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Group Health Insurance
From The Company You Can Trust...

86,000+
Network Physicians, Specialists, and

Specialized Care Centers

Virtually Every Acute Care Hospital
in New York State

In and Out-of-Network Coverage

No Primary Care Physician Requirement
-Self-Referral to Specialists

Full Emergency Coverage
Anywhere in the Nation

GHI’s Best Combination
of Comprehensive Coverage

and Affordable Price Yet.

For more information on the
GHI-PPO

or other GHI plans,
please fax this form back to:

Rating Regions
Downstate Region:  Bronx, Kings, Manhattan, Nassau, Queens, Richmond,
Rockland, Suffolk, and Westchester Counties.
Mid-Hudson Region:  Columbia, Delaware, Dutchess, Greene, Orange, Putnam,
Sullivan, and Ulster Counties.
Albany Region:  Albany, Clinton, Essex, Fulton, Montgomery, Rensselaer,
Saratoga, Schoharie, Schenectady, Warren, and Washington Counties.
Utica/Watertown Region:  Chenango, Franklin, Hamilton, Herkimer, Jefferson,
Lewis, Madison, Oneida, Oswego, Ostego and St. Lawrence Counties.
Syracuse Region:  Broome, Cayuga, Chemung, Cortland, Onondaga, Schuyler,
Steuben, Tioga and Tompkins Counties.
Rochester Region:  Livingston, Monroe, Ontario, Seneca, Wayne, and Yates
Counties.
Buffalo Region:  Allegany, Cattaraugus, Chautaqua, Erie, Genesee, Niagara,
Orleans, and Wyoming Counties.

Plans Underwritten by:

441 Ninth Avenue, New York, NY 10001
This brochure is for illustration and comparative purposes
only. Please refer to the Certificate of Insurance for
complete coverage terms (PLH-SGC-976). Neither GHI
nor CAI are responsible for typographical errors. Filed
rates and Certificate of Insurance will govern.

PPO



PPO RATE SELECTION
Rates for all New York regions available

MEDICAL IN-NETWORK OUT-OF-NETWORK
Preventive Care:
Annual Physical Check-up............................................... Copay Deductible & Coinsurance
Well Baby and Well Child Care up to age 19
(includes immunizations)................................................. Covered in full Deductible & Coinsurance
Home and Office visits, including OPD clinic visits.......... Copay Deductible & Coinsurance
ER professional Charges................................................. Covered in full Covered in full
Diagnostic Lab Tests and Radiology Procedures
(including mammography and pap smear)......................... Copay Deductible & Coinsurance
**High Tech Radiology (CTScan, MRI)................................ Copay $100 Ded./Reimb. at 50%
Allergy Care: Limit 36 visits/year...................................... Copay Deductible & Coinsurance
Chiropractic Care: Unlimited.............................................Copay Deductible & Coinsurance
*Physical Therapy, Osteopathic Manipulation,
Occupational Therapy: 30 visits........................................ Copay Deductible & Coinsurance
Routine Podiatric Care: 4 visits per calendar year............... Copay Not Covered
Speech Therapy: 10 visits per calendar year...................... Copay Deductible & Coinsurance
*DME: up to $10,000 maximum per calendar year.............. $100 Deductible Not Covered
Ambulance/Air Ambulance NO In-network......................... Up to $300 reimbursed Up to $300 reimbursed
Private Duty Nursing........................................................Not Covered Not Covered
HOSPITAL
Inpatient Services
Base coverage 365 days................................................Covered in full Deductible & Coinsurance
*Skilled Nursing Facility Care: 60 days per calendar year.... Covered in full Deductible & Coinsurance
*Hospice Care: 210 days per lifetime................................. Covered in full Deductible & Coinsurance
*Maternity....................................................................... Covered in full Deductible & Coinsurance
*Routine Nursery Care..................................................... Covered in full Deductible & Coinsurance
Mental Health
*Inpatient Mental Health care: 30 days/calendar year........ Covered in full Not Covered
Outpatient Mental Health care: 30 visits/calendar year........ Copay Not Covered
Substance Abuse
Outpatient treatment: 60 visits per calendar year............... Copay Deductible & Coinsurance
*Inpatient treatment
Detoxification: 7 days max/person/calendar year................ Covered in full Not Covered
Rehabilitation: 30 days/calendar year................................ Covered in full Not Covered
PRESCRIPTION DRUGS (Mandatory Generic Requirement/Unlimited Mail Order)

Retail Mail Order Retail              Annual           Retail
Copay Copay Mail Order Deductible     Maximum    Coinsurance

1. $5/$20/$35 $10/$40/$70 Mandatory N/A N/A 100%
2. $10/$25/$40 $20/$50/$80 Mandatory N/A N/A 100%
3. $10/$25/$40 $20/$50/$80 Voluntary N/A N/A 100%
The below Rx Options are not available with the $10 copay plan design.
L1. $15/$25/$40 $30/$50/$80 Mandatory $50 $750 100%
L2. $10/$25/$40 $20/$50/$80 Mandatory $50 $1,000 100%
The below Rx Option is only available with the $25 and $30 copay plan designs.
HP1. $10/$25 $20/$50 Mandatory $50 N/A 100%
The below Rx Option is only available with the $20/$500 and $30/$500 Office/Hospital copay plan designs.
HP3. $0/$0 $0/$0 Mandatory $100 N/A 50%

PPO Preferred Provider Organization

Plan Design:   A   B  C
Co-pay Select $30 $15 $10
Inpatient Copay $500 $0 $0
ER Co-pay $100 $50 $50
Deductible (Ind) $1,000 $500 $500
Deductible (Fam) $3,000 $1,500 $1,500
Co-Insurance (%) 70% 80% 80%
Out-of-Pocket Max -Ind $3,000 $2,000 $2,000
Out-of-Pocket Max -Fam $9,000 $6,000 $6,000

Plan Rates - DOWNSTATE:
 Low (A) Med (B) High (C)

Individual:  $291.90 $337.61 $357.56
Family:  $746.76 $863.28 $914.14
Individual:  $291.90 $337.61 $357.56
Emp./Ch.:  $556.61 $643.44 $681.33
Emp./Sp.:  $642.18 $742.70 $786.61
Family:  $863.77 $998.60 $1,057.44
Prescription Drug Rates:

Ind.       Fam.  Ind.    Emp./Ch. Emp./Sp.    Fam.
1. $78.69 $200.65 $78.69 $149.50 $173.12 $232.14
2. $65.74 $167.62 $65.74 $124.89 $144.62 $193.94
3. $69.93 $178.28 $69.93 $132.85 $153.81 $206.27
The below Rx Options can only be applied to $15 and $20
copay plan designs.
L1. $38.10 $97.16 $38.10 $72.40 $83.82 $112.40
L2. $42.87 $109.31 $42.87 $81.45 $94.30 $126.44
The below Rx Options can only be applied to $200/500 and
$30/500 copay plan designs.
HP1. $28.32 $72.20 $28.32 $53.80 $62.29 $83.53
HP3. $19.58 $49.93 $19.58 $37.21 $43.08 $57.77

Referred Ambulatory Rider - DOWNSTATE:

For Groups of 2-50.  Rates effective 1/1/05-3/31/05.

2-Tier 4-Tier
Individual:  $9.26
Emp./Ch.:  $17.61
Emp./Sp.:  $20.40
Family:  $27.35

Individual:  $9.26
Family:  $23.64

* Pre-certification Required,
** High Tech Radiology pre-certification through NYMI


