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This Benefit Booklet provides You with a description of Your benefits while You are enrolled under the Kentucky
Employees’ Health Plan (KEHP) (the “Plan”) offered by Your Employer. You should read this booklet carefully to
familiarize yourself with the Plan’s main provisions and keep it handy for reference. A thorough understanding of
Your coverage will enable You to use Your benefits wisely. If You have any questions about the benefits as
presented in this Benefit Booklet, please contact the Kentucky Employees’ Health Plan at 888-581-8834 or call
Anthem’s Customer Service Department at 844-402-KEHP.

The Plan provides the benefits described in this Benefit Booklet only for eligible Members. The health care
services are subject to the Limitations and Exclusions, Copayments, Deductible, and Coinsurance requirements
specified in this Benefit Booklet. Any group plan or certificate which You received previously will be replaced by
this Benefit Booklet.

Anthem Blue Cross and Blue Shield, or “Anthem” has been designated by KEHP to provide administrative
services for the Employer’s Group Health Plan, such as claims processing, care management, and other services,
and to arrange for a network of health care providers whose services are covered by the Plan.

Important: This is not an insured benefit Plan. The benefits described in this Benefit Booklet are funded by KEHP
who is responsible for their payment. Anthem provides administrative claims payment services only and does not
assume any financial risk or obligation with respect to claims.

Anthem is an independent corporation operating under a license from the Blue Cross and Blue Shield
Association, permitting Anthem to use the Blue Cross and Blue Shield Service Marks in portions of the State of
Kentucky. Although Anthem is the Claims Administrator and is licensed in Kentucky, You will have access to
providers participating in the Blue Cross and Blue Shield Association BlueCard® PPO network across the
country. Anthem has entered into a contract with the Employer on its own behalf and not as the agent of the
Association.

Verification of Benefits

Verification of Benefits is available for Members or authorized healthcare Providers on behalf of Members. You
may call Customer Service with a benefits inquiry or verification of benefits during normal business hours (8:00
a.m. to 8:00 p.m. eastern time). Please remember that a benefits inquiry or verification of benefits is NOT a
verification of coverage of a specific medical procedure. Verification of benefits is NOT a guarantee of payment.
CALL THE CUSTOMER SERVICE NUMBER ON YOUR IDENTIFICATION CARD or see the section titled Health
Care Management for Precertification rules.
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MEMBER RIGHTS AND RESPONSIBILITIES

As a Member You have certain rights and responsibilities when receiving Your health care. You also have a
responsibility to take an active role in Your care. As Your health care partner, Anthem is committed to making
sure Your rights are respected while providing Your health benefits. That also means giving You access to
Anthem ’s Network Providers and the information You need to make the best decisions for Your health and
welfare.

These are Your rights and responsibilities:

You have the right to:

e Speak freely and privately with Your doctors and other health providers about all health care options and
treatment needed for Your condition. This is no matter what the cost or whether it's covered under Your
Plan.

e Work with Your doctors in making choices about Your health care.

e Be treated with respect and dignity.

e  Expect us to keep Your personal health information private. This is as long as it follows state and Federal
laws and our privacy policies.

e Get the information You need to help make sure You get the most from Your health plan, and share Your
feedback. This includes information on:

- Anthem’s company and services.

- Anthem’s network of doctors and other health care providers.
- Your rights and responsibilities.

- The rules of Your health care plan.

- The way Your health plan works.

e Make a complaint or file an appeal about:
- Your Plan
- Any care You get
- Any Covered Service or benefit ruling that Your Plan makes.

e Say no to any care, for any condition, sickness or disease, without it affecting any care You may get in the
future. This includes the right to have Your doctor tell You how that may affect Your health now and in the
future.

o Get all of the most up-to-date information from a doctor or other health care professional provider about the
cause of Your illness, Your treatment and what may result from it. If You don’t understand certain
information, You can choose a person to be with You to help You understand.

You have the responsibility to:

= Read and understand, to the best of Your ability, all information about Your health benefits or ask for help if
You need it.

= Follow all Plan rules and policies.

= Treat all doctors, health care Providers and staff with courtesy and respect.

= Keep all scheduled appointments with Your health care Providers. Call their office if You may be late or need
to cancel.

= Understand Your health problems as well as You can and work with Your doctors or other health care
Providers to make a treatment plan that You all agree on.

= Tell Your doctors or other health care Providers if You don’t understand any type of care You're getting or
what they want You to do as part of Your care plan.

= Follow the care plan that You have agreed on with Your doctors or health care Providers.



= Give Anthem, Your doctors and other health care professionals the information needed to help You get the
best possible care and all the benefits You are entitled to. This may include information about other health
and insurance benefits You have in addition to Your coverage with the Plan.

Anthem is committed to providing quality benefits and customer service to its Members. Benefits and
coverage for services provided under the benefit program are governed by the Plan and not by this
Member Rights and Responsibilities statement.

If You need more information or would like to contact Anthem, please go to anthem.com and select
Customer Support > Contact Us. Or call the Member Services number on Your ID card.

How to Obtain Language Assistance

Anthem is committed to communicating with our members about their health plan, regardless of their language.
Anthem employs a Language Line interpretation service for use by all of our Customer Service Call

Centers. Simply call the Customer Service phone number on the back of Your ID card and a representative will be
able to assist You. Translation of written materials about Your benefits can also be requested by contacting
customer service. TTY/TDD services also are available by dialing 711. A special operator will get in touch with
us to help with Your needs.



SCHEDULE OF BENEFITS

The Maximum Allowed Amount is the amount Anthem will reimburse for services and supplies which
meet its definition of Covered Services, as long as such services and supplies are not excluded under the
Member’s Plan; are Medically Necessary; and are provided in accordance with the Member’s Plan. See
the Definitions and Claims Payment sections for more information. Under certain circumstances, if
Anthem pays the healthcare provider amounts that are Your responsibility, such as Deductibles,
Copayments or Coinsurance, Anthem may collect such amounts directly from You. You agree that
Anthem has the right to collect such amounts from You.

Schedule of Benefits In-Network Out-of-Network

Calendar Year Deductible
Individual $500 $1,000
Family — All eligible Members combined $1,000 $2,000

Copayments and charges in excess of the Maximum Allowed
Amount do not contribute to the Deductible.

All Covered Services with Coinsurance are subject to the Deductible, unless otherwise specified in this
booklet. When a Copayment applies, the Deductible is waived.

The Network and Out-of-Network calendar year Deductibles are separate and cannot be combined.

Coinsurance After the Calendar Year Deductible is Met
(Unless Otherwise Specified)

Plan Pays 80% 60%
Member Pays 20% 40%

All payments are based on the Maximum Allowed Amount
and any negotiated arrangements. For Out of Network
Providers, You are responsible to pay the difference between
the Maximum Allowed Amount and the amount the Provider
charges. Depending on the service, this difference can be
substantial.

Out-of-Pocket Maximum Per Calendar Year

Includes Coinsurance, Copayments and the calendar year
Deductible. Does NOT include precertification penalties,
charges in excess of the Maximum Allowed Amount, Non-
Covered Services, pharmacy claims and services not
deemed medically necessary.

Individual $2,500 $5,000

Family — All eligible Members combined $5,000 $10,000




Schedule of Benefits In-Network Out-of-Network

The In-Network and Out-of-Network Out-of-Pocket Maximums are separate and cannot be combined.

Benefits Network Out-of-Network

Note: All Covered Services with Coinsurance are subject to the Deductible, unless otherwise specified in
this booklet. When a Copayment applies, the Deductible is waived.

Member Pays Member Pays
Allergy Care
e Testing and Treatment 20% 40%
e Serum and Injections $15 40%
Behavioral Health / Substance Abuse Care
Hospital Inpatient Services 20% 40%
Outpatient Services $25 40%

Coverage for the treatment of Behavioral Health and Substance Abuse is provided in compliance with
federal law.

Clinical Trials Benefits are paid  Benefits are paid based

Please see Clinical Trials under Benefits section for further based on the on the setting in which

information. setting in which Covered Services are
Covered Services received

are received

Dental, Oral Surgery and TMJ Services

e Accidental Injury to natural teeth Benefits are paid  Benefits are paid based

e Oral Surgery and TMJ Services based on the on the setting in which
setting in which Covered Services are
Covered Services received

are received

Diagnostic Services (non-routine) 20% 40%

Note: Diagnostic services are defined as any claim for services performed to diagnose an iliness or
Injury.

Emergency Room, Urgent Care and Ambulance Services




Benefits Network Out-of-Network

Note: All Covered Services with Coinsurance are subject to the Deductible, unless otherwise specified in
this booklet. When a Copayment applies, the Deductible is waived.

Member Pays Member Pays

Emergency room for an Emergency Medical Condition $150 then $150 then deductible
deductible then then 20%
Copayment waived if admitted. 20% (See note below)
Use of the emergency room for non-Emergency Medical Not Covered Not Covered
Conditions
Urgent Care clinic visit for an Emergency Medical Condition $50 $50
(See note below)

Ambulance Services (when Medically Necessary) 20% 20%
Land / Air (See note below)

Note: Care received Out-of-Network for an Emergency Medical Condition will be provided at the
Network level of benefits if the following conditions apply: A medical condition manifesting itself by acute
symptoms of sufficient severity (including severe pain) such that a prudent layperson, who possesses an
average knowledge of health and medicine, could reasonably expect the absence of immediate medical
attention to result in one of the following conditions: (1) Placing the health of the individual (or, with respect to a
pregnant woman, the health of the woman or her unborn child) in serious jeopardy; (2) Serious impairment to
bodily functions; or (3) Serious dysfunction of any bodily organ or part. If an Out-of-Network Provider is used,
however, You are responsible to pay the difference between the Maximum Allowed Amount and the amount the
Out-of-Network Provider charges.

Eye Care (non-routine)

o Office visit — medical eye care exams (treatment of
disease or Injury to the eye)
» Primary care Physician $25 40%
» Specialist Physician $45 40%

Hearing Care (non-routine)

e Office visit — Audiometric exam / hearing evaluation test

» Primary care Physician $25 40%
» Specialist Physician $45 40%
Home Health Care Services 20% 40%
e Maximum Home Care visits (combined with Private Duty 60 visits per calendar year
Nursing visits) combined Network and Out-of-Network
Hospice Care Services 20% 40%
Hospital Inpatient Services 20% 40%

Maternity Care & Other Reproductive Services




Benefits Network Out-of-Network

Note: All Covered Services with Coinsurance are subject to the Deductible, unless otherwise specified in
this booklet. When a Copayment applies, the Deductible is waived.

Member Pays Member Pays
e Maternity Care 20% 40%
e Infertility Services (diagnosis only) 20% 40%
e Sterilization Services Benefits are paid  Benefits are paid based
based on the on the setting in which
Sterilizations for women will be covered under the setting in which Covered Services are
“Preventive Care” benefit. Please see that section in Covered Services received
Benefits for further details. are received
Medical Supplies and Equipment
e Medical Supplies 20% 20%
e Durable Medical Equipment 20% 20%
e Orthotics 20% 40%
Foot and Shoe
e Prosthetic Appliances (external) 20% 40%
Nutritional Counseling for Diabetes 20% 40%
Office Surgery
» Primary care Physician $25 40%
» Specialist Physician $45 40%
Online Visits $25 40%
» Primary care Physician
$45
» Specialist Physician 40%
Physician Services (Home and Office Visits)
» Primary care Physician $25 40%
» Specialist Physician $45 40%
Preventive Services (regardless of Provider or setting Covered in Full 40%

where Preventive care is provided)

Note: Preventive Services are defined as any claim submitted with a “well” diagnosis.

Skilled Nursing Facility 20% 40%

¢ Maximum days 30 days per calendar year
combined In-Network and Out-of-Network




Benefits Network Out-of-Network

Note: All Covered Services with Coinsurance are subject to the Deductible, unless otherwise specified in
this booklet. When a Copayment applies, the Deductible is waived.

Member Pays Member Pays
Therapy Services (Outpatient)
e Physical Therapy 20% 40%
e Occupational Therapy 20% 40%
e Speech Therapy 20% 40%
e Cardiac Rehabilitation 20% 40%
e Radiation Therapy 20% 40%
e Chemotherapy 20% 40%
e Respiratory Therapy 20% 40%
e Vision Therapy Not Covered Not Covered
e Chiropractic Care $25 40%

Note: Inpatient therapy services will be paid under the Inpatient Hospital benefit.
Benefits for physical therapy are limited to 30 visits per calendar year, combined Network and Out-of-Network.

Benefits for occupational therapy are limited to 30 visits per calendar year, combined Network and Out-of-
Network.

Benefits for speech therapy are limited to 30 visits per calendar year, combined Network and Out-of-Network.

Benefits for chiropractic care are limited to 26 visits per calendar year, combined Network and Out-of-Network.
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Benefits

Network Out-of-Network

Note: All Covered Services with Coinsurance are subject to the Deductible, unless otherwise specified in
this booklet. When a Copayment applies, the Deductible is waived.

Member Pays Member Pays
Transplants
Any Medically Necessary human organ and stem cell/bone Center of Out-of-Network
marrow transplant and transfusion as determined by Anthem  Excellence/ Transplant Provider
including necessary acquisition procedures, harvest and In-Network
storage, including Medically Necessary preparatory Transplant
myeloablative therapy. Provider

Transplant Benefit Period

e Covered Transplant Procedure during the Transplant
Benefit Period

e Bone Marrow & Stem Cell Transplant (Inpatient &
Outpatient)

11

Starts one day prior ~ Starts one day prior to a

to a Covered Covered Transplant
Transplant Procedure and continues
Procedure and to the date of discharge.

continues for the
applicable case
rate/global time
period (The
number of days will
vary depending on
the type of
transplant received
and the Center of
Excellence
Network Transplant
Provider
agreement.
Contact the
Customer Service
number on Your
Identification Card
and ask for the
Transplant Case
Manager for
specific Network
Transplant Provider
information.)

20% 40%

20% 40%




Benefits Network Out-of-Network

Note: All Covered Services with Coinsurance are subject to the Deductible, unless otherwise specified in
this booklet. When a Copayment applies, the Deductible is waived.

Member Pays Member Pays
e Live Donor Health Services (including complications from 20% 40%
the donor procedure for up to six weeks from the date of
procurement)
e Eligible Travel and Lodging 20% 40%
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TOTAL HEALTH AND WELLNESS SOLUTION

Future Moms

The Future Moms program offers a guided course of care and treatment, leading to overall healthier outcomes

for mothers and their newborns. Future Moms helps routine to high-risk expectant mothers focus on early

prenatal interventions, risk assessments and education. The program includes special management emphasis

for expectant mothers at highest risk for premature birth or other serious maternal issues. The program

consists of nurse coaches, supported by pharmacists, registered dietitians, social workers and medical

directors. You'll get:

e  24/7 phone access to a nurse coach who can talk with you about your pregnhancy and answer your
guestions.

e Your Pregnancy Week by Week, a book to show you what changes you can expect for you and your
baby over the next nine months.

e Useful tools to help you, your doctor and your Future Moms nurse coach track your pregnancy and
spot possible risks.

Quick Care Options

Quick Care Options helps to raise Your awareness about appropriate alternatives to hospital emergency
rooms (ERs). When You need care right away, retail health clinics and urgent care centers can offer
appropriate care for less cost—and leave the ER available for actual emergencies. Quick Care Options
educates You on the availability of ER alternatives for non-urgent diagnoses and provides provider finder
website to support searches for ER alternatives.

MyHealth Advantage

MyHealth Advantage is a free service that helps keep You and Your bank account healthier. Here's how
it works: Anthem reviews Your incoming health claims to see if we can save You any money. Anthem
can check to see what medications You're taking and alert Your doctor if we spot a potential drug
interaction. Anthem also keeps track of Your routine tests and checkups, reminding You to make these
appointments by mailing You MyHealth Note. MyHealth Notes summarize Your recent claims. From time
to time, Anthem offers tips to save You money on prescription drugs and other health care supplies.

Personal Health Consultant Programs

Personal Health Consultant programs help maximize Your health status, improve health outcomes and control

health care expenses associated with the following prevalent conditions:

e Asthma (pediatric and adult).

Diabetes (pediatric and adult).

Heart failure (HF).

Coronary artery disease (CAD).

Chronic obstructive pulmonary disease (COPD).

Low Back Pain — focuses on disorders of the lumbar region.

Hypertension — focuses on knowing and understanding your numbers and how uncontrolled high blood

pressure can lead to other issues

Metabolic Syndrome — focuses on obesity as more than just a weight problem and provides better

understanding of impact to your overall health

You'll get:

e 24/7 phone access to a personal health consultant who can answer your questions and give you up-
to-date information about your condition.

e A health review and follow-up calls if you need them.

e Tips on prevention and lifestyle choices to help you improve your quality of life.
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AIM Imaging Cost & Quality Program

KEHP has selected this innovative Imaging Cost & Quality Program for Anthem Blue Cross Blue Shield
members through AIM Specialty Health. This Program provides You with access to important information
about imaging services You might need. The Program is a service provided by Anthem and is not a
benefit under your health benefit plan.

If You need an MRI or a CT scan, it's important to know that costs can vary quite a bit depending on
where You go to receive the service. Sometimes the differences are significant — anywhere from $300 to
$3000 — but a higher price doesn’t guarantee higher quality. If your benefit plan requires You to pay a
portion of this cost (like a deductible or coinsurance) where You go can make a very big difference to your
wallet.

That's where the AIM Imaging Cost & Quality Program comes in — AIM does the research for You and

makes it available to help You find the right location for your MRI or CT scan. Here’s how the Program

works:

e Your doctor refers You to a radiology provider for an MRI or CT scan

e AIM works with your doctor to help make sure that You are receiving the right test — using evidence-
based guidelines

e AIM also reviews the referral to see if there are other providers in your area that are high quality but
have a lower price than the one You were referred to

e If AIM finds another provider that meets the quality and price criteria,, AIM will give You a call to let
You know

e You have the choice — You can see the radiology provider your doctor suggested OR You can
choose to see a provider that AIM tells You about. AIM will even help You schedule an appointment
with the new provider

The AIM Imaging Cost & Quality Program gives You the opportunity to reduce your health care expenses
(and those of your employer) by selecting high quality, lower cost providers or locations. No matter which
provider You choose, there is no effect on your health care benefits. We are bringing this Program to You
to give You information that helps You to make informed choices about where to go when You need care.

Sleep Study Program

Your Plan includes benefits for a Sleep Management Program, which is a program that helps Your doctor
make better informed decisions about Your treatment. It is administered by AIM Specialty Health which is
a wholly-owned division of Anthem Blue Cross Blue Shield. The Sleep Management Program includes
outpatient and home sleep testing and therapy. If You require sleep testing, depending on Your medical
condition, You may be asked to complete the sleep study in Your home. Home sleep studies provide the
added benefit of reflecting Your normal sleep pattern while sleeping in the comfort of Your own bed
versus going to an outpatient facility for the test.

As part of this program, You are required to get precertification for:

Home sleep tests (HST)

In-lab sleep studies (polysomnography or PSG, a recording of behavior during sleep)

Titration studies (to determine the exact pressure needed for treatment)

Treatment orders for equipment, including positive airway pressure devices (APAP, CPAP, BPAP,
ASV), oral devices and related supplies.

If You need ongoing treatment, AIM will review Your care quarterly to assure that medical criteria are met
for coverage. Your equipment supplier or Your doctor will be required to provide periodic updates to
ensure clinical appropriateness. Ongoing claim approval will depend partly on how You comply with the
treatment Your doctor has ordered. Please talk to Your doctor about getting approval for any sleep testing
and therapy equipment and supplies.
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If You have questions about Your care, please talk with Your doctor. For questions about Your Plan or
benefits, please call Customer Service.
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ELIGIBILITY

EMPLOYEE ELIGIBILITY

You are eligible for coverage if the following conditions are met:

1. You are an employee or retiree who meets the eligibility requirements of the employer; and

2. You participate in a state-sponsored retirement system; or

3. You are a School Board Member as defined in KRS 18A.225.

Your eligibility date is as determined by KEHP.

EMPLOYEE EFFECTIVE DATE OF COVERAGE

You must enroll in a manner acceptable to KEHP.

1. If your completed enroliment, whether paper or online, is within 35 days after your hire date, your
coverage is effective on the 1% day of the 2" month following the month of hire. Your coverage
may be effective at a later date as determined by KEHP.

2. If your completed enroliment, whether paper or online, is not within 35 days after your hire date,
you are a late applicant and you will not be eligible for coverage under this Plan until the next

annual Open Enrollment Period or until you experience a permitted qualifying event. Your
coverage is effective as determined by KEHP.

OPEN ENROLLMENT

Once annually you will have a choice of enrolling yourself and your eligible dependents in this Plan. You
will be notified in advance when the Open Enrollment Period is to begin and how long it will last. If you
initially declined coverage for yourself or your dependents at the time you were initially eligible for
coverage, you will be able to enroll yourself and/or your eligible dependents during the Open Enroliment
Period.

DEPENDENT ELIGIBILITY

Adding a dependent to the Plan who does not meet the KEHP eligibility rules may be considered
insurance fraud.

A dependent will be effective as outlined in the Dependent Effective Date of Coverage section.
Each dependent is eligible for coverage on:

1. The date the employee is eligible for coverage, if he or she has dependents who may be covered
on that date; or

2. The date of birth of the employee's natural-born child; or

3. The date a child is placed for adoption under the employee's legal guardianship, or the date which
the employee incurs a legal obligation for total or partial support in anticipation of adoption; or
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4. The date a covered employee's child is determined to be eligible as an alternate recipient under the
terms of a medical child support order.

The covered employee may cover dependents only if the employee is also covered. Check with your
employer immediately on how to enroll for dependent coverage. Late enroliment will result in denial of
dependent coverage until the next annual Open Enroliment Period.

In any event, no person may be simultaneously covered as both an employee and a dependent under a
KEHP Health Plan(s). If both parents are eligible for coverage, the dependent may only enroll under one
Plan.

KEHP may require supporting documentation to verify the eligibility of any dependent enrolled or
requesting to be enrolled in the Plan.

DEPENDENT EFFECTIVE DATE OF COVERAGE

If the employee wishes to add to the Plan a newborn dependent, a newly adopted dependent, or a newly
placed for adoption dependent, an enroliment form must be completed and submitted to the Plan Sponsor
(Commonwealth of Kentucky).

The newborn dependent’s, the newly adopted dependent’s, or the newly placed for adoption dependent’s
effective date of coverage is determined as follows:

1. If the completed enrollment, whether paper or online, is within 60 days after the newborn
dependent’s, the newly adopted dependent’s, or the newly placed for adoption dependent’s
eligibility date, the newborn dependent, the newly adopted dependent, or the newly placed for
adoption dependent is covered on the date he or she is eligible.

2. If the completed enrollment, whether paper or online, is more than 60 days after the newborn
dependent’s, the newly adopted dependent’s, or the newly placed for adoption dependent’s
eligibility date, the newborn dependent, the newly adopted dependent, or the newly placed for
adoption dependent is a late applicant. The newborn dependent, the newly adopted dependent, or
the newly placed for adoption dependent will not be eligible for coverage under this Plan until the
next annual Open Enrollment Period.

Newborn dependents will be covered for an initial period of 31 days from the date of birth. Coverage for
newborns will continue beyond 31 days only if the employee completes and submits a signed enrollment
form within the timeframe outlined above.

If the employee wishes to add other dependent(s) to the Plan, due to experiencing a qualifying event
(other than birth, adoption, or placement for adoption), the dependent’s effective date of coverage is
determined as follows:

1. If the completed enroliment whether paper or online is within 35 days after the qualifying event that
dependent is covered on the coverage effective date as set forth in the qualifying events in Exhibit
A at the end of this document.

2. If the completed enroliment, whether paper or online is more than 35 days after the dependent’s
eligibility date, the dependent is a late applicant. The dependent will not be eligible for coverage
under this Plan until the next annual Open Enrollment Period. The dependent is covered as
determined by the employer.

No dependent's effective date will be prior to the covered employee's effective date of coverage. If your
dependent child becomes an eligible employee of the employer or becomes an employee of another
employer, he or she may no longer be eligible as your dependent under this Plan. Please refer to the
Definitions section for dependent requirements.
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FAMILY CROSS-REFERENCE PAYMENT OPTION

To be eligible to elect the cross-reference payment option, each of the following requirements must be
met:

. you must cover at least one dependent;

. the members must be legally married,;

. the members must be eligible employees or retirees* of a group participating in the Kentucky
Employees’ Health Plan;

. the members must elect the same coverage; and

. both members must sign the appropriate documentation during the enroliment process and file with
their agency’s Insurance Coordinators.

Failure to meet any one of the above requirements means that you are not eligible for the cross-reference
payment option.

* Members of the Judicial and Legislators Retirement Plans are not eligible to elect the cross-reference
payment option.

18



TERMINATING THE FAMILY CROSS-REFERENCE PAYMENT OPTION

Employees will not be eligible to continue the cross-reference payment option if one spouse loses
eligibility (e.g. terminates employment, becomes part-time, or goes on leave without pay).

1. A Family Cross-Reference payment option is a payment option for two (2) eligible employees or
retirees. Thus, the Family Cross-Reference payment option has two (2) planholders.

If either planholder loses employment for any reason (voluntary or involuntary), the Family Cross-
Reference payment option terminates as eligibility to participate in the Family Cross-Reference
payment option has ceased. Only eligible employees may be planholders under the KEHP.
Additionally, upon loss of employment that former planholder has lost planholder eligibility status
and can only be covered as a dependent on that existing plan. As a result, the remaining planholder
will default to parent-plus coverage (from Family Cross-Referencing) reflecting the loss of
planholder status of the former planholder. Should the remaining planholder wish to elect
dependent coverage for that former planholder, he or she may make that election for dependent
coverage within 35 days of the date of loss of coverage of the former planholder. If the remaining
planholder wishes to drop to single coverage, he or she may do so by submitting a drop form or
new application within 35 days of the date of loss of coverage of the former planholder.

The remaining planholder will NOT be responsible for the full regular family contribution unless that
former planholder is added back to the plan as a dependent, which creates a traditional family plan.

MEDICAL CHILD SUPPORT ORDERS

An individual who is a child of a covered employee may be enrolled for coverage under this Plan in
accordance with the direction of a Qualified Medical Child Support Order (QMCSO) or a National Medical
Support Notice (NMSN).

A QMCSO is a state court order or judgment, including approval of a settlement agreement that: (a)
provides for support of a covered employee’s child; (b) provides for health care coverage for that child; (c)
is made under state domestic relations law (including a community property law); (d) relates to benefits
under this Plan; and (e) is “qualified” in that it meets the technical requirements of applicable law.
QMCSO also means a state court order or judgment that enforces a state Medicaid law regarding medical
child support required by Social Security Act 81908 (as added by Omnibus Budget Reconciliation Act of
1993).

An NMSN is a notice issued by an appropriate agency of a state or local government that is similar to a

QMCSO that requires coverage under this Plan for the dependent child of a non-custodial parent who is
(or will become) a covered person by a domestic relations order that provides for health care coverage.
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SPECIAL PROVISIONS

If your employer continues to pay required contributions and does not terminate the Plan, your coverage
will remain in force for a period of time as determined by your employer for a layoff, during an approved
medical leave of absence, during a period of total disability, during an approved non-medical leave of
absence, during an approved military leave of absence or during part-time status.

TERMINATING EMPLOYMENT

KEHP is a current pay health insurance plan. If you leave employment between the 1st and the 15th of
the month, your health insurance coverage will terminate on the 15th of the same month. If you leave
employment between the 16th and the end of the month, your health insurance coverage will terminate
on the last day of the same month.

REINSTATEMENT OF COVERAGE

If your coverage under this Plan was terminated after a period of layoff, total disability, approved medical
leave of absence, approved non-medical leave of absence or during part-time status and you are now
returning to work, your coverage is effective as determined by your employer. The eligibility period
requirement with respect to the reinstatement of your coverage will be determined by your employer.

If your coverage under this Plan was terminated after an approved military leave of absence (other than
USERRA) or during part-time status and you are now returning to work, your coverage is effective as
determined by your employer. The eligibility period requirement with respect to the reinstatement of your
coverage will be determined by your employer.

If your coverage under the Plan was terminated due to a period of service in the uniformed services
covered under the Uniformed Services Employment and Reemployment Rights Act of 1994, your
coverage is effective immediately on the day you return to work. Eligibility waiting period limitations will
be imposed only to the extent they were applicable prior to the period of service in the uniformed
services.

FAMILY AND MEDICAL LEAVE ACT (FMLA)

If you are granted a leave of absence (Leave) by the employer as required by the Federal Family and
Medical Leave Act, you may continue to be covered under this Plan for the duration of the Leave under
the same conditions as other employees who are in an eligible class and covered by this Plan. If you
choose to terminate coverage during the Leave, or if coverage terminates as a result of nonpayment of
any required contribution, coverage may be reinstated on the date you return to eligible class following
the end of the Leave. Charges incurred after the date of reinstatement will be paid as if you had been
continuously covered.
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RETIREE COVERAGE

If you are a retiree who is under age 65 or is age 65 or older and non-Medicare eligible, you may enroll or
continue coverage under the Plan for you and any of your eligible dependents. Please see your
retirement system for more details.

SURVIVORSHIP COVERAGE

If the employee dies while dependent coverage is in force, the surviving dependent spouse and
dependent children may continue to be covered through the COBRA provision.

SPECIAL ENROLLMENT

If you previously declined coverage under this Plan for yourself or any eligible dependents, due to the
existence of other health coverage (including COBRA), and that coverage is now lost or exhausted, this
Plan permits you, your dependent spouse, and any eligible dependents to be enrolled for medical benefits
under this Plan due to any of the following qualifying events:

1. Loss of coverage due to any of the following:
a. Legal separation or annulment;
b. Divorce;
C. Cessation of dependent status (such as attaining the limiting age);
d. Death;
e. Termination of employment;
f. Reduction in the number of hours of employment;
g. Meeting or exceeding a lifetime limit on all benefits;
h. Plan no longer offering benefits to a class of similarly situated individuals, which includes

the employee;
Any loss of coverage after a period that is measured by reference to any of the foregoing.
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However, loss of coverage does not include a loss due to failure of the individual or the
participant to pay premiums on a timely basis or termination of coverage for cause (such as
making a fraudulent claim or an intentional misrepresentation of a material fact in connection with
the plan).

2. Employer contributions towards the other coverage have been terminated.  Employer
contributions include contributions by any current or former employer (of the individual or another
person) that was contributing to coverage for the individual.

3. COBRA coverage under the other plan has since been exhausted.
If you are a covered employee or an otherwise eligible employee, who either did not enroll or did not

enroll dependents when eligible, you now have the opportunity to enroll yourself and/or any previously
eligible dependents or any newly acquired dependents when due to any of the following changes:

1. Marriage;

2. Birth;

3. Adoption or placement for adoption;

4, Loss of eligibility due to termination of Medicaid or State Children’s Health Insurance Program

(SCHIP) coverage; or

5. Eligibility for premium assistance subsidy under Medicaid or SCHIP.

You may elect coverage under this Plan provided enrollment is within 35 days, 60 days from such event
as identified in #4 and #5 above from the qualifying event or as listed in the Dependent Effective Date of
Coverage section. You may be required to provide proof that the qualifying event has occurred due to
one of the reasons listed before coverage under this Plan will be effective. Coverage under this Plan will
be effective the 1% day of the month following the signature date of the enrollment form, but not before the
event occurs, unless otherwise specified in this section.

In the case of a dependent's birth, enroliment is effective on the date of such birth, provided the
appropriate paperwork is received.

In the case of a dependent's adoption or placement for adoption, enroliment is effective on the date of
such adoption or placement for adoption, provided the appropriate paperwork is received.

If you apply more than 35 days after a qualifying event, 60 days from such event as identified in #4 and
#5 above or as listed in the Dependent Effective Date of Coverage section, you are considered a late
applicant and will not be eligible for coverage under this Plan until the next annual Open Enrollment
Period.
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COVERAGE TERMINATION DUE TO PLAN CHANGE

If an employee or dependent was insured with an Insurance Carrier and changes to KEHP coverage
during open enrollment, KEHP shall provide coverage beginning January 1 of the plan year following
open enrollment, except for the following :

1. If an individual is hospitalized when coverage would normally terminate with a prior Insurance
Carrier, the prior Insurance Carrier that covered the member’s hospitalization during the previous
plan year would continue coverage until the member is released from the hospital or transferred
to another facility. At the time the member is released from the hospital or transferred to a new
facility, the KEHP will assume responsibility for that member. It is the member’s responsibility to
ensure that a transfer or re-hospitalization is to a participating facility in compliance with all Plan
delivery rules.

2. If an individual has family coverage and a covered dependent is hospitalized when coverage
would normally terminate with a prior Insurance Carrier, the hospitalized family member would
continue his/her coverage with the prior Insurance Carrier until discharged from the hospital or
transferred to another facility. All other covered dependents not hospitalized at the date the new
coverage begins with KEHP will be covered under KEHP on the date the new coverage starts
(not on the date the hospitalized dependent is released or transferred).

3. If a covered member is not at work and/or is on unofficial leave without pay or otherwise
continuing to pay for his/her own health insurance premiums on the group coverage, that
participant will begin coverage with his/her succeeding Insurance Carrier on January 1, even
though he/she is not at work.

These provisions take precedence over all Extension of Benefits clauses and Actively at Work clauses
contained in any of the Insurance Carrier's standard commercial contracts in compliance with
KRS 304.18-126 and KRS 304.18-127.

Entitlement to Medicare: if an employee, spouse, or dependent who is enrolled in the Plan becomes
entitled to coverage (e.g., becomes enrolled) under Part A or Part B of Medicare, other than coverage
consisting solely of benefits under section 1928 of Social Security Act, the employee may make a
prospective election change to cancel coverage of that employee, spouse, or dependent, under the Plan.
In addition, if an employee, spouse or dependent who has been entitled to coverage under Medicare
loses eligibility for such coverage, the employee may make a prospective election to commence coverage
of that employee, spouse, or dependent under the Plan.

Coverage may be elected under this Plan provided enrollment is within 35 days from the loss of
entitlement to Medicare.

23



Coverage terminates on the earliest of the following:

1.

2.

10.

11.

The date this Plan terminates;

The end of the period for which any required contribution was due and not paid,;

As determined by your employer when you enter full-time military, naval or air service, except
coverage may continue during an approved military leave of absence as indicated in the Special

Provisions;

The date determined by your employer, when you fail to be in an eligible class of persons
according to the eligibility requirements of the employer;

For all employees, as determined by your employer, following termination of employment with the
employer;

The date determined by your employer you request termination of coverage to be effective for
yourself based on valid qualifying event guidelines;

For any benefit, the date the benefit is removed from this Plan;
For your dependents, the date your coverage terminates;

For a dependent, the date determined by your employer the dependent enters full-time military,
naval or air service;

For a dependent, the date determined by your employer such covered person no longer meets
the definition of dependent; or

The date determined by your employer you request termination of coverage to be effective for
your dependents based on valid qualifying event guidelines.

If you or any of your covered dependents no longer meet the eligibility requirements, you and your
employer are responsible for notifying your Insurance Coordinator of the change in status. Coverage will
not continue beyond the end of the semi-monthly period in which eligibility ends even if notice has not
been given to Anthem, employer, or Plan Sponsor (Commonwealth of Kentucky).
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SUMMARY OF BENEFITS

Note: Capitalized terms such as Covered Services, Medical Necessity, and Out-of-Pocket
Maximum are defined in the “ Definitions” Section.

Introduction

Your health Plan is a Preferred Provider Organization (PPO) which is a comprehensive Plan. The Plan is
divided into two sets of benefits: In-Network and Out-of-Network. If You choose an In-Network Provider,
You will receive In-Network benefits. Utilizing this method means You will not have to pay as much
money; Your Out-of-Pocket expenses will be higher when You use Out-of-Network Providers.

All Covered Services must be Medically Necessary, and coverage or certification of services that are not
Medically Necessary may be denied.

The BlueCard Program

Like all Blue Cross & Blue Shield plans throughout the country, Anthem participates in a program called
"BlueCard." This program lets You get Covered Services at the Network cost-share when You are
traveling out of state and need health care, as long as You use a BlueCard Provider. All You have to do
is show your Identification Card to a participating Blue Cross & Blue Shield Provider, and they will send
Your claims to Anthem .

If You are out of state and an Emergency or urgent situation arises, You should get care right away.

In a non-Emergency situation, You can find the nearest contracted Provider by visiting the BlueCard
Doctor and Hospital Finder website (www.BCBS.com) or call the number on the back of your Identification
Card.

You can also access Doctors and Hospitals outside of the U.S. The BlueCard program is recognized in
more than 200 countries throughout the world.

Please refer to Inter-Plan Programs in the Claims Payment section for more information on BlueCard.

Care Outside the United States — BlueCard® Worldwide

Prior to travel outside the United States, check with Your Group or call Customer Service at the number

on your ldentification Card to find out if Your Plan has BlueCard Worldwide benefits. Your coverage

outside the United States may be different and we recommend:

o Before You leave home, call the Customer Service number on your Identification Card for coverage
details.

e Always carry your current Identification Card.

¢ Inan emergency, go directly to the nearest Hospital.

e The BlueCard Worldwide Service Center is available 24 hours a day, seven days a week toll-free at
(800) 810-BLUE (2583) or by calling collect at (804) 673-1177. An assistance coordinator, along with
a medical professional, will arrange a Physician appointment or hospitalization, if needed.

25



Call the Service Center in these non-emergent situations:

e You need to find a Physician or Hospital or need medical assistance services. An assistance
coordinator, along with a medical professional, will arrange a Physician appointment or
hospitalization, if needed.

e You need to be hospitalized or need Inpatient care. After calling the Service Center, You must also
call Anthem to obtain approval for benefits at the phone number on your Identification Card. Note:
this number is different than the phone numbers listed above for BlueCard Worldwide.

Payment Information

e Participating BlueCard Worldwide Hospitals. In most cases, when You make arrangements for
hospitalization through BlueCard Worldwide, You should not need to pay upfront for Inpatient care at
participating BlueCard Worldwide hospitals except for the Out-of-Pocket costs (non-Covered
Services, Deductible, Copayments and Coinsurance) You normally pay. The Hospital should submit
Your claim on Your behalf.

e Doctors and/or non-participating Hospitals. You will need to pay upfront for outpatient services,
care received from a Doctor, and Inpatient care not arranged through the BlueCard Worldwide
Service Center. Then You can complete a BlueCard Worldwide claim form and send it with the
original bill(s) to the BlueCard Worldwide Service Center (the address is on the form).

Claim Filing

e The Hospital will file your claim if the BlueCard Worldwide Service Center arranged Your
hospitalization. You will need to pay the Hospital for the Out-of-Pocket costs You normally pay.

e You must file the claim for outpatient and Physician care, or Inpatient care not arranged through the
BlueCard Worldwide Service Center. You will need to pay the Provider and subsequently send an
international claim form with the original bills to Anthem .

Claim Forms
International claim forms are available from Anthem , the BlueCard Worldwide Service Center, or online
at www.bchs.com/bluecardworldwide. The address for submitting claims is on the form.

Copayment
Certain Network services may be subject to a Copayment amount which is a flat-dollar amount You will
be charged at the time services are rendered.

Copayments are the responsibility of the Member. Any Copayment amounts required are shown in the
Schedule of Benefits. Unless otherwise indicated, services which are not specifically identified in this
Benefit Booklet as being subject to a Copayment are subject to the calendar year Deductible and
payable at the percentage payable in the Schedule of Benefits.

Calendar Year Deductible

Before the Plan begins to pay benefits (except certain benefits which are subject to Copayment instead of
Deductible), You must meet any Deductible required. Deductible requirements are stated in the
Schedule of Benefits.
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HEALTH CARE MANAGEMENT - PRECERTIFICATION

Your Plan includes the processes of Precertification, Predetermination and Post Service Clinical Claims
Review to determine when services should be covered by Your Plan. Their purpose is to promote the
delivery of cost-effective medical care by reviewing the use of procedures and, where appropriate, the
setting or place of service that they are performed. Your Plan requires that Covered Services be
Medically Necessary for benefits to be provided. When setting or place of service is part of the review,
services that can be safely provided to You in a lower cost setting will not be Medically Necessary if they
are performed in a higher cost setting.

Prior Authorization: Network Providers are required to obtain prior authorization in order for You to
receive benefits for certain services. Prior authorization criteria will be based on multiple sources
including medical policy, clinical guidelines, and pharmacy and therapeutics guidelines. Anthem may
determine that a service that was initially prescribed or requested is not Medically Necessary if You have
not previously tried alternative treatments which are more cost effective.

If You have any questions regarding the information contained in this section, You may call the Customer
Service telephone number on Your Identification Card or visit www.anthem.com.

Types of Requests:
Precertification — A required review of a service, treatment or admission for a benefit coverage
determination which must be obtained prior to the service, treatment or admission start date. For
emergency admissions, You, Your authorized representative or Physician must notify Anthem within
2 business days after the admission or as soon as possible within a reasonable period of time. For
childbirth admissions, Precertification is not required unless there is a complication and/or the mother
and baby are not discharged at the same time.

Predetermination — An optional, voluntary Prospective or Concurrent/Continued Stay Review
request for a benefit coverage determination for a service or treatment. Anthem will review Your
Plan to determine if there is an exclusion for the service or treatment. If there is a related clinical
coverage guideline, the benefit coverage review will include a review to determine whether the
service meets the definition of Medical Necessity under this Plan or is Experimental/Investigative as
that term is defined in this Plan.

Post Service Clinical Claims Review— A Retrospective review for a benefit coverage determination
to determine the Medical Necessity or Experimental/Investigative nature of a service, treatment or
admission that did not require Precertification and did not have a Predetermination review performed.
Medical Reviews occur for a service, treatment or admission in which Anthem has a related clinical
coverage guideline and are typically initiated by Anthem .

Failure to Obtain Precertification Penalty:

IMPORTANT NOTE: IF YOU OR YOUR NON NETWORK PROVIDER DO
NOT OBTAIN THE REQUIRED PRECERTIFICATION, A PENALTY WILL
APPLY AND YOUR OUT OF POCKET COSTS WILL INCREASE. THIS
DOES NOT APPLY TO MEDICALLY NECESSARY SERVICES FROM A
NETWORK OR BLUECARD PROVIDER.
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The following list is not all inclusive and is subject to change; please
call the Customer Service telephone number on Your Identification
Card to confirm the most current list and requirements for Your Plan.

Inpatient Admission:

e All acute Inpatient, Skilled Nursing Facility, Long Term Acute Rehabilitation, and Obstetrical delivery
stays beyond the 48/96 hour Federal mandate length of stay minimum (including newborn stays
beyond the mother’s stay)

e Emergency Admissions (requires Plan natification no later than 2 business days after admission)

Outpatient Services:
e Ablative Techniques as a Treatment for Barrett's Esophagus
Air Ambulance (excludes 911 initiated emergency transport)
Artificial Intervertebral Discs
Balloon Sinuplasty
Bone-Anchored Hearing Aids
Breast Procedures; including Reconstructive Surgery, Implants, Reduction , Mastectomy for
Gynecomastia and other Breast Procedures
e Canaloplasty
e Cardiac Resynchronization Therapy (CRT) with or without an Implantable Cardioverter Defibrillator
(CRT/ICD) for the Treatment of Heart Failure
e Carotid, Vertebral and Intracranial Artery Angioplasty with or without Stent Placement
e Cochlear Implants and Auditory Brainstem Implants
e Computer-Assisted Musculoskeletal Surgical Navigational Orthopedic Procedures
e Cryoablation for Plantar Fasciitis and Plantar Fibroma
e Cryopreservation of Oocytes or Ovarian Tissue
e Cryosurgical Ablation of Solid Tumors Outside the Liver
e Deep Brain Stimulation
e Diagnostic Testing
e Diagnosis of Sleep Disorders
e Gene Expression Profiling for Managing Breast Cancer Treatment
e Genetic Testing for Cancer Susceptibility
o DME/Prosthetics
e Bone Growth Stimulator: Electrical or Ultrasound
e Communication Assisting / Speech Generating Devices
e External (Portable) Continuous Insulin Infusion Pump
e Functional Electrical Stimulation (FES); Threshold Electrical Stimulation (TES)
e Microprocessor Controlled Lower Limb Prosthesis
e Oscillatory Devices for Airway Clearance including High Frequency Chest Compression and
Intrapulmonary Percussive Ventilation (IPV)
e Pneumatic Pressure Device with Calibrated Pressure
e Power Wheeled Mobility Devices
e Prosthetics: Electronic or externally powered and select other prosthetics
e Standing Frame
o Electrothermal Shrinkage of Joint Capsules, Ligaments, and Tendons
e Extracorporeal Shock Wave Therapy for Orthopedic Conditions
e Functional Endoscopic Sinus Surgery
e  Gastric Electrical Stimulation
¢ Implantable or Wearable Cardioverter-Defibrillator
¢ Implantable Infusion Pumps
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Implantable Middle Ear Hearing Aids

Implanted Devices for Spinal Stenosis

Implanted Spinal Cord Stimulators

Intraocular Anterior Segment Aqueous Drainage Devices (without extraocular reservoir)
Locally Ablative Techniques for Treating Primary and Metastatic Liver Malignancies
Lumbar spinal surgeries

Lung Volume Reduction Surgery

Lysis of Epidural Adhesions

Manipulation Under Anesthesia of the Spine and Joints other than the Knee

Maze Procedure

MRI Guided High Intensity Focused Ultrasound Ablation of Uterine Fibroids

Oral, Pharyngeal & Maxillofacial Surgical Treatment for Obstructive Sleep Apnea
Surgical Treatment of Migraine Headaches

Occipital nerve stimulation

Orthognathic Surgery

Ovarian and Internal lliac Vein Embolization as a Treatment of Pelvic Congestion Syndrome
Partial Left Ventriculectomy

Penile Prosthesis Implantation

Percutaneous Neurolysis for Chronic Back Pain

Photocoagulation of Macular Drusen

Physician Attendance and Supervision of Hyperbaric Oxygen Therapy
Plastic/Reconstructive surgeries:

e Abdominoplasty ,Panniculectomy, Diastasis Recti Repair

e Blepharoplasty

e Brachioplasty

e Buttock/Thigh Lift

e Chin Implant, Mentoplasty, Osteoplasty Mandible

¢ Insertion/Injection of Prosthetic Material Collagen Implants

e Liposuction/Lipectomy

e Procedures Performed on Male or Female Genitalia

e Procedures Performed on the Face, Jaw or Neck (including facial dermabrasion, scar revision)
e Procedures Performed on the Trunk and Groin

o Repair of Pectus Excavatum / Carinatum

¢ Rhinoplasty

e Skin-Related Procedures

Percutaneous Spinal Procedures

Private Duty Nursing

Presbyopia and Astigmatism-Correcting Intraocular Lenses

Radiation therapy

¢ Intensity Modulated Radiation Therapy (IMRT)

e Proton Beam Therapy

Radiofrequency Ablation to Treat Tumors Outside the Liver

Real-Time Remote Heart Monitors

Sacral Nerve Stimulation as a Treatment of Neurogenic Bladder Secondary to Spinal Cord Injury
Sacroiliac Joint Fusion

Septoplasty

Stereotactic Radiosurgery (SRS) and Stereotactic Body Radiotherapy (SBRT)
Subtalar Arthroereisis

Suprachoroidal Injection of a Pharmacologic Agent
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e Surgical and Minimally Invasive Treatments for Benign Prostatic Hyperplasia (BPH) and Other GU
Conditions

e Thoracoscopy for Treatment of Hyperhidrosis

e Tonsillectomy in Children

e Total Ankle Replacement

e Transcatheter Closure of Cardiac Defects

e Transcatheter Uterine Artery Embolization

e Transmyocardial Preventicular Device

e Transtympanic Micropressure for the Treatment of Méniére’s Disease

e Treatment of Obstructive Sleep Apnea, UPPP

Treatment of Osteochondral Defects of the Knee and Ankle

e Treatment of Temporomandibular Disorders

e Vagus Nerve Stimulation

e Varicose Vein Treatment

Human Organ and Bone Marrow/Stem Cell Transplants

e Inpatient admissions for ALL solid organ and bone marrow/stem cell transplants (Including Kidney
only transplants)

e All Outpatient services for the following:
e Stem Cell/Bone Marrow transplant (with or without myeloablative therapy)
e Donor Leukocyte Infusion

Out of Network Referrals:

Requests for Out of Network Referrals for care that Anthem determines are Medically Necessary may be
pre-authorized, based on network adequacy and Medical Necessity.

Mental Health/Substance Abuse (MHSA):

Pre-certification Required

e Acute Inpatient Admissions

e Electric Convulsive Therapy (ECT)
Transcranial Magnetic Stimulation (TMS)
Intensive Outpatient Therapy (IOP)
Partial Hospitalization (PHP)
Residential Care

ABA- Applied Behavioral Analysis

The following services do not require precertification, but are recommended for pre-determination of
Medical Necessity due to the existence of post service claim review criteria and/or the potential cost of
services to the Member if denied by for lack of Medical Necessity: Procedures, equipment, and/or
specialty infusion drugs which have Medically Necessary criteria determined by Anthem 's Medical Policy or
Clinical Guidelines.
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Who is responsible for Precertification?

Services provided by a Network Provider,
including BlueCard Providers in the service
areas of Anthem Blue Cross and Blue
Shield (CO, CT, IN, KY, ME, MO, NH, NV, OH,
VA, WI); Anthem Blue Cross (CA); Empire
Blue Cross Blue Shield; Blue Cross Blue
Shield of Georgia; and any future affiliated
Blue Cross and/or Blue Shield plans
resulting from a merger or acquisition by
Anthem ’s parent company.

Services provided by BlueCard providers
outside the service areas of the states listed
in the column to the left, BlueCard providers
in other states not listed, and any Out-of-
Network/Non-Participating Provider.

e Member is responsible for
Precertification.

e Member is financially responsible for
service and/or setting that are not
covered under this Plan based on an
Adverse Determination of Medical
Necessity or Experimental/Investigative.

Provider is responsible for Precertification.

Anthem will utilize its clinical coverage guidelines, such as medical policy, clinical guidelines, preventative
care clinical coverage guidelines, and other applicable policies and procedures to assist in making
Medical Necessity decisions. Anthem reserves the right to review and update these clinical coverage
guidelines periodically. Your Employer’s ASO Agreement takes precedence over these guidelines.

You are entitled to receive, upon request and free of charge, reasonable access to any documents
relevant to Your request. To request this information, contact the Customer Service telephone
number on Your Identification Card.

Anthem may, from time to time, waive, enhance, modify or discontinue certain medical management
processes (including utilization management, case management, and disease management) at Anthem ’s
discretion, such change is in furtherance of the provision of cost effective, value based and/or quality
services.

In addition, Anthem may select certain qualifying Providers to participate in a program that exempts them
from certain procedural or medical management processes that would otherwise apply. Anthem may
also exempt Your claim from medical review if certain conditions apply.

Just because Anthem exempts a process, Provider or claim from the standards which otherwise would
apply, it does not mean that Anthem will do so in the future, or will do so in the future for any other
Provider, claim or Member. Anthem may stop or modify any such exemption with or without advance
notice.

You may determine whether a Provider is participating in certain programs by contacting the customer
service number on the back of your ID card.

Anthem also may identify certain Providers to review for potential fraud, waste, abuse or other
inappropriate activity if the claims data suggests there may be inappropriate billing practices. If a
Provider is selected under this program, then Anthem may use one or more clinical utilization
management guidelines in the review of claims submitted by this Provider, even if those guidelines are
not used for all Providers delivering services to this Plan’s Members.

Request Categories:
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Urgent — A request for Precertification or Predetermination that in the opinion of the treating Provider
or any Physician with knowledge of the Member’s medical condition, could in the absence of such
care or treatment, seriously jeopardize the life or health of the Member or the ability of the Member to
regain maximum function or subject the Member to severe pain that cannot be adequately managed

without such care or treatment.

e Prospective — A request for Precertification or Predetermination that is conducted prior to the
service, treatment or admission.

e Concurrent/Continued Stay Review - A request for Precertification or Predetermination that is
conducted during the course of Outpatient treatment or during an Inpatient admission.

e Retrospective - A request for Precertification that is conducted after the service, treatment or
admission has occurred. Post Service Clinical Claims Review is also retrospective. Retrospective
review does not include a review that is limited to an evaluation of reimbursement levels, veracity of
documentation, accuracy of coding or adjudication of payment.

Decision and Notification Requirements

Timeframes and requirements listed are based in general on federal regulations. You may call the
telephone number on Your membership card for additional information.

Days to File Appeal

Decision Time Frame

Prospective Appeals

You have 180 days to file a mandatory
first level of appeal from the date of the
adverse determination.

Expedited/Concurrent - Anthem will
respond within 72 hours from request
of appeal (specialty match).

You have 60 days to file a voluntary
second level of appeal from the date of
the first level of appeal adverse
determination.

Mandatory Level | - Anthem will
respond within 30 calendar days from
request of appeal (specialty match).

Voluntary Level Il — Anthem will
respond within 30 calendar days from
request of appeal.

Retrospective Appeals

You have 180 days to file a mandatory
first level of appeal from the date of the
adverse determination.

Anthem will respond within 30 calendar
days from the request of appeal
(specialty match)

You have 60 days to file a voluntary
second level of appeal from the date of
the first level of appeal adverse
determination.

Anthem will respond within 30 calendar
days.

External Appeals

External Appeals are voluntary. If the outcome of the mandatory first level appeal is adverse, you may be
eligible for an independent External Review pursuant to federal law. To be eligible, the appeal must be regarding
a medical judgment or rescission.

Days to File Appeal

Decision Time Frame

You have four months to file a voluntary
external appeal from the day the first
level denial is received.

The Independent Review Organization
(IRO) has 72 hours from receipt of the
appeal from Anthem

For pre-service claims involving
urgent/concurrent care, you may
proceed with an Expedited External
Review without filing an internal appeal
or while simultaneously pursuing an
expedited appeal through the internal
appeal process.

The Independent Review Organization
(IRO) has 45 days from receipt of the
appeal from Anthem.
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If additional information is needed to make a decision, Anthem will notify the requesting Provider and
send written natification to You or Your authorized representative of the specific information necessary to
complete the review. If Anthem does not receive the specific information requested or if the information
is not complete by the timeframe identified in the written notification, a decision will be made based upon
the information in Anthem ’s possession.

Anthem will provide natification of its decision in accordance with federal regulations.
Notification may be given by the following methods:

Verbal: oral notification given to the requesting provider via telephone or via electronic means if
agreed to by the provider.

Written: mailed letter or electronic means including email and fax given to, at a minimum, the
requesting provider and the Member or authorized Member representative.

Precertification does not guarantee coverage for or payment of the service or procedure reviewed.
For benefits to be paid, on the date You receive service:

You must be eligible for benefits;

the service or surgery must be a Covered Service under Your Plan; and
the service cannot be subject to an exclusion under Your Plan

You must not have exceeded any applicable limits under Your Plan.

PoONPE

Health Plan Individual Case Management

Anthem ’s health plan case management programs (Case Management) helps coordinate services for
Members with health care needs due to serious, complex, and/or chronic health conditions. Anthem 's
programs coordinate benefits and educate Members who agree to take part in the Case Management
Program to help meet their health-related needs.

Anthem’s Case Management programs are confidential and voluntary and are made available at no extra
cost to you. These programs are provided by, or on behalf of and at the request of, your health plan case
management staff. These Case Management programs are separate from any Covered Services you are
receiving.

If You meet program criteria and agree to take part, Anthem will help You meet your identified health care
needs. This is reached through contact and team work with You and/or your authorized representative,
treating Doctor(s), and other Providers.

In addition, Anthem may assist in coordinating care with existing community-based programs and
services to meet your needs. This may include giving You information about external agencies and
community-based programs and services.

In certain cases of severe or chronic illness or injury, the Plan may provide benefits for alternate care that
is not listed as a Covered Service through Anthem ’s Case Management program. The Plan may also
extend Covered Services beyond the Benefit Maximums of this Plan. Anthem will make any
recommendation of alternate or extended benefits to the Plan on a case-by-case, if in Anthem ’s
discretion the alternate or extended benefit is in the best interest of the Member and the Plan. A decision
to provide extended benefits or approve alternate care in one case does not obligate the Plan to provide
the same benefits again to You or to any other Member. The Plan reserves the right, at any time, to alter
or stop providing extended benefits or approving alternate care. In such case, Anthem will notify You or
your authorized representative in writing.
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BENEFITS

Payment terms apply to all Covered Services. Please refer to the Schedule of
Benefits for details. All Covered Services must be Medically Necessary, whether
provided through Network Providers or Out-of-Network Providers.

Ambulance Service
Medically Necessary ambulance services are a Covered Service when one or more of the following
criteria are met:

e You are transported by a state licensed vehicle that is designed, equipped, and used only to transport
the sick and injured and staffed by Emergency Medical Technicians (EMT), paramedics, or other
certified medical professionals. This includes ground, water, fixed wing, and rotary wing air
transportation.

e For ground ambulance, You are taken:
- From your home, the scene of an accident or medical Emergency to a Hospital,
- Between Hospitals, including when Anthem requires You to move from an Out-of-Network
Hospital to a Network Hospital
- Between a Hospital and a Skilled Nursing Facility or other approved Facility.

e For air or water ambulance, You are taken:
- From the scene of an accident or medical Emergency to a Hospital;
- Between Hospitals, including when Anthem requires You to move from an Out-of-Network
Hospital to a Network Hospital
- Between a Hospital and an approved Facility.

Ambulance services are subject to Medical Necessity reviews by Anthem . When using an air
ambulance, Anthem reserves the right to select the air ambulance Provider. If You do not use the air
ambulance Provider Anthem selects, the Out-of-Network Provider may bill You for any charges that
exceed the Plan’s Maximum Allowed Amount.

You must be taken to the nearest Facility that can give care for your condition. In certain cases Anthem
may approve benefits for transportation to a Facility that is not the nearest Facility.

Benefits also include Medically Necessary treatment of a sickness or injury by medical professionals from
an ambulance service, even if You are not taken to a Facility.

Ambulance services are not covered when another type of transportation can be used without
endangering Your health. Ambulance services for your convenience or the convenience of Your family or
Doctor are not a Covered Service.

Other non-covered ambulance services include, but are not limited to, trips to:

e A Doctor’s office or clinic;
e A morgue or funeral home.

Important Notes on Air Ambulance Benefits

Benefits are only available for air ambulance when it is not appropriate to use a ground or water
ambulance. For example, if using a ground ambulance would endanger your health and your medical
condition requires a more rapid transport to a Facility than the ground ambulance can provide, the Plan
will cover the air ambulance. Air ambulance will also be covered if You are in an area that a ground or
water ambulance cannot reach.
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Air ambulance will not be covered if You are taken to a Hospital that is not an acute care Hospital (such
as a Skilled Nursing Facility), or if You are taken to a Physician’s office or your home.

Hospital to Hospital Transport

If You are moving from one Hospital to another, air ambulance will only be covered if using a ground
ambulance would endanger your health and if the Hospital that first treats cannot give You the medical
services You need. Certain specialized services are not available at all Hospitals. For example, burn
care, cardiac care, trauma care, and critical care are only available at certain Hospitals. To be covered,
You must be taken to the closest Hospital that can treat You. Coverage is not available for air
ambulance transfers simply because You, your family, or your Provider prefers a specific Hospital
or Physician.

Assistant Surgery
Services rendered by an assistant surgeon are covered based on Medical Necessity.

Behavioral Health Care and Substance Abuse Treatment

See the Schedule of Benefits for any applicable Deductible, Coinsurance/Copayment information.
Coverage for the diagnosis and treatment of Behavioral Health Care and Substance Abuse Treatment on
an Inpatient or Outpatient basis will not be subject to Deductibles or Copayment/Coinsurance provisions
that are less favorable than the Deductibles or Copayment/Coinsurance provisions that apply to a
physical iliness as covered under this Benefit Booklet.

Covered Services include the following:

Inpatient Services in a Hospital or any Facility that we must covered by law. Inpatient benefits
include psychotherapy, psychological testing, electroconvulsive therapy, and detoxification.

e Outpatient Services including office visits and treatment in an outpatient department of a Hospital or
outpatient Facility, such as partial hospitalization programs and intensive outpatient programs.

o Residential Treatment which is specialized 24-hour treatment in a licensed Residential Treatment
Center. It offers individualized and intensive treatment and includes:

e Observation and assessment by a psychiatrist weekly or more often,
¢ Rehabilitation, therapy and education.

o ADD/ADHD includes Autistic Disease, Mental Retardation, Developmental Delays and Learning
Disabilities. Respite Care is covered for Autism. Limited to $4,500 per calendar year.

You can get Covered Services from the following Providers:

Psychiatrist,

Psychologist,

Licensed clinical social worker (L.C.S.W.),

Mental health clinical nurse specialist,

Licensed marriage and family therapist (L.M.F.T.),

Licensed professional counselor (L.P.C) or

Any agency licensed by the state to give these services, when we have to cover them by law.

If claiming Respite Care for Autism, Respite Care services do not need to be performed by a licensed
provider. Instead, Respite Care services may be performed by a non-licensed Respite Caregiver
provided the following qualifications/requirements are met:

e The non-licensed Respite Caregiver MUST be of legal age (18).
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e The non licensed Respite Caregiver must NOT live in the same home as the patient to be
considered for payment reimbursement.

e Persons claiming payment reimbursement for Respite Care must complete a Respite Care
Receipt Form, in addition to a medical claim form, provided by Anthem.

e The non-licensed Respite Caregiver MUST initial, sign and date the Respite Care Receipt Form.

e Primary Member MUST Sign and date the Respite Care Receipt Form, certifying that the
information supplied on the form is true and accurate for the Respite Care services received.

e Primary Member may be asked to supply documentation of payment to the non-licensed Respite
Caregiver

Breast Cancer Care

Covered Services are provided for Inpatient care following a mastectomy or lymph node dissection until
the completion of an appropriate period of stay as determined by the attending Physician in consultation
with the Member. Follow-up visits are also included and may be conducted at home or at the Physician’s
office as determined by the attending Physician in consultation with the Member.

Breast Reconstructive Surgery

Covered Services are provided following a mastectomy for reconstruction of the breast on which the
mastectomy was performed, surgery and reconstruction of the other breast to produce a symmetrical
appearance, and prostheses and treatment of physical complications, including lymphedemas.

Cardiac Rehabilitation
Covered Services are provided as outlined in the Schedule of Benefits.

Clinical Trials

Benefits include coverage for services given to You as a participant in an approved clinical trial if the
services are Covered Services under this Plan. An “approved clinical trial” means a phase |, phase II,
phase lll, or phase IV clinical trial that studies the prevention, detection, or treatment of cancer or other
life-threatening conditions. The term life-threatening condition means any disease or condition from which
death is likely unless the disease or condition is treated.

Benefits are limited to the following trials:
1. Federally funded trials approved or funded by one of the following:

a. The National Institutes of Health.

b. The Centers for Disease Control and Prevention.
The Agency for Health Care Research and Quality.

d. The Centers for Medicare & Medicaid Services.

e. Cooperative group or center of any of the entities described in (a) through (d) or the Department
of Defense or the Department of Veterans Affairs.

f. A qualified non-governmental research entity identified in the guidelines issued by the National
Institutes of Health for center support grants.

g. Any of the following in i-iii below if the study or investigation has been reviewed and approved
through a system of peer review that the Secretary determines 1) to be comparable to the system
of peer review of studies and investigations used by the National Institutes of Health, and 2)
assures unbiased review of the highest scientific standards by qualified individuals who have no
interest in the outcome of the review.

i. The Department of Veterans Affairs.

ii. The Department of Defense.
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iii. The Department of Energy.

2. Studies or investigations done as part of an investigational new drug application reviewed by the
Food and Drug Administration;

3. Studies or investigations done for drug trials which are exempt from the investigational new drug
application.

Your Plan may require You to use a Network Provider to maximize your benefits.

When a requested service is part of an approved clinical trial, it is a Covered Service even though it might
otherwise be Investigational as defined by this Plan. All other requests for clinical trials services that are
not part of approved clinical trials will be reviewed according to our Clinical Coverage Guidelines, related
policies and procedures.

Your Plan is not required to provide benefits for the following services. The Plan reserves its right to
exclude any of the following services

i. The Experimental/Investigative item, device, or service, itself; or

ii. Items and services that given only to satisfy data collection and analysis needs and that are not used
in the direct clinical management of the patient; or

iii. A service that is clearly inconsistent with widely accepted and established standards of care for a
particular diagnosis;

iv. Any item or service that is paid for, or should have been paid for, by the sponsor of the trial.

Consultation Services
Covered when the special skill and knowledge of a consulting Physician is required for the diagnosis or
treatment of an illness or Injury. Second surgical opinion consultations are covered.

Staff consultations required by Hospital rules are excluded. Referrals, the transfer of a patient from one
Physician to another for treatment, are not consultations under this Plan.

Dental Services

Related to Accidental Injury

Your Plan includes benefits for dental work required for the initial repair of an Injury to the jaw, sound
natural teeth, mouth or face which are required as a result of an accident and are not excessive in scope,
duration, or intensity to provide safe, adequate, and appropriate treatment without adversely affecting the
Member’s condition. Injury as a result of chewing or biting is not considered an Accidental Injury, except
where the chewing or biting results from an act of domestic violence or directly from a medical condition.

Other Dental Services

Your Plan also includes benefits for Hospital charges and anesthetics provided for dental care if the
Member meets any of the following conditions:

e The Member is under the age of five (5);

e The Member has a severe disability that requires hospitalization or general anesthesia for dental

care; or

e The Member has a medical condition that requires hospitalization or general anesthesia for dental
care.

Diabetes

Equipment and Outpatient self-management training and education, including nutritional therapy for
individuals with insulin-dependent diabetes, insulin-using diabetes, gestational diabetes, and non-insulin
using diabetes as prescribed by the Physician. Covered Services for Outpatient self-management
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training and education must be provided by a certified, registered or licensed health care professional
with expertise in diabetes. Screenings for gestational diabetes are covered under “Preventive Care.”

Dialysis Treatment
The Plan covers Covered Services for Dialysis treatment. If applicable, the Plan will pay secondary to
Medicare Part B, even if a Member has not applied for eligible coverage available through Medicare.

Durable Medical Equipment

This Plan will pay the rental charge up to the purchase price of the equipment. In addition to meeting
criteria for Medical Necessity, and applicable Precertification requirements, the equipment must also be
used to improve the functions of a malformed part of the body or to prevent or slow further decline of the
Member’s medical condition. The equipment must be ordered and/or prescribed by a Physician and be
appropriate for in-home use.

The equipment must meet the following criteria:

It can stand repeated use;

It is manufactured solely to serve a medical purpose;

It is not merely for comfort or convenience;

It is normally not useful to a person not ill or Injured,;

It is ordered by a Physician;

The Physician certifies in writing the Medical Necessity for the equipment. The Physician also states
the length of time the equipment will be required. The Plan may require proof at any time of the
continuing Medical Necessity of any item;

e ltis related to the Member's physical disorder.

Emergency Services
Life-threatening Medical Emergency or serious Accidental Injury.

Coverage is provided for Hospital emergency room care including a medical screening examination that
is within the capability of the emergency department of a Hospital, including ancillary services routinely
available to the emergency department to evaluate an Emergency Medical Condition; and within the
capabilities of the staff and facilities available at the Hospital, such further medical examination and
treatment as are required to Stabilize the patient. Emergency Service care does not require any Prior
Authorization from the Plan.

Stabilize means, with respect to an Emergency Medical Condition: to provide such medical treatment of
the condition as may be necessary to assure, within reasonable medical probability that no material
deterioration of the condition is likely to result from or occur during the transfer of the individual from a
facility. With respect to a pregnant woman who is having contractions, the term “stabilize” also means to
deliver (including the placenta), if there is inadequate time to effect a safe transfer to another Hospital
before delivery or transfer may pose a threat to the health or safety of the woman or the unborn child.

The Maximum Allowed Amount for emergency care from an Out-of-Network Provider will be the greatest
of the following:

¢ The amount negotiated with Network Providers for the Emergency service furnished;

e The amount for the Emergency Service calculated using the same method Anthem generally uses to
determine payments for Out-of-Network services but substituting the Network cost-sharing provisions
for the Out-of-Network cost-sharing provisions; or

e The amount that would be paid under Medicare for the Emergency Service.

The Copayment and/or Coinsurance percentage payable for both Network and Out-of-Network are shown
in the Schedule of Benefits.
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General Anesthesia Services
Covered when ordered by the attending Physician and administered by another Physician who
customarily bills for such services, in connection with a covered procedure.

Such anesthesia service includes the following procedures which are given to cause muscle relaxation,
loss of feeling, or loss of consciousness:

e spinal or regional anesthesia;

e injection or inhalation of a drug or other agent (local infiltration is excluded).

Anesthesia services administered by a Certified Registered Nurse Anesthetist (CRNA) are only covered
when billed by the supervising anesthesiologist.
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Home Health Care Services

Home Health Care provides a program for the Member's care and treatment in the home. Your coverage
is outlined in the Schedule of Benefits. The program consists of required intermittent skilled care, which
may include observation, evaluation, teaching and nursing services consistent with the diagnosis,
established and approved in writing by the Member’s attending Physician. Services may be performed by
either Network or Out-of-Network Providers.

Some special conditions apply:

e The Physician’s statement and recommended program must be pre-certified.

e Claims will be reviewed to verify that services consist of skilled care that is medically consistent with
the diagnosis. Note: Covered Services available under Home Health Care do NOT reduce
Outpatient benefits available under the Physical Therapy section shown in this Plan.

o A Member must be essentially confined at home.

Covered Services:

e Visits by an RN or LPN. Benefits cannot be provided for services if the nurse is related to the
Member.

e Visits by a qualified physiotherapist or speech therapist and by an inhalation therapist certified by the
National Board of Respiratory Therapy.

e Visits to render services and/or supplies of a licensed Medical Social Services Worker when

Medically Necessary to enable the Member to understand the emotional, social, and environmental

factors resulting from or affecting the Member’s iliness.

Visits by a Home Health Nursing Aide when rendered under the direct supervision of an RN.

Nutritional guidance when Medically Necessary.

Administration or infusion of prescribed drugs.

Oxygen and its administration.

Covered Services for Home Health Care do not include:

¢ Food, housing, homemaker services, sitters, home-delivered meals.

¢ Home Health Care services which are not Medically Necessary or of a non-skilled level of care.

e Services and/or supplies which are not included in the Home Health Care plan as described.

e Services of a person who ordinarily resides in the Member's home or is a member of the family of
either the Member or Member’s Spouse.

Any services for any period during which the Member is not under the continuing care of a Physician.
Convalescent or Custodial Care where the Member has spent a period of time for recovery of an
illness or surgery and where skilled care is not required or the services being rendered are only for
aid in daily living, i.e., for the convenience of the Member.

Any services or supplies not specifically listed as Covered Services.

Routine care and/or examination of a newborn child.

Dietician services.

Maintenance therapy.

Dialysis treatment.

Purchase or rental of dialysis equipment.

Hospice Care Services

The services and supplies listed below are Covered Services when given by a Hospice for the palliative
care of pain and other symptoms that are part of a terminal disease. Palliative care means care that
controls pain and relieves symptoms, but is not meant to cure a terminal illness. Covered Services
include:
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e Care from an interdisciplinary team with the development and maintenance of an appropriate plan of
care.

e Short-term Inpatient Hospital care when needed in periods of crisis or as respite care.

e Skilled nursing services, home health aide services, and homemaker services given by or under the
supervision of a registered nurse.

e Social services and counseling services from a licensed social worker.

e Nutritional support such as intravenous feeding and feeding tubes.

e Physical therapy, occupational therapy, speech therapy, and respiratory therapy given by a licensed
therapist.

e Pharmaceuticals, medical equipment, and supplies needed for the palliative care of your condition,
including oxygen and related respiratory therapy supplies.

o Bereavement (grief) services, including a review of the needs of the bereaved family and the
development of a care plan to meet those needs, both before and after the Member’s death.
Bereavement services are available to surviving Members of the immediate family for one year after
the Member’s death. Immediate family means your spouse, children, stepchildren, parents, brothers
and sisters.

Your Doctor and Hospice medical director must certify that You are terminally ill and likely have less than
12 months to live. Your Doctor must agree to care by the Hospice and must be consulted in the
development of the care plan. The Hospice must keep a written care plan on file and give it to Anthem
upon request.

Benefits for Covered Services beyond those listed above, such as chemotherapy and radiation therapy
given as palliative care, are available to a Member in Hospice. These additional Covered Services will be
covered under other parts of this Benefit Booklet.

Hospital Services

You may receive treatment at a Network or an Out-of-Network Hospital. However, payment is
significantly reduced if services are received at an Out-of-Network Hospital. Your Plan provides Covered
Services when the following services are Medically Necessary.

Network

Inpatient Services

e Inpatient room charges. Covered Services include Semiprivate Room and board, general nursing
care and intensive or cardiac care. If You stay in a private room, the Maximum Allowed Amount is
based on the Hospital's prevalent Semiprivate rate. If You are admitted to a Hospital that has only
private rooms, the Maximum Allowed Amount is based on the Hospital's prevalent room rate.

Service and Supplies

e Services and supplies provided and billed by the Hospital while You're an Inpatient, including the use
of operating, recovery and delivery rooms. Laboratory and diagnostic examinations, intravenous
solutions, basal metabolism studies, electrocardiograms, electroencephalograms, x-ray examinations,
and radiation and speech therapy are also covered.

e Convenience items (such as radios, TV’s, record, tape or CD players, telephones, visitors’ meals,
etc.) will not be covered.

Length of Stay
e Determined by Medical Necessity.

Out-of-Network

Hospital Benefits

If You are confined in an Out-of-Network Hospital, Your benefits will be significantly reduced, as
explained in the “Schedule of Benefits” section.
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Outpatient Hospital Services

The Plan provides Covered Services when the following Outpatient services are Medically Necessary:
pre-admission tests, surgery, diagnostic X-rays and laboratory services. Certain procedures require
Precertification.

Hospital Visits
The Physician’s visits to his or her patient in the Hospital. Covered Services are limited to one daily visit
for each attending Physician specialty during the covered period of confinement.

Human Organ and Tissue Transplant Services

Notification

To maximize your benefits, You need to call Anthem's transplant department to discuss benefit
coverage when it is determined a transplant may be needed. You must do this before You have an
evaluation and/or work-up for a transplant. Your evaluation and work-up services must be
provided by a Network Transplant Provider to receive the maximum benefits.

Contact the customer service telephone number on Your Identification Card and ask for the transplant
coordinator. Anthem will then assist the Member in maximizing their benefits by providing coverage
information including details regarding what is covered and whether any medical policies, network
requirements or benefit booklet exclusions are applicable. Failure to obtain this information prior to
receiving services could result in increased financial responsibility for the Member.

Covered Transplant Benefit Period

Starts one day prior to a Covered Transplant Procedure and continues for the applicable case rate /
global time period. The number of days will vary depending on the type of transplant received and the
Network Transplant Provider agreement. Contact Anthem for specific Network Transplant Provider
information for services received at or coordinated by a Network Transplant Provider Facility or starts one
day prior to a Covered Transplant Procedure and continues to the date of discharge at an Out-of-Network
Transplant Provider Facility.

Transportation and Lodging

The Plan will provide assistance with reasonable and necessary travel expenses as determined by
Anthem when You obtain prior approval and are required to travel more than 75 miles from Your
residence to reach the facility where Your covered transplant procedure will be performed. The Plan's
assistance with travel expenses includes transportation to and from the facility and lodging for the
transplant recipient Member and one companion for an adult Member, or two companions for a child
patient. The Member must submit itemized receipts for transportation and lodging expenses in a form
satisfactory to Anthem when claims are filed. Contact Anthem for detailed information. Anthem will
follow Internal Revenue Service (IRS) guidelines in determining what expenses can be paid.

Licensed Speech Therapist Services
Services must be ordered and supervised by a Physician as outlined in the Schedule of Benefits.

Maternity Care

Covered Services are provided for Network Maternity Care subject to the benefit stated in the Schedule
of Benefits. If You choose an Out-of-Network Provider, benefits are subject to the Deductible and
percentage payable provisions as stated in the Schedule of Bengefits.

Routine newborn nursery care is part of the mother's maternity benefits. Benefits are provided for well-
baby pediatrician visits performed in the Hospital.
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Should the newborn require other than routine nursery care, the baby will be admitted to the Hospital in
his or her own name. (See “Changing Coverage (Adding a Dependent)” to add a newborn to Your
coverage.)

Under federal law, the Plan may not restrict the length of stay to less than the 48/96 hour periods or
require Precertification for either length of stay. The length of hospitalization which is Medically
Necessary will be determined by the Member’s attending Physician in consultation with the mother.
Should the mother or infant be discharged before 48 hours following a normal delivery or 96 hours
following a cesarean section delivery, the Member will have access to two post-discharge follow-up visits
within the 48 or 96 hour period. These visits may be provided either in the Physician’s office or in the
Member’'s home by a Home Health Care Agency. The determination of the medically appropriate place of
service and the type of provider rendering the service will be made by the Member’s attending Physician.

Abortion (Therapeutic and Elective) - Your Plan includes benefits for a therapeutic abortion, which is an
abortion recommended by a Provider that is performed to save the life or health of the mother. Your Plan
does not provide benefits for an elective (voluntary) abortion, which is an abortion performed for reasons
other than those described above.

Infertility Services
Your Plan also includes benefits for the diagnosis of Infertility.

Medical Care
General diagnostic care and treatment of illness or Injury. Some procedures require Precertification.

Nutritional Counseling
Nutritional counseling related to the medical management of a disease state as stated in the Schedule of
Benefits.

Out-of-Network Freestanding Ambulatory Facility
Any services rendered or supplies provided while You are a patient or receiving services at or from an
Out-of-Network Freestanding Ambulatory Facility will be payable at the Maximum Allowed Amount.

Out-of-Network Hospital Benefits
If You are confined in an Out-of-Network Hospital, Your benefits will be significantly reduced, as
explained in the “Schedule of Benefits” section.

Obesity
Surgical treatment of obesity is only covered for patients meeting Medical Necessity criteria, as defined by
the Plan.

Online Visits

When available in Your area, Your coverage will include online visit services. Covered Services include a
medical consultation using the internet via a webcam, chat or voice. See Schedule of Benefits for any
applicable Deductible, Coinsurance, Copayment and benefit limitation information. Non Covered
Services include, but are not limited to communications used for:

Reporting normal lab or other test results;

Office appointment requests;

Billing, insurance coverage or payment questions;

Requests for referrals to doctors outside the online care panel;
Benefit precertification;

Physician to Physician consultation.
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Oral Surgery

Covered Services include only the following:

e Fracture of facial bones;

Removal of impacted teeth;

Lesions of the mouth, lip, or tongue which require a pathological exam;

Incision of accessory sinuses, mouth salivary glands or ducts;

Dislocations of the jaw;

Treatment of temporomandibular joint syndrome (TMJ) or myofacial pain including only removable

appliances for TMJ repositioning and related surgery and diagnostic services. Covered Services do

not include fixed or removable appliances which involve movement or repositioning of the teeth, or

operative restoration of teeth (fillings), or prosthetics (crowns, bridges, dentures);

o Plastic repair of the mouth or lip necessary to correct traumatic Injuries or congenital defects that will
lead to functional impairments; and

e Initial services, supplies or appliances for dental care or treatment required as a result of, and directly
related to, accidental bodily Injury to sound natural teeth or structure occurring while a Member is
covered by this Plan and performed within the timeframes shown in the Schedule of Benefits after the
accident.

Although this Plan covers certain oral surgeries as listed above, many oral surgeries are not covered.
Covered Services also include the following:

e Orthognathic surgery for a physical abnormality that prevents normal function of the upper and/or
lower jaw and is Medically Necessary to attain functional capacity of the affected part.

e Oral/ surgical correction of accidental injuries as indicated in the “Dental Services” section.

e Treatment of non-dental lesions, such as removal of tumors and biopsies.

Incision and drainage of infection of soft tissue not including odontogenic cysts or abscesses.

Other Covered Services

Your Plan provides Covered Services when the following services are Medically Necessary:
e Chemotherapy and radioisotope, radiation and nuclear medicine therapy

Diagnostic x-ray and laboratory procedures

Dressings, splints, casts when provided by a Physician

Oxygen, blood and components, and administration

Pacemakers and electrodes

Use of operating and treatment rooms and equipment

Outpatient CT Scans and MRIs
These services are covered at regular Plan benefits.

Outpatient Surgery

Network Hospital Outpatient department or Network Freestanding Ambulatory Facility charges are
covered at regular Plan benefits. Benefits for treatment by an Out-of-Network Hospital are explained
under “Hospital Services”.

Physical Therapy, Occupational Therapy, Chiropractic Care

Services by a Physician, a registered physical therapist (R.P.T.), a licensed occupational therapist (O.T.),
or a licensed chiropractor (D.C.) as outlined in the Schedule of Benefits. All services rendered must be
within the lawful scope of practice of, and rendered personally by, the individual provider.
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Physician Services

You may receive treatment from a Network or Out-of-Network Physician. However, payment is
significantly reduced if services are received from an Out-of-Network Physician. Such services are
subject to Your Deductible and Out-of-Pocket requirements.

Preventive Care
Preventive care services include screenings and other services for adults and children with no current
symptoms or prior history of a medical condition associated with that screening or service.

Members who have current symptoms or have been diagnosed with a medical condition are not
considered to require Preventive Care for that condition but instead benefits will be considered under the
Diagnostic Services benefit.

Preventive Care Services in this section shall meet requirements as determined by federal and state law.
Many preventive care services are covered by this Plan with no Deductible, Copayments or Coinsurance
from the Member when provided by a Network Provider. That means the Plan pays 100% of the
Maximum Allowed Amount. These services fall under four broad categories as shown below:

1. Services with an “A” or “B” rating from the United States Preventive Services Task Force.
Examples of these services are screenings for:

. Breast cancer;

. Cervical cancer;

. Colorectal cancer;

. High Blood Pressure;

. Type 2 Diabetes Mellitus;
Cholesterol;

. Child and Adult Obesity.

Q 0o 0TD

2. Immunizations for children, adolescents, and adults recommended by the Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention;

3. Preventive care and screenings for infants, children and adolescents as provided for in the
comprehensive guidelines supported by the Health Resources and Services Administration; and

4. Additional preventive care and screening for women provided for in the guidelines supported by the
Health Resources and Services Administration, including the following:

a. Women'’s contraceptives, sterilization procedures, and counseling. Coverage includes
contraceptive devices such as diaphragms, intra uterine devices (IUDs), and implants.

b. Breastfeeding support, supplies, and counseling. Benefits for breast pumps are limited to one
pump per pregnancy.

c. Gestational diabetes screening.

You may call Customer Service using the number on Your ID card for additional information about these
services or view the federal government’s web sites,
http://www.healthcare.gov/center/requlations/prevention.html, http://www.ahrg.gov, and
http://www.cdc.gov/vaccines/acip/index.html.)
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Prosthetic Appliances
Prosthetic devices to improve or correct conditions resulting from Accidental Injury or iliness are covered
if Medically Necessary and ordered by a Physician.

Prosthetic devices include: artificial limbs and accessories; artificial eyes, one pair of glasses or contact
lenses for eyes used after surgical removal of the lens(es) of the eye(s); arm braces, leg braces (and
attached shoes); and external breast prostheses used after breast removal.

The following items are excluded: corrective shoes; dentures; replacing teeth or structures directly
supporting teeth, except to correct traumatic Injuries; electrical or magnetic continence aids (either anal or
urethral); and implants for cosmetic purposes except for reconstruction following a mastectomy.

Reconstructive Surgery

Benefits include reconstructive surgery to correct significant deformities caused by congenital or
developmental abnormalities, iliness, injury or an earlier treatment in order to create a more normal
appearance. Benefits include surgery performed to restore symmetry after a mastectomy. Reconstructive
services needed as a result of an earlier treatment are covered only if the first treatment would have been
a Covered Service under this Plan.

Note: Coverage for reconstructive services does not apply to orthognathic surgery. See the “Oral
Surgery” section above for that benefit.

Retail Health Clinic
Benefits are provided for Covered Services received at a Retail Health Clinic.

Skilled Nursing Facility Care

Benefits are provided as outlined in the Schedule of Benefits. This care must be ordered by the
attending Physician. All Skilled Nursing Facility admissions must be pre-certified. Claims will be
reviewed to verify that services consist of Skilled Convalescent Care that is medically consistent with the
diagnosis.

Skilled Convalescent Care during a period of recovery is characterized by:

e afavorable prognosis;

e areasonably predictable recovery time; and

e services and/or facilities less intense than those of the acute general Hospital, but greater than those
normally available at the Member’s residence.

Covered Services include:

e semiprivate or ward room charges including general nursing service, meals, and special diets. If a
Member stays in a private room, this Plan pays the Semiprivate Room rate toward the charge for the
private room;

use of special care rooms;

pathology and radiology;

physical or speech therapy;

oxygen and other gas therapy;

drugs and solutions used while a patient; or

gauze, cotton, fabrics, solutions, plaster and other materials used in dressings, bandages, and casts.

This benefit is available only if the patient requires a Physician’s continuous care and 24-hour-a-day
nursing care.
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Benefits will not be provided when:

e A Member reaches the maximum level of recovery possible and no longer requires other than routine
care;

e Care is primarily Custodial Care, not requiring definitive medical or 24-hour-a-day nursing service;

e Care is for mental illness including drug addiction, chronic brain syndromes and alcoholism, and no
specific medical conditions exist that require care in a Skilled Nursing Facility;

e A Member is undergoing senile deterioration, mental deficiency or retardation, and has no medical
condition requiring care;

e The care rendered is for other than Skilled Convalescent Care.

Surgical Care
Surgical procedures including the usual pre- and post-operative care. Some procedures require
Precertification.

Treatment of Accidental Injury in a Physician’s Office

All Outpatient surgical procedures related to the treatment of an Accidental Injury, when provided in a
Physician’s office, will be covered under the Member’'s Physician’s office benefit if services are rendered
by a Network Provider; services rendered by Out-of-Network Providers are subject to Deductible and
Coinsurance requirements.

Prescription Drugs Administered by a Medical Provider

This Plan covers Prescription Drugs when they are administered to You as part of a doctor’s visit, home
care visit, or at an outpatient Facility. This includes Drugs for infusion therapy, chemotherapy, Specialty
Drugs, blood products, and office-based injectables that must be administered by a Provider. This
section applies when your Provider orders the Drug and administers it to You. Benefits for Drugs that
You inject or get at a Pharmacy (i.e., self-administered injectable Drugs) are not covered under this
section. Benefits for those Drugs are described in the “Prescription Drug Benefit at a Retail or Home
Delivery (Mail Order) Pharmacy” section.

Note: When Prescription Drugs are covered under this benefit, they will not also be covered under your
Employer’s Prescription Drug Plan. Also, if Prescription Drugs are covered under your Employer’s
Prescription Drug Plan they will not be covered under this benefit.

Important Details About Prescription Drug Coverage

Your Plan includes certain features to determine when Prescription Drugs should be covered, which are
described below. As part of these features, your prescribing Provider may be asked to give more details
before Anthem can determine if the Drug is Medically Necessary. Anthem may also set quantity and/or
age limits for specific Prescription Drugs or use recommendations made as part of its Medical Policy and
Technology Assessment Committee and/or Pharmacy and Therapeutics Process.

Prior Authorization

Prior authorization may be needed for certain Prescription Drugs to make sure proper use and guidelines
for Prescription Drug coverage are followed. Anthem will contact your Provider to get the details
Anthem needs to decide if prior authorization should be given. Anthem will give the results of its
decision to both You and your Provider.

If prior authorization is denied You have the right to file a Grievance as outlined in the “Your Right to
Appeal” section.

For a list of Drugs that need prior authorization, please call the phone number on the back of your
Identification Card. The list will be reviewed and updated from time to time. Including a Drug or related
item on the list does not promise coverage under this Plan. Your Provider may check with Anthem to
verify Drug coverage, to find out whether any quantity (amount) and/or age limits apply, and to find out
which brand or generic Drugs are covered under the Plan.
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Step Therapy

Step therapy is a process in which You may need to use one type of Drug before Anthem will cover
another. Anthem checks certain Prescription Drugs to make sure that proper prescribing guidelines are
followed. These guidelines help You get high quality and cost effective Prescription Drugs. If a Provider
decides that a certain Drug is needed, prior authorization will apply.

Therapeutic Substitution

Therapeutic substitution is an optional program that tells You and your Providers about alternatives to
certain prescribed Drugs. Anthem may contact You and your Provider to make You aware of these
choices. Only You and your Provider can determine if the therapeutic substitute is right for You. Anthem
has a therapeutic Drug substitutes list, which Anthem reviews and update from time to time. For
guestions or issues about therapeutic Drug substitutes, call Customer Service at the phone number on
the back of your Identification Card.
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10.

11.

12.

13.

14.

LIMITATIONS AND EXCLUSIONS

Any disease or Injury resulting from a war, declared or not, or any military duty or any release of
nuclear energy. Also excluded are charges for services directly related to military service provided or
available from the Veterans' Administration or military facilities except as required by law.

Services for Custodial Care.
Services for custodial or convalescent care, rest cures or long-term custodial Hospital care.

Dental care and treatment and oral surgery (by Physicians or dentists) including dental surgery;
dental appliances; dental prostheses such as crowns, bridges, or dentures; implants; orthodontic
care; operative restoration of teeth (fillings); dental extractions; endodontic care; apicoectomies;
excision of radicular cysts or granuloma; treatment of dental caries, gingivitis, or periodontal disease
by gingivectomies or other periodontal surgery. Any treatment of teeth, gums or tooth related service
except otherwise specified as covered in this Benefit Booklet.

Charges for treatment received before coverage under this option began or after it is terminated.

Treatments, procedures, equipment, drugs, devices or supplies (hereafter called "services") which
are, in Anthem’s judgment, Experimental or Investigational for the diagnosis for which the Member is
being treated.

Services, treatment or supplies not generally accepted in medical practice for the prevention,
diagnosis or treatment of an illness or injury, as determined by Anthem.

Foot care only to improve comfort or appearance, routine care of corns, bunions (except capsular or
related surgery), calluses, toenail (except surgical removal or care rendered as treatment of the
diabetic foot or ingrown toenails), flat feet, fallen arches, weak feet, chronic foot strain, or
asymptomatic complaints related to the feet. Coverage is available, however, for Medically
Necessary foot care required as part of the treatment of diabetes and for Members with impaired
circulation to the lower extremities.

Shoe inserts, orthotics (will be covered if prescribed by a physician for diseases of the foot or
systemic diseases that affect the foot such as diabetes when deemed medically necessary.

Treatment where payment is made by any local, state, or federal government (except Medicaid), or
for which payment would be made if the Member had applied for such benefits. Services that can be
provided through a government program for which You as a member of the community are eligible for
participation. Such programs include, but are not limited to, school speech and reading programs.

Services paid under Medicare or which would have been paid if the Member had applied for
Medicare and claimed Medicare benefits. With respect to end-stage renal disease (ESRD),
Medicare shall be treated as the primary payor whether or not the Participant has enrolled in Medicare
Part B.

Services covered under Workers’ Compensation, no-fault automobile insurance and/or services
covered by similar statutory programs.

Court-ordered services, or those required by court order as a condition of parole or probation, unless
Medically Necessary and approved by the Plan.

Outpatient prescription drugs prescribed by a physician and purchased or obtained from a retail
pharmacy or retail pharmacist or a mail service pharmacy are excluded. These may be covered by a
separate drug card program but not under this medical plan. Although coverage for Outpatient
Prescription Drugs obtained from a retail pharmacy or pharmacist or mail service Pharmacy is
excluded, certain Prescription Drugs are covered under your medical benefits when rendered in a
Hospital, in a Physician’s office, or as part of a Home Health Care benefit. Therefore, this exclusion
does not apply to prescription drugs provided as Ancillary Services during an Inpatient stay or an
Outpatient Surgical procedure; to prescription drugs used in conjunction with a Diagnostic Service;
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15.

16.

17.

18.
19.

20.
21.
22.
23.

24,

25.

26.
27.

28.
29.

30.
31.

32.
33.

Chemotherapy performed in the office; home infusion or home IV therapy, nor drugs administered in
your Physician’s office.

Drugs, devices, products, or supplies with over the counter equivalents and any Drugs, devices,
products, or supplies that are therapeutically comparable to an over the counter Drug, device,
product, or supply.

Care, supplies, or equipment not Medically Necessary, as determined by Anthem , for the treatment
of an Injury or illness. This includes, but is not limited to, care which does not meet Anthem’s medical
policy, clinical coverage guidelines, or benefit policy guidelines.

Vitamins, minerals and food supplements, as well as vitamin injections not determined to be
medically necessary in the treatment of a specific illness. Nutritional supplements, services, supplies
and/or nutritional sustenance products (food) related to enteral feeding, except when determined to
be medically necessary.

Services for Hospital confinement primarily for diagnostic studies.

Cosmetic Surgery, reconstructive surgery, pharmacological services, nutritional regimens or other
services for beautification, or treatment relating to the consequences of, or as a result of, Cosmetic
Surgery, except for reconstructive surgery following a mastectomy or when medically necessary to
correct damage caused by an accident, an injury or to correct a congenital defect. Expense incurred
for reconstructive surgery performed due to the presence of a psychological condition is not covered,
unless the condition(s) described above are met.

Donor Search/Compatibility, except as otherwise indicated.
Contraceptive drugs, except for any above stated covered contraceptive devices.
In-vitro Fertilization, Artificial Insemination and as indicated on the Plan Design.

Hair transplants, hairpieces or wigs (except when necessitated by disease), wig maintenance, or
prescriptions or medications related to hair growth.

Services and supplies primarily for educational, vocational or training purposes, including but not
limited to structured teaching, applied behavioral analysis, or educational interventions, except as
expressly provided in this Benefit Booklet.

Religious, marital and sex counseling, including services and treatment related to religious
counseling, marital/relationship counseling and sex therapy.

Christian Science practitioner services.

Services and supplies for smoking cessation programs and treatment of nicotine addiction, including
gum, patches, and prescription drugs to eliminate or reduce the dependency on or addiction to
tobacco and tobacco products unless otherwise required by law.

Services provided in a halfway house.

Treatment or services provided by a non-licensed Provider, or that do not require a license to provide;
services that consist of supervision by a Provider of a non-licensed person; services performed by a
relative of a Member for which, in the absence of any health benefits coverage, no charge would be
made; services provided to the Member by a local, state or federal government agency, or by a public
school system or school district, except when the plan’s benefits must be provided by law; services if
the Member is not required to pay for them or they are provided to the Member for free.

Elective Abortions.

Any expense incurred for services received outside of the United States, except for emergency care
services, unless otherwise determined by this Plan;

Acupuncture and biofeedback.

Routine care is not covered. Except for above stated covered preventive care services.
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34.
35.

36.
37.

38.
39.

40.

41.

42.

43.
44,

45.

46.

47.

48.

49,

Services or supplies provided by a member of your family or household.

Charges or any portion of a charge in excess of the Maximum Allowed Amount as determined by
Anthem.

Fees or charges made by an individual, agency or facility operating beyond the scope of its license.

Services and supplies for which you have no legal obligation to pay, or for which no charge has been
made or would be made if you had no health insurance coverage.

Services for any form of telecommunication. Except for above stated covered online services.
Charges for any of the following:

a. Failure to keep a scheduled visit;

b. Completion of claim forms or medical records or reports unless otherwise required by law;
c. For Physician or Hospital's stand-by services;

d. For holiday or overtime rates.
e

Membership, administrative, or access fees charged by Physicians or other Providers. Examples
of administrative fees include, but are not limited to, fees charged for educational brochures or
calling a patient to provide their test results.

f.  Specific medical reports including those not directly related to the treatment of the Member, e.g.,
employment or insurance physicals, and reports prepared in connection with litigation.

Separate charges by interns, residents, house Physicians or other health care professionals who are
employed by the covered facility, which makes their services available.

Personal comfort items such as those that are furnished primarily for your personal comfort or
convenience, including those services and supplies not directly related to medical care, such as
guest's meals and accommodations, barber services, telephone charges, radio and television rentals,
homemaker services, travel expenses, and take-home supplies.

Charges for or related to sex change surgery or to any treatment of gender identity disorders.

Reversal of vasectomy or reversal of tubal ligation.

Salabrasion, chemosurgery and other such skin abrasion procedures associated with the removal of
scars, tattoos, and actinic changes and/or which are performed as a treatment for acne.

Services for outpatient therapy or rehabilitation other than those specifically listed as covered in this
Benefit Booklet. Excluded forms of therapy include, but are not limited to, primal therapy, chelation
therapy, rolfing, psychodrama, megavitamin therapy, purging, bioenergetic therapy, in-home wrap
around treatment, wilderness therapy and boot camp therapy.

Vision care services and supplies, including but not limited to eyeglasses, contact lenses and related
or routine examinations and services. Eye refractions. Analysis of vision or the testing of its acuity.
Service or devices to correct vision or for advice on such service. Orthoptic training is not covered.
This exclusion does not apply for initial prosthetic lenses or sclera shells following intraocular surgery
or for soft contact lenses due to a medical condition, i.e. diabetes.

Related to radial keratotomy or keratomileusis or excimer laser photo refractive keratectomy; and
surgery, services or supplies for the surgical correction of nearsightedness and/or astigmatism or any
other correction of vision due to a refractive problem.

Services for weight loss programs, services and supplies. Weight loss programs included but are not
limited to, commercial weight loss programs (Weight Watcher, Jenny Craig, and LA Weight Loss).

Surgical procedures for the removal of excess fat and/or skin in conjunction with or resulting from
weight loss due to obesity, surgery, or pregnancy. Services, supplies, or other care for
abdominoplasty, panniculectomy, Liposuction/Lipectomy, Skin-Related Procedures.
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CLAIMS PAYMENT

Network Providers have agreed to submit claims directly to the local Blue Cross and/or Blue Shield plan
in their area. Therefore if the Network Hospitals, Physicians and Ancillary Providers are used, claims for
their services will generally not have to be filed by the Member. In addition, many Out-of-Network
Hospitals and Physicians will also file claims if the information on the Blue Cross and Blue Shield
Identification Card is provided to them. If the provider requests a claim form to file a claim, a claim form
can be obtained by contacting Your local Human Resources Department or by visiting www.anthem.com.

Please note You may be required to complete an authorization form in order to have Your claims and
other personal information sent to Anthem when You receive care in foreign countries. Failure to submit
such authorizations may prevent foreign providers from sending Your claims and other personal
information to Anthem.

How to File Claims

Under normal conditions, Anthem should receive the proper claim form within 12 months after the service
was provided. This section of the Benefit Booklet describes when to file a benefits claim and when a
Hospital or Physician will file the claim for You.

Each person enrolled through the Plan receives an Identification Card. Remember, in order to receive full
benefits, You must receive treatment from a Network Provider. When admitted to a Network Hospital,
present Your Identification Card. Upon discharge, You will be billed only for those charges not covered
by the Plan.

When You receive Covered Services from a Network Physician or other Network licensed health care
provider, ask him or her to complete a claim form. Payment for Covered Services will be made directly to
the provider.

For health care expenses other than those billed by a Network Provider, use a claim form to report Your
expenses. You may obtain these from Your Employer or Anthem. Claims should include Your name,
Plan and Group numbers exactly as they appear on Your Identification Card. Attach all bills to the claim
form and file directly with Anthem. Be sure to keep a photocopy of all forms and bills for Your records.
The address is on the claim form.

Save all bills and statements related to Your illness or Injury. Make certain they are itemized to include
dates, places and nature of services or supplies.

Maximum Allowed Amount

General

This section describes how Anthem determines the amount of reimbursement for Covered Services.
Reimbursement for services rendered by Network and Out-of-Network Providers is based on this Plan’s
Maximum Allowed Amount for the Covered Service that You receive. Please see the Inter-Plan Programs
section for additional information.

The Maximum Allowed Amount for this Plan is the maximum amount of reimbursement Anthem will allow
for services and supplies:

o that meet Our definition of Covered Services, to the extent such services and supplies are covered
under Your Plan and are not excluded;

e that are Medically Necessary; and

o that are provided in accordance with all applicable preauthorization, utilization management or other
requirements set forth in Your Plan.
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You will be required to pay a portion of the Maximum Allowed Amount to the extent You have not met
Your Deductible or have a Copayment or Coinsurance. In addition, when You receive Covered Services
from an Out-of-Network Provider, You may be responsible for paying any difference between the
Maximum Allowed Amount and the Provider’s actual charges. This amount can be significant.

When You receive Covered Services from a Provider, Anthem will, to the extent applicable, apply claim
processing rules to the claim submitted for those Covered Services. These rules evaluate the claim
information and, among other things, determine the accuracy and appropriateness of the procedure and
diagnosis codes included in the claim. Applying these rules may affect Claims Administrator’s
determination of the Maximum Allowed Amount. Anthem ’s application of these rules does not mean that
the Covered Services You received were not Medically Necessary. It means Anthem has determined that
the claim was submitted inconsistent with procedure coding rules and/or reimbursement policies. For
example, Your Provider may have submitted the claim using several procedure codes when there is a
single procedure code that includes all of the procedures that were performed. When this occurs, the
Maximum Allowed Amount will be based on the single procedure code rather than a separate Maximum
Allowed Amount for each billed code.

Likewise, when multiple procedures are performed on the same day by the same Physician or other
healthcare professional, the Plan may reduce the Maximum Allowed Amounts for those secondary and
subsequent procedures because reimbursement at 100% of the Maximum Allowed Amount for those
procedures would represent duplicative payment for components of the primary procedure that may be
considered incidental or inclusive.

Provider Network Status
The Maximum Allowed Amount may vary depending upon whether the Provider is a Network Provider or
an Out-of-Network Provider.

A Network Provider is a Provider who is in the managed network for this specific product or in a special
Center of Excellence or other closely managed specialty network, or who has a participation contract with
Anthem. For Covered Services performed by a Network Provider, the Maximum Allowed Amount for this
Plan is the rate the Provider has agreed with Anthem to accept as reimbursement for the Covered
Services. Because Network Providers have agreed to accept the Maximum Allowed Amount as payment
in full for those Covered Services, they should not send You a bill or collect for amounts above the
Maximum Allowed Amount. However, You may receive a bill or be asked to pay all or a portion of the
Maximum Allowed Amount to the extent You have not met Your Deductible or have a Copayment or
Coinsurance. Please call Customer Service for help in finding a Network Provider or visit
www.anthem.com.

Providers who have not signed any contract with Anthem and are not in any of Anthem ’s networks are
Out-of-Network Providers, subject to Blue Cross Blue Shield Association rules governing claims filed by
certain ancillary providers.

For Covered Services You receive from an Out-of-Network Provider, the Maximum Allowed Amount for
this Plan will be one of the following as determined by Anthem:

1. An amount based on Anthem 's Out-of-Network Provider fee schedule/rate, which Anthem has
established in its’ discretion, and which Anthem reserves the right to modify from time to time, after
considering one or more of the following: reimbursement amounts accepted by like/similar providers
contracted with Anthem , reimbursement amounts paid by the Centers for Medicare and Medicaid
Services for the same services or supplies, and other industry cost, reimbursement and utilization
data; or
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2. An amount based on reimbursement or cost information from the Centers for Medicare and Medicaid
Services (“CMS”). When basing the Maximum Allowed amount upon the level or method of
reimbursement used by CMS, the Administrator will update such information, which is unadjusted for
geographic locality, no less than annually; or

3. An amount based on information provided by a third party vendor, which may reflect one or more of
the following factors: (1) the complexity or severity of treatment; (2) level of skill and experience
required for the treatment; or (3) comparable providers’ fees and costs to deliver care; or

4. An amount negotiated by Anthem or a third party vendor which has been agreed to by the Provider.
This may include rates for services coordinated through case management; or

5. An amount based on or derived from the total charges billed by the Out-of-Network Provider.

Providers who are not contracted for this product, but contracted for other products with Anthem are also
considered Out-of-Network. For this Plan, the Maximum Allowed Amount for services from these
Providers will be one of the five methods shown above unless the contract between Anthem and that
Provider specifies a different amount.

Unlike Network Providers, Out-of-Network Providers may send You a bill and collect for the amount of the
Provider’'s charge that exceeds the Plan’s Maximum Allowed Amount. You are responsible for paying the
difference between the Maximum Allowed Amount and the amount the Provider charges. This amount
can be significant. Choosing a Network Provider will likely result in lower Out of Pocket costs to You.
Please call Customer Service for help in finding a Network Provider or visit Anthem ’s website at
www.anthem.com.

Customer Service is also available to assist You in determining this Plan’s Maximum Allowed Amount for
a particular service from an Out-of-Network Provider. In order for Anthem to assist You, You will need to
obtain from Your Provider the specific procedure code(s) and diagnosis code(s) for the services the
Provider will render. You will also need to know the Provider’s charges to calculate Your Out of Pocket
responsibility. Although Customer Service can assist You with this pre-service information, the final
Maximum Allowed Amount for Your claim will be based on the actual claim submitted by the Provider.

Member Cost Share

For certain Covered Services and depending on Your plan design, You may be required to pay a part of
the Maximum Allowed Amount as Your cost share amount (for example, Deductible, Copayment, and/or
Coinsurance).

Your cost share amount and Out-of-Pocket Limits may vary depending on whether You received services
from a Network or Out-of-Network Provider. Specifically, You may be required to pay higher cost sharing
amounts or may have limits on Your benefits when using Out-of-Network Providers. Please see the
Schedule of Benefits in this Benefit Booklet for Your cost share responsibilities and limitations, or call
Customer Service to learn how this Plan’s benefits or cost share amounts may vary by the type of
Provider You use.

The Plan will not provide any reimbursement for non-Covered Services. You may be responsible for the
total amount billed by Your Provider for non-Covered Services, regardless of whether such services are
performed by a Network or Out-of-Network Provider. Non-Covered Services include services specifically
excluded from coverage by the terms of this Benefit Booklet and services received after benefits have
been exhausted. Benefits may be exhausted by exceeding, for example, benefit caps or day/visit limits.
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In some instances You may only be asked to pay the lower Network cost sharing amount when You use
an Out-of-Network Provider. For example, if You go to a Network Hospital or Provider facility and receive
Covered Services from an Out-of-Network Provider such as a radiologist, anesthesiologist or pathologist
who is employed by or contracted with a Network Hospital or facility, You will pay the Network cost share
amounts for those Covered Services. However, You also may be liable for the difference between the
Maximum Allowed Amount and the Out-of-Network Provider’s charge.

Authorized Services

In some circumstances, such as where there is no Network Provider available for the Covered Service,
the Plan may authorize the Network cost share amounts (Deductible, Copayment, and/or Coinsurance) to
apply to a claim for a Covered Service You receive from an Out-of-Network Provider. In such
circumstance, You must contact Anthem in advance of obtaining the Covered Service. The Plan also may
authorize the Network cost share amounts to apply to a claim for Covered Services if You receive
Emergency services from an Out-of-Network Provider and are not able to contact Anthem until after the
Covered Service is rendered. If the Plan authorizes a Network cost share amount to apply to a Covered
Service received from an Out-of-Network Provider, You also may still be liable for the difference between
the Maximum Allowed Amount and the Out-of-Network Provider's charge. Please contact Customer
Service for Authorized Services information or to request authorization.

Services Performed During Same Session

The Plan may combine the reimbursement of Covered Services when more than one service is performed
during the same session. Reimbursement is limited to the Plan’s Maximum Allowed Amount. If services
are performed by Out-of-Network Providers, then You are responsible for any amounts charged in
excess of the Plan’s Maximum Allowed Amount with or without a referral or regardless if allowed as
an Authorized Service. Contact Anthem for more information.

Processing Your Claim

You are responsible for submitting Your claims for expenses not normally billed by and payable to a
Hospital or Physician. Always make certain You have Your Identification Card with You. Be sure
Hospital or Physician’s office personnel copy Your name, and identification numbers (including the 3-
letter prefix) accurately when completing forms relating to Your coverage.

Timeliness of Filing for Member Submitted Claims

To receive benefits, a properly completed claim form with any necessary reports and records must be
filed by You within 12 months of the date of service. Payment of claims will be made as soon as possible
following receipt of the claim, unless more time is required because of incomplete or missing information.
In this case, You will be naotified of the reason for the delay and will receive a list of all information needed
to continue processing Your claim. After this data is received, Anthem will complete claims processing.
No request for an adjustment of a claim can be submitted later than 24 months after the claim has been
paid.

Necessary Information

In order to process Your claim, Anthem may need information from the provider of the service. As a
Member, You agree to authorize the Physician, Hospital, or other provider to release necessary
information.

Anthem will consider such information confidential. However, the Plan and Anthem have the right to use
this information to defend or explain a denied claim.
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Claims Review

Anthem has processes to review claims before and after payment to detect fraud, waste, abuse and other
inappropriate activity. Members seeking services from Out-of-Network Providers could be balanced billed
by the Out-of-Network Provider for those services that are determined to be not payable as a result of
these review processes. A claim may also be determined to be not payable due to a Provider's failure to
submit medical records with the claims that are under review in these processes.

Explanation of Benefits

After You receive medical care, You will generally receive an Explanation of Benefits (EOB). The EOB is
a summary of the coverage You receive. The EOB is not a bill, but a statement sent by Anthem, to help
You understand the coverage You are receiving. The EOB shows:

total amounts charged for services/supplies received;

the amount of the charges satisfied by Your coverage;

the amount for which You are responsible (if any); and

general information about Your Appeals rights and for ERISA plans, information regarding the right to
bring an action after the Appeals process.

Inter-Plan Programs

Out-of-Area Services

Anthem has a variety of relationships with other Blue Cross and/or Blue Shield Licensees referred to
generally as “Inter-Plan Programs.” Whenever You obtain healthcare services outside of Anthem’s
service area, the claims for these services may be processed through one of these Inter-Plan Programs,
which include the BlueCard Program and may include negotiated National Account arrangements
available between Anthem and other Blue Cross and Blue Shield Licensees.

Typically, when accessing care outside Anthem’s service area, You will obtain care from healthcare
Providers that have a contractual agreement (i.e., are “participating providers”) with the local Blue Cross
and/or Blue Shield Licensee in that other geographic area (“Host Blue”). In some instances, You may
obtain care from nonparticipating healthcare Providers. Anthem’s payment pr