New York State Nurses Association

N Y S N A PO Box 12430

Albany, NY, 12212-2430
(518) 869-9501
www.rnbenefits.org

Benefits Fund

Schedule of Benefits 2027
(Benefit Coverage Plans A and B)

Benefit Coverage Plan A

Benefit Coverage Plan B

amount after deductible is met

Benefit
In-Network Out-of-Network In-Network Out-of-Network
. $250 Individual; $300 Individual;
Deductible None $500 Family None $600 Family
Maximum out-of-pocket cost (does not HILIEY Ind1v1c}ual; WL InlelQual;
. . $2,000 Family $2,000 Family
— | include charges in excess of allowed . None . None
© copayment/coinsurance copayment/coinsurance
© | amount or noncovered benefits) maximum maximum
c
©
=
L.
Coinsurance None 70%/30% None 70%/30%
Reimbursement rate None 70th percentile None 70th percentile
. .. Paid at 70% of the allowed Paid at 70% of the allowed
o Well-child and well-adult visits WOEEE! amount after deductible is met DO amount after deductible is met
©
(&)
o . .
2 Well-woman visits No cost Paid at 70% of the allowed No cost Paid at 70% of the allowed
e amount after deductible is met amount after deductible is met
()
>
o
o . Paid at 70% of the allowed Paid at 70% of the allowed
Immunizations No cost No cost

amount after deductible is met

January 2027

The information contained herein should not be viewed as a substitute for the most recent Summary Plan Description and any relevant Summary of Material Modifications. In case of discrepancies or contradictions, the language and terms of the SPD and SMMs shall prevail.




New York State Nurses Association

NYSNA

Benefits Fund

PO Box 12430

Albany, NY, 12212-2430
(518) 869-9501
www.rnbenefits.org

Schedule of Benefits 2027

(Benefit Coverage Plans A and B)

Benefit

Benefit Coverage Plan A

Benefit Coverage Plan B

In-Network

Out-of-Network

In-Network

Out-of-Network

Routine obstetrical,
prenatal care, delivery, and
postnatal care for mother*

Maternity
Care

$10 copayment for initial visit only

Paid at 70% of the allowed amount
after deductible is met

$10 copayment for initial visit only

Paid at 70% of the allowed amount
after deductible is met

Room and board *

$500 copay/admission up to $1,000
max per individual or up to $2,000
max per family

$500 copay/admission up to $1,500
max per individual

calendar year)*

(deductible does not apply)

Paid at 70%

No cost (Edioilo dees met sl No cost (deductible does not apply)
Paid at 70% Paid at 70%
Physician’s services™ No cost Paid at 70% of the allowed amount No cost Paid at 70% of allowed amount
after deductible is met after deductible is met
(]
e
8 Surgery (Physician’s No cost Paid at 70% of the allowed amount No cost Paid at 70% of the allowed amount
- services)* after deductible is met after deductible is met
[
(%] ..
— $500 copay/admission up to $1,000 .
whd )
g e e b el o i G000 He0L Cofr’ﬁay)/( agg‘fj(‘i‘;"v’igg;lo BT
c Restorative physical and max per family .
- occupational therapy* WIOCTES (deductible does not apply) OCTE (Etainsilbls Coss mol 61l y)
Paid at 70% Paid at 70%
0
Bl copgy/gdm i vy 9 H1LLEY $500 copay/admission up to $1,500
. . . max per individual or up to $2,000 e
Skilled nursing facility max per famil max per individual
(for up to 60 days per No cost P Y No cost (deductible does not apply)

Paid at 70%

* Prior authorization may be required




New York State Nurses Association

N Y S N A PO Box 12430

Benefits Fund

Albany, NY, 12212-2430
(518) 869-9501
www.rnbenefits.org

Schedule of Benefits 2027

(Benefit Coverage Plans A and B)

Benefit

Benefit Coverage Plan A

Benefit Coverage Plan B

In-Network

Out-of-Network

In-Network

Out-of-Network

Office visits

$10 copay/visit PCP;
$25 copay/visit specialist

Paid at 70% of the allowed amount
after deductible is met

$10 copay/visit PCP;
$30 copay/visit specialist

Paid at 70% of the allowed amount
after deductible is met

Chiropractic care*

$10 copayment per visit

Paid at 70% of the allowed amount
after deductible is met

$30 copayment per visit

Paid at 70% of the allowed amount
after deductible is met

Acupuncture

$25 copayment per visit

Paid at 70% of the allowed amount
after deductible is met

$30 copayment per visit

Paid at 70% of the allowed amount
after deductible is met

Allergy treatment

$25 copayment per visit

Paid at 70% of the allowed amount
after deductible is met

$30 copayment per visit

Paid at 70% of the allowed amount
after deductible is met

Restorative physical and
occupational therapy*

$10 copayment per visit

Paid at 70% of the allowed amount
after deductible is met

$30 copayment per visit

Paid at 70% of the allowed amount
after deductible is met

Cardiac rehabilitation®

$10 copayment per visit

Paid at 70% of the allowed amount
after deductible is met

$30 copayment per visit

Paid at 70% of the allowed amount
after deductible is met

Radiology/imaging*

Outpatient Care

No cost

Paid at 70% of the allowed amount
after deductible is met

$25 copayment

Paid at 70% of the allowed amount
after deductible is met

Laboratory tests*

No cost

Paid at 70% of the allowed amount
after deductible is met

No cost

Paid at 70% of the allowed amount
after deductible is met

Restorative speech therapy
for up to 30 visits per
calendar year

$10 copayment per visit

Paid at 70% of the allowed amount
after deductible is met

$30 copayment per visit

Paid at 70% of the allowed amount
after deductible is met

Surgery No cost Paid at 70% of the allowed amount No cost Paid at 70% of the allowed amount
(physician’s services)™* after deductible is met after deductible is met
Surgery (facility charges)* No cost Paid at 70% after deductible is met No cost Paid at 70% after deductible is met

* Prior authorization may be required.




New York State Nurses Association

NYSNA Schedule of Benefits 2027

(Benefit Coverage Plans A and B)

PO Box 12430

Albany, NY, 12212-2430
(518) 869-9501
www.rnbenefits.org

Benefits Fund

Benefit Coverage Plan A Benefit Coverage Plan B
Benefit
In-Network Out-of-Network In-Network Out-of-Network
Physician house calls No cost Paid at 70% of the allowed No cost Paid at 70% of the allowed
Y amount after deductible is met amount after deductible is met
Home health care Paid at 70% up to 140 visits per Paid at 70% up to 140 visits per
services™ No cost calendar year No cost calendar year
(deductible does not apply) (deductible does not apply)
Home hospice care (up to 210 Paid at 70% Paid at 70%
days max combined with No cost (deductible does not apply) No cost (deductible does not apply)
inpatient hospice care)*
e 50 copyamisions o
3 Inpatient hospice care (up to ’ t0 $2.0 00pmax er famil p $1,500 max per individual
o 210 days max combined with No cost i P Y No cost (deductible does not apply)
E home hospice care)* (deductible does not apply)
1 0,
$ Paid at 70% LTt
1S
2]
L
)
o
Durable medical equipment Paid at 70% of the cost of the Paid at 70% of the cost of the
and supplics* wip Paid at 80% of contracted amount covered item Paid at 80% of contracted amount covered item
PP (deductible does not apply) (deductible does not apply)
In vitro fertilization services or
fertilit * (up t . . . .
g(;vgégdh f?: tilrrieyrg:)l(;grsnu(ripb:nZﬁ ¢ No cost for IVF services; Paid at 70% of the allowed No cost for IVF services; Paid at 70% of the allowed
Mz;y elect to use the $5.000 max "| prescription copays may apply amount after deductible is met prescription copays may apply amount after deductible is met
for prescriptions, if desired.)*"
ﬁ é;;gz%?azr?nige%cy room $75 copayment per visit $100 copayment per visit

* Prior authorization may be required




New York State Nurses Association

NYSNA Schedule of Benefits 2027

(Benefit Coverage Plans A and B)

PO Box 12430

Albany, NY, 12212-2430
(518) 869-9501
www.rnbenefits.org

Benefits Fund

Benefit Coverage Plan A Benefit Coverage Plan B
Benefit
In-Network Out-of-Network In-Network Out-of-Network
§ Outpatient behavioral health .. Paid at 70% of the allowed .. Paid at 70% of the allowed
$10 copayment per visit $10 copayment per visit
8 pay p amount after deductible is met pay p amount after deductible is met
I
[
2 3Ly copay/gdmlsg 1on up to $500 copay/admission up to
% $1,000 max per individual or up to 51, ST e jper Had ot
-q:, Inpatient behavioral health* No cost ( dfi’gg%g Z’; g seL(l?t‘?;)lpyly) No cost (deductible does not apply)
(a1]
Paid at 70% L0
0
@ | Qutpatient medical rehabilitative - Paid at 70% of the allowed g Paid at 70% of the allowed
3 care for substance abuse/alcohol $10 copayment per visit S $10 copayment per visit S
o addiction amount after deductible is met amount after deductible is met
<
)]
c
$500 copay/admission up to .
©
0 Inpatient medical rehabilitati $1,000 max per individual or up to $§ {) (; (():(())I;i y/adniliss(li(i)nigp tlo
Q patie edical renabriitative $2,000 max per family ->UY ax pe vidua
‘3 care for substance abuse/alcohol No cost e e m——— No cost (deductible does not apply)
addiction*®
Paid at 70% e
0
6
= . .. .. Paid at 70% of the allowed .. Paid at 70% of the allowed
— *
% g Outpatient ABA office visits $10 copayment per visit amount after deductible is met $10 copayment per visit amount after deductible is met
£ <
0 N
m o
(7]
3>
= © g 0 g 0
o c . e " Paid at 70% of the allowed Paid at 70% of the allowed
g— < Outpatient facility care for ABA No cost amount after deductible is met No cost amount after deductible is met

* Prior authorization may be required






