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Benefits at a glance 

 
This is a brief description of your student health 
plan underwritten by Empire Blue Cross and Blue Shield. 
If you would like more details about your coverage and 
costs, you can find the complete 
terms in the policy or plan document online at 
anthem.com/studentadvantage. 

http://anthem.com/studentadvantage
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Welcome to Anthem 
Student Advantage 
As your new school year begins, it’s important to understand your health care 
benefits and how they work. Your Anthem Student Advantage plan will help guide 
you through that process with information about who is eligible, what is covered, 
how much it costs, and the best ways to access care. 

 
What you need to know about Anthem Student Advantage 

 
 

Who is eligible? 
All medical students attending the Albert 
Einstein College of Medicine are required to 
enroll in the Student Health Insurance Plan 
at registration, unless proof of comparable 
coverage is furnished. 

To waive online, log onto: 
einstein.myahpcare.com/waiver 

Coverage is available for 
dependents, too. 
If you are covered by Anthem Student 
Advantage through Albert Einstein College 
of Medicine, you may enroll your lawful 
spouse, domestic partner or dependent 
children under the age of 26. 

Here is how it works: 
To enroll eligible dependent(s) of a 
covered student, please visit 
einstein.myahpcare.com/enrollment 
during the open enrollment period. 

 
 
 
 

<Footnote> 4 

http://einstein.myahpcare.com/waive
http://einstein.myahpcare.com/enrollment
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Coverage periods 
and rates 

 
 
 
 

Costs and dates of coverage, include Medical, Dental and Vision plans 
Coverage will become effective at 12:01 a.m., and will end at 11:59 p.m. on the dates shown below. 

 
 

 
Coverage period Fall - 2nd - 4th Year 

7/1/23 - 12/31/23 
Fall - 1st Year 

8/07/23 - 12/31/23 
Spring/Summer 

1/1/24 - 6/30/24 

Student $3,458.07 $2,777.61 $3,458.07 

Spouse $3,458.07 $2,777.61 $3,458.07 

One child $3,458.07 $2,777.61 $3,458.07 

 
 
 
 
 
 
 
 

The rates listed above include a prorated annual $2.00 fee for Togetherall behavioral health benefits provided by Togetherall. 
*The above rates include premiums for the plan and commissions. 
If you withdraw from school or request cancellation of coverage within the first 31 days of the coverage effective date, you will not be covered under the Policy and the full premium will be refunded. After 31 days from the effective date of coverage, you will be covered for the 
full period for which you have enrolled and no refund of premium will be allowed. 
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Dates to remember 
 

Open enrollment 
◦ Fall: - 4th Year: 

4/18/23 - 5/15/23 

◦ Fall - 1st Year: 
7/17/23 - 7/31/23 

Waiver deadlines 
You can waive your Anthem Student Advantage if 
you have comparable coverage. 

◦ Fall - 2nd - 4th Year: 
5/15/23 

◦ Fall - 1st Year: 
7/31/23 Spring/Summer: 11/30/23 

 
 
 
 
 
 
 

 

 
If you have questions about enrollment and waiver options, 
visit einstein.myahpcare.com. 

http://einstein.myahpcare.com/


 

Keep in touch 
with your benefits 
information 

 
Claims and coverage 
844-412-0752 
Anthem Blue Cross Life and Health Insurance Company 
P.O. Box 105187 
Atlanta, GA 30348-5188 

 
Benefits, eligibility, and enrollment 
Academic HealthPlans 
einstein.myahpcare.com 
Albert Einstein College of Medicine 
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Convenient access 
to care 
Access the care you need, when you need it, and in the way that 
works best for you. 

 
 

Sydney Health app 
With the SydneySM Health1 mobile app through 
Anthem Student Advantage, you have instant 
access to: 
◦ Your member ID card. 
◦ The Find a Doctor tool. 
◦ More information about your plan benefits. 
◦ Health tips that are tailored to you. 
◦ LiveHealth Online and 24/7 NurseLine. 
◦ Student support specialists 

(through click-to-chat or by phone). 
 

Access the Sydney Health app 
Go to the App StoreSM or Google PlayTM and search for 
the Sydney Health app to download it today. 

 
 

LiveHealth Online 
From your mobile device or computer with 
a webcam, you can use LiveHealth Online to visit with 
a board-certified doctor, psychiatrist, or licensed 
therapist through live video.2 To sign up, go to the 
Sydney Health app or livehealthonline.com. You can 
also download the LiveHealth Online app. 

24/7 NurseLine 
Call 1-844-545-1429 to speak to a registered 
nurse who can help you with health issues like 
fever, allergy relief, cold and flu symptoms and 
where to go for care. Nurses can also help you 
enroll in health management programs if you 
have specific health conditions, and remind you 
about scheduling important screenings and 
exams, and more. 

 
Provider finder 
Visit www.empireblue.com/find-care/ to find the 
right doctor or facility close to where you are. 

 
Anthem Student Advantage 
Albert Einstein College of Medicine website 
Use student.empireblue.com/student/schools/aecm 
to see your health plan information, including providers, 
benefits, claims, covered drugs and more. 

 
 
 
 
 
 
 
 
 
 
 
 

1 Sydney Health is a service mark of CareMarket, Inc. 

2 Appointments subject to availability of a therapist. Psychologists or therapists using LiveHealth Online cannot prescribe medications. Online counseling is not appropriate for all kinds of problems. If you are in crisis or have suicidal thoughts, it’s important that you seek help 
immediately. Please call 1-800-784-2433 (National Suicide Prevention Lifeline) or 911 and ask for help. If your issue is an emergency, call 911 or go to your nearest emergency room. LiveHealth Online does not offer emergency services. 

LiveHealth Online is the trade name of Health Management Corporation, a separate company, providing telehealth services on behalf of Anthem Blue Cross and Blue Shield. 

http://livehealthonline.com/
http://www.empireblue.com/find-care/
https://student.empireblue.com/student/schools/aecm
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Your plan 
details 
This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not 
reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations 
and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference between this summary and the 
Evidence of Coverage (EOC), the Evidence of Coverage (EOC) will prevail. Plan benefits are pending approval with the state and 
subject to change. 

Medical 
 

 
Covered Medical Benefits Cost if you use an 

In-Network Provider 
Cost if you use an 

Out-of-Network Provider 

Overall Deductible $500 person $3,500 person 

Out-of-Pocket Limit $5,000 person/$6,600 family $10,000 person 
/$30,000 family 

The family deductible and out-of-pocket maximum are embedded, meaning the cost shares of one family member will be 
applied to the per person deductible and per person out-of-pocket maximum; in addition, amounts for all covered family 
members apply to the family deductible and family out-of-pocket maximum. No one member will pay more than the per 
person deductible or per person out-of-pocket maximum. 
All medical and prescription drugs deductibles, copayments and coinsurance apply toward the out-of-pocket maximum. 
In-network and out-of-network deductibles and out-of-pocket maximum amounts are separate and do not accumulate toward 
each other. 

Preventive Care/Screening/Immunization No charge 30% coinsurance after 
medical deductible is met 

Virtual Care (Telemedicine / Telehealth Visits) 

Virtual Visits with Doctors who also provide services in 
person Primary Care (PCP) 

$20 copay per visit deductible 
does not apply 

$30 copay per visit and 
30% coinsurance deductible 

does not apply 
 

   

Mental Health and Substance Abuse Care No charge 30% coinsurance deductible 
does not apply 

 
Specialist Care 

 
$20 copay per visit deductible 

does not apply 

 
 

$30 copay per visit and 
30% coinsurance deductible 

does not apply 

 
Primary Care (PCP) and Mental Health and 
Substance Abuse Care No charge 30% coinsurance deductible 

does not apply 
 

Specialist Care 
 

$20 copay per visit deductible 
does not apply 

 
 

$30 copay per visit and 
30% coinsurance deductible 

does not apply 

Anthem-enabled device 

 
 
 

 
Student Health Insurance Plan: 
Albert Einstein College of Medicine 

Your network: 
PPO 

http://www.livehealthonline.com/
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Covered Medical Benefits 

 
Cost if you use an 

In-Network Provider 

 
Cost if you use an 

Out-of-Network Provider 

Visit in an office 
    

 
Primary Care (PCP) 

 
$20 copay per visit deductible 

does not apply 

 $30 copay per visit and 
30% coinsurance deductible 

does not apply 
 

Specialist Care 
 

$20 copay per visit deductible 
does not apply 

 $30 copay per visit and 
30% coinsurance deductible 

does not apply 

Other Practitioner Visits 
    

Routine Maternity Care (Prenatal and Postnatal) 
In-Network routine prenatal office visits and other 
preventive prenatal care and screening are covered 
at 100%. 

  
$20 copay per visit 

deductible does not apply 

  
$30 copay per visit 

deductible does not apply 

 
Retail health clinic 

 
$20 copay per visit 

deductible does not apply 

 $30 copay per visit and 
30% coinsurance deductible 

does not apply 
 

Manipulation Therapy 
 

$20 copay per visit 
deductible does not apply 

 $30 copay per visit and 
30% coinsurance deductible 

does not apply 

Acupuncture 
 20% coinsurance after 

deductible is met 
 40% coinsurance after 

deductible is met 

Other services in an office 
    

 
Allergy Testing 

 
$20 copay per visit 

deductible does not apply 

 $30 copay per visit and 30% 
coinsurance deductible does 

not apply 

Chemo/Radiation Therapy 
 20% coinsurance after 

deductible is met 
 40% coinsurance after 

deductible is met 

Dialysis/Hemodialysis 
 20% coinsurance after 

deductible is met 
 40% coinsurance after 

deductible is met 

Prescription Drugs - Dispensed in the office 
 $20 copay per visit 

deductible does not apply 
 $30 copay per visit 

deductible does not apply 
 

Surgery 
 

$20 copay per surgery 
deductible does not apply 

 $30 copay per visit and 30% 
coinsurance deductible does 

not apply 

Diagnostic Services 
    

Lab 
    

Office 
 20% coinsurance deductible 

does not apply 
 40% coinsurance deductible 

does not apply 

Freestanding Lab/Reference Lab 
 20% coinsurance deductible 

does not apply 
 40% coinsurance deductible 

does not apply 

Outpatient Hospital 
 20% coinsurance deductible 

does not apply 
 40% coinsurance deductible 

does not apply 
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Covered Medical Benefits Cost if you use an 

In-Network Provider 

 
Cost if you use an 

Out-of-Network Provider 

X-Ray 
   

Office 20% coinsurance deductible 
does not apply 

 40% coinsurance deductible 
does not apply 

 

Freestanding Radiology Center 20% coinsurance deductible 
does not apply 

 40% coinsurance deductible 
does not apply 

 

Outpatient Hospital 20% coinsurance deductible 
does not apply 

 40% coinsurance deductible 
does not apply 

Advanced Diagnostic Imaging 
   

Office 20% coinsurance deductible 
does not apply 

 40% coinsurance deductible 
does not apply 

 

Freestanding Radiology Center 20% coinsurance deductible 
does not apply 

 40% coinsurance deductible 
does not apply 

 

Outpatient Hospital 20% coinsurance deductible 
does not apply 

 40% coinsurance deductible 
does not apply 

Emergency and urgent care 
   

 
Urgent Care $20 copay per visit 

deductible does not apply 

 $40 copay per visit and 
30% coinsurance deductible 

does not apply 
 

 
Emergency Room Facility Services 

$150 copay per visit and 20% 
coinsurance deductible does 

not apply 

  
Covered as In-Network 

 

Emergency Room Doctor and Other Service No charge  Covered as In-Network 
 

Emergency Ambulance 20% coinsurance after 
deductible is met 

 
Covered as In-Network 

Outpatient Mental/Behavioral Health and Substance Abuse 

Doctor Office Visit No charge 
 30% coinsurance 

deductible does not apply 
 

Facility Visit: 
Coinsurance limited to the copay amount reflected for 
Primary Care Office visit. 
Facility Fees 

 
No charge 

  
30% coinsurance 

deductible does not apply 
 

Doctor Services No charge 
 30% coinsurance 

deductible does not apply 

Outpatient Surgery 
   

Facility Fees 
Hospital 

20% coinsurance after 
deductible is met 

 40% coinsurance after 
deductible is met 

 

Freestanding Surgical Center 20% coinsurance after 
deductible is met 

 40% coinsurance after 
deductible is met 

 

Doctor and Other Services 
Hospital 

20% coinsurance after 
deductible is met 

 40% coinsurance after 
deductible is met 

 

Freestanding Surgical Center 20% coinsurance after 
deductible is met 

 40% coinsurance after 
deductible is met 
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Covered Medical Benefits 

 
Cost if you use an 

In-Network Provider 

 
Cost if you use an 

Out-of-Network Provider 

Hospital (Including Maternity, Mental / Behavioral Health, Substance Abuse) 

Facility fees 
Coverage for Inpatient Rehabilitation is limited to 60 days 
per benefit period. 

 
20% coinsurance after 

deductible is met 

 
40% coinsurance after 

deductible is met 

Human Organ and Tissue Transplants 
Coverage includes acquisition and transplant 
procedures, collection and storage. 

 
20% coinsurance after 

deductible is met 

 
40% coinsurance after 

deductible is met 

Doctor and other services 
 20% coinsurance after 

deductible is met 
 40% coinsurance after 

deductible is met 

Recovery & Rehabilitation 

Home Health Care 
 20% coinsurance after 

deductible is met 
 40% coinsurance after 

deductible is met 

Rehabilitation service 

Office 
 20% coinsurance after 

deductible is met 
 40% coinsurance after 

deductible is met 

Outpatient Hospital 
 20% coinsurance after 

deductible is met 
 40% coinsurance after 

deductible is met 

Habilitation service 

Office 
 20% coinsurance after 

deductible is met 
 40% coinsurance after 

deductible is met 

Outpatient Hospital 
 20% coinsurance after 

deductible is met 
 40% coinsurance after 

deductible is met 

Cardiac rehabilitation 

Office 
 20% coinsurance after 

deductible is met 
 40% coinsurance after 

deductible is met 

Outpatient Hospital 
 20% coinsurance after 

deductible is met 
 40% coinsurance after 

deductible is met 

Skilled Nursing Care (facility) 
 20% coinsurance after 

deductible is met 
 40% coinsurance after 

deductible is met 

Inpatient Hospice 
 20% coinsurance after 

deductible is met 
 40% coinsurance after 

deductible is met 

Durable Medical Equipment 
 20% coinsurance after 

deductible is met 
 40% coinsurance after 

deductible is met 

Prosthetic Devices 
 20% coinsurance after 

deductible is met 
 40% coinsurance after 

deductible is met 
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Pharmacy 
 

 
Covered Prescription Drug Benefits 

 
Cost if you use an 

In-Network Provider 

 
Cost if you use an 

Out-of-Network Provider 

Pharmacy Deductible  Not applicable  Not applicable 

Pharmacy Out of Pocket Limit 
 Combined with In-Network 

medical out-of-pocket limit 
 Combined with In-Network 

medical out-of-pocket limit 
Prescription Drug Coverage 
Cost shares for drugs included on the Traditional Open drug list appear below. Your plan uses the . You may receive up to a 90 
day supply of medication at Retail 90 pharmacies. 

Home Delivery Pharmacy 
You will need to call us on the number on your ID card to sign up when you first use the service 

 
 

Tier 1 - Typically Generic 
Per 30 day supply (retail pharmacy and Retail 90 
pharmacy). Per 90 day supply (home delivery). 

 Tier 1 - $20 copay per 
prescription, deductible 
does not apply (retail) and 
$50 copay per prescription, 
deductible does not apply 
(home delivery) 

  
Tier 1 - $20 copay per 
prescription, deductible does 
not apply (retail) and Not 
covered (home delivery) 

 
 

Tier 2 – Typically Preferred Brand 
Per 30 day supply (retail pharmacy and Retail 90 
pharmacy). Per 90 day supply (home delivery). 

 Tier 2 - $40 copay per 
prescription, deductible 
does not apply (retail) and 
$100 copay per prescription, 
deductible does not apply 
(home delivery) 

  
Tier 2 - $40 copay per 
prescription, deductible does 
not apply (retail) and Not 
covered (home delivery) 

 
Tier 3 - Typically Non-Preferred Brand / 
Specialty Drugs 
Per 30 day supply (retail pharmacy and Retail 90 
pharmacy). Per 90 day supply (home delivery). Per 30 day 
(specialty pharmacy). 

 
Tier 3 - $60 copay per 
prescription, deductible 
does not apply (retail) and 
$150 copay per prescription, 
deductible does not apply 
(home delivery) 

  

Tier 3 - $60 copay per 
prescription, deductible does 
not apply (retail) and Not 
covered (home delivery) 
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Pediatric Vision Limited to covered persons under the age of 19 
 

 
Covered Vision Benefits 

 Cost if you use an 
In-Network Provider 

 Cost if you use an 
Out-of-Network Provider 

This is a brief outline of your vision coverage. Only children’s vision services count towards your out of pocket limit. 

Children’s Vision Essential Health Benefits (up to age 19)     

Vision exam 
Limited to 1 exam per benefit period. 

  
No charge 

  
Reimbursed Up to $30 

Frames 
Limited to 1 unit per benefit period. 

  
No charge 

  
Reimbursed Up to $45 

Lenses 
Limited to 1 unit per benefit period combined with OON 
Coverage. OON Reimbursement: Single Reimbursed 
Up to $25, Bifocal Reimbursed Up to $40, Trifocal 
Reimbursed Up to $55. 

  
 

No charge 

  
 

Receives Reimbursement 

Elective Contact Lenses 
Limited to 1 unit per benefit period. 

  
No charge 

  
Reimbursed Up to $60 

Non-Elective Contact Lenses 
Limited to 1 unit per benefit period. 

  
No charge 

  
Reimbursed Up to $210 

 
 

Adult Vision 
 

 
Covered Vision Benefits 

 Cost if you use an 
In-Network Provider 

 Cost if you use an 
Out-of-Network Provider 

Adult Vision Coverage     
 

Exam Copay and Frequency 
 $10 Once Every 

Benefit Period 
  

Reimbursed Up to $42 

Prescription Lens Copay and Frequency 
Limited to 1 unit per benefit period combined with OON 
Coverage. OON Reimbursement: Single Reimbursed 
Up to $40, Bifocal Reimbursed Up to $60, Trifocal 
Reimbursed Up to $80. 

  

$10 Once Every 
Benefit Period 

  
 

Receives Reimbursement 

 
Frame Benefit and Frequency 

 $130 Once Every 2 
Benefit Periods 

  
Reimbursed Up to $45 

 
Elective Contact Lens Benefit and Frequency 

 $130 Once Every 2 
Benefit Periods 

  
Reimbursed Up to $105 

Non Elective Contact Lens Benefit and Frequency 
 Covered in Full Once Every 

Benefit Period 
 

Reimbursed $210 
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Pediatric Dental Limited to covered persons under the age of 19. 
 

 
Covered Dental Benefits 

 Cost if you use an 
In-Network Provider 

 Cost if you use an 
Out-of-Network Provider 

This is a brief outline of your dental coverage. Only children’s dental services count towards your out of pocket limit. 

Children’s Dental Essential Health Benefits (up to age 19) 

Diagnostic and preventive 
Limited to 2 visits per 12 months. 

  
No charge 

  
No charge 

Basic services 
 20% coinsurance 

deductible does not apply 
 20% coinsurance 

deductible does not apply 

Major services 
 50% coinsurance 

deductible does not apply 
 50% coinsurance 

deductible does not apply 

Medically Necessary Orthodontia services 
 50% coinsurance 

deductible does not apply 
 50% coinsurance 

deductible does not apply 

Cosmetic Orthodontia services 
 

Not covered 
 

Not covered 

Deductible 
 Combined with medical 

deductible 
 Combined with medical 

deductible 
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Adult Dental 
 

 
Covered Dental Benefits 

 
Cost if you use an 

In-Network Provider 

 
Cost if you use an 

Out-of-Network Provider 

Deductibles     

 
Annual Deductible 

  
$50 

  
$50 

Family Deductible 
 

3X Individual 
 

3X Individual 

 
Deductible Waived - Diag/Prev 

  
Yes 

  
Yes 

Deductible Waived – Orthodontics  N/A  N/A 

Cost-Shares     

Diagnostic & Preventive  100% Coinsurance  100% Coinsurance 

Basic Preventive  80% Coinsurance  80% Coinsurance 

Non Surgical Endodontics  Not Covered  Not Covered 

Surgical Endodontics  Not Covered  Not Covered 

Non Surgical Periodontics  80% Coinsurance  80% Coinsurance 

Surgical Periodontics  50% Coinsurance  50% Coinsurance 

Simple Oral Surgery  50% Coinsurance  50% Coinsurance 

Complex Oral Surgery  50% Coinsurance  50% Coinsurance 

Major Restorative  Not Covered  Not Covered 

Prosthetics  Not Covered  Not Covered 

Prosthetic Repairs & Adjustments  Not Covered  Not Covered 

Orthodontics  Not Covered  Not Covered 

Orthodontic Covers  None  None 

Maximums     

Annual Maximum  $1,000  $1,000 

Annual Maximum Carryover/Carry in  No/No  No/No 

Out of Pocket Maximum Individual/Family  Not Applicable  Not Applicable 

Lifetime Orthodontic Maximum  N/A  N/A 
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As a participant in the student health plan, you have access to the emergency travel services and benefits when 
you are traveling over 100 miles from home or outside your home country. 

Emergency 
travel assistance 

 
 
 
 
 

To ensure you have immediate access to assistance if you experience a travel 
related crisis: 
Academic HealthPlans has included Academic Emergency Services (AES) in your Student Health Insurance Plan coverage. AES 
offers a wide range of services and benefits to provide everything you need to prepare for your international experience, as well as 
get the help or information you need in a crisis. 

 

Academic Emergency Services Number 
 

 
To contact Academic Emergency Services from the U.S or Canada, call: 

 
1-855-873-3555 

 
To contact Academic Emergency Services from outside the U.S. or Canada, dial the 
country access code followed by the collect number: 

 
1-610-263-4660 
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Designed with 
you in mind 
Offering you healthy support 
and convenient benefits to help 
you stay focused on your 
education and your future. 
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Notes  
 

◦ Members are encouraged to always obtain prior approval when using non-network providers. Precertification will help the 
member know if the services are considered not medically necessary. 

◦ No charge means no deductible/copayment/coinsurance up to the maximum allowable amount. 0% means no coinsurance 
up to the maximum allowable amount. However, when choosing a Non-network provider, the member is responsible for any 
balance due after the plan payment. 

◦ When using a non-network pharmacy, members are responsible for the stated copay & costs in excess of the prescription 
drug maximum allowed amount. Members will pay upfront and submit a claim form. 

◦ For additional information on limitations and exclusions and other disclosure items that apply to this plan, go to 
https://le.anthem.com/pdf?x=NY_SH_PPO 

 
This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does not 
reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations 
and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference between this summary and the 
Evidence of Coverage (EOC), the Evidence of Coverage (EOC), will prevail. 

https://le.anthem.com/pdf?x=NY_SH_PPO
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Access help in your language 
If you have questions about this document, you have the right to help and information in your language at no cost. 
To talk to an interpreter, call 855-330-1098. 
Separate from our language assistance program, we make documents available in alternate formats for members 
with visual impairments. If you need a copy of this document in an alternate format, please call the customer service 
telephone number on the back of your ID card. (TTY/TDD: 711) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

It is important we treat you fairly 

That is why we follow federal civil rights laws in our health programs and activities. We do not discriminate, exclude people, or treat them differently on the basis 
of race, color, national origin, sex, age or disability. For people with disabilities, we offer free aids and services. For people whose primary language is not English, 
we offer free language assistance services through interpreters and other written languages. If you are interested in these services, call the Customer Service 
number on your ID card for help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age, disability 
or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance Coordinator, P.O. 
Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. You can also file a complaint with the U.S. Department of Health and Human Services, Office for Civil 
Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or online at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

http://www.hhs.gov/ocr/office/file/index.html


 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

STUDENT ADVANTAGE 
 
 

 
 
 
 
 

Services provided by Empire HealthChoice HMO, Inc. and/or Empire HealthChoice Assurance, Inc., dba Empire BlueCross BlueShield. Independent licensees of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield plans. 

 
If you have questions, 
we’re here to help. 
Call 1-844-412-0752 or visit us at 
student.empireblue.com/student/schools/aecm. 

http://student.empireblue.com/student/schools/aecm

	2023-2024
	Helping keep you at your personal best
	Albert Einstein College of Medicine
	Student Health Insurance Plan


	Welcome to Anthem Student Advantage
	What you need to know about Anthem Student Advantage

	Coverage periods and rates
	Dates to remember

	Keep in touch with your benefits information
	Claims and coverage
	Benefits, eligibility, and enrollment

	Convenient access to care
	Access the care you need, when you need it, and in the way that works best for you.

	Your plan details
	Emergency travel assistance
	Notes
	Access help in your language


