THE BUSINESS
COUNCIL OF
WESTCHESTER

OXFORD SOLE PROPRIETOR HEALTH INSURANCE PLANS -2010

| nddduat; $1,505.67 Indvidual: $2,295.03 Indiidual: $1,338.00 Indvidual: $1,721.13 Individual $1,908.63 Indvidua! $1,181.10 Indviduzl $1,792.62 Indrfduat $1,813.47
Emp & Spousa; $3,474.51 Emp & Spouse: $5,003,09 Emp & Spouse: $2,907.57 Errp & Spousa: $3,750.42 Ermp B Spausa: $4,361.04 Emp & Spouse: $2,562.30 Emp & Spause: $3,907.74 Erp & Spouse: $3,953.64
Emp/Chid(ren): $2,926.53 Errg/Chid(ren): $4,220.28  |Emp/Cnid{ren): $2,449.80 EmpyChid (ren): $3,158.61 EmpfCn’d (ren): $3,672.00 EmpyChid (ren): $2,159.52 Errg/Chitd (ren): $3,290.85 Emg/Chi'd (ren): $3,320.43
Famiy: $4,883.61 Famiy: $7,081.59  [Famiy $4,084.80 Family: $5,272.47 Farity: $6,132.75 FaTily: $3,598.41 Family: $5,599.86 Farmily: $5,558.82
Referrals Required Referrals Required Referrals Required Ho Referrals Required Ho Referrals Required No Referrals Required Ho Referrals Required Ho Referrals Required
In-Het: $1250/$2500 In-Net: NfA In-Net: N/A In-Tiet: N/A In-Ret: N/A In-Net: $2,850/45,700 In-Het: $500/$1,000 In-Het: N/A
Out-Het: NfA Qut-Net: $1,000/43,000 Out-Net: W/A Out-Net: N/A Out-Net: $3,000/59,000 Out-Net: NJA Out-Net: $1,000/$2,000 Out-Net: N/A
Untimited Untimited Untmited Untimited Unfimited Untimited Out-Net: $1,000,000 Untimited
In-Net: 100% In-Net: 100% In-Net: 100% In-Net: 100% In-let: 100% In-Net: 100% In-Het: 90% of $10,000 In-Net: 100%
Out-let: N/A Out-Net: 70% of $10,000 Out-Het: N/A Out-Net: NfA Out-Net: 70% of $10,000 Out-Net: N/A Qut-Net: 70% of $10,000 Qut-Net: N/A

In-Net: 100% After Deductiblz

In-Net: $25/440

In-Net: $30/450 Copay

In-Het: $25/550

In-Net: $30/$50

In-Net: 100% After Deductible

In-Net: 90% After Deductible

In-Net: $25/450

Out-Net: H/A Qut-Het: 70% after Deductible Qut-Het: N/A Qut-Net: N/A Out-Net: 70% after Deductible Out-Het: N/A Qut-Net: 70% after Deductible Qut-Net: N/A

In-Net: $250 per day ($1,250 In-Net: $500 per day, $1,000 max per| In-Net: $300 per day (5 day max) In-Het: $500 per admission In-Net: $300 per day (5 day max)

In-Het: 100% After Deductible calendar yr max), $250 Outpatient edmission Inpatient/$150 Copay Inpatient/$300 Copay Outpatient Inpatient/$500 Copay Outpatient In-Net: 1003 After Ded In-Net: 90% After Deductible Inpatient/$300 Copay Outpatient

Surgery Copay Qutpatient Surgery Surgery Surgery Surgery
In-Net: 100% After Deductible Out-Net: 70% after Deductible Out-Net: N/A H/A Qut-Het: 70% After Deductible WA Out-Het: 70% After Deductible Qut-Ret: NfA
Generic: $10 Generic: $10 Generic: $15 Generic: $10 Generic: $15 Generic: $10 Generic: $15 Generic: $10
Preferred: $25 Preferred: $25 Preferred: $35 Preferred: $25 Preferred; $30 Preferred: $25 Preferred: $30 Preferred: $25
Hon-Preferred: $50 Non-Preferred: $50 Hon-Preferred; $75 Hon-Preferred: $50 Non-Preferred: $60 HNon-Preferred: $50 Non-Preferred: $60 Non-Preferred: $50

Subject to Deductible

450 Annual Deductible- Walved for
Generic.

$100 Annual Deductible- Walved for
Generic.

$50 Annual Deductible- Waived for
Generic.

$100 Annual Deductible- Walved for
Generic.

Subject to Deductible

$100 Annual Deductible- Watved for
Generic.

%100 Annual Deductible- Walved for
Generic.

Annual Maximum; Unimited

Annual Maximum: Untmited

Annual Maximum: Untimited

Annual Maximum: UnSmited

Annual Maximum: $3,000

Annual Maximum: Unfmied

Annual Maximum: $3,000

Annual Maximum: Unfimited

In-Nel: 100% After Deductbia $75 Copay Walved Tf Adnited $150 Copay $75 Copay Walved If Admitted $150 Copay Waived If Admitted In-Het: 100% After Ded 0% After Deductible $75 Copay Wakved IF Admited
1923 y1s 19/23 y1s 19723 yrs 19/23 yrs 19/23 y1s 19/23 y1s 1923 y1s 19723 1
In-Hiet: $100 % After Deductibie-30 | In-Het: §250 copay per day- 30 days ‘L';'"e“ ssﬂgeémr’;;m M2 Per | In-iet: $300 per day (5 day max) 30 | 1n-Het: §500 per admission- 30 Dsys | In-Het: 100% After Deductibie 30 | InNet: 90% After Deductitie-30 days | In-Net: $300 per day (5 day max) 30
days max per calendar yr per yr. max ($1,250 Calendar max) )’Y: st Days per calendar yr max. per alendar yr max, days per yr. max per yr. max Days per calendar yr max.
T Qut-Net: 70% after Deductible (30 T e OQut-et: 50% after Deductible (30 R Out-Net; 70% after Deductible (30 Nets
Outtiet: N/A e iy Out-tiet: WA Out-Net: N/A b el e Out-Het: /A psibbisidlondane Out-Net: IA

In-het: $100 % ARter Deductible-30

In-Het: $40 Copay per office vist (30

In-Net: $50 Copay-30 visis max per

In-Het: $50 Copay per office visit (30

In-Net: $50 Copay per office vist (30

In-let: 100% After Deductible-30

In-Net: 90% After Deductible-60 days

In-Het: $50 Copay per office visit (30

days max per calendar yr visits max per calendar yr.) calendar yr visits max per calendar yr.) visits max per calendar yr.) Visits per yr. max per yr. max visits max per calendar yr.)
e Qut-Net: 70% after Deductible (30 ek R Qut-Het: 50% after Deductible (30 — Out-Net: 70% after Deductible (60 P
Qut-let: NfA days max per calendar yr.) Out-Net: NfA Cut-Net: NfA days max per calendar yr.) Out-Net: N/A days ma per a ryr) Qut-Ret: NJA
In-Het: 10035 After Deductible In-Net: $40 Copay In-Net:$50 Copay In-Het: $50 Copay In-Net: $50 Copay In-Het: 100% After Ded In-Het: N/A In-Net: $50 Copay
Qut-Het: N/A Out-Net: 70% After Deductible Out-Net: N/A H/A Out-Met: 70% After Deductible Out-Het: N/A Qut-fict: /A Qut-Net: N/A

I have placed an "X" in the red box above the plan I have chosen.
(rate includes $30.00 quarterly administrative billing fee) and a check in this amount is enclosed.

My new premium is $

Please accept this completed form as acknowledgment of my 2010 plan election:

Signature

Date

Print Name

Company Name




