





HMO GROUP MASTER CONTRACT

issued by

Keystone Health Plan East, Inc. (*'Keystone' or "'the HMO")*

* independent corporation operating under a license
from Blue Cross and Blue Shield Association

A Pennsylvania corporation
Located at:
1901 Market Street
P.O. Box 7516
Philadelphia, PA 19101-7516

Description of Coverage:

This HMO Group Master Contract sets forth a comprehensive program of inpatient and outpatient health
care benefits. In most cases, Members must obtain a Referral for any Covered Service, and benefits are
provided only for services performed by a Participating Provider. Preapproval by Keystone Health Plan
East, Inc. is required for any service requiring a Referral to a Provider who is not a Participating Provider.
Certain benefits are subject to cost-sharing provisions such as Copayments.

The benefits in this Contract are provided through a health maintenance organization that utilizes
a provider network through which the Member must access Covered Services, except in emergency
situations.  This Contract utilizes extensive Pre-authorization and Utilization Management
procedures that must be followed to maximize benefits and avoid penalties.

Group Name: CONTRACT HOLDER NAME
Group Contract Number(s): CONTRACT NUMBER(S)

In consideration of the Group Application and the payment of premiums to be paid to Keystone Health
Plan East, Inc. ("Keystone" or "the HMO™) by the Group, and subject to all terms of this Group Master
Contract (“Contract”), the HMO hereby agrees to provide benefits for each eligible Member of the Group
enrolled under CONTRACT NUMBER(S) the benefits as described in the Member Handbook and
Riders listed in the Section BD - Schedule of Benefit Documents in accordance with the terms,
conditions, limitations, and exclusions of this Contract.

All of the provisions of the Member Handbook and Riders attached to, and made a part of the Contract,
apply to the Contract as if fully set forth in the Contract.

The Group may accept this Contract by making required payments to Keystone Health Plan East, Inc.
Such acceptance renders all terms and provisions hereof binding on Keystone Health Plan East, Inc. and
the Group. Keystone Health Plan East, Inc. accepts the Application of the Group at its home office in
Philadelphia, Pennsylvania, which is the State of Issue.
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The signature below is considered evidence of Keystone Health Plan East, Inc.’s acceptance of the
Contract Holder’s Group Application on the terms hereof and constitutes execution of the Group Master
Contract(s) attached hereto on behalf of Keystone Health Plan East, Inc.

%&M@. CZ“)@L&O

John R. Janney
SVP Marketing Services
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SECTION DE - DEFINITIONS

AMENDMENT - a modification to this Contract which changes the original terms of this Contract. The
changes contained in the amendment can take the form of one of the following:

A. A statutory amendment which reflects a change in this Contract that has been automatically made to
satisfy a requirement(s) of any state law, federal law or regulation that would apply to this Contract as
provided in Section GP - General Provisions, Compliance with Law provision;

B. A managed health care amendment which reflects a change in the Group’s benefits where:
1. The benefits are for services and supplies provided through the HMO’s Providers; and
2. The change applies to all group contracts that include these benefits.

When this Contract is so amended, payment by the Group of the next premium due under this
Contract will constitute acceptance of the managed health care amendment;

C. A universal amendment which reflects a change in the HMO’s administration of its group benefits
and is intended to apply to all group contracts which are affected by the change.

When the Contract is so amended, payment by the Group of the next premium due under this
Contract will constitute acceptance of the universal endorsement, unless the Group has rejected the
Amendment in writing prior to its effective date; or

D. Any combination of the amendments shown above.

APPLICANT - a subscriber who applies for coverage under this Contract which the HMO has entered
into with the Group.

APPLICATION - the request, either written or via electronic transfer, of the Applicant for coverage, set
forth in a format approved by the HMO. Such request applies whether it was made under a prior carrier
contract which is superseded by this Contract, or under this Contract. Also, referred to as the Group
Application.

CONTRACT DATE - 12:01 a.m. on the date specified on the Application page of this Contract, on
which coverage under this Contract commences for the Group.

COVERED SERVICE - as defined in the Member Handbook.

EFFECTIVE DATE OF COVERAGE - the date coverage begins for a Member under this Contract.
All coverage begins at 12:01 a.m. on the date reflected on the records of the HMO.

EMPLOYEE - as defined in the Member Handbook.

ENROLLMENT/CHANGE FORM - the properly completed written request for enrollment in or
change to the HMO membership submitted in a format provided by the HMO, together with any
amendments or modifications thereof.

GROUP (CONTRACT HOLDER) - as defined in the Member Handbook.
GROUP MASTER CONTRACT (CONTRACT) - this agreement between the HMO and the Group,

including the Enrollment Forms, Cover Sheet, Group Application, Acceptance Sheet, Schedules, Member
Handbook, Riders and/or Amendments if any. Also referred to as the Group Contract.
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KEYSTONE HEALTH PLAN EAST, INC. ("KEYSTONE" OR "THE HMO™") - a health
maintenance organization providing comprehensive health care to Members.

MEDICALLY NECESSARY - as defined in the Member Handbook.

MEMBER - as defined in the Member Handbook.

PARTICIPATING HOSPITAL - as defined in the Member Handbook.

PARTICIPATING PROVIDER - as defined in the Member Handbook.

REFERRED or REFERRAL - as defined in the Member Handbook.

RIDER - a document which describes the changes that are being made to the Member Handbook,
whether by expanding, decreasing or defining benefits, or adding or excluding certain conditions from

coverage.

SUBSCRIBER - as defined in the Member Handbook.
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SECTION GP - GENERAL PROVISIONS

ASSIGNMENT

Except as set forth in this Contract, the Group is solely responsible for the performance of its obligations
set forth in this Contract. The Group cannot assign, delegate, or transfer to any party the rights, duties, or
obligations described in this Contract, any interest in this Contract, or any claim under this Contract
without the prior express written consent of the HMO.

CLERICAL RECORDS OF MEMBER

A. The Group shall maintain accurate and timely records pertaining to Members and payments. The
Group must also furnish the HMO with any data required by the HMO for coverage of Members
under this Contract. In addition, the Group must provide written notification to the HMO within
thirty (30) days of the effective date of any changes in a Member’s coverage status under this
Contract.

B. All notification by the Group to the HMO must be furnished on forms approved by the HMO. The
notification must include all information required by the HMO to effect changes.

C. Clerical error, whether of the Group or the HMO, in keeping any record pertaining to the coverage
hereunder, will not invalidate coverage otherwise validly in force or continue coverage otherwise
validly terminated. Determination of clerical error shall be at the sole discretion of the HMO.

D. If Contract benefits are approved by the HMO for Covered Services rendered to a Member before the
HMO receives notice of the Member’s termination under the Contract, the cost of such benefits will
be the sole responsibility of the Member. The effective date of termination of a Member under the
Contract shall not be more than sixty (60) days before the first day of the month in which the Group
notified the HMO of the termination.

COMPLIANCE WITH LAW

If the provisions of the Contract do not conform to the requirements of any state or federal law or
regulation that applies to the Contract, the Contract provisions are automatically changed to conform with
the HMO's interpretation of the requirements of that law or regulation.

ELIGIBILITY REQUIREMENTS

The Group is responsible for maintaining eligibility of Members to receive benefits under the Contract
and for timely notifying the HMO of such eligibility. The HMO will provide coverage, and terminate
coverage, in reliance on the Group's timely naotification of the eligibility of Members. If a Group fails to
timely notify the HMO of the eligibility status of a particular Member, the HMO will provide and
terminate coverage in accordance with any HMO administrative processes, such as verification of student
dependents. The Group will be responsible for the payment of premiums for Members in accordance
with such administrative processes.

ENTIRE CONTRACT CHANGES

A. The entire Contract consists of:

1. The Member Handbook listed in the Section BD - Schedule of Benefit Documents, which is
made a part of this Contract;
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2. All modifications to such Member Handbook that is attached to, and made a part of, this Contract
by a Rider to the Member Handbook;

Any Amendment made to this Contract;
4. Individual applications, if any, of the Members; and

The forms shown in the Table of Contents (TOC) as of the Effective Date of Coverage of this
Contract between the Group and the HMO.

B. This Contract states the terms of payment and coverage under which the Group may secure health
benefits for its Members. This Contract, along with Section GA - Group Application, any
Amendments including Riders, the Enrollment/Change Form(s), and the appropriate payment, is the
entire Contract between the Group and the HMO.

No change in this Contract will be effective until approved by an authorized HMO officer. Approval
must be noted on, or attached to, this Contract. No agent or representative of the HMO, other than an
HMO officer, may otherwise change this Contract or waive any of its provisions. All statements made
by the Group or by an individual Member shall, in the absence of fraud, be deemed representations
and not warranties, and no such statement shall be used in defense of a claim under this Contract
unless it is contained in a written Application.

C. The Group may not transfer enrollment to another type of Contract issued by the HMO until the
expiration of a period of one year from the Contract Date of this Contract, and thereafter from year to
year, except as otherwise approved by the HMO. All applications for changes in Contract type shall
be submitted on the appropriate form supplied by the HMO and, upon acceptance by the HMO, shall
become a part of this Contract.

D. The HMO may amend this Contract with respect to any matter, including required payments, by
mailing a postage-prepaid notice of the amendment to the Group at its address of record with the
HMO at least thirty (30) days before the effective date of the Amendment. The Group's concurrence
with such Amendment shall be established by continuation of payment for coverage hereunder after
the effective date of the Amendment.

GRACE PERIOD

This Contract has a grace period of thirty (30) days. This means that if a payment is not made on or
before the date it is due, it may be paid during the grace period. During the grace period, the Contract
will stay in force unless, prior to the date payment was due, the Group gave timely written notice to the
HMO that the Contract is to be cancelled.

If the Group does not make payment during the grace period, the Contract will be cancelled effective on
the last day of the grace period and the HMO will have no liability for services which are incurred after
the grace period. The HMO has the right to collect all outstanding premiums, including the premium for
the grace period, from the Group.

IDENTIFICATION CARDS

Identification Cards issued by the HMO to Members pursuant to this Contract are for identification
purposes only. Possession of an HMO ID Card confers no rights to Covered Services or other benefits
under this Contract. If any Member permits another person to use the Member’s ID Card, the HMO may
revoke that Member’s ID Card.
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INTERPRETATION OF CONTRACT

The laws of the Commonwealth of Pennsylvania shall be applied to interpretations of this Contract.
Where applicable, the interpretation of this Contract shall be guided by the direct-service nature of the
HMO's operations as opposed to a fee-for-service indemnity basis.

LIMITATIONS OF THE HMO’S LIABILITY

The HMO shall not be liable for any claim or demand because of damages arising out of, or in any
manner connected with, injuries suffered by the Member while receiving care from any HMO
Participating Provider, or from any Provider to which the Member has been Referred by the Participating
Provider or the HMO. Further, the HMO shall not be liable for injuries or damage resulting from the
dissemination of information for the purpose of claims processing or facilitating patient care.

MEMBER HANDBOOKS

The HMO will distribute to Members, or will give to the Group to distribute to each Member, an
individual handbook. The handbook will describe the main features of the Member’s coverage. They
include:

A. How to access primary, specialist and hospital care;

B. A summary of benefits and limitations;

C. Any protection and rights when the coverage ends; and
D. Member rights and responsibilities.

The HMO will notify Members of any changes to the Member Handbook by distributing Riders to the
Member, or to the Group for distribution to Members.

MODIFICATION

By this Contract, the Group makes the HMO coverage available to Members who are eligible under the
Eligibility, Change and Termination Rules under the Plan in the GENERAL INFORMATION
section of the Member Handbook listed in the Section BD - Schedule of Benefit Documents. However,
this Contract shall be subject to Amendment, modification, or termination in accordance with any
provision hereof or by mutual agreement between the HMO and the Group without the consent or
concurrence of the Members. By electing the HMO or accepting the HMO benefits, all Members legally
capable of contracting, and the legal representatives of all Members incapable of contracting, agree to all
terms, conditions, and provisions hereof.

NOTICE

Any notice required under this Contract must be in writing. Notice given to the Group will be sent to the
Group’s address stated in Section GA - Group Application. Notice given to the HMO will be sent to the
HMO’s address stated in Section GA - Group Application. Notice given to a Member will be given to
the Member in care of the Group or sent to the Member’s last address furnished to the HMO by the
Group. The Group, the HMO, or a Member may, by written notice, indicate a new address for giving
notice.
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The Group shall inform Members of the conditions of his or her eligibility, including Effective Date of
Coverage and termination. In addition, a Group benefits representative, designated as such by notice to
the HMO, shall communicate to Members all matters related to them by the HMO that a reasonable
person would attach importance in determining the action to be taken. This notification shall be
completed within the next regular communication, but in no event shall it be later than thirty (30) days
after receipt from the HMO.

NOTICE OF CLAIM AND PROOF OF LOSS

A. Notice of Claim

The HMO will not be liable for any claims under this Contract unless proper notice is furnished to the
HMO that Covered Services have been rendered to a Member. Written notice of a claim must be
given to the HMO within twenty (20) days, or as soon as reasonably possible after a Covered Service
has been rendered to the Member. Notice given by or on behalf of the Member to the HMO that
includes satisfactory information identifying the Member who received the Covered Service shall
constitute sufficient notice of a claim to the HMO.

The Member can give notice to the HMO by calling or writing to Member Services. The telephone
number and address of Member Services can be found on the Member's ID Card. A charge shall be
considered incurred on the date a Member receives the Covered Service for which the charge is made.

B. Proof of Loss

Claims cannot be paid until a written proof of loss is submitted to the HMO. Written proof of loss
must be provided to the HMO within ninety (90) days after the charge for a Covered Service is
incurred. Proof of loss must include all data necessary for the HMO to determine Benefits. Failure to
submit a proof of loss to the HMO within the time specified will not invalidate or reduce any claim if
it is shown that the proof of loss was submitted as soon as reasonably possible. However, in no event,
except in the absence of legal capacity, will the HMO be required to accept a proof of loss later than
twelve (12) months after the charge for a Covered Service is incurred.

C. Claim Forms

If a Member, or his or her personal representative if Member is deceased, is required to submit a
proof of loss for Benefits under this Contract, it must be submitted to the HMO on the appropriate
claim form. The HMO will furnish proof of loss claim forms to the Member within fifteen (15) days
following the date notice of claim is received. If claim forms are not furnished within fifteen (15)
days after the giving of such notice, the Member shall be deemed to have complied with the
requirements of this subsection regarding time frames for submission of an itemized bill for the
Covered Service as described below. An itemized bill may be submitted to the HMO at the address
appearing on the Member's ID Card. Itemized bills cannot be returned.

D. Submission of Claim Forms

For Member-submitted claims, the completed claim form with all itemized bills attached must be
forwarded to the HMO at the address appearing on the claim form in order to satisfy the requirement
of submitting a written proof of loss and to receive payment for Benefits provided under this
Contract.

To avoid delay in handling Member-submitted claims, answers to all questions on the claim form
must be complete and correct. Each claim form must be accompanied by itemized bills showing all
of the following information:

1. Person or organization providing the service or supply
2. Type of service or supply
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3. Date of service or supply
4. Amount charged
5. Name of patient

A request for payment of a claim will not be reviewed and no payment will be made unless all the
information and evidence of payment required on the claim form has been submitted in the manner
described above. The HMO reserves the right to require additional information and documents as
needed to support a claim that a Covered Service has been rendered.

E. Timely Payment of Claims

Claims payment for Benefits payable under this Contract will be processed immediately upon receipt
of proper proof of loss.

POLICIES AND PROCEDURES

The HMO may adopt reasonable policies, procedures, rules and interpretations to promote the orderly and
efficient administration of this Contract, with which the Group and the Members shall comply.

RELATIONSHIP OF PARTIES

A. The relationship that exists between the HMO and the HMO Participating Hospitals is that of an
independent contractor. The HMO Participating Hospitals are not agents or employees of the HMO,
nor is any employee of the HMO an employee or agent of the HMO Participating Hospitals. Each
Hospital will maintain the hospital-patient relationship with the Member under the Contract and is
solely responsible to the Member for Hospital Covered Services furnished to the Member.

B. The relationship between the HMO and the HMO Participating Providers, and between the HMO and
other contracting Providers of health services, is an independent contractor relationship. The HMO
Participating Providers are not agents or employees of the HMO, nor is any employee of the HMO an
employee or agent of the HMO Participating Providers. Each Provider who is an HMO Participating
Provider will maintain the provider-patient relationship with the Member under the Contract and is
solely responsible to the Member for Covered Services furnished to the Member.

C. Neither the Group nor any Member under the Contract is the agent or representative of the HMO.
Neither the Group nor any Member under the Contract will be liable for any acts or omissions:

1. Of the HMO, its agents or employees; or

2. Of any Hospital or other Provider with which the HMO, its agents or employees make
arrangements for furnishing services and supplies to Members.

D. Members are free to choose their Primary Care Physician.
RELATIONSHIP TO BLUE CROSS AND BLUE SHIELD PLANS

The Group, on behalf of itself and its participants, hereby expressly acknowledges its understanding that
this Contract constitutes a contract solely between the Group and Keystone, which is an independent
corporation operating under a license from Blue Cross and Blue Shield Association, a national association
of independent Blue Cross and Blue Shield Plans (the "Association"). Although all of these independent
Blue Cross and Blue Shield Plans operate from a license with the Association, each of them is a separate
and distinct corporation. The Association allows Keystone to use the Blue Cross and Blue Shield words
and symbols. Keystone, which is entering into this Contract, is not contracting as an agent of the
Association.  Only Keystone shall be liable to the Group for any of the Plan's obligations under this
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Contract. This paragraph shall not create any additional obligations whatsoever on the part of Keystone
other than those obligations created under other provisions of this Contract.

RIGHT TO RECOVER PAYMENTS IN ERROR

If the HMO should pay for any contractually excluded services through inadvertence or error, the HMO
maintains the right to seek recovery of such payment from the Participating Provider or Member to whom
such payment was made.

TERMINATION OF PARTICIPATING HOSPITAL OR PARTICIPATING SKILLED NURSING
FACILITY CONTRACT

The contract between the HMO and a Participating Hospital or a Participating Skilled Nursing Facility
may be terminated without notice to the Member provided that in the event of such termination, the
Participating Hospital or the Participating Skilled Nursing Facility continue to render services and
facilities to the Member that may be Inpatient at the time of such termination.

TERMINATION OF MEMBER COVERAGE BY THE GROUP

Coverage for the Member under this Group Contract will terminate on the date specified by the Group if
the HMO receives from the Group notice of the termination of the Member’s coverage within sixty (60)
days of the date specified by the Group. If notification from the Group is not received by the HMO within
sixty (60) days of the date specified by the Group, the effective date of termination of the Member’s
coverage under this Group Contract shall be sixty (60) days prior to the first day of the month in which
the HMO received such notice of the Member’s termination of coverage from the Group. However, this
does not include any services covered under the Inpatient Provision upon Termination of Coverage in
the GENERAL INFORMATION section of the Member Handbook attached to this Contract as listed in
Section BD - Schedule of Benefit Documents.

If the Member is receiving Inpatient Care on the date coverage is terminated, the Inpatient Provision
upon Termination of Coverage will apply as defined in the Eligibility, Change and Termination
Rules under the Plan in the GENERAL INFORMATION section of the Member Handbook attached
to this Contract as listed in Section BD - Schedule of Benefit Documents. Coverage for Dependents
ends when the Member’s coverage ends.

TERMINATION OF THE GROUP CONTRACT

A. The Group may terminate this Contract on any Contract anniversary by giving thirty (30) days
written notice to the HMO. If the Group terminates this Contract pursuant to this paragraph, all rights
to benefits hereunder terminate as of the effective date of termination.

B. This Contract shall terminate if the Group, in obtaining coverage hereunder, is guilty of fraud or
material misrepresentation of fact. In such case, the HMO may, at its option, treat this Contract as
cancelled. The Group will forfeit any charges paid to the extent of the liability incurred by the HMO.

C. This Contract will be terminated if the HMO does not receive from the Group the periodic payment
due, subject to the Grace Period provisions listed above.

D. The HMO may also terminate the Group Contract if it withdraws a product or product option from the
market.

E. The HMO reserves the right to terminate this Contract on any date if the Group fails to meet the
HMO's eligibility and participation requirements. The HMO may advise at any time our intent to
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conduct an audit to determine the accuracy of the information supplied by the Group. The HMO will
send written notice of such termination to the Group at least thirty (30) days before the effective
termination date.

F. The HMO may, at its option, amend this Contract at least annually. If the Group does not agree to
such change(s), the Group must notify the HMO in writing, within thirty (30) days, and the Group
may terminate this Contract at the end of the then current Contract term.

G. Except as provided under the Inpatient Provision upon Termination of Coverage in the
GENERAL INFORMATION section of the Member Handbook attached to this Contract as listed in
Section BD - Schedule of Benefit Documents, the HMO shall not be liable for any services provided
to any Member beyond the period for which the required payment shall have been received by the
HMO. The HMO shall be entitled to indemnification by the Group for any expense paid by the HMO
under such circumstances.

H. This Contract shall terminate at 12:01 a.m. on the date reflected on the records of the HMO.
TIME LIMIT ON CERTAIN DEFENSES

After three (3) years from the date of issue of this Contract, no misstatements, except fraudulent
misstatements made by the Applicant in the Application for such Contract, shall be used to void said
Contract or to deny benefits for a claim incurred commencing after the expiration of such three (3) year
period.

OUT-OF-AREA SERVICES

Keystone Health Plan East (“Keystone™) has a variety of relationships with other Blue Cross and/or Blue
Shield Licensees referred to generally as “Inter-Plan Programs.” Whenever Members access healthcare
services outside the geographic area Keystone serves, the claim for those services may be processed
through one of these Inter-Plan Programs and presented to us for payment in accordance with the rules of
the Inter-Plan Programs policies then in effect. The Inter-Plan Programs available to Members under this
contract are described generally below.

Typically, Members, when accessing care outside the geographic area Keystone serves, 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,
Members may obtain care from non-participating healthcare providers. Keystone payment practices in
both instances are described below.

Keystone covers only limited healthcare services received outside of our Service Area. As used in this
section, “Out-of-Area Covered Healthcare Services” include Emergency Care, Urgent Care, and Follow-
up Care obtained outside the geographic area Keystone serves. Any other services will not be covered
when processed through any Inter-Plan Programs arrangements. These “other services” must be provided
or authorized by the Member’s Primary Care Physician (“PCP”).

A. BlueCard® Program

Under the BlueCard® Program, when Members access covered healthcare services within the geographic
area served by a Host Blue, Keystone will remain responsible to you for fulfilling our contractual
obligations. However, in accordance with applicable Inter-Plan Programs policies then in effect, the Host
Blue will be responsible for providing such services as contracting and handling substantially all
interactions with its participating healthcare providers. The financial terms of the BlueCard Program are
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described generally below. Individual circumstances may arise that are not directly covered by this
description; however, in those instances, our action will be consistent with the spirit of this description.

Liability Calculation Method Per Claim

The calculation of the Member liability on claims for covered healthcare services processed through the
BlueCard Program, if not a flat dollar copayment, will be based on the lower of the healthcare provider's
billed covered charges or the negotiated price made available to Keystone by the Host Blue.

Host Blues may use various methods to determine a negotiated price, depending on the terms of each
Host Blue’s healthcare provider contracts. The negotiated price made available to Keystone by the Host
Blue may represent a payment negotiated by a Host Blue with a healthcare provider that is one of the
following:

(i) an actual price. An actual price is a negotiated payment without any other increases or
decreases, or

(i) an estimated price. An estimated price is a negotiated payment reduced or increased by a
percentage to take into account certain payments negotiated with the provider and other
claim- and non-claim-related transactions. Such transactions may include, but are not
limited to, anti-fraud and abuse recoveries, provider refunds not applied on a claim-
specific basis, retrospective settlements, and performance-related bonuses or incentives;
or

(iii) an average price. An average price is a percentage of billed covered charges representing
the aggregate payments negotiated by the Host Blue with all of its healthcare providers or
a similar classification of its providers and other claim- and non-claim-related
transactions. Such transactions may include the same ones as noted above for an
estimated price.

Host Blues using either an estimated price or an average price may, in accordance with
Inter-Plan Programs policies, prospectively increase or reduce such prices to correct for
over- or underestimation of past prices (i.e., prospective adjustments may mean that a
current price reflects additional amounts or credits for claims already paid to providers or
anticipated to be paid to or received from providers). However, the amount paid by the
Member is a final price; no future price adjustment will result in increases or decreases to
the pricing of past claims. The BlueCard Program requires that the price submitted by a
Host Blue to Keystone is a final price irrespective of any future adjustments based on the
use of estimated or average pricing.

A small number of states require a Host Blue either (i) to use a basis for determining
Member liability for covered healthcare services that does not reflect the entire savings
realized, or expected to be realized, on a particular claim or (ii) to add a surcharge.
Should the state in which healthcare services are accessed mandate liability calculation
methods that differ from the negotiated price methodology or require a surcharge,
Keystone would then calculate Member liability in accordance with applicable law.

KE 609 WPR GMC
Mar-12 13



Return of Overpayments

Under the BlueCard Program, recoveries from a Host Blue or its participating healthcare
providers can arise in several ways, including, but not limited to, anti-fraud and abuse
recoveries, healthcare provider/hospital audits, credit balance audits, utilization review
refunds, and unsolicited refunds. In some cases, the Host Blue will engage a third party to
assist in identification or collection of recovery amounts. The fees of such a third party
may be netted against the recovery. Recovery amounts determined in this way will be
applied in accordance with applicable Inter-Plan Programs policies, which generally
require correction on a claim-by-claim or prospective basis.

B. Non-Participating Healthcare Providers Outside Keystone’s Service Area

See the PREAPPROVAL FOR NON-PARTICIPATING PROVIDERS section of the
Member Handbook for information regarding services provided by Non-Participating Providers.
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SECTION RA - RATING AND PAYMENT PROVISIONS

COVERAGE

Payment made to the HMO according to the terms of this Contract entitles all Members to coverage as
defined in the Member Handbook and Riders attached to this Contract as listed in Section BD - Schedule
of Benefit Documents, if applicable.

RATES AND PAYMENT

A

The Group, as remitting agent for or on behalf of the Members, agrees to pay the HMO on or before
the first or fifteenth of each month the applicable rate. Such rate is filed with and approved by the
Commonwealth of Pennsylvania and set forth in this Contract for all eligible persons who are enrolled
with the HMO as Member's of this Group.

The HMO may change the premium rates at the end of the initial Contract period, and any time
thereafter, by giving no less than thirty (30) days prior written notice to the Group.

During the initial Contract period, no change in premium rates for any coverage provided by this
Contract will be made unless there is a change:

1. inany benefit or provision;

2. ineligibility;

3. resulting in the structure or composition of the Group varying by more than 10%; or
4. made by Amendment or endorsement to this Contract.

In addition, if a change in the Contract is required by statute or regulation which increases the HMO’s
risk under this Contract, the HMO may change the premium upon thirty (30) days written notice.

On or before the Effective Date of Coverage under this Contract, the Group shall furnish to the HMO,
at a minimum, an initial report containing the names of eligible Members.

Monthly thereafter, by such time as the HMO shall specify, the Group shall furnish to the HMO a
report which lists the additions and deletions of Members.

The HMO shall not be responsible for refunding payments made for ineligible Members omitted from
the Group's monthly deletion report, unless the HMO is notified within sixty (60) days following the
last day of the month in which the Member became ineligible.

If the addition of a Dependent to, or the deletion of a Dependent from, the Group's Contract affects
the payments applicable to the Group, the new payment will take effect as follows:

1. If the Dependent is added or deleted on or before the fifteenth of any month, the new payment is
effective as of the fifteenth day of that month unless otherwise agreed to by the HMO and the
Group.

2. If the Dependent is added or deleted after the fifteenth of any month, the new payment is
effective as of the first day of the following month unless otherwise agreed to by the HMO and
the Group.

The HMO and the Group agree that the financial terms of this Contract are considered confidential
and proprietary and shall not be disclosed by either party without the prior written approval of the
other, except as required by law.

KE 609 WPR GMC
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SECTION SR - SCHEDULE OF RATES

Please refer to the "*Confirmation of your new monthly premium rates™ section of the ""Important
information about your new Group Contract' letter for the Contract holder specific Contract Rates.

KE 609 WPR GMC
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SECTION GA - GROUP APPLICATION

Application to:
Keystone Health Plan East, Inc.
whose main office address is

1901 Market Street,
Philadelphia, PA 19103

By: CONTRACT HOLDER NAME
CONTRACT HOLDER ADDRESS
CITY, STATE, ZIP CODE

For Group Contract Number(s): CONTRACT NUMBER (S) with an
Effective Date of Coverage CONTRACT EFFECTIVE DATE and an

Anniversary Date of CONTRACT ANNIVERSARY and will renew for a further period of twelve (12)
consecutive months and thereafter, from year to year unless terminated as provided by this Contract
provided required payments may be changed, as hereinafter provided, by Keystone with the approval of
the Commonwealth of Pennsylvania; and for the coverage afforded by this Contract, and the terms of
which are hereby approved and accepted by the Group to be executed and take effect on the Effective
Date of Coverage shown above.

It is agreed that this Application supersedes any previous Application for this Contract.

Any person who knowingly and with intent to defraud any insurance company or other person files
an application for insurance or statement of claim containing any materially false information or
conceals for the purpose of misleading, information concerning any fact material thereto commits a
fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

KE 609 WPR GMC
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SECTION BD - SCHEDULE OF BENEFITS DOCUMENT(S)

This Schedule of Benefit Documents sets forth the plan of benefits that apply to Members of the Group
under this Contract as of the Effective Date of Coverage.

Subject to the exclusions, conditions and limitations set forth in the attached Member Handbook, a
Member is entitled to benefits for Covered Services when: (a) deemed Medically Necessary; (b) provided
or Referred by his or her Primary Care Physician; and (c) Preapproved by the HMO, where specified in
the Member Handbook. Payment allowances for Covered Services are described in the SCHEDULE OF
COVERED SERVICES attached to this Contract.

A copy of each Member Handbook, along with any Schedules, or additional coverage Riders (such as
Dental, Prescription Drug and/or Vision, if applicable) reflecting the benefits purchased by the Group,
will be attached here.

KE 609 WPR GMC
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The HMO certifies that you (the enrolled Employee and your enrolled eligible Dependents, if any) are entitled
to the benefits described in this Evidence of Coverage (“Handbook™), subject to the eligibility and effective

date requirements.

This Handbook replaces any and all Handbooks previously issued to you under any group contracts issued by

KEYSTONE HEALTH BENEFITS PLAN

By and Between

Keystone Health Plan East, Inc.
("Keystone" or "the HMO")*
*independent corporation operating under a license
from Blue Cross and Blue Shield Association
A Pennsylvania corporation
Located at:

1901 Market Street
P.O. Box 7516
Philadelphia, PA 19103-7516

And
Group (Contract Holder)
(Called "the Group™)

the HMO providing the types of benefits described in this Handbook.

The Contract is between the

T T

John R. Janney
SVP Marketing Services

KHPE FS SG 624 HDBK

HMO and the Contract Holder. This Handbook is a summary of the provisions
that affect your plan. All benefits and exclusions are subject to the terms of the Group Contract.






TABLE OF CONTENTS

Lol [FTod 1 To] o TSSOSO USSR PRSPPI 2
DeSCriPLION OF COVEIEA SEIVICES. ... .eviieieieieiieiiee ettt sttt ettt b e bt bt ekt sbe s b e besbenb e b e b e e e st et e e be e bt abeneas 3
Primary and PreVENTIVE Car€........civiiiiiieieieiese st e st e e e e e e e e taetestesbe st e s beste st e beste s estes e e e enseseeseeseasearensearens 3
INPALIENT SEIVICES. .. .euvieteieeet ettt ettt sttt et et e st e s e seebe et e e be e be e b e be s besb et e ee st en b e s s eseens et e eseeReebesteabeabenteseeneenteeenes 5
INPALIENT/OULPALIENT SEIVICES. .. ecviivietiiieitestise et e ettt e et e b be s te s b e besee st e st e s e e seeneeteeteabesbesteseestenteneeneenseseenes 7
L@ 10T LT g A= Y7ot SRR 13
SCHEAUIE OF COVEIBA SEIVICES. ... e viiviierierierietiee st ettt s e ste sttt et e eese et es e s e e st eseeteeseeaestesteseeseesteseesesseseeneeneesensenneesensenns 3
EXCIUSIONS - What 1S NOt COVEIBA.........eiieieiiieie ettt sttt st e e e e s e s e e seeseesentesaessesteseeneenseeenes 10
OLNET ANCIITAIY SEIVICES. .....eiiitieiteete bbb bbb bbbt bbbt bbbt e et 19
VTS o] TR SRR 21
(€= o Te I L) {014 TV o] PO 23
Eligibility, Change and Termination Rules Under the PIaN............cccciiiiiiniiieeee e 23
COVEIAGE CONTINUALION. ... ittt ettt bttt st bt b e bt eb e b e e bt e b e eb e sk se e b et e e e b e s b e st e bt eb e et e ebeebeebeneeee 28
A SUMMArY OF HIMO FRAIUIES. ... .c.eiiieiieiieee ettt te et e st et e st e e s e s aeentesaeesaessaestesseesteaneesteenee e 34
Access to Primary, Specialist and HOSPItAl Care...........cccoeiviiiiiieiie et 38
Information About Provider REIMBDUISEMENT. ...........ciiiiiiiiiiisese ettt neens 44
Utilization ReVIEW ProCeSS anNd CrItEITa......uiiiiiiiiiiieieie ettt bbbt nes 46
(OFoToT o 1= Va0 g ) 1 =T=T0 =) £ 50
(08T 0 €010t U SRS 52
Complaint and GrievanCe APPEAI PIOCESS..........eiiuiiriiirieiitees ettt bbbttt be b 53
IMPOITANT DETINITIONS. ...ttt bbbttt ekt bbb bbbt b et b et e bt ne et s e et nn et e nn b e anene s 65
IMPOTTANT NOTICES. ...ttt bbb bbbt bbb bbb bbbt bbbt b b r e 87
Rights and RESPONSIDIIITIES. .......couiiieiiiiite ettt b e be b sbe b e 87
Language and COVErage CRANGES. .......ueiuiruirieierieieiieee ettt sttt sttt eese e et et e st et e e b e bt ebesbesbeebesbesbese e b e e e e ensaneens 88

KHPE FS SG 624 HDBK



INTRODUCTION

Thank you for joining the Keystone Health Benefits Plan. Our goal is to provide you with access to
quality health care coverage. This Evidence of Coverage (“Handbook™) is a summary of your benefits and
the procedures required in order to receive the benefits and services to which you are entitled. Your
specific benefits covered by the HMO are described in the DESCRIPTION OF COVERED
SERVICES section of this Handbook. Benefits, Exclusions and Limitations appear in the
EXCLUSIONS - WHAT IS NOT COVERED and the SCHEDULE OF COVERED SERVICES
section of this Handbook.

Please remember that this Handbook is a summary of the provisions and benefits provided in the program
selected by your Group. Additional information is contained in the Group Master Contract (“Contract”)
available through your Group benefits administrator. The information in this Handbook is subject to the
provisions of the Contract. If changes are made to your Group's program, you will be notified by your
Group benefits administrator. Contract changes will apply to benefits for services received after the
effective date of change.

If changes are made to this plan, you will be notified. Changes will apply to benefits for services received
on or after the effective date unless otherwise required by applicable law. The effective date is the later
of:

A. The effective date of the change;
B. Your Effective Date of Coverage; or

C. The Group Master Contract’s anniversary date coinciding with or next following that service’s
effective date.

Please read your Handbook thoroughly and keep it handy. It will answer most of your questions regarding
the HMO's procedures and services. If you have any other questions, call the HMO’s Customer
Service Department (“Customer Service”) at the telephone number shown on your ID Card.

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

Subject to the Exclusions, conditions and Limitations of this plan, you are entitled to benefits for the Covered
Services described in this DESCRIPTION OF COVERED SERVICES section. You may be responsible for
applicable cost sharing or there may be limits on services as specified in the SCHEDULE OF COVERED
SERVICES section of this Handbook. Additional benefits may be provided by your Group through the addition
of a Rider. If applicable, this benefit information is also included with this Handbook.

Most Covered Services are provided or arranged by your Primary Care Physician. In the event there is no
Participating Provider to provide the specialty or subspecialty services that you need, a Referral to a Non-
Participating Provider will be arranged by your Primary Care Physician, with approval by the HMO. See Access
To Primary, Specialist, And Hospital Care in the GENERAL INFORMATION section for procedures for
obtaining Preapproval for use of a Non-Participating Provider.

Some Covered Services must be Preapproved before you receive the services. The Primary Care Physician or
Referred Specialist must seek the HMQO’s approval and confirm that coverage is provided for certain services.
Preapproval of services is a vital program feature that reviews Medical Necessity of certain procedures and/or
admissions. In certain cases, Preapproval helps determine whether a different treatment may be available that is
equally effective yet less traumatic. Preapproval also helps determine the most appropriate setting for certain
services.

If a Primary Care Physician or Referred Specialist provides Covered Services or Referrals without obtaining
such Preapproval, you will not be responsible for payment. More information on Preapproval is found in A
Summary Of HMO Features in the GENERAL INFORMATION section. To access a complete list of
services that require Preapproval, log onto www.ibx.com/My Benefits Information tab, or you can call
Customer Service at the phone number listed on your ID Card to have the list mailed to you.

If you should have questions about any information in this Handbook or need assistance at any time, contact
Customer Service by calling the telephone number shown on your ID Card.

PRIMARY AND PREVENTIVE CARE

You are entitled to benefits for Primary and Preventive Care Covered Services. These Covered Services are
provided or arranged by your Primary Care Physician, as noted. The Primary Care Physician will provide a
Referral, when one is required, to a Participating Professional Provider when your condition requires a
Specialist’s Services.

Services resulting from Referrals to Non-Participating Providers will be covered when the Referral is issued by
your Primary Care Physician and Preapproved by the HMO. The Referral is valid for ninety (90) days from date
of issue so long as you are still enrolled in this plan. Additional Covered Services recommended by the Referred
Specialist will require another electronic Referral from your Primary Care Physician. Self-Referrals are
excluded, except for Emergency Care or if covered by a Rider.

Preventive Care services generally describe health care services performed to catch the early warning signs of
health problems. These services are performed when you have no symptoms of disease.

Primary Care services generally describe health care services performed to treat an illness or injury.
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The HMO periodically reviews the Primary and Preventive Care Covered Services based on recommendations
from organizations such as The American Academy of Pediatrics, The American College of Physicians, the
U.S. Preventive Services Task Force and The American Cancer Society. Accordingly, the frequency and
eligibility of Covered Services are subject to change. The HMO reserves the right to modify this HMO program
for these Covered Services at any time after written notice of the change has been given to you.

Colorectal Cancer Screening

Colorectal cancer screening when performed by the Primary Care Physician or Referred Specialist. Benefits are
provided for the following Covered Services:

A.  Screening fecal-occult blood or fecal immunochemical test;

Screening flexible sigmoidoscopy;

Screening colonoscopy;

Screening barium enema;

Screening test consistent with approved medical standards and practices to detect colon cancer.

moow

Covered Services are provided to:

A. Symptomatic Member:

1.  Acolonoscopy,
2. Sigmoidoscopy or
3. Any combination of colorectal cancer screening tests at a frequency determined by a treating
physician.
B. Nonsymptomatic Members age fifty (50) years or older:

1. An annual fecal occult blood test;

2. Asigmoidoscopy, a screening barium enema or a test consistent with approved medical standards and
practices to detect colon cancer, at least once every five (5) years.

3. Acolonoscopy at least once every ten (10) years.

C. Nonsymptomatic Members who are at high or increased risk for colorectal cancer who are under fifty (50)
years of age:

1.  Acolonoscopy or

2. Any combination of colorectal cancer screening tests in accordance with the American Cancer
Society current guidelines on screening for colorectal cancer.

Coverage shall be provided in accordance with American Cancer Society current guidelines for colorectal
cancer screenings, and consistent with approved medical standards and practices.

Mammograms
Coverage will be provided for screening and diagnostic mammograms. Benefits for mammography are payable

only if performed by a qualified mammography service provider who is properly certified by the appropriate
state or federal agency in accordance with the Mammography Quality Assurance Act of 1992.
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Nutrition Counseling for Weight Management

Benefits are provided for nutrition counseling visits/sessions for the purpose of weight management when
performed and billed by your network physician, Specialist or a Registered Dietitian (RD) in an office setting.

This benefit is in addition to any other nutrition counseling Covered Services described in this Handbook.
Office Visits

Medical Care visits for the exam, diagnosis and treatment of an illness or injury by your Primary Care
Physician. This also includes physical exams and routine child care, including well-baby visits.

For the purpose of this benefit, Office Visits include Medical Care visits to your Primary Care Physician’s
office, during and after regular office hours, Emergency visits and visits to a Member's residence, if within the
Service Area.

Pediatric and Adult Immunizations

Certain pediatric and adult Immunizations are Covered Services. Coverage for child Immunizations includes the
immunizing agents, which as determined by the Department of Health, conform with the standards of the
Advisory Committee on Immunization Practices of the Center for Disease Control, U.S. Department of Health
and Human Services.

Routine Gynecological Exam, Pap Smear

Female Members are covered for one (1) routine gynecological exam each benefit period. This includes a pelvic
exam and clinical breast exam; and routine Pap smears in accordance with the recommendations of the
American College of Obstetricians and Gynecologists. Female Members have “direct access” to care by a
participating obstetrician or gynecologist. This means there is no Primary Care Physician Referral needed.

INPATIENT SERVICES

Services for Inpatient Care are Covered Services when:

» Medically Necessary;

» Provided or Referred by the your Primary Care Physician; and
e Preapproved by the HMO.

To access a complete list of services that require Preapproval, log onto www.ibx.com/My Benefits Information
tab, or you can call Customer Service at the phone number listed on your ID Card to have the list mailed to you.

Services resulting from Referrals to Non-Participating Providers will be covered when the Referral is issued by
your Primary Care Physician and Preapproved by the HMO. Your Referral is valid for ninety (90) days from
date of issue. If you receive any bills from the Provider, you need to contact Customer Service at the telephone
number on the back of your ID Card. When you notify the HMO about these bills, the HMO will resolve the
balance billing.

Self-Referrals are excluded, except for Emergency Care or if covered by a Rider.

Additional Covered Services recommended by the Referred Specialist will require another electronic Referral
from your Primary Care Physician.
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Hospital Services

A. Ancillary Services

Benefits are payable for all ancillary services usually provided and billed for by Hospitals (except for
personal convenience items) including, but not limited to, the following:

1.
2.

9.

Meals, including special meals or dietary services as required by your condition;

Use of operating, delivery, recovery, or other specialty service rooms and any equipment or supplies
therein;

Casts, surgical dressings, and supplies, devices or appliances surgically inserted within the body;
Oxygen and oxygen therapy;

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

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

All Prescription Drugs and medications (including intravenous injections and solutions) for use while in
the Hospital and which are released for general use and are commercially available to Hospitals. (The
HMO reserves the right to apply quantity level limits as conveyed by the FDA or the HMO’s Pharmacy
and Therapeutics Committee for certain Prescription Drugs);

Use of special care units, including, but not limited to, intensive or coronary care and related services;
and

Pre-admission testing.

B. Room and Board

Benefits are payable for general nursing care and such other services as are covered by the Hospital's
regular charges for accommodations in the following:

1. An average semi-private room, as designated by the Hospital; or a private room, when designated by
the HMO as semi-private for the purposes of this plan in Hospitals having primarily private rooms;

2. A private room, when Medically Necessary;

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

4. A bedinageneral ward; and
Nursery facilities.

Medical Care

Medical Care rendered by a Participating Professional Provider in charge of the case to you while an Inpatient
in a Participating Facility Provider that is a Hospital, Rehabilitation Hospital or Skilled Nursing Facility for a
condition not related to Surgery, pregnancy, or Mental IlIness, except as specifically provided. Such care
includes Inpatient intensive Medical Care rendered to you while your condition requires a Referred Specialist’s
constant attendance and treatment for a prolonged period of time.
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A. Concurrent Care

Services rendered to you while an Inpatient in a Participating Facility Provider that is a Hospital,
Rehabilitation Hospital or Skilled Nursing Facility by a Referred Specialist who is not in charge of the case
but whose particular skills are required for the treatment of complicated conditions. This does not include
observation or reassurance of you, standby services, routine preoperative physical exams or Medical Care
routinely performed in the pre- or post-operative or pre- or post-natal periods or Medical Care required by
the Participating Facility Provider's rules and regulations.

B. Consultations

Consultation services when rendered to you during an Inpatient Stay in a Participating Facility Provider that
is a Hospital, Rehabilitation Hospital or Skilled Nursing Facility by a Referred Specialist at the request of
the attending Professional Provider. Consultations do not include staff consultations which are required by
the Participating Facility Provider's rules and regulations.

Skilled Nursing Care Facility

Benefits are provided for a Participating Skilled Nursing Care Facility, when Medically Necessary as
determined by this HMO program.

You must require treatment by skilled nursing personnel which can be provided only on an Inpatient basis in a
Skilled Nursing Care Facility.

During your admission, members of the HMO’s Care Management and Coordination team are monitoring your
stay to assure that a plan for your discharge is in place. This is to make sure that you have a smooth transition
from the facility to home or other setting. An HMO Case Manager will work closely with your Primary Care
Physician or the Referred Specialist to help with your discharge and if necessary, arrange for other medical
services.

Should your Primary Care Physician or Referred Specialist agree with the HMO that continued stay in a Skilled
Nursing Facility is no longer required, you will be notified in writing of this decision. Should you decide to
remain in the facility after its notification the facility has the right to bill you after the date of the notification.
You may appeal this decision through the Grievance appeal process.

INPATIENT/OUTPATIENT SERVICES

Services for Inpatient/Outpatient Care are Covered Services when:
» Medically Necessary;

* Provided or Referred by your Primary Care Physician; and

»  Preapproved by the HMO.

To access a complete list of services that require Preapproval, log onto www.ibx.com/My Benefits Information
tab, or you can call Customer Service at the phone number listed on your ID Card to have the list mailed to you.

Services resulting from Referrals to Non-Participating Providers will be covered when the Referral is issued by
your Primary Care Physician and Preapproved by the HMO. Your Referral is valid for ninety (90) days from
date of issue. If you receive any bills from the Provider, you need to contact Customer Service at the telephone
number on the back of your ID card. When you notify the HMO about these bills, the HMO will resolve the
balance billing.
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Self-Referrals are excluded, except for Emergency Care or if covered by a Rider.

Additional Covered Services recommended by the Referred Specialist will require another electronic Referral
from your Primary Care Physician.

Autologous Blood Drawing/Blood/Storage/Transfusion

Covered Services include the administration of blood and blood processing from donors. In addition, autologous
blood drawing, storage or transfusion (i.e., an individual having his own blood drawn and stored for personal
use, such as self-donation in advance of planned Surgery are Covered Services).

Covered Services also include whole blood, blood plasma and blood derivatives, which are not classified as
Prescription Drugs in the official formularies and which have not been replaced by a donor.

Hospice Services

Covered Services include palliative and supportive services provided to a terminally ill Member through a
Hospice program by a Participating Hospice Provider. This also includes Respite Care. Two conditions apply
for Hospice benefit eligibility: (1) your Primary Care Physician or a Referred Specialist must certify for the
HMO that you have a terminal illness with a medical prognosis of six (6) months or less; and (2) you must elect
to receive care primarily to relieve pain. Hospice Care is primarily comfort care, including pain relief, physical
care, counseling and other services that will help you cope with a terminal illness rather than cure it. Hospice
Care provides services to make you as comfortable and pain-free as possible. When you elect to receive
Hospice Care, benefits for treatment provided to cure the terminal illness are no longer provided. However, you
may elect to revoke the election of Hospice Care at any time.

Respite Care: When Hospice Care is provided primarily in the home, such care on a short-term Inpatient basis
in a Medicare-certified Skilled Nursing Facility will also be covered when the Hospice considers such care
necessary to relieve primary caregivers in your home.

Benefits for Covered Hospice Services are provided until the earlier date of your death or discharge from
Hospice Care.

Maternity and Obstetrical Care Services

A. Maternity/Obstetrical Care

Services rendered in the care and management of your pregnancy are Covered Services under this plan.
Your Referred Specialist will notify the HMO of your maternity care within one (1) month of the first
prenatal visit to that Provider. Covered Services include: (1) facility services provided by a Participating
Facility Provider that is a Hospital or Birth Center; and (2) professional services performed by a Referred
Specialist that is a Physician or a certified nurse midwife. Benefits are also payable for certain services
provided by Referred Specialists for elective home births.

Benefits payable for a delivery shall include pre- and post-natal care. Maternity care Inpatient benefits will
be provided for forty-eight (48) hours for vaginal deliveries and ninety-six (96) hours for cesarean
deliveries.

In the event of early post-partum discharge from an Inpatient Stay, benefits are provided for Home Health
Care as described in the Home Health Care item under OUTPATIENT SERVICES.
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B.

Abortions

Covered Services include services provided in a Participating Facility Provider that is a Hospital or Birth
Center and services performed by a Referred Specialist for the termination of your pregnancy.

Newborn Care

Your newborn child shall be entitled to benefits provided by this plan from the date of birth up to a
maximum of thirty-one (31) days. Such coverage within the thirty-one (31) days shall include care which is
necessary for the treatment of medically diagnosed congenital defects, birth abnormalities, prematurity and
routine nursery care. Coverage for a newborn may be continued beyond thirty-one (31) days under
conditions specified in the Eligibility, Change And Termination Rules Under The Plan in the
GENERAL INFORMATION section of this Handbook.

Artificial Insemination

Facility services provided by a Participating Facility Provider and services performed by a Referred
Specialist for the promotion of fertilization of a female recipient’s own ova (eggs) by the introduction of
mature sperm from partner or donor into the recipient’s vagina or uterus, with accompanying simple sperm
preparation, sperm washing and/or thawing.

Mental Health Care and Serious Mental Iliness Health Care

Benefits for the treatment of Mental Health Care and Serious Mental Illness Health Care are based on the
services provided and reported by the Participating Behavioral Health/Substance Abuse Provider. When a
Participating Professional Provider other than a Participating Behavioral Health/Substance Abuse Provider
renders Medical Care to you, other than Mental Health Care or Serious Mental Iliness Health Care, coverage for
such medical care will be based on the medical benefits available as shown in the SCHEDULE OF
COVERED SERVICES included with this Handbook.

A Referral from your Primary Care Physician is not required to obtain Inpatient or Outpatient Mental
Health Care or Serious Mental Illness Health Care. You may contact your Primary Care Physician or
call: 1-800-688-1911.

A.

Inpatient Mental Health Care and Serious Mental Iliness Health Care

Benefits are provided for Covered Services during an Inpatient Mental Health Care or Serious Mental
IlIness Health Care admission for:

1. The treatment of a Mental IlIness, including a Serious Mental IlIness; and

2. Provided by a Participating Behavioral Health/Substance Abuse Provider.

Inpatient Care Covered Services include treatments such as: psychiatric visits, psychiatric consultations,
individual and group psychotherapy, electroconvulsive therapy, psychological testing and
psychopharmacologic management.

Outpatient Mental Health Care and Serious Mental IlIness Health Care

Benefits are provided for Covered Services during an Outpatient Mental Health Care or Serious Mental
Iliness Health Care visit/session:

1. For the treatment of a Mental IlIness, including a Serious Mental IlIness; and
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2. When provided by a Participating Behavioral Health/Substance Abuse Provider.

Outpatient Care Covered Services include treatments such as: psychiatric visits, psychiatric
consultations, individual and group psychotherapy, Participating Licensed Clinical Social Worker
visits, Masters Prepared Therapist visits, electroconvulsive therapy, psychological testing,
psychopharmacologic management, and psychoanalysis. All Intensive Outpatient Program and Partial
Hospitalization services must be approved by the HMO.

Routine Costs Associated With Qualifying Clinical Trials

Benefits are provided for Routine Costs Associated With Participation in a Qualifying Clinical Trial (see the
IMPORTANT DEFINITIONS section). To ensure coverage, this HMO program must be notified in advance
of the Member's participation in a Qualifying Clinical Trial.

Substance Abuse Treatment

Benefits for the treatment of Substance Abuse are based on the services provided and reported by the
Participating Behavioral Health/Substance Abuse Provider.

A Referral from Your Primary Care Physician is not required to obtain Inpatient or Outpatient
Substance Abuse Treatment. You may contact your Primary Care Physician or call: 1-800-688-1911.

A.

Inpatient Substance Abuse Treatment

Benefits are provided for Covered Services during an Inpatient Substance Abuse Treatment admission:

1.
2.

For the diagnosis and medical treatment of Substance Abuse, including Detoxification; and

At a Participating Facility Provider that is a Behavioral Health/Substance Abuse Provider.

Benefits are also provided for Covered Services for non-medical treatment, such as vocational rehabilitation
or employment counseling, during an Inpatient Substance Abuse Treatment admission in a Substance
Abuse Treatment Facility or a Residential Treatment Facility that is a Behavioral Health/Substance Abuse
Provider.

Inpatient Benefits include:

1.
2.
3.

Lodging and dietary services;
Diagnostic services, including psychiatric, psychological and medical laboratory tests;

Services provided by a staff Physician, a Psychologist, a registered or Licensed Practical Nurse, and/or
a certified addictions counselor;

Rehabilitation therapy and counseling;
Family counseling and intervention; and

Prescription Drugs, medicines, supplies and use of equipment provided by the Substance Abuse
Treatment Facility or a Residential Treatment Facility that is a Behavioral Health/Substance Abuse
Provider.
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B.

Outpatient Substance Abuse Treatment
Benefits are provided for Covered Services during an Outpatient Substance Abuse Treatment visit/session:

1. For the diagnosis and medical treatment of Substance Abuse, including Detoxification by the
appropriately licensed behavioral health provider;

2. Ata Participating Facility Provider that is a Behavioral Health/Substance Abuse Provider.

Benefits are also provided for Covered Services for non-medical treatment, such as vocational
rehabilitation or employment counseling during an Outpatient Substance Abuse Treatment visit/session
in a Substance Abuse Treatment Facility or a Residential Treatment Facility that is a Behavioral
Health/Substance Abuse Provider.

Outpatient Substance Abuse Treatment Covered Services include:

a. Diagnostic services, including psychiatric, psychological and medical laboratory tests;

b. Services provided by the Behavioral Health/Substance Abuse Providers on staff;

C. Rehabilitation therapy and counseling;

d. Family counseling and intervention; and

e. Medication management and use of equipment and supplies provided by the Substance Abuse

Treatment Facility or a Residential Treatment Facility that is a Behavioral Health/Substance
Abuse Provider.

Surgical Services

Covered Services for Surgery include services provided by a Participating Provider, professional or facility, for
the treatment of disease or injury. Separate payment will not be made for Inpatient preoperative care or all
postoperative care normally provided by the surgeon as part of the surgical procedure. Covered Services also
include:

A.

Congenital Cleft Palate

The orthodontic treatment of congenital cleft palates involving the maxillary arch, performed in conjunction
with bone graft Surgery to correct the bony deficits associated with extremely wide clefts affecting the
alveolus.

Mastectomy Care

Coverage for the following when performed subsequent to mastectomy: Surgery to reestablish symmetry or
alleviate functional impairment, including, but not limited to augmentation, mammoplasty, reduction
mammoplasty and mastopexy. Coverage is also provided for:

1. The surgical procedure performed in connection with the initial and subsequent, insertion or removal of
Prosthetic Devices to replace the removed breast or portions thereof; and

2. The treatment of physical complications at all stages of the mastectomy, including lymphedemas.
Routine neonatal circumcisions and any voluntary surgical procedure for sterilization.
Hospital Admission for Dental Procedures or Dental Surgery

Benefits will be payable for a Hospital admission in connection with dental procedures or Surgery only
when you have an existing non-dental physical disorder or condition and hospitalization is Medically
Necessary to ensure your health. Dental procedures or Surgery performed during such a confinement will
only be covered for the services described in items E and F below.
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E. Oral Surgery
Oral Surgery is subject to special conditions as described below:

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

a. The initial treatment of Accidental Injury/trauma (i.e. fractured facial bones and fractured jaws), in
order to restore proper function.

b. In cases where it is documented that a severe congenital defect (i.e. cleft palate) results in speech
difficulties that have not responded to non-surgical interventions.

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

2. Other oral Surgery - defined as Surgery on or involving the teeth, mouth, tongue, lips, gums, and
contiguous structures. Covered Service will only be provided for:

a. Surgical removal of impacted teeth which are partially or completely covered by bone;
b. Surgical treatment of cysts, infections, and tumors performed on the structures of the mouth; and
c. Surgical removal of teeth prior to cardiac Surgery, Radiation Therapy or organ transplantation.
F. Assistant at Surgery
Benefits are provided for an assistant surgeon’s services if:
1. The assistant surgeon actively assists the operating surgeon in the performance of covered Surgery;
2. Anintern, resident, or house staff member is not available; and

3. Your condition or the type of Surgery must require the active assistance of an assistant surgeon as
determined by the HMO.

G. Anesthesia

Administration of Anesthesia in connection with the performance of Covered Services when rendered by or
under the direct supervision of a Referred Specialist other than the surgeon, assistant surgeon or attending
Referred Specialist.

H. Second Surgical Opinion (Voluntary)

Consultations for Surgery to determine the Medical Necessity of an elective surgical procedure. “Elective
Surgery” is that Surgery which is not of an Emergency or life threatening nature.

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

Transplant Services

When you are the recipient of transplanted human organs, marrow, or tissues, benefits are provided for all
Covered Services. Covered Services for Inpatient and Outpatient Care related to the transplant include
procedures which are generally accepted as not Experimental/Investigational Services by medical organizations
of national reputation. These organizations are recognized by the HMO as having special expertise in the area of
medical practice involving transplant procedures. Benefits are also provided for those services which are
directly and specifically related to your covered transplant. This includes services for the examination of such
transplanted organs, marrow, or tissue and the processing of blood provided to you.
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The determination of Medical Necessity for transplants will take into account the proposed procedure’s
suitability for the potential recipient and the availability of an appropriate facility for performing the procedure.

Eligibility for Covered Services related to human organ, bone and tissue transplant are as follows.

If a human organ or tissue transplant is provided by a donor to a human transplant recipient:
A. When both the recipient and the donor are Members, each is entitled to the benefits of this plan.

B. When only the recipient is a Member, both the donor and the recipient are entitled to the benefits of the
Handbook. However, donor benefits are limited to only those not provided or available to the donor from
any other source. This includes, but is not limited to, other insurance coverage or any government program.

C. When only the donor is a Member, the donor is entitled to the benefits of the Handbook, subject to
following additional limitations:

1. The benefits are limited to only those not provided or available to the donor from any other source in
accordance with the terms of the Handbook; and

2. No benefits will be provided to the non-Member transplant recipient.

D. If any organ or tissue is sold rather than donated to the Member recipient, no benefits will be payable for the
purchase price of such organ or tissue; however, other costs related to evaluation and procurement are
covered. Benefits for a covered transplant procedure shall include coverage for the medical expenses of a
live donor to the extent that those medical expenses are not covered by another program.

Covered Services of a donor include:

1. Removal of the organ;

2. Preparatory pathologic and medical examinations; and
3. Post-surgical care.

OUTPATIENT SERVICES

Services for Outpatient Care are Covered Services when:

* Medically Necessary;

» Provided or Referred by your Primary Care Physician; and
» Preapproved by the HMO.

To access a complete list of services that require Preapproval, log onto www.ibx.com/My Benefits Information
tab, or you can call Customer Service at the phone number listed on your ID Card to have the list mailed to you.

Services resulting from Referrals to Non-Participating Providers will be covered when the Referral is issued by
your Primary Care Physician and Preapproved by the HMO. Your Referral is valid for ninety (90) days from
date of issue. If you receive any bills from the Provider, you need to contact Customer Service at the telephone
number on the back of your ID Card. When you notify the HMO about these bills, the HMO will resolve the
balance billing.

Self-Referrals are excluded, except for Emergency Care or if covered by a Rider. Additional Covered Services
recommended by the Referred Specialist will require another electronic Referral from your Primary Care
Physician.
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Ambulance Services

Benefits are provided for ambulance services that are Medically Necessary, as determined by this HMO
program, for transportation in a specially designed and equipped vehicle used only to transport the sick or
injured, but only when:

A. The vehicle is licensed as an ambulance where required by applicable law;
B. The ambulance transport is appropriate for the patient’s clinical condition;

C. The use of any other method of transportation, such as taxi, private car, wheel-chair van or other type of
private or public vehicle transport would be contraindicated (i.e. would endanger the patient’s medical
condition); and

D. The ambulance transport satisfies the destination and other requirements stated below in either item "1. For
Emergency Ambulance transport” or item "2. For Non-Emergency Ambulance transport.”

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

1. For Emergency Ambulance transport:

The Ambulance must be transporting the Member from the Member's home or the scene of an accident
or Medical Emergency to the nearest Hospital, or other facility that provides Emergency care, that can
provide the Medically Necessary Covered Services for the Member's condition.

2. For Non-Emergency Ambulance transport:

All non-emergency ambulance transports must be Preapproved by the HMO to determine Medical
Necessity which includes specific origin and destination requirements specified in the HMO’s policies.

Non-emergency ambulance transports are not provided for the convenience of the Member, the family,
or the Provider treating the Member.
Day Rehabilitation Program
Benefits will be provided for a Day Rehabilitation Program when provided by a Participating Facility Provider
under the following conditions:

A. The Member requires intensive Therapy Services, such as Physical, Occupational and/or Speech Therapy
five (5) days per week;

B. The Member has the ability to communicate verbally or non-verbally, the ability to consistently follow
directions and to manage his/her own behavior with minimal to moderate intervention by professional staff;

C. The Member is willing to participate in a Day Rehabilitation Program; and

D. The Member's family must be able to provide adequate support and assistance in the home and must
demonstrate the ability to continue the rehabilitation program in the home.

Diabetic Education Program

Benefits are provided for diabetes Outpatient self-management training and education, including medical
nutrition, for the treatment of insulin-dependent diabetes, insulin-using diabetes, gestational diabetes and non-
insulin-using diabetes when Prescribed by a Participating Professional Provider legally authorized to prescribe
such items under law.
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The attending Physician must certify that you require diabetic education on an OQutpatient basis under the
following circumstances:

A. Upon the initial diagnosis of diabetes;

B. A significant change in the patient’s symptoms or condition; or

C. The introduction of new medication or a therapeutic process in the treatment or management of the patient’s
symptoms or condition.

Outpatient diabetic education services are Covered Services when provided by a Participating Provider. The
diabetic education program must be conducted under the supervision of a licensed health care professional with
expertise in diabetes, and subject to requirements based on the certification programs for outpatient diabetic
education developed by the American Diabetes Association and the Pennsylvania Department of Health.
Covered services include Outpatient sessions that include, but may not be limited to, the following information:
Initial assessment of the your needs;

Family involvement and/or social support;

Psychological adjustment for the patient;

General facts/overview on diabetes;

Nutrition including its impact on blood glucose levels;

Exercise and activity;

Medications;
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Monitoring and use of the monitoring results;

Prevention and treatment of complications for chronic diabetes, (i.e., foot, skin and eye care);
J.  Use of community resources; and

K. Pregnancy and gestational diabetes, if applicable.
Diabetic Equipment and Supplies

Benefits shall be provided for diabetic equipment and supplies purchased from a Durable Medical Equipment
Provider, subject to any Deductible, Copayment and/or Coinsurance or Precertification requirements applicable
to Durable Medical Equipment benefits. If this HMO program provides benefits for prescription drugs (other
than coverage for insulin and oral agents only), certain Diabetic Equipment and Supplies, including insulin and
oral agents, may be purchased at a pharmacy if available, subject to the cost-sharing arrangements applicable to
the prescription drug addendum. Certain diabetic equipment is not available at a pharmacy. In these instances,
the diabetic equipment will be provided under the Durable Medical Equipment benefit subject to the cost-
sharing arrangements applicable to Durable Medical Equipment.

A. Diabetic Equipment
1. Blood glucose monitors;
2. Insulin pumps;
3. Insulin infusion devices; and
4. Orthotics and podiatric appliances for the prevention of complications associated with diabetes.
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B. Diabetic Supplies
1. Blood testing strips;
Visual reading and urine test strips;
Insulin and insulin analogs*;
Injection aids;
Insulin syringes;
Lancets and lancet devices;
Monitor supplies;
Pharmacological agents for controlling blood sugar levels;* and

Glucagon emergency Kkits.

* © © N o g A~ w D

If your plan does not provide a Prescription Drug addendum, insulin and oral agents are covered as
provided under the “Insulin and Oral Agents” benefits.

Diagnostic Services
The following Diagnostic Services when ordered by a Participating Professional Provider and billed by a

Referred Specialist, and/or a Facility Provider:

A. Routine Diagnostic Services, including routine radiology (consisting of x-rays, ultrasound and nuclear
medicine), routine medical procedures (consisting of Electrocardiogram (ECG), Electroencephalogram
(EEG), Nuclear Cardiology Imaging, and other diagnostic medical procedures approved by the HMO) and
allergy testing (consisting of percutaneous, intracutaneous and patch tests);

B. Non-Routine Diagnostic Services, including operative and diagnostic endoscopies, Magnetic Resonance
Imaging/Magnetic Resonance Angiography (MRI/MRA), Positron Emission Tomography (PET Scan),
Computed Tomography (CT Scan);

C. Diagnostic laboratory and pathology tests; and

D. Genetic testing including those testing services provided to a Member at risk by pedigree for a specific
hereditary disease. The services must be for the purpose of diagnosis and where the results will be used to
make a therapeutic decision.

Durable Medical Equipment

Benefits are provided for the rental (but not to exceed the total allowance of purchase) or, at the discretion of
this HMO program, the purchase of standard Durable Medical Equipment (DME) when:

A. Itis used in the patient's home; and

B. Itis obtained through a Participating Durable Medical Equipment Provider.

Replacement and repair: Benefits are provided for the repair or replacement of DME when the equipment
does not function properly and is no longer useful for its intended purpose when:
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A. A change in your condition requires a change in the DME this HMO program will provide repair or
replacement of the DME.

B. The DME is broken due to significant damage, defect, or wear, this HMO program will provide repair or
replacement only if the DME’s warranty has expired and it has exceeded its reasonable useful life as
determined by this HMO program.

If the DME breaks while it is under warranty, replacement and repair is subject to the terms of the warranty.
Contacts with the manufacturer or other responsible party to obtain replacement or repairs based on the
warranty are:

A. This HMO program's responsibility in the case of rented equipment; and,
B. Your responsibility in the case of purchased equipment.

This HMO program is not responsible if the DME breaks during its reasonable useful lifetime for any reason
not covered by warranty, For example, no benefits are provided for repairs and replacements needed because
the equipment was abused or misplaced.

Benefits are provided to repair DME when the cost to repair is less than the cost to replace it. For purposes of
replacement or repair of DME, replacement means the removal and substitution of DME or one of its
components necessary for proper functioning. A repair is a restoration of the DME or one of its components to
correct problems due to wear or damage or defect.

Home Health Care

Benefits will be provided for the following services when performed by a licensed Home Health Care Provider:
Professional services of appropriately licensed and certified individuals;

Intermittent Skilled Nursing Care;

Physical Therapy;

Speech Therapy;

Well mother/well baby care following release from an Inpatient maternity stay; and

mmo o w»

Care within forty-eight (48) hours following release from an Inpatient admission when the discharge occurs
within forty-eight (48) hours following a mastectomy.

With respect to Item E above, Home Health Care services will be provided within forty-eight (48) hours if
discharge occurs earlier than forty-eight (48) hours of a vaginal delivery or ninety-six (96) hours of a cesarean
delivery. No cost sharing shall apply to these benefits when they are provided after an early discharge from the
Inpatient maternity stay.

Benefits are also provided for certain other medical services and supplies when provided along with a primary
service. Such other services and supplies include Occupational Therapy, medical social services, home health
aides in conjunction with skilled services and other services which may be approved by the HMO.

Home Health Care benefits will be provided only when Prescribed by in a written Plan of Treatment and
approved by the HMO.
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There is no requirement that you be previously confined in a Hospital or Skilled Nursing Facility prior to
receiving Home Health Care.

With the exception of Home Health Care provided to you immediately following an Inpatient release for
maternity care, you must be Homebound in order to be eligible to receive Home Health Care benefits by a
Home Health Care Provider.

Injectable Medications

Benefits will be provided for injectable medications required in the treatment of an injury or illness
administered by a Participating Professional Provider.

(A) Specialty Drug - refers to a medication that meets certain criteria including, but is not limited to, the drug
is used in the treatment of a rare, complex, or chronic disease (e.g. hemophilia); a high level of
involvement is required by a healthcare provider to administer the drug; complex storage and/or shipping
requirements are necessary to maintain the drug’s stability; the drug requires comprehensive patient
monitoring and education by a healthcare provider regarding safety, side effects, and compliance; access
to the drug may be limited.

Preapproval is required for those Specialty Drugs noted in the Preapproval list, which is available online
at www.ibx.com/My Benefits Information tab or by calling Customer Service at the phone number listed
on your ID Card. The purchase of any Specialty Drug is subject to cost sharing as shown on the
SCHEDULE OF COVERED SERVICES.

(B) Standard Injectable Drug - refers to a medication that is either injectable or infusible but is not defined
by the company to be a Self-Injectable Drug or a Specialty Drug. Standard Injectable Drugs include, but
are not limited to: allergy injections and extractions and injectable medications such as antibiotics and
steroid injections that are administered by a Participating Professional Provider.

(C) Self-Injectable Drugs - for self-injectable medication coverage, please refer to the Exclusions - What is
Not Covered section.

Insulin and Oral Agents

Benefits will be provided for Insulin and oral agents to control blood sugar when Prescribed by your Primary
Care Physician or Referred Specialist. Generically equivalent pharmaceuticals will be dispensed whenever
applicable.

Medical Foods and Nutritional Formulas

Benefits shall be payable for Medical Foods when provided for the therapeutic treatment of phenylketonuria,
branched-chain ketonuria, galactosemia and homocystinuria. Coverage is provided when administered on an
Outpatient basis either orally or through a tube.

Benefits are also payable for Nutritional Formulas when:

A. The Nutritional Formula is given by way of a tube into the alimentary tract; or

B. The Nutritional Formula is the sole source of nutrition (more than 75% of estimated basal caloric
requirement) for an infant or child suffering from Severe Systemic Protein Allergy, refractory to treatment
with standard milk or soy protein formulas and casein hydrolyzed formulas.

18
KHPE FS SG 624 HDBK



Benefits are payable for Medical Foods and Nutritional Formulas when provided through a Participating
Durable Medical Supplier or in connection with Infusion Therapy as provided for in this plan.

Non-Surgical Dental Services

Covered Services are only provided for:

A. The initial treatment of Accidental Injury/trauma, (i.e. fractured facial bones and fractured jaws), in order to
restore proper function. Restoration of proper function includes the dental services required for the initial
restoration or replacement of Sound Natural Teeth, consisting of the first caps, crowns, bridges and dentures
(but not dental implants), required for the initial treatment for the Accidental Injury/trauma.

B. The preparation of the jaws and gums required for initial replacement of Sound Natural Teeth.
Orthotics

Benefits are provided for:

A. The initial purchase and fitting (per medical episode) of orthotic devices, except foot orthotics unless the
Member requires foot orthotics as a result of diabetes.

B. The replacement of covered orthotics for Dependent children when required due to natural growth.
Private Duty Nursing Services

Benefits will be provided for Outpatient services for Private Duty Nursing performed by a Licensed Registered
Nurse (RN) or a Licensed Practical Nurse (LPN) when ordered by your Primary Care Physician or a Referred
Specialist as a part of a home health care treatment plan and which are Medically Necessary.

Prosthetic Devices
Benefits will be provided for Prosthetic Devices required as a result of illness or injury. Benefits include but are

not limited to:

A. The purchase and fitting, and the necessary adjustments and repairs, of Prosthetic Devices and supplies
(except dental prostheses);

B. Supplies and replacement of parts necessary for the proper functioning of the Prosthetic Device;
C. Visual Prosthetics when Medically Necessary and Prescribed for one of the following conditions:
1. Initial contact lenses Prescribed for the treatment of infantile glaucoma;
2. Initial pinhole glasses Prescribed for use after Surgery for detached retina;

3. Initial corneal or scleral lenses Prescribed in connection with the treatment of keratoconus or to reduce
a corneal irregularity (other than astigmatism);

4. Initial scleral lenses Prescribed to retain moisture in cases where normal tearing is not present or
adequate; and

5. An initial pair of basic eyeglasses when Prescribed to perform the function of a human lens lost
(aphakia) as a result of:

a. Accidental Injury;
b. Trauma; or

c. Ocular Surgery
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The “Repair and Replacement” paragraphs set forth below do not apply to this item C.
Benefits are provided for the replacement of a previously approved Prosthetic Device with an equivalent
Prosthetic Device when:
A. There is a significant change in the Member's condition that requires a replacement;
B. The Prosthetic Device breaks because it is defective;

C. The Prosthetic Device breaks because it has exceeded its life duration as determined by the manufacturer;
or

D. The Prosthetic Device needs to be replaced for a Dependent child due to the normal growth process when
Medically Necessary.

Benefits will be provided for the repair of a Prosthetic Device when the cost to repair is less than the cost to
replace it. Repair means the restoration of the Prosthetic Device or one of its components to correct problems
due to wear or damage. Replacement means the removal and substitution of the Prosthetic Device or one of its
components necessary for proper functioning.

If an item breaks and is under warranty, it is your responsibility to work with the manufacturer to replace or
repair it.

We will neither replace nor repair the Prosthetic Device due to abuse or loss of the item.
Specialist Office Visit

Benefits will be provided for Specialist Services Medical Care provided in the office by a Referred Specialist.
For the purpose of this benefit, “in the office” includes Medical Care visits to the Provider’s office, Medical
Care visits by the Provider to your residence, or Medical Care consultations by the Provider on an Outpatient
basis.

Spinal Manipulation Services

Benefits are provided for spinal manipulations for the detection and correction by manual or mechanical means
of structural imbalance or subluxation resulting from or related to distortion, misalignment, or subluxation of or