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Welcome to Independence Blue Cross

Thank you for choosing Independence Blue Cross (Independence). Our goal is to
provide you with health care coverage that can help you manage your health care
needs. This Benefit Booklet will help you understand your Independence coverage so
that you can take full advantage of your membership by becoming familiar with the
benefits and services available to you.

You'll find valuable information on:

*  What services are and are not covered by your health insurance
* How decisions are made about what is covered

* How to use our member website, ibxpress.com

* How to get in touch with us if you have a problem

If you have any other questions, feel free to call Customer Service at 1-800-ASK-
BLUE (TTY: 711) and we will be happy to assist you.

Again, thank you for being a member of Independence. We look forward to providing
you with quality health care coverage.

Introduction to your health plan

You have Personal Choice® PPO coverage, which means you have the freedom
to see any doctor or specialist in or out of our large network, without a referral.
You will also receive the highest level of benefits when you receive care through
our “preferred” network.

Using your ID card

You and your covered dependents will each receive an Independence identification
(ID) card. It is important to take your ID card with you wherever you go because it
contains information like what to pay when visiting your doctor, specialist, or the
emergency room (ER). You should present your ID card when you receive care,
including doctor visits or when checking in at the ER.

The back of your ID card provides information about medical services, what to do in
an emergency situation, and how to use your benefits when out of network.

If any information on your ID card is incorrect, you misplace an ID card, or need to
print out a temporary ID card, you may do so through ibxpress.com, our member
website. You may also call 1-800-ASK-BLUE (TTY: 711) and we will issue

you a new ID card.

IBX Wire®

When you receive your ID card, call the toll-free number on the sticker affixed to the
card to confirm receipt. You will also be given the option to sign up for IBX Wire, a
free messaging service. IBX Wire is an innovative way for you to receive timely and
helpful communications on your smartphone. If you choose to opt in, you will have
access to a private message board and will receive text messages about once every
other week that communicate helpful, relevant information about your health plan,
maximizing your benefits, and wellness programs.



Locating a network physician or hospital

You have access to our expansive provider network of physicians,
specialists, and hospitals. You may search our provider network by going to
ibx.com/providerfinder. Provider and facility profiles include interactive
location maps and details on specialties, staff languages spoken, patients
accepted, and more. You may also call 1-800-ASK-BLUE

(TTY: 711) and a Customer Service associate will help you locate a provider.

All network providers are required to provide coverage 24 hours a day, 7
days a week, either in office or by on-call/answering services. However, you
may choose to use an alternative care setting such as an urgent care or
retail health clinic.

Rights and responsibilities

To obtain a list of Rights and Responsibilities, log onto
www.ibx.com/members/quality_management/member_rights.html, or
call the Customer Service telephone number on the back of your ID Card.

How to receive care

Scheduling an appointment

Simply call your doctor’s office and request an appointment. If possible,
call network providers 24 hours in advance if you are unable to make it to

a scheduled appointment.
Obtaining precertification

You are not required to obtain precertification when you are treated in a
Personal Choice network hospital or facility or by a Personal Choice network
physician. If your Personal Choice network provider fails to obtain
precertification, you will not be responsible for financial penalties.

When you must obtain precertification:

If you are receiving care from a BlueCard
PPO provider, another Blue plan provider, or an out-of-network provider, you
are responsible for initiating precertification or prior authorization.

Call 1-800-ASK-BLUE (TTY: 711) to speak with a Care Management and
Coordination team member to obtain precertification for your need.

Using your preventive care benefits

Quality care and prevention are vital to your long-term health and well-being.
That's why we cover 100 percent of certain preventive services, offering
them

without a copayment, coinsurance, or deductible if received from your in-
network provider.

Covered preventive services include, but are not limited to:
* Screenings for:

— breast, cervical, and colon cancer

— vitamin deficiencies during pregnancy
— diabetes

— high cholesterol

— high blood pressure

Stay in the know

Get important plan
information, health
reminders, and money-
saving tips and discounts
sent directly to your
smartphone.

Text IBX to 73529 to sign
up.*




* Routine vaccinations for children, adolescents, and adults as determined by
the CDC (Centers for Disease Control and Prevention)

*  Women'’s preventive health services, such as:

— well-woman visits (annually)

— screening for gestational diabetes

— human papillomavirus (HPV) DNA testing

— counseling for sexually transmitted infections

— counseling and screening for human immunodeficiency virus (HIV)
— screening and counseling for interpersonal and domestic violence
— breastfeeding support, supplies (breast pumps), and counseling

— generic formulary contraceptives, certain brand formulary contraceptives,
and FDA-approved over-the-counter female contraceptives with a
prescription

Be sure to consult with your doctor for preventive services and/or screenings.

* Medical contraceptive procedures, including implantable contraceptive devices and injectable contraceptives,
are covered with no cost-sharing when performed by participating In-network providers. If your health plan
includes a prescription drug benefit, certain FDA approved contraceptives are covered with no cost-sharing when
the prescription is filled at a participating In-network pharmacy. Other exemptions may apply. Refer to your
member handbook and/or benefit booklet to determine if your plan covers in-network preventive services and/or
preventive drugs with no cost-sharing.

Wellness Guidelines

Your health and wellness are important. That's why we provide you with these
nationally recommended tests and screenings to help you and your family stay healthy.
We encourage you to take the time to review these guidelines and discuss them with
your health care provider. Some of these services may require cost-sharing. *
Additional resources along with tips to stay healthy and safe and topics to discuss with

your health care provider are included.

To download our Wellness Guidelines, log on to ibxpress.com and click on the
Health & Wellness Programs tab. Then click on Healthy Living, and then on Wellness
Guidelines.

* The Wellness Guidelines are a summary of recommendations based on the U.S. Preventive Services Task
Force and other nationally recognized sources. These recommendations have been reviewed by our network
health care providers. This information is not a statement of benefits. Please refer to your health benefit plan
contract/member handbook or benefits handbook for terms, limitations, or exclusions of your health benefits plan.

Emergency care

In the event of an emergency, go immediately to the emergency room of the
nearest hospital. If you believe your situation is particularly severe, call 911 for
assistance.

A medical emergency is typically thought of as a medical or psychiatric condition

in which symptoms are so severe, that the absence of immediate medical attention could
place one’s health in serious jeopardy. Most times, a hospital emergency room is not the
most appropriate place for you to be treated.

Hospital emergency rooms provide emergency care and must prioritize patients’ needs.
The most seriously hurt or ill patients are treated first. If you are not in that category, you
could wait a long time.

For urgent or routine care, contact with your doctor. Health care practitioners, or PCPs,
provide coverage 24 hours a day, 7 days a week.

Know where to go for
care

Ibx.com/findcarenow




Urgent Care

Urgent care is necessary treatment for a non-life-threatening, unexpected illness

or accidental injury that requires prompt medical attention when your doctor is unavailable.
Examples include sore throat, fever, sinus infection, ear ache, cuts, rashes, sprains, and

broken bones.

You may visit an urgent care center which offers a convenient, safe, and affordable
treatment alternative to emergency room care when you can’t get an appointment with
your own doctor.

Retail health clinic

Retail health clinics are another alternative when you can’t get an appointment with
your own doctor for non-emergency care. Retail health clinics use certified nurse
practitioners who treat minor, uncomplicated illness or injury. Some retail health clinics
may also offer flu shots and vaccinations.

Not sure what facility to use? Go to ibx.com/findcarenow to help you decide where to
go for care.

You’re covered while traveling with BlueCard® PPO

You can travel with the peace of mind knowing that Blue goes with you wherever
you go. With BlueCard PPO, you simply present your ID card to any participating
Blue Cross® and/or Blue Shield® PPO provider across the country and your costs
are the same as if you were being treated by an in-network local doctor or hospital.

If you run into a medical emergency when you are far away from home, you have two
different options:

* In atrue emergency, go to the nearest ER.

* In an urgent care situation, find a BlueCard provider in the area.
Call 1-800-810-BLUE (TTY: 711) to find an in-network provider
in the area. You may also visit an urgent care center for medical issues
if an in-network provider is unavailable and if you do not require the medical
services of an emergency room. You may also visit the BlueCard Doctor
and Hospital Finder at www.bcbs.com.

Receiving services for mental health, alcohol, or substance
abuse treatment

Magellan Behavioral Health administers your mental health and substance abuse
benefits like outpatient or inpatient mental health or substance abuse services.
Call 1-800-ASK-BLUE (TTY: 711). Refer to the terms and conditions of

your group health plan to find out if you have coverage for mental health and
substance abuse benefits.

Stay Connected

On ibxpress.com you can conveniently and securely view your benefits and

claims information and use the tools that help you take control of your health.
As an Independence Blue Cross member, you and your dependents 18 years
of age and older can create your own accounts on ibxpress.com.

Register on ibxpress.com

To register, simply go to ibxpress.com, click Register, and then follow the directions.
You will need information from your ID card to register, so be sure to have it handy.

Once you're registered, log on to ibxpress.com to:
* View your benefits information

* Review claims information

Out of the area and
need care?

Call 1-800-810-BLUE
(TTY: 711) to find an in-
network provider in the
area.




* Review annual out-of-pocket expenses
* Request a replacement ID card and print a temporary 1D card
* View and print referrals
* Download forms
Online tools to help make informed health care decisions

The ibxpress.com website also provides you with tools and resources to help you
make informed health care decisions:

* Doctor and Hospital Finder help you find the participating

doctors and hospitals that are equipped to handle your needs. Simple

navigation helps you get fast and accurate results. Plus, when you
select

your health plan type your results are customized based on your
network,

making it easy to locate a participating doctor, specialist, hospital, or
other

medical facility. You’ll even be able to read patient ratings and
reviews and

rate your doctors and write your own reviews.

* Health Navigator allows members to match medical symptoms with relevant
assessments and appropriate treatments. The tool can help you decide on
the best place to seek care such as at your doctor's office, an urgent care
center, retail clinic or emergency room.

» Well-being Profile is an easy-to-use health survey that only takes 15
minutes to complete. It gives you a snapshot of your current health
and health history, lifestyle habits, overall well-being, and risk
factors. Based on your answers, it gives you a private and
personalized report detailing what you are doing well, suggested areas
of improvement, and recommended focus areas.

¢ Health Trackers allow you to chart your health progress over time.
Keep a record of your weight, physical activity, blood pressure, labs,
screenings and more.

¢ Personal Health Record helps you store, maintain, track, and
manage

your health information in one centralized and secure location. Your
Personal

Health Record is updated once we process claims received from
participating

providers.

» Achieve Well-being online tools and resources help you achieve
what
important to you in a way that's simple, easy, and fun. Here's how it
works:
— Complete the Well-being Profile.
— Start a program.
— Develop your action plan to get fit, eat right, sleep better,
manage stress, or achieve your own health goal.
— Sync your devices to track your progress.
— Stay motivated with tokens and badges for achievements.
— Look for reminders, encouraging emails, and text messages.



Take advantage of member discounts

Get rewarded for taking small steps every day that can add up to big changes in your
health. Our Healthy Lifestyles Solutions discount programs — Blue InsiderSM,
Blue365®, and GlobalFit® — offer you discounts to local, regional, and national
companies. Learn more at ibx.com/discounts.

Manage your health on the go with the IBX app

Download the free IBX app for your smartphone to help you make the most of your
health plan. The IBX app gives you easy access to your health care coverage 24/7,
wherever you are. Use the IBX app to:

*  View and share your ID card

*  Check the status of referrals and claims

*  Access benefits information

*  Find doctors, hospitals, urgent care centers, and retail health clinics
»  Track deductibles and spending accounts

* Review your health history and prescribed medications

*  Access your personalized well-being tools and programs

Download from the App store or Google Marketplace. Log in to the app with the same
username and password you use for ibxpress.com.

Connect with us on Social Media

“Like” the Independence Blue Cross page on Facebook or follow us on Twitter and
Instagram, and you'll find a whole new approach to making healthy lifestyle changes,
one step at a time.

* Receive health and wellness tips that can help you improve your well-being

» Enter contests and promotions

» Connect with other health-minded individuals

» Learn how to incorporate fitness, good nutrition, and stress management
into your everyday life with practical advice

Customer Support

When you need us, we’re here for you. You can contact us to discuss anything
pertaining to your health care, including:

» Benefits and eligibility

+ Claims status

* Requesting a new ID card
*  Well-being programs

Email

To send a secure email to Customer Service, log on to ibxpress.com and click on
the Contact Us link. On the Contact Us page you will see a link that allows you to
send your inquiries or comments directly to Customer Service.

Mail

Independence Blue Cross
1901 Market Street
Philadelphia, PA 19103-1480

Our walk-in service, located at 1919 Market Street, 2 Floor, is open Monday
through Friday from 8 a.m. to 5 p.m.

Your one-stop shop

ibxpress.com




Call

Call 1-800-ASK-BLUE (TTY: 711) to speak to one of our experienced Customer
Service team members, who are available to answer your questions Monday through
Friday, 8 a.m. to 6 p.m.

Services for members with special needs

If a language other than English is your primary language, call Customer Service at 1-
800-ASK-BLUE (TTY: 711) and they will work with you through an interpreter over the
telephone to help you understand your benefits and answer any questions you may
have.



Independence

Pharmacy

Using your prescription drug benefits
Find out how to fill prescriptions

Independence Blue Cross Prescription Drug Program

Your prescription drug benefit program, administered by FutureScripts®, an
independent company, provides many advantages to help you easily and safely
obtain the prescription drugs you need at an affordable cost.

Take a look at the advantages:

* Easy to use. A national network of retail pharmacies will recognize and
accept your member identification (ID) card.

* Low out-of-pocket expenses. When you use a participating pharmacy,
your out-of-pocket costs are based on a discounted price, fixed
copayments, or coinsurance.

* No paperwork. You don’t have to file a claim form or wait for
reimbursement when you use a participating pharmacy.

* High level of safety. When you fill a prescription at a participating
pharmacy, your pharmacy can identify harmful drug interactions and other
dangers by viewing your drug history.

* Mail order. If you take maintenance drugs for an ongoing or chronic
condition, you may be able get your prescriptions delivered to your
home through mail order. Mail order purchases allow you to get a larger
supply of drugs than what might be available to you at the retail pharmacy.
And, depending upon your plan design, your out-of-pocket expenses may
be lower and you won'’t have to visit the pharmacy as often.

How to fill your prescription at a retail pharmacy

Present your ID card and your prescription at a FutureScripts participating
pharmacy for your plan. The pharmacist will confirm your eligibility for
benefits and determine your share of the cost of your prescription. Your
doctor may also electronically submit your prescription to your pharmacy.

Participating pharmacies

A pharmacy is considered participating if it is in the FutureScripts pharmacy
network for your plan. If your plan includes the FutureScripts Preferred pharmacy

network, a smaller version of the full FutureScripts pharmacy network, Walgreens and

Rite Aid are not participating pharmacies.

The FutureScripts network is a large national network of retail pharmacies. When

you’re traveling, you will find that most of the pharmacies in all 50 states accept your
ID card and can fill your prescription for the same cost you pay at home, if you use a

participating pharmacy.

There is no need to select just one pharmacy to fill your prescription needs.

To locate a participating pharmacy, visit ibxpress.com or call the number on your ID

card.

Find a pharmacy

Visit ibxpress.com
or call the number on your
ID card.

FUTURE
SCRIPTS.



Non-participating pharmacies

If your prescription is filled at a pharmacy that does not participate in the network for
your plan, you will have to pay the pharmacy’s

regular charge right at the counter. Then, depending on your plan design,

you may submit a prescription reimbursement claim form for partial reimbursement
to the address noted on the form. Your reimbursement check should arrive within 14
days from the day your claim

form is received.

Keep in mind that your plan sponsor selected Independence Blue Cross
(Independence) and/or its subsidiaries based in part on the discounted drug prices
that FutureScripts has negotiated. When you use a non-participating pharmacy that
has not agreed to charge a discounted price, it costs your plan more money; part of
that cost is passed on to you.

Understanding your prescription

A brand drug is manufactured by only one company, which advertises and sells
its product under a special trade name. In many cases, brand drugs are quite
expensive, which is why your share of the cost is higher. Generic drugs are
typically manufactured by several companies and are almost always less
expensive than the brand drug. Generic drugs are approved by the U.S. Food
and Drug Administration (FDA) to ensure they are as safe and effective as their
brand counterparts. However, not every brand drug has a generic version.

We provide our members with comprehensive prescription drug coverage. The drug
formulary includes generic drugs and a defined list of brand drugs that have been
evaluated for their medical effectiveness, positive results, and value. The formulary is
reviewed regularly to ensure its continued effectiveness.

To check the formulary status of drugs, simply log onto ibxpress.com.

In addition to the drug formulary, you will also find helpful information on
these related topics:

* Prior authorization process
* Formulary exception process

« Age and quantity level limits

If you're not sure if brand or generic drugs are right for you, talk to your doctor. The
pharmacist may, on occasion, discuss with your physician whether an alternative drug
might be appropriate for you. Let your physician know if you have a question about a
change in prescription or if you prefer the original prescription. Your physician makes
the final decision on the necessity of you getting a brand drug.

Certain controlled substances and other prescribed medications may be subject to
dispensing limitations. If you have any questions regarding your medication, please
call the Pharmacy Benefits number on the back of your ID card.

Preventive drugs for adults and children

Your prescription drug plan include 100-percent coverage for some preventive
medications when received from an in-network pharmacy. This means that you
won’t have to pay copays, coinsurance, or deductibles for certain preventive
medications with a prescription from your doctor. Receiving this preventive care
will help you stay healthy and may improve your overall health.

For a list of preventive drugs eligible for 100-percent coverage please go to
ibx.com or call the phone number on the back of your ID card.

If you have any

questions about your
prescription drug plan,
call the pharmacy benefits
number on the back of
your ID card.

Brand vs. Generic

Generic drugs are as
effective as brand drugs
and could save you
money. However, consult
your doctor to find out
which drug type is best
for you.




Mail order pharmacy

If your doctor has prescribed a medication that you'll need to take regularly over a
long period of time, the mail-order service is an excellent way to get a long-lasting
supply and, depending on your plan, reduce your out-of-pocket costs.

Mail order is convenient and safe to use

If you choose mail order, your doctor can prescribe a supply that will last up to 90
days. This means that you can get three times as many doses of your maintenance
medication at one time through mail order.

Mail order prescriptions have been safely handled through the mail for many years.
When your order is received, a team of registered, licensed pharmacists checks your
prescription against the record of all drugs dispensed to you by a FutureScripts
network pharmacy. This process ensures that every prescription is reviewed for
safety and accuracy before it is mailed to you.

If there are questions about your prescription, a pharmacist will contact your doctor
before your medication is dispensed. Your medication will be sent to your home
within fourteen days from the date your legible and complete order is received.

There may be times when you need a prescription right away. On these
occasions, you should have your prescription filled at a local participating
pharmacy. If you need medication immediately, but you will be taking it on
an ongoing basis, ask your doctor to write two separate prescriptions: you
can have the first prescription filled locally for an initial 30-day supply of your
medication, and you can send the second prescription to FutureScripts for a
90-day supply provided through the mail.

How to begin using mail order pharmacy:

1. When you are prescribed a chronic or “maintenance” drug therapy, ask your
doctor to write the prescription for a 90-day supply, plus refills. Make sure

your doctor knows that you have a mail-order service so that you get one 90-

day prescription and not three 30-day prescriptions, because the cost of the
three 30-day prescriptions may be more than the cost for one 90-day
prescription. If you're taking medication now, ask your doctor for a new
prescription.

2. Complete the FutureScripts Mail Service Order Form with your first order
only. Forms and envelopes are available by calling the number on your ID
card, or you can download the form from www.ibxpress.com.

3. Be sure to answer all the questions, and include your member ID number.
An incomplete form can cause a delay in processing. Send the completed
Mail Service Order Form, your original 90-day prescription, and your
payment instructions to FutureScripts.

4. Your mail order request will be processed and your medication sent to you
within 14 days from the day FutureScripts receives your order, along with
instructions for future refills. Standard shipping is via U.S. Mail and is free of
charge. Narcotic substances and refrigerated medicines will be shipped by
FedEx® at no additional charge. Your order will be shipped to the address
you provided on the form.

How can my doctor order a prescription for me?

Doctors may call our toll-free number to prescribe your medication(s). Doctors may
submit prescriptions via fax or electronically using ePrescribing. In addition to the
prescription information your doctor must provide member ID number, patient name
and patient date of birth. Note: To be legally valid, the fax must originate from the
physician’s office. All state laws apply.

On-line services

Log on to ibxpress.com
and click on Manage
My Prescription Drugs
to take advantage of
convenient features,
such as:

* Network pharmacy
search

* Formulary search

* Claims information

» Mail-order refill requests




You will be dispensed the lower-priced generic drug (if manufactured) unless your
doctor writes “brand medically necessary” or “dispense as written” on your
prescription, or you indicate that you do not want the generic version of your brand
drug on the Mail Service Order Form. A Mail Service Order Form will be included
with each mail order delivery.

Paying for mail order services

Your payment can be a check or money order (made payable to FutureScripts),
or you can complete the credit card portion of the Mail Service Order Form.
FutureScripts accepts Visa, MasterCard®, Discover®, and American Express®.
Please do not send cash. If you are uncertain of your payment, call the number
on your ID card. If the payment you enclose is incorrect, you will be sent either a
reimbursement check or an invoice, as appropriate.

Mail order refills

You can manage your prescriptions, order refills, and pay for your refills online
through ibxpress.com. You may also review the formulary status of a drug and search
for a network pharmacy online.

When you receive a medication through the mail order service, you will also receive a
notice showing the number of refills allowed by your doctor. To avoid the risk of being
without your medication, mail the refill notice and your payment two weeks before you
expect your present supply to run out. You can also manage and order your refills
over the phone using the pharmacy benefits number on the back of your ID card.

The refill notice will include the date when you should reorder and the number of
refills you have left. Remember, most prescriptions are valid for a maximum of
one year. Please note: PRN (take as needed) refills in the Commonwealth of
Pennsylvania are limited to five times or six months, whichever is less.

If you have any questions concerning this program, please contact FutureScripts
using the phone number on the back of your ID card.

Self-administered Specialty Drug Coverage

Self-injectables and other oral specialty drugs that can be administered by you, the
patient, or by a caregiver outside of the doctor’s office are generally covered under
your prescription drug benefits administered by FutureScripts. Filling your
prescription for a specialty drug via the FutureScripts specialty pharmacy, BriovaRx,
can save you money and provide you with support by a pharmacist very experienced
with specialty medications and their side-effects.

The administration of a self-injectable drug by a medical professional is covered
under your IBC medical benefit, even if you obtained the self-injectable through

the FutureScripts specialty pharmacy. However, the drug itself will be covered under
your prescription drug benefit. The self-injectable drugs that are covered under your
medical plans include drugs that:

¢ are required by law to be covered under both medical benefits and pharmacy
benefits (for example, insulin);

¢ are required for emergency treatment, such as self-injectables that counteract
allergic reactions.

An independent pharmacy benefits management (PBM) company, FutureScripts, administers our prescription
drug benefits and is responsible for providing a network of participating pharmacies and processing pharmacy
claims. The PBM also negotiates price discounts with pharmaceutical manufacturers and provides drug
utilization and quality reviews. Price discounts may include rebates from a drug manufacturer based on the
volume purchased. Independence Blue Cross anticipates that it will pass on a high percentage of the expected
rebates it receives from its PBM through reductions in the overall cost of pharmacy benefits.

Under most benefit plans, prescription drugs are subject to a member copayment.

Independence Blue Cross is an independent licensee of the Blue Cross and Blue Shield Association.

FutureScripts, an OptumRx company, is an independent company that provides pharmacy benefit
management services.

Independence



Independence &x
Vision

The clear solution to your vision care needs

Use your vision benefits

Vision problems are among the most prevalent health issues in the United States. Nearly 176
million American adults wear some form of vision correction.* An eye exam can help prevent
vision problems and help detect more serious chronic health conditions, such as diabetes,
hypertension, and heart disease.

Your vision plan gives you access to timely treatment and covered services like
refraction, glaucoma screenings, and dilation that will help paint a picture of

View your benefits your overall health.

online Freedom of provider choice

Visit You have access to the Davis Vision provider network of 72,000 access points which
includes ophthalmologists, optometrists, and regional and national retailers, including

Ibxpress.com Visionworks.

Choose from an extensive frame collection

You can select any frame from the Davis Vision Exclusive Frame Collection of stylish,
Contemporary frames covered in full, or with a minimal copay. You also have the

freedom to use your frame allowance at any network location toward any frame

on the market today. This includes Visionworks, which has over an average of 2,000 frames
to choose from per store.

The Davis Vision Exclusive Frame Collection features over 200 of the latest frames to mirror
the fit, function, and fashion needs of today’s vision care consumer. Every frame or lens
purchased at a participating provider is backed by an unconditional one-year breakage
warranty for repair or replacement.

Coverage for contacts and laser vision correction

You can purchase replacement contact lenses through DavisVisionContacts.com, a mail-
order contact lens replacement program. If you're interested in Laser Vision Correction, you
can receive up to 25 percent off a participating provider's usual and customary fees, or 5
percent off any participating provider’s advertised specials on laser vision correction
services.

You can also view your benefits online through ibxpress.com. You can:
* Check eligibility

* Locate a participating provider

* View the Davis Vision Collection of frames

DAVIS VISION

EYECARE EEFRAMED™



Visionworks’ retail centers offer affordability, choice, and convenience
Visionworks’ optical retail centers are a cornerstone of the provider network
and support Independence Blue Cross’s commitment to choice.
Visionworks retail centers are located across the Philadelphia five-county
area, surrounding counties, and states, making it convenient to find one
close to you.

Visionworks has high-quality eyeglasses, designer frames, and a wide
variety of contact lenses, reading glasses, and specialty lenses all at great
prices. With a dedication to quality, durability, and variety, Visionworks
provides you with all you need to find the right look. Visionworks also has
one of the largest selections of fun and fashionable kid’s eyeglasses in the
eyewear industry. Kids 13 and younger receive free impact and scratch-
resistant lenses.

With your vision plan, you receive even more savings at Visionworks on
items, such as:

* High-quality designer and exclusive brands frames
* Eyeglass lenses
* Contact lenses

* Sunglasses

*VisionWatch - The Vision Council Member Benefit Reports, The Vision Council & Jobson,
12ME September 2009

Independence Blue Cross is an independent licensee of the Blue Cross and Blue Shield Association.

IBC Vision Care is administered by Davis Vision, an independent company. An affiliate of Independence

Blue Cross has a financial interest in Visionworks, a separate company.

To find a Visionworks near you,
go to visionworks.com.

If you have any questions about
your vision benefits, call
1-800-ASK-BLUE

(TTY: 711).
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Language Assistance Services

Spanish: ATENCION: Si habla espaiiol, cuenta con
servicios de asistencia e idiomas disponibles

de forma gratuita para u . Llame al
1-800-275-2583 (TTY: 711).

Chinese: i1 WREIPL, EofLlfH R iEsy
bR . Fod 1-800-275-2583.

Korean: SHLHALE: SIS HE MESHAI= Z2, A
T8 HHAE 222 0|26 = gLl
1-800-275-2583 HE 2 HEl6la Al 2.

Portuguese: ATENCAQ: se vocé fala portugués,
encontram-se disponiveis servigos gratuitos de
assisténcia ao idioma. Ligue para 1-800-275-2583

Gujarati: yusit: Bl dll w2l clleiau 8, dl [.yes
el Malel Al dMizl W2 Gueied B
1-800-275-2583 slet 520

Vietnamese: LUU ¥: Néu ban noi tiéng Viét, chung toi
sé& cung cap dich vu hd tro ngdn ngl mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHUMAHWE: Ecnu Bl roBOPUTE NO-PYECKK,
TO MO¥EeTe GecnnaTHO BOCNONL30BATLCA YCImyramu
nepeeoga. Ten. 1-800-275-2583.

Polish UWAGA: Jezeli mowisz po polsku, mozesz
skorzystac z bezplaine) pomocy jezykowej. Zadzwon
pod numer 1-800-275-2583.

Italian: ATTENZIONE: Se lei parla italiano, sono
disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-275-2583.

Arabic:

g gl sastcall Sleas i A gl AAlll Saaat aif 131 vAks gala
1-800-275-2583 A p Joadl ol Al dali

French Creole: ATANSYOMN: Siw pale Kreyal

Ayisyen, gen sévis éd pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.

Tagalog: PAUNAWA. Kung nagsasalita ka ng
Tagalog, magagamit mo ang maa serbisyo na tulong
sa wika nang walang bayad. Tumawag sa
1-800-275-2563.

French: ATTENTION: Si vous parlez frangais, des
services d'aide linguistique-vous sont proposes
gratuitement. Appelez le 1-800-275-2583.

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannscht du Hilf
griege in dei eegni Schprooch unni as es dich ennich
eppas koschte zellit. Ruf die Nummer 1-800-275-2583.

Hindi: et & afg ag @ér aed & ar s o
AR H AT el HAIT 396 &1 Fe H
1-800-275-2583|

German: ACHTUNG: Wenn Sie Deutsch sprechen,
kannen Sie kostenlos sprachliche Unterstitzung
anfordern. Wahlen Sie 1-800-275-2583.

Japanese: {3 : fHERVBERBOHIL, BRT A
¥ A4—EA (EH) ITRRAGWEETET,
1-800-275-2583~F a5 < 2 =21y,
Persian (Farsi):
D 4 dan f Thetd sBE 4 Cunen e b Sl dn g
1-800-275-2583 5 jas b 2l o abl dlas 2l g 218G
i

Navajo: Dii baa aké ninizin: Dii saad bee vinilti'gzo
Diné Bizaad, saad bee dki'dinida’dwo déé”, t'aa juk’eh.
Hédiilnih koji” 1-800-275-2583.

Urdu: ) )

P T Y S TR St Ry L g

oS 8 e i Slaia gl ) e ide
.1-800-275-2583

Mon-Khmer, Cambodian: A& I8 MEUHIIEANS
wrisiyndunwmeanys-igi ymanigi im:
dowignmandnmennin st N AER W
Bty gieasniglinie 1-800-275-25831



Discrimination is Against the Law

This Plan complies with applicable Federal
civil rights laws and does not discriminate on
the basis of race, color, national origin, age,
disability, or sex. This Program does not
exclude people or treat them differently
because of race, color, national origin, age,
disability, or sex.

This Plan provides:

e Free aids and services to people with
disabilities to communicate effectively
with us, such as: qualified sign language
interpreters, and written information in
other formats (large print, audio,
accessible electronic formats, other
formats).

e Free language services to people whose
primary language is not English, such as:
qualified interpreters and information
written in other languages.

If you need these services, contact our Civil
Rights Coordinator. If you believe that This
Plan has failed to provide these services or
discriminated in another way on the basis of
race, color, national origin, age, disability, or
sex, you can file a grievance with our Civil
Rights Coordinator. You can file a grievance in
the following ways: In person or by mail: ATTN:
Civil Rights Coordinator, 1901 Market
Street, Philadelphia, PA 19103, By
phone: 1-888-377-3933 (TTY: 711) By fax: 215-
761-0245, By email:
civilrightscoordinator@1901market.com. If you
need help filing a grievance, our Civil Rights
Coordinator is available to help you.

You can also file a civil rights complaint with the
U.S. Department of Health and Human
Services, Office for Civil Rights electronically
through the Office for Civil Rights Complaint
Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or
by mail or phone at: U.S. Department of Health
and Human Services, 200 Independence
Avenue SW., Room 509F, HHH Building,
Washington, DC 20201, 1-800- 368-1019, 800-
537-7697 (TDD). Complaint forms are
available at
http://www.hhs.gov/ocr/office/file/index.html.



mailto:civilrightscoordinator@1901market.com
http://www.hhs.gov/ocr/office/file/index.html
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INTRODUCTION

Thank you for joining QCC Insurance Company (the Claims Administrator). Our goal is to
provide Members with access to quality health care coverage. This Benefit Booklet is a
summary of the Members benefits and the procedures required in order to receive the benefits
and services to which Members are entitled. Members' specific benefits covered by the Claims
Administrator are described in the Description of Covered Services section of this Benefit
Booklet. Benefits, exclusions and limitations appear in the Exclusions — What Is Not Covered
and the Schedule of Covered Services sections of this Benefit Booklet.

Please remember that this Benefit Booklet is a summary of the provisions and benefits provided
in the Program selected by the Member's Group. Additional information is contained in the
Group Program Document available through the Member’s Group benefits administrator. The
information in this Benefit Booklet is subject to the provisions of the Group Program Document.
If changes are made to the Members Group's Program, the Member will be notified by the
Members Group benefits administrator. Group Program Document changes will apply to
benefits for services received after the effective date of change.

If changes are made to this Program, the Member will be notified. Changes will apply to

benefits for services received on or after the effective date unless otherwise required by

applicable law. The effective date is the later of:

» The effective date of the change;

= The Members Effective Date of coverage; or

» The Group Program Document anniversary date coinciding with or next following that
service's effective date.

Please read the Benefit Booklet thoroughly and keep it handy. It will answer most questions
regarding the Claims Administrator's procedures and services. If Members have any other
guestions, they should call the Claims Administrator's Customer Service Department
("Customer Service") at the telephone number shown on the Members Identification Card
("ID Card").

Any rights of a Member to receive benefits under the Group Program Document and Benefit
Booklet are personal to the Member and may not be assigned in whole or in part to any person,
Provider or entity, nor may benefits be transferred, either before or after Covered Services are
rendered. However, a Member can assign benefit payments to the custodial parent of a
Dependent covered under the Group Program Document and Benefit Booklet, as required by
law.

See Important Notices section for updated language and coverage changes that may affect
this Benefit Booklet.

SF.FLEX.PC.BK .LG.HCR Group Number:10483622, 23
Rev. 1.19



Your Costs

Benefit Period

Contract Year (12 month period beginning on Group’s
anniversary date)

IN-NETWORK OUT-OF-NETWORK
Program Deductible
Individual $1,500 $5,000
Family $3,000 $10,000*

Note for Program Deductible shown above: In each Benefit Period, the Deductibles shown
above apply to all Covered Services except as otherwise specified in the Schedule of
Covered Services. In each Benefit Period, the Family Deductible will be applied to all family
members covered under a Family Coverage. A Deductible will not be applied to any covered
family member once the Family Deductible has been satisfied for all covered family
members combined. The In-Network Care Individual Deductible and In-Network Care
Family Deductible amounts may be subject to an annual cost of living adjustment for high
deductible health plans that are compatible with a health savings account. Any annual
adjustment will be made in accordance with Internal Revenue Code section 223. Members
will be notified in advance of any changes to the In-Network Care Individual Deductible and
In-Network Care Family Deductible amounts.

Coinsurance

10% for Covered Services,
except as otherwise specified
in the Schedule of Covered
Services.

50% for Covered
Services, except as
otherwise specified in the
Schedule of Covered
Services.

SF.FLEX.PC.BK .LG.HCR
Rev. 1.19
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IN-NETWORK OUT-OF-NETWORK

Out-of-Pocket Limit

Individual $6,350 $10,000

Family $12,700 $20,000

Note for Out-of-Pocket Limit shown above: When a Member Incurs the level of In-Network
Out-of-Pocket expenses listed above of Copayments, Deductible and Coinsurance expense
in one Benefit Period for In-Network Covered Services, the Coinsurance percentage will be
reduced to 0% and no additional Copayment(s) or Deductible(s) will be required for the
balance of the Benefit Period. After the Family In-Network Out-of-Pocket Limit amount have
been met for Covered Services by Members under the same Family Coverage in a Benefit
Period, the Coinsurance will be reduced to 0% and no additional Copayment(s) or
Deductible(s) will be required for the balance of the Benefit Period. However, no family
member will contribute more than the individual In-Network Out-of-Pocket amount. The
amount of the In-Network Care Individual Out-of-Pocket Limit and In-Network Care Family
Out-of-Pocket Limit will only include expenses for Essential Health Benefits. The In-Network
dollar amount specified above shall not include any expense Incurred for Penalties
associated with failure to Precertify required services or for amounts that exceed the Health
Benefit Plan’s payment (see the Covered Expense definition for details). When a Member
Incurs the level of Out-of-Network Out-of-Pocket expenses listed above of Coinsurance
expense in one Benefit Period for Out-of-Network Covered Services, the Coinsurance
percentage will be reduced to 0% for the balance of the Benefit Period. After the Family Out-
of-Network Out-of-Pocket Limit amount have been met for Covered Services by Members
under the same Family Coverage in a Benefit Period, the Coinsurance will be reduced to
0% for the balance of the Benefit Period. However, no family member will contribute more
than the individual Out-of-Network Out-of-Pocket amount. The Out-of-Network dollar
amount specified above shall not include any expense Incurred for any Deductible,
Copayments or Penalties associated with failure to Precertify required services or for
amounts that exceed the Health Benefit Plan’s payment (see the Covered Expense
definition for details). The amount of the In-Network Care Individual Out-of-Pocket Limit and
In-Network Care Family Out-of-Pocket Limit may be subject to an annual cost of living
adjustment for high deductible health plans that are compatible with a health savings
account. Any annual adjustment will be made in accordance with Internal Revenue Code
section 223. Members will be notified in advance of any changes to the In-Network Care
Individual Out-of-Pocket Limit and In-Network Care Family Out-of-Pocket Limit amounts.

Lifetime Maximum Unlimited Unlimited
SF.FLEX.PC.BK .LG.HCR Group Number:10483622, 23
Rev. 1.19




SCHEDULE OF COVERED SERVICES

This Schedule of Covered Services is an overview of the benefits you are entitled to. More
details can be found in the Description of Covered Services section.

Subject to the exclusions, conditions and limitations of this Program, a Member is entitled to
benefits for the Covered Services described in this Schedule of Covered Services during a
Benefit Period, subject to any Copayment, Deductible, Coinsurance, Out-of-Pocket Limit or
Lifetime Maximum. The percentages for Coinsurance and Covered Services shown in this
Schedule of Covered Services are not always calculated on actual charges. For an explanation
on how Coinsurance is calculated, see the "Covered Expense" definition in the Important
Definitions section.

Some Covered Services must be Precertified before the Covered Person receives the services.
Failure to obtain a required Precertification for a Covered Service could result in a reduction of
benefits. More information on Precertification is found in the General Information section.

BENEFIT IN-NETWORK OUT-OF-NETWORK

Acupuncture® 10%, after Deductible 50%, after Deductible

Note for Acupuncture shown above: Benefit Period Maximum: 18 In-Network/Out-of-Network
visits

Alcohol Or Drug Abuse And
Dependency®

Inpatient Hospital Detoxification 10%, after Deductible* 50%, after Deductible**
and Rehabilitation

Hospital and Non-Hospital 10%, after Deductible* 50%, after Deductible**
Residential Care

Outpatient Treatment 10%, after Deductible 50%, after Deductible

* In-Network Benefit Period Maximum: Unlimited Inpatient days. This maximum is
combined for all In-Network Inpatient Hospital Services, Mental Health/Psychiatric Care
and Treatment for Alcohol Or Drug Abuse And Dependency benefits.

** Qut-of-Network Benefit Period Maximum: 70 Inpatient days. This maximum is combined
for all Out-of-Network Inpatient Hospital Services, Mental Health/Psychiatric Care and
Treatment for Alcohol Or Drug Abuse And Dependency benefits. This maximum is part
of, not separate from, In-Network days maximum.

Ambulance Services®
Emergency Services 10%, after Deductible 10%, after In-Network
Deductible
Non-Emergency Services 10%, after Deductible 50%, after Deductible
SF.FLEX.PC.BK .LG.HCR Group Number:10483622, 23
Rev. 1.19




BENEFIT

IN-NETWORK

OUT-OF-NETWORK

Autism Spectrum Disorders®

Same cost-sharing as any
other medical service within
the applicable medical
service (For example,
Therapy Services,
Diagnostic Services, etc.)

Same cost-sharing as any
other medical service
within the applicable
medical service (For

example, Therapy
Services, Diagnostic
Services, etc.)

Note for Autism Spectrum Disorders shown above:
Annual Benefit Maximum for non-essential benefits: $40,501.
Benefit Period Maximums and visit limits do not apply

If this Program does not provide coverage for prescription drugs, Autism Spectrum Disorders
medications are covered less the applicable Coinsurance per 30 day prescription order:

Generic Coinsurance — 30%

Brand Coinsurance — 30%

Blood®

10%, after Deductible

50%, after Deductible

Colorectal Cancer Screening®

10%, after Deductible

50%, after Deductible

Day Rehabilitation Program®

10%, after Deductible

50%, after Deductible

Note for Day Rehabilitation Progr
Network/Out-of-Network visits

am shown above: Benefit Period Maximum: 30 In-

Diabetic Education Program®

10%, after Deductible

Not Covered

Diabetic Equipment And
Supplies®

10%, after Deductible

50%, after Deductible

Diagnostic/Radiology Services -
Non-Routine @

(including MRI/MRA, CT scans,
PET scans, Sleep Studies)

10%, after Deductible

50%, after Deductible

Diagnostic/Radiology Services —
Routine®

10%, after Deductible

50%, after Deductible

Durable Medical Equipment And
Consumable Medical Supplies®

10%, after Deductible

50%, after Deductible

Emergency Care Services®

10%, after Deductible

10%, after In-Network
Deductible

Home Health Care®

10%, after Deductible

50%, after Deductible

Hospice Services®

10%, after Deductible

50%, after Deductible

Note for Hospice Services shown above: Respite Care: Maximum of seven In-
Network/Out-of-Network days every six months.

SF.FLEX.PC.BK .LG.HCR
Rev. 1.19
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BENEFIT

IN-NETWORK

OUT-OF-NETWORK

Hospital Services®
Facility Charge
Professional Charge

10%, after Deductible*

50%, after Deductible**

10%, after Deductible

50%, after Deductible

*  In-Network Benefit Period Maximum: Unlimited Inpatient days. This maximum is
combined for all In-Network Inpatient Hospital Services, Mental Health/Psychiatric Care
and Treatment for Alcohol Or Drug Abuse And Dependency benefits.

**  Qut-of-Network Benefit Period Maximum: 70 Inpatient days. This maximum is combined
for all Out-of-Network Inpatient Hospital Services, Mental Health/Psychiatric Care and
Treatment for Alcohol Or Drug Abuse And Dependency benefits. This maximum is part
of, not separate from, In-Network days maximum.

Immunizations®

None, Deductible does not

apply

50%, Deductible does not
apply

Injectable Medications®
Specialty Drug
Standard Injectable Drugs

10%, after Deductible

50%, after Deductible

10%, after Deductible

50%, after Deductible

Laboratory and Pathology
Tests®

10%, after Deductible

50%, after Deductible

Maternity/OB-GYN/Family
Services®

Artificial Insemination

Elective Abortions
Professional Service
Outpatient Facility Charges

10%, after Deductible

50%, after Deductible

10%, after Deductible

50%, after Deductible

10%, after Deductible

50%, after Deductible

Maternity/Obstetrical Care
Professional Service
Facility Service
Newborn Care

10%, after Deductible

50%, after Deductible

10%, after Deductible

50%, after Deductible

10%, after Deductible

50%, after Deductible

Medical Care®

10%, after Deductible

50%, after Deductible

Medical Foods and Nutritional
Formulas®

10%, after Deductible

50%, after Deductible

SF.FLEX.PC.BK .LG.HCR
Rev. 1.19
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BENEFIT

IN-NETWORK

OUT-OF-NETWORK

Mental Health/Psychiatric Care ©

Inpatient

10%, after Deductible*

50%, after Deductible**

Outpatient

10%, after Deductible

50%, after Deductible

*  In-Network Benefit Period Maximum: Unlimited Inpatient days. This maximum is
combined for all In-Network Inpatient Hospital Services, Mental Health/Psychiatric Care
and Treatment for Alcohol Or Drug Abuse And Dependency benefits.

** Qut-of-Network Benefit Period Maximum: 70 Inpatient days. This maximum is combined
for all Out-of-Network Inpatient Hospital Services, Mental Health/Psychiatric Care and
Treatment for Alcohol Or Drug Abuse And Dependency benefits. This maximum is part
of, not separate from, In-Network days maximum.

Methadone Treatment®

None, after Deductible

50%, after Deductible

Non-Surgical Dental Services®

10%, after Deductible

50%, after Deductible

Note for Non-Surgical Dental Services shown above: Dental Services as a Result of

Accidental Injury

Nutrition Counseling For Weight
Management®

None, Deductible does not
apply

50%, after Deductible

Note for Nutrition Counseling For
Maximum: 6 In-Network/Out-of-N

etwork visits

Weight Management shown above: Benefit Period

Orthotics®

10%, after Deductible

50%, after Deductible

Podiatric Care®

10%, after Deductible

50%, after Deductible

Preventive Care — Adult®

None, Deductible does not
apply

50%, Deductible does not
apply

Preventive Care — Pediatric®

None, Deductible does not
apply

50%, Deductible does not
apply

Primary Care Physician Office
Visits/Retail Clinics®

10%, after Deductible

50%, after Deductible

Private Duty Nursing Services®

10%, after Deductible

50%, after Deductible

Note for Private Duty Nursing Services shown above: Benefit Period Maximum: 360 In-

Network/Out-of-Network hours.

Prosthetic Devices®

10%, after Deductible

50%, after Deductible

Skilled Nursing Facility

10%, after Deductible

Services®

50%, after Deductible

Note for Skilled Nursing Facility Services shown above: Benefit Period Maximum: 120 In-
Network/Out-of-Network Inpatient days

SF.FLEX.PC.BK .LG.HCR
Rev. 1.19
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BENEFIT IN-NETWORK OUT-OF-NETWORK
Smoking Cessation” None, Deductible does not | 50%, Deductible does not
apply. apply

Specialist Office Visits®

10%, after Deductible

50%, after Deductible

Spinal Manipulation Services®

10%, after Deductible

50%, after Deductible

Note for Spinal Manipulation Services shown above: Benefit Period Maximum: 20 In-

Network/Out-of-Network visits.

Surgical Services®
Outpatient Facility Charge

Outpatient Professional Charge

Outpatient Anesthesia
Second Surgical Opinion

10%, after Deductible

50%, after Deductible

10%, after Deductible

50%, after Deductible

10%, after Deductible

50%, after Deductible

10%, after Deductible

50%, after Deductible

Note for Surgical Services shown above: If more than one surgical procedure is performed
by the same Professional Provider during the same operative session, the Claims
Administrator will pay 100% of the Covered Service for the highest paying procedure and
50% of the Covered Services for each additional procedure.

Telemedicine Services®
Provided by MDLIVE

10%, after Deductible

Not Covered

Therapy Services®

Cardiac Rehabilitation Therapy

10%, after Deductible

50%, after Deductible

Note for Cardiac Rehabilitation Therapy shown above Benefit Period Maximum: 36 In-

Network/Out-of-Network sessions.

Chemotherapy

Dialysis

Infusion Therapy
Orthoptic/Pleoptic Therapy

10%, after Deductible

50%, after Deductible

10%, after Deductible

50%, after Deductible

10%, after Deductible

50%, after Deductible

10%, after Deductible

50%, after Deductible

Note for Orthoptic/Pleoptic Therapy shown above Lifetime Maximum: 8 In-Network/Out-of-

Network sessions.

Physical Therapy/Occupational

Therapy

10%, after Deductible

50%, after Deductible

Note for Physical Therapy/Occupational Therapy shown above: Benefit Period Maximum:
60 In Network/Out of Network sessions of Physical Therapy/Occupational Therapy

combined.

Benefit Period Maximum amounts that apply to Physical Therapy do not apply to the
treatment of lymphedema related to mastectomy.

SF.FLEX.PC.BK .LG.HCR
Rev. 1.19
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BENEFIT IN-NETWORK OUT-OF-NETWORK

Pulmonary Rehabilitation 10%, after Deductible 50%, after Deductible
Therapy

Note for Pulmonary Rehabilitation Therapy shown above: Benefit Period Maximum: 36 In-
Network/Out-of-Network sessions

Radiation Therapy 10%, after Deductible 50%, after Deductible

Speech Therapy 10%, after Deductible 50%, after Deductible

Note for Speech Therapy shown above: Benefit Period Maximum: 60 In-Network/Out-of-
Network sessions.

Transplant Services®

Inpatient Facility Charges 10%, after Deductible 50%, after Deductible
Outpatient Facility Charges 10%, after Deductible 50%, after Deductible
Urgent Care Centers® 10%, after Deductible 50%, after Deductible
Women's Preventive Care? None, Deductible does not | 50%, Deductible does not
apply. apply
SF.FLEX.PC.BK .LG.HCR Group Number:10483622, 23
Rev. 1.19
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BENEFIT

IN-NETWORK

OUT-OF-NETWORK

Prescription Drugs®

Preferred Brand (Retail
Pharmacy)

$20 Copayment

Copayments apply after the In-
Network Deductible is satisfied.

50%, after Deductible

Generic (Retail Pharmacy)

$5 Copayment

Copayments apply after the In-
Network Deductible is satisfied.

50%, after Deductible

Non-Preferred Drug (Retall
Pharmacy)

$45 Copayment

Copayments apply after the In-
Network Deductible is satisfied.

50%, after Deductible

Preferred Brand (Malil
Order)

$20 Copayment per 30 day
supply
or $40 Copayment per 31-90
day supply.
Copayments apply after the In-
Network Deductible is satisfied.

Not Covered

Generic (Mail Order)

$5 Copayment per 30 day
supply
or $10 Copayment per 31-90
day supply.
Copayments apply after the In-
Network Deductible is satisfied.

Not Covered

Non-Preferred Drug (Mail
Order)

$45 Copayment per 30 day
supply
or $90 Copayment per 31-90
day supply.
Copayments apply after the In-
Network Deductible is satisfied.

Not Covered

*Program Deductibles will not apply to Preventive Care Prescription Drugs

Note for Prescription Drugs shown above: Contraceptives, mandated by the Women's
Preventive Services provision of PPACA, are covered at 100% when obtained from an In-
Network Pharmacy or In-Network Mail Order Pharmacy for generic products and for certain
brand products when a generic alternative or equivalent to the brand product does not exist.
All other Brand Contraceptive products with a generic equivalent are covered as reflected
under the Brand Name Drug cost-share in this Schedule of Covered Services

(1) Located in the Primary & Preventive Care Section of the Description of Covered Services
(2) Located in the Inpatient Section of the Description of Covered Services

(3) Located in the Inpatient/Outpatient Section of the Description of Covered Services

(4) Located in the Outpatient Section of the Description of Covered Services

SF.FLEX.PC.BK .LG.HCR
Rev. 1.19
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DESCRIPTION OF COVERED SERVICES

Subiject to the exclusions, conditions and limitations of this Program, a Member is entitled to
benefits for the Covered Services described in this Description of Covered Services section
during a Benefit Period, subject to any Copayment, Deductible, Coinsurance, Out-of-Pocket
Limit or Lifetime Maximum. These amounts and percentages, and other cost-sharing
requirements are specified in the Schedule of Covered Services.

Covered Services may be provided by either an In-Network or Out-of-Network Provider.
However, the Member will maximize the benefits available when Covered Services are provided
by a Provider that belongs to the Personal Choice Network (an In-Network Provider) and has a
contract with the Claims Administrator to provide services and supplies to the Member. The
Member will be held harmless for Out-of-Network differentials if: an In-Network Provider fails to
provide written notice to the Member of the Provider's Out-of-Network status for certain
services; or, an In-Network Provider provides a written order for certain services to be
performed by an In-Network Provider that has Out-of-Network status for those services and that
Provider performs such service. The General Information section provides more detail
regarding In-Network and Out-of-Network Providers, the Personal Choice Network, and the
reimbursement of Covered Services provided by Facility Providers and Professional Providers.

Some Covered Services must be Precertified before the Member receives the services.
Precertification of services is a vital program feature that reviews Medical Necessity of certain
procedures and/or admissions. In certain cases, Precertification helps determine whether a
different treatment may be available that is equally effective yet less traumatic. Precertification
also helps determine the most appropriate setting for certain services. Failure to obtain a
required Precertification for a Covered Service could result in a reduction of benefits. More
information on Precertification is found in the General Information section.

PRIMARY AND PREVENTIVE CARE

A Member is entitled to benefits for Primary Care and Preventive Care Covered Services when
deemed Medically Necessary and billed for by a Provider. Cost-sharing requirements are
specified in the Schedule of Covered Services.

"Preventive Care" services generally describe health care services performed to catch the early
warning signs of health problems. These services are performed when the Member has no
symptoms of disease. "Primary Care" services generally describe health care services
performed to treat an illness or injury.

The Claims Administrator reviews the schedule of Covered Services, at certain times. Reviews
are based on recommendations from organizations such as:

= The American Academy of Pediatrics;

» The American College of Physicians;

= The U.S. Preventive Services Task Force; and

= The American Cancer Society.
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Accordingly, the frequency and eligibility of Covered Services are subject to change. A list of
Preventive Care Covered Services can be found in the Preventive Schedule document. A
complete listing of recommendations and guidelines can be found at
https://www.healthcare.gov/preventive-care-benefits/.

The Claims Administrator reserves the right to modify the Preventive Schedule document at any
time. However, the Member has to be given a written notice of the change, before the change
takes effect.

Immunizations

The Claims Administrator will provide coverage for the following:
= Pediatric immunizations;

= Adult immunizations; and

= The agents used for the immunizations.

All immunizations, and the agents used for them, must conform to the standards set by the
Advisory Committee on Immunization Practices (ACIP) of the Center for Disease Control, U.S.
Department of Health and Human Services.

Pediatric and adult immunization schedules can be found in the Preventive Schedule document.

The benefits for these pediatric immunizations are limited to Members under 21 years of age.

Nutrition Counseling for Weight Management

The Claims Administrator will provide coverage for nutrition counseling visits or sessions for the
purpose of weight management. However, they need to be performed and billed by any of the
following Providers, in an office setting:

» By the Member’s Physician;

*= By a Specialist; or

*= By a Registered Dietitian (RD).

This benefit is in addition to any other nutrition counseling Covered Services described in this
Benefit Booklet.

Osteoporosis Screening (Bone Mineral Density Testing or BMDT)

The Claims Administrator will provide coverage for Bone Mineral Density Testing (BMDT), in
accordance with the Preventive Schedule document. The method used needs to be one that is
approved by the U.S. Food and Drug Administration. This test determines the amount of
mineral in a specific area of the bone. It is used to measure bone strength, which depends on
both bone density and bone quality. Bone quality refers to how the bone is built, architecture,
turnover and mineralization of bone.

A BMDT must be prescribed by a Professional Provider legally authorized to prescribe such
items under law.

Preventive Care - Adult

The Claims Administrator will provide coverage for routine physical examinations, including a
complete medical history, and other Covered Services, in accordance with the Preventive
Schedule document.
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Preventive Care - Pediatric

The Claims Administrator will provide coverage for routine physical examinations, including a
complete medical history, and other Covered Services, in accordance with the Preventive
Schedule document.

Primary Care Physician Office Visits/Retail Clinics

The Claims Administrator will provide coverage for Medical Care visits, by a Primary Care
Provider, for any of the following services:

= The examination of an illness or injury;

» The diagnosis of an iliness or injury; and

= The treatment of an illness or injury.

For the purpose of this benefit, "Office Visits" include:

= Medical Care visits to a Provider’s office;

» Medical Care visits by a Provider to a Member’s residence; or

= Medical Care consultations by a Provider on an Outpatient basis.

In addition to Office Visits a Member may receive Medical Care at a Retail Clinic. Retail Clinics
are staffed by certified family nurse practitioners, who are trained to diagnose, treat, and write
prescriptions when clinically appropriate. Nurse practitioners are supported by a local Physician
who is on-call during clinic hours to provide guidance and direction when necessary.

Examples of treatment and services that are provided at a Retail Clinic include, but are not
limited to:

= Sore throat; = Minor burns;
= Ear, eye, or sinus infection; = Skin infections or rashes; and
= Allergies; = Pregnancy testing.

Smoking Cessation

Smoking cessation includes clinical preventive services rated "A" or "B" in the current
recommendations of the United States Preventive Services Task Force (USPSTF) as described
under the Preventive Services provision of the Patient Protection and Affordable Care Act.

Women’s Preventive Care
The Claims Administrator will provide coverage for an initial physical examination for pregnant
women to confirm pregnancy, screening for gestational diabetes, and other Covered Services,
in accordance with the Preventive Schedule document. Covered Services and Supplies include,
but are not limited to, the following:
» Routine Gynecological Exam, Pap Smear: Female Members are covered for one routine
gynecological exam each Benefit Period. This includes the following:
— A pelvic exam and clinical breast exam; and
— Routine Pap smears.
These must be done in accordance with the recommendations of the American College of
Obstetricians and Gynecologists.
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=  Mammograms: Coverage will be provided for screening mammograms. The Claims
Administrator will only provide coverage for benefits for mammography if the following
applies:

— Itis performed by a qualified mammography service provider.

— That service provider is properly certified by the appropriate state or federal agency.

— That certification is done in accordance with the Mammography Quality Assurance Act of
1992.

» Breastfeeding comprehensive support and counseling from trained providers; access to
breastfeeding supplies, including coverage for rental of hospital-grade breastfeeding pumps
under Durable Medical Equipment supplier with Medical Necessity review; and coverage for
lactation support and counseling provided during postpartum hospitalization, Mother’s
Option visits, and obstetrician or pediatrician visits for pregnant and nursing women at no
cost share to the Member when provided by an In-Network Provider.

= Contraception: Food and Drug Administration-approved contraceptive methods, including
contraceptive devices, injectable contraceptives, IUDs and implants; sterilization
procedures, and patient education and counseling, not including abortifacient drugs, at no
cost share to the Member when provided by an In-Network Provider.

If a female Member's Physician determines that they require more than one well-women visit

annually to obtain all recommended preventive services (based on the women's health status,

health needs and other risk factors), the additional visit(s) will be provided without cost-sharing.

INPATIENT SERVICES

Unless otherwise specified in this Benefit Booklet, services for Inpatient Care are Covered
Services when they are:

= Deemed Medically Necessary;

= Provided by a Facility Provider and billed by a Provider; and

= Preapproved by the Claims Administrator.

Look in the Schedule of Covered Services section to find how much of those or other costs
the Member is required to share (pay).

Hospital Services

= Ancillary Services

The Claims Administrator will provide coverage for all ancillary services usually provided and

billed for by Hospitals, except for personal convenience items. This includes, but is not

limited to:

— Meals, including special meals or dietary services, as required by the Member’s
condition;

— Use of operating room, delivery room, recovery room, or other specialty service rooms
and any equipment or supplies in those rooms;

— Casts, surgical dressings, and supplies, devices or appliances surgically inserted within
the body;

— Oxygen and oxygen therapy;

— Anesthesia when administered by a Hospital employee, and the supplies and use of
anesthetic equipment;

— Therapy Services when administered by a person who is appropriately licensed and
authorized to perform such services;

SF.FLEX.PC.BK .LG.HCR Group Number:10483622, 23
Rev. 1.19

16



— All drugs and medications (including intravenous injections and solutions);
» For use while in the Hospital;
» Which are released for general use; and
» Which are commercially available to Hospitals.
— Use of special care units, including, but not limited to intensive care units or coronary
care units; and
— Pre-admission testing.

= Room and Board

The Claims Administrator will provide coverage for general nursing care and such other

services as are covered by the Hospital's regular charges for accommodations in the

following:

— An average semi-private room, as designated by the Hospital; or a private room, when
designated by the Claims Administrator as semi-private for the purposes of this Program
in Hospitals having primarily private rooms;

— A private room, when Medically Necessary;

— A special care unit, such as intensive or coronary care, when such a designated unit with
concentrated facilities, equipment and supportive services is required to provide an
intensive level of care for a critically ill patient;

— A bed in a general ward; and

— Nursery facilities.

Benefits are provided up to the number of days specified in the Schedule of Covered
Services.

A Copayment may apply to an In-Network Inpatient Admission, if specified in the Schedule
of Covered Services. For purposes of calculating the total Copayment due, an admission
occurring within ten calendar days of discharge date from a previous admission shall be
treated as part of the previous admission.

In computing the number of days of benefits:

— The Claims Administrator will count the day of the Member’s admission; but not the day
of the Member’s discharge.

— If the Member is admitted and discharged on the same day, it will be counted as one
day.

The Claims Administrator will only provide coverage for days spent during an uninterrupted
stay in a Hospital.

It will not provide coverage for:

— Time spent outside of the Hospital, if the Member interrupts the stay and then stay past
midnight on the day the interruption occurs; or

— Time spent in the Hospital after the discharge hour that the Member’s attending
Physician has recommended that further Inpatient care is not required.

Medical Care

The Claims Administrator will provide coverage for Medical Care rendered to the Member, in the
following way, except as specifically provided.
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It is Medical Care that is rendered:

By a Professional Provider who is in charge of the case;

While the Member is an Inpatient in a Hospital, Rehabilitation Hospital or Skilled Nursing
Facility; and

For a condition not related to Surgery, pregnancy, radiation therapy or Mental lliness.

Such care includes Inpatient intensive Medical Care rendered to the Member:

While the Member’s condition requires a Professional Provider's constant attendance and
treatment; and
For a prolonged period of time.

Concurrent Care
The Claims Administrator will provide coverage for the following services, while the Member
is an Inpatient, when they occur together:
— Services rendered to the Member by a Professional Provider:
» Who is not in charge of the case; but
» Whose particular skills are required for the treatment of complicated conditions.
— Services rendered to the Member as an Inpatient in a:
» Hospital;
» Rehabilitation Hospital; or
» Skilled Nursing Facility.
This does not include:
— Observation or reassurance of the Member;
— Standby services;
— Routine preoperative physical examinations;
— Medical Care routinely performed in the pre- or post-operative or pre- or post-natal
periods; or
— Medical Care required by a Facility Provider's rules and regulations.

Consultations
The Claims Administrator will provide coverage for Consultation services when rendered in
both of the following ways:
— By a Professional Provider, at the request of the attending Professional Provider; and
— While the Member is an Inpatient in a:

» Hospital;

» Rehabilitation Hospital; or

» Skilled Nursing Facility.

Benefits are limited to one consultation per consultant during any Inpatient confinement.

Consultations do not include staff consultations which are required by the Facility Provider's
rules and regulations.

Skilled Nursing Facility Services

The Claims Administrator will provide coverage for a Skilled Nursing Facility:

When Medically Necessary as determined by the Claims Administrator.
Up to the Maximum days specified in the Schedule of Covered Services.
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The Member must require treatment:
= By skilled nursing personnel;
= Which can be provided only on an Inpatient basis in a Skilled Nursing Facility.

A Copayment may apply to an In-Network Inpatient Admission, if specified in the Schedule of
Covered Services. For purposes of calculating the total Copayment due, an admission
occurring within ten calendar days of discharge date from any previous admission shall be
treated as part of the previous admission.

In computing the number of days of benefits:

» The Claims Administrator will count the day of the Member’s admission; but not the day of
the Member’s discharge.

= |f the Member is admitted and discharged on the same day, it will be counted as one day.

The Claims Administrator will only provide coverage for days spent during an uninterrupted stay
in a Skilled Nursing Facility.

It will not provide coverage for:

» Time spent outside of the Skilled Nursing Facility, if the Member interrupts their stay and
then stays past midnight on the day the interruption occurs;

= Time spent if the Member remains past midnight of the day on which the interruption
occurred; or

= Time spent in the Skilled Nursing Facility after the discharge hour that the Member’s
attending Physician has recommended that further Inpatient care is not required.

INPATIENT/OUTPATIENT SERVICES

The Member is entitled to benefits for Covered Services while the Member is an Inpatient in a
Facility Provider or on an Outpatient basis when both of the following happen:

= Deemed Medically Necessary; and

= Billed for by a Provider.

Look in the Schedule of Covered Services section to find how much of those or other costs
the Member is required to share (pay).

Blood

The Claims Administrator will provide coverage for the administration of blood and blood
processing from donors. In addition, benefits are also provided for:
» Autologous blood drawing, storage or transfusion.
— This refers to a process that allows the Member to have their own blood drawn and
stored for personal use.
— One example would be self-donation, in advance of planned Surgery.
= Whole blood, blood plasma and blood derivatives:
— Which are not classified as drugs in the official formularies; and
— Which have not been replaced by a donor.
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Hospice Services

The Claims Administrator will provide coverage for palliative and supportive services provided to
a terminally ill Member through a Hospice program by a Hospice Provider. This also includes
Respite Care.

Who is eligible: The Member will be eligible for Hospice benefits if both of the following

occur:

— The Member's attending Physician certifies that the Member has a terminal iliness, with
a medical prognosis of six months or less; and

— The Member elects to receive care primarily to relieve pain.

The goal of care and what is included: Hospice Care provides services to make the Member

as comfortable and pain-free as possible. This is primarily comfort care, and it includes:

— Pain relief;

— Physical care;

— Counseling; and

— Other services, that would help the Member cope with a terminal iliness, rather than cure
it.

What happens to the treatment of the Member's illness: When the Member elects to receive

Hospice Care:

— Benefits for treatment provided to cure the terminal iliness are no longer provided.

— The Member can also change their mind and elect to not receive Hospice Care
anymore.

How long Hospice care continues: Benefits for Covered Hospice Services shall be provided

until whichever occurs first:

— The Member's discharge from Hospice Care; or

— The Member's death.

Respite Care for the Caregiver: If the Member were to receive Hospice Care primarily in the

home, the Member's primary caregiver may need to be relieved, for a short period. In such a

case, the Claims Administrator will provide coverage for the Member to receive the same

kind of care in the following way:

— On a short-term basis;

— As an Inpatient; and

— In a Medicare certified Skilled Nursing Facility.

This can only be arranged when the Hospice considers such care necessary to relieve

primary caregivers in the Member's home.

Maternity/OB-GYN/Family Services

Artificial Insemination
Services performed by a Professional Provider for the promotion of fertilization of a female
recipient’'s own ova (eggs):
— By the introduction of mature sperm from partner or donor into the recipient’s vagina or
uterus, with accompanying:
» Simple sperm preparation;
» Sperm washing; and/or
» Thawing.

Elective Abortions

The Claims Administrator will provide coverage for services provided in a Facility Provider
that is a Hospital or Birth Center. It also includes services performed by a Professional
Provider for the voluntary termination of a pregnancy by a Member, which is a Covered
Expense under this Program.
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= Maternity/Obstetrical Care
The Claims Administrator will provide coverage for Covered Services rendered in the care
and management of a pregnancy for a Member.
— Pre-notification - The Claims Administrator should be notified of the need for maternity
care within one month of the first prenatal visit to the Physician or midwife.
— Facility and Professional Services - The Claims Administrator will provide coverage for:
» Facility services: Provided by a Facility Provider that is a Hospital or Birth Center;
and
» Professional services: Performed by a Professional Provider or certified nurse
midwife.
— Scope of Care - The Claims Administrator will provide coverage for:
» Prenatal care; and
» Postnatal care.
— Type of delivery - Maternity care Inpatient benefits will be provided for:
» 48 hours for vaginal deliveries; and
» 96 hours for cesarean deliveries.
Except as otherwise approved by the Claims Administrator.
— Home Health Care for Early Discharge: In the event of early post-partum discharge from
an Inpatient Admission:
» Benefits are provided for Home Health Care, as provided for in the Home Health
Care benefit.

= Newborn Care

— A Member’s newborn child will be entitled to benefits provided by this Program:
» From the date of birth up to a maximum of 31 days.

— Such coverage within the 31 days will include care which is necessary for the treatment
of:
» Medically diagnosed congenital defects;
» Medically diagnosed birth abnormalities;
» Medically diagnosed prematurity; and
» Routine nursery care.

— Coverage for a newborn may be continued beyond 31 days under conditions specified in
the General Information section of this Benefit Booklet.

Mental Health/Psychiatric Care

The Claims Administrator will provide coverage for the treatment of Mental lliness and Serious
Mental Iliness based on the services provided and reported by the Provider. Upon request, the
Claims Administrator will make available the criteria for Medical Necessity determinations made
under the Program for Mental Health/Psychiatric Care to any current or potential Member,
Dependent or In-Network Provider.

»= Regarding the provision of care other than Mental Health/Psychiatric Care: When a Provider
renders Medical Care, other than Mental Health/Psychiatric Care, for a Member with Mental
IliIness and Serious Mental lliness, payment for such Medical Care:

— Will be based on the Medical Benefits available; and
— Wil not be subject to the Mental Health/Psychiatric Care limitations. Emergency Care
will be considered In-Network Care.
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Inpatient Treatment

The Claims Administrator will provide coverage, subject to the Benefit Period limitation(s)
stated in the Schedule of Covered Services, during an Inpatient Admission for treatment of
Mental lllness and Serious Mental lliness. For maximum benefits, treatment must be
received from an In-Network Facility Provider and Inpatient visits for the treatment of Mental
lliness and Serious Mental lliness must be performed by an In-Network Professional
Provider.

Covered Services include treatments such as:

— Psychiatric visits; — Electroconvulsive therapy;
— Psychiatric consultations; — Psychological testing; and
— Individual and group psychotherapy; — Psychopharmacologic management.

A Copayment may apply to an In-Network Inpatient Admission, if specified in the Schedule
of Covered Services. For purposes of calculating the total Copayment due, an admission
occurring within ten calendar days of discharge date from a previous admission shall be
treated as part of the previous admission.

Outpatient Treatment

The Claims Administrator will provide coverage for Outpatient treatment of Mental lliness
and Serious Mental lliness. For maximum benefits, treatment must be performed by an In-
Network Professional Provider/In-Network Facility Provider.

Covered Services include treatments such as:
— Psychiatric visits;

— Psychiatric consultations;

— Individual and group psychotherapy;

— Licensed Clinical Social Worker visits;

— Masters Prepared Therapist visits;

— Tele-Behavioral Health services;

— Electroconvulsive therapy;

— Psychological testing;

— Psychopharmacologic management; and
— Psychoanalysis.

Benefit Period Maximums for Mental Health/Psychiatric Care

All Inpatient Mental Health/Psychiatric Care for both Mental lllness and Serious Mental
Iliness are covered up to the Maximum day amount(s) per Benefit Period specified in the
Schedule of Covered Services. Out-of-Network Benefit Period maximums are part of, not
separate from, In-Network Benefit Period maximums.

Routine Patient Costs Associated With Qualifying Clinical Trials

The Claims Administrator provides coverage for Routine Patient Costs Associated with
Participation in a Qualifying Clinical Trial (see the Important Definitions section).

To ensure coverage and appropriate claims processing, the Claims Administrator must be
notified in advance of the Member’s participation in a Qualifying Clinical Trial. Benefits are
payable if the Qualifying Clinical Trial is conducted by an In-Network Professional Provider,
and conducted in an In-Network Facility Provider. If there is no comparable Qualifying
Clinical Trial being performed by an In-Network Professional Provider, and in an In-Network
Facility Provider, then the Claims Administrator will consider the services by an Out-of-
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Network Provider, participating in the clinical trial, as covered if the clinical trial is deemed a
Qualifying Clinical Trial (see Important Definitions section) by the Claims Administrator.

Surgical Services

The Claims Administrator will provide coverage for surgical services provided:
= By a Professional Provider, and/or a Facility Provider
= For the treatment of disease or injury.

Separate payment will not be made for:
= Inpatient preoperative care or all postoperative care normally provided by the surgeon as
part of the surgical procedure.

Covered Services also include:
= Congenital Cleft Palate - The orthodontic treatment of congenital cleft palates:

— That involve the maxillary arch (the part of the upper jaw that holds the teeth);

— That is performed together with bone graft Surgery; and

— That is performed to correct bony deficits that are present with extremely wide clefts
affecting the alveolus.

= Mastectomy Care - The Claims Administrator will provide coverage for the following when
performed after a mastectomy:

— All stages of reconstruction of the breast on which the mastectomy has been performed,;

— Surgery and reconstruction of the other breast to produce a symmetrical appearance;

— Prostheses and physical complications all stages of mastectomy, including
lymphedemas; and

— Surgery to reestablish symmetry or alleviate functional impairment, including, but not
limited to:

» Augmentation;
» Mammoplasty;
» Reduction mammoplasty; and
» Mastopexy.
= Coverage is also provided for:

— The surgical procedure performed in connection with the initial and subsequent insertion
or removal of Prosthetic Devices (either before or after Surgery) to replace the removed
breast or portions of it;

— The treatment of physical complications at all stages of the mastectomy, including
lymphedemas. Treatment of lymphedemas is not subject to any benefit Maximum
amounts that may apply to "Physical Therapy" services as provided under the
subsection entitled "Therapy Services" of this section; and

— Routine neonatal circumcisions and any voluntary surgical procedure for sterilization.
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* Anesthesia

— The Claims Administrator will provide coverage for the administration of Anesthesia:

» In connection with the performance of Covered Services;

» When rendered by or under the direct supervision of a Professional Provider other
than the surgeon, assistant surgeon or attending Professional Provider (except an
Obstetrician providing Anesthesia during labor and delivery and an oral surgeon
providing services otherwise covered under this Benefit Booklet).

— General Anesthesia, along with hospitalization and all related medical expenses
normally Incurred as a result of the administration of general Anesthesia, when rendered
in conjunction with dental care provided to Members age seven or under and for
developmentally disabled Members when determined by the Claims Administrator to be
Medically Necessary and when a successful result cannot be expected for treatment
under local Anesthesia, or when a superior result can be expected from treatment under
general Anesthesia.

= Assistant at Surgery

The Claims Administrator will provide coverage for an assistant surgeon’s services if:

— The assistant surgeon actively assists the operating surgeon in the performance of
covered Surgery;

— Anintern, resident, or house staff member is not available; and

— The Member’s condition or the type of Surgery must require the active assistance of an
assistant surgeon as determined by the Claims Administrator.

Surgical assistance is not covered when performed by a Professional Provider who himself

performs and bills for another surgical procedure during the same operative session.

» Hospital Admission for Dental Procedures or Dental Surgery
The Claims Administrator will provide coverage for a Hospital admission in connection with
dental procedures or Surgery only when:
— The Member has an existing non-dental physical disorder or condition; and
— Hospitalization is Medically Necessary to ensure the Member’s health.
Dental procedures or Surgery performed during such a confinement will only be covered for
the services described in "Oral Surgery" and "Assistant at Surgery" provisions.

= Oral Surgery
The Claims Administrator will provide coverage for Covered Services provided by a

Professional Provider and/or Facility Provider for:
— Orthognathic Surgery — Surgery on the bones of the jaw (maxilla or mandible) to correct
their position and/or structure for the following clinical indications only:

» For accidents: The initial treatment of Accidental Injury/trauma (That is, fractured
facial bones and fractured jaws), in order to restore proper function.

» For congenital defects: In cases where it is documented that a severe congenital
defect (That is, cleft palate) results in speech difficulties that have not responded to
non-surgical interventions.

» For chewing and breathing problems: In cases where it is documented (using
objective measurements) that chewing or breathing function is materially
compromised (defined as greater than two standard deviations from normal) where
such compromise is not amenable to non-surgical treatments, and where it is shown
that orthognathic Surgery will decrease airway resistance, improve breathing, or
restore swallowing.

— Other Oral Surgery - Defined as Surgery on or involving the teeth, mouth, tongue, lips,
gums, and contiguous structures. Covered Service will only be provided for:
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» Surgical removal of impacted teeth which are partially or completely covered by

bone;
» Surgical treatment of cysts, infections, and tumors performed on the structures of the
mouth; and

» Surgical removal of teeth prior to cardiac Surgery, Radiation Therapy or organ
transplantation.

To the extent that the Member has available dental coverage, the Claims Administrator
reserves the right to seek recovery from the Provider.

The Claims Administrator has the right to decide which facts are needed. The Claims
Administrator may, without consent of or notice to any person, release to or obtain from any
other organization or person any information, with respect to any person, which the Claims
Administrator deems necessary for such purposes. Any person claiming benefits under this
Program shall furnish to the Claims Administrator such information as may be necessary to
implement this provision.

Second Surgical Opinion (Voluntary)

The Claims Administrator will provide coverage for consultations for Surgery to determine

the Medical Necessity of an elective surgical procedure.
"Elective Surgery" is that Surgery which is not of an Emergency or life threatening
nature;

— Such Covered Services must be performed and billed by a Professional Provider other
than the one who initially recommended performing the Surgery.

Transplant Services

When a Member is the recipient of transplanted human organs, marrow, or tissues, benefits
are provided for all Inpatient and Outpatient transplants, which are beyond the
Experimental/Investigative stage. Benefits, are also provided for those services to the Member
which are directly and specifically related to the covered transplantation. This includes services
for the examination of such transplanted organs, marrow, or tissue and the processing of Blood
provided to a Member:

When both the recipient and the donor are Members, the payment of their respective

medical expenses shall be covered by their respective benefit programs.

When only the recipient is a Member, and the donor has no available coverage or source

for funding, benefits provided to the donor will be charged against the recipient’s coverage

under this Program. The donor benefits are limited to only those not provided or available to
the donor from any other source. This includes, but is not limited to, other insurance
coverage, or coverage by the Claims Administrator or any government program. When only
the recipient is a Member and the donor has available coverage or a source for funding, the
donor must use such coverage or source for funding as no benefits are provided to the
donor under this Program.

When only the donor is a Member, the donor is entitled to the benefits of this Program for

all related donor expenses, subject to the following additional limitations:

— The benefits are limited to only those benefits not provided or available to the donor
from any other source for funding or coverage in accordance with the terms of this
Program;
and

— No benefits will be provided to the donor recipient.

If any organ or tissue is sold rather than donated to the Member recipient, no benefits will be

payable for the purchase price of such organ or tissue.
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Treatment for Alcohol or Drug Abuse and Dependency

= Alcohol Or Drug Abuse And Dependency is a disease that can be described as follows:
It is an addiction to alcohol and/or drugs. It is also the compulsive behavior that results from
this addiction.
— This addiction makes it hard for a person to function well with other people.
— It makes it hard for a person to function well in the work that they do.
— It will also cause person’s body and mind to become quite ill if the alcohol and/or drugs
are taken away.
= The Claims Administrator will provide coverage for the care and treatment of Alcohol Or
Drug Abuse And Dependency:
— Provided by a licensed Hospital or licensed Facility Provider or an appropriately licensed
behavioral health Provider.
— Subject to the Maximum(s) shown in the Schedule of Covered Services; and
— According to the provisions outlined below.
= For maximum benefits, treatment must be received from an In-Network Provider.
= To Access Treatment for Alcohol Or Drug Abuse And Dependency:
— Call the behavioral health management company at the phone number shown on the
Members ID Card.
Upon request, the Claims Administrator will make available the criteria for Medical Necessity
determinations made under the Program for Alcohol Or Drug Abuse And Dependency to any
current or potential Member, Dependent or In-Network Provider.

= |npatient Treatment

— Inpatient Detoxification

Covered Services include:

Lodging and dietary services;
Physician, Psychologist, nurse, certified addictions counselor, Master’s Prepared
Therapists, and trained staff services;
Diagnostic x-rays;
Psychiatric, psychological and medical laboratory testing; and
Drugs, medicines, use of equipment and supplies.

VVYVY VYV

A Copayment may apply to an In-Network Inpatient Admission, if specified in the
Schedule of Covered Services. For purposes of calculating the total Copayment due,
any admission occurring within ten calendar days of discharge date from any previous
admission shall be treated as part of the previous admission.

— Hospital and Non-Hospital Residential Treatment
Hospital or Non-Hospital Residential Treatment of Alcohol Or Drug Abuse And
Dependency shall be covered on the same basis as any other illness covered under this
Program.
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Covered services include:

Lodging and dietary services;

Physician, Psychologist, nurse, certified addictions counselor and trained staff
services;

Rehabilitation therapy and counseling;

Family counseling and intervention;

Psychiatric, psychological and medical laboratory testing; and

Drugs, medicines, use of equipment and supplies.

VVVY VYV

A Copayment may apply to an In-Network Inpatient Admission, if specified in the
Schedule of Covered Services. For purposes of calculating the total Copayment due,
any admission occurring within ten calendar days of discharge date from any previous
admission shall be treated as part of the previous admission.

= Qutpatient Treatment
— Covered services include:

» Diagnosis and treatment of substance abuse, including Outpatient Detoxification by

the appropriately licensed behavioral health Provider;

» Appropriately licensed behavioral health providers including Physician, Psychologist,
nurse, certified addictions counselor, Master’s Prepared Therapists, and trained staff
services;

Rehabilitation therapy and counseling;

Family counseling and intervention;

Psychiatric, psychological and medical laboratory testing; and
Medication management and use of equipment and supplies.

YV VVY

OUTPATIENT SERVICES

Unless otherwise specified in this Benefit Booklet, services for Outpatient Care are Covered
Services when:

» Deemed Medically Necessary; and

= Billed for by a Provider.

Look in the Schedule of Covered Services section to find how much of those or other costs
the Member is required to share (pay).

Acupuncture
The Claims Administrator will provide coverage for Acupuncture up to the limits specified in the
Schedule of Covered Services for all Covered Services.

Ambulance Services
The Claims Administrator will provide coverage for ambulance services. However, these
services need to be:
= Medically Necessary as determined by the Claims Administrator; and
= Used for transportation in a specially designed and equipped vehicle that is used only to
transport the sick or injured and only when the following applies;
— The vehicle is licensed as an ambulance, where required by applicable law;
— The ambulance transport is appropriate for the Member’s clinical condition;
— The use of any other method of transportation, such as taxi, private car, wheel-chair van
or other type of private or public vehicle transport would endanger the Member's health
or be inappropriate for the Member’s medical condition; and
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— The ambulance transport satisfies the destination and other requirements as stated
under Regarding Emergency Ambulance transport or Regarding Non-Emergency
Ambulance transports.

Benefits are payable for air or sea ambulance transportation only if the Member’s condition,
and the distance to the nearest facility able to treat the Member's condition, justify the use of an
alternative to land transport.

Regarding Emergency Ambulance transport: The ambulance must be transporting the

Member:

— From the Member’s home, or the scene of an accident or Medical Emergency;

— To the nearest Hospital, or other Emergency Care Facility, that can provide the
Medically Necessary Covered Services for the Member’s condition.

Regarding Non-Emergency Ambulance transports: Non-Emergency air or ground facility

transport may be covered when Medically Necessary as determined by the Claims

Administrator (For example, sending facility does not have the required services to

effectively treat the Member, such as trauma or burn care). Non-Emergency air or ground

transport may be covered to transport the Member back to an In-Network Facility Provider

as determined by the Claims Administrator, when:

— The transfer is Medically Necessary (as determined by the Claims Administrator’s
definition of Medical Necessity); and

— The Member’s medical condition requires uninterrupted care and attendance by
gualified medical staff during transport by ground ambulance, or by air transport when
transfer cannot be safely provided by land ambulance.

Non-Emergency ambulance transports are not provided for family members or companions

or for the convenience of the Member, the family, or the Provider treating the Member.

Autism Spectrum Disorders (ASD)
The Claims Administrator will provide coverage for the diagnostic assessment and treatment of

Autism Spectrum Disorders (ASD) for Members under 21 years of age subject to the Annual
Benefit Maximum specified in the Schedule of Covered Services.

Diagnostic assessment is defined as Medically Necessary assessments, evaluations or tests
performed by a licensed Physician, licensed Physician assistant, licensed Psychologist or
Certified Registered Nurse practitioner, or Autism Service Provider to diagnose whether an

individual has an Autism Spectrum Disorder. Results of the diagnostic assessment shall be valid

for a period of not less than 12 months, unless a licensed Physician or licensed Psychologist
determines an earlier assessment is necessary.

Treatment of Autism Spectrum Disorders shall be identified in an ASD Treatment Plan and shall

include any Medically Necessary Pharmacy Care, Psychiatric Care, Psychological Care,

Rehabilitative Care and Therapeutic Care that is:

= Prescribed, ordered or provided by a licensed Physician, licensed Physician assistant,
licensed Psychologist, Licensed Clinical Social Worker or Certified Registered Nurse
practitioner;

= Provided by an Autism Service Provider, including a Behavior Specialist; or

» Provided by a person, entity or group that works under the direction of an Autism Service
Provider.

An ASD Treatment Plan shall be developed by a licensed Physician or licensed Psychologist
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pursuant to a comprehensive evaluation or reevaluation performed in a manner consistent with
the most recent clinical report or recommendations of the American Academy of Pediatrics. The
ASD Treatment Plan may be reviewed by the Claims Administrator once every six months. A
more or less frequent review can be agreed upon by the Claims Administrator and the licensed
Physician or licensed Psychologist developing the ASD Treatment Plan.

Treatment of Autism Spectrum Disorders will include any of the following Medically Necessary
services that are listed in an ASD Treatment Plan developed by a licensed Physician or licensed
Psychologist:

= Applied Behavioral Analysis - The design, implementation and evaluation of environmental
modifications, using behavioral stimuli and consequences, to produce socially significant
improvement in human behavior or to prevent loss of attained skill or function, including the
use of direct observation, measurement and functional analysis of the relations between
environment and behavior.

» Pharmacy Care - Medications prescribed by a licensed Physician, licensed physician
assistant or Certified Registered Nurse practitioner and any assessment, evaluation or test
prescribed or ordered by a licensed Physician, licensed physician assistant or Certified
Registered Nurse practitioner to determine the need or effectiveness of such medications. If
this Program provides benefits for Prescription Drugs the ASD medications may be
purchased at a Pharmacy, subject to the cost-sharing arrangement applicable to the
Prescription Drug coverage.

» Psychiatric Care - Direct or consultative services provided by a Physician who specializes in
psychiatry.

= Psychological Care - Direct or consultative services provided by a Psychologist.

» Rehabilitative Care - Professional services and treatment programs, including applied
behavioral analysis, provided by an Autism Service Provider to produce socially significant
improvements in human behavior or to prevent loss of attained skill or function.

= Therapeutic Care - Services provided by speech language pathologists, occupational
therapists or physical therapists.

Upon full or partial denial of coverage for any Autism Spectrum Disorders benefits, a Member

shall be entitled to file an Appeal. The Appeal process will:

* Provide internal review followed by independent external review; and

= Have levels, expedited and standard Appeal time frames, and other terms established 