach of the Agreement prior to or during
the pendency of any proceedingspursuant to this Section 12.03 shall not affect or impair the ability
of the Agency Head or CDRBo make a binding and final decision pursuant to this Section 12.03.

Section 12.04 Claims and Actions

A. Any claim, that is not subject to dispute resolution under the PPB Rules or this
Agreement, against the City for damages for breach of contract shall not be made or asserted in
any action, unless the Contractor shall have strictly complied with all requirements relating to the
giving of notice and of information with respect to such claims, as provided in this Agreement.

B. No action shall be instituted or maintained on any such claims unless such action
shall be commenced within six months after the final payment under this Agreement, or within six
months of the termination or expiration of this Agreement, or within six months after the accrual
of the cause of action, whichever first occurs.

Section 12.05 No Claim Against Officials, Agents, or Employees
No claim shall be made by the Contractor against any official, agent, or employee of the

City in their personal capacity for, or on account of, anything done or omitted in connection with
this Agreement.
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Section 12.06 General Release

The acceptance by the Contractor or its assignees of the final payment under this
Agreement, whether by check, wire transfer, or other means, and whether pursuant to invoice,
voucher, judgment of any court of competent jurisdiction or any other administrative means, shall
constitute and operate as a release of the City from any and all claims of and liability to the
Contractor, of which the Contractor was aware or should reasonably have been aware, arising out
of the performance of this Agreement based on actions of the City prior to such acceptance of final
payment, excepting any disputes that are the subject of pending dispute resolution procedures.

Section 12.07 No Waiver
Waiver by either the Department or the Contractor of a'breach of any provision of this
Agreement shall not be deemed to be a waiver of any other or subsequent breach and shall not be

construed to be a modification of the terms of the Agreemient unless and until the same shall be
agreed to in writing by the parties as set forth in Section©.01.

ARTICLE 13 - APPLICABLE LAWS

Section 13.01 PPB Rules

This Agreement is subject to the PPB Rules. If there is a conflict between the PPB Rules
and a provision of this Agreement, the PPB Rules shall take precedence.

Section 13.02 All Iiegal Provisions Deemed Included

Each and everysprovision required by Law to be inserted in this Agreement is hereby
deemed to be a part of this Agreement, whether actually inserted or not.

Section 13.03 Severability / Unlawful Provisions Deemed Stricken

If this Agreement contains any unlawful provision not an essential part of the Agreement
and which shall not appear to have been a controlling or material inducement to the making of this
Agreement, the unlawful provision shall be deemed of no effect and shall, upon notice by either
party, be deemed stricken from the Agreement without affecting the binding force of the
remainder.

Section 13.04 Compliance With Laws

The Contractor shall perform all services under this Agreement in accordance with all
applicable Laws as are in effect at the time such services are performed.
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Section 13.05 Unlawful Discrimination in the Provision of Services

A. Discrimination in Public Accommodations. With respect to services provided under
this Agreement, the Contractor shall not unlawfully discriminate against any person because of
actual or perceived age, religion, creed, sex, gender, gender identity or gender expression, sexual
orientation, partnership status, marital status, disability, presence of a service animal, race, color,
national origin, alienage, citizenship status, or military status, or any other class of individuals
protected from discrimination in public accommodations by City, State or Federal laws, rules or
regulations. The Contractor shall comply with all statutory and regulatory obligations to provide
reasonable accommodations to individuals with disabilities.

B. Discrimination in Housing Accommodations. With respect to services provided
under this Agreement, the Contractor shall not unlawfully discriniinate against any person because
of actual or perceived age, religion, creed, sex, gender, gender identity or gender expression, sexual
orientation, status as a victim of domestic violence, stalking, and sex offenses, partnership status,
marital status, presence of children, disability, presence®f a service or emotional support animal,
race, color, national origin, alienage or citizenship status, lawful occupation, or lawful source of
income (including income derived from social security, or any form of federal, state, or local public
government assistance or housing assistance including Section 8 vouchers), or any other class of
individuals protected from discrimination inmthousing accommodations by City, State or Federal
laws, rules or regulations. The Contractor shall comply with all statutory and regulatory obligations
to provide reasonable accommodations to individuals with disabilities.

C. Admin. Code § 6<123. In accordance with Admin. Code § 6-123, the Contractor
will not engage in any unlawfiil discriminatory practice as defined in and pursuant to the terms of
Title 8 of the Admin. Code«The Contractor shall include a provision in any agreement with a first-
level subcontractor performing services under this Agreement for an amount in excess of

$50,000.00 that such_subeontractor shall not engage in any such unlawful discriminatory practice
as defined in Title 8 of the Admin. Code.

D. Immigration status. In connection with the services provided under this Agreement,
the Contractor shall not inquire about the immigration status of a recipient or potential recipient of
such services unless (1) if is necessary for the determination of program, service or benefit
eligibility or the provision of City services or (ii) the Contractor is required by law to inquire about
such person’s immigration status.

Section 13.05 Americans with Disabilities Act (ADA)

A. This Agreement is subject to the provisions of Subtitle A of Title II of the
Americans with Disabilities Act of 1990, 42 U.S.C. §§ 12131 et seq. (“ADA”) and regulations
promulgated pursuant thereto, see 28 CFR Part 35. The Contractor shall not discriminate against
an individual with a disability, as defined in the ADA, in providing services, programs, or activities
pursuant to this Agreement. If directed to do so by the Department to ensure the
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Contractor’s compliance with the ADA during the term of this Agreement, the Contractor shall
prepare a plan (“Compliance Plan”) which lists its program site(s) and describes in detail, how it
intends to make the services, programs and activities set forth in the scope of services herein readily
accessible and usable by individuals with disabilities at such site(s). If the program site is not
readily accessible and usable by individuals with disabilities, contractor shall also include in the
Compliance Plan, a description of reasonable alternative means and methods that result in making
the services, programs or activities provided under this Agreement, readily accessible to and usable
by individuals with disabilities, including but not limited to people with visual, auditory or mobility
disabilities. The Contractor shall submit the Compliance Plan to the ACCO for review within ten
Days after being directed to do so and shall abide by the Compliance Plan and implement any
action detailed in the Compliance Plan to make the services, programs, or activities accessible and
usable by the disabled.

B. The Contractor’s failure to either submit a Compliance Plan as required herein or
implement an approved Compliance Plan may be deemed a material breach of this Agreement and
result in the City terminating this Agreement.

Section 13.06 Voter Registration

A. Farticipating Agencies. Pursuant to Charter § 1057-a, if this Agreement is made by
and through a participating City agency andithe Contractor has regular contact with the public in
the daily administration of its business, the Contractor must comply with the requirements of this
Section 13.06. The participating City agencies are: the Administration for Children’s Services; the
City Clerk; the Civilian Complaint Review Board; the Commission on Human Rights; Community
Boards; SBS; the Department of Citywide Administrative Services; the Department of Consumer
Affairs; the Department of<Correction; the Department of Environmental Protection; the
Department of Finance; the Departmient.of Health and Mental Hygiene; the Department of
Homeless Services; the Department of Housing Preservation and Development; the Department
of Parks and Recreationg the Department of Probation; the Taxi and Limousine Commission; the
Department of Trafisportation; and the Department of Youth and Community Development.

B. Distribution of Voter Registration Forms. In accordance with Charter § 1057-a, the
Contractor, if it has regular contact with the public in the daily administration of its business under
this Agreement, hereby agrees as follows:

L. The Contractor shall provide and distribute voter registration forms to all
persons together with written applications for services, renewal, or recertification for
services and change of address relating to such services. Such voter registration forms shall
be provided to the Contractor by the City. The Contractor should be prepared to provide
forms written in Spanish or Chinese, and shall obtain a sufficient supply of such forms
from the City.

2 The Contractor shall also include a voter registration form with any
Contractor communication sent through the United States mail for the purpose of
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supplying clients with materials for application, renewal, or recertification for services and
change of address relating to such services. If forms written in Spanish or Chinese are not
provided in such mailing, the Contractor shall provide such forms upon the Department’s
request.

3. The Contractor shall, subject to approval by the Department, incorporate an
opportunity to request a voter registration application into any application for services,
renewal, or recertification for services and change of address relating to such services
provided on computer terminals, the World Wide Web or the Internet. Any person
indicating that they wish to be sent a voter registration form via computer terminals, the
World Wide Web or the Internet shall be sent such a form by the Contractor or be directed,
in a manner subject to approval by the Department, to a link ofi-that system where such a
form may be downloaded.

4. The Contractor shall, at the earliest practicable ornext regularly scheduled
printing of its own forms, subject to approval by the Department, physically incorporate
the voter registration forms with its own applieation forms in a manner that permits the
voter registration portion to be detached theréfrom. Until such time when the Contractor
amends its form, the Contractor should affix er inc¢lude a postage-paid City Board of
Elections voter registration form to or with its application, renewal, recertification, and
change of address forms.

5. The Contractor shall prominently display in its public office, subject to
approval by the Department, promotional materials designed and approved by the City or
State Board of Elections.

6. For «he purposes.of Paragraph A of this Section 13.06, the word
“Contractor” shall be deeméd to include subcontractors having regular contact with the
public in the daily,administration of their business.

7. The provisions of Paragraph A of this Section 13.06 shall not apply to
services that must be provided to prevent actual or potential danger to life, health, or safety
of any individual or of the public.

C. Assistance in Completing Voter Registration Forms. In accordance with Charter §
1057-a, the Contractor hereby agrees as follows:

L. In the event the Department provides assistance in completing distributed
voter registration forms, the Contractor shall also provide such assistance, in the manner
and to the extent specified by the Department.

2 In the event the Department receives and transmits completed registration
forms from applicants who wish to have the forms transmitted to the City Board of
Elections, the Contractor shall similarly provide such service, in the manner and to the
extent specified by the Department.
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3. If, in connection with the provision of services under this Agreement, the
Contractor intends to provide assistance in completing distributed voter registration forms
or to receive and transmit completed registration forms from applicants who wish to have
the forms transmitted to the City Board of Elections, the Contractor shall do so only by
prior arrangement with the Department.

4. The provision of Paragraph B services by the Contractor may be subject to
Department protocols, including protocols regarding confidentiality.

D. Required Statements. In accordance with Charter § 1057-a, the Contractor hereby
agrees as follows:

L. The Contractor shall advise all persons seeking voter registration forms and
information, in writing together with other written matérials provided by the Contractor or
by appropriate publicity, that the Contractor’s or government serviees are not conditioned
on being registered to vote.

2 No statement shall be made and no action shall be taken by the Contractor
or an employee of the Contractor to discourage an applicant from registering to vote or to

encourage or discourage an applicant'from enrolling in any particular political party.

3. The Contractor shall communicate to:applicants that the completion of voter
registration forms is voluntary.

4. The Contractor and the Contractor’s employees shall not:
a. seek toinfluence an applicant’s political preference or party designation;
b.  display any political preference or party allegiance;

c. make any statement to an applicant or take any action the purpose or effect
of which is to discourage the applicant from registering to vote; or

d. make any statement to an applicant or take any action the purpose or effect
of which is to lead the applicant to believe that a decision to register or not to
register has any bearing on the availability of services or benefits.

E. The Contractor, as defined above and in this Agreement, agrees that the covenants
and representations in this Section 13.06 are material conditions of this Agreement.

F. The provisions of this Section 13.06 do not apply where the services under this

Agreement are supported by a federal or State grant of funds and the source of funds prohibits the
use of federal or State funds for the purposes of this Section.
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Section 13.07 Political Activity

The Contractor’s provision of services under this Agreement shall not include any partisan
political activity or any activity to further the election or defeat of any candidate for public,
political, or party office, nor shall any of the funds provided under this Agreement be used for such
purposes.

Section 13.08 Religious Activity

There shall be no religious worship, instruction, or proselytizing as part of or in connection
with the Contractor’s provision of services under this Agreement, fior shall any of the funds
provided under this Agreement be used for such purposes.

Section 13.09 Participation in an International Boycott

A. The Contractor agrees that neither the<Contractor nor any substantially-owned
affiliated company is participating or shall participaté in an intérnational boycott in violation of
the provisions of the federal Export Administration Act of 1979, as amended, 50 U.S.C. Appendix.
§§ 2401 et seq., or the regulations of the United States Department of Commerce promulgated
thereunder.

B. Upon the final determination by the Commerce Department or any other agency of
the United States as to, or conviction of, the Contractor or a substantially-owned affiliated
company thereof, of participation in an international boycott in violation of the provisions of the
Export Administration Act of 1979, asiamended, or the regulations promulgated thereunder, the
Comptroller may, at his or her option tender forfeit and void this Agreement.

C. The Contractor shall.comply in all respects, with the provisions of Admin. Code
§ 6-114 and the rules i1ssued by the Comptroller thereunder.

Section 13.10 MacBride Principles

A. In accordance’with and to the extent required by Admin. Code § 6-115.1, the
Contractor stipulates that the Contractor and any individual or legal entity in which the Contractor
holds a ten percent (10%) or greater ownership interest and any individual or legal entity that holds
a ten percent (10%) or greater ownership interest in the Contractor either (a) have no business
operations in Northern Ireland, or (b) shall take lawful steps in good faith to conduct any business
operations they have in Northern Ireland in accordance with the MacBride Principles, and shall
permit independent monitoring of their compliance with such principles.

B. The Contractor agrees that the covenants and representations in Paragraph A above
are material conditions to this Agreement.

C. This Section does not apply if the Contractor is a not-for-profit corporation.
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Section 13.11 Access to Public Health Insurance Coverage Information

A. Participating Agencies. Pursuant to Charter § 1069, if this Agreement is with a
participating City agency and the Contractor is one to whom this Section 13.11 applies as provided
in Paragraph B of this Section 13.11, the Contractor hereby agrees to fulfill the obligations in
Paragraph C of this Section 13.11. The participating City agencies are: the Administration for
Children’s Services; the City Clerk; the Commission on Human Rights; the Department for the
Aging; the Department of Corrections; the Department of Homeless Services; the Department of
Housing Preservation and Development; the Department of Juvenile Justice; the Department of
Health and Mental Hygiene; the Department of Probation; the Department of Social
Services/Human Resources Administration; the Taxi and Limousine Commission; the Department
of Youth and Community Development; the Office to Combat Doméstic Violence; and the Office
of Immigrant Affairs.

B. Applicability to Certain Contractors. This.Section 13.11 shall be applicable to a
Contractor operating pursuant to an Agreement which (i) is in excess of $250,000.00 and (ii)
requires such Contractor to supply individuals with adwritten application for, or written renewal or
recertification of services, or request for change of addtess form in the daily administration of its
contractual obligation to such participating City agency. “Contractors” to whom this Section
13.11 applies shall be deemed to include. subcontractors if the subcontract requires the
subcontractor to supply individuals with a written application for, or written renewal or
recertification of services, or request for change of address form in the daily administration of the
subcontractor’s contractual obligation.

C. Distribution of Public Health Insurance Pamphlet. In accordance with Charter §
1069, when the participating City agency-supplies the Contractor with the public health insurance
program options pamphlet published by the Department of Health and Mental Hygiene pursuant
to Section 17-183 of the:Admin. Code (hereinafter “pamphlet”), the Contractor hereby agrees as
follows:

1 The Contractor will distribute the pamphlet to all persons requesting a
written applieation for/services, renewal or recertification of services or request for a
change of address relating to the provision of services.

2. The Contractor will include a pamphlet with any Contractor communication
sent through the United States mail for the purpose of supplying an individual with a
written application for services, renewal or recertification of services or with a request for
a change of address form relating to the provision of services.

3. The Contractor will provide an opportunity for an individual requesting a
written application for services, renewal or recertification for services or change of address
form relating to the provision of services via the Internet to request a pamphlet, and will
provide such pamphlet by United States mail or an Internet address where such
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pamphlet may be viewed or downloaded, to any person who indicates via the Internet that
they wish to be sent a pamphlet.

4. The Contractor will ensure that its employees do not make any statement to
an applicant for services or client or take any action the purpose or effect of which is to
lead the applicant or client to believe that a decision to request public health insurance or
a pamphlet has any bearing on their eligibility to receive or the availability of services or
benefits.

5. The Contractor will comply with: (i) any procedures established by the
participating City agency to implement Charter § 1069; (ii) any determination of the
commissioner or head of the participating City agency (which is concurred in by the
commissioner of the Department of Health and Mental Hygiene) to exclude a program, in
whole or in part, from the requirements of Charter § 1069; and (iii) any determination of
the commissioner or head of the participating City agency (which is concurred in by the
commissioner of the Department of Health and Méntal Hygiene) as to which Workforce
Investment Act of 1998 offices providing workforce development. services shall be
required to fulfill the obligations under Charter § 1069.

D. Non-applicability to Certain Services. The provisions of this Section 13.11 shall
not apply to services that must be provided toprevent actual or potential danger to the life, health
or safety of any individual or to the public.

Section 13.12 Distribution of Personal Identification Materials

A. Participating A@encies. Pursuant to City Executive Order No. 150 of 2011 (“E.O.
1507), if this Agreement isith a parti€ipating City agency and the Contractor has regular contact
with the public in the daily adminitration of its business, the Contractor must comply with the
requirements of this.Seetion 13.12. The participating City agencies are: Administration for
Children’s Services, Department of Consumer Affairs, Department of Correction, Department of
Health and Meéntal Hygiene, Department of Homeless Services, Department of Housing
Preservation and Development, Human Resources Administration, Department of Parks and
Recreation, Department of Probation, and Department of Youth and Community Development.

B. Policy. As expressed in E.O. 150, it is the policy of the City to provide information
to individuals about how they can obtain the various forms of City, State, and Federal government-
issued identification and, where appropriate, to assist them with the process for applying for such
identification.

C. Distribution of Materials. If the Contractor has regular contact with the public in
the daily administration of its business, the Contractor hereby agrees to provide and distribute
materials and information related to whether and how to obtain various forms of City, State, and
Federal government-issued identification as the Agency directs in accordance with the Agency’s
plans developed pursuant to E.O. 150.
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ARTICLE 14 - MISCELLANEOUS PROVISIONS
Section 14.01 Conditions Precedent

A. This Agreement shall be neither binding nor effective unless and until it is
registered pursuant to Charter § 328.

B. The requirements of this Section 14.01 shall be in addition to, and not in lieu of,
any approval or authorization otherwise required for this Agreement to be effective and for the
expenditure of City funds.

Section 14.02 Merger

This written Agreement contains all the terms and«€onditions agreed upon by the parties,
and no other agreement, oral or otherwise, regarding the'subject matter of this:Agreement shall be
deemed to exist or to bind either of the parties, or t6 modify ahy of the terms contained in this
Agreement, other than a written change, amendment or modification duly executed by both parties
pursuant to Article 9 of this Appendix A.

Section 14.03 Headings

Headings are inserted only as a matter of econvenience and therefore are not a part of and
do not affect the substance of this Agreement.

Section 14.04 Notice

A. The Contractor and the Department hereby designate the business addresses and
email addresses spécitied in Schedule A (and if not specified in Schedule A, as specified at the
beginning of this Agreement) as the places where all notices, directions, or communications from
one such party to the other party shall be delivered, or to which they shall be mailed. Either party
may change its notice address at any time by an instrument in writing executed and acknowledged
by the party making such change and delivered to the other party in the manner as specified below.

B. Any notice, direction, or communication from either party to the other shall be in
writing and shall be deemed to have been given when (i) delivered personally; (ii) sent by certified
mail, return receipt requested; (iii) delivered by overnight or same day courier service in a properly
addressed envelope with confirmation; or (iv) sent by email and, unless receipt of the e-mail is
acknowledged by the recipient by email, deposited in a post office box regularly maintained by
the United States Postal Service in a properly addressed, postage pre-paid envelope.
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C. Nothing in this Section 14.04 shall be deemed to serve as a waiver of any
requirements for the service of notice or process in the institution of an action or proceeding as
provided by Law, including the New York Civil Practice Law and Rules.
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AFFIRMATION
The undersigned proposer or bidder affirms and declares that said proposer or bidder is not in
arrears to the City of New York upon debt, contract or taxes and is not a defaulter, as surety or
otherwise, upon obligation to the City of New York, and has not been declared not responsible, or
disqualified, by any agency of the City of New York, nor is there any proceeding pending relating
to the responsibility or qualification of the proposer or bidder to receive public contract except._.
Full name of Proposer or Bidder /below]

Anthem Insurance Companies, Inc.

Address_14 Wall Street
City New York State New York Zip Code_ 10005

CHECK ONE BOX AND INCLUDE APPROPRIATE NUMBER:

A - [ Individual or Sole Proprietorships
SOCIAL SECURITY NUMBER

B - [ Partnership, Joint Venture or other unincorporated organization
EMPLOYER IDENTIFICATIONNUMBER

C - X Corporation
EMPLOYER IDENTIFICATION NUMBER 35-0781558

By

Signature

President
T'1tle

If a corporation place seal here

Must be signed by an officer or duly authorized representative.

* Under the Federal Privacy Act, the furnishing of Social Security numbers by bidders or
proposers on City contracts is voluntary. Failure to provide a Social Security number will
not result in a bidder’s/proposer’s disqualification. Social Security numbers will be used
to identify bidders, proposers, or vendors to ensure their compliance with laws, to assist
the City in enforcement of laws, as well as to provide the City a means of identifying
businesses seeking City contracts
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SCHEDULE A

Article 7 -- Insurance

Types of Insurance
(per Article 7 in its entirety, including listed
paragraph)

Minimum Limits and Special Conditions

B Workers” Compensation §7.02

B Disability Benefits Insurance §7.02

B Employers’ Liability §7.02

Statutory amounts.

B Commercial General Liability §7.03(A)

$1,000,000.00 per occurrence

$1.000,000.00 personal & advertising injury
(unless waived in writing by the Department)

$2,000,000.00 aggregate

$0 products/completed operations

Additional Insureds:

1. City of New York, including its officials and
employees, and

2.
3.

[] Commercial Auto Liability §7.03(B)

$1,000,000.00 per accident combined single
limit

If vehicles are used for transporting hazardous
materials, the Contractor shall provide
pollution liability broadened coverage for
covered vehicles (endorsement CA 99 48) as
well as proof of MCS 90

L1 Professional Liability/Errors & Omissions

§7.03(C)

$1,000,000.00 per claim

(] Crime Insurance §7.03(D)

$ Employee Theft/Dishonesty
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$ Computer Fraud

$ Funds Transfer Fraud

$ Client Coverage

$ Forgery or Alteration

$ Inside the Premises (theft of

money and securities)

$ Inside the Premises (robbery or
safe burglary of ether property)

$ Outside the Premises

$ Money Orders and

Counterfeit Money

City of New York is a loss payee as its
interests may appear

B CyberLiability Insurance §7.03(E)

$10,000,000 per occurrence
$10,000,000 aggregate

If'additional insured status is commercially
available under the Contractor’s cyber liability
insurance, the insurance shall cover the City,
together with its respective officials and
employees, as additional insured.

[0 [OTHER]

[1f other type(s) of insurance need to be
required under the Contract, the Contracting
Agency should (a) check the box and fill in the
type of insurance in left-hand column, and (b)
in this right-hand column, specify appropriate
limit(s) and appropriate Named Insured and
Additional Insured(s).]

[0 [OTHER]

[1f other type(s) of insurance need to be
required under the Contract, the Contracting
Agency should (a) check the box and fill in the
type of insurance in left-hand column, and (b)
in this right-hand column, specify appropriate
limit(s) and appropriate Named Insured and
Additional Insured(s).]

Section 10.07 — Liquidated Damages
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Violation of Section 3.02(H), reporting $100 per day
subcontractors in the City’s Payee
Information Portal

$

Section 14.04 — Notice
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Department’s Mailing Address and Email
Address for Notices

Contractor’s Mailing Address and Email
Address for Notices
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ERTIFICATES OF INSURANCE

Instructions to New York City Agencies, Departments, and Offices

All certificates of insurance (except certificates of insurance solely evidencing
Workers’ Compensation Insurance, Employer’s Liability Insurance, and/or
Disability Benefits Insurance) must be accompanied by one of the following:

(1) the Certification by Insurance Broker or Agent on the following page setting
forth the required information and signatures;

—-OR --

(2) copies of all policies as certified by an authérized representative of the
issuing insurance carrier that are referenceddn such certificate of insurance.
If any policy is not available at the timé of submission, certified binders
may be submitted until such time as the policy is‘available, at which time a
certified copy of the policy shall be submitteds
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CITY OF NEW YORK
ERTIFICATI BY1 RANCE BROKER OR AGENT

The undersigned insurance broker or agent represents to the City of New York that the
attached Certificate of Insurance is accurate in all material respects.

[Name of broker or agent (typewritten)]

[Address of broker or agent (typewritten)]

[Email address of broker or agent (fypewritten)]

[Phone number/Fax number.of broker oragent (typewritten)]

[Signatureof authorized official, broker, or agent]

[Name and title of authorized official, broker, or agent (typewritten)]

State of .....ovveii i, )
) ss.:
County of ......oooeviiiiiiiinnen il )
Sworn to before me this day of. 20

NOTARY PUBLIC FOR THE STATE OF
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SCHEDULE B

As described in Section 3.02(A)(1), the following subcontractors are deemed to be Key
Subcontractors as of the Execution Date. [TO BE COMPLETED]

Key Description of Key Subcontractor Services
Subcontractor

<subcontractor 1> | Claims Adjudication

<subcontractor 2> | Claims Adjudication

<subcontractor 3> | Claims Review

<subcontractor 4> | Utilization Management
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WHISTLEBLOWER PROTECTION EXPANSION ACT POSTER
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REPORT
CORRUPTION, FRAUD, UNETHICAL CONDUCT
RELATING TO A NYC-FUNDED CONTRACT
OR PROJECT
CALL THE NYC DEPARTMENT OF INVESTIGATION

212-825-5959

DOI CAN ALSO BE REACHED BY MAIL
OR IN PERSON AT:
New York City Department of
Investigation (DOI)
80 Maiden Lane, 17th floor
New York, New York 10038
Attention: COMPLAINT BUREAU

OR FILE A COMPLAINT ON-LINE AT:

www.nyc.qov/doi Or scan the QR Code above

. 4R . . to make a complaint
All communications are confidential

THE LAW PROTECTS EMPLOYEES OF
CITY CONTRACTORS WHO REPORT CORRUPTION

* Any employee of.a City contractor, or subcontractor of the City, or a City contractor
with a contract valued at more than $100,000 is protected under the law from
retaliation by his of her employer if the employee reports wrongdoing related to
the contract to the DOI.

* To be protected by this law, an employee must report to DOI - or to certain other
specified government officials — information about fraud, false claims, corruption,
criminality, conflict of interest, gross mismanagement, or abuse of authority
relating to a City contract valued at more than $100,000.

» Any employee who makes such a report and who believes he or she has been
dismissed, demoted, suspended, or otherwise subject to an adverse personnel
action because of that report is entitled to bring a lawsuit against the contractor
and recover damages


http://www.nyc.gov/doi
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