










Exclusions, Umitatio 

& Conditions 

   YOUR PLAN COORDINATOR IS: 

J.J. Stanis and Company, Inc. 
3 77 Oak Street, Suite 406 
Garden City, NY 11530 

Phone: 877-470-3715
www: jjstanisco.com

Th• followlng co-payments ar• not cover•d under this excess policy: eopayment for Empire participating providers; copaytnent for Slue Cross 
hospital outpatient c:ar1, copayrnant for outpatient car• Incurred with a network provider, copaymtnt for ptescrlptlon drug progra1t1. 
Thts pollcv pro11ldts llMlted hulth lnt,nance b•n•ftt1. It dot1 not provide ba1lc ho1pltll, bulc medical or ,na)or Medical ln1uranc111 
dtfht•d y tha NIIWYork Statt ln1ur1nct l>tparttHnt. Any Hf'lnlH not covtrtd by tht �ndtrfyin lmpltt Plan {01' approvtd tllttf11r 
plan) ate not c:overed under this ekcess policy. 

Plta11not1: Th• $1,000,000 annual txctn nuiJor an.dlcal exp1n11 benefit Is ,tm lndu td 1ft this po Icy. Howev1r1 due to It 111 Ive 
chan u to th• llmir nc. Matbt, J · r approv.d plan limits have be.n Nmo'ftd, th111 ffi ktn1 th)J no I ll u applicable. 

Excess Coverag : The policy pays ben ts only a r all benefirs h ve b n paid from any oth r group h Ith In ur nee pollcll!S In effect for the cOl/ered 
person and provided by the policyholder. This policy does not cover any expense unless it is also eligible for coverage under any other group health insur-
anct? policy In effi t for th cover d person nd provId d by the policyholder. All benefits availabln from ul'ld 1lylng policl s must bC' xhaust d bt'fore 
coverage is avallable und r this policy. No covered expense will be paid If it may also be paid by any oth r group health Insur n e polJcy In effect for the 
covered pe,son and provided by the policyholder. 

This insurance does not cover the following expenses: 1. treatment by other than a doctor or when not under the care of a doctor; charges by a hospital 
if confinement Is not recommended nnd approved by a doctor 12. rreatment of lnJury or sIckn ss for which com n lion I provid d under ;my Worker�· 
Compensation Law or Act. mandatory automobll no-fault Insurance, or Medic re I 3. services for which fits � paid or will be paid under ny h Ith care 
program supported in whole or in part by funds of the federal government or any state or political subdivision; services provlded In a government owned 
or operated facility or other locations where care is provided at government expense. unless the covered person is required to pay for su<:h treatment or 
service in the absence of insurance j 4. dental care, treatment or x•ray except for treatment by a doctor, dentist, or dental surgeon (DDS) within twelve (12) 
consecutive months following an injury to a jaw or sound natural teeth and except for dental care or treatment necessary due to congenital dlse.ise or 
anomaly) 5. eyer fractions, E¥?9lasses or cont.act lenses unless otherwise covered; hearing aids or the fitting of sud, devices j 6. cos tic rgeTy. R onstruct 
surgery and/or prostheses ro correct congenital abnormalities or following medically necessary surgery is not considered cosmetic surgery 17. tare provided 
ro a covered person In a skilled nursing (extended care) facllity, unless otherwise covered. A skilled nursing (extended care) facility means an Institution or 
a distinct part thereof that: a. is licensed pursuant ro federal, stare and local laws; b. Is operated mainly for the purpose of providing skilled nursing care to 
persons recovering from an Injury or sfckn ss that required hosplt I conflnement ror at I st 3 consecutrv days; c. I p rtlclp ting skilled nursln f. cillty 
of Medicate; d. provides medical care and 24·hour nursing care under the constant supervision of a doctor or RN; e. maintains daily clinical records for 
each patient and has a doctor available or on call; f. provides suitable methods for dispensing and administering drugs and medicine; g. has transfer 
rrang m nts with on or mor hospll Is and utilization review plan in ffi ct nd h. has o r t!Of1 I pollcl � d loped with th dvl of. ntl vi xi 

by, a professional group Including at !east one doctor. Skilled nursir1g (extended care) facility does nor include a facility that is, other than incidentally: a 
a home for the aged; orb. a place for the treatment of substance abuse or alcoholism I 8. charges in excess of reasonable and customary charges for the 
diagnosis or treatment of illness or Injury; or any other charges which are in excess of reasonable and customary charges j 9. services rendered by a 
member of the treated p rson's Imm dlate famllyl 10.charg s resulting from lntentlonally self•lnflfcted Injury! 11. nyservtce or tr atm nt for which 
payment is not legally required I 12. treatment for disease, defect, injury or loss caused by war or act of war, declared or not; or by a war-like act in time of 
pea e j 13. treatrn nt oflnjury or sickness suft red by a covered person whll on duty with any ml!Uary, naval, or air force of any country or Int rnallonal 
organization I 14. treatment for which any law of the Jurisdiction In which the covered person resides prohibits payment I 15. co-payments for the following 
network options, if underlying primary major medical coverage includes a network: a. treatment by participating providers; b. in-patient or out-patient care In 
a network hospital; c. out-patient psychiatric care incurred through treatment by a network participating provider; or d. participation in a prescription drug 
program I 16. wlth thee eption o Rehabllltatlon Benefits, Section 11, Covered Expenses, <?xpenses not eligible for cover g under all underlying Insurance 
then in force for the covered person through the policyholder. 

Th• lnfon111tlon lfl this matttlal Is tor Ulusttatlve purpo••• only, providing at neral ov•rvl•w of ftatur•d ban.ftt hl9hllght1 prov ded 
under this policy. It Is not a contract. In the avtnt of confllctfng lnfonnatfon wtth the pollcy, th• poUcy wm take precedenc• ov•r what 
Is shown In this material. It is not a contract. Not available in all jurisdictions. Policies are subject to Underwriting approval. All coverage extends up 
to policy limits. Policies are reviewed annually and may be cancelled for nonpayment. Please refer to the policy for coverage details, a complete listing of 
covered services, policy provisions, conditions, exclusions, and terms under which the policy may be continued or cancelled. Every policyholder must cover 
all eligible full-time employees with a minimum of 50 covered employees at all times. Mktg IIXM-8S-NY- PDC -Pll 1007 • Guide- G2 05/14 j Policy Form# XGMMP-NY 
01/01,XGMM-l-NY 

FIRST REHAB LIFE (THE FIRST REHABILITATION LIFE INSURANCE COMPANY OF AMERICA) 
www.firstrehab.com • facebook.com/FirstRehablife 

r•n�<,;rtl • •r 1.1.·i • · .,,. ,, i :i-, • 1•• ,'; :••.·' • 800.365.4999 ··,11,ri;,1;-: /1.;: • I :,<, 'l,'h1f,: , • sales@firstrehab.com 

Group Products (availabilitymoyvoryby state): r. ( [ f.l • [ i>·r;r,,I • ,;,.,,,,r, • i1•1rr: Ir:,·• f i7,r ,11-'i r ,:I • M ;J<,I; • ·.t · ,, ·,.,,,, f.:r.,.1L1ln; • I '>n1 J ••·rr- I •1,.1Lrl1f, • �,I I l)(l 


