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Introduction

The University gives you the option to choose a medical plan that works best for you and your eligible
dependents. You can choose either a Point-of-Service plan or a health maintenance organization (HMO) one
or more may be available in your area.

Under an HMO you select a primary care physician (PCP) who will manage your care and refer you to a
specialist in the network. Except in an emergency, you do not receive benefits if you receive care outside of
the network.

You will need to satisfy the requirements described in this summary plan description (SPD) to receive HIP
HMO coverage.

This SPD provides a concise overview of medical coverage available for you and your eligible
dependents. While this SPD contains detailed and important information about your benefit plan, every
attempt has been made to communicate that information clearly and in easily understandable terms.

Benefits are determined under the terms of the plan in effect at the time you become eligible for the

benefits in question. The University reserves the right to suspend, modify, or terminate these benefits at any
time to the extent permitted by law. This SPD does not constitute a contract of employment or

guarantee any particular benefit.

In the event of a discrepancy between this SPD and the plan document, the plan document will govern.

Eligibility

Eligible employees
You are eligible for HIP HMO coverage if you are:

AA full-time member of the Administrative and Professional Staff

Eligible dependents

You can cover certain dependents under HIP HMO coverage. You're required to provide proof of
relationship of your dependents if you elect to cover them under the plan. This may include a copy of one of
the following: marriage certificate, approved NYU statement of domestic partnership form, birth

certificate that shows the names of both parents and the child, final adoption papers, legal documentation
substantiating placement for adoption a court order (from a court of competent jurisdiction) showing legal
guardianship, permanent or temporary custody.

Your eligible dependents are any of the following:

A ot legal spouse

A ot domestic partner whom you registered with the NYU Benefits Office

A o unmarried, dependent child under age 19

A ot unmarried, dependent child over age 19, up to age 25, if a full-time student at an accredited
educational institution

A ot unmarried, dependent child over age 19 if mentally or physically disabled

Your dependent children include:

A o natural child
A ot stepchild



AYour registered domestic partner's child

A ot legally adopted child (or child placed with you for legal adoption)

A child for whom you have been appointed legal guardian by a court of competent jurisdiction

A cAild for whom you have been given temporary or permanent custody under an order issued by a
court of competent jurisdiction.

A newborn child is eligible for coverage at birth. In the case of an adoption, a child becomes eligible for
coverage when

A hdchild is placed in your home or
A hd&adoption is final

In order to obtain coverage for your new child you must enroll the child within 31 days of its birth, the date the

child is placed in your home, the date the adoption is final, the date that you have been appointed legal

guardian or the date you were awarded permanent or temporary custody. In the case of temporary custody,

you will be required to submit either another order which extends the period of temporary

custody oranorderof per manent custody in order for the childbds cc

If both you and your spouse or registered domestic partner work for NYU and are eligible for a medical plan
through NYU, only you or your spouse can cover your child as a dependent under one plan. Both of you
cannot cover your child at the same time. Also, your child has to meet the eligibility requirements. If both you
and your spouse work for NYU, you can cover your spouse or partner as a dependent under your plan, or
your spouse or partner can elect separate employee coverage. You or your spouse or

partner cannot be covered as both an employee and as a dependent under the plan.

Qualified Medical Child Support Order (QMCSO)

You or your dependents can obtain a description of procedures for Qualified Medical Support Order
determinations at no charge from the NYU Benefits Office.

Enrollment

Enrolling in the plan

If you are a newly hired employee or you move into a benefits eligible position, you have 31 days from your
date of hire or the date you move into the benefits eligible position to enroll in HIP HMO coverage, unless
you elect to waive coverage on your enrollment form. If you do not complete an enrollment form, you will
receive default individual medical coverage in the POS Advantage plan.

When coverage begins

Once enrolled, you and your eligible dependents' HIP HMO coverage will become effective on your date of
hire or the date you move into the benefits eligible position.

If you have a qualifying status change and become eligible for coverage during the plan year, your HIP
HMO coverage will start on the date of the event.

If you are not actively at work on the date coverage is to begin, you and your eligible dependents'

coverage will start on the date you begin work. If you are hospitalized on the date coverage is to begin,
your coverage will start when you begin work. If your dependent is hospitalized on the date coverage is
supposed to begin, the coverage for that dependent will start when your coverage takes effect.

Making changes
You may change HIP HMO coverage during the year if you have a qualifying status change; otherwise,
you may only make changes during open enrollment.

Changes in election

If you have a qualifying status change you can change your existing NYU medical plan or enroll in
coverage for the first time if you previously waived coverage. A change in election due to a qualifying



status change must be consistent with the qualifying status change. You must make changes to your
coverage within 31 days of your qualifying status change. The following is a list of events that are
considered to be a qualifying status change:
_ Your marital status changes (or you register or revoke a domestic partnership)
~ You increase or decrease your number of dependents (birth, death, adoption or placement for
adoption, guardianship, permanent or temporary custody)
Your dependent child is no longer eligible for coverage according to the terms of the plan(s)
(exceeds age 19 or 25, if a full-time student or marries)
a court decree that orders you must provide health coverage for your dependent
Your or your dependentds work site changes
~Your or your dependentb6s residence changes
“"Your dependentdés Medicare/ Medicaid eligibility status
“your spousebs/ partnerds employeros plan has a differe
NYUbG s
~Coverage under your spouseds/ partnerds plan is signifi
“Your spousebs/ partnerb6és employer adds new health plan
" NYU adds new health plan options
You or your spouse/partner commence or return from an FMLA leave

Changes you make within 31 days of a qualifying status change become effective on the date of the
event.

Changes during open enrollment

You may change your HIP HMO coverage once a year during open enroliment, except as provided in the
Changes in election section.

During the open enrollment period, you may do any of the following:
_ drop your coverage
_ elect coverage if previously waived
change your coverage level

All changes in HIP HMO coverage made during open enrollment will become effective on the first day of the
new plan year.

Special enrollment rules

If you are waiving NYU medical coverage for yourself or your dependents (including your spouse)
because of other health insurance coverage, you may in the future be able to enroll yourself or your
dependents in this plan, provided that you request enrollment within 31 days after your other coverage
ends. In addition, if you have a new dependent as a result of marriage, birth, adoption or placement for
adoption, guardianship, permanent or temporary custody, you may be able to enroll yourself and your
dependents provided that you request enrollment within 31 days after the marriage, birth adoption or
placement for adoption, guardianship, permanent or temporary custody.

Cost

You and NYU share the cost of your healthcare. Your cost includes a monthly contribution from your

Pay check as well as any deductible, co-pays, and coinsurance amounts that may be required by the plan.
You should consider these factors when deciding which plan is best for you. An online tool is available on the
NYU Benefits Resource Center to help you estimate your costs. Click on Health Plan Costs and FSA
Estimator when you visit the Benefits Resource Center web site.



Monthly contributions

You and NYU share the cost of coverage. NYU contributes about 90% of the cost for individual coverage
and 80% of the cost of dependent coverage (varying the subsidy by salary tier with greater subsidization at
lower salary levels).

Pretax salary reduction

The University pays a portion of your medical coverage. You pay your portion of the cost through pretax
salary reductions. This means that contributions are taken from your paycheck before applicable federal,
New York State, and New York City taxes are withheld.

Base salary

Your base salary is determined by the monthly pay rate in your primary job and excludes any additional
compensation. If your monthly base salary changes and causes you to shift into a higher or lower salary
tier, your monthly contributions will change accordingly. Also, if you are not paid your salary for any
month, your contribution will be based upon the lowest salary tier for that month and you will be billed.

Salary tiers

There are four salary tiers that also determine the amount that you will contribute each month. The
University contributes a uniform subsidy across all health plans and varies the subsidy by salary tier. The
lowest salary tier receives the greatest subsidy and the highest salary band receives a lesser subsidy.

Refer to the Benefits Resource Center for the current salary tiers.

Imputed income

If you elect medical coverage for your domestic partner, there are tax consequences because the Internal
Revenue Service does not recognize the tax exemption of benefits extended to domestic partners. The non-
tax qualified dependent's coverage cost is considered imputed income. Imputed income is the

amount that is included in your taxable gross earnings as a result of covering a domestic partner. Check with
the NYU Benefits Office for current imputed income values. Taxes on the imputed income amount will be
withheld from the paycheck in which your benefit reductions are taken.

Copay

The copay is the flat dollar amount you pay for certain expenses. The plan has a lower copay for services
received from a primary care physician and a higher copay for services rendered by a specialist.

Once you pay your copay for a service, the plan pays 100% of the remainder. The copays under the HIP
HMO coverage apply to:

al | stimg@gnd trdaatenent

out pat-ierenmphysicalloccupdtional/speech therapies

chiropractic care

out patient chemical dependency (substance abuse) car

A office visits

A PCP/specialist visits
A routine physical exams
A annual OB/ GYN exams

A prescription drugs

A emergency room (waived if admitted)
A hospital admission

A

A

A

A

Lifetime maximum benefit

The lifetime maximum benefit is the limit the plan will pay in each covered person's lifetime. The plan has no
lifetime maximum benefit.



How the plan works

Details about how the HIP HMO plan can be found in the HIP Member Handbook which begins on page

27. However, you should know that your prescriptions drug coverage is administered by Caremark, Inc. Your
prescription drug coverage through Caremark is explained below and in the plan summary on page

25.

Prescription drugs

Prescription drug coverage under the plan includes a retail prescription drug program and a mail service
prescription drug service, both of which are administered by Caremark. Your prescription benefit is the
same, regardless of whether your prescription is issued by an in- or out-of-network physician.

Your copayment will depend on the type of drug you obtain:

A generic,
A b rnamednedication on Caremark's Primary Drug List, or
A b rnamednedication not on Caremark’s Primary Drug List.

Your copayment will be lowest when you choose a generic drug. If you obtain a brand-name medication
from Caremark's Primary Drug List, your copayment will be lower than if you choose a brand-name
medication that is not on the Primary Drug List. If you purchase a brand-name medication that is not on
Caremark's Primary Drug List because there is no other brand on the market, you will pay the Primary Drug
List copayment, which is lower.

If the cost for your generic or brand-name prescription drug is less than the copay, you pay the lower
dollar amount. For example, if the cost of a generic prescription drug is $3, you pay the $3 cost for the
medication - not the $5 copay for generic prescription drugs, as specified under the plan.

Caremark mail -service pharmacy

Maintenance drugs are drugs that are prescribed for certain ongoing or chronic conditions (like high blood
pressure or hypothyroidism) and are generally taken for long periods of time. Use the Caremark Mail

Service pharmacy for medications that you need for long-term use, usually a supply of 90-days or more, or for
short term use if they are on Caremark's maintenance drug list.

Caremark retail pharmacy

Use a Caremark retail pharmacy for medications that you will take for the short-term, usually a supply of 30-
days or less. The number of times you can fill a maintenance mail-service prescription at a retail

pharmacy is limited to two 'fills' per calendar year. The third and each subsequent fill of your maintenance
medication at a retail pharmacy is subject to a $50 copayment.

Non-Caremark pharmacy

In the event you do go to a non-participating pharmacy, you will pay the full retail price for the

prescription. You will then need to submit a paper claim form, along with the original prescription

receipt(s) to Caremark for reimbursement. You will be reimbursed for the discounted cost of the

prescription - the cost the plan would have paid if the prescription had been filled at a Caremark
participating pharmacy - less the applicable copayment. In most cases, the discounted price will be less
than the retail price, so you may end up paying more when you use a non-participating pharmacy.

Restrictions and exclusions

Pre-existing condition limitation
There are no exclusions or limitations for pre-existing conditions under this plan.



Expenses not covered

Generally, coverage under the plan is only provided for a service or supply which is necessary for the
diagnosis, care or treatment of the physical or mental condition involved. It must be widely accepted
professionally in the United States as effective, appropriate, and essential based on the recognized
standards of the health care specialty involved.

Benefits will not be provided under this plan when any of the following apply:

6 Alternative Medicine - Benefits are not available for services, testing, equipment, and supplies
associated with alternative modalities of care including, but not limited to acupuncture, hypnosis,
biofeedback, naturopathy, homeopathy, massage therapy, and aromatherapy.

6 Blood - Benefits are not available for the drawing and storage of blood and blood products, unless
taken from a member preoperatively for an approved surgical procedure or for blood products and
storage.

6 Care Ordered by a Court of Law or any governmental agency that would not otherwise be covered
under this plan is not available.

6 Care Provided Outside of the HIP Service Area - Benefits are not available for services provided when the
Member is traveling, visiting, or temporarily residing outside of the Service Area, except for
Emergency Medical Conditions as defined in this Certificate.

6 Cosmetic Surgery - Benefits are not available for any professional services and/or hospitalization in
connection with elective cosmetic surgery, including but not limited to, rhinoplasty, liposuction,
abdorninoplasty, breast reduction mammoplasty, blepharoplasty, varicose vein injections, removal of
nevi, cherry angiomas, telangiectasias, and spider angiomas. However, benefits may be available for
reconstructive surgery if it is incidental to or follows surgery from trauma, infection or other diseases of
the part of the body involved. With respect to a child covered under this Certificate, benefits are
available for reconstructive surgery to treat a functional defect resulting from a disease or anomaly that
is present from birth.

6 Custodial Care - Benefits are not available for hospital care, nursing home care, skilled nursing facility
care or home health care that is primarily or wholly custodial.

6 Dental Care - Benefits are not available for dental care, except treatment required in connection with an
accidental injury to sound natural teeth if the service is provided within twelve (12) months after the
accident. However, orthodontics and fixed and removable prosthetics are not covered under this

Certificate.

6 Disposable Medical Supplies and Personal Convenience - Benefits are not available for supplies,

equipment, or personal convenience items such as, but not limited to, combs, lotions, bandages,

alcohol pads, incontinence pads, surgical face masks, disposable sheets and bags or the use of
telephones or television while an inpatient.

6 Durable Medical Equipment - Benefits are not available for durable medical equipment, including, but not
limited to wheelchairs and hospital beds.

6 Educational Materials and Supplies - Benefits are not available for educational materials and supplies
commonly available for purchase such as diet and nutritional books or magazines or literature about
medical conditions and treatments.

6 Eye care - Benefits are not available for eyeglasses and/or contact lenses unless indicated on the
attached Schedule of Benefits. Benefits are not available for radial keratotomy and other intended
procedures to correct eyesight. However, eyeglasses and/or contact lenses used solely for treatment of
keratoconus or in post-cataract surgery for aphakia cases shall be covered.

6 Experimental and/or Investigational Treatments and Procedures - Benefits are not available for
services, supplies, procedures and items considered to be investigational or experimental. A drug,
device, procedure, or treatment will be determined to be experimental if any of the following applies:






