New York Student Health Plan

This is Your
[PREFERRED PROVIDER ORGANIZATION; 
EXCLUSIVE PROVIDER ORGANIZATION; INDEMNITY; INSURANCE] CERTIFICATE OF COVERAGE

Issued by

[Insurer; Name of University or College]
This Certificate of Coverage (“Certificate”) explains the benefits available to You under a [Contract; Policy] between [Insurer; Name of University or College] (hereinafter referred to as “We”, “Us” or “Our”) and [[the [Contractholder; Policyholder]]; You.]  [This Certificate is not a contract between You and Us.]  Amendments, riders or endorsements may be delivered with the Certificate or added thereafter. 
{Drafting Note: Choose Policy and Policyholder for Article 42 coverage. Choose Contract and Contractholder for Article 43 coverage. Insert Name of University or College and choose “You” for coverage issued under §1124. Delete the sentence that begins “This Certificate is not” for coverage issued under §1124.} 
You have the right to return this Certificate.  Examine it carefully.  If You are not satisfied, You may return this Certificate to Us and ask Us to cancel it.  Your request must be made in writing within ten (10) days from the date You receive this Certificate.  We will refund any Premium paid including any Certificate fees or other charges.
[Renewability.  Refer to the Termination of Coverage section and General Provisions section of this Certificate for the renewal provisions.] 
{Drafting Note: The renewability provision is optional. If included the renewability provision in the General Provisions section must also be included.} 
{Drafting Note:  Use Option 1 below for PPO coverage; Use Option 2 below for EPO or PPO coverage with a preferred / 2 tiered network; Use Option 3 below for EPO coverage.  Omit all options for coverage that does not have a provider network.}
{Drafting Note:  Option 1 – Use the two paragraphs below for PPO coverage.}
[This Certificate offers You the option to receive Covered Services on two benefit levels: 

1.  In-Network Benefits.  In-network benefits are the highest level of coverage available.  In-network benefits apply when Your care is provided by Participating Providers [in Our [XXX] Network] [or Our affiliate’s [XXX] Network] [and Participating Pharmacies in Our [XXX] Network] [who are located within Our Service Area].  You should always consider receiving health care services first through the in-network benefits portion of this Certificate.  [In-network care covered under this Certificate (including Hospitalization) must be provided, arranged or authorized in advance by [Your Primary Care Physician; Student Health Services; the Student Health Center] and, when required, approved by Us.  In order to receive in-network benefits, You must contact [Your Primary Care Physician; Student Health Services; the Student Health Center] before You obtain the services, except for services to treat an Emergency [or urgent] Condition described in the Emergency Services and Urgent Care section of this Certificate.]
{Drafting Note:  The bracketed PCP language may be used for PPO coverage if the plan requires a PCP referral for in-network services.}   
2.  Out-of-Network Benefits.  The out-of-network benefits portion of this Certificate provides coverage when You receive Covered Services from Non-Participating Providers [or when You received Covered Services from Participating Providers without care being provided, arranged or authorized in advance by [Your Primary Care Physician; Student Health Services; the Student Health Center] and, when required, approved by Us].  Your out-of-pocket expenses will be higher when You receive out-of-network benefits.  In addition to Cost-Sharing, You will also be responsible for paying any difference between the Allowed Amount and the Non-Participating Provider’s charge.  [The services of Non-Participating Providers inside Our Service Area are not Covered except Emergency Services and Pre-Hospital Emergency Medical Services and ambulance services to treat Your Emergency Condition, or unless specifically Covered in this Certificate.]  [Some Covered Services, such as [insert benefit example], are only Covered when received from Participating Providers and are not Covered as out-of-network benefits.  See the Schedule of Benefits section of this Certificate for more information.]]
{Drafting Note:  The bracketed PCP language may be used for PPO coverage if the plan requires a PCP referral for in-network services.  Insert the last three bracketed sentences if applicable.  If the bracketed sentence limiting out-of-network coverage to outside the service area is inserted, the same sentence must also be inserted in paragraph H of the How Your Coverage Works section.}

{Drafting Note:  Option 2 – Use the two paragraphs below for EPO or PPO coverage with a preferred / 2 tiered network.}
[This Certificate offers You the option to receive Covered Services on [two; three] benefit levels: 
1.  In-Network Preferred Benefits.  In-network preferred benefits are the [highest; higher] level of coverage available.  In-network preferred benefits apply when Your care is provided by [[Preferred Providers] [and] [Student Health Services; the Student Health Center]] [in Our [XXX] Network].  [In-network preferred benefits are only available for [pharmacy] services.]  You should always consider receiving health services first through [[Our Preferred Providers] [and] [Student Health Services; the Student Health Center]] [in Our [XXX] Network]. 
2.  In-Network Benefits.  In-network benefits are the [intermediate; lower] level of coverage available [for [pharmacy] services and the [only; highest] level of benefits available for [medical] services].  In-network benefits apply when Your care is provided by Participating Providers [that are not [[Preferred Providers] [and] [Student Health Services; the Student Health Center]] [and are in Our [XXX] Network] [or Our affiliate’s [XXX] Network] [and Participating Pharmacies in Our [XXX] Network] [who are located within Our Service Area].  You should always consider receiving [health care; pharmacy] services first through [[Preferred Providers] [and] [Student Health Services; the Student Health Center]] and then from Participating Providers that are not [[Preferred Providers] [and] [Student Health Services; the Student Health Center]].  [In-network care [and in-network preferred] care Covered under this Certificate (including Hospitalization) must be provided, arranged or authorized in advance by [Your Primary Care Physician; Student Health Services; the Student Health Center] and, when required, approved by Us.  In order to receive in-network benefits, You must contact [Your Primary Care Physician; Student Health Services; the Student Health Center] before You obtain the services, except for services to treat an Emergency [or urgent] Condition described in the Emergency Services and Urgent Care section of this Certificate.]
{Drafting Note:  The bracketed PCP language may be used for EPO or PPO coverage.}
{Drafting Note:  Include the paragraph below if the plan provides out-of-network benefits.  Insert the last bracketed three sentences if applicable.} 
[3. Out-of-Network Benefits.  The out-of-network benefits portion of this Certificate provides coverage when You receive Covered Services from Non-Participating Providers [or when You received Covered Services from Participating Providers without care being provided, arranged or authorized in advance by [Your Primary Care Physician; Student Health Services; the Student Health Center] and, when required, approved by Us].  Your out-of-pocket expenses will be higher when You receive out-of-network benefits.  In addition to Cost-Sharing, You will also be responsible for paying any difference between the Allowed Amount and the Non-Participating Provider’s charge.  [The services of Non-Participating Providers inside Our Service Area are not Covered except Emergency Services and Pre-Hospital Emergency Medical Services and ambulance services to treat Your Emergency Condition, or unless specifically Covered in this Certificate.]  [Some Covered Services, such as [insert benefit example], are only Covered when received from Participating Providers and are not Covered as out-of-network benefits.  See the Schedule of Benefits section of this Certificate for more information.]]

{Drafting Note: The bracketed PCP language may be used for PPO coverage if the plan requires a PCP referral for in-network services.  If the bracketed sentence limiting out-of-network coverage to outside the service area is inserted, the same sentence must also be inserted in paragraph H of the How Your Coverage Works section.}
{Drafting Note:  Option 3 – Use the paragraph below for EPO coverage.}
[In-Network Benefits.  This Certificate only covers in-network benefits.  To receive in-network benefits You must receive care exclusively from Participating Providers [in Our [XXX] Network] [or Our affiliate’s [XXX] Network] [and Participating Pharmacies in Our [XXX] Network] [who are located within Our Service Area].  [Care Covered under this Certificate (including Hospitalization) must be provided, arranged or authorized in advance by [Your Primary Care Physician; Student Health Services; the Student Health Center] and, when required, approved by Us.  In order to receive the benefits under this Certificate, You must contact [Your Primary Care Physician; Student Health Services; the Student Health Center] before You obtain the services, except for services to treat an Emergency [or urgent] Condition described in the Emergency Services and Urgent Care section of this Certificate.]  Except for care for an Emergency [or urgent] Condition described in the Emergency Services and Urgent Care section of this Certificate, You will be responsible for paying the cost of all care that is provided by Non-Participating Providers.]
{Drafting Note:  The bracketed PCP, Student Health Services and Student Health Center language may be included for EPO coverage.}
READ THIS ENTIRE CERTIFICATE CAREFULLY.  IT DESCRIBES THE BENEFITS AVAILABLE UNDER THE [CONTRACT; POLICY].  IT IS YOUR RESPONSIBILITY TO UNDERSTAND THE TERMS AND CONDITIONS IN THIS CERTIFICATE.
This Certificate is governed by the laws of New York State.
[Insert signature, name and title of company officer(s).]
{Drafting Note: The sentence below is optional.}
[If You need foreign language assistance to understand this Certificate, You may call Us at [XXX; the number on Your ID card.]]
