New York State Nurses Association

NYSNA Schedule of Benefits 2025

(Benefit Coverage Plans A and B)

PO Box 12430
Albany, NY, 12212-2430
(877) RN BENEFITS

www.rnbenefits.org

Benefits Fund

Benefit Coverage Plan A Benefit Coverage Plan B
Benefit
In-Network Out-of-Network In-Network Out-of-Network
. $50/individual; $50/individual;
Yearly deductible None $150/family None $150/family
Maximum yearly benefit $1,200 $1,200 $1,200 $1,200
Orthodontia maximum $1,000 per course of treatment $1,000 per course of treatment $1,000 per course of treatment $1,000 per course of treatment
o separated by two years separated by two years separated by two years separated by two years
=
©
(&) . . . . Paid at 80% of usual and Paid at 80% of usual and
_— Diagnostic and preventive services No cost o No cost -
© prevailing fee prevailing fee
)
c
o Basic restorative services, endodon- ] o : o
o tics, periodontics, maintenance of Paid at 80% of fee schedule el A) 0 il Paid at 80% of fee schedule s A’ .Of wee] e
. prevailing fee prevailing fee
prosthodontics, and oral surgery
Major restorative services, installation Paid at 50% of Paid at 50% of usual and Paid at 50% of Paid at 50% of usual and
of prosthodontics, and orthodontics fee schedule prevailing fee fee schedule prevailing fee
Yearly deductible None None None None
(dossn e climeetphammaey | 85200 Indiidual N S s
. p y $16,400 Family $16,400 Family
program penalties)
(2]
o - -
=] . . Tier 1: $0 Generic LGNl . Tier 1: $7 Generic NGl .
= Prescription drugs at retail pharmacy - contracted amount minus - contracted amount minus
a (up to a 34-day supply) Wtor 8 BID I e applicable in-network e 8 WAV L e applicable in-network
c P Y Supply Tier 3: $20 Non-preferred PP Tier 3: $35 Non-preferred PP
o copayment copayment
"'3_ Mail-order prescription drug pr
= r:m-(()m;né)ati)sc g) r(;ll mi%nlzez;nce Tier 1: $0 Generic Tier 1: $15 Generic
o & L ry tor Tier 2: $20 Preferred Not applicable Tier 2: $40 Preferred Not applicable
0 prescription medications for up to a Y Y
) Tier 3: $40 Non-preferred Tier 3: $70 Non-preferred
E 90-day supply)
Routine vaccinations (influenza,
pneumococcal disease, zoster/
shingles, and COVID-19) adminis- No cost Not covered No cost Not covered
tered at the pharmacy




