Lansing CSD
2023/2024 Indemnity Plan

($150 Ded / $0/$10/$25 Rx Plan)

Tompkins-Seneca-Tioga
Schools Health Insurance Cooperative
2023/2024 Platinum PPO Plan

Plan Overview

Plan ID Not Applicable Not Applicable

Plan Name T-S-T Schools Health Ins. Cooperative Indemnity Plan T-S-T Schools Health Ins Cooperative 2023/2024 Platinum PPO Plan

Deductible only applies to out-of-network covered medical and
prescription drug benefits. Preventive services are Covered In Full.
Plan includes the Blue4U Wellness Program.

A deductible is applied only to "major medical” benefits.

PET R Preventative services are Covered in Full.

Plan Type Indemnity PPO

HSA Eligible No No

Quote Effective 07/01/2023 - 06/30/2024 07/01/2023 - 06/30/2024
Single $1,160.99 $871.30

Family $2,705.14 $2,030.08

Total Cost $0.00 $0.00

Plan Features

Primary Care Physician (PCP) Not Required Not Required

Referrals Not Required Not Required

Covered at 80% After Deductible.
Patient may be responsible for Balance Billed Charges

Out-of-Network Benefits Covered at 80% After Deductible

Out-of-Area Benefits Coverage provided worldwide through BlueCard® Network Coverage provided worldwide through BlueCard® Network

Student/Dependent coverage Qualified dependents are covered to age 26 Qualified dependents are covered to age 26

Domestic Partner Not Covered Not Covered
Prior Authorization None Applies
Wellness Incentives None Excellus Blue4U Program

Plan Cost-Sharing Highlights

Plan Cost-Sharing Highlights In-Network Out-of-Network In-Network Out-of-Network
. . .. Covered at 80% Covered at 80% . Covered at 80%
Primary Care Office Visit After Deductible After Deductible $25 Copay Per Visit After Deductible
- . - Covered at 80% Covered at 80% . Covered at 80%

S list Office Visit . . .
pectalis Ice Vist After Deductible After Deductible $40 Copay Per Visit After Deductible
Coinsurance Covered at 80% Covered at 80% None Covered at 80%
Deductible In-Network and Out-of-Network Combined: None Out-of-Network:

$150 Individual / $450 Family $500 Individual / $1,500 Family
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Lansing CSD
2023/2024 Indemnity Plan
($150 Ded / $0/$10/$25 Rx Plan)

Tompkins-Seneca-Tioga

Schools Health Insurance Cooperative
2023/2024 Platinum PPO Plan

Out-of-Pocket Maximum

In-Network and Out-of-Network Combined:

Medical Coinsurance = $400 Individual / $1,200 Family
Rx Copayments = $1,000 Individual / $3,000 Family

In-Network: (Medical and Rx)
$2,000 Individual / $6,000 Family

Out-of-Network:

$4,000 Individual / $12,000 Family

Lifetime Maximum

Preventive Healthcare Services

None

In-Network

None

Out-of-Network

None

In-Network

None

Plan Benefits

Out-of-Network

Well Child Visits and Immunizations

Covered In Full

Covered In Full

Covered In Full

Covered In Full

Adult Routine Physical Exams

Covered In Full

(1 exam per plan year)

Covered In Full

(1 exam per plan year)

Covered In Full
(1 exam per plan year)

Covered at 80%
After Deductible

(1 exam per plan year)

0,

+Adult Immunizations Covered In Full Covered In Full Covered In Full g]?t\éfrég daljc?[?bf:a
0,

+Mammaography Covered In Full Covered In Full Covered In Full E;Zfrg: daljcgt?bf;
0,

+Pap Smear Covered In Full Covered In Full Covered In Full g]?t\éfrég daljc?[?bf:a
0,

Routine GYN Exam Covered In Full Covered In Full Covered In Full Eﬁg?g‘: dal;[cgt?bﬁ:
0,

+Prostate Cancer Screening Covered In Full Covered In Full Covered In Full :f(i\éfrg: daljci?bf:a

+Colonoscopy Preventive Screenings Preventive Screenings Preventive Screenings Covered at 80%

Covered In Full Covered In Full Covered In Full After Deductible
0,

+Family Planning Services Covered In Full Covered In Full Covered In Full :f(i\éfrg: daljci?bf:a

Physician Office Services

In-Network

Out-of-Network

In-Network

Out-of-Network

Diagnostic Office Visits

Covered at 80%

Covered at 80%

$25 PCP Copay Per Visit;

Covered at 80%

After Deductible After Deductible $40 Specialist Copay Per Visit After Deductible
. .. Covered at 80%
Telemedicine Visits After Deductible Not Covered $10 Copay Not Covered
Advanced Imaging Services - Covered at 80%
(CT, PET Scans, MRI's) Covered In Full Covered In Full $40 Copay Per Visit After Deductible
0,
Diagnostic X-Rays Covered In Full Covered In Full $40 Copay Per Visit Covered at 80%

After Deductible

Diagnostic Laboratory and Pathology

Covered In Full

Covered In Full

Covered In Full

Covered at 80%

After Deductible
Allergy Tests Covered at 80% Covered at 80% $25 PCP Copay Per Visit; Covered at 80%
oy After Deductible After Deductible $40 Specialist Copay Per Visit After Deductible
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Lansing CSD

2023/2024 Indemnity Plan
($150 Ded / $0/$10/$25 Rx Plan)

Tompkins-Seneca-Tioga
Schools Health Insurance Cooperative
2023/2024 Platinum PPO Plan

Allergy Injections Covered at 80% Covered at 80% Covered in Full Covered at 80%
After Deductible After Deductible After Deductible
. Covered at 80%

h h .
Chemotherapy Covered In Full Covered In Full $25 Copay Per Visit After Deductible
. - Covered at 80%
Radiation Therapy Covered In Full Covered In Full $40 Copay Per Visit After Deductible
Maternity Services In-Network Out-of-Network In-Network Out-of-Network

Prenatal Care

Covered In Full
(Cost share may apply to ultrasounds, lab

Covered In Full
(Cost share may apply to ultrasounds, lab

Covered In Full
(Cost share may apply to ultrasounds, lab

Covered at 80%

work and sick visits) work and sick visits) work and sick visits) After Deductible
. . . . . Covered at 80%
Hospital Care for Mom (including delivery) Covered In Full Covered In Full $250 Copay Per Admission After Deductible
Covered at 80%

N N
ewborn Nursery Care Covered In Full Covered In Full Covered In Full After Deductible

Prescription Drug

In-Network

Out-of-Network

In-Network

Out-of-Network

Prescription Drug Coverage

Retail: $0/$10/$25 (90-days)
Mail-Order: $0/$10/$25 (90-days)

Not Covered

Retail: $5/$35/$70 (30-days)
Mail-Order: $10/$70/$140 (90-days)

Not Covered

Inpatient Hospital Benefits In-Network Out-of-Network In-Network Out-of-Network
Hospital Benefits Covered In Full Covered In Full $250 Copay Per Admission :f(i\efrgz daljci?t:f:a
Physician Visits in the Hospital Covered In Full Covered In Full Covered In Full Efot\éfrg: dasci?;ﬁ:

$250 Copay Per Admission Efi‘effré‘: dajci?t:f;

Inpatient Physical Rehabilitation

Covered In Full

Covered In Full

(Limited to 60-Days Per Cal. Yr.)
(Combined In & OON)

(Limited to 60-Days Per Cal. Yr.)
(Combined In & OON)

Covered at 80%

Surgery Covered In Full Covered In Full Covered In Full After Deductible
Anesthesia Covered In Full Covered In Full Covered In Full Covered In Full
Emergency Care In-Network Out-of-Network In-Network Out-of-Network
Emergency Room Care Covered In Full Covered In Full $150 Copay Per Visit $150 Copay Per Visit
Freestanding Urgent Care Center Covered In Full Covered In Full $40 Copay Per Visit Eﬁg?g‘: dacht?;ﬁz
Ambulance Covered In Full Covered In Full $150 copay $150 copay

Prepared By: Locey and Cahill, LLC

Page 3 of 5

5/12/2023



Lansing CSD
2023/2024 Indemnity Plan
($150 Ded / $0/$10/$25 Rx Plan)

Tompkins-Seneca-Tioga

Schools Health Insurance Cooperative
2023/2024 Platinum PPO Plan

Outpatient Hospital Benefits In-Network Out-of-Network In-Network Out-of-Network
Diagnostic X-Rays Covered In Full Covered In Full $40 Copay Per Visit Xfc;\éf:;: dajg?;ﬁ
gj.l\_/ag(g_j ér;ﬁ;r?;?lg\jﬂthaIT;sices Covered In Full Covered In Full $40 Copay Per Visit ;\:f(i\e/fr;z daljc%[?l:f)e
Diagnostic Laboratory and Pathology Covered In Full Covered In Full Covered in Full ,Efot\e/frlgz dajg?;ﬁ
Surgical Care Facility Fee Covered In Full Covered In Full $150 Copay Per Visit :f(i\éfr;g daljc%[?l:ﬁ
Chemotherapy Covered In Full Covered In Full $25 Copay Per Visit ,Efot\e/frlgz dajg?;ﬁ
Radiation Therapy Covered In Full Covered In Full $40 Copay Per Visit E;ng‘: daljc??;ﬁz
Mental Health and Substance Use In-Network Out-of-Network In-Network Out-of-Network
Inpatient Mental Health Care Covered In Full Covered In Full $250 Copay Per Admission Efci\éfrlgz daljci?;f:a
Outpatient Mental Health Care Covered In Full Covered In Full $25 Copay Per Visit E;ng‘: daljc??;ﬁz
Inpatient Substance Use Covered In Full Covered In Full $250 Copay Per Admission Efci\éfrég daljci?t:f:a
Outpatient Substance Use Covered In Full Covered In Full $25 Copay Per Visit ,gfot\e/f:;(: dajcgt?l;)f)e
Other Services In-Network Out-of-Network In-Network Out-of-Network
Diabetic Drugs, Insulin, and Supplies Covered In Full Covered In Full (Limite d%i g;_g?; Supply) :f(i\efrg: daljc?[?t:f:a

Covered In Full Covered In Full $250 Copay Per Admission E:t\elfrlggdaljg?goe

Skilled Nursing Facility

( Limited to 100-Days Per Cal. Yr.)

( Limited to 100-Days Per Cal. Yr.)

(Limited to 45-Days Per Cal. Yr.)
(Combined In & OON)

(Limited to 45-Days Per Cal. Yr.

combined In & OON)

Covered In Full
( Limited to 60-Visits Per Cal. Yr.)

Covered In Full
( Limited to 60-Visits Per Cal. Yr.)

Covered at 80%

Home Care After benefit is exhausted additional After benefit is exhausted additional Covered In Full After $50 Deductible
325 days Covered at 80% After 325 days Covered at 80% After
Deductible Deductible
. Covered at 80%
Hospice Covered In Full Covered In Full Covered In Full After Deductible
. Covered at 80%
Outpatient Therapy Covered at 80% Covered at 80% $40 Copay Per Visit After Deductible

(Physical, Occupational, and Speech Therapy)

After Deductible

After Deductible

(Limited to 45-Visits Per Cal. Yr.)
(Combined In & OON)

(Limited to 45-Visits Per Cal. Yr.)

(Combined In & OON)
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Lansing CSD Tompkins-Seneca-Tioga
Schools Health Insurance Cooperative
2023/2024 Platinum PPO Plan

2023/2024 Indemnity Plan
($150 Ded / $0/$10/$25 Rx Plan)

. . Covered at 80% Covered at 80% Covered at 80%
0,
Durable Medical Equipment After Deductible After Deductible Covered at 80% After Deductible
. Covered at 80% Covered at 80% Covered at 80%
E | Prosthet . . 9 .
xternal Prosthetics After Deductible After Deductible Covered at 80% After Deductible
. . Covered at 80% Covered at 80% . Covered at 80%
Chiropractic After Deductible After Deductible $25 Copay Per Visit After Deductible
. Covered at 50%
Acupuncture Not Covered Not Covered (Limi:g(:oi%?\?i,s:zse;:?zgl Yr) After Deductible
T (Limited to 10-Visits Per Cal. Yr.)
Adult Hearing Aids Not Covered Not Covered Not Covered Not Covered
Pediatric Hearing Aids Not Covered Not Covered Not Covered Not Covered
Vision Benefits In-Network Out-of-Network In-Network Out-of-Network
. .. . Covered at 80%
Adult Routine Vision Exam (Annual) Not Covered Not Covered $40 Copay Per Visit After Deductible
. L Covered at 80% Covered at 80% . Covered at 80%
Adult Diagnostic Vision After Deductible After Deductible $40 Copay Per Visit After Deductible
Adult Eyewear Not Covered Not Covered Not Covered Not Covered
s . . . Covered at 80%
Pediatric Routine Vision Exam (Annual) Not Covered Not Covered $40 Copay Per Visit After Deductible
Pediatric Eyewear (1 Paid Per Contract Year,
Including Frames/Lenses or Contacts) Not Covered Not Covered Not Covered Not Covered
Dental Benefits
Adult Dental Care Not Covered Not Covered Not Covered Not Covered
Pediatric Dental: Preventative & Routine Not Covered Not Covered Not Covered Not Covered
Pediatric Major Dental Care & Medical Ortho Not Covered Not Covered Not Covered Not Covered
Accidental Dental - Outpatient Surgical Not Covered Not Covered PCP/Specialist - Included Included
P g P After Deductible
This is not a contract. It is intended to highlight the coverage of this program. Benefits are determined by the terms of the contract. All benefits are subject to medical necessity. All day and visit limits
are combined limits for both in and out of network benefit. +Preventive Services coverage required by the
Federal Patient Protection and Affordable Care Act are not quoted herein. Please refer to the United States Preventive Services Task Force list of items and services rated A" or "'B"" that are covered
pursuant to the Federal Patient Protection and Affordable Care Act requirements.
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