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Introduction
The City of New York’s
Health Benefits
Program

Employee/Retiree

Responsibilities

Choosing a
Health Plan

ForMore
Information
Call the plans you are
interested in for ben-
efits packages and
provider directories.
Telephone numbers,
addresses and web
sites are listed at

the end of each plan
description.

Through collective bargaining agreements, the City of New York and the Municipal Unions have
cooperated in choosing health plans and designing the benefits for the City’s Health Benefits
Program. These benefits are intended to provide you with the fullest possible protection that can
be purchased with the available funding.

This Summary Program Description provides you with a summary of your benefits under the
New York City Health Benefits Program. Health insurance and the health care system can be
complicated and confusing. This booklet was developed to help you to understand your benefits
and responsibilities under the New York City Health Benefits Program.

The plan you have chosen will send you an in-depth description of its benefits when you enroll.

* As a participant in the New York City Health Benefits Program, it is important that you
know how your health plan works and what is required of you. The following are some
of the important things that you need to remember:

« Complete an enrollment form to add newly-acquired dependents (newborn, adoption,
marriage) within 31 days of the event

» Notify your health plan and your agency in writing when your address changes

*  Provide full-time student status verification annually to your health plan for dependent(s)
ages 19 to 23

* Review your payroll/pension check to ensure appropriate premiums are deducted

* Report Medicare eligibility to your health plan and the Health Benefits Program

*  Know your rights and responsibilities under COBRA continuation coverage

To select a health plan that best meets your needs, you should consider at least four
factors . . .

Coverage . . . The services covered by the plans differ. For example, some provide preventive
services while others do not cover them at all; some plans cover routine podiatric (foot) care,
while others do not.

Choice of Doctor . .. Some plans provide partial reimbursement when non-participating provid-
ers are used. Other plans only pay for, or allow the use of, participating providers.

Convenience of Access . . . Certain plans may have participating providers or centers that are
more convenient to your home or workplace. You should consider the location of physicians’ of-
fices and hospital affiliations.

Cost . . . Some plans require payroll and pension deductions for basic coverage. The costs of
Optional Riders also differ. These costs are compared on charts in Section Four of this booklet.
Some plans require a copayment for each routine doctor visit. Some plans require you to pay a
yearly deductible and coinsurance before the plans will reimburse you for the use of non-partic-
ipating providers. If a plan does not cover certain types of services that you expect to use, you
must also consider the out-of-pocket cost of these services.



Section One

If You Need Assistance

Internet Access

You can access the
Health Benefits Pro-
gram web page via
the official New York
City Web site at:
www.nyc.gov/olr.

Employees -- Employees should direct questions concerning eligibility, enrollment, paycheck
deductions, or the Transfer Period, as well as requests for a Health Benefits Application, to their
worksite agency health benefits, personnel or payroll office. Employees with questions relating to
benefits, services, or claims should write or call their health plan. When writing to a health plan,
include your name and address, certificate number, date(s) of service, and claim number(s), if
applicable. Some plans also allow inquiries through their web sites.

Retirees -- Retirees with questions about benefits, services, or claims should write or call their
health plan. When writing to the plan, give your certificate number, name and address. The
Health Benefits Program is also available to provide service and information to City retirees who
have questions about or problems with their health benefits or pension check deductions. Retir-
ees contacting the Health Benefits Program should always include the following information:

PLEASE PRINT CLEARLY

* Name, Address and Telephone Number
»  Social Security Number

» Pension Number

Whom Do | Contact after Retirement?
Retirees can contact the Health Benefits Program at:

City of New York Health Benefits Program
40 Rector Street - 3rd Floor

New York, NY 10006

(212) 513-0470

TTY/TDD: (212) 306-7753

or visit our website at: www.nyc.gov/olr

When Should I Call/Write/Visit the Health Benefits Program?

»  For questions regarding deductions for health benefits taken from your pension check

+ To obtain applications to make changes to your coverage such as adding/dropping de-
pendents, adding/dropping the optional rider, waiving health coverage and to chang
plans (excluding Medicare HMOs, which require a special application from the plan)

» To obtain information and an application for COBRA benefits

» To change your address

+ For notification of enroliment in Medicare

» For questions regarding Medicare Part B premium reimbursements

» If your health coverage has been terminated

+ If a dependent has been terminated from your health plan

When Should | Contact My Health Plan?
(Refer to your health plan identification card or plan booklet for telephone numbers.)

* If you have questions regarding covered services

* To obtain written information about covered services

* For information about the status of pending claims or claim disputes
* For claim allowances (How much will a plan pay towards a claim?)
« If your health coverage has been terminated by your health plan

* If a dependent has been terminated from your health plan

 For health plan service areas

* To obtain a special application in order to enroll in a Medicare HMO

When Should I Contact My Union/Welfare Fund?

For information about:
* Prescription drug coverage (if applicable)
» Eyeglass coverage
* Dental benefits
« Life Insurance (if applicable)



Section Two Enroliment

General Information

A. Costs

B. Eligibility

DoubleCity
Coverage
Prohibited

If a person is eligible
for the City program
as both an employee/
retiree or a depen-
dent, the person must
choose one status or
the other. No per-

son can be covered
by two City health
contracts at the same
time. Eligible depen-
dent children must all
be enrolled as depen-
dents of one parent.
If both spouses or
domestic partners
are eligible and one
is enrolled as the de-
pendent of the other,
the dependent may
pick up coverage in
his or her own name if
the other’s contract is
terminated.

There is no cost for basic coverage under some of the health plans offered through the City
Health Benefits Program, but others require a payroll or pension deduction. Enrollees may pur-
chase additional benefits through Optional Riders for all plans except for DC 37 Med-Team. Em-
ployee deductions are made on a pre-tax basis. (See Medical Spending Conversion, page 4).

To be eligible for participation in the City Health Benefits Program, employees and retirees must
meet all of the following criteria.

Employees are eligible if:

a. You work -- on a regular schedule -- at least 20 hours per week; and
b. Your appointment is expected to last for more than six months.

Retirees are eligible if:

a. You have, at the time of retirement, at least ten (10) years of credited service as
a member of a retirement or pension system maintained by the City (if you were
an employee of the City on or before December 27, 2001, then at the time of your
retirement you must have at least five (5) years of credited service as a member of
a retirement or pension system maintained by the City). This requirement does not
apply if you retire because of accidental disability; and

b. You have been employed by the City immediately prior to retirement as a member
of such system, and have worked regularly for at least 20 hours per week; and

c. You receive a pension check from a retirement system maintained by the City.

EXCEPTIONS: Members of pension systems not maintained by the City may be eligible for health coverage
pursuant to legislation or a collective bargaining agreement specifying such coverage.

Dependents are eligible if their relationship to the eligible participant is one of the following:
1. Alegally married husband or wife, but never an ex-spouse.

2. A domestic partner at least 18 years of age, living together with the participant in a
current continuous and committed relationship, although not related by blood to the participant in
a manner that would bar marriage in New York State. More details concerning eligibility and tax
consequences are available from your agency or the Office of Labor Relations Domestic Partner-
ship Liaison Unit at 212-306-7605 (employees) or 212-513-0470 (retirees).

3. Unmarried children under age 19. The term “children” for purposes of this and the
following definitions, includes: natural children; children for whom a court has accepted a consent
to adopt and for the support of whom an employee or retiree has entered into an agreement;
children for whom a court of law has made an employee or retiree legally responsible for sup-
port and maintenance; and children who live with an employee or retiree in a regular parent/child
relationship and are supported by the employee or retiree. Coverage will terminate for children
reaching 19 at the end of the payroll period during which the age of 19 was attained.

4. Unmarried dependent children between 19 and 23 who are full-time students at an
accredited degree-granting educational institution. The student must be covered as a dependent
through the City program and must receive at least 50 percent of his/her support from the em-
ployee or retiree. Coverage terminates when the student graduates or ceases to be a full-time
student or on December 31 of the year of the student’s 23 birthday, whichever is earlier. Cover-
age is applied from term to term as defined by the school, with coverage for a term remaining
in effect up to the first day of the next term. Students who are temporarily disabled and cannot
complete a term will be covered for up to a year from the original date of disability, after which
COBRA (see page 11) or a direct payment conversion contract will be available. In the event of
a documented permanent disability, the student may be added as a disabled dependent (see fol-
lowing paragraph).



C. How to Enroll
For Health
Benefits

D. Pre-Tax Funding
Programs:

Medical Spending
Conversion (MSC)

Health Care
Flexible Spending
Account (HCFSA)

A change in health
plan status that re-
sults in a change in
payroll deductions
may only be made
during the Transfer
Period or within 31
days of a Qualify-
ing Event.

5.  Unmarried children who cannot support themselves because of a disability, includ-
ing mental iliness, developmental disability, mental retardation or physical handicap, so long as
their disability occurred while the dependent was covered by the City. To maintain continuous
coverage, medical evidence of the disability must be provided to the plan within 31 days of the
date the dependent reaches the age limitation. Contact your health plan for instructions.

1. As an Employee — To enroll, you must obtain and file a Health Benefits Application
at your payroll or personnel office. The form must be filed within 31 days of your appointment
date (for exceptions, see F, page 6). If you do not file the form on time, the start of your coverage
will be delayed and you may be subject to loss of benefits.

New employees or employees enrolling for the first time are required to provide acceptable
documentation to support the eligibility status of all persons to be covered on their City health
plan coverage.

2. At Retirement — You must file a Health Benefits Application at your payroll or personnel
office prior to retirement to continue your coverage into retirement. If you are Medicare-eligible
and are enrolling in an HMO you must complete an additional application form, which must be
obtained directly from the health plan.

3. After Retirement — To enroll, you must obtain a Health Benefits Application from the
Health Benefits Program. Complete the form and file it with the Health Benefits Program. You
must meet the eligibility requirements for health benefits coverage. If you are retired from a
cultural institution, library, or the Fashion Institute of Technology, or if you receive a TIAA/CREF
pension and are eligible for City health coverage, you must file a Health Benefits Application with
your former employer.

4. Deferred Retirement — As the result of a collective bargaining agreement, retirees who
are members of the New York City Employees’ Retirement System — Pension Plan A — or the
Department of Education Retirement System and have had at least 20 years of credited service
are eligible for five years of additional City coverage. If you have retired but will not receive a
City pension check until age 55, you may be eligible for up to an additional five years of City-paid
health benefits coverage. Please contact your payroll or personnel office for details.

The City of New York Employee Benefits Program provides two programs, the Medical Spend-
ing Conversion (MSC) and Health Care Flexible Spending Account (HCFSA), that offer
participants the opportunity to use pre-tax funds to increase take-home pay. These programs
are administered through the Flexible Spending Accounts (FSA) Program.

Medical Spending Conversion (MSC) is comprised of two distinct programs: the
Premium Conversion Program and the Health Benefits Buy-Out Waiver Program.

Premium Conversion Program

All employees who have payroll deductions for health benefits are automatically enrolled in
the Premium Conversion Program. The Premium Conversion Program allows for premiums of
health plan deductions on a pre-tax basis, thus reducing the amount of gross salary on which
federal income and Social Security (FICA) taxes are calculated. The overall reduction in gross
salary is shown on the Form W-2 at the end of the year, but no change is reflected in the gross
salary amount on employees’ paychecks. Employees may decline enroliment in the Premium
Conversion Program when they first become eligible for health plan coverage or during the FSA
Open Enrollment Period, which is in the fall of each calendar year. To do so, employees must
complete an MSC Form and the Health Benefits Application and submit them for approval to
their personnel office. The benefits or payroll officer completes the appropriate section on the
MSC Form and forwards the forms to the FSA Administrative Office.

In accordance with IRS rules, participants cannot change their Premium Coverage Plan status
except during the Open Enrollment Period or when experiencing a mid-year Qualifying Event.



Premium Conversion
Program Qualifying
Events

Employees Who Have
Previously Waived
or Cancelled Health
Benefits Coverage

Effect of Premium
Conversion Program
on Health Benefits
Program Rules and
Procedures

Health Benefits
Buy-Out Waiver
Program
(Employees Only)

Buy-Out Waiver
Program Qualifying
Events

(Employees Only)

To do so, an MSC Premium Conversion Program Form, with the required documentation, must
be submitted to the benefits officer during the Open Enroliment Period or within 31 days of the
occurrence of the Qualifying Event, which include:

* Achange in family status due to death, birth, adoption, marriage, divorce,
annulment or legal separation between participant and spouse;

* The attainment of the maximum age for coverage of a dependent child;

* Acourt order requiring a recently divorced participant to provide health
insurance coverage for eligible dependent children;

*  Moving out of an HMO service area;

* Achange in title that necessitates a change in health plan;

*  The termination of participant’s employment for any reason including
retirement;

» Achange in the participant’s employment status that results in a health
insurance coverage change;
* Achange in a spouse’s employment status or a significant change in
a spouse’s health coverage that is outside the spouse’s control (e.g.,
benefit reduction);
* The taking of, or returning from, an approved unpaid leave of absence
by the participant or the participant’s spouse;
* Anincrease in the employee’s health plan premium deduction by more than 20%.

Eligible employees who have waived health benefits coverage may enroll for coverage subject to
the waiting period described in Reinstatement of Coverage, page 10. Reinstatement of coverage
is only possible within 31 days of a Qualifying Event or during the Open Enrollment Period. Such
enrollment will be on a pre-tax basis (unless enrollment in the Premium Conversion Program is
declined).

IRS rules regarding the Premium Conversion Program require that an employee’s health pre-
mium payroll deduction remains either pre-tax or post-tax for the entire Plan Year. Therefore, no
change that would affect the amount of the deduction can be made unless a Qualifying Event
has occurred. As a result, the following health plan changes can only be made within 31 days of
a Qualifying Event or during the Open Enrollment Period:

+ Change from family to individual coverage while an employee’s dependents are still
eligible for coverage; or

»  Change from individual to family coverage if an individual’'s dependents were previously
eligible for coverage; or

« Voluntary cancellation of coverage or the dropping of an Optional Rider while an em-
ployee is still eligible for such coverage or rider.

The MSC Health Benefits Buy-Out Waiver Program entitles all eligible employees to receive a
cash incentive payment for waiving their City health benefits if non-City group health coverage
is available to them (e.g., a spouse’s/domestic partner’s plan, coverage from another employer
or Medicare Part A and Part B). Annual payments, which are taxable income, are $500 for those
waiving individual coverage and $1,000 for those waiving family coverage. This amount will be
prorated for any period less than six months by the number of days the employee is participating
in the MSC Health Benefits Buy-Out Waiver Program.

Employees may enroll in the MSC Health Benefits Buy-Out Waiver Program within 31 days of
becoming eligible for benefits or during the Open Enrollment Period. Both an MSC Health Ben-
efits Buy-Out Waiver Program Form and the Health Benefits Application must be submitted to
your agency’s personnel office for approval. The benefits or payroll officer completes the appro-
priate section on both forms and forwards the forms to the FSA Administrative Office.

Important Note: The Internal Revenue Service does not permit any retroactive participation.

As with the MSC Premium Conversion Program, employees cannot change their decision re-
garding the MSC Buy-Out Waiver Program between Open Enrollment Periods, except if a
Qualifying Event occurs, such as:

-5-



Employees will have
31 days from the
date of the Qualifying
Event to request a
change.

Employees Who
Return to Payroll
Following Leave
Without Pay (LWOP)

Health Care Flexible
Spending Account
(HCFSA)

E. Waiver of Health
Benefits

F. Effective Dates of
Coverage

* Achange in family status due to death, birth, adoption, marriage,
divorce, annulment or legal separation between participant and spouse;

* The attainment of the maximum age for coverage of a dependent child;

* Acourt order requiring a recently divorced participant to provide health
insurance coverage for eligible dependent children;

* The termination of participant’'s employment for any reason including retirement,
or a change in the participant's employment status that results in a health
insurance coverage change;

* Achange in a spouse’s employment status or a significant change in a
spouse’s health coverage that is outside the spouse’s control (e.g., benefit
reduction);

* The taking of, or returning from, an approved unpaid leave of absence by
the participant or the participant’s spouse;

* Achange in employment status from part-time to full-time, or vice versa,
by participant or participant’s spouse.

An employee who is on leave without pay during an Open Enroliment Period, upon return to
payroll, will automatically be enrolled in the MSC Premium Conversion Program, unless declined
within 31 days of such an event. To participate in the MSC Health Benefits Buy-Out Waiver
Program, an eligible returning employee must complete both the MSC Health Benefits Buy-Out
Waiver Program Form and the Health Benefits Application within 31 days of such an event.

The Health Care Flexible Spending Account (HCFSA) Program is designed to help participants
pay for necessary out-of-pocket medical, dental, vision, and hearing aid expenses not covered
by insurance. HCFSA is funded through pre-tax payroll deductions (minimum - $260 / maxi-
mum - $5,000), thereby effectively reducing the participant’s taxable income. Participants submit
claims for eligible medical expenses to the FSA Administrative Office and receive a reimburse-
ment check — not subject to federal income tax or Social Security tax (FICA) — from their HCFSA
account. The amount of tax savings depends on the participant’s income tax bracket and the
amount contributed to HCFSA.

For more information, please contact your benefits manager or call the Pre-Tax Benefits Pro-
gram at (212) 306-7760. The FSA brochure and the Enroliment/Change Form are available on
the FSA web site at www.nyc.gov/html/olr.

Every employee or retiree eligible for City health benefits must either enroll for coverage or
waive membership by completing the appropriate sections of the Health Benefits Application.
(See Buy-Out Waiver Program, page 5). Those who waive or cancel City health plan coverage
and subsequently wish to enroll or reinstate benefits will not have coverage until the beginning of
the first payroll period 90 days after the submission of a Health Benefits Application, unless the
participant has lost other group coverage.

Coverage becomes effective according to the following:

For Employees — For Provisional employees, Temporary employees, and those Non-Com-
petitive employees for whom there is no experience or education requirement for employment,
coverage begins on the first day of the pay period following the completion of 90 days of continu-
ous employment, provided that your Health Benefits Application has been submitted within that
period.

For All Other Employees — For employees appointed from Civil Service lists, Exempt em-
ployees, and those Non-Competitive employees for whom there is an experience or education
requirement, coverage begins on your appointment date, provided your Health Benefits Appli-
cation has been received by your agency personnel or payroll office within 31 days of that date.

For Eligible Dependents — Coverage for eligible dependents listed on your Health Benefits
Application will begin on the day that you become covered. Dependents acquired after you

-6-



G. Optional Riders

H. Deductions for
Basic Coverage
and Optional Riders

submit your Application will be covered from the date of marriage, domestic partnership, birth
or adoption, provided that you submit the required notification and documentation within 31
days of the event (see Changes in Family Status, A., page 8).

For Retirees — If you file the Health Benefits Application for continuation of coverage into re-
tirement with your agency payroll or personnel office prior to retirement (ideally provide 4 to 6
weeks notice), coverage begins on the day of retirement for most retirees. Employees who had
previously waived coverage can reenroll upon retirement. The effective date of the reinstate-
ment will be the date of retirement, or the first day of the month following the processing of the
health benefits application.

An enroliment is considered late if an application is filed more than 31 days after the event that
made the employee, retiree, or dependent eligible. In cases of late enroliment, coverage will
begin on the first day of the payroll period following the receipt of the application (for retirees,
the first day of the month following the processing of a Health Benefits Application) by the
agency payroll or personnel office.

Participation in the Medical Spending Conversion (MSC) Program may limit health plan enroll-
ment and/or status changes. If such changes affect your health plan deductions, they must be
made within 31 days of the Qualifying Event or they cannot be made at all until the next Trans-
fer Period (see Medical Spending Conversion, page 4).

All health plans, except DC 37 Med-Team have an Optional Rider consisting of benefits that
are not part of the basic plan. You may elect Optional Rider coverage when you enroll and pay
for it through payroll or pension deductions. Each rider is a package and you may not select
individual benefits from the rider. The cost of these riders can be found on pages 38, 53, 54,
55 and 56.

Many employees and retirees get additional health benefits through their welfare funds. If your
welfare fund is providing benefits similar to some (or all) of the benefits in your plan’s Optional
Rider, those specific benefits will be provided only by your welfare fund and will not be available
through your health plan rider. Pension and payroll deductions will be adjusted accordingly.

If the Optional Rider consists only of a prescription drug plan, and your union welfare fund
provides prescription drug benefits, payroll or pension deductions will not be adjusted auto-
matically to account for union welfare fund benefits if you select the optional rider. You will then
pay for drug benefits through the rider and have those benefits from the rider in addition to
your welfare fund. Participants in Medicare HMO plans should be aware that prescription drug
benefits may be automatically included in their plan benefits.

1. From Paychecks — If there is a payroll deduction for your plan’s basic coverage, or if you
apply for an Optional Rider, your paycheck should reflect the deduction within two months after
submitting a Health Benefits Application.

2. From Pension Checks — It may take considerable time before health plan deductions
start from retirees’ pension checks. Retroactive deductions (not to exceed $35 a month in
addition to the regular deduction) are then made to pay for coverage during the period from
retirement to the time of the first deduction. Although deductions may not be taken for a month
or more, your coverage still is in effect. When either you or a dependent becomes eligible for
Medicare (by reaching age 65 or through disability), the amount deducted is adjusted after you
notify the Health Benefits Program of Medicare coverage (see City Coverage for Medicare-
Eligible Retirees, page 14). This adjustment may also take time to be processed.

3. Incorrect Deductions — If the deduction is incorrect, you must report the error within 31
days. Employees must contact their agency health benefits representative and retirees must
contact the Health Benefits Program. Corrections will be made as quickly as possible after
notification.



A. Changes in
Family Status -
Adding or
Dropping
Dependents

B. Change in Plan

1. Annual Transfer
Period
(Employees)

2. Retiree Transfer
Opportunities

C. Transfer into or out
of Your Health
Plan’s Service Area

Changes in Enrollment Status

Participants should report all changes in family status to their personnel or payroll office (for
employees) or the Health Benefits Program (for retirees). Use the Health Benefits Application to
add dependents due to marriage, domestic partnership, birth or adoption of a child, and to drop
dependents due to death, divorce, termination of domestic partnership, or a child reaching an
ineligible age or losing full-time student status. Forms must be submitted within 31 days of the
event (see page 7, Late Enroliment). If a covered dependent loses eligibility, that person may
obtain benefits through the COBRA Continuation of Benefits provisions described on page 11.

Health Benefits Transfer Periods are usually scheduled once each year. During these periods,
all employees may transfer from their current health plan to any other plan for which they are
eligible, or they may add or drop Optional Rider coverage to their present plan. Retirees may
only participate in Transfer Periods that occur in even-numbered years.

If you do not apply for an Optional Rider when you first enroll, you may add these additional
benefits only during a Transfer Period, upon retirement, or if there is a change in your union or
welfare fund coverage.

Procedures for Employee Health Plan Transfers — In order to transfer from one plan to an-
other or to add Optional Rider coverage, you must complete a Health Benefits Application, which
is available from your agency payroll or personnel office. This form must be completed and re-
turned to your payroll or personnel office during the annual Transfer Period.

See your agency Health Benefit representative, payroll or personnel office for the effective date
of the change. Once you submit the Health Benefits Application your transfer is irrevo-
cable.

Retirees may transfer or add an Optional Rider during the even-numbered year Transfer Peri-
ods. Additionally, retirees who have been retired for at least one year can take advantage of a
once-in-a-lifetime provision to transfer or add an optional rider at any time. Once-in-a-lifetime
transfers become effective on the first of the month following the date that the Health Benefits
Application is processed.**

If you permanently move outside of your plan’s service area, you may transfer within 31 days to
another plan without waiting for the next Transfer Period. Also, if you move into the service area
of a plan, you may transfer within 31 days to that plan.**

**Exception: When transferring into a Medicare HMO plan other than during Transfer Periods, transfers
will become effective on the first day of the month following the processing of the special health plan ap-
plication provided by the health plan.

Required Documentation

Appropriate documentation of marital status, domestic partnership, or birth or adoption
of a child is required. This documentation may consist of marriage or birth certificate;
adoption or guardianship papers; or copies of tax returns indicating a child is claimed
as a dependent. Domestic partner documentation must consist of a copy of the Certifi-
cate of Domestic Partnership and a completed Declaration of Financial Interdependence
accompanied by two items of proof evidencing financial interdependence (non-New
York City residents must complete an “Alternative Affidavit of Domestic Partner”).




D. Leave of Absence
Coverage

E. Change of Address

F. Transfer from One
City Agency to
Another

G. Change of Union
or Welfare Fund

Special Leave of Absence Coverage (SLOAC) — SLOAC may provide continued City
health coverage for specified periods of time to certain employees who are on authorized
leave without pay as a result of temporary disability or illness, or who are receiving Workers’
Compensation. Contact your payroll or personnel office for details.

Family and Medical Leave Act (FMLA) — The Federal Family and Medical Leave Act of
1993 (“FMLA”) entitles eligible City employees to 12 weeks of family leave in a 12-month pe-
riod to care for a dependent child or covered family member, and/or for the serious illness of
the employee. Employees using this leave may be able to continue their City health coverage
through the FMLA provisions. Contact your payroll or personnel office for details.

If you change your address be sure to notify your health plan and your agency so that your
records can be kept up-to-date. Always provide your certificate or identification number when
communicating with health plans.

Retirees should notify the Health Benefits Program, in writing, of any address change.

If you leave the employment of one City agency and you are covered under the City’s Health
Benefits Program, and subsequently become employed by another City agency and you are
eligible to enroll for health coverage, your coverage will become effective on your appoint-
ment date at the new agency, provided that no more than 90 days have elapsed since your
coverage terminated at the first agency. Your new agency should reinstate your coverage.
(See Termination and Reinstatement, B. page 10). You may only change health plans during
the annual Transfer Period.

If more than 90 days have elapsed, the Effective Dates of Coverage rules specified on page
6 apply. You must complete a new Health Benefits Application.

Title changes that result in a change of union or welfare fund membership may require a
change in payroll deductions for any Optional Rider coverage. You must contact your agency
benefits representative within 31 days if you have changed union or welfare fund.



A. When Coverage
Terminates

B. Reinstatement of
Coverage

A. Conversion Option

Termination and Reinstatement

Coverage terminates:

» for an employee or retiree and covered dependents, when the employee or
retiree stops receiving a paycheck or pension check (with the exception of employees on
SLOAC or FMLA).

» for a spouse, when divorced from an employee or retiree.

» for a domestic partner, when partnership terminates.

« forachild, upon marriage or reaching an ineligible age, except for unmarried dependent.
full-time students who are covered on all plans up to age 23. (See page 4 for special
provisions for disabled children who reach age 19 or 23.)

» for all dependents, unless otherwise eligible, when the City employee or retiree dies.

f both husband and wife, or domestic partner, are eligible for City health coverage as either an
employee or a retiree, and one is enrolled as the dependent of the other, the person enrolled
as dependent may pick up coverage in his/her own name within 31 days if the employee/retiree
leaves City employment or dies.

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires that the plan
administrator issue certificates of group health plan coverage to employees upon termination of
employment that results in the termination of group health coverage. Each individual, upon termi-
nation, will receive a certificate of coverage from the plan administrator. This certificate provides
the necessary information to certify coverage that will be credited against any pre-existing condi-
tion exclusion period provided under a new health plan.

If you have been on approved leave without pay, or have been removed from active pay status for
any other reason, your health coverage may have been interrupted. Contact your agency health
benefits representative within 31 days of your return to work in order to complete a new Health
Benefits Application. If you are returning from an approved leave of absence or your coverage
has been terminated for less than 90 days, coverage resumes on the date you return to work. If
you were not on an approved leave of absence or if your coverage has been terminated for more
than 90 days, the effective date of coverage rules specified on page 6 apply.

If you have waived or cancelled your City health plan coverage and subsequently wish to
enroll or reinstate your benefits, your coverage will not start until the beginning of the first payroll
period 90 days following the date you submit your Health Benefit Application unless the enroll-
ment or reinstatement is the result of a loss of other group coverage.

Options Available When City Coverage Terminates

Employees and covered dependents may purchase individual health coverage through their
health plan if their City group coverage ceases for any of the following reasons:

* an employee leaves City employment;

* an employee loses City coverage due to a reduction in the work schedule;

* an employee or retiree dies;

* adependent spouse is divorced from the employee or retiree;

* adomestic partnership terminates;

* dependent children exceed the age limits established under the group contract;
* coverage under the provisions of COBRA (see B. following) expires.

Unlike COBRA, benefits under this type of policy do not automatically terminate after a limited
time, and may vary from the City’s “basic” benefits package in both the scope of benefits and in
cost.

-10-



B. COBRA Benefits

1. COBRA Eligibility

Note

Individuals covered
under another group
plan are not eligible
for COBRA continu-
ation benefits unless
the other group plan
contains a pre-exist-
ing condition exclu-
sion. However, these
people may be able
to purchase certain
welfare fund benefits.
For more information,
contact the appropri-
ate fund.

The Federal Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) requires that
the City offer employees, retirees and their families the opportunity to continue group health
and/or welfare fund coverage in certain instances where the coverage would otherwise termi-
nate. The monthly premium will be 102% of the group rate (or 150% of the group rate for the
19th through 29th months in cases of total disability, see B.2). All group health benefits, includ-
ing Optional Riders, are available. The maximum period of coverage is 18, 29, or 36 months,
depending on the reason for continuation.

The following are eligible for continuation of coverage under COBRA:

Employees Not Eligible for Medicare — Employees whose health and/or welfare fund cover-
ages are terminated due to a reduction in hours of employment or termination of employment
(for reasons other than gross misconduct). Termination of employment includes unpaid leaves
of absence of any kind. More information concerning situations involving termination due to
gross misconduct is available from your agency benefits representative.

Spouses/Domestic Partners Not Eligible for Medicare — Spouses/Domestic Partners who
lose coverage for any of the following reasons: 1) death of the City employee or retiree; 2) ter-
mination of the employee’s City employment (for reasons other than gross misconduct); 3) loss
of health coverage due to a reduction in the employee’s hours of employment; 4) divorce from
the City employee or retiree; 5) termination of domestic partnership with the City employee or
retiree; 6) retirement of the employee. (See Retirees, page 12.)

Dependent Children Not Eligible for Medicare — Dependent children who lose coverage
for any of the following reasons: 1) death of a covered parent (the City employee or retiree); 2)
the termination of a covered parent’s employment (for reasons other than gross misconduct);
3) loss of health coverage due to the covered parent’s reduction in hours of employment; 4) the
dependent ceases to be a “dependent child” under the terms of the Health Benefits Program;
5) retirement of the covered parent. (See Retirees, page 12.)

Special Notes for Medicare-Eligibles

Those who have lost coverage because of termination of employment or reduction in hours
of the participant are eligible under the City’s Medicare-supplemental plans for up to 18
months after the original qualifying event, or - in the case of loss of coverage for all other
reasons - up to 36 months.

If a COBRA qualifying event occurs and you lose coverage, but you and/or your dependents
are Medicare-eligible, you may continue coverage by using the COBRA Continuation of
Coverage application form. You should indicate your Medicare claim number and effective
dates where indicated on the form for Medicare-eligible family members. If you and/or your
dependents are about to become eligible for Medicare, and are already continuing coverage
under COBRA, inform your health plan of Medicare eligibility for you and/or your dependents
at least 30 days prior to the date of Medicare eligibility. COBRA-enrolled dependents of
the person who becomes Medicare-eligible will be able to continue their COBRA coverage,
whether or not the Medicare-eligible person enrolls in the Medicare-Supplemental coverage.
The COBRA continuation period for dependents will be unaffected by the decision of the
Medicare-eligible employee or retiree.

Contact your health plan for information about other Medicare-Supplemental plans that
are offered; some other health plans may be better suited to your needs and/or less costly
than the plan that is provided under the City’s contract.
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2. COBRA Periods
of Continuation

3. COBRA Notification
Responsibilities

Retirees — Retirees who are not eligible to receive City-paid health care coverage (see Eligibility,
page 3) and their dependents (if not Medicare-eligible) may continue the benefits received as an
active employee for a period of 18 months at 102% of the group cost under COBRA. Retirees
eligible for Medicare should refer to the Medicare-Eligibles section on page 14. Retirees whose
welfare fund benefits would be reduced or eliminated at retirement are eligible to maintain those
benefits under COBRA for 18 months at 102% of the cost to the union welfare fund. Contact the
union welfare fund for the premium amounts and benefits available. A list of welfare fund admin-
istrators can be obtained from City payroll or personnel offices.

If benefits are lost due to termination of employment or reduction of work schedule, the maximum
period for which COBRA can continue is 18 months. This period will be calculated from the date
of loss of coverage under the City program.

However, if a beneficiary becomes disabled (as determined under Title 1l or XVI of the Social Se-
curity Act) during the first 60 days of the 18-month COBRA continuation period, coverage can be
extended for an additional 11 months after the end of the original continuation period. Notification
must be made to the plan administrator within 60 days after the Social Security Administration’s
determination of disability and before the end of the initial 18-month COBRA continuation period.
The plan administrator must also be notified within 30 days if the Social Security Administration
determines that the disability no longer exists. The otherwise applicable COBRA premium, i.e.,
150% of the premium, must be paid during any extension period.

If dependents lose benefits as a result of death, divorce, domestic partnership termination, or
loss of coverage due to the Medicare-eligibility of the contract holder, or due to the loss of depen-
dent child status, the maximum period for which COBRA can continue coverage is 36 months.
This period will be calculated from the date of the loss of coverage under the City program.

The definition of a qualified beneficiary includes a child born to or adopted by certain qualified
beneficiaries during the COBRA continuation period. Only if you are a qualified beneficiary by
reason of having been an employee, will a child born to or adopted by you during the COBRA
continuation period become a qualified beneficiary in his or her own right. This means that if you
should lose your COBRA coverage, your new child may have an independent right to continue
his or her coverage for the remainder of the otherwise applicable continuation period. However,
you must cover your new child as a dependent within 30 days of the child’s birth or adoption in
order to have this added protection.

Any increase in COBRA premium due to this change must be paid during the period for which
the coverage is in effect.

Continuation of coverage can never exceed 36 months in total, regardless of the number of
events that relate to a loss in coverage. Coverage during the continuation period will terminate if
the enrollee fails to make timely premium payments or becomes enrolled in another group health
plan (unless the new plan contains a pre-existing condition exclusion).

Under the law, the employee or family member has the responsibility of notifying the City agency
payroll or personnel office and the applicable welfare fund within 60 days of the death, divorce,
domestic partnership termination, or change of address of an employee, or of a child’s losing de-
pendent status. Retirees and/or the family members must notify the Health Benefits Program and
the applicable welfare fund within 60 days in the case of death of the retiree or the occurrence of
any of the events mentioned above.

Employees who are totally disabled (as determined by Social Security) up to 60 days after the
date of termination of employment or reduction of hours must notify their health plan of the dis-
ability. The notice must be provided within 60 days of Social Security’s determination and before
the end of the 18-month continuation period. If Social Security ever determines that the individual
is no longer disabled, the former employee must also notify the health plan of this. This notice
must be provided within 30 days from Social Security’s final determination.
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4. Election of
COBRA
Continuation

5. COBRA
Transfer
Opportunities

C. Special Continuation
of Coverage

D. Disability Benefits

When a qualifying event (such as an employee’s death, termination of employment, or reduction
in hours) occurs, the employee and family will receive a COBRA information packet from the City
agency describing continuation coverage options.

To elect COBRA continuation of health coverage, the eligible person must complete a “COBRA -
Continuation of Coverage Application.” Employees and/or eligible family members can obtain ap-
plication forms from their agency payroll or personnel office. Retirees’ eligible family members can
obtain application forms by contacting the Health Benefits Program. Please contact the welfare
fund if you wish to purchase its benefits.

Eligible persons electing COBRA continuation coverage must do so within 60 days of the date
on which they receive notification of their rights, and must pay the initial premium within 45 days
of their election. Premium payments will be made on a monthly basis. Payments after the initial
payment will have a 30-day grace period.

Former employees and dependents who elect COBRA continuation coverage are entitled to the
same benefits and rights as employees. Therefore, COBRA enrollees may take part in the annual
Transfer Period. Dependents of retirees enrolled in COBRA continuation coverage will continue
to receive the same transfer opportunities available to retirees: once-in-a-lifetime transfer (if not
already used), and transfer during the normal Transfer Period for retirees.

Individuals eligible for COBRA may also transfer when a change of address allows or eliminates
access to a health plan that requires residency in a particular Zip Code.

Application forms to be used during the Transfer Period should be obtained from the COBRA
enrollee’s current health plan. Applications should be returned to the current health plan, which
will forward enrollment information to the new plan. Be sure to elect a primary care physician for
each family member if selecting an HMO that requires you to do so. These transfers will become
effective on January 1st of the following year.

City agencies do not handle COBRA enrollee transfers, or process any future changes such as
adding dependents. All future transactions will be handled by the health plan in which the person
eligible for COBRA is enrolled.

Effective November 13, 2001, New York State law provides that surviving spouses of retired
uniformed members of the New York City Police and Fire Departments can continue their health
benefits coverage for life. The surviving spouse shall be afforded the right to such health insur-
ance coverage at a premium of 102% of the group rate. The spouse must elect such coverage
within one (1) year of the date of death of his or her spouse. Contact the Health Benefits Program,
in writing, to obtain an application.

Those who are totally disabled because of an injury or iliness on the date of termination remain
covered for that disability up to a maximum of 18 additional months for the GHI-CBP/EBCBS plan
and up to 12 months for all other plans, except GHI Type C/EBCBS, which provides only 31 days
of additional coverage. This extension of benefits applies only to the disabled person and only
covers the disabling condition. Under the GHI/Blue Cross plans, if a subscriber is hospitalized at
the time of termination, hospital coverage is extended only to the end of the hospitalization. Con-
tact the specific health plan for details.
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Medicare —
Your First Level of
Health Benefits

A. Medicare
Enroliment

City Coverage for Medicare-Eligible Retirees
(Employees over age 65, see page 15)

When you or one of your dependents becomes eligible for Medicare at age 65 (and thereafter)
or through special provisions of the Social Security Act for the Disabled, your first level of health
benefits is provided by Medicare.

The Health Benefits Program provides a second level of benefits intended to fill certain gaps in
Medicare coverage. In order to maintain maximum health benefits, it is essential that you join
Medicare Part A (Hospital Insurance) and Part B (Medical Insurance) at your local Social Security
Office as soon as you are eligible. If you do not join Medicare, you will lose whatever benefits
Medicare would have provided.

The City’s Health Benefits Program supplements Medicare but does not duplicate benefits avail-
able under Medicare. Medicare-eligibles must be enrolled in Medicare Parts A and B in order to
be covered by a Medicare HMO plan.

To enroll in Medicare and assure continuity of benefits upon becoming age 65, contact your So-
cial Security Office during the three-month period before your 65th birthday. In order not to lose
benefits, you must enroll in Medicare during this period even if you will not be receiving a Social
Security check.

If you are over 65 or eligible for Medicare due to disability and did not join Medicare, contact
your Social Security Office to find out when you may join. If you do not join Medicare Part B when
you first become eligible, there is a 10% premium penalty for each year you were eligible but did
not enroll. In addition, under certain circumstances there may be up to a 15-month delay before
your Medicare Part B coverage can begin upon re-enroliment.

If you or your spouse are ineligible for Medicare Part A although over age 65 (reasons for in-
eligibility include non-citizenship or non-eligibility for Social Security benefits for Part A), contact:

N.Y.C. Health Benefits Program
40 Rector Street - 3rd Floor
New York, NY 10006

Coverage for those not eligible for Medicare Part A can be provided under certain health plans.
Under this Non-Medicare eligible coverage, you continue to receive the same hospital benefits as
persons not yet age 65.

If you are living outside the USA or its territories, Medicare benefits are not available. Under
this Non-Medicare eligible coverage, you continue to receive the same hospital and/or medical
benefits as persons not yet age 65. If you do not join and/or do not continue to pay for Medicare
Part B however, you will be subject to penalties if you return to the USA and attempt to enroll.
Please provide full identifying information, including name, date of birth, address, agency from
which retired, pension number, health plan and certificate numbers, health code, Social Security
Number and Medicare claim number (if any). Also give the reason for ineligibility for Medicare Part
A and/or Part B.

If you are eligible for Medicare Part B as a retiree but neglect to file with the Social Security

Office during their enrollment period (January through March) or prior to your 65th birthday, you
will receive supplemental medical coverage only, and only through GHI/EBCBS Senior Care.
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B. Medicare
Eligibility

C. Medicare Part B
Reimbursement

A. Special Provisions

You must notify the Health Benefits Program in writing immediately upon receipt of your or your
dependent’s Medicare card. Include the following information: a copy of the Medicare card and
birth dates for yourself and spouse, retirement date, pension number and pension system,
name of health plan, and name of union welfare fund.

Once the Health Benefits Program is notified that you are covered by Medicare, deductions
from your pension check will be adjusted, if applicable, and you will automatically receive the
annual Medicare Part B premium reimbursement (See C., Medicare Premium Reimbursement).
The Health Benefits Program will then notify your health plan that you are enrolled in Medicare
so that your benefits can be adjusted. If you are Medicare-eligible and are enrolling in an HMO
you must complete an additional application form, which is available directly from the plan. If
your plan does not provide coverage for Medicare enrollees, you will have the opportunity to
transfer to another plan that does.

The City will reimburse retirees for a portion of the monthly premium for Medicare Part B, as
well for their eligible dependents on Medicare.

Periodically, the Medicare Part B premium is increased by the Social Security Administration.
At the time of each increase, legislation must be approved by the City Council authorizing the
City to reimburse you at a new rate.

If you are receiving a Social Security check, the premium for Medicare Part B will be deducted
from that check monthly. If you are not receiving a Social Security check, you will be billed on
a quarterly basis by the Social Security Administration. You must be receiving a City pension
check and be enrolled as the contract holder for City health benefits in order to receive reim-
bursement for Part B premiums. For most retirees, the refund is issued automatically by the
Health Benefits Program, 40 Rector Street, 3rd Floor, New York, NY 10006, telephone (212)
513-0470. Medicare Part B reimbursement checks are generally issued once a year.

Special Provisions for
Medicare-Eligible Employees

Federal law requires the City of New York to offer employees over 65 the same coverage under
the same conditions as offered to employees under 65. The same stipulation applies also to
dependents over 65 and those covered by Medicare through the Special Provisions of the
Social Security Act for the Disabled.” In such cases, enroliment in the City health plan is auto-
matic (unless waived) and Medicare becomes secondary coverage.

If you are a Medicare-eligible employee and want Medicare to be your primary coverage, you
must complete the waiver section of the Health Benefits Application and return it to your agency
payroll or personnel office. If you do so, you will not be eligible for the City’s group health
plan.

Employees and their dependents covered by Medicare have identical benefits to those pro-
vided to employees and their dependents under age 65. Because of the cost of these benefits,
the City does not reimburse employees or dependents for their Medicare Part B premiums if
the City health plan is primary.

Medicare Part B premium reimbursement will be available at retirement when Medicare be-
comes the primary plan.
*The rules are somewhat different for persons eligible for Medicare due to end-stage renal

disease. Consult your Medicare Handbook or agency health benefits representative for further
information.
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B. Retirement

C. Medicare
Enrollment

A. General

B. Rules of
Coordination

At retirement, employees who have chosen Medicare as their primary plan or whose dependents
have not been covered on their plan because their spouse/domestic partner elected Medicare as
the primary plan may re-enroll in the City health benefits program. This is done by completing a
Health Benefits Application and submitting it to their agency health benefits, payroll or personnel
office.

Also at retirement, Medicare-eligible employees for whom the City Health Benefits Program had
provided primary coverage are permitted to change health plans effective on the same date as
their retiree health coverage.

Medicare Medical Insurance (Part B) is voluntary with a monthly premium that is subject to
change. If you and/or your dependents choose City health coverage as primary, Medicare will be
supplementary to any City health plan.

There are no penalties for late enrollment in Medicare Part B if employees choose the Health
Benefits Program as primary coverage and cancel or delay enroliment in Medicare Part B cover-
age until retirement or termination of employment (when Medicare enrollment is permitted for
a limited period of time). Medicare Hospital Insurance (Part A) should be maintained. For most
persons, Part A coverage is free.

Coordination of Benefits (COB)

You may be covered by two or more group health benefit plans that may provide similar benefits.
Should you have services covered by more than one plan, your City health plan will coordinate
benefit payments with the other plan. One plan will pay its full benefit as a primary insurer, and
the other plan will pay secondary benefits. This prevents duplicate payments and overpayments.
In no event shall payments exceed 100% of a charge.

The City program follows certain rules that have been established to determine which plan is
primary; these rules apply whether or not you make a claim under both plans.

The rules for determining primary and secondary benefits are as follows:

1. The plan covering you as an employee is primary before a plan covering
you as dependent.

2. When two plans cover the same child as a dependent, the child’s coverage will be as
follows:

» The plan of the parent whose birthday falls earlier in the year provides primary
coverage

. If both parents have the same birthday, the plan that has been in effect the longest
is primary.

» If the other plan has a gender rule (stating that the plan covering you as a
dependent of a male employee is primary before a plan covering you as a
dependent of a female employee), the rule of the other plan will determine
which plan will cover the child. (See Section C for special rules concerning
dependents of separated or divorced parents.)

3. If no other criteria apply, the plan covering you the longest is primary. However, the plan
covering you as a laid-off or retired employee, or as a dependent of such a person, is
secondary, and the plan covering you as an active employee, or as a dependent of such
a person, is primary, as long as the other plan has a COB provision similar to this one.
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C. Special Rules for
Dependents of
Separated or
Divorced Parents

D. Effect of Primary
and Secondary
Benefits

If two or more plans cover a dependent child of divorced or separated parents, benefits are to
be determined in the following order:

1.

2.

The plan of the parent who has custody of the child is primary.

If the parent with custody of a dependent child remarries, that parent’s plan is primary.
The step-parent’s plan is secondary and the plan covering the parent without custody
is third.

If the specific decree of the court states one parent is responsible for the health care of
the child, the benefits of that parent’s plan are determined first. You must provide the
appropriate plan with a copy of the portion of the court order showing responsibility for
health care expenses of the child.

Benefits under a plan that is primary are calculated as though other coverage did not
exist.

Benefits under a plan that is secondary will be reduced so that the combined payment

or benefit from all plans are not more than the actual charges for the covered service.
The plan that is secondary will never pay more than its full benefits.

The Employee Blood Program

Your health plan covers the cost of administering transfusions and pays blood processing fees
for employees, retirees and eligible family members. It does not pay for the storage of your own
blood for future use.

Blood replacement fees are not covered by any health plan offered by the City. To help our
community maintain blood reserves the Employee Blood Program sponsors a voluntary donor
program for City employees, called the City Donor Corps. City Donor Corps members who do-
nate once a year are entitled to certain benefits for themselves and family members. For further
information, see your agency Blood Program Coordinator.
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Section
Three

Employee Assistance
Programs

The City of New York’s
Employee Assistance Programs

The City of New York’'s Employee Assistance Programs (EAPs) are staffed by professional
counselors who can help employees and their eligible dependents handle problems in areas
such as stress, alcoholism, drug abuse, mental health, and family difficulties. An EAP will pro-
vide education, information, counseling and individualized referrals to assist with a wide range
of personal or social problems. If you don’t have an EAP in your own agency or union, you can
call the New York City Employee Assistance Program (listed below) for information.

The New York City Employee Assistance Program gives you free, personal and quick access to
referrals for professional help. An employee’s co