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SUMMARY OF MATERIAL MODIFICATIONS 
AND 

NOTICE TO PARTICIPANTS 
 

NEW YORK STATE TEAMSTERS COUNCIL  
HEALTH & HOSPITAL FUND 
MEDICAL BENEFITS PLAN 

 
(Plan No.: 501; I.D. No.: 15-0551885) 

 
 
February 18, 2022 

Dear Participant: 
 

The following is a notice describing recent changes to the Medical Benefits Plan 

booklet of the Summary Plan Description (“SPD”) for the New York State Teamsters 

Council Health & Hospital Fund (“Fund” or “Plan”).  These changes were made to comply 

with recent federal legislation and became effective January 1, 2022.  You should keep 

this notice with your SPD for permanent reference.  If you have any questions, please 

contact the Fund Office at 315-455-9790. 

I. 

 Section 3 (DEFINITIONS) was amended to add or change the following definitions 

to read as follows:   

i. A. Allowable Expense.  “Allowable Expense” means the maximum 
amount the Plan will pay to a Facility, Professional Provider, or Provider of 
additional health services for the services or supplies covered under the 
Plan before any applicable Deductible, Copayment, and Coinsurance 
amounts are subtracted. 

 
The “Allowable Expense” for In-Network Providers will be the amount 
Excellus BlueCross BlueShield (“EBCBS”) has negotiated with the In-
Network Provider or the In-Network Provider’s charge, whichever is less.  
However, when the In-Network Provider’s charge is less than the amount 
EBCBS has negotiated with the In-Network Provider, your Coinsurance, 
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Copayment or Deductible amount will be based on the In-Network 
Provider’s charge. 
 
Unless otherwise specifically provided herein, the “Allowable Expense” for 
Out-of-Network Providers will be determined by the Plan based on the 
lowest of (1) the Out-of-Network Provider’s charge, (2) the amount 
approved by the local Blue Cross Blue Shield Plan with whom the Out-of-
Network Provider has an agreement, or (3) the average amount EBCBS has 
negotiated with its participating providers for the type of care you receive, 
based on a regional fee schedule.  The Out-of-Network Provider’s actual 
charge may exceed the Allowable Expense.  For anything other than 
Surprise Bills, you must pay the difference between the Allowable 
Expense and the Out-of-Network Provider’s charge. 

 
Ground Ambulance.  The “Allowable Expense” for an Out-of-Network 
Provider for ground ambulance, other than ground ambulance that may 
be considered as part of a Surprise Bill, will be the Out-of-Network 
Provider’s charge. 

 
Surprise Bills.  The “Allowable Expense” for Surprise Bills for an Out-of-
Network Provider will be the lesser of the Out-of-Network Provider’s 
charge or the “Qualifying Payment Amount.” See the section titled 
“Protection from Surprise Bills” below for what constitutes a Surprise Bill 
and how the Qualifying Payment Amount is determined. 

 
Physician-Administered Pharmaceuticals. For physician-administered 
pharmaceuticals, the Plan uses gap methodologies that are similar to the 
pricing methodology used by the Centers for Medicare and Medicaid 
Services, and produce fees based on published acquisition costs or average 
wholesale prices for the pharmaceuticals. These methodologies are 
currently created by RJ Health Systems, Thomson Reuters (published in its 
Red Book), or EBCBS based on an internally developed pharmaceutical 
pricing resource if the other methodologies have no pricing data available 
for a physician-administered pharmaceutical or special circumstances 
support an upward adjustment to the other pricing methodology. 

 
ii. H. Emergency Condition.  A medical condition manifesting itself by 

acute symptoms of sufficient severity (including severe pain) such that a 
prudent layperson, who possesses an average knowledge of health and 
medicine, could reasonably expect the absence of immediate medical 
attention to result in a condition described in the Emergency Medical 
Treatment and Active Labor Act (“EMTALA”), including: (1) placing the 
health of the individual (or, with respect to a pregnant woman, the health 
of the woman or her unborn child) in serious jeopardy, (2) serious 
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impairment to bodily functions, or (3) serious dysfunction of any bodily 
organ or part. 
 

iii. H1. Emergency Services.  With respect to an Emergency Condition, a 
medical screening examination (as required under EMTALA or as would be 
required under EMTALA if it applied to an Independent Freestanding 
Emergency Department) which is within the capability of the emergency 
department of a Hospital (or Independent Freestanding Emergency 
Department), including ancillary services routinely available to the 
emergency department to evaluate such Emergency Condition; and within 
the capabilities of the staff and facilities available at the Hospital (or 
Independent Freestanding Emergency Department) and such further 
medical examination and treatment as are required to stabilize the 
patient, regardless of the department of the Hospital in which further 
examination or treatment is furnished. 
 
“Emergency Services” also include certain post-stabilization services, 
unless the following conditions are met: 
 
(1) The attending emergency physician or treating provider has 

determined that you are able to travel using non-medical 
transportation or non-emergency medical transportation to an 
available In-Network Provider or Facility located within a reasonable 
travel distance, taking into account your medical condition and any 
other relevant factor; 
  

(2) If the Provider is an Out-of-Network Provider, (a) the Provider gives you 
notice that the services rendered will be performed by an Out-of-
Network Provider and you consent to waive your rights under the 
surprise bill requirements, and (b) you or your authorized 
representative are in a condition to provide informed, voluntary 
consent; and 

 
(3) The Provider satisfies any additional applicable laws and requirements 

including, without limitation, those provided in guidance issued by the 
Department of Health and Human Services. 

 
iv. K1. Independent Freestanding Emergency Department.  A health care 

facility that provides Emergency Services and is geographically separate 
and distinct and licensed separately from a Hospital under applicable state 
law. 
  

v. M. In-Network Provider.  A Facility, Professional Provider, or a 
Provider of additional health services who has a contract with EBCBS or 
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another Blue Cross and/or Blue Shield plan to provide services to you at a 
discounted rate. In-Network Providers have agreed to accept the 
discounted rate as payment in full for services covered under the Plan.  A 
list of In-Network Providers is included in a provider directory and is 
available at www.excellusbcbs.com or upon request by calling the 
customer service number located on your identification card.  The list may 
be revised from time to time.  The In-Network Provider directory will give 
you the following information about In-Network Providers: 
 
(1) Name, address, and telephone number; 

  
(2) Specialty; 
 
(3) Board certification (if applicable); 
 
(4) Languages spoken; and 
 
(5) Whether the In-Network Provider is accepting new patients. 
 
You are only responsible for any In-Network Provider Copayment, 
Deductible or Coinsurance that would apply to the covered services, and 
you will not be responsible for paying for any Out-of-Network charges that 
exceed your In-Network Provider Copayment, Deductible or Coinsurance, 
if you receive covered services from a provider who is not an In-Network 
Provider because you reasonably relied on incorrect information the Plan 
or EBCBS provided about whether the provider was an In-Network 
Provider in the following situations: 
 
(1) The provider is listed as an In-Network Provider in the online provider 

directory; 
  

(2) The paper provider directory listing the provider as an In-Network 
Provider is incorrect as of the date of publication; 

 
(3) You were given written notice that the provider is an In-Network 

Provider in response to your telephone request for network status 
information about the provider; or 

 
(4) You are not provided with written notice within one business day of 

your telephone request for network status information. 
 

II. 
 

http://www.excellusbcbs.com/
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A new Section 5A titled PROTECTION FROM SURPRISE BILLS was added to read 

as follows: 

“SECTION 5A 
 

PROTECTION FROM SURPRISE BILLS 
 
A ‘Surprise Bill’ is a bill you receive for a covered service in the following 
circumstances: 
 
(1) Emergency Services performed by an Out-of-Network Provider with 

respect to an Emergency Condition; 
  

(2) Air ambulance services performed by an Out-of-Network Provider; and 
 
(3) For certain non-Emergency Services performed by an Out-of-Network 

Provider at a participating Hospital, ambulatory surgical center and 
Independent Freestanding Emergency Department. 

 
There are special reimbursement rules that apply to Surprise Bills when 
determining the Plan’s payment to the Out-of-Network Provider.  These 
special reimbursement rules will always apply to the following covered 
non-Emergency Services when performed by an Out-of-Network Provider 
at an In-Network Hospital, ambulatory surgical center or Independent 
Freestanding Emergency Department: 
 
(1) Covered services performed by an Out-of-Network Provider when an 

In-Network Provider is unavailable at the time the healthcare services 
are performed at the In-Network Hospital, ambulatory surgical center 
or Independent Freestanding Emergency Department; 
  

(2) Covered services performed by an Out-of-Network Provider as a result 
of unforeseen, urgent medical issues that arise at the time such 
services are performed, even if you previously consented to the Out-
of-Network Provider performing such services; 

 
(3) Covered services related to emergency medicine, anesthesiology, 

pathology, radiology, and neonatology; 
 
(4) Covered services provided by assistant surgeons, hospitalists, and 

intensivists; and 
 
(5) Diagnostic services, including radiology and laboratory services. 
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A Surprise Bill does not include a bill for healthcare services when an In-
Network Provider is available and you elected to receive services from an 
Out-of-Network Provider or, with respect to non-Emergency Services 
(other than those specified above) performed by an Out-of-Network 
Provider in a participating Hospital, ambulatory surgical center or 
Independent Freestanding Emergency Department if the Out-of-Network 
Provider has obtained your consent to receive the services after providing 
you with required notice and satisfying all other consent requirements 
applicable to the Out-of-Network Provider.  If the Out-of-Network Provider 
follows the notice and consent requirements and you consent to receiving 
the services, the Plan’s normal reimbursement rules with respect to Out-
of-Network Providers will apply with regard to those services and you may 
be balance billed.  Please see the definition of ‘Allowable Expense’ for 
information about the Plan’s normal reimbursement rules. 
 
For Surprise Bills, the Plan will reimburse the Out-of-Network Provider an 
initial payment equal to the Recognized Amount.  You will be held harmless 
for any Out-of-Network Provider charges for the Surprise Bill that exceed 
your cost-sharing under the Plan (i.e. Copayment, Deductible or 
Coinsurance) for In-Network Providers. Your cost-sharing will be calculated 
based off of the Recognized Amount and will count towards your In-
Network Deductible, if any, and your In-Network Out-of-Pocket Maximum. 
 
For purposes of this Section, the ‘Recognized Amount’ means the lesser of 
the billed charges or the ‘Qualifying Payment Amount.’ The ‘Qualifying 
Payment Amount’ is the amount determined by the Plan in accordance 
with the requirements of 29 CFR 2590.716-3. 
 
The provisions specified in this Section and in the Plan are designed to 
comply with the group health plan requirements of the No Surprises Act.  
The provisions are based on regulations published by the U.S. Department 
of the Treasury, Department of Labor, and Department of Health and 
Human Services (the “Departments”) and will be interpreted to be 
consistent with those regulations.  If the Departments issue additional 
guidance regarding the requirements of the No Surprises Act, the Plan will 
comply with the additional or modified requirements as required by such 
guidance. 
 
To the extent the Plan provides coverage for air ambulance or Emergency 
Services for an Emergency Condition and the cost-sharing applied to such 
air ambulance services or Emergency Services when rendered by an Out-
of-Network Provider is different than the cost-sharing applied when such 
services are rendered by an In-Network Provider, to the extent necessary 
to comply with the No Surprises Act, the Plan will apply the same cost-
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sharing to air ambulance services or Emergency Services for an Emergency 
Condition when rendered by an Out-of-Network Provider as the cost-
sharing that is applied to such services when rendered by an In-Network 
Provider.” 

 
III. 

 
A new Section 5B titled TRANSITIONAL CARE was added to read as follows: 

“SECTION 5B 
 

TRANSITIONAL CARE 
 
If you are in an ongoing course of treatment when your In-Network 
Provider leaves the network, then you may continue to receive covered 
services for the ongoing treatment from the former In-Network Provider 
for up to 90 days from the date your provider’s contractual obligation to 
provide services to you under the Plan terminates.  If you are pregnant, 
you may continue care with a former In-Network Provider through delivery 
and postpartum care directly related to the delivery. 
 
The provider must accept as payment the negotiated fee that was in effect 
just prior to the termination of the relationship of the provider with the 
network.  The provider must also provide the Plan with necessary medical 
information related to your care and adhere to any policies and procedures 
established by the Plan, including those for assuring quality of care and 
obtaining preauthorization and a treatment plan approved by the Plan.  
You will receive covered services as if they were being provided by an In-
Network Provider and will be responsible only for any applicable cost-
sharing. 
 
In addition to the above, if you are considered a ‘continuing care patient’ 
and any benefits under the Plan are terminated because of a change in the 
terms of participation of your provider in the network, you will be given 
notice of such change or termination and will have the right to elect to 
continue coverage under the Plan, with respect to that provider, under the 
same terms and conditions that were in effect on the date you are given 
notice of the provider’s change in network status or termination of 
benefits as a result of change in network participation.  If you elect to 
continue such coverage under the Plan, coverage for transitional care with 
respect to that provider will be provided under those same terms and 
conditions only for the period ending on the earlier of (1) 90 days from the 
date the notice is provided or (2) the date you are no longer considered a 
‘continuing care patient’.  In addition, coverage under those same terms 
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and conditions during this period of transitional care is limited to the 
condition for which you were receiving care from your provider, that 
qualifies you as a ‘continuing care patient,’ prior to the provider’s change 
in network status. 
 
For purposes of this section, you are a ‘continuing care patient’ if you meet 
any of the following conditions:  
 
(1) You are undergoing a course of treatment for a ‘serious and complex 

condition.’  For this purpose, ‘serious and complex condition’ means: 
  

a. An acute illness that is serious enough to require specialized 
medical treatment to avoid the reasonable possibility of death 
or permanent harm; or 
  

b. A chronic illness that is life threatening, degenerative, 
potentially disabling or congenital and requires specialized 
medical care for a prolonged period of time. 

 
(2) You are undergoing a course of institutional or inpatient care from the 

provider. 
  

(3) You are scheduled to undergo non-elective surgery, including post-
operative care from the provider. 

 
(4) You are pregnant and undergoing a course of treatment for the 

pregnancy from the provider. 
 

(5) You are terminally ill (as defined in Section 1861 of the Social Security 
Act) and receiving treatment for the terminal illness from the provider. 

 
Please note, if the provider was terminated by the network due to fraud, 
imminent harm to patients, or a final disciplinary action by a state board 
or agency that impairs the provider’s ability to practice, continued 
treatment with that provider is not available. 
 
If you have any questions with respect to this section, please contact 
EBCBS at the telephone number listed on your identification card.” 

 
IV. 

Section 14 (EXCLUSIONS) was amended by adding the following to the end of 

that section: 
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“Notwithstanding the foregoing, where required by the No Surprises Act, 
none of the exclusions in this section will apply to Emergency Services for 
an Emergency Condition.” 
 

V. 

Section 15 (SUBMISSION OF CLAIMS) was amended by adding the following to 

the end of the paragraph titled “Non-Participating Provider Claims”: 

“Payment for services rendered by an Out-of-Network Provider that are 
subject to the surprise billing protections as described in the ‘Protection 
from Surprise Bills’ section of the Plan will be made directly to the Out-of-
Network Provider.” 

 
 

 


