GROUP INSURANCE

LIFE INSURANCE

THE WLADIS COMPANIES, INC.
SINCE 1959

DISABILITY INSURANCE

RETIREMENT PLANS

CAFETERIA PLANS

Herkimer County Chamber of Commerce
Year 2010 Monthly Rate Comparison Sheet

Sole Proprietor

Group of 2+
b Plan Description (Group of 1)
Coverage Type — Monthly Rate P Coverage Type — Monthly Rate
Emp. + Emp. + Emp. + Emp. +
Single Spouse Child(ren) Family Single Spouse | Child(ren) Family
Blue Cross/Blue Shield Plans
$484.38 N/A N/A $1,240.40 HMO Blue — $25 Copay $532.83 N/A N/A $1,364.44
$425.24 $850.48 $860.29 $1,186.77 | HealthyBlue $15/$25 Copay + Deductible Plan | $467.78 $935.56 $946.35 $1,305.49
Blue Healthy Choices — Option B - $20/$25
$478.68 $923.86 N/A $1,271.03 Copay $526.56 N/A N/A $1,349.37
Blue EPO Balance Option 7 ($30 Copay) —
Closed to New Group Enrollments
$485.03 N/A N/A $1,235.09 Effective 1/1/10 $533.53 N/A N/A $1,358.60
HealthyBlue HDHP HSA $2,600/$5,200
$255.13 $510.26 $519.15 $716.16 Deductible Plan $280.65 $561.30 $571.06 $787.77
SimplyBlue $30/$50 Copay Option —
$390.89 $781.78 $790.78 $1,090.87 New for 1/1/2010 $429.98 $859.97 $869.87 $1,199.98
MVP Health Care Plans
$575.50 | $1,142.65 N/A $1,526.70 MVP Health Care — HMO 15 $660.58 | $1,312.79 N/A $1,754.46
$538.22 | $1,068.12 N/A $1,427.07 MVP Health Care — HMO 20 $617.71 | $1,227.08 N/A $1,639.88
$395.36 | $782.39 N/A $1,043.26 MVP Health Care — Preferred EPO $30/$50 | $453.41 | $898.50 N/A $1,198.51
$522.40 | $1,036.47 N/A $1,383.32 MVP Health Care — TriVantage EPO $599.52 | $1,190.69 N/A $1,589.58
CDPHP Plans
$511.90 | $1,015.46 N/A $1,346.72 CDPHP — AvidCare 15 HMO $582.39 | $1,156.45 N/A $1,534.10
$392.32 $776.32 N/A $1,028.91 CDPHP — AttentiCare EPO $446.08 $883.83 N/A $1,171.80
CDPHP — EPO $30/$50 Copay Plan — New for
$433.68 $859.02 N/A $1,138.84 1/1/2010 $493.23 $978.13 N/A 1,297.12
Dental Plans
Blue Cross Prime Blue Dental
$46.98 N/A N/A $106.45 (Closed to New Group Enroliments Effective Dental Options Not Available to Sole Proprietor
1/1/09) Groups
$44.69 N/A N/A $99.79 Dental Blue Options

This chart is for the illustration of each plan’s monthly premium rates. All plans have specific enroliment & participation requirements.
Enrollment in any of the plans listed above is contingent upon meeting all underwriting regulations imposed by each carrier. If you are
interested in receiving detailed information on any of the plans shown above, please contact Tina Crinnin, Cathy Dickson, Jennifer Sgroi or Sara Uruburu

at Employee Benefits Plus, Inc. by phone (315) 474-1400 or toll free 1-800-724-0124, fax (315) 471-3042, or via email: tina@wladisco.com

,cathy@wladisco.com ,jennifer@wladisco.com , or sara@wladisco.com
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Blug Healthy Choices - Option B HealthyElue HODHP HSA Plan - $2,600/%$5,200 . Simply Blue $30/550 Copay Plan
N M N
_mmgnma HMOBiue 25 No Out of Network Benefits Deductible HealthyBlue $15/525 Copay + Deductible Plan W Now for 111120104
Fit & Healthy _._onl_n:w Family In Network Out of Network In Network Out of Network In Network Qut of Hetwork
Qffice Visit Copay = $207 Office Visit Copay = §25 OV Copay = NiA QV Copay = NJA OV Copay = $15 Office \isit Copay = N/A OV Copay = 320 Qffice Visit Copay = NAA
Ceinst = None Deductible = None Deductible = None Deductible = $2,600/85,200 | Deductible = $2,500/$5,200 | Deductible = $500¢51,500 | Deductible = $500/81,500 Deductible = None Deductible = $2,000/36,000
Plan Type Out of Pocket Maximum = Coinsurance = Nene Coinsurance = None Coinsurance = 0% Caoinsurance = 0% Coinsurance = 20% Coinsurance = 40% Coinsurance = 0% Coinsurance = 40% -
Nore COut of Pocket Maximum | Out of Pocket Maximem]  Out of Pocket Maximum = Out of Pocket Maximumn = | Out of Pocket Maximum = | Out of Pocket Maximum = | Out of Pocket Maximum = Cut of Pocket Maximum =
- N = None = None $5.5004511,000 $5,500¢511,000 $1,500034,500 $1,5004%4,500 $8,000/$18.000 $6,000/$18,000
Refarral = Required
" $25 Copay PCP $20 Copay PCP 525 Conay PEP - AU coverad @ 100%, subject to| Coverea @ 100%, subject to| ESE = Aduis -$15.Copay | ¢ ooy o soue sipectio]  PoP = 530 Copay Govered at 60%, subject to
Orfice Visits %0 Copay - Kids t0 19 the deductible the decuctible Kids to 19 - $0 Copay the deductible Specialist = $50 Copay the deductible
40 Copay Specialist $40 Copay Specialist | $40 Copay Specialist Specialist = $25 Copay
. . Covered @ 100%, subject to . Covered & 50%, subject to . Cavered & 60%, subject to
[Adult Physicals $25 Copay $20 Copay $25 Copay Cavered in fult the deductible Covered in full the deductible Covered in full the deductibie
__E_m__ Child Care Cavered in full Covered in full Cavered infull Coveared in full Covered infull Covered in full Covered in full Coversd infull
Routine . . Covered @ 100%, subject to ; Covered & 60%, sutjoct to . Covered @ 60%, subject to
wered in full v v y
M graphy 325 Copay Co in ful Covered in full the deductile Covered in full the deductitle Coverad in full the deductible
Routing Cervical Canesr . . Covered @ 100%, subject to . Covered & 60%, subject to . Caversd @ 60%, subject to
ing $25 Copay Covered inful} Covered in full the deductible Covered in full the deducioie Covered in full the Seductible
~TAYS fncuding MRS, WRA, Covered & 100%, subject to | Coversd & 100%, subject 1o Covered @ 60%, subject to Covered @ 60%, subject to
e 5 Ca Scamal 840 Copay $40 Copay e deductible the dedustibie $25 Copay the deductible 875 Copay the deduttible
. Covered @ 100%, subject to| Sovered @ 100%, subject to . Covered @ 60%, subjedt to Covered @ 50%, subject to
-aboratory 825 Copay Covered in ful the deductible the deducticle Caveredin ful ihe deductible $50 Copay the deductible
Inpatient Hospitaf Cavered in full after $500 Covered in full after $500 Copay Covered @ 100%, subject to | Covered @ 100%, subject to | Covered @ 50%, subject to Covered @ 5%, subjectto MMm!oﬂ. ngmamooﬁhoov&am per Covered @ 60%, subject to
P Copay the: deductible the: deductible the deductible the deductible ylorpte® : ¥s per the deductible
inpatient Surgery® 20% Coinsurance or $200 | 20% Coinsurance or $200 Copay, whichever is | Covered @ 100%, subject 1o} Caverad @ 100%, subject to] Covered @& 20%, subject to| Covered @ 60%. subject to $250 Covered (B 60%, subject to
P 9 Copay, whichever is less less the deductible the deductible the deductible the deductible the deductible
B 1fP | i iz tnatal
P, ™ PrenatalPostnatal PrepatalPostnatal Office Brenatal | Off BrodatalPostratal Cifi Prenstal/Posinats| Office
ﬁl«mmr _,wm_.: M”uww_ a;w,n.n_w Bﬂlﬁmﬂﬁ%ﬂﬂ%& Ofice Visity Coveredn] Visits: Cavered @ 100%, | Visits: Covered @ 100%, | Visits: Covered @ 80%, | Visity: Covered @ 60%, | ZLS22 ‘_09, ioztal Off Visits: Covered @ 60%,
" covel > i full subjest to the deductible subjest to the deductible subject to the deductible | subject to the deductible Visits: subject to the deductible
full ramainder covered i full
|Maternity Care Eagility = Covered in full after] Fagility = Subject to
$500 Copay $500 Copay Eacility = Covered in full] Hospital fincludin i i i Hospital {i Hospital {includin . . ) i i
Phygigiar = 20% Physician = 20% Physician = Covered in | Goverad @ 100%, m:gon to| Covered @ 100%, mcgoﬁs Eoﬁoaa@moﬁ goliveryl; Covered at 50%, Covarsd b iul OSmBn.@mSm subject 1o
Coinsurance or $200 Copay, | Coinswance or $200 full the deductible the deductible subject to the deductible | subject to the deductible the deductibie
whichever is loss Copay, whichaver is less)
Fadility = $75 Copay
Gutpatient Surge Physgician = 20% Eagility = $75 Copay Covered @ 100%, subject 1o | Covered @ 100%, subject to | Covered @ 80%, subject 10| Cavered @ B80%, subject to $250 Co Covered @ 60%, subject to
rgery Coinsurance or $200 Copay, Physigian = $40 Copay the deductible the deductible the deductible the deductible pay the deductible
whichever is less
Emergency Room $100 Capay per visit 3100 Copay per visit $150 Copay per visit 100%/Deductible 100%/Deductible $150 Copay $150 Copay $250 Copay $250 Copay
Ambulance $100 Copay $100 Copay 100%Deductible 100%/Meductibla $150 Copay $150 Copay $250 Copay $250 Copay
520 Copay per one . .
$40 Copay per one exam 325 Copay - Adults | Covered @ 100%, subject to| Coverad @ 100%, subject to _ =C _ Exam = 1 exam per ygar
Routine Eye Exams every 2 yoars for adults, |~ gb«n,ﬁq far both $0 Copay - Kids 10 19 | the deductible for 1 exam per| the deductible for 1 exam per| Sxgm = a“m 008“__.8“ 1 mmmfwcua N - Emﬂhn@unmww. mmiamm%_._mo owvmquumn T coverea @ B0%, subject to
every year for kids to 19 and Kids to 19 {one exam per year) year year SXAM per ye jact pery the deductible
$100 alicwance for Kids $E0 Ey Al $60 Ey Allowance L5360 Eyewear Allowance once| 360 Eyewear Alldwanca once
Eyewear Allowance No Coverage No Coverage o age 19 every year Nane Mone snce per year onee per year per year por year
|susiect to Decuctible & Then: 52500750 Brand $250/8750 Brand
. Deductible™ & then: Deductible™ & them:
. Tiar 1: 310 Copay $S Copay - Tier 1
Tier 1: $10 Copay Tier2 $30 Copa $55 Copay - Tier 2 85 Copay ~ Tier 1 $5 Copay - Tier 1
Prescription Drug Tier 2: 330 Copay Tier3: 850 OOBH. 70 QH Tier 3 No Coverage 335 Copay - Tier 2 No Coverage $35 Copay - Tier 2 No Coverage
Tier 3: $50 Copay - S $70 Copay « Tier 3 $70 Copay - Tier 3
o 30 Copay on Generic Foc for Kids to age 19 wo_uou_MﬂMﬂon“mwoﬂM?ﬂon |50 copay for Generic Rx for $0 Copay for Generic Rx for
g Kids to age 19 Kidls 1o ape 19

Health & Wellness

Blue 365 - Member Disoournt,

[$200 annuat allowance ped $300 annuzi allowance perl
tarnily toward gym

membarship, Lasik, testh | membership, Lasik, teeth

s_ssa.._,nu toddlar

famiy towand gym

Healthy Rewards: Eamn up to $1,000 per family per yoar for
completing BCES spansored wellness programs.

Healthy Rewards: Earn up to $1,000 per family per year
for completing ECES sponsored wellness programs.
(8500 for each subsariber & adult spouse/domestic

Annugl Maximum Contract Allowance of up to $300 for a

health club/gym membership

Pragram regt and | oy and | F$500 for sach subscriber & adult spouse/demestic partner) partner)
kids' fitress sctivities. kids' fitness adhvities.
Blug 355 - Member Discount Program Elue 365 - Mamber Ciscaunt Program Blue 365 - Marnber Discount Program Blue 365 - Mamber Di it Program
Dependent Dependents to Age 19, Dependents to Age 19, Stu 1 . .
o Age 25 lified Dy 28 lified n
Coverago Students to Age 25 per Ag Students to Ag Cual pendents to Age Qualified Dependents to Age 26 Qua Dependents to Age 26

._.:_m comparisen is _aﬂman_ma to un. o_.__w. a u:m._“ summary of u_m_._ amnmm\a This is NOT a contract. If your plan is not listed please contact our office to request a summary,




2010 MVP Health Care and CDPHP
Benefit Comparison - Herkimer County Chamber of Commerce

WVF Health Care WVP Health Care | P Health Care CDPAP COPHP
Services HMO 15 HMO 20 MVP Preferred Wm.O ._.qm<m:»mmm EPQO AvidCare 15 AttentiCare EPO
No Qut of Nutwork Benefits No Out of Network Benafits No Out of Network Eenaflts Active _-..mqou#._mm Family Focus _._om_nsx Alternatives | No 0_.._.n.| of Network mm.._oawn NG Out of Network Benefits
Otfice Copay = 815 Office Copay = 520 Office Copay = 530 Office Copay = $20 Office Copay = $25 Office Copay = $30 Office Copay = $15 Office Copay = $25
Deductible = Nene Dedusctible = None Deductible = $1,000/52,500 Deductible = Nona Deductible = None Deductible = Nene Deductitie = None Dreductible = $500:/$1,250
Plan Type Coinsurance = Nona Coinsurance = None Coinsurance = 20% Coinsurance = 0% Coinsurance = 0% Coinsurance = 0% Coinsurance = None Ceinsurance = 20%
Cut of Pocket Maximum = Qut of Pocket Maximum = Out of Pocket Maximum = JOut of Pocket Madmum =| Out of Pocket Maximum = | Out of Pocket Maximurn =] Out of Pocket Maximum = Out of Pocket Madmum =
MNana Mone $3,000/$7,500 None None Neona Mone $2,500/55,250
Referrals Required Required Not Requirad Neot Required Net Required Not Required Required Not Required
Office Visits $15 Copay PCP $20 Copay PCP $30 Copay PCF $20 Copay PCP 525 Copay PCP $30 Copay PCP $15 Copay $25C
i $15 Copay Specialist $20 Copay Spoecidist $50 Copay Specialist $50 Copay Specialist $50 Copay Spedialist $50 Copay Specialist $15 Copay Specialist
Adult Physicals $15 Copay per visit $20 Copay per visit Coverad in full Caverad in full Covered in full Caverad in full Covered i full Caovered in full
EM___.“MM:_"_ Covered m full Covered in full Cavered in full Covered in full Cewverad in full Cavered i full Covered in full Covered in full
Routing
Emaaﬂuwmva $15 Copay $20 Copay Covered in full Covered in full Cavared i full Covered in full Covered in full Covered in full
Routine OB/GYN
MMN_._._ £15 Copay $20 Copay Covered in full Covered in full Caovered in full Covered infull Coverad in ful
Hospital Setting = Coverad at
X-rays $15 Copay $20 Copay 80%, m%_on__ e ctble $50 Copay $50 Copay $50 Copay $15 Copay 80%, subject 1o the deductibie
e Sattng - 830 Condy Office Setting = $25 Copay
|High Tech Imaging] Office Setting = 51 wm Copay per
Services 315 Copay $20 Copay 5 __m . = Covered st $30 Copay $50 Copay $50 Copay $15 Copay £0%, subject to the deductible
(RS MRA, €T, ete” B0%, Subject to the deductible Office Sefting = $25 Copay
H | Satting = Covered at
Laboratory Covered in ful Covered in ful B0%, subject fa the daduativle Covered in full Covered in ful Covered in ful $15 Copay mo.x subject to the deductible
ffice Setting = $30 Copay $25 Co
{PCP), $50 Copay (Specialisty Office Setfing = pay
inpatient - s Coverad at 30%, subject to the $500 Copay = Adults 19+ - Subject io deductible and 20°%
Hospital* $240 Copay per admission $500 Copay per admission deductbio $500 Copay 200 = Kids to 18 $500 Copay $500 Copay per admission ooins
Inpatient L . Covered at 80%, subject to the . . . . . Subject to deductibie and 20%
Surgery* $240 Copay per admission $500 Copay per admission ded _._R_u_m Covered in ful Covered in full Covered in ful [Subject to $500 Inpatient Copay] ol nee
Outpatient 8085, subject to the deductible Subject to deductible and 20%
Surgery $75 Copay $75 Copay Office Satting - $30 Capay $150 Copay $150 Copay $150 Copay $75 Copay coinsurance
(PCP). 850 Copay (Specialist)
Emergency Roomy $50 Copay $50 Copay 5200 Copay $75 Copay $100 Copay $100 Copay $50 Copay per vist Subject ”ﬂﬂunﬁﬁ and 20%
. . Covered at 0%, subject to the .. Subject 1o deductible and 20%
Ambulance Covered in ful Covered in full deductbie $50 Copay $50 Copay $50 Copay $50 Copay per visit ot nce
Adults = $15 Copay Adits = $20 Copay Adulis = $25 Copay every
Routine Eye  §$15 Copay per one exam every] $20 Copay per one exam every No Coverage {1 exam per year) (1 oxam per year) (1 exam per yaar) §15 Copay per one exam every] 525 Mwuhmﬂ_.go _.m_”%umﬂss the &
Exams 2 years 2 years 9 Kids to 18 = £20 Copay Kids to 18 = $5 Copay Kids to 18 = $20 Copay 24 months n_macﬁ._u__
{1 exarm per year) {4 exam per year) (1 exam per yaar} e)
- 80% Coinsurance 50% Ceingurance S0% Coinsurance 50% Coinsurance
o_.__mu”_ﬁ_”___wuﬂ..ﬂ_ (525,000 Lfstime Benefit | (525,000 Litime Benet | - (Not subject to decuctile, | 7% S92 up 1o 325,000 56% Copay up to $25,000 50% Copcy _nwmwammw_._os# 50% Coinsurance (Not subject to deductible, 525,000
uIp! Maximum) Maximum) 525,000 Lifetime Maximum) annual maxirmunm)
Subject to $100 Deductible: Subject to $100 Daductibls: Generic: $10 Copay L . . Generic: $10 Copay Generic: $4 Copay
Prescription Dru Generic: $5 Copay Generic: $10 Copay Brand Name:$30 Copay Wm_.“”“m_awwonwwummw OMHH_MMMQOMMM% mm-:wmm._a,nmwmo Copay Brand Name: $30 Copay Brand Mame: $30 Copay
& | Brand: $20 Copay Brand: §30 Copay Non-Feormulary: $50 Copay Zos.noa...,_s v: $50 nw_.ou% zo_,.._uo_d_,_h_m rv: $50 nw_.oum__. Zo:._uo_,_.a._“ ary: mmou o 393 Nen-Formutary: $50 Copay Non-Formulary: $60 Copay
Non-Formulary: $40 Copay Non-Formulary: $50 Copay (54,000 Annual Maximurm) — ’ : ($1,000 Annual Benefit Cap) (52,000 Annual Benefit Cap)
Dependent Qualified Dependents to | Qualified Dependents fo | Qualified Dependentsto | Dependents to Age 18, FIT Dependents 1o Age 19, FIT
Coverage Qualified Dependents to Age 23 Quaiified Dependents to Age 23 Qualified Dependents to Age Nh Age 23 Age 23 Age 23 Students to Age 25 Students 1o Age 25
$300 Cradit for gym F300 Credit for kids' swim | 82300 Credit for massage . .
HH.HM Member Discounts Member Discounts Member Discounts membership, fitness class, | lessons, dance classes, | therapy, chirepractic cara, || METHOEr Mnaséﬁg Weliness | Member m_awMoaM__._Sﬁ Wellness
skiing & much more sports camps & much more & acupunciure
*Pricr Authorization Required

This comparisen is intended to be only a brief summary of plan benefits. This is NOT a contract.






