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Welcome to

Independence Blue Cross

We are happy to have you as an Independence Blue Cross (IBX) member!

Our goal is to make it easier for you to get the care you need and manage

your benefits.

This Benefits Book will help you understand your coverage so you can

take full advantage of your health plan and become familiar with the
benefits, services, and resources available to you.

You will find valuable
information about:

* \What services are and are not covered
by your health insurance

* How decisions are made about what
is covered

* How to use our member website, ihx.com

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

If you have any questions, call Customer
Service at the number on the back of your
member ID card and we will be happy to help.

Thank you for being an IBX member. We look
forward to providing you with quality health
care coverage.

Questions?

Log in at ihx.com. You can also call the
number on the back of your member ID card
or 1-800-ASK-BLUE (1-800-275-2583)
(TTY: 711) to speak to a Customer Service
representative.




Introduction to your health plan

You have a Personal Choice® PPO health plan, which means
you have the freedom to see any in- or out-of-network doctor or
specialist without a referral. You will receive the highest level of
benefits when you receive care through our provider network.

It's a smart idea to select a primary care physician (PCP),
even though your health plan doesn’t require you to. A PCP
can help you stay healthy by providing regular checkups and
coordinating your care.

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

Using your member ID card

You and your covered dependents will each receive an IBX
identification (ID) card. We recommend keeping your ID card
with you, as you will need to present it when you receive
care. Your ID card contains information such as what

you will pay when visiting your doctor, specialist, or the
emergency room (ER).

You can also log in at ibx.com or using the IBX mobile app to
view a digital version of your ID card or print a copy. Using the
app, you can save your digital ID card to your phone’s Wallet.

When you receive your ID card, call the toll-free number on
the removeable sticker to confirm you received it.

Stay informed

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

Text IBX to 77576 to sign up.

Get connected

When you confirm receipt of your member ID card, you

will also be given the option to sign up for texts and emails
from IBX. If you opt in, you will receive messages about health
plan notifications, maximizing your benefits, and member-
exclusive discounts and savings. Visit ibx.com/getconnected

to learn more.

Locating an in-network doctor or hospital

You have access to an exclusive network of doctors,
specialists, hospitals, and other health care providers.
Search for an in-network provider by logging in at ibx.com
and using the Find a Doctor tool.

Profiles in our provider look-up tool include valuable
information, such as board certifications, medical school
attended, residency completion, location maps, provider
specialties, race, ethnicity, languages spoken by provider,
languages spoken by staff, whether the provider is accepting
new patients, and more.

You can also call the number on the back of your member
ID card and a Customer Service representative will help you
locate a provider.

You also have in-network coverage across the U.S. through
BlueCard® PPO, which offers the largest network of doctors
and hospitals in the country.

Rights and responsibilities

A list of your rights and responsibilities is available at
ibx.com/qualitymanagement, or call Customer Service at
the number on the back of your member ID card to request

a paper copy.



Using your benefits to receive care

Scheduling an appointment

Call your doctor’s office or use your doctor’s online scheduling
tool, if available, to make an appointment. If you need to
cancel an appointment, be sure to notify the office at least
24 hours in advance when possible.

Access after normal business hours

Your doctor’s office should offer urgent medical advice
24 hours a day, 7 days a week. If an urgent issue arises
after normal business hours, call your doctor’s office for
instructions on how to reach your doctor or the on-call doctor.
You should receive a call back within one hour.

Services that require precertification

Precertification is an approval that your doctor must receive
from us before you get coverage for certain services, genetic
tests, and specialty drugs. A complete list of what requires
precertification is available at ibx.com/precert.

*Individual benefits must be verified.

Preventive care

Preventive care is an important part of getting and staying as
healthy as possible. Qur preventive care services can help you
and your family avoid developing health problems and prevent
minor issues from becoming major health concerns, such as
diabetes and colon cancer.

Examples of preventive care services include yearly check-ups,
screenings, and immunizations.

Most IBX health plans include coverage for certain designated

preventive care services at no cost to you.* This means you do not
have to pay copays, coinsurance, or deductibles. If a service is

not considered preventive (e.g., diagnostic procedure, ongoing

treatment for an existing condition) or you don’t fall within the
coverage guidelines, charges may apply.

For a complete list of preventive services, visit

ibx.com/preventive and click on the View all preventive
services link.

Receiving care for behavioral health or
substance use disorder

If you require outpatient or inpatient behavioral health or
substance use disorder services, you do not need a referral.
For information on these services, call the Mental Health
phone number on the back of your member ID card.

Check your health plan benefits in this book to see if you have
behavioral health and substance use disorder benefits.



Where to go for care

Emergency care

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

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

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

Urgent care

Urgent care is necessary treatment for a non-life-threatening,
unexpected illness or accidental injury that requires prompt
medical attention when your doctor is unavailable. Examples
include sore throat, fever, sinus infection, earache, cuts,
rashes, sprains, and broken bones.

Visit an urgent care center for a convenient, safe, and
affordable treatment alternative to emergency room care
orwhen you can’t get an appointment with your own doctor.

Retail clinic

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

Virtual care

Most health plans include the ability to see a doctor virtually
for telemedicine, telebehavioral health, and teledermatology
services. Virtual care increases access to care, provides an
alternative option to emergency room and urgent care visits,
and can reduce costs. In addition, many in-network doctors
and specialists also offer their own virtual care services.
Check your health plan benefits in this book to see how
virtual care is covered.

Not sure what care option to use?

Go to ibx.com/findcarenow to help you decide
where to go for care.



You're covered while traveling with BlueCard” PPO

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

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

* In a true emergency, go to the nearest ER.
* In an urgent care situation, find a BlueCard provider
in the area.

Call 1-800-810-BLUE (TTY:711) or visit bchs.com to find a

BlueCard provider in your area.

You can also visit an urgent care center for medical issues if an
in-network provider is unavailable and if you do not require the

medical services of the ER.

Out of town and need care?

Call 1-800-810-BLUE (TTY: 711) or visit
bcbs.com to find an in-network provider in
your area.



Manage your benefits online

To manage your health plan online, all you need to do is

register. Visit ibx.com/login, click Register, and then complete

the short form.

Once you have registered for an account, you’re ready to log
in at ibx.com.

You can easily manage health plan benefits for you and your
covered dependents:*

* View your benefits and see what is covered

* Review out-of-pocket costs and deductible amounts
* Access and organize your claims

* View, share, or order your member ID card

* Get answers about your health plan

Finding care

Looking for in-network providers? Want to see what you will
pay for care? Here are some of the other resources available
when you log in at ibx.com:

* Use our simple provider search tool to find in-network
doctors, hospitals, labs, and other providers

* Create a custom directory of your doctors

* Estimate what you will pay for an office visit or
procedure based on your benefits

*Dependents ages 18 and older can create their own accounts.

On-the-go access with the IBX app

Download the free IBX app for your iPhone or Android device
to help you make the most of your health plan.

Use the IBX app to:
* View and share your ID card
® Check the status of claims
* Access benefits information

* Find doctors, hospitals, urgent care centers,
and retail clinics

* Track deductibles and spending accounts
* Review your health history and prescribed medications
* Use personalized well-being tools and programs

To download the IBX app, visit the App Store or Google Play.

You can log in to the app using the same username and
password you use to log in at ibx.com.

One stop for the information you need

Log in at ibx.com.



Healthy savings

With Healthy Lifestyles*™ reimbursements, you can get
money back for your healthy choices on fitness center and
virtual subscription fees, weight management programs,
and programs to help you quit tobacco. Learn more at
ibx.globalfitrewards.com.

We also offer member-exclusive savings and discounts
through several programs — Blue Insider®™, Blue365¥%,
and HUSK Marketplace. Take advantage of savings

on local, regional, and national businesses and attractions.
Learn more at ibx.com/discounts.

Achieve Well-being

Our personalized digital tools and resources help you reach
your health goals in a way that’s simple, easy, and fun.
Here’s how it works:
v~ Complete your Well-being Profile and create an action plan
v~ Get reminders specific to your health goals
v~ Earn tokens and badges to celebrate your achievements
v" Sync up fitness apps and devices to track your progress,

create challenges, and invite friends

You may be eligible to receive Reward dollars by completing
health-related activities. Please check your health plan to see
if you are eligible for Rewards.

Log in at ibx.com to start your journey!

Member support

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

* Benefits and eligibility
* Claims submission and status
* Requesting a new ID card

* Requesting a printed copy of your Benefits Booklet or
other plan documents

* Well-being programs

* Complaint and appeal process

Language services are available

If you prefer a language other than English, call Customer
Service at the number on the back of your member 1D card.
They will work with you through an interpreter over the

phone to help you understand your benefits and answer your
guestions. Members can also dial 711 for Telecommunications
Relay Services.
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Connect with us

Get connected

You have the option to sign up to receive texts and emails
from IBX. If you opt in, you’ll get important health plan
notifications, tips to maximize your benefits, and health
screening reminders. Visit ibx.com/getconnected to learn
more and sign up.

Find us on social media

Follow IBX on our social media channels, such as Facebook and
Instagram. Qur content will help you find a whole new approach
to making healthy lifestyle changes, one step at a time.

* Receive health and wellness tips
¢ Enter contests and promotions
* Connect with other health-minded individuals

* Learn how to incorporate fithess, good nutrition,
and stress management into your everyday life

Call

Call the number on the back of your member ID card
to speak to one of our experienced Customer Service
team members, who are available to answer your
questions Monday through Friday, 8 a.m. to 6 p.m.

&

Mail
Independence Blue Cross

1901 Market Street
Philadelphia, PA 19103-1480

D

Visit
Independence LIVE, located at 1919 Market Street,

2nd Floor, is open Monday through Friday from
8 a.m. to 4 p.m. Visit ibx.com/events for information.



Using your prescription drug benefits

Your prescription drug plan is administered by an independent
pharmacy benefits management company. The pharmacy
benefits manager is responsible for maintaining a network of
participating pharmacies, administering benefits, conducting
prior authorization reviews, and providing customer service.

Take a look at the advantages:

» Easy to use. A national network of retail pharmacies will

recognize and accept your member identification (ID) card.

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

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

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

* Mail order and 90-day retail pharmacy options.
Mail order/home delivery may be available for medications
you take regularly. You may also get a 90-day supply of
maintenance medications at Rite Aid retail pharmacies for
the same cost-share as mail order/home delivery to help
make medication adherence easier and more affordable.
Check your prescription drug benefits for specific details
pertaining to the 90-day retail pharmacy benefit that may
apply to your plan.

How to fill your prescription at
aretail pharmacy

Present your ID card and your prescription at an in-network
pharmacy for your plan. The pharmacist will confirm your
eligibility for benefits and determine your share of the cost of
your prescription. Your doctor may also electronically submit
your prescription to your pharmacy.
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In-network pharmacies

A pharmacy is considered in-network if it is in the pharmacy
network for your plan. If your plan uses the Preferred Pharmacy
network, Walgreens is not an in-network pharmacy.

When you're traveling, you will find that most of the
pharmacies in all 50 states accept your ID card and can
fill your prescription for the same cost you pay at an
in-network pharmacy at home.

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

To locate an in-network pharmacy, log in at ibx.com or call
the Pharmacy Benefits number on the back of your ID card.

Out-of-network pharmacies

If your prescription is filled at a pharmacy that does not
participate in the network for your plan, you will have to
pay the pharmacy’s regular charge right at the counter.
Then, depending on your plan design, you may submit

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

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

Find a pharmacy

Log in at ibx.com or call the Pharmacy Benefits
number on the back of your member ID card.



Understanding your prescription

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

A brand drug is manufactured by only one company, which
advertises and sells its product under a special trade name.

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

To check the formulary status of drugs, log in at ibx.com.

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

* Prior authorization

* Formulary exception process

* Age and quantity limits

* Drug pricing and drug alternatives
If you're not sure if brand or generic drugs are right for
you, talk to your doctor. The pharmacist may, on occasion,
discuss with your doctor whether an alternative drug might
be appropriate for you. Let your doctor know if you have a
guestion about a change in prescription or if you prefer the

original prescription. Your doctor makes the final decision on
the necessity of you getting a brand drug.

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

Brand vs. generic

Generic drugs are as effective as brand drugs
and could save you money. Consult your doctor
to find out which drug is best for you.
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Preventive drugs for adults and children

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

For a list of preventive drugs eligible for 100 percent coverage,
visit ibx.com or call the Pharmacy Benefits number on the
back of your member ID card.

If you have any questions about your
prescription drug plan, call the Pharmacy
Benefits number on the back of your
member ID card.



Mail order/home delivery

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

Mail order/home delivery is convenient
and safe to use

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

Mail order/home delivery prescriptions have been safely
handled through the mail for many years. When your order is
received, a team of registered, licensed pharmacists checks
your prescription against the record of all drugs dispensed

to you by an in-network pharmacy. This process ensures that
every prescription is reviewed for safety and accuracy before

it is mailed to you.

If there are questions about your prescription, a pharmacist
will contact your doctor before your medication is dispensed.
Your medication will be sent to your home within 14 days from
the date your legible and complete order is received.

There may be times when you need a prescription right away.
On these occasions, you should have your prescription filled
at a local in-network pharmacy. If you need medication
immediately, but you will be taking it on an ongoing basis, ask
your doctor to write two separate prescriptions: you can have
the first prescription filled locally for an initial 30-day supply
of your medication, and you can use the second prescription
to submit your mail order/home delivery request.®

* Prescription drug mail order/home delivery services are administered
by OptumRx Home Delivery, an independent company.
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How to request mail order/home delivery:

1.When you are prescribed a chronic or maintenance drug
therapy, ask your doctor to write the prescription for a
90-day supply, plus refills. Make sure your doctor knows
that you have a mail order/home delivery service so that
you get one 90-day prescription and not three 30-day
prescriptions (the cost of the three 30-day prescriptions
may be more than the cost for one 90-day prescription).
If you're taking medication now, ask your doctor for a
new prescription.

M

.Complete the Mail Service Order Form with your first
order only. Forms and envelopes are available by calling
the Pharmacy Benefits number on the back of your
member ID card, or you can download the form when
you log in at ibx.com.

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

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

5.Mail order/home delivery requests can also be initiated
when you log in at ibx.com.

Online services

Log in at ibx.com to take advantage of
convenient features, such as:

* Pharmacy search

* Formulary search

* Drug pricing and drug alternatives
* Claims information

« Mail order/home delivery refill request



How can my doctor order a prescription
for me?

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

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

Paying for mail order/home delivery services

Your payment can be a check or money order (made payable
to OptumRx), or you can complete the credit card portion

of the Mail Service Order Form. OptumRx accepts Visa,
MasterCard®, Discover®, and Amex®. Please do not send
cash. If you are uncertain of your payment, call the Pharmacy
Benefits number on the back of your member ID card. If the
payment you enclose is incorrect, you will be sent either a
reimbursement check or an invoice, as appropriate.

Mail order/home delivery refills

You can manage your prescriptions, order refills, and pay for
your refills online when you log in at ibx.com.

When you receive a medication through the mail order/home
delivery service, you will also receive a notice showing the
number of refills allowed by your doctor. To avoid the risk of
being without your medication, mail the refill notice and your
payment two weeks before you expect your present supply to
run out. You can also manage and order your refills over the
phone using the Pharmacy Benefits number on the back of
your ID card.
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The refill notice will include the date when you should reorder
and the number of refills you have left. Remember, most
prescriptions are valid for a maximum of one year. Please
note: PRN (take as needed) refills in the Commonwealth

of Pennsylvania are limited to five times or six months,
whichever is less.

If you have any questions concerning this program, call the
Pharmacy Benefits number on the back of your ID card.

Self-administered specialty drug coverage

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

The administration of a self-injectable drug by a medical
professional is covered under your IBX medical benefit, even if
you obtained the self-injectable through the OptumRx specialty
pharmacy program. However, the drug itself will be covered
under your prescription drug benefit.

The self-injectable drugs covered under your medical plan
include drugs that:

* Are required by law to be covered under both
medical benefits and prescription drug benefits
(for example, insulin)

* Are required for emergency treatment, such as
self-injectables that counteract allergic reactions



Use your vision benefits

Vision problems are among the most prevalent health issues in
the United States. Three out of four adults use some form of
vision correction. An eye exam can help detect vision problems,
and can also help detect more serious chronic health conditions,
such as diabetes, hypertension, and heart disease.

Administered by Davis Vision, your vision plan features a
robust network, low out-of-pocket costs, and a variety of
value-added services.

Freedom of provider choice

You have access to the national Davis Vision network, which
includes more than 198,000 access points for independent
eye care professionals and large retail and online providers like
Visionworks, Befitting.com, Glasses.com, and 1800Contacts.com.

Low-cost frames and lens options
You have several options to choose from for your eyewear needs:

* Select frames from the Davis Vision Exclusive Collection,
which are covered in full or with a minimal copay.
An interactive frame try-on tool will allow you to see what
the frames look like on before purchasing them.

* Choose from any in-network independent or retail
provider’s own frame collection and receive an
allowance. This includes the following online providers:
1800Contacts.com, Befitting.com, and Glasses.com.
You may have an enhanced frame allowance towards the
purchase of frames at Visionworks stores. Please refer
to your henefits for more information.*

With fixed pricing on all lens styles and coatings, including
blue light coatings, it’s easy to predict your out-of-pocket
costs. All frames and lenses provided by Davis Vision providers
are warranted against breakage for one year from the original
date of dispensing.

* There are some plan-specific differences in coverage, allowances, and retailer participation.

This book shows the benefits available to you through your Vision plan.
Independence Blue Cross vision plans are administered by Davis Vision, an independent company.
An affiliate of Independence Blue Cross has a financial interest in Visionworks.
Your Hearing Network products and services are made available through your coverage with Davis
Vision. Your Hearing Network is not affiliated with Independence Blue Cross and does not provide
Blue Cross or Blue Shield products or services. Your Hearing Network and/or Davis Vision are
responsible for these products and services.
Independence Blue Cross offers products through its subsidiaries Independence Assurance Company,
Independence Hospital Indemnity Plan, Keystone Health Plan East, and QCC Insurance Company —
independent licensees of the Blue Cross and Blue Shield Association.

Independence
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o —] View your benefits online

% | Login at ibx.com to:
¢ Check eligibility and plan allowances
* Locate an in-network provider

Coverage for contacts and laser
vision correction

You have the option to choose contact lenses instead of
eyeglasses using your allowance. You can also use your
contact lens benefit allowance at 1800Contacts.com,
which features an extensive collection, mail order, and
discounted pricing.

If you’re eligible and interested in LASIK laser vision
correction services, you can receive exclusive discounted
pricing and financing options from a national network of
credentialed physicians.

Additional value-added services

Through your Davis Vision benefits, you have access to a free
hearing exam and exclusive discounts on hearing aids, supplies,
and more from Your Hearing Network.

Vision plan administered by %}K{% DavisVision™

IBX
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REQUIRED OUTLINE OF COVERAGE
FOR
INDIVIDUAL COMPREHENSIVE MAJOR MEDICAL
PREFERRED PROVIDER POLICY
(PERSONAL CHOICE®)
issued by

QCC INSURANCE COMPANY*
(Called the Carrier)

*a subsidiary of Independence Blue Cross - an independent licensee of the
Blue Cross and Blue Shield Association.

A Pennsylvania corporation
Located at:
1901 Market Street
Philadelphia, PA 19103

NOTICE OF COVERED PERSON'S RIGHT TO EXAMINE CONTRACT: The Applicant has a
right to return the Contract within ten (10) days of delivery for refund of the full premium paid if,
after examination of the Contract, the Applicant is not satisfied for any reason. The Contract
may be returned to: QCC Insurance Company, 1901 Market Street, Philadelphia, PA 19103. If
the Contract is returned, it will be null and void from the beginning and no benefits will be
payable under its terms.

OUTLINE OF COVERAGE

1. Please read the Contract carefully. This outline provides a very brief description of the
important features of the Contract. This outline is not the insurance contract and only the
actual Contract provisions will control. The Contract itself sets forth in detail the rights and
obligations of both the Applicant and the Carrier. It is, therefore, important to read the
Contract carefully!

2. Comprehensive Major Medical Expense Coverage. The Contract is a health policy that
provides, to Covered Persons, coverage for major hospital, medical, and surgical expenses
incurred as a result of a covered accident or sickness. Coverage is provided for daily
hospital room and board, miscellaneous hospital services, surgical services, anesthesia
services, in-hospital medical services and out-of-hospital care, subject to the Deductibles
and Coinsurance provisions. This Comprehensive Major Medical Contract is marketed by
the Carrier as a Preferred Provider Organization benefit program that utilizes a Preferred
Provider Network to maximize benefits while offering Covered Persons the choice of
selecting Non-Preferred Providers, except where specifically prohibited by the Contract,
subject to a reduction of benefits. The Contract utilizes extensive Precertification and
utilization management procedures which must be followed to maximize benefits and avoid
penalties. Failure to obtain Precertification for services provided by a BlueCard Provider or
an out-of-network (Non-Preferred) Provider will result in a 50% reduction in benefits. This
coverage does not supplement any basic hospital or basic medical insurance coverage.

THIS IS A NON-PARTICIPATING CONTRACT

Form No. 08535-OC.OFF Rev. 1.26 57
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3. A brief description of the benefits contained in the Contract is as follows:
Subject to the Exclusions, conditions and limitations of the Contract, a Covered Person is
entitled to benefits for Covered Services and Covered Expenses described in this section
during a Benefit Period, subject to the Deductible, Coinsurance, Copayment and Benefit
Maximum amounts as specified below. With the exception of Emergency Care Services,
which are paid at the Preferred (In-Network) level of benefits, regardless of whether the
Provider was a Preferred or Non-Preferred (Out-of-Network) Provider, benefits payable for
Covered Services which are not provided by a Preferred Provider, are subject to the
application of a higher Coinsurance level and Deductible amount as described below:

The percentages for your Coinsurance and Covered Services shown below are not always
calculated on actual charges. For an explanation on how coinsurance is calculated, see the
"Covered Expense" definition below.

COVERED EXPENSE - refers to the basis on which a Covered Person's Deductibles,

Coinsurance, and benefits are calculated.

A. For Covered Services provided by a Facility Provider, the term "Covered Expense"
means the following:

1. For Covered Services provided by a Preferred Facility Provider, "Covered Expense"
means the amount payable to the Provider under the contractual arrangement in
effect with the Carrier.

2. For Covered Services provided by a Non-Preferred Facility Provider, "Covered
Expense" for Outpatient services means the lesser of the Medicare Allowable
Payment for Facilities or the Facility Provider's charges. For Covered Services that
are not recognized or reimbursed by the Medicare traditional program, the amount is
determined by reimbursing the lesser of the Carrier's applicable proprietary fee
schedule or the Provider's charges. For Covered Services not recognized or
reimbursed by the Medicare traditional program or the Carrier's applicable
proprietary fee schedule, the amount is determined by reimbursing fifty percent
(50%) of the Facility Provider's charges for Covered Services.

3. For Covered Services provided by a Non-Preferred Facility Provider, "Covered
Expense" for Inpatient services means the lesser of the Medicare Allowable Payment
for Facilities or the Facility Provider's charges. For Covered Services that are not
recognized or reimbursed by the Medicare traditional program, the amount is
determined by reimbursing the lesser of the Carrier's applicable proprietary fee
schedule or the Provider's charges. For Covered Services not recognized or
reimbursed by the Medicare traditional program or the Carrier's applicable
proprietary fee schedule, the amount is determined by the applicable Carrier's
proprietary fee schedule for the closest analogous Covered Service.

B. For Covered Services provided by a Professional Provider, Covered Expense means the
following:

1. For Covered Services by a Preferred Professional Provider or BlueCard Provider,
"Covered Expense" means the rate of reimbursement for Covered Services the
Professional Provider has agreed to accept as set forth by contract with the Carrier,
or the BlueCard Provider.

2. For Covered Services by a Non-Preferred Professional Provider, "Covered Expense"
means the lesser of the Medicare Professional Allowable Payment or the Provider's
charges for Covered Services. For Covered Services that are not recognized or
reimbursed by the Medicare traditional program, the amount is determined by
reimbursing the lesser of the Carrier's applicable proprietary fee schedule or the
Provider's charges. For Covered Services not recognized or reimbursed by the
Medicare traditional program or the Carrier's applicable proprietary fee schedule, the
amount is determined by reimbursing fifty percent (50%) of the Professional
Provider's charges for Covered Services.
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C. For Covered Services provided by an Ancillary Provider, "Covered Expense" means the
following:

1. For Covered Services provided by a Preferred Ancillary Provider or BlueCard
Provider, "Covered Expense" means the amount payable to the Provider under the
contractual arrangement in effect with the Carrier or BlueCard Provider.

2. For Covered Services provided by a Non-Preferred Ancillary Provider, "Covered
Expense" means the lesser of the Medicare Ancillary Allowable Payment or the
Provider's charges. For Covered Services that are not recognized or reimbursed by
the Medicare traditional program, the amount is determined by reimbursing the
lesser of the Carrier's applicable proprietary fee schedule or the Provider's charges.
For Covered Services not recognized or reimbursed by the Medicare traditional
program or the Carrier's applicable proprietary fee schedule, the amount is
determined by reimbursing fifty percent (50%) of the Non-Preferred Ancillary
Provider's charges for Covered Services.

D. For Prescription Drugs provided by Pharmacies, Covered Expense means the following:
1. For Prescription Drugs provided by a Preferred Pharmacy, Covered Expense means

the amount that the Carrier has negotiated with the Carrier's Pharmacy Benefits
Manager as total reimbursement for the covered Prescription Drugs.

2. For Prescription Drugs provided by a Non-Preferred Pharmacy, Covered Expense
means the Pharmacy's charges for the covered Prescription Drugs.

E. For Pediatric Dental Covered Services provided by a Participating Dentist, Covered
Expense means the Maximum Allowable Charge (MAC) for the specific Pediatric Dental
Covered Service. Participating Dentists accept contracted MACs as payment in full for
Pediatric Dental Covered Services.

F. Nothing in this section shall be construed to mean that the Carrier would provide
coverage for services other than Covered Services.

OUT-OF-POCKET LIMIT - a specified dollar amount of Coinsurance, Deductible and
Copayment expense Incurred by a Covered Person for Covered Services in a Benefit
Period. Such expense does not include charges which are in excess of the Carrier's total
payment for Covered Services whether those services are performed by a Preferred or Non-
Preferred Provider or charges for Covered Services that are not Essential Health Benefits.
When the Out-of-Pocket Limit is reached, the level of benefits is increased as specified in
the Schedule of Benefits of this Contract.
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SCHEDULE OF BENEFITS

Subject to the Exclusions, conditions and limitations of this Contract, a Covered Person is
entitled to benefits for Covered Services and Covered Expenses described in this section during
a Benefit Period, subject to the Deductible, Coinsurance, Copayment and Benefit Maximum
amounts as specified below. With the exception of Emergency Care Services, which are paid at
the Preferred (In-Network) level of benefits, regardless of whether the Provider was a Preferred
or Non-Preferred (Out-of-Network) Provider, benefits payable for Covered Services which are
not provided by a Preferred (In-Network) Provider, are subject to the application of a higher
Coinsurance level and Deductible amount as described below:

The percentages for your Coinsurance and Covered Services shown below are not always
calculated on actual charges. For an explanation on how coinsurance is calculated, see the
"Covered Expense" definition in the Definitions section of this Contract.

BENEFIT PERIOD Calendar Year (1/1 - 12/31)

PROGRAM DEDUCTIBLE
(Covered Person's
Responsibility)

Covered Person's Deductible
(Single Coverage)

Preferred Care None.

Non-Preferred Care $6,000 per Covered Person per Benefit Period for Non-
Preferred Covered Services. This Deductible applies to all
Non-Preferred Covered Services except as otherwise

specified.
Family Deductible
(Family Coverage)
Preferred Care None.
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Family Deductible
(Family Coverage)
(Continued)

Non-Preferred Care

Deductible Carryover

The family Deductible amount is equal to two (2) times the
individual Deductible in each Benefit Period for Non-Preferred
Covered Services, it will be applied for all family members
covered under a Family Coverage. A Deductible will not be
applied to any covered individual family member once that
covered individual has satisfied the individual Deductible, or
the family Deductible has been satisfied for all covered family
members combined.

Expenses Incurred for Covered Expenses in the last three (3)

months of the initial Benefit Period which were applied to that

Benefit Period's Deductible will be applied to the Deductible of
the next Benefit Period. This only applies to Covered Persons
who enroll in the fourth quarter of the initial Benefit Period.

COINSURANCE
(Covered Person’'s
Responsibility)

Preferred Care

Non-Preferred Care

20% for most Preferred Covered Services, except as
otherwise specified in the Schedule of Benéefits.

50% for most Non-Preferred Covered Services, except as
otherwise specified in the Schedule of Benefits.

OUT-OF-POCKET LIMIT

INDIVIDUAL OUT-OF-POCKET
LIMIT (Single Coverage)

Preferred Care

Non-Preferred Care

When a Covered Person Incurs $8,250 of Copayment and
Coinsurance expense for Essential Health Benefits in one
Benefit Period for Preferred Covered Services, the
Coinsurance percentage will be reduced to 0% for the balance
of the Benefit Period. The dollar amounts specified shall not
include any expense Incurred for a Penalty amount.

When a Covered Person Incurs $12,000 of Coinsurance and
Deductible expense in one Benefit Period for Non-Preferred
Covered Services, the Coinsurance percentage will be
reduced to 0% for the balance of that Benefit Period. The
dollar amounts specified shall not include any expense
Incurred for a Penalty amount.
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OUT-OF-POCKET LIMIT
(Continued)

FAMILY OUT-OF-POCKET
LIMIT (Family Coverage)

Preferred Care

Non-Preferred Care

After two (2) times the individual Out-of-Pocket Limit amount
has been Incurred for Covered Services by Covered Persons
under the same Family Coverage for Essential Health Benefits
in a Benefit Period, the Coinsurance percentage will be
reduced to 0% for the balance of that Benefit Period. However,
no family member will contribute more than the individual Out-
of-Pocket Limit amount.

After two (2) times the individual Out-of-Pocket Limit amount
has been Incurred for Covered Services by Covered Persons
under the same Family Coverage in a Benefit Period, the
Coinsurance percentage will be reduced to 0% for the balance
of that Benefit Period. However, no family member will
contribute more than the individual Out-of-Pocket Limit
amount.

LIFETIME MAXIMUM
Preferred Care

Non-Preferred Care

Unlimited.
Unlimited.
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PRIMARY AND PREVENTIVE
CARE

If the Covered Person uses
a Preferred Provider, the
Carrier will pay:

If the Covered Person uses
a Non-Preferred Provider,
the Carrier will pay:

OFFICE VISITS/RETAIL
CLINICS/TELEMEDICINE VISITS*

Office Visits/Retail Clinics 100%, after a Copayment of 50%
$30 per Provider per date of
service.
Telemedicine Visits (excluding 100%, after a Copayment of 50%
Retail Clinics) $20 per Provider per date of
service.
*If a Covered Person receives
Covered Services in addition to
an office visit, additional
Copayments, Deductibles or
Coinsurance may apply.
PEDIATRIC PREVENTIVE CARE 100% 50%
Deductible does not apply.
IMMUNIZATIONS 100% 50%
Deductible does not apply.
ADULT PREVENTIVE CARE 100% 50%
Deductible does not apply.
PREVENTIVE COLONOSCOPY
Deductible does not apply.
Preventive Plus (P+) 100% 50%

Facility/Non-Hospital Based
Facility*
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PRIMARY AND PREVENTIVE
CARE

If the Covered Person uses
a Preferred Provider, the
Carrier will pay:

If the Covered Person uses
a Non-Preferred Provider,
the Carrier will pay:

Non-Preventive Plus (P+)
Facility/Hospital Based Facility

* For $0 (100%) Covered
Person cost-sharing to apply,
all services must be
performed by a Preferred
gastroenterologist or a colon
and rectal surgeon.

**The Copayment will be waived
if the Preferred Provider
determines that it is Medically
Necessary to have the service
performed by a Provider that
is Hospital based.

There is no cost-share applied if
the preventive colonoscopy
service is performed at a facility
that is not Hospital based (i.e.,
an Ambulatory Surgical Facility);
if the preventive colonoscopy
service is performed at a
Hospital based facility, the
Hospital based Copayment
shown above will apply. In
addition to seeking services
from Preventive Plus (P+)
Providers, colonoscopy
screenings must meet the
United State Preventive
Services Task Force's
(USPSTF) guidelines for $0
(100%) Covered Person cost-
sharing to apply.

100%, after a Copayment of
$750 per Provider per date of
service™*.

50%
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If the Covered Person uses If the Covered Person uses

PRIMAREAND EREVENTIVE a Preferred Provider, the a Non-Preferred Provider,

CARE Carrier will pay: the Carrier will pay:
SMOKING CESSATION 100% 50%
Deductible does not apply.
WOMEN'S PREVENTIVE CARE 100% 50%
Deductible does not apply.
ROUTINE GYNECOLOGICAL 100% 50%
EXAMINATION, PAP SMEAR
One (1) examination per Benefit
Period.
Deductible does not apply.
MAMMOGRAMS 100% 50%
Deductible does not apply.
NUTRITION COUNSELING 100% 50%

Maximum of six (6)
Preferred/Non-Preferred visits
per Benefit Period. Benefit
Period Maximum does not apply
to services that are prescribed
for Mental Health/Psychiatric
Care and Treatment for Alcohol
Or Drug Abuse And
Dependency.
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INPATIENT BENEFITS

If the Covered Person uses
a Preferred Provider, the
Carrier will pay:

If the Covered Person uses
a Non-Preferred Provider,
the Carrier will pay:

HOSPITAL SERVICES

* In the event of a Non-Preferred
Inpatient Emergency admission,
all benefits will be provided at the
Preferred level of benefits; and the
out of pocket expense will be no
higher than if services were
provided by a Preferred Provider.

100%, after a Copayment of
$750 per day, to a maximum
of $3,750, per admission.

Benefit Period Maximum:
Unlimited Preferred Inpatient
days. This maximum is
combined for all Preferred
Inpatient Hospital Services,
Mental Health/Psychiatric
Care (including Treatment for
Serious Mental lllness) and
Treatment for Alcohol or
Drug Abuse and
Dependency benefits.

50%*

Benefit Period Maximum:
Seventy (70) Non-Preferred
Inpatient days. This maximum
is combined for all Non-
Preferred Inpatient Hospital
Services, Mental
Health/Psychiatric Care
(including Treatment for
Serious Mental lllness) and
Treatment for Alcohol or Drug
Abuse and Dependency
benefits. This maximum is
part of, not separate from,
Preferred days maximum.

MEDICAL CARE

Cost-sharing does not apply to
physician/surgeon fees (including
Inpatient anesthesia) that are
prescribed for Mental
Health/Psychiatric Care and
Treatment for Alcohol Or Drug
Abuse And Dependency.

80%

50%

SKILLED NURSING CARE
FACILITY

Maximum of 120 Preferred/Non-
Preferred Inpatient days per
Benefit Period. Benefit Period
Maximum does not apply to
services that are prescribed for
Mental Health/Psychiatric Care
and Treatment for Alcohol Or
Drug Abuse And Dependency.

100% , after a Copayment of
$375 per day, to a maximum
of $1,875, per admission.

50%
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INPATIENT/OUTPATIENT
BENEFITS

If the Covered Person uses
a Preferred Provider, the
Carrier will pay:

If the Covered Person uses
a Non-Preferred Provider,
the Carrier will pay:

BLOOD 80% 50%
HOSPICE SERVICES 100% 50%
Respite Care: Maximum of
seven (7) Preferred/Non-
Preferred days every six (6)
months.
MATERNITY/OB-GYN/FAMILY
SERVICES
Maternity/Obstetrical Care
Professional services 100%, after a Single 50%
Copayment of $65
Facility services: 100%, after a Copayment of 50%
Inpatient/Birthing Center $750 per day, to a maximum
of $3,750, per admission.
Elective Abortions
Professional services 100%, after a Copayment of 50%
$65 per procedure.
Outpatient Facility services
Ambulatory Surgical Facility 100%, after a $300 50%
Copayment per procedure.
Hospital based 100%, after a $700 50%
Copayment per procedure.
Newborn Care 100%* 50%
* There is no cost-share applied
for Gonorrhea eye drops for
newborns.
Cost-sharing does not apply for
the first thirty-one (31) days
following birth.
Artificial Insemination 100%, after a Copayment of 50%

$65 per procedure.
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INPATIENT/OUTPATIENT
BENEFITS

If the Covered Person uses
a Preferred Provider, the
Carrier will pay:

If the Covered Person uses
a Non-Preferred Provider,
the Carrier will pay:

SURGICAL SERVICES
Ambulatory Surgical Facility

Cost-sharing does not apply to
services that are prescribed for
Mental Health/Psychiatric Care
and Treatment for Alcohol Or

Drug Abuse And Dependency.

Hospital based

Cost-sharing does not apply to
services that are prescribed for
Mental Health/Psychiatric Care
and Treatment for Alcohol Or

Drug Abuse And Dependency.

Outpatient Professional Charge

Cost-sharing does not apply to
services that are prescribed for
Mental Health/Psychiatric Care
and Treatment for Alcohol Or

Drug Abuse And Dependency.

Outpatient Anesthesia

Cost-sharing does not apply to
services that are prescribed for
Mental Health/Psychiatric Care
and Treatment for Alcohol Or

Drug Abuse And Dependency.

Second Surgical Opinion
Office Visits

Telemedicine Visits

100%, after a $300
Copayment per day.

100%, after a $700
Copayment per day.

80%

80%

100%, after a Copayment of
$65 per service/occurrence.

100%, after a Copayment of
$45 per service/occurrence.

50%

50%

50%

50%

50%

50%

If more than one (1) surgical procedure is performed by the same Professional Provider during
the same operative session, the Carrier will pay 100% of the Covered Service for the highest
paying procedure and 50% of the Covered Services for each additional procedure.
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INPATIENT/OUTPATIENT
BENEFITS

If the Covered Person uses
a Preferred Provider, the
Carrier will pay:

If the Covered Person uses
a Non-Preferred Provider,
the Carrier will pay:

MENTAL HEALTH/PSYCHIATRIC
CARE

Inpatient Treatment

100% , after a Copayment of
$750 per day, to a maximum
of $3,750, per admission.

Benefit Period Maximum:
Unlimited Preferred Inpatient
days. This maximum is
combined for all Preferred
Inpatient Hospital Services,
Mental Health/Psychiatric
Care (including Treatment for
Serious Mental lliness) and
Treatment for Alcohol or Drug
Abuse and Dependency
benefits.

50%
Benefit Period Maximum:
Seventy (70) Non-Preferred
Inpatient days. This
maximum is combined for all
Non-Preferred Inpatient
Hospital Services, Mental
Health/Psychiatric Care
(including Treatment for
Serious Mental lliness) and
Treatment for Alcohol or
Drug Abuse and
Dependency benefits. This
maximum is part of, not
separate from, Preferred
days maximum.

MENTAL HEALTH/PSYCHIATRIC
CARE

Outpatient Treatment

Office Visit 100%, after a Copayment of 50%
$65 per Provider per date of
service.
All Other 100%, after a Copayment of 50%
$65 per Provider per date of
service.
Telebehavioral Health 100% 50%
TRANSPLANT SERVICES
Inpatient Facility Charges 100%, after a Copayment of 50%
$750 per day, to a maximum
of $3,750, per admission.
Outpatient Facility Charges 100%, after a $300 50%

Copayment per procedure.
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INPATIENT/OUTPATIENT
BENEFITS

If the Covered Person uses
a Preferred Provider, the
Carrier will pay:

If the Covered Person uses
a Non-Preferred Provider,
the Carrier will pay:

TREATMENT OF ALCOHOL OR
DRUG ABUSE AND
DEPENDENCY

Inpatient Hospital
Detoxification and
Rehabilitation

100%, after a Copayment of
$750 per day, to a maximum
of $3,750, per admission.

Benefit Period Maximum:
Unlimited Preferred Inpatient
days. This maximum is
combined for all Preferred
Inpatient Hospital Services,
Mental Health/Psychiatric
Care (including Treatment for
Serious Mental lliness) and
Treatment for Alcohol or Drug
Abuse and Dependency
benefits.

50%

Benefit Period Maximum:
Seventy (70) Non-Preferred
Inpatient days. This
maximum is combined for all
Non-Preferred Inpatient
Hospital Services, Mental
Health/Psychiatric Care
(including Treatment for
Serious Mental lliness) and
Treatment for Alcohol or
Drug Abuse and
Dependency benefits. This
maximum is part of, not
separate from, Preferred
days maximum.

Hospital and Non-Hospital
Residential Care

Outpatient Treatment
Office Visit

All Other

100%, after a Copayment of
$750 per day, to a maximum
of $3,750, per admission.

Benefit Period Maximum:
Unlimited Preferred Inpatient
days. This maximum is
combined for all Preferred
Inpatient Hospital Services,
Mental Health/Psychiatric
Care (including Treatment for
Serious Mental lliness) and
Treatment for Alcohol or Drug
Abuse and Dependency
benefits.

100%, after a Copayment of
$65 per Provider per date of
service.

100%, after a Copayment of
$65 per Provider per date of
service.

50%

Benefit Period Maximum:
Seventy (70) Non-Preferred
Inpatient days. This
maximum is combined for all
Non-Preferred Inpatient
Hospital Services, Mental
Health/Psychiatric Care
(including Treatment for
Serious Mental lliness) and
Treatment for Alcohol or
Drug Abuse and
Dependency benefits. This
maximum is part of, not
separate from, Preferred
days maximum.

50%

50%

Telebehavioral Health

100%

50%

29




OUTPATIENT BENEFITS

If the Covered Person uses
a Preferred Provider, the
Carrier will pay:

If the Covered Person uses
a Non-Preferred Provider,
the Carrier will pay:

AMBULANCE
SERVICES/TRANSPORT

Emergency
Deductible does not apply.

Non-emergency

* The Covered Person's out of
pocket expense for emergency
services will be no higher than if
services were provided by a
Preferred Provider.

100%, after a Copayment of
$100.

100%, after a Copayment of
$150.

100%, after a Copayment of
$100.*

50%

AUTISM SPECTRUM DISORDERS

Benefit Period Maximums and
visit limits do not apply

Same cost-sharing as any
other medical service within
the applicable medical service
(For example, therapy
services, Diagnostic Services,

Same cost-sharing as any
other medical service within
the applicable medical
service (For example,
therapy services, Diagnostic

etc.) Services, etc.)

DAY REHABILITATION 80% per service/occurrence. 50%
PROGRAM

Benefit Period Maximum: Thirty

(30) Preferred/Non-Preferred

sessions.
DIABETIC EDUCATION 100% 0%
PROGRAM

Benefits for Non-Preferred
services are not available.

DIABETIC EQUIPMENT AND 50% 50%
SUPPLIES
DIAGNOSTIC SERVICES

Routine Diagnostic/Radiology

Services (including Allergy

Testing)

Freestanding 100%, after a Copayment of 50%
$60 per visit.
Hospital Based 100%, after a Copayment of 50%
$90 per visit.
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OUTPATIENT BENEFITS

If the Covered Person uses
a Preferred Provider, the
Carrier will pay:

If the Covered Person uses
a Non-Preferred Provider,
the Carrier will pay:

Non-Routine
Diagnostic/Radiology Services
(including MRI/MRA, CT scans,
PET scans and Nuclear
Cardiology Imaging.)

Freestanding 100%, after a Copayment of 50%
$120 per visit.
Hospital Based 100%, after a Copayment of 50%
$160 per visit.
Sleep Studies
Home/Freestanding Sleep 100%, after a $300 50%
Center Copayment per visit.
Hospital Based 100%, after a $700 50%
Copayment per visit.
Laboratory and Pathology
Tests
Freestanding Laboratory 100%, after a $10 Copayment 50%
per visit.
Hospital based Laboratory 100%, after a $85 Copayment 50%
per visit.
DURABLE MEDICAL 50% 50%

EQUIPMENT AND
CONSUMABLE MEDICAL
SUPPLIES, PROSTHETICS,
ORTHOTICS

Cost-sharing does not apply to
services that are prescribed for
Mental Health/Psychiatric Care
and Treatment for Alcohol Or

Drug Abuse And Dependency.

EMERGENCY CARE SERVICES
Deductible does not apply.

* The Covered Person's out of
pocket expense will be no
higher than if services were
provided by a Preferred
Provider.

100%, after a Copayment of
$400 per service/occurrence.

(waived if admitted)

100%, after a Copayment of
$400 per
service/occurrence.®

(waived if admitted)

31




OUTPATIENT BENEFITS

If the Covered Person uses
a Preferred Provider, the
Carrier will pay:

If the Covered Person uses
a Non-Preferred Provider,
the Carrier will pay:

HABILITATIVE THERAPY
SERVICES

Physical Therapy/Occupational
Therapy

Benefit Period Maximum:
Thirty (30) Preferred/Non-
Preferred sessions of Physical
Therapy/Occupational
Therapy combined. Benefit
Period Maximum does not
apply to services that are
prescribed for Mental
Health/Psychiatric Care and
Treatment for Alcohol Or Drug
Abuse And Dependency.

Freestanding

Hospital Based

100%, after a Copayment of
$65 per Provider per date of
service.

100%, after a Copayment of
$95 per Provider per date of
service.

50%

50%

Speech Therapy

Benefit Period Maximum:
Thirty (30) Preferred/Non-
Preferred sessions. Benefit
Period Maximum does not
apply to services that are
prescribed for Mental
Health/Psychiatric Care and
Treatment for Alcohol Or Drug
Abuse And Dependency.

100%, after a Copayment of
$65 per Provider per date of
service.

50%
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If the Covered Person uses If the Covered Person uses

OUTPATIENT BENEFITS a Preferred Provider, the a Non-Preferred Provider,
Carrier will pay: the Carrier will pay:
HOME HEALTH CARE $150 Copayment per visit 50%

First maternity home health care
visit within forty-eight (48) hours of
early discharge is exempt from
Coinsurance amounts.

Benefit Period Maximum: Sixty
(60) Preferred/Non-Preferred
sessions. Benefit Period
Maximum and cost-sharing do
not apply to services that are
prescribed for Mental
Health/Psychiatric Care and
Treatment for Alcohol Or Drug
Abuse And Dependency.

INJECTABLE MEDICATIONS
Specialty Drugs

Home/Office 100%, after a Copayment of 50%
$120 per visit.

Outpatient 100%, after a Copayment of 50%
$240 per visit.

Standard Injectable Drugs 100%, after a Copayment of 50%
$60 per visit.

The cost-sharing amounts for injected or infused drugs set forth above are applicable to those
injected or infused drugs administered to a Covered Person who does not receive cost-sharing
assistance such as coupons/copay cards provided by a drug manufacturer. In the event a Covered
Person does elect to receive such cost-sharing assistance, amounts paid or credited by a drug
manufacturer on behalf of a Covered Person will not accrue toward the satisfaction of the Covered
Person’s Program Deductible or Out-of-Pocket Limit. Additionally, the Carrier may elect to
implement a program whereby each separate injected or infused drug will be paid by the Carrier
subject to variable copayment amounts. This variable copayment amount associated with an
injected or infused drug or for certain other high-cost injected or infused drugs experienced by a
Covered Person will not result in a Covered Person paying more cost-sharing out of pocket for an
injected or infused drug than they would have paid absent the Carrier’s application of the program.
Covered Persons who exhaust cost-sharing assistance available from a manufacturer will not be
responsible for more cost-sharing for the drug or refill than the amount for which they were
responsible while receiving such cost-sharing assistance.

MEDICAL FOODS AND 80% 50%
NUTRITIONAL FORMULAS

Deductibles do not apply.
METHADONE TREATMENT 100% 50%
NON-SURGICAL DENTAL 80% 50%
SERVICES
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OUTPATIENT BENEFITS

If the Covered Person uses
a Preferred Provider, the
Carrier will pay:

If the Covered Person uses
a Non-Preferred Provider,
the Carrier will pay:

PRESCRIPTION DRUGS
Deductibles do not apply.

Retail Pharmacy

* Low-Cost Generic Drugs will
be covered at 100%, after a $3
Copayment

Specialty Drug Prescription or
refill of 1-30 day supply**

Mail Order Pharmacy?
Prescription or refill of 31-90

day supply

* Low-Cost Generic Drugs will
be covered at 100%, after a $6
Copayment

Contraceptives, mandated by the
Women's Preventive Services
provision of PPACA, are covered
at 100% when obtained from a
Preferred Pharmacy or Preferred
Mail Order Pharmacy for certain
generic products and brand
products. All other contraceptive
products are covered at standard
cost-sharing as reflected in this
Schedule of Benefits.

100%, after a Copayment of
$20 for Generic Drugs*, and
$100 Copayment for
Preferred Brand and 50% for
Non-Preferred Drugs, up to a
Maximum of a $200 amount
per prescription or refill.

50%, or 100% after Covered
Person paying 50% reaches
Maximum of $1,000 per
prescription or refill.

100%, after a Copayment of
$40 for Generic Drugs*, and
$200 Copayment for
Preferred Brand and 50% for
Non-Preferred Drugs, up to a
Maximum of a $400 amount
per prescription or refill.

30%

Not Covered

Not Covered

**  The cost-sharing amounts for a Specialty Drug prescription or for certain other high-cost
Prescription Drugs set forth above are applicable to those Prescription Drugs dispensed to a
Covered Person who does not receive cost-sharing assistance such as coupons/copay cards
provided by a drug manufacturer. In the event a Covered Person does elect to receive such
cost-sharing assistance, amounts paid or credited by a drug manufacturer on behalf of a
Covered Person will not accrue toward the satisfaction of the Covered Person’s Program
Deductible or Out-of-Pocket Limit. Additionally, the Carrier may elect to implement a program
whereby each separate Prescription Order or refill for the Prescription Drug will be paid by the

Carrier subject to the Covered Person's Coinsurance of 30%. This 30% Coinsurance associated
with a Specialty Drug prescription or for certain other high-cost Prescription Drugs experienced
by a Covered Person will not result in a Covered Person paying more cost-sharing out of pocket
for a Prescription Drug or refill than they would have paid absent the Carrier’s application of the
program. Covered Persons who exhaust cost-sharing assistance available from a manufacturer
will not be responsible for more cost-sharing for the Prescription Drug or refill than the amount
for which they were responsible while receiving such cost-sharing assistance.

31-90 day supplies of drugs to treat chronic conditions are available at the mail order Pharmacy
and a designated retail Pharmacy.
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OUTPATIENT BENEFITS

If the Covered Person uses
a Preferred Provider, the
Carrier will pay:

If the Covered Person uses
a Non-Preferred Provider,
the Carrier will pay:

REHABILITATIVE THERAPY
SERVICES
Physical Therapy/Occupational
Therapy

Benefit Period Maximum:
Thirty (30) Preferred/Non-
Preferred sessions of Physical
Therapy/Occupational
Therapy combined. Benefit
Period Maximum does not
apply to services that are
prescribed for Mental
Health/Psychiatric Care and
Treatment for Alcohol Or Drug
Abuse And Dependency.

Freestanding

Hospital Based

Speech Therapy

Benefit Period Maximum:
Thirty (30) Preferred/Non-
Preferred sessions. Benefit
Period Maximum does not
apply to services that are
prescribed for Mental
Health/Psychiatric Care and
Treatment for Alcohol Or Drug
Abuse And Dependency.

100%, after a Copayment of
$65 per Provider per date of
service.

100%, after a Copayment of
$95 per Provider per date of
service.

100%, after a Copayment of
$65 per Provider per date of
service.

50%

50%

50%
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OUTPATIENT BENEFITS

If the Covered Person uses
a Preferred Provider, the
Carrier will pay:

If the Covered Person uses
a Non-Preferred Provider,
the Carrier will pay:

SPECIALIST
OFFICE/TELEMEDICINE
VISITS*
Office Visits 100%, after a Copayment of 50%
$65 per Provider per date of
service.
Telemedicine Visits 100%, after a Copayment of 50%
$45 per Provider per date of
service.
* If a Covered Person
receives Covered Services in
addition to an office visit,
additional Copayments,
Deductibles or Coinsurance
may apply.
SPINAL MANIPULATIONS 100%, after a Copayment of 50%
$50 per Provider per date of
Benefit Period Maximum: service.
Twenty (20) Preferred/Non-
Preferred sessions.
THERAPY SERVICES
Cardiac Rehabilitation Therapy 100%, after a Copayment of 50%
$65 per Provider per date of
Benefit Period Maximum: service.
Thirty-six (36) Preferred/Non-
Preferred sessions.
Chemotherapy 100%, after a Copayment of 50%
Cost-sharing does not apply to $65 per Provider per date of
services that are prescribed for service.
Mental Health/Psychiatric Care
and Treatment for Alcohol Or
Drug Abuse And Dependency.
Dialysis 100%, after a Copayment of 50%

Cost-sharing does not apply to
services that are prescribed for
Mental Health/Psychiatric Care
and Treatment for Alcohol Or

Drug Abuse And Dependency.

$65 per Provider per date of
service.
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OUTPATIENT BENEFITS

If the Covered Person uses
a Preferred Provider, the
Carrier will pay:

If the Covered Person uses
a Non-Preferred Provider,
the Carrier will pay:

Infusion Therapy

Cost-sharing does not apply to
services that are prescribed for
Mental Health/Psychiatric Care
and Treatment for Alcohol Or

Drug Abuse And Dependency.

Home/Office 100%, after a Copayment of 50%
$65 per Provider per date of
service.
Outpatient 100%, after a Copayment of 50%
$130 per Provider per date of
service.
Pulmonary Rehabilitation 100%, after a Copayment of 50%
Therapy $65 per Provider per date of
service.
Benefit Period Maximum:
Thirty-six (36) Preferred/Non-
Preferred sessions.
Radiation Therapy 100%, after a Copayment of 50%
Cost-sharing does not apply to $65 per Provider per date of
services that are prescribed for service.
Mental Health/Psychiatric Care
and Treatment for Alcohol Or
Drug Abuse And Dependency.
Respiratory Therapy 100%, after a Copayment of 50%
$65 per Provider per date of
service.
URGENT CARE CENTER 100%, after a Copayment of 50%

$65 per Provider per date of
service.
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If the Covered Person If the Covered Person

OUTPATIENT BENEFITS . does not utilize a
utilizes a contracted

(Continued) . . . contracted vendor, the
vendor, the Carrier will pay: - - g
Carrier will pay:
VIRTUAL CARE SERVICES
Telemedicine Visit (Vendor/Virtual 100% Not Covered
Provider)
Teledermatology 100% Not Covered
Telebehavioral Health 100% Not Covered
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OUTPATIENT BENEFITS
(Continued)

If the Covered Person uses
a Preferred Provider, the
Carrier will pay:

If the Covered Person uses
a Non-Preferred Provider,
the Carrier will pay:

VISION CARE (PEDIATRIC)

Routine Eye Exams and
Refractions

Eyeglasses, including
Spectacle Lenses and Frames

Elective Contact Lenses (in lieu
of eyeglasses) including
Standard, Specialty and
Disposable Lenses

Davis Collection

Non-Collection

Elective Contact Lenses Fitting
and Follow-up Care
Standard Lenses

Disposable/Specialty Lenses

Medically Necessary Contact
Lenses (in lieu of eyeglasses or
elective contact lenses)
including standard, specialty
and disposable lenses (with
prior approval)

100%

100%

100%

100%, up to a maximum of
$150 towards purchase and
a 15% discount off balance
over the $150 maximum, not
available at all Preferred
Providers

100%

100%, up to a maximum of
$60 towards purchase and a
15% discount off balance
over the $60 maximum, not
available at all Preferred
Providers

100%

Benefits for Non-Preferred
services are not available.

Benefits for Non-Preferred
services are not available.

Benefits for Non-Preferred
services are not available.

Benefits for Non-Preferred
services are not available.

Benefits for Non-Preferred
services are not available.

Benefits for Non-Preferred
services are not available.

Benefits for Non-Preferred
services are not available.
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OUTPATIENT BENEFITS
(Continued)

If the Covered Person uses
a Participating Dentist, the
Carrier will pay:

If the Covered Person uses
a Non-Participating Dentist,
the Carrier will pay:

PEDIATRIC DENTAL SERVICES

Dental Deductible: $50 per
eligible Covered Person must
be met before applicable
coinsurance amounts are
applied. The Program
Deductible does not apply.

Service Categories

Oral Evaluations (Exams)

Radiographs (All X-Rays)

Prophylaxis (Cleanings)

Fluoride Treatments

Palliative Treatment

(Emergency)

Sealants

100%
Dental deductible does not

apply.
50%

Dental deductible does not
apply.

100%
Dental deductible does not

apply.

100%
Dental deductible does not

apply.

50%
Dental deductible does not
apply.

100%
Dental deductible does not

apply.

0%

0%

0%

0%

0%

0%
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OUTPATIENT BENEFITS
(Continued)

If the Covered Person uses
a Participating Dentist, the
Carrier will pay:

If the Covered Person uses
a Non-Participating Dentist,
the Carrier will pay:

PEDIATRIC DENTAL SERVICES

Service Categories (Continued)
Teledentistry, synchronous or
asynchronous

Other Diagnostic & Preventive
Services

Space Maintainers

Amalgam Restorations (Metal
fillings)

Resin-based Composite
Restorations (White fillings)

Crowns, Inlays, Onlays
Crown Repair

Endodontic Therapy (Root
canals, etc.)

Other Endodontic Services
Surgical Periodontics
Non-Surgical Periodontics
Periodontal Maintenance

Prosthetics (Complete or Fixed
Partial Dentures)

Adjustments and Repairs of
Prosthetics

Other Prosthetic Services
Maxillofacial Prosthetics
Implant Services

Simple Extractions
Surgical Extractions

Oral Surgery

General Anesthesia, Nitrous
Oxide and/or IV Sedation

Consultations

Adjunctive General Services
Medically Necessary
Orthodontics, with the Carrier's
prior approval and a written plan
of care

100%
Dental deductible does not
apply.
Not Covered

50%
50%

50%

50%
50%
50%

50%
50%
50%
50%
50%

50%

50%

Not Covered
50%
50%
50%
50%
50%

100%
Dental deductible does not
apply.
Not Covered
50%
Dental deductible does not
apply.

0%

0%

0%
0%

0%

0%
0%
0%

0%
0%
0%
0%
0%

0%

0%
0%
0%
0%
0%
0%
0%

0%

0%
0%
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The Contract is subject to a number of exclusions, conditions and limitations. These
include the following:

The Covered Person must continue to reside in the geographic area served by the Carrier.
Should the Covered Person change residence to a geographic area outside the area served
by the Carrier and wish to continue coverage, the Covered Person must transfer coverage
to the Blue Cross and Blue Shield plans that serve the area of new residence.

No benefit will be provided for services, supplies or charges:

Which are not Medically Necessary as determined by the Carrier for the diagnosis or
treatment of illness or injury;

Which are Experimental/Investigative in nature, except, as approved by the Carrier,
Routine Patient Costs Associated With Qualifying Clinical Trials that meets the definition
of a Qualifying Clinical Trial under this Contract;

Which were Incurred prior to the Covered Person's Effective Date of coverage;

Which were or are Incurred after the date of termination of the Covered Person's
coverage except as provided in the "Benefits After Termination Of Coverage" subsection
of this Contract;

For any loss sustained or expenses Incurred during military service while on active duty;
or as a result of enemy action or act of war, whether declared or undeclared;

While a Covered Person is incarcerated in any adult or juvenile penal or correctional
facility or institution;

For care for conditions that federal, state or local law requires to be treated in a public
facility;

For which a Covered Person would have no legal obligation to pay;

For Claims paid or payable by Medicare when Medicare is primary. For purposes of this
Contract exclusion, coverage is not available for a service, supply or charge that is
"payable under Medicare" when the Covered Person is eligible to enroll for Medicare
benefits, regardless of whether the Covered Person actually enrolls for, pays applicable
premium for, maintains, claims or receives Medicare benefits. The amount excluded for
these claims will be either the amount "payable under Medicare" or the applicable plan
fee schedule for the service, at the discretion of the Carrier;

For any occupational illness or bodily injury which occurs in the course of employment if
benefits or compensation are available, in whole or in part, under the provisions of the
Worker's Compensation Law or any similar Occupational Disease Law or Act. This
exclusion applies whether or not the Covered Person claims the benefits or
compensation;

To the extent benefits are provided by the Veteran's Administration or by the Department
of Defense for members of the armed forces of any nation while on active duty;

For injuries resulting from the maintenance or use of a motor vehicle if such treatment or
service is paid under a plan or policy of motor vehicle insurance, including a certified
self-insured plan, or payable in any manner under the Pennsylvania Motor Vehicle
Financial Responsibility Law;
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Which are not billed and performed by a Provider as defined under this Contract as a

"Professional Provider", "Facility Provider" or "Ancillary Provider" except as otherwise

indicated under the subsections entitled:

(a) "Habilitative Therapy Services";

(b) "Rehabilitative Therapy Services";

(c) "Therapy Services" (that identifies covered Therapy Services as provided by licensed
therapists); and

(d) "Ambulance Services/Transport"

of the Description of Benefits section of this Contract;

Rendered by a member of the Covered Person's Immediate Family;

Performed by a Professional Provider enrolled in an education or training program when
such services are related to the education or training program and are provided through
a Hospital or university;

For ambulance services/transport except as specifically provided in the Ambulance
Services/Transport benefit as specified in the Description of Benefits section of this
Contract;

For services and supplies provided in conjunction with procedures that are determined to
be cosmetic under the Contract. A procedure is "cosmetic" if it is designed to improve
the appearance of any portion of the body, but is not expected to produce any significant
improvement in physiologic function. This "cosmetic" exclusion does not apply to
covered surgical procedures performed for: (a) newborns within the first thirty-one (31)
days after birth, and beyond that period if continuously covered under this Contract, for
care and treatment of medically diagnosed congenital defects or birth abnormalities; (b)
reconstructive surgery after mastectomy as required by law; (c) reconstructive surgery
performed for the purpose of approximating or restoring original physical appearance
from: (1) anomalies caused by an accidental injury; or (2) anomalies caused by previous
surgery or other medical intervention to treat illness or disease; or (d) cosmetic
procedures necessitated by a covered illness or injury.

For telephone consultations, charges for failure to keep a scheduled visit, or charges for
completion of a claim form;

For Alternative Therapies/complementary medicine, including but not limited to,
acupuncture, music therapy, dance therapy, equestrian/hippotherapy, homeopathy,
primal therapy, rolfing, psychodrama, vitamin or other dietary supplements and therapy,
naturopathy, hypnotherapy, bioenergetic therapy, Qi Gong, Ayurvedic therapy,
aromatherapy, massage therapy, therapeutic touch, recreational, wilderness,
educational and sleep therapies;

For marriage counseling;
For Custodial Care, domiciliary care or rest cures;

For equipment costs related to services performed on high cost technological equipment
as defined by the Carrier, such as, but not limited to, computer tomography (CT)
scanners, magnetic resonance imagers (MRI) and linear accelerators, unless the
acquisition of such equipment by a Professional Provider was approved through the
Certificate of Need (CON) process and/or by the Carrier;

For dental services related to the care, filling, removal or replacement of teeth (including

dental implants to replace teeth or to treat congenital anodontia, ectodermal dysplasia or
dentiogenesis imperfecta), and the treatment of injuries to or diseases of the teeth, gums
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or structures directly supporting or attached to the teeth, except as otherwise specifically
stated in this Contract. Services not covered include, but are not limited to, apicoectomy
(dental root resection), prophylaxis of any kind, root canal treatments, soft tissue
impactions, alveolectomy, bone grafts or other procedures provided to augment an
atrophic mandible or maxilla in preparation of the mouth for dentures or dental implants;
and treatment of periodontal disease unless otherwise indicated. This exclusion does not
apply to dental services provided for the initial treatment of an Accidental Injury/trauma;

For dental implants for any reason;
For dentures, unless for the initial treatment of an Accidental Injury/trauma;

For orthodontic treatment, except for appliances used for palatal expansion to treat
congenital cleft palate;

For injury as a result of chewing or biting (neither is considered an Accidental Injury);

For treatment of temporomandibular joint syndrome (TMJ), also known as
craniomandibular disorders (CMD), with intraoral devices or with any non-surgical
method to alter vertical dimension;

For routine foot care, as defined in the Carrier's Medical Policy unless associated with
the Medically Necessary treatment of peripheral vascular disease and/or peripheral
neuropathic disease, including but not limited to diabetes;

For supportive devices for the foot (orthotics), such as, but not limited to, foot inserts,
arch supports, heel pads and heel cups, and orthopedic/corrective shoes, except for
orthotics or podiatric appliances required for the prevention of complications associated
with diabetes;

For hearing or audiometric examinations, and Hearing Aids and the fitting thereof; and,
routine hearing examinations. Services and supplies related to these items are not
covered. Cochlear electromagnetic hearing devices, a semi-implantable Hearing Aid, is
not covered. Cochlear electromagnetic hearing devices are not considered cochlear
implants;

For assisted fertilization techniques such as, but not limited to, in-vitro fertilization,
gamete intra-fallopian transfer (GIFT) and zygote intra-fallopian transfer (ZIFT);

For sex therapy or other forms of counseling for treatment of sexual dysfunction when
performed by a non-licensed sex therapist;

For treatment of obesity, including surgical treatment of obesity and pharmacological
drugs for the treatment of obesity management. This exclusion does not apply to
nutrition counseling visits/sessions as described in the "Nutrition Counseling" provision
under the Description of Benefits section of this Contract;

Pharmacological drugs for the treatment of obesity including coverage for other FDA
approved indications when the benefit to the condition is due to weight loss or the
reliable evidence does not establish clinical effectiveness independent of weight loss;

As described under "Durable Medical Equipment" in the Description of Benefits
section, for personal hygiene, comfort and convenience items; equipment and devices of
a primarily nonmedical nature; equipment inappropriate for home use; equipment
containing features of a medical nature that are not required by the Covered Person's
condition; non-reusable supplies; equipment which cannot reasonably be expected to

44



serve a therapeutic purpose; duplicated equipment, whether or not rented or purchased
as a convenience; and devices and equipment used for environmental control; and
customized wheelchairs;

For eyeglasses, lenses or contact lenses and the vision examination for prescribing or
fitting eyeglasses or contact lenses unless otherwise indicated in this Contract;

For correction of myopia or hyperopia by means of corneal microsurgery, such as
keratomileusis, keratophakia, and radial keratotomy and all related services;

For Orthoptic/Pleoptic therapy;

For preventive services except as specifically provided for in the Primary and Preventive
Care subsection in the Description of Benefits section of this Contract;

For weight reduction and premarital blood tests;

For preventive screening examinations, except for mammograms and those screening
examinations listed under "Pediatric Preventive Care", "Adult Preventive Care",
"Women's Preventive Care", and "Diagnostic Services" in the Description of Benefits
section of this Contract;

For travel, whether or not it has been recommended by a Professional Provider or if it is
required to receive treatment at an out of area Provider;

For immunizations required for employment purposes or travel,

For laboratory and pathology tests in connection with obtaining or continuing
employment;

For care in a: (a) long term care facility, including a: (1) nursing home; (2) assisted living
facility; and (3) board and care home; (b) continuing care retirement facility; (c)
convalescent home; (d) school, with the exception of behavioral health services
specified in the Carrier’'s Medical Policies; (e) camp, with the exception of behavioral
health services specified in the Carrier's Medical Policies; or (f) institution for
intellectually disabled children;

For counseling or consultation with a Covered Person's relatives, or Hospital charges for
a Covered Person's relatives or guests, except as may be specifically provided or
allowed in the "Treatment for Alcohol or Drug Abuse and Dependency" or "Transplant
Services" sections of the Description of Benefits;

For medical supplies such as but not limited to thermometers, ovulation kits and early
pregnancy or home pregnancy testing kits;

For home blood pressure machines, except for Covered Persons: (a) with pregnancy-
induced hypertension; (b) with hypertension complicated by pregnancy; (c) with end-
stage renal disease receiving home dialysis; or (d) who are eligible for home blood
pressure machine benefits as required based on ACA preventive mandates;

For medication other than Prescription Drugs unless such medication is administered on
an Inpatient basis;

For Prescription Drugs used for Experimental/Investigative purposes, or Prescription
Drugs prescribed or used for cosmetic purposes (such as hair growth or wrinkle removal,
etc.);
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For appetite suppressants;

For oral non-elemental nutritional supplements (e.g. Boost, Ensure, NeoSure,
PediaSure, Scandishake), casein hydrolyzed formulas (e.g. Nutramigen, Alimentum,
Pregestimil), or other nutritional products including, but not limited to, banked breast
milk, basic milk, milk-based, and soy-based products. This exclusion does not apply to
Medical Foods and Nutritional Formulas as provided for and defined in the Medical
Foods and Nutritional Formulas benefit in the Description of Benefits section of this
Contract;

For elemental semi-solid foods (e.g. Neocate Nutra);
For products that replace fluids and electrolytes (e.g. Electrolyte Gastro, Pedialyte);

For oral additives (e.g. Duocal, fiber, probiotics, or vitamins) and food thickeners (e.g.
Thick-It, Resource ThickenUp);

For supplies associated with the oral administration of formula (e.g. bottles, nipples);
For Inpatient and Outpatient Private Duty Nursing services;

For charges Incurred for expenses in excess of Benefit Maximums as specified in the
Schedule of Benefits of this Contract;

For research studies;

For Cognitive Rehabilitative Therapy except when provided integral to other supportive
therapies, such as, but not limited to physical, occupational and speech therapies in a
multidisciplinary, goal-oriented and integrated treatment program designed to improve
management and independence following neurological damage to the central nervous
system injury caused by iliness or trauma (e.g. stroke, acute brain insult,
encephalopathy);

For Self-Administered Prescription Drugs, regardless of whether the drugs are provided

or administered by a Provider. Drugs are considered Self-Administered Prescription

Drugs even when initial medical supervision and/or instruction is required prior to patient

self-administration. This exclusion does not apply to Self-Administered Prescription

Drugs that are:

(a) Covered under the "Prescription Drugs/Medicines" subsection of the Description of
Benefits section of this Contract;

(b) Mandated to be covered by law, such as insulin or any drugs required for the
treatment of diabetes; or

(c) Required for treatment of an emergency condition that requires a Self-Administered
Drug;

For Convenience Pack drugs which combine two or more individual drug products into a
single package with a unique national drug code;

For Liposuction (Suction-Assisted Lipectomy) for the treatment of lipedema. This
exclusion does not apply to: (a) Liposuction (Suction-Assisted Lipectomy) for the
treatment of lipedema when the Carrier: (1) Determines the Liposuction (Suction-
Assisted Lipectomy) is Medically Necessary; and (2) The Liposuction (Suction-Assisted
Lipectomy) is limited to one procedure per area of the body per lifetime;
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For services designated as intensive behavioral health services/pediatric intensive
behavioral health services (defined in Pennsylvania Medical Assistance Manual Chapter
1155), except as specifically provided under this Program (For example, Home Health
Care);

For drugs, biologics, or gene therapies, with the exception of cancer treatments, that
receive an accelerated approval based on surrogate endpoints with the requirement by
the FDA to perform confirmatory trials to demonstrate clinical benefits and not of a final,
standard, traditional FDA approval for a period of eighteen (18) months after the
accelerated approval.

Monoclonal antibodies directed against amyloid for the treatment of Alzheimer’s
disease (e.g., aducsnumab-avwa)

Delandistrogene moxeparvovec
Tofersen

Exon skipping drugs for Duchenne Muscular Dystrophy (DMD) (e.g., Eteplirsen,
Golodirsen, Viltolarsen, Casimersen)

Lecanemab-irmb (Leqgembi)

For the diagnosis and treatment of Autism Spectrum Disorders that is provided through a
school as part of an individualized education program.

For the diagnosis and treatment of Autism Spectrum Disorders that is not included in the
ASD Treatment Plan for Autism Spectrum Disorders.

For any other service or treatment except as provided in this Contract.

GUARANTEED RENEWABLE/PREMIUM SUBJECT TO CHANGE ON A CLASS BASIS:

The Contract can be renewed on an annual basis on the anniversary date which is January
1 except for:

a.

nonpayment of the requested premium; or

b. fraud or intentional misrepresentation of a material fact; or

C.

the carrier non-renews the Contract form for all enrolled persons. In such case, the
Carrier will provide notice to each Covered Person at least ninety (90) days prior to the
date of discontinuance of such coverage. Such notice will provide enrolled persons with
the option to purchase any other individual health insurance coverage currently offered
by the Carrier. (The person may apply for a new direct pay coverage, without proof of
insurability, by applying within sixty (60) days of such termination. The direct pay
coverage will be the same coverage, or one that nearly approximates the coverage of
the Contract, if the original Contract form is no longer offered by the Carrier, and will be
effective on the date that coverage terminated under the prior coverage at the rate then
in effect); or

the Carrier non-renews the Contract because it elects to discontinue offering all health
insurance coverage in the individual market in Pennsylvania. In such case, the Carrier
will provide notice to all enrolled persons and the Pennsylvania Insurance Department of
such discontinuance at least 180 days prior to the date of the expiration of the coverage;
or
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e. the Carrier non-renews the Contract because the Covered Person no longer resides in
the geographic area served by the Carrier. Should the Covered Person change
residence to a geographic area outside the area served by the Carrier and wishes to
continue coverage, the Covered Person must transfer coverage to the Blue Cross and
Blue Shield plan that serves the area of new residence.

f. In the case of a Dependent who is no longer eligible for coverage under the Contract,
the Dependent may apply for a new direct pay coverage, without proof of insurability, by
applying within sixty (60) days of such termination. The direct pay coverage will be the
same coverage, or one that nearly approximates the coverage of the Contract, if the
original Contract form is no longer offered by the Carrier, and will be effective on the
date that coverage terminated under the prior coverage at the rate then in effect.

Non-renewal shall not be based on any health status related to a Covered Person.
The Applicant must make timely payment of all premium due.

a. The premium rates for this Contract shall be in accordance with the rating methodology
filed with and approved by the Insurance Department of the Commonwealth of
Pennsylvania. Premium rates for this Contract are based on a member-level buildup
using a per member per month base rate adjusted for the customer's member-specific
characteristics of age, geographic area and tobacco use.

b. The Carrier reserves the right to change the premium for the Contract on a class basis.

c. Any change in the premium rates shall become effective upon the expiration of the
period covered by the Applicant's current premium as applied by the Carrier. The
Applicant shall be given notice of such change, and payment of the new premium rate
shall be considered receipt of notice and acceptance of the change in the premium rate.
In the event the Applicant fails to make payment of the new premium within thirty (30)
days after the new premium rate became due and payable (see the "Grace Period"
subsection of the General Provisions of the Contract), the Contract shall terminate
automatically on the last day of the grace period.

For purposes of the provisions of the Patient Protection and Affordable Care Act with respect to

the Development and Utilization of Uniform Explanation of Coverage Documents and
Standardized Definitions the Policy Year for this Contract will be a Calendar Year.
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INDIVIDUAL COMPREHENSIVE MAJOR MEDICAL PREFERRED PROVIDER POLICY
(PERSONAL CHOICE®)

is issued by

QCC INSURANCE COMPANY
(Called the Carrier)

A Pennsylvania corporation
Located at:
1901 Market Street
Philadelphia, PA 19103

This Contract is a health policy that provides, to Covered Persons, coverage for major hospital,
medical, and surgical expenses incurred as a result of a covered accident or sickness.
Coverage is provided for daily hospital room and board, miscellaneous hospital services,
surgical services, anesthesia services, in-hospital medical services and out-of-hospital care,
subject to the Deductibles and Coinsurance provisions. This Comprehensive Major Medical
Contract is marketed by the Carrier as a Preferred Provider Organization benefit program that
utilizes a Preferred Provider Network to maximize benefits while offering Covered Persons the
choice of selecting Non-Preferred Providers, except where specifically prohibited by the
Contract, subject to a reduction of benefits. This Contract utilizes extensive Precertification and
utilization management procedures which must be followed to maximize benefits and avoid
penalties. Failure to obtain Precertification for services provided by a BlueCard Provider or an
out-of-network (Non-Preferred) Provider will result in a 50% reduction in benefits. This coverage
does not supplement any basic hospital or basic medical insurance coverage.

NOTICE OF COVERED PERSON'S RIGHT TO EXAMINE CONTRACT: The Applicant has a
right to return this Contract within ten (10) days of delivery for refund of the full premium paid if,
after examination of this Contract, the Applicant is not satisfied for any reason. This Contract
may be returned to: QCC Insurance Company, 1901 Market Street, Philadelphia, PA 19103. If
the Contract is returned, it will be null and void from the beginning and no benefits will be
payable under its terms.

NOTE: READ THIS PROVISION CAREFULLY

GUARANTEED RENEWABLE/PREMIUM SUBJECT TO CHANGE ON A CLASS BASIS: This

Contract can be renewed on an annual basis on the anniversary date which is January 1 except

for:

a. nonpayment of the required premium; or

b. fraud or intentional misrepresentation of a material fact; or

c. the Carrier non-renews this Contract form for all enrolled persons. In such case, the Carrier
will provide notice to each Covered Person at least ninety (90) days prior to the date of
discontinuation of such coverage. Such notice will provide enrolled persons with the option
to purchase, without proof of insurability any other individual health insurance coverage
currently offered by the Carrier; or

Guaranteed renewable provisions continue on page (2) of this Contract form.
THIS IS A NON-PARTICIPATING CONTRACT
Form No. 08535.0FF Rev. 1.26 57

Benefits underwritten by QCC Insurance Company, a subsidiary of Independence Blue Cross -
independent licensees of the Blue Cross and Blue Shield Association.
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d.

the Carrier non-renews this Contract because it elects to discontinue offering all health
insurance coverage in the individual market in Pennsylvania. In such case, the Carrier will
provide notice to all enrolled persons and the Pennsylvania Insurance Department of such
discontinuation at least one hundred and eighty (180) days prior to the date of the expiration
of the coverage; or

the Carrier non-renews this Contract because the Covered Person no longer resides in the
geographic area served by the Carrier. Should the Covered Person change residence to a
geographic area outside the area served by the Carrier and wishes to continue coverage,
the Covered Person must transfer coverage to the Blue Cross and Blue Shield plan that
serves the area of new residence.

Nonrenewal shall not be based on any health status-related factors of a Covered Person.

The Applicant must make timely payment of all premium due.

a.

The premium rates, at any given time, are those listed in the Schedule of Rates on file with
the Pennsylvania Insurance Department.

The Carrier reserves the right to change the premium rate for the Contract on a class basis.

Any change in the premium rates shall become effective upon the expiration of the period
covered by the Applicant's current premium payment as applied by the Carrier. The
Applicant shall be given notice of such change, and payment of the new premium rate shall
be considered receipt of notice and acceptance of the change in premium rate. In the event
the Applicant fails to make payment of the new premium rate within thirty (30) days after the
new premium rate became due and payable (see the "Grace Period" subsection of the
General Provisions of this Contract), this Contract shall terminate automatically on the last
day of the grace period.

For purposes of the provisions of the Patient Protection and Affordable Care Act with respect to
the Development and Utilization of Uniform Explanation of Coverage Documents and
Standardized Definitions the Policy Year for this Contract will be a Calendar Year.

50



QCC INSURANCE COMPANY

INDIVIDUAL COMPREHENSIVE MAJOR MEDICAL PREFERRED PROVIDER POLICY
(PERSONAL CHOICE?®)

In Consideration of the Applicant's Application and payment of the appropriate premium, the
Covered Persons defined herein are entitled to the Comprehensive Major Medical benefits set
forth in accordance with the terms and condition specified.

QCC INSURANCE COMPANY

55&4/1/\574 .Cmna%,

Koleen Cavanaugh
SVP and Chief Marketing Officer

Attest:

I e e

Jonathan Stump
VP Product Services

51



Notice of Availability of Language Assistance Services and Auxiliary Aids and

Services

English: ATTENTION: If you speak English, free language

assistance services are available to you. Appropriate
auxiliary aids and services to provide information in
accessible formats are also available free of charge. Call
1-800-275-2583 (TTY: 711) or speak to your provider.

e Jganl) e Ayl Suaat ok -olatil Ay add
saeliall claaall g s M A 4T LS Ao )2 S2eline
8 lase dopems A e shaall  gam g (flanial Ulaa dsbnall
A e JuatVl o i Al

e pe ol ey o (TTY: 711) 3852-572-008-1

el palall de )

Qe 78 WY ¥ SN reEers) =, ot
AR G [ATe ST RSl AR S |
SO FIWNE OW AW FAR G AT
SRIEFE GAFAT 8 AR RArgen Soe= 1 1-800-
275-2583 (TTY: 711) VA T T I AN
NHABPIAR A (FOMIS I |

TiEE IR MRSHSEE, RINSHERBREHEES
EIERSS . A RB|REEHNMM TEMRS, HiF
LATCPERSEEBEE. 1BEFE 1-800-275-2583

(TTY: 711) HEHRSIEMHE.

Francais: ATTENTION : Si vous parlez frangais, des
services d'assistance linguistique gratuits sont a votre
disposition. Des aides et des services supplémentaires
appropriés pour fournir des informations dans des
formats accessibles sont également disponibles
gratuitement. Appelez le 1-800-275-2583 (TTY: 711) ou
parlez-en a votre fournisseur.

Kreyol Ayisyen: ATANSYON: Si w pale Kreyol Ayisyen,
gen seévis asistans pou lang ki disponib pou ou. Gen éd
ak sévis oksilyé apwopriye pou bay enfomasyon nan
foma aksesib ki disponib tou gratis. Rele nan 1-800-275-
2583 (TTY: 711) oswa pale ak founisé w la.

sl e2ilol 20Ul o8l dR oerRicdl cledl e, Al il
HIZ HEc GUNL 8Ll el GUeot . yeel azuHl
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fedt: wm 2 R ey ) siaa g, @ amud frw
ot germar Yot gu & SUasy g1 gAY wie o
WHERI UgH $ & T IR Sene Sndr IR
Jard off g & Tt €1 1-800-275-2583 (TTY: 711) IR
Fid B AT 30 UaEl I ad HR

Italiano: ATTENZIONE: Se parli Italiano, puoi trovare
disponibili servizi gratuiti di assistenza linguistica.
Gratuitamente, sono inoltre disponibili ausili e servizi di
supporto adeguati per fornire informazioni in formati
accessibili. Chiama il numero 1-800-275-2583 (TTY: 711)
oppure rivolgiti al tuo fornitore.

AASE EE: HAESEE0FCE. BEOSEXEY—
AR CHRMELTHES. Ty F 1 BERyIEM
T30 DET MY — AL MR IHFGLE
& 4. 1-800-275-2583 (TTY: 711) i 8 BEE< K S5,
CERE. Tusd R —rsfudhbulFan,

FFo|E: F9: stZo]E FASIA = A F 8 ¢lo
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Diné bizaad: BAA'AKONINIZIN: Diné bizaad bee
yanitti'go, t'aa jiikk'eh saad bee aka’ana’awo’ bee
aka'anida’awo’i na holo. T'aadoole’é binahjj’ bee
adahodooniti diné bich’j’ anidahazt'i'i bee
bika'anida’awo’i beego bee baa dahane’i baa
dahwiizt'i'go hadadilyaaigii atdo’ t'aa jiik'eh holé. Kohjj’ 1-
800-275-2583 (TTY: 711) hodiilnih doodago
nika'analawo’i bich’j’ hanidziih.
Pennsilfaanisch-Deitsch: WICHDICH: Wann du Deitsch
schwetzscht, kenne mer dich Schprooch-Hilf beigriege,
unni as es dich ennich eppes koschde zellt. Mir kenne
dich aa differnti Sadde Hilf beigriege, wasewwer as
brauchscht fer Information griege, aa fer nix. Call 1-800-
275-2583 (TTY: 711) odder schwetz mit dei Provider.

Polski: UWAGA: Jesli jestes osobg polskojezyczna,
pamietaj, ze oferujemy bezptatne ustugi pomocy
jezykowe|. Bezptatnie dostepne sg réwniez odpowiednie
materiaty pomocnicze i ustugi informacyjne w przystepnych
formatach. Zadzwon na numer 1-800-275-2583 (TTY: 711)
lub porozmawiaj z dostawca ustug.

Portugués: ATENCAO: se vocé fala portugués, ha
servicos gratuitos de assisténcia linguistica disponiveis.
Também sao disponibilizados gratuitamente para suporte
e servigos auxiliares apropriados para o fornecimento de
informagdes. Ligue para 1-800-275-2383 (TTY: 711) ou
entre em contato com seu prestador.

Pycckun: Buumarne! Ecniu Bbl roBopuTe No-pyccku, Bam
AocTynHbl 6ecnnaTHble yenyru nepeeojqunka. Takke
6ecnnaTHO NPeAoCcTaBMATCA COOTBETCTBYIOWUE
BCNOMOraTerbHble YCNYri No NpeAocTaBNeHNo
wHdopmMaumm B A0CTyNHbIX hopmaTax. 3BOHWTE NoO
TenedoHy 1-800-275-2583 (TTY: 711) unn obpatntech K
cBoeMy nposaligepy.
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