
This Summary is intended to serve only as a quick reference guide and comparison of the Health Plans available to employees of participating firms.

H e a l t h  P l a n  C o m p a r i s o n

Excellus BlueCross BlueShield Blue Healthy Choices of CNY and Utica

4	 Building Trades Employers Insurance Fund

Class I – Preventive Services
There is no deductible for Class I. Services are paid at 100% of Maximum Amount Payable (MAP) or charges, whichever is less, the amount paid is applied toward the 
calendar year maximum. Covered services with a sampling of payments at 100% of the MAP are shown below.

BTEIF Prime Blue Dental Plan 
(Administered by EBS Benefit Solutions)

•	 Initial & periodic oral exams-2 every 12 consecutive mos.
	 Initial oral exam	 $24.48
	 Periodic oral exam	 $24.48

•	 Dental x-rays
	 Intraoral complete series including bitewings - not more than one set of full 

mouth x-rays in any consecutive 36 months	 $57.88
	 Bitewing 2 rays-2 films - only 2 sets in any 12 mo. period	 $15.26

•	 Tests & laboratory exams - Pulp vitality tests	 $15.07

•	 Prophylaxis (cleaning) 2 every 12 consecutive mos.
	 Adult prophylaxis (age 12 & up)	 $36.78
	 Children's Prophylaxis (age 11 & under)	 $27.11

•	 Fluoride application - 4 topical applicants of fluoride in 12 consecutive months 
for a covered dependent under 19 years.

	 Topical application of fluoride - child	 $16.34

•	 Emergency treatment for pain - Palliative treatment  
emergency treatment of dental pain, minor procedure	 $29.73

•	 Sealants - topical application of sealant on a posterior tooth for a covered 
dependent under 19 years old - 1 tooth every 36 mos.

	 Sealant - per tooth	 $26.78

•	 Preventive periodontal prophylaxis	 $54.93

Payments may vary from the above depending on the specific services rendered. Participating dentists will accept payment of Class I services as payment-in-full.

Class II – Basic Dental Services
There is no deductible for Class II. Services are paid at 100% of Maximum Amount Payable (MAP) or charges, whichever is less. The amount paid is applied toward the $1,000 per person 
calendar year maximum. Covered services with a sampling of payments at 100% of the MAP are shown below.
•	 Space maintainers for covered dependent under 19
	 Fixed unilateral type	 $127.90
	 Removable bilateral type	 $192.47

•	 Restorations (fillings)
	 Amalgam - 2 surfaces, permanent tooth	 $63.00
	 Composite resin - 2 surfaces, anterior	 $64.52

•	 Extractions
	 Simple extraction - single permanent tooth	 $54.26
	 Surgical extraction - complete bony impaction	 $229.50

Payments may vary from the above depending on specific services rendered. Participating dental providers must accept payment as payment in full.

Class III – Major Dental Services

There is no deductible for Class III. Services are paid at 50% of the Maximum Amount Payable (MAP) below or charges whichever is less. The amount paid is applied toward the $1,000 
per person calendar year maximum. Covered services with a sampling of payments at 100% are shown below. These allowances are reviewed yearly.

•	 Endodontics
	 Root canal therapy - anterior tooth	 $288.70
	 Apicoectomy - per tooth, first root	 $285.94

•	 Oral Surgery
	 Alveoplasty-not in conjunction w/extract., per quad.	 $111.75
	 Tooth replantation	 $114.76
	 Biopsy of oral tissue (hard)	 $136.85
	 General anesthesia when medically necessary- 

for first 30 minutes.

•	 Crowns (One per 12 month period)
	 Porcelain with semi-precious metal	 $418.80
	 Cast post and core in addition to crown	 $99.47

•	 Inlays & Onlays
	 Inlay, metallic, two surfaces	 $300.00
	 Onlay, per tooth	 $374.86

•	 Periodontics
	 Gingivectomy or gingivoplasty per quadrant	 $102.56
	 Gingival curettage per quadrant	 $73.29
	 Periodontic Scaling & Root Planing per quadrant	 $65.00

•	 Prosthetics
	 Complete upper denture	 $438.48
	 Lower partial denture with lingual bar & 2 clasps,
	 acrylic base	 $497.32
	 Bridge pontic-porcelain fused to semi-precious metal	 $410.00
	 Bridge abutments-porcelain fused to semi-precious metal	 $425.00

Payments may vary from the above depending on the specific services rendered. Participating 
dentists may accept payments of Class III services as payment-in-full.
Class I, II, and III Services are all inclusive with the Prime Blue Dental Plan. Full time 
students to age 25.

Individual coverage______________________$24.00 per month

Family coverage_ _______________________ $57.00 per month

Rates Valid Until 
January 1, 2009

*Coverage for full time students to age 25.

6563 Ridings Rd. • Syracuse, NY 13206
Tel: (315) 437-9284 • Fax: (315) 437-0781 www.bteif.com

Employee Benefit Programs	   13

Plan Features
Primary Care Physician (PCP) Not Required Not Required
Referrals Not Required Not Required
Out of network benefits None None
Out of area benefits Coverage provided worldwide through the BlueCard® program Coverage provided worldwide through the BlueCard® program
Student/Dependent coverage Qualified dependents to age 19 & qualified students covered at age 23. Qualified dependents to age 19 & qualified students covered at age 23.
Plan Cost Sharing Highlights
Office visit copay (PCP) $20 Adults - $25  • Kids to 19 - $10
Office visit copay (Specialist) $40 $40
Coinsurance None None
Deductible None None
Out of pocket maximum None None
Lifetime maximum None None
Plan Benefits Preventative Healthcare Services
Well child visits Covered in full Covered in full
Adult routine physical exams $20 copay $25 copay
Adult immunizations $20 copay $25 copay
Mammography Covered in full Covered in full
Pap smear Covered in full Covered in full
Routine GYN Exam Covered in full Covered in full
Prostate cancer screening $20 copay $25 copay
Routine vision $20 copay for 1 routine eye exam every year; $20 copay for children to age 

19.
$25 copay for 1 routine eye exam every year; $0 copay for children to age 19. 
$100 eyewear allowance for children to age 19.

Physicians Office Services
Diagnostic office visits PCP: $20 copay  • Specialist: $40 copay PCP: Adults $20 copay, kids to 19 $0 copay Specialist: $40 copy
Diagnostic x-rays $40 copay $40 copay
Diagnostic lab. & pathology Covered in full Covered in full
Allergy Tests PCP: $20 copay • Specialist: $40 copay PCP: Adults $25 copay, kids to 19 $0 copay Specialist: $40 copay
Allergy injections PCP: $20 copay • Specialist: $40 copay PCP: Adults $25 copay, kids to 19 $0 copay Specialist: $40 copay
Chemotherapy IV/injectable chemotherapy will be covered with a $20 copay on the drug, in 

addition to a $20 office visit copay.
IV/injectable chemotherapy will be covered with a $25 copay on the drug, in 
addition to a $25 office visit copay.

Radiation Therapy $20 copay $25 copay
Maternity Services
Prenatal and postpartum care $20 copay for the first 10 visits, remainder covered in full Covered in full
Hospital care for mom 
(including delivery)

Facility: Covered in full after a $500 copay • Delivery: 20% coinsurance or 
$200 copay, whichever is less Facility: Covered in full • Physician: Covered in full

Newborn nursery care Covered in full Covered in full
Prescription Drug
Short-term and maintenance drugs 
are covered under the following 
copayments for ea. 30-day supply 
per prescription at participating retail 
pharmacies, up to a 90-day supply(with 
2 sep. copays for ea. 90-day supply) 
available through Express Scripts, Inc., 
mail order service. Contraceptives incl.

$10/$30/$50 w/ $0 generic for kids to age 19
IV/injectable drugs will be covered with a PCP/Specialist copay on the drug, 
in addition to PCP/Specialist copay for the visit.

$10/$30/$50 w/ $0 generic for kids to age 19
IV/injectable drugs will be covered with a PCP/Specialist copay on the drug, 
in addition to PCP/Specialist copay for the visit.

Inpatient Hospital Benefits
Hospital benefits Covered in full after a $500 copay Covered in full after a $500 copay
Physician visits in the hospital Covered in full Covered in full
Inpatient Physical Rehabilitation Covered in full after a $500 copay for up to 60 days Covered in full after a $500 copay for up to 60 days
Surgery 20% coinsurance or a $200 copay, whichever is less Covered in full after a $500 copay for up to 60 days
Anesthesia Covered in full Covered in full
Emergency Care
Emergency Room Care $100 copay per visit unless admitted within 24 hours $100 copay per visit unless admitted within 24 hours
Freestanding urgent care center $40 copay $40 copay
Ambulance (ground) $100 copay for emergency transportation $100 copay for emergency transportation
Outpatient Hospital Benefits
Diagnostic x-rays $40 copay $40 copay
Diagnostic lab. & pathology Covered in full Covered in full
Surgical Care Facility: $75 copay • Physician: $40 copay Facility: $75 copay • Physician: $40 copay
Chemotherapy IV/injectable chemotherapy will be covered with a $20 copay on the drug, in 

addition to a $20 visit copay.
IV/injectable chemotherapy will be covered with a $25 copay on the drug, in 
addition to a $25 visit copay.

Radiation Therapy $20 copay $25 copay
Mental Health and Chemical Dependence Benefits

Inpatient mental health care covered in full after a $500 copay for up to 30 days per calendar year covered in full after a $500 copay for up to 30 days per calendar year
Outpatient mental health care $40 copay for up to 20 visits per calendar yr. Services can be provided in an 

outpatient facility or in a provider’s office.
$40 copay for up to 20 visits per calendar yr. Services can be provided in an 
outpatient facility or in a provider’s office.

Inpatient chemical dependence care Covered in full after a $500 copay for up to 7 days per calendar yr. for 
detoxification only.

Covered in full after a $500 copay for up to 7 days per calendar yr. for 
detoxification only.

Outpatient Chemical Dependence Care $20 copay for up to 60 visits per calendar year $25 copay for up to 60 visits per calendar year
Other Services
Diabetic insulin & supplies $20 copay for a 30-day supply $25 copay for a 30-day supply
Skilled nursing facility Covered in full after a $500 copay for up to 45 days per calendar yr.

360 day lifetime maximum.
Covered in full after a $500 copay for up to 45 days per calendar yr.
360 day lifetime maximum.

Home care Covered in full for up to 40 visits per calendar year Covered in full for up to 40 visits per calendar year
Hospice Covered in full after a $500 copay for up to 210 days Covered in full after a ($250,$500) copay for up to 210 days
Outpatient therapy $40 copay for up to 30 days combined visits for physical, speech, and 

occupational therapy.
$40 copay for up to 30 days combined visits for physical, speech, and 
occupational therapy.

Durable medical equipment Covered at 50% up to a $5,000 max. per calendar year Covered at 50% up to a $5,000 max. per calendar year
External prosthetics Covered at 50% up to a $15,000 max. per calendar year Covered at 50% up to a $15,000 max. per calendar year
Chiropractic $40 copay $40 copay
Acupuncture Not Covered Not Covered

Dental $40 copay for accidental injury to sound and natural teeth and care due to 
congenital disease or anomaly

$40 copay for accidental injury to sound and natural teeth and care due to 
congenital disease or anomaly

Hearing $20 PCP copay or $40 specialist copay for diagnostic hearing exams. 
Hearing aids not covered.

$25 PCP or $40 specialist copay for adults and $0 PCP copay or $40 
Specialist copay for children to age 19 for diagnostic hearing exams $600 
hearing aid allowance once every 3 years for children to age 19

Fit & Healthy
Lifestyle Benefits - $300 annual allowance per family toward gym membership, Lasik, teeth 

whitening, toddler gym and swim programs and drivers education

Healthy Family
Lifestyle Benefits - $100 annual allowance per family toward gym membership, Lasik, teeth 

whitening, toddler gym and swim programs and drivers education


