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IMPORTANT NOTE!

For ease of processing, we would like to encourage applications to be submitted by the 25th of the month;
however, all applications received by the 31st of the month will be accepted for an effective date of the first
of the following month. Oxford reserves the right to correct any typographical errors or to make changes per-
mitted by regulation.

Please send your application along with the apprepriate preminm to:

Oxford Health Plans
Attn: Individual Plan
14 Central Park Drive
Heoksett NH 03106
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A UnitedHealthcare Company

Oxford’s HMO products are underwritten by Oxford Health Plans {NJj, Inc., and insurance Products are underwritten by Oxford
Health Insurance, Inc. ©2006 Oxford Health Plans, Inc. 6308 Rev 22



NJ INDiIviDUAL LIBERTY HMO SuMMARY OF COVERAGE

$15 office visit copayment
$30 office visit copayment

BENEFIT IN-NETWORK ONLY

Financial
Deductible
Single Nonc
Family Nonce
Coinsurance None
Maximum Lifetime Benefit per Member Unlimited

Outpatient & Preventive Care

Primary Care Physician Services

Specialist Services

Physician Qutpatient Services

Second Surgical Option

Preadmission Testing

Pediatric Services

Laboratory Procedures, X-Ray Examinations

Hospital Care

Copayment per visit

Copayment per visit (with referral from PCP}

Copayment per visit; waived if any other copayment applies
Copayment per visit

Copayment per visit

Copayment per visit; excludes routine foot care

Copayment per visit

Physician Inpaticnt Scrvices

Inpaticnt Hospital Services®
(Unlimited Days}

Qutpaticnt Hospital Services”
Ambulatory Surgery*

Emergency Care

No copayment

$150/$300 copayment per day for a maximum of 5 days per
admission; maximum copayment $1500/$3000 per calendar year

Copayment per visit

Copayment per visit

{Oxford must be contacted within 48 hours)

Emcrgency Room Services

Maternity Care

$100 copayment per visit; credited toward inpatient admission if
admission cccurs within 24 hours as a result of the emergency

Prcnatal Care
Rirching Centers
Delivery

MNon-biologically based Mental Hlness and Substance Abuse

$25 copayment/initial visit
Copayment per visit

Subjcct to inpatient hospital stay copayment for mother and baby

Inpatient Carc*

Qutpaticnt Care

NOTE: Biologically based mental ilinesses will be treated the same as any
other illness. Limitation on visits does not apply.

$150/$300 copayment per day for a maximum of five {5) days per
admission; maximum copayment $1500/$3000 per calendar year.
Maximum 30 inpatient days per calendar year (one inpaticnt day
may be cxchanged for two [2} curpatient visits or partial hospital
days. Pre-approval is required for exchange).

Copayment per visit

Maximum of 20 visits per calendar year

Y
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BENEFIT IN-NETWORK ONLY

Alcoholism

Inpaticnt Carc* $150/$300 copayment per day for a maximum of 5 days per admis-
sion; maximum copayment $1500/$3000 per calendar year

Qutpatient Carc

Specialty Care

Copayment per visit

Home Health Carc*
Skilled Nursing Care”
Hospice Services*

Therapy Services

Unlimited days, if pre-approved
Unlimited days, if pre-approved
Unlimited days, if pre-approved

Specch, Physical, Cccupational
and Cognitive Therapics

Chclation, Chemotherapy, Dialysis
and Infusion and Radiation

Therapeutic Manipulation (Chiropractic Care)

Copayment
30 days per therapy, per calendar year

Copayment
Unlimited {subjcct to pre-approval and copayment}

Practitioner Scrvices
{Maximum benefit: 30 visits per calendar year)

Prescription Drugs

Copayment

Per Generic/Brand Name Prescription

Diabetic Supplics

Other Items

50% ceoinsurance

50% coinsurance

Durable Medical Equipment”,
when Medically Necessary

No charge if precertified by Oxford in advance
and ordercd by an Oxford participating physician

DEPENDENT ELIGIBILITY:

Eligible dependents include the subscriber's legal spouse and dependent child(ren) until the child{ren} reach age 19, or age 23 if a full time stu-
dent. Bencfits discontinue on the day the birthday oceurs.

* These serviees require precertification through Oxford. You must call Oxford at 800-444-6222 at least 14 days in advance of request. Mental
health and substance abuse services can be precertified through Oxford’s Behavioral Health Department by calling 800-201-6991. A complete
list of radiological scrvices requiring precertification can be found in your Summary of Benefits. Radiological services can be precertified by
calling 8 77-PRE -AUTH.

No beénefits will be provided if you fail to obtain a referral from your primary care physician. Benefits for a pre-existing condition may not be
covered

for the first 12 months of your enrollment. Please note: This is intended only as a general summary of benefits, All benefits are subject to terms
of your HMO individual contract. More complete descriptions of benefits and the terms under which they arc provided, including limitations

and exclusions, are containcd in your contract
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NJ INDIvIDUAL LIBERTY HMO RATES

January 2007 - June 2007

$15 Copayment HMO Option

Jan-07 Feb-07 Mar-07 Apr-07 May-07 Jun-07
Single $564.18 $566.93 $569.69 $572.46 $575.25 $578.05
Parent/Child{ren) £1,071.94 $1,077.17 $1,082.41 $1,087.67 $1,092.98 $1,098.30
Husband/Wife £1,128.36 $1,133.86 $1,139.38 $1,144.92 $1,150.50 $1,156.10
Family $1,692 54 $1,700.79 $1,709.07 $1,717.38 $1,725.75 $1,734.15
$30 Copayment HMO Option
Jan-07 Feb-07 Mar-07 Apr-07 May-07 Jun-07
Single $425.54 $427.61 $429.69 $431.78 $433.89 $436.00
Parent/Child{ren) $808.53 $812.46 $816.41 $820.38 $824.39 $828.40
Husband/Wife $851.08 $855.22 $859.38 $863.56 $867.78 $872.00
Family $1,276.62 $1,282.83 $1,289.07 $1,295.34 $1,301.67 $1,308.00
\—
\\—( )XFORD
Il MEALTH PLANS®
A UnitedHealthcare Company
NJ-06-790 4



AR Al Bt £ 8 02 S st i e

NJ) INDIVIDUAL LIBERTY PPO SuMMARY OF COVERAGE

Plan C

$15 copayment
70%/30% coinsurance
$1,000 single deductible
$2,000 family deductible

BENEEIT

Plan C

$30 copayment
70%/30% coinsurance
$2,500 single deductible
$5,000 family deductible

IN-NETWORK

PlanD

$30 copayment
80%/20% coinsurance
$1,000 single deductible
$2,000 family deductible

QUT-CF-NETWORK

Financials

Deductible
Single $1,000 or $2500 deductible $2,000 or $5,000 deductible
Famnily * $2,000 or $5000 deductible $4,000 or $10,000 deductible

Coinsurance (per person, per year)

Single Maximum Out of Pocket

Office Visit Copayment

Preventive Care Maximum
Under 1 year

1 ycar and over

Maximum Lifetime Benefit per Member
Qutpatient Care

Office visits

Ambulatory surgical facility
Sccond surgical opinions
Pre-admission testing
Laboratory scrvices

Magnctic Resonance Imaging (MRI)

Hospital Care

Plan C 30% or Plan D 20%
$5,000
$15 or $30 copayment

100% up to $750 per person per
calendar year; no coverage thereafter;
combined in & out of nctwork

100% up to $500 per person per
calendar ycar; not subject to deductible
and coinsurance; combined in & out
of network

Unlimited

$15 or $30 copayment

Subject to deductible & coinsurance
Subject to deductible & coinsurance
Subject to deductible & coinsurance
No charge at Quest Diagnostic
Laboratories; Subject to deductible &
coinsirance at ather participating
laboratories

Suhijest to deductible & coinsurance

Plan C 30% or Plan D 20%
$£10,000
Subjcct to deductible & coinsurance

100% up to $750 per person per calendar year;
no coverage thercafter; combined in & out of
network

100% up to $500 per person per calendar year;
not subject to deductible and coinsurance

Unlimited

Subject to deductible & coinsurance
Subject to deductible & coinsurance
Subject to deductible & coinsurance
Subject to deductible & coinsurance
Subjcet to deductible & coinsurance

Subject to deductible & coinsurance

Inpatient Care* {up to 365 days) if preapproved
Other Covered Charges

Subject to deductible & coinsurance
Subject to deductible & coinsurance

Subject to deductible & coinsutance
Subject to deductible & coinsurance

Emergency Care (Copayment is credited toward Inpatient admission if admission occurs within 24 hours.)

[Oxford must be contacted within 48 hours)

AmbulanceService for a Medical Emergency
Emergency Room
Emergency carc in Urgi-Center

Maternity Care

No charge

$100 copayment per visit per covered persont

Subject to deductible & coinsurance

Subiect to deductible & coinsurance
$100 copayment per visit per covered person’
Subject to deductible & coinsurance

Prcnatal care

Delivery Postnatal Care and Hospital Services
for Mother and Child

Thetrapy Services

$15 ar $30 copayment (initial visit only} Subijcct to deductible & coinsurance

Subiject to deductible & coinsurance

Subject to deductible & coinsurance

30 visits per covered person per calendar year
for cach of the following:

Physical, Occupational, Speech and Cognitive
Rchabilitation

Radiation Therapy, Chemothcrapy, Chelation,

$15 or 830 copayment

Dialysis, and Respiration Therapy is covered as any
other illness, without visit limitation; Infusion Therapy

is subject to pre-approval.

*Copayment is in addition to any applicable coinsurance and/or deductible.

Subject to deductible & coinsurance

\\7—OXFORD
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BENEFIT IN-NETWORK QuT-0F-NETWORK

Home Health Care

Unlimited Days, if Pre-approved Subject to deductible & coinsurance Subject to deductible & coinsurance

Skilled Nursing Care

120 Days of Confinement per Covercd Person Subjcet to deductible & coinsurance Subject to deductible & coinsurance
if Pre-approved

Non-biologically based Mental Illness and Substance Abuse [at approved facilities only)

Inpatient (30 day limit) Subject to deductible & coinsurance Subjcet to deductible & coinsurance;

Qutpaticnt (20 visit limit} $15 or $30 copayment Subjcet to deductible & coinsurance;

NOTE: Biologically based mental illnesses will be treated the same as any other illness. Limitation on visits does not apply. You may be able to
exchange 1 inpatient day for 2 outpatient visits. Pre-approval is required.

Therapeutic Manipulation

Practitionet’s scrvices §15 or $30 copayment Subject to deductible & coinsurance
Maximum benefit: 30 visits per calendar year

Hospice Care
Unlimited Days, if Pre approved Subject to deductible & coinsurance Subject o deductible & coinsurance

Prescription Drugs

Per Generic/Brand Name Prescription 50% coinsurance None
Diabetic Supplics Subject to deductible & coinsurance Subject to deductible & coinsurance

Other Items

Durable Medical Equipment when Mcdically Necessary Subject to deductible & coinsurance Subjecet to deductible & coinsurance
{requires preapproval)

DEPENDENT ELIGIBILITY:

Eligible dependents include subscriber's spouse and dependent child{ren) until the child(ren) reach age 19, or age 23 if a full time student,
Benefits discontinue end-of month in which birthday occurs.

' The family deductible is the equivalent of two single deductibles. The maximum amount an individual family member can credit toward the
family deductible may not exceed the single deductible.

PLEASE NOTE: This is intended as a general summary of benefits. More complete descriptions of benefits and the terms under which they are
provided are contained in your OHI pelicy. Our payments, as noted above, will be reduced for noncompliance with the utilization review provi-
sions contained in this policy. Read these provisions carefully before obtaining medical care, setvices or supplies. Refer to sections of this policy
called “Covered Charges” and “Charges Covered with Special Limitations” to see what setvices and supplies are eligible for benefits. Refer to
the section of this policy called “Exelusions” to see what services and supplies are not cligible for benefits.

@OXFORD

HEALTH PLANS®
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N) INDIVIDUAL LIBERTY PPO RATES
January 2007 - June 2007

$15 Office Visit Copayment with Plan C - $1,000/$2,000 Deductible*

Jan-07 Feb-07 Mar-07 Apr-07 May-07 Jun-07
Single $498.11 $502.08 $506.09 $510.12 $514.19 $518.29
Parent/Child|ren) $921.50 $928.85 $936.27 $943.72 $951.25 $958.84
Husband/Wife $996.22 $1,004.16 $1,012.18 $1,020.24 $1,028.38 $1,036.58
Family $1,419.61 $1,430.93 $1,442.36 $1,453.84 $1,465.44 $1,477.13

$30 Office Visit Copayment with Plan C - $2,500/$5,000 Deductible*

Jan-07 Feb-07 Mar-07 Apr-07 May-07 Jun-07
Single $385.22 $388.29 $391.39 $394.51 $397.65 $400.82
Parent/Child{ren) §712.66 $718.34 $724.07 $729.84 $735.65 $741.52
Husband/Wife $770.44 §776.58 $782.78 $789.02 $795.30 $801.64
Family $1,097.88 $1,106.63 $1,115.46 $1,124.35 $1,133.30 $1,142.34

$30 Office Visit Copayment with Plan D - $1,000/$2,000 Deductible*

Jan-07 Feb-07 Mar-07 Apr-07 May-07 Jun-07
Single $540.02 $544.33 $548.67 $553.04 $557.45 $561.90
Parent/Child{ren) $999.04 $1,007.01 $1,015.04 $1,023.12 $1,031.28 $1,039.52
Husband/Wife $1,080.04 $1,088.66 §1,097.34 $1,106.08 $1,114.90 $1,123.80
Family $1,539.06 $1,551.34 $1,563.71 $1,576.16 $1,588.73 §1,601.42

* All plans include a 50% copayment prescription drug benefit

\\-7— OXFORD
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N) INDIVIDUAL BAsic AND ESSENTIAL EPO
SUMMARY OF COVERAGE

IN-NeTwoRK COVERAGE ONLY

Qutpatient Care

Alcohol & Substance Abuse 30% coinsurance per visit, up to 30 visits maximum per covered person, per calendar year
Ambulatory Surgical Facility $250 copayment per covered person, por surgery

Biologically Based Meatal Itness

Qutpatient Care 30% coinsurance per visit, up to 30 visits maxirmum per covered person, per calendar year
Emcrgency Room Services $100 copayment per covered person, per visit

Outpatient Diagnostic Testing 100% coverage up to a $500 maximum per covered person, per calendar year
Outpaticnt Physical Therapy $20 copayment per visit, up to 30 visits maximum per covered person, per calendar year
Practitioner Visits for Iliness or Injury 100% coverage up to a $700 maximum per covered person, per calendar year

{includes urgent care facility visits, office visit
and inpatient hospital visits)

Weliness Benefit $50 annual deductible, 20% coinsurance up to $600 maximum per covered
person, per calendar year

Exclusions from Coverage: Other Outpatient Care Items

Ambulance Services Not covered
Chemotherapy Not covered
Diabetic Supplies, Sclf Education and Management Not covered
Durable Medical Equipment {DME) Not covered
Fertility Enhancement Services and Procedures Not covered
Home Health Care Services (including visits) Not covered
Infusion Therapy Not covered
Moedical Supplies Not covered
Nutritional Counscling Not covered
QOccupational and Speech Therapy Not covered
Postnatal Care Not covercd
Prenatal Care [except practitioner charges Not covered
for delivery and complications}

Prescription Drugs Not covered
Private Duty Nursing Not covered
Second Surgical Opinion Not covered
Temporomandibulsr Joint Disorder Treatment Not covered
Therapeutic Manipulation Not covered
Therapeutic Injections Not covered
Transplants Not covered
Treatment of Non-biologically Based Mental [llness  Not covered
Out-of-Network Services Other Than Emergency Not covered

§ OXFORD

A UnitedHealthcare Company
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IN-NETWORK COVERAGE ONLY

Inpatient Care

Alcohol & Substance Abuse Inpatient
Facility Scrvices 30% coinsurance after a $500 copayment up to 30 days per
period of confinement, up to 30 days maximurm, per calendar year

Inpatient for Biologically Based Mental Hlness $500 copayment per covered person per period of confinement
up to 90 days maximum per covered person, per calendar year
Inpatient Facility Services $500 copayment per covered person per period of confinement
up to 90 days maximum, per calendar year
Inpatient Pracritioner Visits Sce practitioner visits for iliness or injury under Outpatient Care
Ex i rom rage: ien c Jtems
Hospice Care Not covered
Skilled Nursing Care Not covered
Out of Network services other than Emergency Not covered

The Following Services Require Pre-approval:
Inpatient hospital admissions and procedures, as more specifically provided in the Oxford Individual Basic and Esscntial Health Care

Services Plan Certificate.

§ OXEORD

A UritedHealthcare Company
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NJ INDIVIDUAL BAsic AND ESSENTIAL EPO RATES
September 2006 - February 2007

\y7 OXFORD
o IIHEALTH PLANS"
MOntle Rates for Tefrltorles A’ B and D A UnitedHealthcars Company

Territory A: Essex, Hudson and Union Counties
Territory B: Bergen and Passaic Counties
Territory D: Hunterdon, Middlesex and Somerset Counties

Please Note: Rates are based on the primary subscribers gender (male or female). Example: A 35 year old male sub-
scriber living in Essex County applying for Parent/Childjren) coverage in September 2006 would pay a monthly
premium of $495.57 where a 55 year old female subseriber living in Essex County applying for Family coverage
would pay $843.04.

SEPTEMBER 20006
SINGLE PARENT/CHILD{REN}) HUSBAND/WIFE FAMILY
Male Female Male Female Male Female Male Female
<15-29 $150.95 £165.19 $629.89 $649.37 $239.24 $239.24 $780.38 $780.38
30-39 $176.58 $207.91 $495.57 $487.03 $301.90 $301.90 $754.75 $754.75
40-49 $233.54 $227.85 $461.39 $447.15 $358.86 $358.86 $757.59 $757.59
50-59 $310.44 $259.18 $541.14 $526.90 $458.54 $458 54 $843.04 $843.04
60-65+ $432.91 $489.87 £737.66 $806.01 $549.68 $549.68 $968.35 $968.35
OCTOBER 2006
SINGLE PARENT/CHILD{REN} HUSBAND/WIFE FAMILY
Male Female Male Female Male Female Male Female
<25-29 $152.16 5166.51 $625.86  $654.57 $241.16 §241.16 £786.63 $786.63
30-39 $178.00 $209.58 $499.54 $490.92 $304.32 $304.32 $760.79 $760.79
40-49 $235.41 $229.67 $465.09 $450.73 $361.73 $361.73 $763.60 $763.66
50-59 $312.93 $261.25 $545.47 $531.12 $462.21 $462.21 $849.79 $849.79
60-65+ $436.38 $493.79 $743.56 $812.46 $554.08 $554.08 $976.11 $976.11
NOVEMBER 2006
SINGLE PARENT/CHILD(REN) HUSBAND/WIFE FAMILY
Male Female Male Female Male Female Male Female
<2529 $153.37 $167.83 $630.83  $659.76 $243.07 $243.07 $792.87 $792.87
30-39 $179.41 $211.24 $503.50 $494 82 $306.73 $306.73 $766.83 $766.83
4(-49 $237.28 $231.50 $468.78 $454.31 $364.61 $364.61 $769.72 $769.72
50-59 $315.41 $263.33 $549.80  $535.33 $465.89 $465.89 $856.54 $856.54
60-65+ $439.84 $497.72 $749.47 $818.92 $558.48 $558.48 $983.86 $983.86

NJ-06-790 10



NJ INDIVIDUAL BAsic AND ESSENTIAL EPO RATES
September 2006 - February 2007

\\= OXFORD
L. I/HEALTH PLANS®
Monthly Rates for Territories A, B and D A UnitedHeslthcars Gompany

Territory A: Essex, Hudson and Union Counties
Territory B: Bergen and Passaic Counties
Territory D: Hunterdon, Middlesex and Somerset Counties

Please Note: Rates are based on the primary subscribers gender (male or female). Example: A 35 year old male sub-
scriber living in Essex County applying for Parent/Child(ren) coverage in March 2006 would pay a monthly
premium of $472.51 where a 55 year old female subscriber living in Essex County applying for Family coverage
would pay $803.82.

DECEMBER 2006
SINGLE PARENT/CHILD{REN) HUSBAND/WIFE FAMILY
Male Female Male Female Male Female Male Female
<25.29 $154.59 $169.17 $635.86 $665.03 $245.01 $245.01 $799.20 $799.20
30-39 $180.84 $212.93 $507.52 §498.77 $309.18 $309.18 $772.95 §772.95
40-49 $239.18 $233.34 $472.52 $457.94 $367.52 $367.52 $775.87 §775.87
50-59 $317.93 $265.43 $554.19 $539.61 $469.60 $469.60 $863.37 $863.37
60-65+ $443.35 $501.69 $755.45 $825.45 $562.94 $562.94 $991.71 §091.71
JANUARY 2007
SINGLE PARENT/CHILD{REN) HUSBAND/WIFE FAMILY
Male Female Male Female Male Female Male Female
<25-29 $155.83 $170.53 $640.94 $670.34 $246.97 $246.97 $805.59 $805.59
30-39 $182.29 $214.63 $511.58 $502.74 $311.65 $311.65 $779.13 $779.13
40-49 $241.09 $235.21 $476.30 $461.60 $370.45 $370.45 $782.07 §782.07
50-59 $320.47 $267.55 $558.62  $543.92 $473.36 $473.36 $870.27 $870.27
60-G5+ $446.90 $505.70 $761.49 $832.05 $567 .44 $567.44 $999.63 $999.63
FEBRUARY 2007
SINGLE PARENT/CHILD{REN) HUSBAND/WIFE FAMILY
Male Female Male Female Male Female Male Female
<25-29 $157.07 $171.88 $646.04 $675.68 $248.93 $248.93 $812.00 $812.00
30-39 $183.74 $216.34 $515.65 $506.76 $314.13 $314.13 $785.33 $785.33
40-49 $243.01 $237.08 $480.00. $46527 $373.40 $373.40 $788.29 $788.29
50-59 $323.02 $269.68 $563.07 $548.25 $477.12 $477.12 $877.20 $877.20
60-65+ $450.45 £509.72 $767.55 $838.67 $571.96 $571.96 $1,007.59 $1,007.59
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