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Dear Unified Court System Employees:

As Chairman of the CSEA Employee Benefit Fund,
| am pleased to provide you with this booklet that
contains important information on the benefits
negotiated by CSEA and provided by the Fund.

Our goal is to encourage you to maintain your
health and well-being by providing benefits that are
carefully designed with you and your family in
mind. Please take the time to read this booklet
carefully to become familiar with your benefits.

| wish you every success and good health in the
coming months and years.

In Solidarity,

Pzt Dorefon

Danny Donohue
Chairman

UNIFIED COURT SYSTEM EMPLOYEES

GENERAL INFORMATION

Who Is Eligible
Full-Time Employee

e |f you are a full-time employee in the Unified Court
System bargaining unit represented by CSEA.

Part-Time Employee

* Part-time employees of the Unified Court System
are entitled to the Sunrise Dental Plan only.

Dependents
* Your dependents become eligible the same time
you do. Dependents include:

Spouse
* Provided he or she is not legally separated from
you.

Domestic Partners

A Domestic Partnership is defined as one in which

the partners are:

18 years of age or older;

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

* residing together;

e 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.

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 enroliment.



Children Who Are:

« Dependent, unmarried and under 19 years old,
including:

e Legally adopted

« Stepchildren or children of domestic partners who
permanently live with you.

» Supported by you or your spouse/domestic partner
who permanently reside with you pursuant to a
court order awarding legal guardianship, providing
that guardianship commenced before the child
reached age 19.

* Incapable of self-support, regardless of age, by
reason of mental or physical disability and who
became so disabled before reaching age 19.

* Unmarried students who are under 25 years old.

e Full-time students taking at least 12 undergraduate
credit hours or 6 graduate credit hours.

e Enrolled in a regionally accredited college or
university and working towards a formal college
degree such as Bachelor of Arts (BA), Bachelor of
Science (BS), Associate Arts (AAS), etc. Technical
courses for short duration, even if a diploma is
awarded, do not meet this requirement.

* 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.

NOTE: CURRENT proof of student status is REQUIRED
ANNUALLY. Obtain a letter or statement from the
Registrar’s Office at the college or have the Fund’s
Student Status Form completed.

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
Fund. If you have not already done so, you can obtain
an enrollment card by calling the Fund at 1-800-EBF-
CSEA. 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 employees.

How to enroll a Domestic Partner:

e 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
domestic partners.

* Upon receipt of this list, the Fund will mail an
enrollment card to these employees to enroll the
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domestic partner.
* The employee must complete and return the card to:

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

Waiting Periods
New Employees

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

* There is a six-month waiting period from the date
of eligibility for major dental services for you and
your dependents. These services include: individual
crowns, inlays/onlays, fixed and removable
prosthetics and orthodontics.

Transfer Employees

e |f 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.

* Employees who were covered for vision coverage
through the Fund under another employer must wait
12 months from their last service date before using
the vision benefit under a new employer.

e There is a six-month waiting period for major
dental services for you and your dependents.
These services include: individual crowns, inlays/
onlays, fixed and removable prosthetics and
orthodontics.

« |f 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.

Continuation of Coverage
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.

* If you die, or become divorced or legally separated,
or a dependent ceases to be a dependent, your
spouse and/or dependent may have 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 day on which coverage
would be lost because of the event.

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
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entitled. Include copies of any supporting
documentation.

» 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.

e For Dental Only: All appeals must be submitted
within 60 days of the settlement of the claim.

Abuse or Misuse
e Abuse or misuse of any Plan may result in
withholding of benefits.
« The Fund reserves the right to revoke assignment of
benefits to certain providers.

Note: An employee/retiree may not be covered hoth as
an employee/retiree and as a dependent of an employee/
retiree. A member who has a spouse eligible for
coverage is not eligible to cover a domestic partner. If
member and spouse/domestic partner are Fund
members, coverage for children may not be claimed
under hoth.

VisioN CARE PLAN

The Vision Care Plan offers quality eye care services
at no cost to members when using one of the Plan’s
panel providers.

Using This Benefit

When in need of Vision Care services, call the
Employee Benefit Fund (toll-free) at 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.
Using a Participating Provider

General Benefit Provisions

Eligible members (and dependents, if covered) are
entitled to a routine eye examination and one pair of
glasses or a contact lens benefit once every 12 months.

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

Eyeglasses
The benefit includes progressive addition no-line

bifocals or trifocals, standard progressive, cataract
lenses, scratch proofing, glass photo-chromic, high
index lenses, fashion tints and prescription sunglasses.
The Frame Collection includes designer styles and
wire frames as well as the Premier Frame Collection.
Selections not included in the CSEA Frame Collection

4



will require the employee to cover any additional
charges over the Fund allowance.

Contact Lenses

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

You will be allowed $125 toward non-plan contact
lenses.

A Contact Lens Formulary is used which 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.

Vision Discount Fixen Co-Pays

Major Plan Features
e Program offers fixed co-pays for lenses and coatings at any
EBF participating provider office.

e 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, resulting 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

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

e 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

e Member must be covered by EBF under existing vision pro-
gram to be eligible for fixed co-pay(s).

e 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.



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:

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 doctors. Substantial out-of-pocket
expenses can be avoided by using CSEA Vision Care
Panelists. Contact the Fund for a claim form or visit
our website at www.cseaebf.com

Send all vision correspondence to:

CSEA EMPLOYEE BENEFIT FUND

P.0. Box 516

Latham, NY 12110-0516

DenTAL CARE PLAN

How To Use This Plan
* 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.

* Specialists within participating general practices may
have the right to bill members for the difference
between the specialist’s customary charge and the
allowance which the CSEA Employee Benefit Fund
pays under the UCS 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.
(See Schedule of Allowances.)

A universal American Dental Association (ADA)
claim form, available through your dental provider,
or a GSEA 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 $3000.00 annual maximum dental
benefit for each covered member and dependent.

« This maximum is on a calendar-year basis
(January 1 through December 31).

* Under this maximum, we are assuming liability for
up to the first $3000.00 of covered dental work per
year. This maximum does not apply to orthodontics.

 We encourage those about to undergo extensive
dental treatment to discuss those plans with the
dentist beforehand. 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
dental 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.

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

* |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.

* If you have work done for over $250.00 without
submitting a pre-authorization first, your claim will
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 and benefit
levels in existence at the time of service.

Submit all dental claim forms to:

CSEA EMPLOYEE BENEFIT FUND

P.0. Box 489

Latham, NY 12110-0489

UNIFIED COURT SYSTEM DENTAL PLAN
Schedule of Allowances for Covered Services

DIAGNOSTIC SERVICES
Examinations - periodic, comprehensive, detailed
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(only 2 exams per calendar year).................... $27.00
Limiten ExaminaTiON (evaluation) (same frequency
limitation as Palliative treatment).................... $27.00

DEeNTAL RADIOGRAPHS
Intraoral complete series including

bitewings

(1 PEr B YBAIS) ..o $47.00
or

Panoramic, with or without additional films

(1 PEr B YBAIS) ..o, $47.00

Intraoral periapical film (not covered in

same year as panoramic or complete serigs,
maximum 6 per 12 month period).................. $ 6.00
Intraoral occlusal film (2 per 3 years) ........... $23.00
Extraoral film (7 per 12 month period) .......... $14.00
Bitewing x-rays, per film

(Maximum 8 Per YEar)............cocoweererneenn. $ 6.00
Posterior-anterior or lateral skull and

facial hone survey (7 per 12 month period) .$ 18.00
Cephalometric film (7 per 12 month period)$ 24.00

TESTS AND LABORATORY EXAMINATIONS
Pulp vitality test (7 per 12 month period)....$ 6.00
Diagnostic casts, upper and/or

lower (7 per lifetime) ..........ccoovoeverninnenenn. $ 19.00
PREVENTIVE SERVICES

Dental prophylaxis, adult-14 yrs and over

(2 per calendar year) ............c.cccocoeeeeeeeeennne $ 51.00

Dental prophylaxis, child-under 14 yrs

(2 per calendar year).............c.cccoooevorninnine. $ 39.00

Fluoride, under 19 years

(2 per calendar year)...........c.c.cccuvvennnenene $14.00

Sealants, under 19 years, per tooth, covered
on bicuspids and molars in the permanent

dentition only (1 per 3 years)..........c.c...cc....... $17.00

Space maintainers, under age 19 (7 per life)
Unilateral, fixed space maintainer............. $ 60.00
Bilateral, fixed space maintainer................ $140.00

Unilateral, removable space maintainer .....$ 78:00
Bilateral, removahle space maintainer ......$144.00

RESTORATIVE- FILLINGS (7 per surface per tooth
per 12 month period)
AwvaLGAVM RESTORATIONS (7 per Surface per tooth per
12 month period) Includes tooth preparation, all
adhesives, liners and bases and polishing to restore
a tooth to proper form and function.

PERMANENT OR PRIMARY TEETH
Amalgam, one surface..................ccccooeuennee.
Amalgam, two surfaces .............

Amalgam, three surfaces .
Amalgam, four or more surfaces.................. $ 75.00

ResIN-BAseD ComposITE RESTORATIONS (7 per surface per
tooth per 12 month period)

Includes tooth preparation, acid etching, adhesives,
liners, bases, curing and the broad category of materials
called resin-based composites.
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PERMANENT OR PRIMARY TEETH
Resin-hased composite, anterior or

posterior, one surface....................ccococoe..... $ 54.00
Resin-based composite, anterior or
posterior, two surfaces ..................ccococo...... $ 61.00

Resin-based composite, anterior or
posterior, three or more surfaces or
involving incisal angle ..................cc.ocooo...... $ 89.00

RESTORATIVE - CROWNS AND INLAYS/ONLAYS
These services are limited to permanent teeth as schea-
uled. Crowns and inlays are covered for the restoration
of the teeth which as the result of extensive decay or
fracture, cannot be restored with an amalgam or resin-
bonded composite material. All crown work will be
professionally reviewed for necessity and appropriate-
ness of the planned treatment, taking into account the
exclusions and limitations of the Plan. Benefits are
payable upon insertion of the permanent crown or inlay.

*These services are limited to a 6 month waiting period for new
employees and their dependents.

“Crowns - (1 per 5 years)

Resin (permanent, anterior teeth only) ......... $180.00
Resin fused to metal ................................... $370.00
Porcelain/Ceramic.....................cccocooveurnennne. $346.00
Implant/abutment supported, porc/ceram....$346.00
Porcelain fused to metal .............................. $530.00
Implant/abutment supported,

porcelain fused to metal ............................. $530 00

3/4 cast metal
Full cast metal
Implant/abutment supported,

full castmetal...............cocooooveveveiciciiicie $382.00

*“InLavs/ONLAYS - (1 per 5 years)

Inlay/onlay, one surface..................c.ccoc......
Inlay/onlay, two surfaces
Inlay/onlay, three or more surfaces.............. $382 00

OTHER RESTORATIVE SERVICES

Recement Inlay (7 per 12 month period).....$ 12.00
Recement Crown, Implant Crown

(1 per 12 month perioq).............cccccovovevnenene. $ 26.00
Stainless steel crown, deciduous teeth
only (7 per tooth per 5 years........................ $ 56.00

Core buildup, including pins (7 per lifetime)..$ 56.00
Pin retention, per tooth

(1 per 12 month period) ............ccccevvenenne. $ 18.00
Post and core, cast or prefabricated,

per tooth (7 per 5 years).........cccccovvvernnnnn. $102.00
Labial veneer (laminates) (7 per 3 years)...$ 78.00

ENDODONTICS

Pulp capping, direct or indirect

(1 per 12 month period) ............ccccccovvevennne. $ 16.00
Pulpotomy (7 per life).........ccccoevverveerrennnnn. $ 31.00

Root CanaL THErAPY (1 per tooth per lifetime)
9



This procedure consists of the removal of all pulp
contents and filling the pulp canals of teeth having
damaged pulps. This service is limited to permanent
teeth. Benefits are payable upon completion of root
canal therapy.

Root canal therapy, anterior ........................ $245.00

Root canal therapy, bicuspid ...................... $285.00

Root canal therapy, molar ............................ $377.00

Apicoectomy, per tooth (7 per lifetime)......... $150.00
PERIODONTICS

This service consists of treatment of diseases of the
tissues (gums and bone) which support the teeth.
When such services are provided, the allowance shall
be made on a quadrant or sextant basis. All periodontal
work will be professionally reviewed for necessity and
appropriateness of the planned treatment taking into
account the exclusions and limitations of the Plan.

The treatment plan must be accompanied by periodon-
tal charting and x-rays may be requested.

Benefits will be paid for only the most comprehensive
surgical procedure necessary in each site. Periodontic
benefits will not usually be paid for certain proce-
dures performed on patients under the age of 19.
Exceptions can be made based on documented med-
ical necessity.

Gingivectomy, per quadrant

(1 PF 4 YBAIS).....ovoeeeeeieeeeieeeeeeeees $230.00
Osseous surgery, per quadrant

(1 I 4 YBAIS).....oovoeereeeieeieeieeeeeeas $390.00
Pedicle soft tissue graft

(1 PF 4 YBAIS).....ovoeeeeieriesereeeeeees $200.00
Free soft tissue graft, including donor site

(1 Pr 4 YBAIS)......ovoieeriereeeeeeen $150.00
Periodontal scaling and root planing,

per quadrant (2 per calendar year)................ $ 27.00

Periodontal maintenance procedure
(2 per calendar year, either prophylaxis
or periodontal maintenance procedure) ......... $ 51.00

PROSTHODONTICS - REMOVABLE
Services are limited to the replacement of permanent
teeth. All prosthodontic services will be professional-
ly reviewed for necessity and appropriateness of the
planned treatment taking into consideration the plan
restrictions and limitations. Benefits are payable
upon insertion of the denture. Allowance includes all
adjustments and relines for six months following
insertion.

*These services are subject to a 6 month waiting period for new
employees and their dependents.

*“CompLETE DENTURES (7 per 5 years)

Full upper or lower denture, permanent ......$442.00
Full upper or lower denture,

implant/abutment supported......................... $442.00

“ParTiAL DENTURES (1 per 5 years)
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Partial upper or lower denture, permanent ..$450.00
Partial upper or lower denture,

implant/abutment supported ........................ $450.00
Unilateral partial upper or lower
denture, permanent.............................occo.. $280.00

ApJusTmenTs To DenTURES - Full or Partial Dentures
(after 6 months of insertion of denture)
(1 per 12 month period).............ccccoeevueuernnne. $12.00

Repairs 10 FuLL/ComPLETE DENTURES
Repair broken complete denture base

(1 per 12 month period)...............ccccceeveeunne. $42.00
Replace missing or broken teeth
(1 per 12 month period).............c.c..ccoevvvvnne... $42.00

REePAIRS TO PARTIAL DENTURES
Repair resin denture base

(1 per 12 month period)..............c.cc..cccovveunne. $ 42.00
Repair cast framework

(1 per 12 month period) ...........ccccoeveeuene.... $ 42.00
Repair or replace broken clasp

(1 per 12 month period) ............ccoceeenennne. $ 71.00
Replace broken teeth

(1 per 12 month period) ..............ccccvvevene.. $ 42.00
Add tooth to existing partial denture

(1 P lIftME)......e.ooeeeeeeeeeeeeeeeeeeee $ 71.00
Add clasp to existing partial denture

(1 per lifetime) .........ccooeveenenirinienienine $ 71.00

Resase Procenures, Full denture only (7 per 2 years)
Rebase-process of refitting a denture by replacing
the base material.

Rebase complete maxillary or

mandibular denture.................cococcovviinnnn. $169.00

RELINE oF DEnTURES, upper or lower (1 per 2 years)
Reline-process of resurfacing the tissue side of a
denture with new base material.

Reline full denture, chairside....................... $154.00
Reline full denture, laboratory .................... $154.00
Reline partial denture, chairside.................. $154.00
Reline partial denture, laboratory................ $154.00

OTHER REMOVABLE PROSTHETIC SERVICES
Tissue conditioning, per denture

(1 DEF 3 YBAIS) .o $ 47.00
*Overdenture, upper or lower

(1 Pr & YBAIS).....ovoieeeiesieeeen $450.00
Obturator prosthesis, definitive

(1 PEF 5 YBAIS) .o, $ 84.00

PROSTHODONTICS — FIXED
Services are limited to permanent teeth. All prosthodon-
tic services will be professionally reviewed for necessity
and appropriateness of the planned treatment taking
into consideration the exclusions and limitations of the
Plan. Benefits are payable upon insertion of the fixed
bridge. Temporary coverage is included.

*These services are subject to a 6 month waiting period for new
employees and dependents.
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“PonTics (1 per 5 years)
Castmetal...............coooovieviceeeeeee
Porcelain fused to metal
Porcelain/Ceramic..................

Resin fused to metal .................cccooevvnnnnne

*ABUTMENTS (FIXED BRIDGE RETAINERS) INLAYS/ONLAYS

(1 per 5 years)

Inlay/Onlay, two surfaces..................cccc..... $370.00
Inlay/Onlay, three or more surfaces.............. $382.00
Retainer for Maryland-type bridge ............... $235.00
*ABUTMENTS (FIXED BRIDGE RETAINERS) CROWNS

(1 per 5 years)

Castmetal, 3/4..........cccoovvveeeeeeeeeee $325.00
Cast metal, full..............ccocooveeieiiiceeee $382.00
Implant/abutment supported, cast metal .....$382.00
Porcelain fused to metal............................... $530.00

Implant/abutment supported,
porc fused to metal

Porcelain/Ceramic...............ccccooeevvvvvenennnn.
Implant/abutment supported, porc/ceramic ... $346 00
Resin fused to metal ................................ $370.00
OTHER FIXED PARTIAL DENTURE SERVICES

Recement Bridge, Implant Bridge ................... $ 42.00
*Stress breaker (7 per 5 years) ................... $ 76.00

*Precision attachment (7 per 5 years).......... $102.00
Fixed partial denture repair,
by report (7 per 12 month period)................. $ 31.00

ORAL SURGERY

ExTrAcTIONS (7 per lifetime)

Erupted tooth or exposed root
Surgical removal............................
Soft tissue impaction .....................
Partial bony impaction...................
Full bony impaction....................
Residual roots ...............cccooovriiiecie

OTHER SURGICAL PROCEDURES
Surgical access of unerupted tooth

(1 per lifetime) .........cveevereerieeeieeeseeene $120.00
Biopsy of oral tissue, hard or soft, tissue
removal (7 per 12 month period).................. $ 65.00
Alveoplasty, per quadrant, in conjunction with
extraction (7 per lifetime)..........c.cccocovnenennne $ 80.00
Alveoplasty, per quadrant, not in conjunction with
extractions (7 per 5 years) ..o $ 86.00
Vestibuloplasty (7 per 4 years) ..................... $234.00
Incision and drainage, intraoral
(1 per 12 month period) ............c.ccccvueuvunnne. $ 42.00
Incision and drainage, extraoral
(1 per 12 month period) ............c.ccceeeevunnne. $ 54.00
Frenulectomy (7 per lifefime) ............cccc..... $114.00
ORTHODONTICS

Lifetime orthodontic maximum, including limited,
interceptive, comprehensive and retention treat-
ment. - $2580.00
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Orthodontics covered for children and adults.
*These services are limited to a 6 month waiting period for new
employees and their dependents.

*Limited/Interceptive orthodontic treatment,
including adjustments (Appliance therapy or
partial banding, prior to full banding)

(T DEFTIfE) oo $300.00
“Comprehensive orthodontic treatment,

appliance insertion (7 per life) .................... $432.00
*Periodic orthodontic treatment visit

(30 monthly visits per life) ..........ccccueeunne $ 62.00

“Orthodontic retention, per visit
(maximum 12 monthly visits per life)........... $ 24.00

ADJUNCTIVE GENERAL SERVIGES
Palliative (emergency) treatment of
pain (1 per 12 month period, same frequency
limit as Limited examination, evaluation)....... $ 27.00
General anesthesia/deep sedation

(per covered oral surgery Visit) ..............c....... $200.00
or

Intravenous sedation

(per covered oral surgery Visit)...................... $200.00

Occlusal adjustment, limited

(1 PEr 4 YBAIS) ... $ 35.00

Occlusal adjustment, complete

(1 DEr 4 YBAIS)......ovoeeerereeeeeen $140.00

ExcLusIONS AND LIMITATIONS

Replacement of Crowns and

Prosthetic Appliances

« There is coverage for replacement of an existing
crown, partial or full removable denture or
replacement of fixed bridgework by a new denture or
bridgework, or the addition of teeth to an existing
partial removable denture or to the bridgework to
replace extracted natural teeth, but only if the Plan is
furnished satisfactory evidence that:

(a) The existing denture or bridgework was inserted
at least five years prior to its replacement and
that the existing denture or bridgework cannot be
made serviceable by a dentist, or

(b) In the case of a crown, that at least five years
have elapsed since the crown was inserted.

In addition to the exclusions and limitations as
stated in the CSEA Dental Fee Schedule of
Allowances and those listed ahove, THIS PLAN
DOES NOT COVER:

» charges for any type of service or appliance not
described in schedule of allowances.

* treatment by other than a licensed dentist or dental
hygienist acting within the scope of licensure.
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e services and supplies that are primarily cosmetic in
nature.

e replacement of lost or stolen prosthetic appliance.

* duplicate prosthetic appliances or services.

e dentures, crowns, inlays, bridgework or appliances
to change or maintain vertical dimension.

e any service rendered or appliance furnished before
the eligibility date or after the termination date under
this Plan.

» charges for surgical implants.

e splinting.

« treatment covered by Workers’ Compensation or
similar law.

* charges for expenses which are reimbursable
through “no-fault” automobile insurance.

* any benefit that is claimed after a period that exceeds
one year from the calendar year in which dental services
were rendered.

» temporary dental services which will be considered an
integral part of the final dental service rather than a
separate service.

Coordination of Benefits

Since it is not intended that the patient receive greater
benefits than the actual expenses covered, the amount
of benefits payable under the CSEA Dental Plan will take
into account any coverage the employee (or eligible
dependent) has under other group plans. In other
words, the benefits under the CSEA Dental Plan will be
coordinated with the benefits of other group plans.

Note: An employee/retiree may not be covered hoth as
an employee/retiree and as a dependent of an employee/
retiree. A member who has a spouse eligible for
coverage is not eligible to cover a domestic partner. If
member and spouse/domestic partner are Fund
members, coverage for children may not be claimed
under both.

LEGAL SERVICES BENEFIT
MaJor PLAN FEATURES

* Provides assistance with meeting legal expenses.

* Members are free to choose any attorney-
according to individual needs and type of case.

* Reimbursement sent directly to the member.

* Many services also cover the eligible dependents.

GENERAL INFORMATION
Eligibility
Same as all CSEA EBF Plans.

* NOTE: If you are a covered employee at the time
you retain counsel but are no longer on active
payroll status at the time a legal matter is
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completed, you are not covered under this plan
and the costs are your responsibility.

Limitations and Exclusions

* $1,000 per calendar year (January 1-December 31)
per family.*

* Members are reimbursed for legal expenses only to
the extent of fees charged and up to the identified
maximum for each service. It is important that you
discuss with your attorney the estimated charges
before you commence any legal work. Charges over
the allowances are the responsibility of the member.

» The fund is not responsible for making initial
payment to retain legal counsel.

* Allowances will be reduced if court awards payment
of attorneys fees or portions thereof. Combined
payments may not exceed fees charged.

« Costs of document reproduction, filings, court fees,
etc. are not covered nor are second opinion fees.

* Only matters specified in this brochure are covered.

* You cannot claim services if you represent yourself.

* Any benefit that is claimed after a period that
exceeds one year from the calendar year in which
legal services were rendered.

*Note: For purposes of the Legal Services Benefit,
“Family” includes Domestic Partner.

Voucher
 Write or call the Fund Office for a legal voucher:

CSEA Employee Benefit Fund
One Lear Jet Lane
Suite One
Latham, NY 12110-2395
1-800-EBF-CSEA
* AFTER legal services are completed, fill out Part 1.
Attorney fills out Parts 2 and 3. Both the member and
the attorney sign Part 3.
* The Attorney’s original bill must be attached to the
voucher and forwarded to the Fund Office.
* The reimbursement will be sent directly to you. Please
be sure your correct address is on the voucher.

REGULAR BENEFITS
(No Deductible)

General Consultation:
Who is eligible

Member or spouse/domestic partner obtaining an in-
person legal consultation with an attorney regarding
an actual or assumed personal legal problem.

What is the benefit
Five, one-half hour sessions on separate dates, each
calendar year, concerning unrelated legal questions.
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Benefit allowance
$20 per visit to an attorney’s office.
Limitations

Business matters, excluded matters and telephone
consultations are not covered. When an attorney is
retained to provide a specific service for which benefit
allowances are provided for by other provisions in this
Plan by the Fund, the initial general consultation, as
well as all other general consultations related to that
matter, are not covered by this provision.

Document Review at Fund Office:
Who is eligible

Member or spouse/domestic partner seeking
examination and analysis of a legal document.

What is the benefit

This benefit provides professional review and
interpretation by an attorney designated by the Fund
at no expense to the covered employee, of all
personal legal documents, such as contracts,
installment purchase agreements, loan agreements,
guarantees, leases, insurance policies and court
papers. This benefit does not include review of
documents relating to business matters, employment
matters, income tax matters, Amicus Curiae
activities, class actions, or matters relating to the
Civil Service Employees’ Association, Inc., the CSEA
Employee Benefit Fund or any of its respective
affiliates, officers, directors, trustees, employees,
agents or attorneys. A member or spouse/domestic
partner may use this benefit as many times during
the year as proves necessary.

Limitations

This benefit does not include the review of tax
returns or documents that are in the process of
being prepared or a document which the Fund has
already reviewed or interpreted.

NOTE: The Document Review Benefit provides for the
review and interpretation of documents only and does
not include legal representation or alteration. If such
representation involves a covered matter, the Fund will
pay an allowance. If the matter is not covered, then
any legal costs must be borne directly by the
employee.

Wills and Living Trusts:
Who is eligible

Member and spouse/domestic partner.
What is the benefit
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The preparation and execution of a Will or Living
Trust, but not both.

Benefit allowance
$70.00 per Will or Living Trust.
Limitations

Each member and spouse/domestic partner may
utilize this benefit once every five years.

Principal Residence Real Estate Closing:
Who is eligible

Member or spouse who is selling, purchasing or
refinancing their principle residential dwelling,
condominium or cooperative.

What is the benefit

Legal representation for the sale, purchase or
refinancing of property as described.

Benefit allowance

Up to $300 per calendar year per sale, purchase or
refinancing.

Limitations

Only one sale, one purchase and one refinancing
per family in a calendar year is covered. This benefit
provides representation with respect to one’s
personal residence (not to exceed a two-family
dwelling). No business property is covered by this
benefit.

Principal Residence Mortgage Protection:
Who is eligible

Member or spouse/domestic partner who is a
DEFENDANT in a proceeding to foreclose a
mortgage regarding a dwelling, condominium or
cooperative, which the covered member and/or
spouse/domestic partner owns and in which the
member principally resides.

What is the benefit

Legal advice and/or representation in the defense of
a mortgage foreclosure involving any of the above
stated residences.

Benefit allowance

An allowance not to exceed $150 if the matter is

resolved before trial. An allowance not to exceed

$300 should the matter proceed to trial.
Limitations

One foreclosure proceeding per calendar year per

family and not exceeding a two-family dwelling. No

business property is covered by this benefit.
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Tenant:
Who is eligible
Member or spouse/domestic partner who rents for

personal residential use, a private dwelling,
condominium, apartment or rooms as a tenant.

What is the benefit

Legal advice and/or representation for a DEFENDANT
in defense of a dispute between the member or
spouse/domestic partner as tenant and the landlord.

Benefit allowance
Up to $150.
Limitations

One landlord/tenant defense per 12 month period
per family.

Change of Name:
Who is eligible
Members and dependents are entitled to this benefit.
What is the benefit
Up to $200 per family, once in a lifetime.
Benefit allowance
Legal advice and representation in a change of
name procedure.
Limitations
Limited to one change of name sought by member

for self and dependents. Change may be made to first
name, middle name, or last name or any combination.

Adoption:
Who is eligible
Member who seeks representation in an adoption
proceeding.
What is the benefit
Legal advice and representation in an adoption
proceeding, either as adoptive parent or natural parent.
Benefit allowance
Up to $300.
Limitations

Benefit allowance does not cover the payment of
any fees or expenses to adoption or other agencies.

Legal Guardianship:
Who is eligible

Member and/or spouse/domestic partner seeking
legal guardianship of 1) a person under the age of
18 who permanently resides with the member and
spouse/domestic partner or will permanently reside
with the member or spouse/domestic partner if

18



