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EmblemHealth HOFSTRA UNIVERSITY
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period: 1/1/2017 - 12/31/2017
Coverage for: Individual/Family | Plan Type: POS

e

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www.emblemhealth.com or by calling 1-800-447-8255.

Important Questions m Why this Matters:

For out-of-network providers $250
person / $500 family

Does not apply to preventive care
and generic drugs. Out-of-network
co-insurance and co-payment don't
count toward the deductible.

No

Yes, $6600 individual/$13200 family
in-network maximum. For out-of-

What is the overall
deductible?

Are there other deductibles
for specific services?

Is there an out—of-pocket

. 2
limit on my expenses? $10000 family out of pocket

maximum.

Premiums, penalties, balanced-bill
charges, and health care this plan
doesn't cover.

What is not included in the
out-of-pocket limit?

Is there an overall annual
limit on what the plan
pays?

No

Yes. See www.EmblemHealth.com
or call 1-800-447-8255 for a list of
participating providers.

Does this plan use a
network of providers?

Do | need a referral to see a Yes, written approval is required to
specialist? see an in-network specialist.

Are there services this plan

Yes
doesn’t cover?

network providers, $5000 individual /

You must pay all the costs up to the deductible amount before this plan begins to pay for
covered services you use. Check your policy or plan document to see when the deductible starts
over (usually, but not always, January 1st). See the chart starting on page 2 for how much you
pay for covered services after you meet the deductible.

You don't have to meet deductibles for specific services, but see the chart starting on page 2 for
other costs for services this plan covers.

The out-of-pocket limit is the most you could pay during a coverage period (usually one year)
for your share of the cost of covered services. This limit helps you plan for health care expenses.

Even though you pay these expenses, they don’t count toward the out-of—pocket limit.

The chart starting on page 2 describes any limits on what the plan will pay for specific covered
services, such as office visits.

If you use an in-network doctor or other health care provider, this plan will pay some or all of the
costs of covered services. Be aware, your in-network doctor or hospital may use an out-of-
network provider for some services. Plans use the term in-network, preferred, or participating for
providers in their network. See the chart starting on page 2 for how this plan pays different kinds
of providers.

This plan will pay some or all of the costs to see a specialist for covered services but only if you
have the plan’s permission before you see the specialist.

Some of the services this plan doesn’t cover are listed on page 5. See your policy or plan
document for additional information about excluded services.

Questions: Call 1-800-447-8255 or visit us at www.emblemhealth.com/sbc.

If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.emblemhealth.com/sbc or call 1-800-447-8255 to request a copy.
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EmblemHealth HOFSTRA UNIVERSITY Coverage Period:  1/1/2017 - 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family Plan Type: POS

P e Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

“ e Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if the plan’s
allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if you haven’t met your
deductible.

e The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the allowed
amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and the allowed amount
is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

e This plan may encourage you to use in-network providers by charging you lower deductibles, copayments and coinsurance amounts.

Your Cost If You |Your Cost If You Use

Com_mon Services You May Need Use a Participating| a Non-Participating | Limitations & Exceptions
Medical Event . :
Provider Provider
Primary care visit to treat an injury or illness $15 co-pay/visit 30% co-insurance | ----- None-----
If you visit a health Specialist visit $15 co-pay/visit 30% co-insurance |- None---—-

°a’e.w UL Other practitioner office visit Chlrolprlactor: $15 co- 30% co-insurance | ----- None-----
or clinic pay/visit
Preventive care/screening/immunization No charge 30% co-insurance | ----- None-----
If vou have a test Diagnostic test (x-ray, blood work) No charge 30% co-insurance |- None-----
y Imaging (CT/PET scans, MRIs) No charge 30% co-insurance | Prior approval required
Questions: Call 1-800-447-8255 or visit us at www.emblemhealth.com/sbc. PPSTD2742
If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 20f10

at www.emblemhealth.com/sbc or call 1-800-447-8255 to request a copy.
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EmblemHealthh HOFSTRA UNIVERSITY

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period:
Coverage for: Individual/Family

1/1/2017 - 12/31/2017
Plan Type: POS

Your Cost If You |Your Cost If You Use

Use a Participating| a Non-Participating | Limitations & Exceptions

Common .
Medical Event vervices Youfay Need Provider Provider
Retail: $10 co-pay/30
, day supply
Generic drugs Mail Order: $15 co- Not covered
pay/90 day supply
Retail: $15 co-pay/30
If you nee(_i drugs to day supply
treat your illness or Preferred brand drugs Mail Order: $22.50 Not covered
condition co-pay/90 day supply
More information about Non-preferred brand drugs $30 cl;o-pay/ 30 day Not covered
prescription drug supply
coverage is available at Generic: $10 co-
www.EmblemHealth.com. pay/30 day supply

Preferred Brand: $15

Specialty drugs co-pay/30 day supply | Not covered
Non-Preferred Brand:
$30 co-pay/30 day
supply
If you have outpatient | Facility fee (e.g., ambulatory surgery center) No charge 30% co-insurance
surgery Physician/surgeon fees No charge 30% co-insurance
Emergency room services 50 co-pay/visit 50 co-paylvisit
If you need immediate gency . : $ Pay $ bay
. . Emergency medical transportation No charge No charge
medical attention — ;
Urgent care $15 co-pay/visit 50% co-insurance
If you have a hospital | Facility fee (e.g., hospital room) No charge 30% co-insurance
stay Physician/surgeon fee No charge 30% co-insurance
If you have mental Mental/Behavioral health outpatient services $15 co-pay/visit 30% co-insurance
health, behavioral Mental/Behavioral health inpatient services No charge 30% co-insurance
health, or substance Substance use disorder outpatient services $15 co-pay/visit 30% co-insurance
abuse needs Substance use disorder inpatient services No charge 30% co-insurance

Questions: Call 1-800-447-8255 or visit us at www.emblemhealth.com/sbc.
If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.emblemhealth.com/sbc or call 1-800-447-8255 to request a copy.

Must be dispensed by a Participating
Pharmacy.

Must be dispensed by a Specialty
Pharmacy. Written referral required.

Prior approval required
Prior approval required

Prior approval may be required
Prior approval required
Prior approval may be required
Prior approval required

PPSTD2742
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EmblemHealth HOFSTRA UNIVERSITY
Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Coverage Period:
Coverage for: Individual/Family

1/1/2017 - 12/31/2017
Plan Type: POS

Common
Medical Event

If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

Excluded Services & Other Covered Services:

Services You May Need

Prenatal and postnatal care

Delivery and all inpatient services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice service
Eye exam

Glasses

Dental check-up

Your Cost If You |Your Cost If You Use

Use a Participating| a Non-Participating | Limitations & Exceptions

Provider

No charge

No charge

$15 co-pay/visit

Inpatient: No charge
Outpatient: $15
copay/visit

Inpatient: No charge
Outpatient: $15
copay/visit

No charge

No charge
No charge

$15 co-pay/visit
$35 co-pay/pair

$5 co-pay/visit

Provider

30% co-insurance

30% co-insurance

30% co-insurance

Inpatient: 30% co-
insurance
Outpatient: 30% co-
insurance

Inpatient: 30% co-
insurance
Outpatient: 30% co-
insurance

Not covered

Not covered
Not covered

Not covered
Not covered

Not covered

Limited to 48 hours for natural delivery and
96 hours for caesarean delivery. Prior
approval required.

Coverage limited to 40 visits/year for both in
and out of network combined. Prior approval
required.
Inpatient coverage limited to 30 days/year.
Outpatient coverage limited to 120
visits/year. Limits are for both in and out of
network combined.
Inpatient coverage limited to 30 days/year.
Outpatient coverage limited to 120
visits/year. Limits are for both in and out of
network combined.
Limited to Autism services.
Coverage limited to 45 days/year. Prior
approval required.
Prior approval required.

Coverage limited to 210 days.

Limited to one pair every twenty-four (24)
months from an authorized provider.
One examination (comprehensive or
periodic) every six months.

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

* Acupuncture

* Hearing aids

* Routine foot care

Questions: Call 1-800-447-8255 or visit us at www.emblemhealth.com/sbc.
If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www.emblemhealth.com/sbc or call 1-800-447-8255 to request a copy.
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EmblemHealth HOFSTRA UNIVERSITY Coverage Period:  1/1/2017 - 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family Plan Type: POS

* Long-term care
* Non-emergency care when traveling outside
the U.S.

+ Cosmetic surgery
* Dental care

Benefits paid as a result of injuries caused by another party may need to be repaid to the health plan or paid for by another party under certain
circumstances.

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these services.)

* Private-duty nursing
* Infertility treatment * Routine eye care
+ Weight loss programs

* Bariatric surgery
* Chiropractic care

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while
covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact EmblemHealth at 1-800-447-8255. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and Human
Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions about
your rights, this notice, or assistance, you can contact EmblemHealth.

By phone: 1-800-447-8255. Customer Service Advocates are available to assist You.

In writing:  Health Insurance Plan of New York In person:  Health Insurance Plan of New York
Grievance and Appeals Department 55 Water Street, Lobby
JAF Station New York, NY 10041-8190
P.O. Box 2844 Hours of operation 8:30 am - 5:00 pm

New York, NY 10116-2844

Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does provide
minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
Questions: Call 1-800-447-8255 or visit us at www.emblemhealth.com/sbc. PPSTD2742

If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 50f 10
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EmblemHealth HOFSTRA UNIVERSITY Coverage Period:  1/1/2017 - 12/31/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual/Family | Plan Type: POS

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This health
coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-447-8255.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-447-8255.
Chinese (W 3C): AR ZHh SCROAE B, T IRFTIX AN 505 1-800-447-8255.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-447-8255

To see excamples of how this plan might cover costs for a sample medical situation, see the next page.

Questions: Call 1-800-447-8255 or visit us at www.emblemhealth.com/sbc. PPSTD2742
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 6 of 10
at www.emblemhealth.com/sbc or call 1-800-447-8255 to request a copy.
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EmblemHealthh HOFSTRA UNIVERSITY

Coverage Examples

1/1/2017 - 12/31/2017
| Plan Type: POS

Coverage Period:
Coverage for: Individual/Family

About these Coverage
Examples:

Having a baby Managing type 2 diabetes

(normal delivery) (routine maintenance of

a well-controlled condition)

These examples show how this plan might cover
B Amount owed to providers: $7,540

medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

® Plan pays $7370
W Patient pays $170

Sample care costs:

B Amount owed to providers: $5,400
® Plan pays $4950
| Patient pays $450

Sample care costs:

Hospital charges (mother) $2,700 Prescriptions $2,900
& This is Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
L not a cost Hospital charges (baby) $900 Office Visits and Procedures $700
. Anesthesia $900 Education $300
estimator.
Laboratory tests $500 Laboratory tests $100
B EE RS Prescriptions $200 Vaccines, other preventive $100
estimate your actual costs under \F;adplogy i i $§28 ik} aaiail
this plan. The actual care you accines, omer preventive Patient pays:
receive will be different from these Total $7,540 Deductibles $0
examples, and the cost of that care Patient pays: Co-pays $400
will also be different. ; -
Deductibles $0 Co-insurance $0
See the next page for important Co-pays $20 Limits or exclusions $50
information about these examples. Co-insurance $0 Total $450
Limits or exclusions $150 ——
Total $170 Note: These numbers assume the patient is

Note: These numbers assume the patient has

given notice of her pregnancy to the plan. If you
are pregnant and have not given notice of your
pregnancy, your costs may be higher. For more

information, please contact: 1-800-447-8255.

participating in our diabetes wellness program. If
you have diabetes and do not participate in the
wellness program, your costs may be higher. For
more information about the diabetes wellness

program, please contact: 1-800-447-8255.

Questions: Call 1-800-447-8255 or visit us at www.emblemhealth.com/sbc.

If you aren't clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary

at www.emblembhealth.com/sbc or call 1-800-447-8255 to request a copy.
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EmblemHealthh HOFSTRA UNIVERSITY

Coverage Examples

Coverage Period:

1/1/2017 - 12/31/2017

Coverage for: Individual/Family | Plan Type: POS

Questions and answers about the Coverage Examples:

What are some of the assumptions
behind the Coverage Examples?

e Costs don't include premiums.

e Sample care costs are based on national
averages supplied by the U.S. Department
of Health and Human Services, and aren’t
specific to a particular geographic area or
health plan.

e The patient’s condition was not an excluded or
preexisting condition.

e All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only on
treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

What does a Coverage Example show?

For each treatment situation, the Coverage
Example helps you see how deductibles, co-
payments, and co-insurance can add up. It also
helps you see what expenses might be left up to
you to pay because the service or treatment isn't
covered or payment is limited.

Does the Coverage Example predict my
own care needs?

No. Treatments shown are just examples.
The care you would receive for this condition
could be different based on your doctor’s
advice, your age, how serious your condition
is, and many other factors.

Does the Coverage Example predict my
future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your own
costs will be different depending on the care
you receive, the prices your providers
charge, and the reimbursement your health
plan allows.

Questions: Call 1-800-447-8255 or visit us at www.emblemhealth.com/sbc.

If you aren't clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary

at www.emblembhealth.com/sbc or call 1-800-447-8255 to request a copy.

Can | use Coverage Examples to
compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans, you'll
find the same Coverage Examples. When you
compare plans, check the “Patient Pays” box
in each example. The smaller that number,
the more coverage the plan provides.

Are there other costs | should consider
when comparing plans?

Yes. An important cost is the premium you
pay. Generally, the lower your premium, the
more you'll pay in out-of-pocket costs, such as
co-payments, deductibles, and co-
insurance. You should also consider
contributions to accounts such as health
savings accounts (HSAs), flexible spending
arrangements (FSAs) or health
reimbursement accounts (HRAs) that help you
pay out-of-pocket expenses.

PPSTD2742
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Vj GETTING HELP IN A LANGUAGE
EmblemHealth OTHER THAN ENGLISH

ATTENTION: This is an important document. If you need help to understand it, please call the telephone number
marked “customer service” on the back of your member ID card [TTY/TDD: 711]. We can give you an interpreter
for free in the language you speak.

Espanol (Spanish)

ATENCION: Este es un documento importante. Si necesita ayuda para entenderlo, llame al nimero telefénico
marcado “customer service” que se encuentra en el dorso de su tarjeta de identificacion de miembro [TTY/TDD:
711]. Le podemos proporcionar un intérprete que habla su idioma sin ningun costo.

F3C (Traditional Chinese)

AR EREEMNXH o H@@%%RQWWE%IWEW & B KA EIESE A customer service” BB EEIRIE
[TTY/TDD 711] e BRI L AE R BIRHEAFERESEIEAS -

Pycckni (Russian)

BHUMAHWE! 310 BaxHbI AOKYMeHT. Ecnn y Bac BO3HUKNM TPYAHOCTU C MOHMMaHMEM 3TOro AOKYMeHTa n Bam
HeoOxoayma NoMoLLb, MO3BOHMTE MO TenedoHy oTAena obCnyXMBaHMs KNMeHToB (customer service), ykazaHHOMY
Ha obpaTHoM cTopoHe Baluel naeHTndmnkaumoHHoOM kapTodkm [cnyxba TekctoBoro TenedoHa (TTY/TDD): 711]. Mel
MoXem GecnnaTtHo npeaocTtaBuTe Bam nepeBoaymka, KOTOpbIN rOBOpUT Ha Baluem sA3bike.

Kreyol Ayisyen (Haitian Creole)
ATANSYON: Sa a se yon dokiman ki enpotan. Si ou bezwen €d pou konprann li, tanpri rele nimewo ki make “customer
service” nan do kat ID manm ou [TTY/TDD: 711]. Nou kapab ba ou yon entéprét gratis nan lang ou pale a.

st=+o] (Korean)

Fol: ol F2@ EAYUL. of BAZ olsldtE ] =gl BRFAE FAID 7= 5ol customer
service” &+ TAE AFHS[TTY/TDD: 7112 Ags] FHAL. 3= As7E AFLstE ol tis) &5
sdAE AT 5+ sy

Italiano (Italian)
ATTENZIONE. Questo & un documento importante. Per qualsiasi chiarimento telefoni all “customer service” al
numero stampato sul retro della Sua tessera (per i non udenti: 711). Possiamo mettere a disposizione gratis un
interprete nella Sua lingua.

wTr (Yiddish)

[917VA IYaNi I9Y7Y0 DYT UOIN YU LMOWIRD IX OV §7'0 UOINT 'R QN .VINIPRT YA'0d'I R T'R OXT TN
AN ONIE IRIDY T 'R M9 TWXYTIWAN X [ava 1K vwp v [TTY/TDD: 711] 207K W K qix “customer service”

0TI
IR (Bengali)

(e s FAf: a6 a6 gl a1 At Fae TR I ARYT O 2, O AefsR P SAHATT
TE ARG FEF TEOIBD “customer service” 6% (GFTEE a@ [TTY/TDD: 711] F9 41 I (T ST F
Polski (Polish)

UWAGA: To jest wazny dokument. Jezeli potrzebujesz pomocy w celu zrozumienia jego tresci, zadzwon do

~customer service” pod numer telefonu podany na odwrocie karty identyfikacyjnej ubezpieczonego (member ID
card) [TTY/TDD: 711]. Mozemy bezptatnie zapewnic ustugi ttumacza jezyka, ktérym sie postugujesz.

4,21 (Arabic)

diygoe Blby jub Lle " customer service" = 8l s Laall 88,00 dba 3V UD)J lalglizn pad) dde lus ] dzloy O3S 18] cdege disy odo loluiil
l)lyn lg30>33 UJ,” d=ll ¢ CBEL pz)3a 2893 lJJSAJ [711 TTY/TDD]

Group Health Incorporated (GHI), HIP Health Plan of New York (HIP), HIP Insurance Company of New York and EmblemHealth Services Company, LLC are

EmblemHealth companies. EmblemHealth Services Company, LLC provides administrative services to the EmblemHealth companies.
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Francais (French)

ATTENTION : ce document est important. Si vous avez besoin d’aide pour en comprendre le contenu, veuillez
composer le numéro «customer service » au dos de votre carte de membre [Sourds et malentendants : 711].
Nous pouvons mettre gratuitement a votre disposition un interpréte dans votre langue.

33,1 (Urdu)

T 52 S JS 5 ued JIs "CUSTOMEr SEIVICE" 35 o 1y 55 1 y9sd (S 300 o =5 Sigzaw ol 55 QT SS1 - phaslind pl SOl 03 1 025
0 S5 S el pz e e oS QT gy ase ol o s 0L sz QT[T 1T 168 68 L3/ L3ls 5 S o oo 5y @y S 555 68 T psas 5

Tagalog (Tagalog)

NANAWAGAN NG PANSIN: Ito ay isang mahalagang dokumento. Kung kailangan mo ng tulong para maintindihan
ito, pakitawagan ang nur’pq@pgge\epg)p{) @Mivmq;foystomer service” sa likod ng inyong ID card ng
miyembro [TTY/TDD: 711]. Maaari ka naming bigyan ng libreng interpreter sa wikang iyong sinasalita.

EAANnvikd (Greek)

MPOZOXH: AuTo 1o £yypago gival onuavTiko. Edv xpeidleoTe Bonbeia yia va To KATAVONOETE, KAAEDTE PaAG OTOV
apIBuG TTOU ONUEIVETAl WG «customer service» OTO TTIoW PEPOG TNG KAPTAG TG OUVOPOUNRS 0ag [apIBUOG YIa ATOUA YE
mpopAnuaTa akorg (TTY/TDD): 711]. MmTopoUpe va 0ag TTPOCQPEPOUNE dWPEAV DIEPUNVEIQ OTN INTPIKA Cag YAWOOa.

Shqip (Albanian)

VINI RE: Ky éshté njé dokument i réndésishém. Nése ju nevojitet ndihmé pér ta kuptuar, ju lutemi telefononi né
numrin ku shkruhet “customer service”, i cili gjendet ne anen e pasme té kartés tuaj identifikuese té anétarésisé
[Shérbimi rele TTY/TDD: 711]. Ne mund t’ju ofrojmé pa pagesé njé pérkthyes né gjuhén qé flisni ju.

NOTICE OF NONDISCRIMINATION POLICY

EmblemHealth complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. EmblemHealth does not exclude people or treat them differently
because of race, color, national origin, age, disability, or sex.

EmblemHealth:

* Provides free aids and services to people with disabilities to communicate effectively with us, such as:
— Qualified sign language interpreters
— Written information in other formats (large print, audio, accessible electronic formats, other formats)

» Provides free language services to people whose primary language is not English, such as:

— Qualified interpreters
— Information written in other languages

If you need these services, please call the telephone number marked “customer service” on the back of your
member ID card. TTY/TDD: 711.

If you believe that EmblemHealth has failed to provide these services or discriminated in another way on the basis
of race, color, national origin, age, disability, or sex, you can file a grievance with EmblemHealth Grievance and
Appeals Department, PO Box 2844, New York, NY 10116, or call the telephone number marked “customer service”
on the back of your member ID card. (Dial 711 for TTY/TDD services.) You can file a grievance in person, by mail
or by phone. If you need help filing a grievance, EmblemHealth’s Grievance and Appeals Department is available to
help you. You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
of Civil Rights electronically through the Office of Civil Rights Complaint Portal, available at ocrportal.hhs.gov/
ocr/portal/lobby.jsf or by mail or phone at U.S. Department of Health and Human Services, 200 Independence
Avenue SW, Room 509F, HHH Building, Washington, DC 20201; 1-800-368-1019, (dial 1-800-537-7697 for TTY
services).

Complaint forms are available at hhs.gov/ocr/office/file/lindex.html.



