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Dear Fund Member:

| am pleased to send you this booklet containing
important information concerning your CSEA EBF
Dental, Vision, Rx Gopay Plans, and Workplace
Security benefits.

Please take some time to read this booklet to become
familiar with your benefits so as to maximize your
payments and minimize your out-of-pocket expenses.

| sincerely hope you and your family members enjoy
success and good health in the coming months and
years.

In Solidarity,
D Do fon

Danny Donohue
Chairman

GENERAL INFORMATION

Enroliment

Coverage under the Plans offered by the CSEA
Employee Benefit Fund is not automatic. You must
first ENROLL yourself and your dependents in the
Fund. There is one enrollment card which enrolls you
in the Plan(s) negotiated for you. If you have not
already done so, you can obtain an enroliment card by
calling the Fund at 1-800-EBF-CSEA or (518) 782-
1500.

Enrollment in the plan does not vest any right in the
covered employee except the right to receive benefits
under the plan only so long as payments are being
received by the Fund on behalf of the employee.
Return the completed enrollment card and any addi-
tional information required by the Fund.

Who Is Eligible
You are eligible for coverage under Fund Plans:

Full Time Employee

If you are a full-time employee in a CSEA represented
bargaining unit that has negotiated with your employer
for Fund coverage.

Part-Time or Seasonal Employee
If your collective bargaining agreement includes cover-
age for certain part-time and seasonal employees.

NOTE: An employee may not be covered both as an
employee and as a dependent of an employee. A

member who has a spouse eligible for coverage is
not eligible to cover a domestic partner. If member
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and spouse/domestic partner are Fund members,
coverage for children may not be claimed under both.

Dependents

If your collective bargaining agreement includes
dependent coverage, your dependents become eligible
the same time you do.

¢ You must notify the Fund promptly of changes in
dependent status to ensure that new dependents
receive the appropriate coverage and to avoid
responsibility for charges incurred by an individual
after he or she has ceased to be your dependent.

Dependents Include:

Your spouse, provided he or she is not legally separated
from you. Spouse includes a person of the same sex to
whom the covered employee was married in a marriage
ceremony performed in a jurisdiction permitting same
Sex marriages.

Your domestic partner:

* 18 years of age or older;

e Unmarried and not related by marriage or blood in a
way that would bar marriage;

* Residing together;

Involved in a committed (lifetime) rather than casual

relationship;

* Mutually interdependent financially

The partners must be each other’s sole domestic partner
and must have been involved in the domestic partnership
for a period of not less than 6 months.

Employees of the NYS Canal Corporation and NYS
Thruway are not eligible for Domestic Partner Coverage.

EBF members who wish to obtain benefits for their
domestic partners are eligible to do so based on the
same eligibility criteria and application process used
for health insurance enrollment.

To enroll a domestic partner:

* Members must contact their Agency’s Health Benefits
Administrator (HBA) for an enrollment package.

* The NYS Dept. of Civil Service will forward to the
Benefit Fund a list of employees with eligible domes-
tic partners.

 Upon receipt of this list, the Fund will mail an enroll-
ment card to these employees to enroll the domestic
partner.

* The employee must complete and return the card to:

CSEA Employee Benefit Fund
P.0. Box 516
Latham, NY 12110-0516

Your unmarried children under the age of 19, including

legally adopted children, stepchildren and children of

domestic partners, who permanently reside with you.

Your legal ward under the age of 19 who permanently
resides with you pursuant to a court order awarding
legal guardianship to you and is supported by you and
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your spouse/domestic partner.

Any child or ward described above, regardless of age,
who is incapable of self support by reason of mental
or physical disability, provided he or she became so
disabled prior to reaching the age of 19.

Any child or ward described ahove under the age of
25 who is a full time student (minimum of 12 under-
graduate or 6 graduate credit hours) enrolled in a
regionally accredited college or university and working
toward a Bachelor's Degree (e.g., B.A. or B.S.), Master's
Degree (e.g., M.A. or M.S.) or Associate's Degree
(e.g., AAA.or AS.). Technical courses of short duration
do not qualify, even if a diploma is awarded. The Fund
requires that current proof of student status be pro-
vided annually (letter or statement from the college's
Registrar's Office or completion of Student Status
Form available from the Fund).

NOTE: Our Student Status Form is used only to
update/validate the CSEA EBF dependent student
eligibility file. Your Health Insurance carrier may
require different or additional evidence of dependent
student enroliment. We suggest that you obtain a
letter of student enroliment from the school registrar
to avoid delays in processing health insurance
claims for your child.

New Employees
Become eligible for coverage as soon as you complete
28 days of continuous service in covered employment.

Transfer Employees

If you transfer into a CSEA bargaining unit from a
State bargaining unit not covered by the Fund, there is
a 28-day waiting period before coverage begins.

If you transfer out of a unit covered by the Fund, you will
be covered for 28 days after the last day worked. After
this 28-day period, eligibility for coverage is terminated.

COBRA

If you become ineligible for Fund coverage because of
retirement, termination, layoff, leave without pay or
reduction in hours, you may have certain rights to
continue Plan coverage through COBRA.

If you die, or become divorced or legally separated, or
a dependent ceases to be a dependent, your spouse
and/or dependent has certain rights to continue Plan
coverage through COBRA. In the event of divorce,
legal separation or a child losing dependent status,
you or a family member must inform the Fund of the
qualifying event within 60 days of the event or the date
on which coverage would be lost because of the event.

Retirees, Resignation or Termination
You are covered for 28 days after the last day worked.
Unless you elect the COBRA option, your eligibility
terminates after this 28-day period.
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Appeal Procedure

If you feel that you did not receive full benefits, you
may appeal to the Director of the Fund. Send a letter
to the Director explaining why you feel you did not get
the full amount to which you were entitled. Include
copies of any supporting documentation.

ALL appeals must be submitted within 60 days of the
determination being appealed. This procedure is not
designed to cover clerical mistakes on claims, which
may be corrected by a phone call to the Fund. Nor is it
meant for services clearly not covered by the Plans or
for exemptions to or waivers of required waiting periods.

CSEA Employee Benefit Fund Website

Find the most up to date information on your dental
and vision benefits by visiting our website at
www.cseaebf.com

Save valuable time by printing copies of books, dental
and vision provider listings and forms commonly used.

VisioN CARE PLAN
The Vision Care Plan offers quality eye care services at no
cost to members from one of the Plan's panel providers.

Using This Benefit

When in need of Vision Care services, call the
Employee Benefit Fund (toll free%1-800-EBF-CSEA to
determine if you are eligible for benefits. Make an
appointment with a participating provider who will
then obtain an authorization for services from the
Fund. A list of over 500 participating providers will be
provided to you on request.

The CSEA Lens selection includes almost every type:
plastic or glass, bifocals, trifocals, standard progres-
sive, photochromics (glass) and polycarbonates.
Cataract lenses, fashion tints, scratch guard and pre-
scription sunglasses are also covered.

The Frame Collection includes designer styles and wire
frames as well as the Premier Line. Selections not
included in the CSEA Frame Collection will require the
employee to cover any additional charges over the
Fund Allowance.

Using a Participating Provider

General Benefit Provisions
Members/spouses/domestic partners and eligible
dependents age 19 and over are entitled to a routine
eye examination and one (1) pair of glasses (lenses
and ft?]ame) or Plan contact lenses once every 24
months.

Dependent children under the age of 19 are eligible
every 12 months.

Plan contact lenses consist of Soft, Standard Daily
Wear, Planned Replacement or Disposable.

You will be allowed $25.00 toward non-plan contact
lenses. A Contact Lens Formulary is used which
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allows for an initial supply* of many of the most
popular and commonly prescribed brands of soft
contact lenses. If specialty (non-plan) contact lenses
such as Toric, Multifocal or Rigid Gas Permeable lenses
are required, the allowance will be applied toward the
total cost of the contact lenses.

*Duration of initial supply may vary depending on lens
type, wearing habits and prescribing doctor’s
instruction regarding replacement schedule.

Dilation will be included at a Provider’s Office
whenever professionally indicated without any
additional cost to the member.

VisioN Discount Fixeo Co-Pavs

Major Plan Features

* Program offers fixed co-pays for lenses and coatings
at any EBF participating provider office.

» Members/eligible dependents who wish to purchase
lenses and coatings not currently covered by their
vision program will be entitled to a set co-pay, result-
ing in substantial out-of-pocket savings.

Fixed Co-pays Include:

$35.00 — Standard Anti-reflective Coating
$48.00 — Premium Anti-reflective Coating
$55.00 — Ultra Anti-reflecting Coating
$12.00 - Ultraviolet (UV) Coating

$65.00 — Plastic Photosensitive Lenses
$90.00 — Premium Progressive Lenses
$55.00 — High Index Lenses

$75.00 — Polarized Lenses

This valuable program provides savings to members
resulting in less out-of-pocket for “add ons”.

How to Use This Benefit

« Use any CSEA Employee Benefit Fund participating
vision provider. For a list of providers, please visit
our website at www.cseaebf.com

* Members who choose lenses and/or coatings not
covered in their existing EBF vision plans will pay the
fixed co-pay in the schedule listed above.

Limitations And Exclusions

* Member must be covered by EBF under existing
vision program to be eligible for fixed co-pay(s). This
discount is available only at the time of your regular
CSEA EBF service. It is not available as a separate
service outside of your eligibility date.
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ComMPUTER EYEGLASS BENEFIT PROVISIONS
Members/employees whose job duties require 50% or
more of their work hours on a computer will be exam-
ined and a determination made, which may warrant a
different prescription and an additional pair of glasses.

The Computer benefit is for eligible employees only
and does not include dependents. The panel provider
determines if an additional pair of glasses is required.
If you are eligible for a Computer benefit, you will
receive your regular corrective wear and the Computer
glasses at a panel provider at the same time.

Using a Non-Participating Provider

When you choose to receive services from someone
who does not participate as a CSEA Panel Provider, an
indemnity payment will be made directly to you for
expenses, not to exceed:

Exam ... $16.00
Frame ... ... $11.00
Standard lenses . ........................ $14.00
Bifocals ......... ... . ... $23.00
Trifocals . ... $32.00
Contact lenses .......................... $25.00
Cataractlenses ......................... $25.00
Cataract bifocals ........................ $35.00
Cataractcontacts . ....................... $33.00
Photochromics ......................... $12.00

Contact the Fund for a claim form or visit our website
at www.cseaebf.com.

Restrictions

All portions of the benefit (exam plus corrective wear)

must be billed simultaneously. All services must be

performed on the same day. Benefits cannot be split

between two participating doctors OR between a par-

ticipating and non-participating doctor.

* An employee may not be covered both as an
employee and as a dependent of an employee.

e Utilization dates for benefits covered by the Fund
travel with the member.
When transferring from a state bargaining unit to
another state bargaining unit, employees are required to
wait 24 months from last date of service before becom-
ing eligible for a vision benefit.

DeNTAL CARE PLAN

How To Use This Plan
e You may use any licensed dentist for dental care.
e Qver 1600 participating dental offices in New York
State accept the fee schedule as full payment for
covered services.

* |f you would like a copy of our current participating
Dentist Directory call us at 1-800-EBF-CSEA, or visit
our website at www.cseaebf.com.

* Specialists within participating general practices may
have the right to bill members for the difference
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between the specialist’s customary charge and the
allowance which the CSEA Employee Benefit Fund
pays under the State Dental Plan. The Specialist must
inform the Fund and the member that he/she will not
be accepting the plan allowance as payment in full and
must provide proof of specialty status to the Fund.

e |f you choose a non-participating dentist and are
charged more than the amount listed under the
Schedule of Allowances, you must pay the difference.

* A universal American Dental Association (ADA) claim
form, available through your dental provider, or a CSEA
claim form, which may be obtained from the Benefit
Fund, must be used to submit for completed services.

The FUND does not recommend that you use any par-
ticular dentist, either participating or non-
participating.

Maximum Benefit-Dental Plan

 There is a $2500.00 a year maximum on dental ben-
efits.

» $2500.00 a year of covered dental benefits is
available to each member and dependent.

 This maximum is on a calendar-year basis (January
through December).

« Under this maximum, the Benefit Fund is assuming lia-
bility for up to the first $2500.00 of covered dental work
per year. This maximum does not apply to orthodontia.

* Those about to undergo extensive dental treatment
should discuss those plans with the dentist before-
hand. There are often less expensive alternatives
available which will provide high quality dental care.

Pre-Authorization of Benefits

* \Whenever the estimated cost of a recommended den-
tal treatment exceeds $250.00, it must be submitted
to the Employee Benefit Fund before work begins.

* Use a dental claim form for this submission, and
include the related x-rays.

* After review, the Benefit Fund will notify the member
and the dentist of the benefits payable based upon
the treatment plan.

* |n determining the amount of benefits payable,
consideration will be given to alternate procedures
that will accomplish a professionally acceptable result.

e |f the member and the dentist agree to a more
expensive method of treatment than that pre-
authorized by the Benefit Fund, the amount exceeding
the pre-authorization will not be paid by the Fund
even if it would otherwise be a covered service.

For Example: If your dentist submitted a pre-
authorization for a crown which would cost $575.00 and
review by our dental consultant showed that an amal-
gam restoration for $80.00 would give an acceptable
result, the benefit would pay only $80.00. If the member
decided to have the crown, he or she would pay the dif-
ference of $495.00 ($575.00 minus the $80.00).

* |f you have work done for over $250.00 without
submitting a pre-authorization first, your claim will
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be reviewed under the alternate treatment provision.

» \We strongly recommend that whenever you are
discussing your treatment plan with your dentist,
you clearly understand what is being proposed. If
we recommend alternate benefits, you should also
discuss this with your dentist.

A pre-authorization is not a guarantee of benefits.
Payment is always subject to eligibility at the time of
service.

Submit all dental claims to:
CSEA EMPLOYEE BENEFIT FUND
P.0. Box 4389

Latham, NY 12110-0489

CSEA EBF State Dental Plan
Schedule of Allowances for Covered Services
DIAGNOSTIC SERVICES
Examinations - periodic, comprehensive detailed
I(on/y 1 exam per 6 months) . ............. $ 30.00
imited examination, evaluation, (1 per 6 months()J
Bame frequency limitation as Palliative treatment) .$ 3
ENTAL RADIOGRAPHS
Intraoral complete series, including bitewings
(Tper3years) ........................ $41.00
or

Panoramic, with or without bitewings
Tperdyears) ........................ $41.00
here is a 3 year limitation for full series and
panoramic radiographs. Periapical and bitewing
radiographs are not covered if performed during the
?7”76 12 month period as a full series or panoramic
ilm.
Intraoral periapical film, each film

SMaXImum 10 per 12 month period) . ....... $ 6.00
itewing x-ray, each film
(Maximum 4 per 12 month period) . .. ... ... $ 8.00

PREVENTIVE SERVICES
Dental prophylaxis, adult-12 yrs and over

1 per 6 month perlod(I .................. $60.00
entalbprophylans child-under age 12

'41 per 6 month period) . ................. $50.00
luoride, child under age 19
1 per6 month period).................. $12.00

ealants, child under age 19, per tooth
covered on bicuspids and molars in the

permanent dentition. (1 per 3 years) ....... $25.00
Space maintainers, child, under age 19
(1 per 3 years)
Unilateral space maintainer .......... $ 97.00
Bilateral space maintainer ........... $146.00

RESTORATIVE - FILLINGS
AmaLcam ResToRATIONS - (1 per surface per 12 month
period) Includes tooth preparation, all adhesives,
liners and bases and polishing.
PERMANENT OR PRIMARY TEETH

Amalgam-one surface .................. $60.00

Amalgam-two surfaces ................. $80.00

Amalgam-three surfaces . ............... $96.00

Amalgam-four or more surfaces .......... $96.00
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