
Summary of Platinum Radius Plus Benefits
Benefit In-Network Out-of-Network

General Provisions
Benefit Period Plan Year
Provider Network NENY HMO/POS 200 Network
Deductible

Individual
Family

$0
$0

$5,000
$10,000

Coinsurance 0% after deductible 50% after deductible
Out-of-Pocket Maximum

Individual
Family

$7,000
$14,000

$10,000
$20,000

Deductible & Out-of-Pocket Max
Administration Embedded

Domestic Partner and Children Includes coverage for Domestic Partner and Children
Office Visits

Primary Care Provider Office &
Telehealth Visits $15 copay 50% after deductible
Specialist Office & Telehealth Visits $30 copay 50% after deductible
Telemedicine (Well360 Virtual
Health) $0 copay Not Covered
Allergy Testing & Injections $15 copay / $30 copay 50% after deductible
Prenatal and Postnatal Care
Cost-share applies to initial visit only $15 copay 50% after deductible

Preventive Care
Immunizations Covered in full 50% after deductible
Colorectal cancer screening Covered in full 50% after deductible
Mammograms Covered in full 50% after deductible
Routine Physical exams Covered in full Not Covered
Routine Gynecological exams Covered in full 50% after deductible
Routine Diagnostic services Covered in full 50% after deductible
Well Child Visits Covered in full Not Covered

Hospital Services
Inpatient Hospital $500 copay 50% after deductible
Inpatient Maternity $500 copay 50% after deductible
Outpatient Surgery Facility

$100 copay 50% after deductible

Skilled Nursing Facility $500 copay
Limit: None

50% after deductible

Emergency & Urgent Care Services
Emergency Room
Waived if admitted $150 copay (waived if admitted) Covered as In-Network
Ambulance $150 copay Covered as In-Network
Urgent Care Center $75 copay Covered as In-Network

Therapy, Rehabilitative and Habilitative Services
Chiropractic Care $15 copay 50% after deductible
Physical, Occupational, & Speech
Therapies (Rehabilitative and
Habilitative)

$15 copay 50% after deductible

Therapy Benefit Maximum 60 combined PT/OT/ST Visits per condition per plan year
Respiratory Therapy $30 copay 50% after deductible

Mental Health/Substance Abuse
Inpatient Mental Health $500 copay 50% after deductible
Inpatient Substance Abuse
Detoxification & Rehabilitation $500 copay 50% after deductible
Outpatient Mental Health $15 copay 50% after deductible
Outpatient Substance Abuse
Detoxification & Rehabilitation $15 copay 50% after deductible

Diagnostic Services
Advanced Imaging
(MRI, CAT, PET scan, etc.) $60 copay 50% after deductible
Radiology
(X-ray, Diagnostic testing) $30 copay 50% after deductible
Laboratory Testing & Pathology $30 copay 50% after deductible

Other Services
Diabetic Insulin, Equipment, &
Supplies
Includes Test strips, Syringes, etc

$15 copay 50% after deductible

Diabetes Care Management
Program Covered in full Not Covered

Dialysis $15 copay / $30 copay 50% after deductible
Outpatient Chemotherapy $15 copay / $30 copay 50% after deductible
Durable Medical Equipment 50% 50% after deductible
Orthotics & Prosthetics 50% 50% after deductible

$15 copay / $30 copay 50% after deductible



This is not intended as a contract of benefits. It is designed purely as a reference of the many benefits available under your program.
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Benefit In-Network Out-of-Network
Home Health Care

Limit: 40 aggregate visits per year; Home Infusion counts toward home health care
visit limit.

Hospice $100 copay 50% after deductible
Limit: None

Wellness Card
$250 per contract

Benefit allowance accessible through the use of a debit card, at participating providers
for exercise centers, fitness clubs, & gyms

Prescription Drugs

Prescription Drug

Retail Drugs (30-day Supply)
$10
$35
$100

Mail Order Drugs (90-day Supply)
$25

$87.50
$250

Pediatric Vision Services - Davis Vision National Network
Exam Covered in full Not Covered
Pediatric frame selection Covered in full Not Covered
Standard eyeglass lenses (per pair) Covered in full Not Covered

Pediatric Dental Services - United Concordia Elite Prime Network
Preventive Services 100% after $25 copay 100% after $25 copay
Basic Services 50% 50%
Major Services 50% 50%
Medically Necessary Orthodontics 50% 50%

Discrimination is Against the Law

The Claims Administrator/Insurer complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, or sex, including sex stereotypes and gender identity. The Claims Administrator/Insurer does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex assigned at birth, gender identity or recorded gender. Furthermore, the Claims Administrator/Insurer will not deny
or limit coverage to any health service based on the fact that an individual’s sex assigned at birth, gender identity, or recorded gender is different from the one to
which such health service is ordinarily available. The Claims Administrator/Insurer will not deny or limit coverage for a specific health service related to gender
transition if such denial or limitation results in discriminating against a transgender individual. The Claims Administrator/Insurer:

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, contact the Civil Rights Coordinator.

If you believe that the Claims Administrator/Insurer  has failed to provide these services or discriminated in another way on the basis of race, color, national origin,
age, disability, or sex, including sex stereotypes and gender identity, you can file a grievance with: Civil Rights Coordinator, P.O. Box 22492, Pittsburgh, PA
15222, Phone: 1-866-286-8295, TTY: 711, Fax: 412-544-2475, email: CivilRightsCoordinator@highmarkhealth.org. You can file a grievance in person or by mail,
fax, or email. If you need help filing a grievance, the Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://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, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

 

http://www.hhs.gov/ocr/office/file/index.html
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        ENROLLMENT/WAIVER FORM
             COMPLETE THIS APPLICATION IN ITS ENTIRETY  

              IN BLUE OR BLACK INK. 
            DO NOT USE PENCIL OR HIGHLIGHTER.

*�If enrolling an adopted child or a child that has been legally placed in your care, please attach a copy of the custodial/legal papers to support dependent 
eligibility.

I  EMPLOYEE/CONTRACT HOLDER INFORMATION   (Must be completed for both enrollees and waivers)

q �ENROLLING  
(Complete sections I, II, IV, and V)

q �WAIVING 
(Complete sections I and III)

SPOUSE/DOMESTIC PARTNER

II  DEPENDENT INFORMATION  (If enrolling more than four dependents, please attach a separate sheet.)

First Name                                                                    MI         Last Name                                                                                    Relationship to You? 
		                                                                                       q  Spouse     q  Domestic Partner †

Social Security Number (If no SS#, write N/A)	 Gender	 Date of Birth (Month/Day/Year)	 Age 
	                                	 q  M q  F     q  U	                            /                         /
Product Selection(s):
q  Medical            q  Vision            q  Dental
Full Name of Physician of Record (POR) Group Practice 	 POR Number from Provider Directory 		  Is Spouse/DP an Established Patient?

 
† If your employer offers Domestic Partner coverage, please attach a Domestic Partner Affidavit and supporting documents to this application.

DEPENDENT  CHILD

First Name	 MI	 Last Name	 Relationship to You?     q  Child 
			   q  Step-child     q  Adopted*     q  Other*     
Social Security Number (If no SS#, write N/A)	 Gender	 Date of Birth (Month/Day/Year)	 Age 
	                                	 q  Male      q  Female	                            /                         /
Product Selection(s):		  Dependent Status if Age 26 or Older 
q  Medical            q  Vision            q  Dental

	
	 q  Disabled	 q  Act 4**            

Full Name of Physician of Record (POR) Group Practice 	 POR Number from Provider Directory 	 Is Child an Established Patient?

ENR-121 HMNENY  (R9-21)

q  Yes        q  No

q  Yes        q  No

Enrollment Status		
q  Active Employee           		   	
q  Rehired Employee     	        	  
q  Retiree
q  HIPAA Life Event

Effective Date	 Employer/Group Name	 Group Number	 Payroll Location

First Name	 MI        Last Name		�  Social Security Number (If no SS#, write N/A) 
                                                  

Address	

City	                      State            Zip	                   County	                                 Home/Cell Phone

Gender		  Date of Birth (Month/Day/Year)	 Age	 Product Selection(s)        		   
q  M q  F     q  U	                   /                   /		   	                                                   
Full Name of Physician of Record (POR) Group Practice 	 POR Number from Provider Directory 	 Are you an Established Patient?

q  Yes        q  No

q  Medical Product Name:        	                                                              q  Vision        q  Dental

MEMEW-121-W ENR-121 (R9-21)_HMNENY

Life Event		
q  COBRA Continuant Start Date ______/______/______         	
q  Divorce 	                      q  Dependent reached max age    	
q  Death of Spouse 	     q  Left employ/retirement
q  Loss of Student Status

Full-Time Hire (or Rehire) Date (Month/Day/Year)

____________/____________/_____________	

Marital Status (Please check one):
q  Single/Widowed		
q  Married	
q  Divorced
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I HEREBY DECLINE MEDICAL COVERAGE: 

	 q  For myself 

	 q  For family members ONLY: 

	 q  For myself and ALL family members 

	 q  For the following family members:  

	       ______________________________________________________________________

REASON FOR DECLINING MEDICAL COVERAGE:

q Insured under spouse

q Other	

		

 _________________________________________________________________________	

I hereby acknowledge that I have been given the opportunity to participate in the group insurance plan provided by my employer and that I have declined 
coverage formyself and/ormy dependents as noted above. If I and/or any of my eligible dependents desire to apply for this insurance at a later date, I may 
be required to wait until my group’s renewal or until a special enrollment (described below) occurs before coverage will be offered.

MEDICAL

I HEREBY DECLINE VISION COVERAGE:

	q  For myself

	q  For family members ONLY

	q  For myself and ALL family members

	q  For the following family members: 

	        ________________________________________________________________________

I HEREBY DECLINE DENTAL COVERAGE:

	q  For myself

	q  For family members ONLY

	q  For myself and ALL family members

	q  For the following family members: 

	       _________________________________________________________________________

	 VISION	 DENTAL

III   WAIVER OF COVERAGE  (Complete this section ONLY if you are declining coverage(s) offered to you AND/OR your family members.) 

DEPENDENT CHILD

DEPENDENT CHILD

*�If enrolling an adopted child or a child that has been legally placed in your care, please attach a copy of the custodial/legal papers to support dependent eligibility.

First Name	 MI	 Last Name	 Relationship to You?     q  Child 
			   q  Step-child     q  Adopted*     q  Other*     
Social Security Number (If no SS#, write N/A)	 Gender	 Date of Birth (Month/Day/Year)	 Age 
	                                	 q  M q  F     q  U	                            /                         /
Product Selection(s):		  Dependent Status if Age 26 or Older 
q  Medical            q  Vision            q  Dental

	
	 q  Disabled	 q  Act 4**            

Full Name of Physician of Record (POR) Group Practice 	 POR Number from Provider Directory 	 Is Child an Established Patient? 
q  Yes        q  No

First Name	 MI	 Last Name	 Relationship to You?     q  Child 
			   q  Step-child     q  Adopted*     q  Other*     
Social Security Number (If no SS#, write N/A)	 Gender	 Date of Birth (Month/Day/Year)                      Age 
	                                	 q  M q  F     q  U	                            /                         /
Product Selection(s):		  Dependent Status if Age 26 or Older 
q  Medical            q  Vision            q  Dental

	
	 q  Disabled	 q  Other         

Full Name of Physician of Record (POR) Group Practice 	 POR Number from Provider Directory 	 Is Child an Established Patient? 
q  Yes        q  No

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any 
materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is 
a crime, and shall also be subject to a civil penalty not to exceed fivethousand dollars and the stated value of the claim for each such violation.

	                                                                       Employee/Contract Holder Signature			               Date

ONLY SIGN IF YOU ARE WAIVING COVERAGE
Special Enrollment Rights:
If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance or group health plan coverage, you may in the future be able to enroll yourself 
and your dependents in this plan, provided that you request enrollment within 31 days after you and your dependent’s other coverage ends, or not later than 60 days if the other plan coverage was 
through Medicaid or a state Children’s Health Insurance Program (CHIP). In addition, if you have a new eligible dependent as a result of marriage, birth, adoption or placement for adoption, you may be 
able to enroll yourself and your eligible dependents, provided that you request enrollment within 30 days after the marriage, birth, adoption or placement for adoption.  To request special enrollment 
or obtain more information, contact your employer or call the toll-free Highmark Member Service number: 1-800-241-5704 (TTY/TDD: Dial 711).



For New Group Business:  Please send all new business materials (Small Group Business Application, Enrollment/Waiver Forms and all supporting 
documentation) to the appropriate Highmark Small Group Sales Contact.

For Ongoing Enrollment:  If adding new employees/contract holders/or dependents to an existing group, please fax/send Enrollment/Waiver Forms to  
one of the following addresses:

Fax (866) 605-9524     
 
enrollmentandbillinghighmarkny@highmark.com

Membership Department
P.O. Box 4208
Buffalo, NY 14240-4208

Insurance or benefit administration may be provided by Highmark Blue Cross Blue Shield, Highmark Choice Company, Highmark Coverage Advantage or Highmark
Health Insurance Company, all of which are independent licensees of the Blue Cross and Blue Shield Association.

I understand that this form enrolls those eligible persons listed above in the Products as described in the agreement between Highmark and my employer. 
I authorize any payroll deductions required for the coverage and recognize that I must formally enroll my dependents on this form or they will not be covered. 

To the best of my knowledge and belief, the information provided on this application is true and correct. 

V    IMPORTANT:   AUTHORIZED SIGNATURE REQUIRED

	                                Print Employee/Contract Holder Name	                                                        Print Employer/Group Name 

	                                 Employee/Contract Holder Signature		  Date

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim con-
taining any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits a fraudulent 
insurance act, which is a crime and subjects such person to criminal and civil penalties.

I acknowledge and agree that any personally identifiable health information about me or my enrolled dependents (“Protected Health Information”) is pro-
tected by the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and other privacy laws, and that, in accordance with those laws, Highmark 
may use and disclose Protected Health Information for payment, treatment and health care operations as described in its Notice of Privacy Practices. I un-
derstand that a copy of the Highmark Notice of Privacy Practices is available on the Highmark Web site, or from the Highmark  
Privacy Office.

IV    OTHER HEALTH INSURANCE COVERAGE

Name of Insurance Carrier	 Group Number	 Effective Date	 Name of Policyholder

Policyholder Date of Birth	 Relationship to Policyholder	 Policy Number	 Policyholder Employment Status	

Medicare Coverage (Please list any family member that is eligible for Medicare Benefits)	

q Yes	 q No

q Yes	 q No

q Active	 q Retired      Date of Retirement:          /          //          /

Other Group or Non-Group Health Insurance Coverage

/               /

Effective Dates Check () Reason For Medicare Coverage

	 Age	 Disability	 End Stage 
			   Renal Disease     

	 Hospital	 Medical	 Prescription 
	 (Part A)	 (Part B)	 (Part D)

Medicare  
Supplement

or Complement?
	 Name of Subscriber or Dependent	 Health Insurance Claim Number

q Yes	 q No
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