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THE PLAN AND HEALTH SAVINGS ACCOUNTS

The planis intended to be a high deductible health plan(HDHP) thatis HSA qualified. This means thatifyou
are an “eligible individual” under federal taxlaws you may make tax-deductible contributions to a Health
Savings Account (HSA). HSAs are a tax-advantaged vehicle that allows consumers to save moneyfor future
medical expenses. You mustcheck with your tax advisorto determine whetheryou are an eligible individual
and, if so,how much you can contribute to an HSA on a tax-deductible basis. The planis notan HSA.

What is an HSA?

An HSA is a tax-favored trustor custodial accountestablished exclusivelyfor the purpose of paying for current
and future medical expenses. Generally,an HSAis established ata bank or financial institution. An HSA is
similarto an Individual Retirement Account (IRA) with one major difference: you can access the funds in your
HSA atanytime to pay for qualified medical expenses as defined under Section 213(d) ofthe Internal Revenue
Code. The bankor financial institution mayissue a checkbook and/or debitcard to be used to make
withdrawals from your account. Amounts in an HSA can be invested in stocks, bonds, or as otherwise
permitted by law.

Who is eligible to establish and contribute to an HSA?

You may establish and contribute to an HSA if you are covered under an HSA-qualified HDHP, such as this
plan. There are some circumstances, however, in which you are notpermitted to establish or contribute to an
HSA even if you are covered underthis plan. These circumstances are as follows:
* You are covered underanother health plan thatis not an HSA-qualified HDHP;
* You are covered under a health Flexible Spending Account (health FSA) or Health Reimbursement
Arrangement (HRA) that provides first-dollar coverage, unless coverage under the health FSA or
HRA s limited to permitted benefits or specific benefits not provided by your HDHP (i.e., dental or
vision benefits);
* You are enrolled in Medicare; or,
* You are capable ofbeing claimed as a dependenton another person's taxreturn.

How much can | contribute to my HSA annually?

The maximum amountthatyou may contribute to your HSA annuallyis established bythe Internal Revenue
Service and is adjusted from time to time by the IRS. If you are between the ages of 55 and 65, the law permits
you to make an additional catch-up contribution.

What are the advantages of an HSA?

A significantadvantage ofan HSA is thatcontributions are generallydeductible for federal income taxpurposes
and the interestand/or earnings from the investmentofthe HSA are exemptfrom currentincome taxation.
Distributions are also excluded from gross income when used for qualified medical expenses for the participant,
the participant's spouse, or the participant's dependents. Contributions remain in the HSA from year to year
untilused (no “useitor loseit’rules apply). An HSA accountis owned by the individual (notthe employer)and
is completelyportable.

What are the disadvantages of an HSA?

Distributions/withdrawals thatare notfor qualified medical expenses are subjectto penalties, exceptin cases of
disability, death or attainmentofage 65. Please consultyourtax advisor for specific details.



Who is responsible for determining whether an HSA distribution has been used
for qualified medical expenses?

IRS regulations place the responsibilityon the owner of the HSA to make sure thata distribution is fora
qualified medical expense. The owner mustmaintain records of all medical expenses.

Are there any forms that need to be completed in order to establish an HSA?

The bank or financial institution will provide you with the necessaryforms to establishan HSA.

If | have any questions concerning my HSA account, who do | call?

You should call the financial institution thatis the trustee or custodian of your HSA.



OVERVIEW OF THE PLAN

The following provisions ofthis booklet contain a summaryin English of your rights and benefits
underthe plan. If you have questions aboutyour benefits, please contactour Customer Service
Departmentat1-800-292-8868. If needed, simplyrequesta translatorand one will be provided to
assistyou in understanding your benefits.

Atencion por favor

Las siguientes disposiciones de este folleto contienen un resumen en inglés de sus
derechos y beneficios bajo el plan. Si usted tiene preguntas sobre sus beneficios, por
favor pongase en contacto con nuestro Departamento de Servicio al Cliente al 1-800-292-

8868. Si es necesario, solicite traduccion al espanol y se le proporcionara para ayudarle a
entender sus beneficios.

Purpose of the Plan

As previouslynoted, the planis intended to qualifyas a high deductible health plan within the meaning of
Section 223 of the Internal Revenue Code. This means thatall benefits under the plan other than physician
preventive benefits are subjectto the calendar year deductible. Other costsharing requirements mayapply
such as deductibles and coinsurance. Coverage is provided under this plan pursuantto applicable laws and
is limited to those services, supplies and/ordrugs thatmaybe legally performed, prescribed or dispensed by
a licensed health care provider, supplier orpharmacy.

Using myBlueCross to Get More Information

By beinga memberofthe plan, you get exclusive access to myBlueCross —an online service onlyfor
members. Use itto easilymanage your healthcare coverage. All you have to dois register at
AlabamaBlue.com/Redister. With myBlueCross, you have 24 houraccess to personalized healthcare
information, PLUS easy-to-use online tools thatcan help you save time and efficientlymanage your
healthcare:

Download and printyour benefitbookletor Summaryof Benefits and Coverage.
Requestreplacementoradditional ID cards.

View all your claim reports in one convenientplace.

Find a doctor.

Track your health progress.

Take a health assessmentquiz

Get fitness, nutrition and wellness tips.

e Getprescription drug information.

BlueCare Health Advocate

By beinga memberofthe plan, you have access to a BlueCare Health Advocate who serves as a personal
coach and advisor. Your BlueCare Health Advocate can explain your benefits, help you to locate a doctoror
specialistand help you make an appointment, research and resolve hospital and doctor billing issues, assist
you in finding supportgroups and communityservices available to you, and much more. To find out more or
to contact your BlueCare Health Advocate, call our Customer Service Departmentatthe numberon the back
of your ID card.


https://www.bcbsal.org/webapps/customeraccess/custsecurity/cust_login.jsp?targetUrl=%2Fwebapps%2Fcustomeraccess%2FDispatch%3Fapplication%3Dorg.bcbsal.inet.customermgmt.CustomerAppListApplication
https://www.bcbsal.org/webapps/customeraccess/Dispatch?application=org.bcbsal.inet.customermgmt.CustomerSelfRegistrationApplication

Definitions

Nearthe end of this bookletyou will find a section called Definitions, which identifies words and phrases that
have specialized or particular meanings. In orderto make this bookletmore readable, we generallydo not
use initial capitalized letters to denote defined terms. Please take the time to familiarize yourselfwith these
definitions so thatyou will understand your benefits.

Receipt of Medical Care

Even if the plan does notcover benefits, you and your provider maydecide that care and treatmentare
necessary. You and your provider are responsible for making this decision.

Generally, after-hours care is provided by your physician. Theymay have a variety of ways of addressing
your needs. You should call your physician forinstructions on how to receive medical care afterthe
physician’s normal business hours, on weekends and holidays, orto receive non-emergencycare for a
condition thatis not life threatening butrequires medical attention.

If you are in severe pain or your condition is endangering your life, you may obtain emergencycare by
calling 911 orvisiting an emergencyroom.

Having a primarycare physicianis a good decision:

Although you are not required to have a primarycare physician, itis a goodidea to establish a relationship
with one. Having a primarycare physician has manybenefits, including:

e Seeingaphysician who knows you and understands your medical history.
e Havingsomeoneyou can counton as a key resource for your healthcare questions.
e Helpwhenyou need to coordinate care with specialists and other providers.

Typically, primarycare physicians specialize in familymedicine, internalmedicine or pediatrics. Find a
physicianin your area by visiting AlabamaBIlue.com/FindADoctor.

Seeing aspecialistorbehavioral health provideris easy:

If you need to see a specialistor behavioral health provider, you can contacttheir office directly to make an
appointment. If you choose to see a specialistor behavioral health providerin our BlueCard PPO or Blue
Choice Behavioral Health networks, you will have in-network benefits for services covered under the plan. If
you choose to see an out-of-network specialistor behavioral health provider, your benefits could be lower.

Beginning of Coverage

The section ofthis booklet called Eligibilitywill tell you whatis required for you and your dependents to be
covered underthe plan and when coverage begins.

Limitations and Exclusions

In orderto maintain the costof the plan atan overall level that is reasonable for all plan members, the plan
contains anumberofprovisions thatlimitbenefits. There are also exclusions thatyou need to pay particular
attention to as well. These provisions are found throughoutthe remainder ofthis booklet. You need to be
aware of the limits and exclusions to determine ifthe plan will meetyour healthcare needs.

Medical Necessity and Precertification

The plan will onlypay for care thatis medicallynecessaryand not investigational, as determined byus. We
develop medical necessitystandards to aid us when we make medical necessitydeterminations. We publish
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manyof these standards at AlabamaBlue.com. The definitions of medicalnecessityand investigational are
foundin the Definitions section ofthis booklet.

In some cases, the plan requires thatyou or your treating provider precertify the medical necessity of your
care. Please note thatprecertification relates onlyto the medical necessityof care; it does notmean that
your care will be covered underthe plan. Precertification also does notmean thatwe have been paid all
monies necessaryfor coverage to be in force on the date that services orsupplies are rendered. The
section called Medical Necessityand Precertification laterin this booklettells you when precertification is
required and how to obtain precertification.

In-Network Benefits

One way in which the plan tries to manage your costs is through negotiated discounts with in-network
providers.As you read the remainder of this booklet, you should payattention to the type of providerthatis
treating you. If you receive covered services from an in-network provider, you will normallyonlybe
responsible for out-of-pocket costs such as deductibles and coinsurance. Ifyou receive services from an out-
of-network provider, these services maynotbe covered at all underthe plan. In that case, you will be
responsible for all charges billed to you by the out-of-network provider. If the out-of-network services are
covered, in mostcases, you will have to pay significantlymore than whatyou would pay an in-network
provider because oflower benefitlevels and higher costsharing. As one example, out-of-network facility
claims will ofteninclude very expensive ancillarycharges (such asimplantable devices) for which no extra
reimbursementis available as these charges are notseparatelyconsidered under the plan. Additionally, out-
of-network providers have not contracted with us or any Blue Cross and/or Blue Shield plan for negotiated
discounts and can bill you for amounts in excess ofthe allowed amounts under the plan.

Examples ofthe plan’s Alabama in-network providers are:

BlueCard PPO

Participating Hospitals

Preferred Outpatient Facilities
Participating Ambulatory Surgical
Centers

Participating Renal Dialysis Providers
Preferred Medical Doctors (PMD)
Preferred Medical Laboratories

Blue Choice Behavioral Health Network
Oncology Select Network
Participating Chiropractors
Participating Nurse Practitioners
Participating Physician Assistants
Preferred Home Health Network
Preferred Home Infusion Network
Preferred Occupational Therapists

Preferred Physical Therapists
Preferred Speech Therapists

Blue Achievement- Knees and Hips
Network

Participating CRNA

Participating Ground Ambulance
Participating Licensed Registered
Dietitian Network
PharmacyVaccine Network
Pharmacy SelectNetwork
ValueONE Retail Network
ValueONE ESN Network

Preferred Dentist(in Alabama)
Participating AudiologyNetwork
National Dental Network (DenteMax)
(outside Alabama)

To locate Alabama in-network providers, go to AlabamaBlue.com/FindADoctor.

1.
2.

Enter a search location byusing the zip code orcity and state for the area you would like to search.
In the search box, you can selectthe category you would like to search (doctor, hospital, dentist,
pharmacy, etc.) or keep on “All Categories” to search all. Type in the provider's name to search or

leave blankto see all results.

In the “Network or Plan” section, use the drop down menu to selecta specific provider network (as

noted above).

Search tip: If your searchreturns zero results, try expanding the numberin the “Distance” drop down.

A special feature of your plan gives you access to the national network of providers called BlueCard
PPO. Eachlocal Blue Cross and/orBlue Shield plan designates which ofits providers are


http://www.bcbsal.com/
https://www.bcbsal.org/web/provider-finder

PPO providers. In orderto locate a PPO providerin your area you should call the BlueCard PPO toll-free
access line at1-800-810-BLUE (2583) or visit AlabamaBlue.com/FindADoctor and log into myBlueCross.
Search for a specific provider by typing theirname in the Search Term boxor click Search to see allin-
network providers for your plan. To receive in-network PPO benefits forlab services, the laboratorymust
contract with the Blue Cross and/or Blue Shieldplan located in the same state as your physician. When
you or your physician orders durable medical equipment (DME) or supplies, the service provider must
participate with the Blue Cross and/or Blue Shield plan wherethe supplies are shipped. If you purchase
DME supplies directlyfrom a retail store, they mustcontractwith the Blue Cross and/or Blue Shield plan
in the state or service area where the store is located. PPO providers will file claims on your behalfwith
the local Blue Cross and/or Blue Shield plan where services are rendered. The local Blue Cross and/or
Blue Shield plan will then forward the claims to us for verification of eligibilityand determination of
benefits.

Sometimes a network provider mayfurnish a service to you that is either not covered underthe planoris
not covered under the contractbetween the provider and Blue Cross and Blue Shield of Alabama orthe
local Blue Cross and/or Blue Shieldplan where services are rendered. When this happens, benefits may
be denied ormaybe covered under some other portion ofthe plan, such as Other Covered Services.

Continuity of Care

If you qualify as a continuing care patient, and your healthcare provider or facility is no longerin your
network due the termination of a contractual relationship, you may requestto continue treatmentwith
such provider or facility until your treatmentis complete orfor 90 days from notification, whicheveris
shorter, atin-network cost-sharing rates underthe plan. A continuing care patientis definedas an
individual who:

Is orwas determined to be terminallyill and is receiving treatmentfor suchiliness;

Is undergoing a course oftreatmentfora serious and complexcondition;

Is pregnantand undergoing a course oftreatmentfor the pregnancy;

Is undergoing a course ofinstitutional orinpatientcare;

Is scheduled to undergo non-elective surgery, including receiptof post-operative care, with
respectto such a surgery; or

e Isinan ongoing course oftreatmentfora health condition for which your treating provider attests
that discontinuing care byprovider would worsen the condition or interfere with anticipated
outcomes.

Under these circumstances, the provider or facility cannotbill you for amounts in excess ofthe in-network
allowed amounts underthe plan. Continuityof care does notapplyif your provider or facility was
involuntarilyterminated from your network for failure to meetapplicable qualitystandards or for fraud.

If you have successfullytransitioned to anotherin-network provider, ifyou have met orexceeded benefit
limitations ofthe plan, or if care is notmedicallynecessary, you will no longer be eligible for this
continuityof care. If we deny your requestfor continuity of care, you may file an appeal following the
procedures describedin the Claims and Appeals section of this booklet.

Relationship Between Blue Cross and/or Blue Shield Plans and the Blue Cross
and Blue Shield Association

Blue Cross and Blue Shield of Alabama is an independentcorporation operating under a license from the Blue
Cross and Blue Shield Association, an association ofindependentBlue Cross and Blue Shield plans. The Blue
Cross and Blue Shield Association permits us to use the Blue Cross and Blue Shield service marks in the state

of Alabama. Blue Cross and Blue Shield of Alabama is notacting as an agentofthe Blue Cross and Blue

Shield Association. No representation is made thatanyorganization otherthan Blue Cross and Blue Shield of
Alabama and your employer will be responsible for honoring this contract. The purpose ofthis paragraph is for
legal clarification;itdoes notadd additional obligations on the partof Blue Cross and Blue Shield of Aabama

not created under the original agreement.
4
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Claims and Appeals

When you receive services from an in-network provider, your provider will generallyfile claims for you. In
other cases, you may be required to pay the provider and then file a claim with us for reimbursementunder
the terms ofthe plan. If we denyaclaim in whole orin part, you may file an appeal with us. We will give you
a fulland fair review. Thereafter,you may have the rightto an external review by an independent, external
reviewer. The provisions ofthe plan dealing with claims, appeals and external reviews are found furtheronin
this booklet.

Changes in the Plan

From time to time it may be necessaryfor us to change the terms ofthe plan. The rules we follow for
changing the terms ofthe plan are described laterin the section called Changesin the Plan.

Termination of Coverage

The section below called Eligibilitytells you when coverage will terminate under the plan. If coverage
terminates, no benefits will be provided thereafterin mostcases, even if for a condition thatbegan before
the plan oryour coverage termination. Under certain circumstances, you may exercise your rightto
Continuityof Care if your group’s coverage with us terminates. ContinuityofCare is explained in detail
earlierin this booklet. In some cases you will have the opportunityto buy COBRA coverage after your group
coverage terminates. COBRAcoverage is explained in detail laterin this booklet.

Respecting Your Privacy

To administer this plan we need your medical information from physicians, hospitals and others. To decide if
your claim should be paid or denied or whether other parties are legallyresponsible for someor all of your
expenses,we need records from healthcare providers and other plan administrators. By applying for coverage
and participating in this plan, you agree that we mayobtain, use and release all records about you and your
minor dependents thatwe needin orderto administer this plan orto perform any function authorized or
permitted by law. You further direct all other persons to release all records to us aboutyour minor dependents
that we need to administerthis plan. If you or any provider refuses to provide records, informationorevidence
we requestwithin reason,we maydeny your benefitpayments. You also agree thatwe maycall you at any
telephone number provided to us by you, your employer, or any healthcare providerin accordance with
applicable law. Additionally, we may use ordisclose your personal health informationfortreatment, payment
or healthcare operations, or as permitted or authorized by law pursuantto the privacy regulations underthe
Health Insurance Portabilityand Accountability Act of 1996 (HIPAA). We have prepared a privacy notice that
explains our obligations and your rights under the HIPAA privacy regulations. To requesta copy of our notice
or to receive more information aboutour privacy practices or your rights, please contactus atthe following:

Blue Cross and Blue Shield of Alabama
Privacy Office

P.O. Box 2643

Birmingham, Alabama 35202-2643

You may also go to AlabamaBlue.com fora copy of our privacy notice.

Your Rights

As a memberofthe plan, you have the right to:

e Receiveinformation aboutus,ourservices, in-network providers and your rights and responsibilities.
o Be treated with respectand recognition of your dignityand your rightto privacy.

o Participate with providers in making decisions about your healthcare.

e Acandiddiscussion ofappropriate or medicallynecessarytreatmentoptions for your conditions,
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regardless of costorbenefitcoverage.
¢ \Voice complaints orappeals aboutus, orthe healthcare the plan provides.
e Make recommendations regardingour member rights and responsibilities policy.

If you would like to voice a complaint, please call the Customer Service Departmentnumberon the back of
your ID card.

Your Rights and Protections Against Surprise Medical Bills

When you get emergencycare or are treated by an out-of-network provider at an in-network hospital or
ambulatorysurgical center, you are protected from balance billing. Inthese cases, you shouldn’tbe charged
more than your plan’s copayments, coinsurance and/or deductible.

Whatis “balance billing” (sometimes called “surprise billing”)?

When you see a doctor or other health care provider, you mayowe certain out-of-pocketcosts, like a
copayment, coinsurance, or deductible. You may have additional costs or have to pay the entire bill if you see
a provideror visit a health care facility that isn’tin your health plan’s network.

“Out-of-network” means providers and facilities thathaven’t signed a contract with your health plan to provide
services. Out-of-network providers maybe allowed to bill you for the difference between whatyour plan pays
and the fullamountcharged for a service. This is called “balance billing.” This amountis likelymore than
in-network costs forthe same service and mightnotcounttoward your plan’s deductible or annual out-of-
pocketlimit.

“Surprise billing” is an unexpected balance bill. This can happen when you can’tcontrol who is involved in
your care—like when you have an emergencyorwhen you schedule a visitat an in-network facility but are
unexpectedlytreated by an out-of-network provider. Surprise medical bills could costthousands ofdollars
depending on the procedure orservice.

You’re protected from balance billing for:

Emergency services

If you have an emergencymedical condition and getemergencyservices from an out-of-network provider or
facility, the mostthey can bill you is your plan’s in-network cost-sharing amount (such as copayments,
coinsurance, and deductibles). You can’t be balance billed forthese emergencyservices. This includes
services you may get after you're in stable condition, unless you give written consentand give up your
protections notto be balanced billedfor these post-stabilization services.

Certain services at an in-network hospital or ambulatory surgical center

When you get services from anin-network hospital orambulatorysurgical center, certain providers there may
be out-of-network. In these cases, the mostthose providers can bill you is your plan’s in-network cost-sharing
amount. This applies to emergencymedicine, anesthesia, pathology, radiology, laboratory, neonatology,
assistantsurgeon, hospitalist, orintensivistservices. These providers can’t balance bill you and maynot ask
you to give up your protections notto be balance billed. If you get other types of services at these in-network
facilities, out-of-network providers can’t balance bill you, unless you give written consentand give up your
protections.

You’re never required to give up your protections from balance billing. You also aren’t required to get
out-of-network care. You can choose a provider or facility in your plan’s network.

When balance billing isn’t allowed, you also have the following protections:

= You’re onlyresponsible for paying your share ofthe cost(like the copayments, coinsurance, and
deductibles thatyou would pay if the provider or facility was in-network). Your health plan will pay any
additional costs to out-of-network providers and facilities directly.

= Generallyyour health plan must:



e Cover emergencyservices withoutrequiring you to get approval for services in advance (also known
as “prior authorization”).

e Cover emergencyservices byout-of-network providers.

e Basewhatyou owe the provideror facility (cost-sharing) on whatitwould pay an in network provider
or facilityand show thatamountin your explanation ofbenefits.

e Countanyamountyou payfor emergencyservices orout-of-network services toward yourin-network
deductible and out-of-pocketlimit.

If you think you’ve been wrongly billed, contact the No Surprises Help Desk at 1-800-985-3059from 8 am
to 8 pm EST, 7 days a week, or submita complaintonline at https://[www.cms.gov/nosurprises.

Visit https://Iwww.cms.gov/nosurprises/consumers formore information aboutyour rights under federal
law.

Visit https:/iwww.aldoi.gov for more information aboutyourrights under Alabama law.

Your Responsibilities

As a memberofthe plan, you have the responsibilityto:

e Supplyinformation (to the extent possible) thatwe need for paymentof your care and your providers
needinorderto provide care.

e Follow plans and instructions for care thatyou have agreed to with your providers and verify through
the benefitbooklet provided to you the coverage or lack thereof under your plan.

¢ Understand yourhealth problems and participate in developing mutuallyagreed-upon treatment
goals,to the degree possible.

ELIGIBILITY
Eligibility for the Plan

You are eligible to enroll in this plan ifall of the following requirements are satisfied:

e You are anemployee and are treated as such by your group. Examples of personswho are not
employees include independent contractors, board members, and consultants;

e Your group has determined thatyou work on average 30 or more hours perweek (including vacation
and certain leaves of absence thatare discussed in the section dealing with termination of coverage)
in accordance with the Affordable Care Act;

¢ You are ina category or classification ofemployees thatis covered by the plan;

¢ You meetany additional eligibilityor participation rules established byyour group; and,

¢ You satisfyany applicable waiting period, as explained below.

You mustcontinue to meetthese eligibilityconditions for the duration of your participation in the plan.

Eligible Dependents
Your eligible dependents are:

e Yourspouse;

e Your married orunmarried child up to age 26; and,

e An unmarried, incapacitated child who (1) is age 26 and over; (2) is not able to supporthimself,and (3)
depends on you for support, ifthe incapacityoccurred before age 26.

The child maybe the employee's natural child; stepchild; legallyadopted child; child placed for adoption; or,
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eligible foster child. An eligible foster child is a child thatis placed with you by an authorized placementagency
or by courtorder.

You may cover your grandchild onlyifyou are eligible to claim your grandchild as a dependenton your federal
income taxreturn.

Waiting Period for Coverage under the Plan

There may be a waiting period for coverage under the plan, as determinedbyyour group. You should
contact your group to determine ifthis is the case. The length of any applicable waiting period will notbe
any longerthan 90 days. Coverage will begin on the date specified below under Beginning of Coverage but
in no event later than the 915tday in which you first meetthe eligibilityrules established byyour group
(otherthan any applicable waiting period).

Beginning of Coverage

Annual Open Enrollment Period

If you do not enroll during a regular enrollmentperiod or a special enroliment period described below, you
may enroll onlyduring your group's annual openenrolimentperiod (generally, 30 days before the beginning
of each plan year). Your coverage will begin on the firstday of the plan year following such annual open
enrollmentperiod in which you enroll.

Regular Enrollment Period

If you apply within 30 days after the date on which you first meetthe plan's eligibilityrequirements, your
coverage will begin as ofthe date thereafter specified byyour group butin no event later than the 91stdayin
which you first meetthe eligibilityrules established byyour group (other than any applicable waiting period).

Special Enrollment Period for Individuals Losing Other Minimum Essential Coverage

An employee ordependent (1) who does notenroll during the first 30 days of eligibilitybecause the
employee ordependenthas other coverage, (2) whose other coverage was either COBRAcoverage that
was exhausted or minimum essential coverage byother health plans which ended due to "loss of
eligibility” (as described below) or failure ofthe employerto pay toward that coverage, and (3) who
requests enrollmentwithin 30 days ofthe exhaustion ortermination of coverage, mayenroll in the plan.
Coverage will be effective no later than the firstday of the firstcalendar month beginning after the date the
requestforspecial enrolimentis received.

Loss ofeligibilitywith respectto a special enrollment period includes loss of coverage as aresultof legal
separation, divorce, cessation ofdependent status, death, termination ofemployment, reduction in the number
of hours ofemployment, failure of your employer to offer minimum essential coverage to you, and any loss of
eligibilitythatis measured byreference to any of these events, but does notinclude loss of coverage due to
failure to timelypay premiums or termination of coverage for fraud or intentional misrepresentation ofa
material fact.

An employee ordependentwhose other coverage has a non-calendar year plan year or policy year may also
enrollinthe plan at the end of the other coverage’s plan year if coverage is requested within 30 days ofthe
end of the other coverage’s plan year. Coverage will be effective no laterthan the firstday of the firstcalendar
month beginning afterthe date the requestforspecial enrolimentis received.

Special Enrollment Period for Newly Acquired Dependents

If you have a new dependentas aresultofmarriage, birth, placementforadoption, adoption, orplacementas
an eligible foster child, you may enroll yourselfand/or your spouse and your new dependentas special
enrollees provided that you requestenrolimentwithin 30 days ofthe event. The effective date of coverage will
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be the date of birth, placementforadoption, adoption, or placementas an eligible foster child. Inthe case of a
dependentacquired through marriage, the effective date will be no laterthan the first day of the first calendar
month beginning after the date the requestfor special enrolimentis received.

Special Enrollment Period related to Medicaid and SCHIP

An employee ordependentwho loses coverage under Medicaid or a State Children's Health Insurance Plan
(SCHIP) because ofloss of eligibilityfor coverage may enroll in the plan provided that the employee or
dependentrequests enrolimentwithin 60 days of the termination of coverage. An employee ordependent
who becomes eligible for premium assistance under Medicaid or SCHIP for coverage under the plan may
also enrollin the plan provided thatthe employee or dependentrequests enrolimentwithin 60 days of
becoming eligible for such premium assistance. Coverage will be effective no later than the firstday of the
firstcalendar month beginning after the date the requestfor special enrolimentis received.

Other Special Enrollment Periods

An employee ordependentwhois an Indian (as defined bysection 4 of the Indian Health Care Improvement
Act) may enrollin the plan atany time (but no more than once per calendar month). Coverage will be effective
no later than the first day of the following calendar month following receipt ofthe requestfor special
enrollment.

An employee ordependentwho becomes eligible for the plan because ofa permanentmove into the state of
Alabama mayenrollin the plan provided thatthe employee or dependentrequests special enrollment within
30 days. Coverage will be effective no laterthan the first day of the following calendar month following receipt
of the requestfor special enroliment.

An employee or dependentwho the health insurance marketplace determinesis eligible for a special
enrollmentperiod because of (1) unintentional, inadvertentor erroneous enrolimentin another plan; (2)
anotherplan underwhich the employee ordependentwas enrolled substantiallyviolated a material provision
of that plan;or (3) other exceptional circumstances mayalso enroll in the plan provided thatthe employee or
dependentrequests special enrolimentwithin 30 days. Coverage will be effective no later than the first day of
the following calendar month following receipt ofthe requestfor special enroliment.

Qualified Medical Child Support Orders

If the group (the plan administrator) receives an order from a courtor administrative agencydirecting the plan
to cover a child, the group will determine whether the orderis a Qualified Medical Child SupportOrder
(QMCSO0). A QMCSO is a qualified order from a courtor administrative agencydirecting the plan to cover the
employee's child regardless of whetherthe employee has enrolled the child for coverage. The group has
adopted procedures for determiningwhether such an orderis a QMCSO. You have a rightto obtain a copy of
those procedures free of charge by contacting your group.

The plan will cover an employee's child ifrequired to do so bya QMCSO. If the group determinesthatan
orderis a QMCSO, the child will be enrolled for coverage effective as of a date specified bythe group, but
not earlierthan the later of the following:

« If the planreceives a copy of the orderwithin 30 days of the date on which it was entered, along with
instructions from the group to enroll the child pursuantto the terms of the order, coverage will begin
as of the date on which the orderwas entered.

« If the planreceives a copy of the orderlater than 30 days after the date on which itwas entered,
along with instructions from the group to enroll the child pursuantto the terms ofthe order, coverage
will begin as ofthe date on which the plan receives the order. The plan will notprovide retroactive
coveragein this instance.

Coverage may continue for the period specified in the order up to the time the child ceasesto satisfythe
definition of an eligible dependent. If the employee is required to pay extra to cover the child, the group may
increase the employee's payroll deductions. During the period the child is covered underthe plan as aresult
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of a QMCSO, all plan provisions and limits remain in effectwith respectto the child's coverage exceptas
otherwise required byfederal law.

While the QMCSO is in effect we will make benefitpayments — otherthan payments to providers —to the
parentor legal guardian who has been awarded custodyofthe child. We will also provide sufficient
information and forms to the child's custodial parentorlegal guardian to allow the child to enroll in the plan.
We will also send claim reports directlyto the child's custodial parentorlegal guardian.

Relationship to Medicare

You mustnotify your group when you or any of your dependents become eligible for Medicare. Except where
otherwise required byfederal law (as explained below), the plan will pay benefits on a secondarybasis to
Medicare. In determining the size of your group for purposes ofthe following provisions, certain related
corporations (parent/subsidiaryand brother/sister corporations) mustbe treated as one employer. Special
rules mayalso applyif your group participates in an association plan.

Individuals Age 65 and Older

If you continue to be actively employed when you are age 65 or older, you and your dependents will continue
to be covered for the same benefits available to employees underage 65. If your group employs less than 20
employees and you are enrolled in Medicare, the plan will pay all eligible expenses secondaryto Medicare. If
your group employs 20 ormore employees and you are enrolled in Medicare, the plan will pay all eligible
expenses primaryto Medicare.

If both you and your spouse are overage 65, you may electto enroll in Original Medicare or a Medicare
Advantage plan and/ora Medicare prescription drug plan and disenroll completelyfrom the plan. This means
that you will have no benefits underthe plan. If you enrollin Original Medicare you mayalso purchase a
Medicare Supplementcontract. If your group employs 20 or more employees, your group is prohibited bylaw
from purchasingyour Medicare Supplementcontractfor you or reimbursing you for any portion of the costof
the contract. If you enrollin a Medicare Advantage plan, you may notpurchase a Medicare Supplement
contract.

If you are age 65 or older, considering retirement or have another qualifying eventunder COBRA, and think
you may need to buy COBRA coverage after such qualifying event, you should read the section below
dealing with the COBRA coverage — particularlythe discussion underthe heading Medicare and COBRA

Coverage.

Disabled Individuals under Age 65

If you or a dependentis eligible for Medicare due to disabilityand is also covered under the plan by virtue of
your current employmentstatus with the group, Medicare will be considered the primarypayer (and the plan
will be secondary). If your group employs 100 or more employees this plan willbe primary(and Medicare
will be secondary).

End-Stage Renal Disease

If you or a dependentare eligible for Medicare as a resultof End-Stage Renal Disease (permanentkidney
failure), the plan will generallybe primaryand Medicare will be secondaryforthe first30 months of
Medicare eligibility. Thereafter, Medicare will be primaryand the plan will be secondary.

Medicare Part D Prescription Drug Coverage

If the plan does notprovide "creditable" prescriptiondrug benefits —thatis, the plan's prescription drug
benefits are notat leastas good as standard Medicare PartD prescriptiondrug coverage, you should enrollin
Part D of Medicare when you become eligible for Medicare. Your group will tell you whetherthe plan's
prescription drug benefits are atleastas good as Medicare PartD.

If you have any questions aboutcoordination of your coverage with Medicare, please contact your group for
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further information. You mayalso find additional information about Medicare atwww.medicare.gov.

Termination of Coverage
Plan coverage ends as aresultof the first to occur of the following (generally, coverage will continue to the
end of the month in which the event occurs):

+ The date on which the employee fails to satisfythe conditions for eligibilityto participate in the plan,
such as termination ofemploymentorreduction in hours (exceptduring vacation oras otherwise
provided in the Leaves of Absence rules below);

« Forspouses, the date of divorce or othertermination of marriage;

« Forchildren, the first day following the end of the plan year in which a child ceasesto be a dependent;
« Forthe employee and his or herdependents, the date of the employee's death;

*  Your group fails to pay us the amountdue within 30 days afterthe day due;

+ Upondiscoveryof fraud or intentional misrepresentation ofa material factby you or your group;

*  When none of your group's members still live, reside orworkin Alabama; or,

« On 30-days advance written notice from your group to us.

All the dates of termination assume thatpaymentfor coverage for you and all otheremployees in the
properamounthas been made to thatdate. If it has not, termination will occur back to the date for which
coverage was lastpaid.

Leaves of Absence

If your group is covered by the Familyand Medical Leave Act of 1993 (FMLA), you may retain your
coverage underthe plan during an FMLA leave, provided that you continue to pay your premiums. In
general,the FMLA applies to employers who employ50 ormore employees. You should contactyour
group to determine whetheraleave qualifies as FMLA leave.

You may also continue your coverage under the plan for up to 30 days during an employer-approved leawe
of absence, including sick leave. Contactyour group to determine whethersuchleaves ofabsenceare
offered. If your leave of absence also qualifies as FMLA leave, your 30-day leave time runs concurrently
with your FMLA leave. This means thatyou will not be permitted to continue coverage during your 30-day
leave time in addition to your FMLA leave.

If you are on militaryleave covered by the Uniformed Services Employmentand ReemploymentRights Actof
1994, you should see your group forinformation about yourrights to continue coverage underthe plan.

COST SHARING

IN-NETWORK OUT-OF-NETWORK
Calendar Year Deductible $4,000 self-only $4,000 self-only
The in-netw ork and out-of-network ($8,000 family) ($8,000 family)
calendar year deductibles are
separate and do not apply to each
other
Calendar Year Out-of-Pocket $6,000 self-only There is no out-of-pocket maximum
Maxim um (including the in-netw ork
calendar year deductible) ($12,000 family)
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Calendar Year Deductible

The calendar year deductible is specified in the table above. Other portions of this booklet will tell you
when your receipt of benefits are subject to the calendar year deductible. The calendar year
deductible is the amount you or your family must pay for medical expenses covered by the plan
before your healthcare benefits begin.

The calendar year deductible for self-only coverage is applied on a per member per calendar year
basis.If you have family coverage, you and your covered dependents mustsatisfythe family calendar
year deductible on a combined basis before healthcare benefits are payable under the plan for any
familymember. For example, if only one covered family memberincurs healthcare expenses during the
calendaryear, that memberwill have to satisfy the entire family calendar year deductible before
healthcare benefits begin.

Conversely, once any one or more covered family members have satisfied the family calendaryear
deductible on a combined basis, no other covered family member need satisfyany portion of the
deductible for the remainder of the calendar year.

The calendar year deductibles for in-network and out-of-network providers apply independently of
each other. This means that amounts applied towards the in-network calendar year deductible do not
count towards your out-of-network calendar year deductible; nor do amounts applied towards your
out-of-network calendar year deductible count towards your in-network calendar year deductible.
Thus, if you receive care, services, or supplies during the course of the calendar year from both in-
network and out-of-network providers, it may be necessaryfor you to satisfy both the in-network and
out-of-network calendar year deductibles. In certain circumstances as and when required by Federal
law, the cost-sharing amounts (deductibles, copayments and coinsurance) that you are required to pay
for out-of-network services will apply to the in-network calendar year deductible. Those services
include:

e Medical or Accident emergency

e Air Ambulance

e Certain non-emergencyservices performed by out-of-network providers at certain in-network
facilities

In all cases, the deductible will be applied to claims in the order in which they are processed
regardless of the order in which they are received.

Calendar Year Out-of-Pocket Maximum

The calendaryear out-of-pocketmaximum is specified in the table above. All cost sharingamounts
(deductibles, copays and coinsurance)for covered in-network services and out-of-network mental health
disorders and substance abuse services for medical emergencies thatyou or your familyare required to
pay underthe plan apply to the calendar year out-of-pocketmaximum. In certain circumstances as and
when required byFederal law, the cost-sharing amounts (deductibles, copayments and coinsurance) that
you are required to pay for out-of-network services will applyto the in-network calendar year out-of-pocket
maximum. Those services include:

e Medical or Accidentemergency

e Air Ambulance

e Certainnon-emergencyservices performed byout-of-network providers atcertain in-network
facilities

Once the calendar year out-of-pocket maximum has been reached, you will no longer be subjectto cost

sharing for covered expenses ofthe type that count toward the calendar year out-of-pocket maximum for
the remainder of the calendar year.

There may be manyexpenses you are required to pay under the plan that do not counttoward the calendar
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year out-of-pocketmaximum and thatyou mustcontinue to pay even after you have metthe calendar year out-
of-pocketmaximum. The followingare some examples:

e Most cost sharingamounts (deductibles and coinsurance) paid for any out-of-network services or
supplies that may be covered under the plan (except for covered out-of-network mental health
disorders and substance abuse services for medical emergencies);

e Amounts paid for non-covered services or supplies;

e Amounts paid for services or supplies in excess of the allowed amount (for example, an out-of-

network provider requires you to pay the difference between the allowed amount and the
provider's total charges);

e Amounts paid for services or supplies in excess of any plan limits (for example, a limit on the
number of covered services for a particular type of service); and,

e Amounts paid as a penalty (for example, failure to precertify).

The calendar year out-of-pocketmaximum applies on a permember percalendar year basis, subjectto the
familycalendar year out-of-pocketmaximum amount. Once a membermeets its individual calendar year out-
of-pocketmaximum, affected benefits for thatmember will payat 100% of the allowed amountfor the remainder
of the calendaryear.

The familycalendar year out-of-pocketmaximum is an aggregate dollaramount. This means thatallamounts

that counttowards the individual calendar year out-of-pocket maximum will counttowards the familycalendar

year out-of-pocketmaximum amount. Once the familycalendar year out-of-pocketmaximum is met, affected
benefits for all covered familymembers will payat 100% of the allowed amountfor the remainder ofthe calendar
year.

Other Cost Sharing Provisions

The plan mayalso impose othertypes of costsharing requirements, such as the following:

1. Coinsurance. Coinsuranceis the amountthatyou mustpayas a percentof the allowed
amount.

2. Amounts in excess of the allowed amount. As a generalrule, the allowed amountmayoften be
significantlyless than the provider’s actual charges. You should be aware thatwhen using out-of-
network providers you can incur significant out-of-pocketexpenses as the provider has not
contracted with us or theirlocal Blue Cross and/or Blue Shield planfora negotiated rate and they
can bill you for amounts in excess ofthe allowed amount. As one example, certain out-of-network
facility claims mayinclude very expensive ancillarycharges (such as implantable devices) for which
no extra reimbursementis available as these charges are notseparatelyconsidered underthe plan.
This means you could be responsible for these charges ifyou use an out-of-network provider.

3. Specialty Drug Financial Assistance: Onlythe amountyou pay out-of-pocketfor your specialty
drugs will applyto your cost-sharing responsibilities or out-of-pocketlimit. The dollaramountofany
financial assistance provided to you by providers or manufacturers will notcounttowards coinsurance,
copays, or deductible cost-sharing responsibilities or out-of-pocketlimit

Out-of-Area Services

We have a variety of relationships with other Blue Cross and/or Blue Shield Licensees. Generally, these
relationships are called “Inter-Plan Arrangements.” These Inter-Plan Arrangements work based on rules and
procedures issued bythe Blue Cross Blue Shield Association (“Association”). Whenever you access
healthcare services outside the geographic area we serve, the claim for those services maybe processed
through one of these Inter-Plan Arrangements. The Inter-Plan Arrangements are described below.

13



When you receive care outside ofourservice area, you will receive it from one of two kinds of providers. Most
providers (“participating providers”) contractwith the local Blue Cross and/or Blue Shield /Plan in that
geographicarea (“HostBlue”). Some providers (“nonparticipating providers”) don’t contract with the HostBlue.
We explain below how we pay both kinds of providers.

A. BlueCard® Program

Underthe BlueCard® Program, when you receive covered healthcare services withinthe geographic area
served by a HostBlue, we will remain responsible for doing whatwe agreed to in the contract. However, the
HostBlue is responsible for contracting with and generallyhandlingall interactions with its participating
providers.

When you receive covered healthcare services outside our service area and the claim is processedthrough
the BlueCard Program, the amountyou pay for covered healthcare services is calculated based on the lower
of:

e The billed covered charges for your covered services; or
e The negotiated price thatthe HostBlue makes available to us.

Often, this “negotiated price” will be a simple discountthatreflects an actual price that the HostBlue pays to
your healthcare provider. Sometimes, itis an estimated price thattakes into accountspecialarrangements
with your healthcare provider or provider group that mayinclude types of settlements, incentive payments
and/or other credits or charges. Occasionally,itmay be an average price, based on a discountthatresults in
expected average savings forsimilar types ofhealthcare providers after taking into accountthe same types of
transactions as with an estimated price.

Estimated pricing and average pricing also take into accountadjustments to correctfor over- or
underestimation of past pricing of claims, as noted above. However, such adjustments will not affectthe price
we have used foryour claim because theywill not be applied aftera claim has alreadybeen paid.

B. Negotiated (non—BlueCard Program) Arrangements

With respectto one ormore HostBlues, insteadofusing the BlueCard Program, we mayprocess your claims
for covered healthcare services through Negotiated Arrangements for National Accounts.

The amountyou pay for covered healthcare services under this arrangementwill be calculated based on the

lower of either billed covered charges or negotiated price (refer to the description of negotiated price under
Section A, BlueCard Program) made available to us by the HostBlue.

C. Special Cases: Value-Based Programs
BlueCard Program

We have included a factor for bulk distributions from HostBlues in your premium for Value-Based Programs
when applicableunder this agreement.

Negotiated Arrangements
If we have entered into a Negotiated Arrangementwith HostBlue to provide Value-Based Programs to your
members, we will follow the same procedures for Value-Based Programs as noted above for the BlueCard

Program.

D. Inter-Plan Programs: Federal/State Taxes/Surcharges/Fees

Federal or state laws orregulations mayrequire a surcharge, tax or other fee that applies to self-funded plans.
If applicable, we will include anysuch surcharge, tax or other fee as partof the claim charge passed on to you.
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E. Nonparticipating Providers Outside the Blue Cross and Blue Shield of Alabama Service Area

1. Member Liability Calculation

When covered healthcare services are provided outside of our service area by nonparticipating providers, the
amountyou pay for such services will normallybe based on eitherthe HostBlue’s nonparticipating provider
local paymentorthe pricing arrangements required byapplicable state law. In these situations, you may be
responsible for the difference between the amountthatthe nonparticipatingprovider bills and the paymentwe
will make for the covered healthcare services as setforth in this paragraph. Federal or state law, as applicable,
will govern payments for out-of-network emergencyservices.

2, Exceptions

In certain situations, we mayuse other payment methods, such as billed covered charges, the paymentwe
would make ifthe healthcare services had been obtained within our service area, or a special negotiated
paymentto determine the amountwe will pay for services provided bynonparticipatingproviders. In these
situations, you may be liable for the difference between the amountthatthe nonparticipating provider bills and
the paymentwe will make forthe covered healthcare services as setforth in this paragraph.

F. Blue Cross Blue Shield Global® Core

If you are outside the United States (hereinafter “BlueCard service area”), you may be able to take advantage
of Blue Cross Blue Shield Global Core when accessing covered healthcare services. Blue Cross Blue Shield
Global Core is notserved by a HostBlue.

If you need medical assistance services (including locating a doctor or hospital) outside the BlueCard service
area, you should call the Blue Cross Blue Shield Global Core service centerat 1-800-810-BLUE (2583) or call
collectat 1-804-673-1177,24 hours a day, seven days a week. An assistance coordinator, workingwith a
medical professional, can arrange a physician appointmentor hospitalization, ifnecessary.

o Inpatient Services

In mostcases,ifyou contactthe service center for assistance, hospitals will notrequire you to pay for covered
inpatientservices, exceptfor your cost-share amounts. In such cases, the hospital will submityour claims to
the service centerto begin claims processing. However, ifyou paid in full at the time of service, you must
submita claim to receive reimbursementfor covered healthcare services.

e Outpatient Services

Physicians, urgentcare centers and other outpatient providers located outside the BlueCard service area will
typically require you to pay in full at the time of service. You mustsubmita claim to obtain reimbursementfor
covered healthcare services.

« Submitting a Blue Cross Blue Shield Global® Core Claim

When you pay for covered healthcare services outside the BlueCard service area, you mustsubmita claim to
obtain reimbursement. Forinstitutional and professional claims, you should complete a Blue Cross Blue Shield
Global Core claim form and send the claim form with the provider’s itemized bill(s) to the service center (the
address ison the form)to initiate claims processing. Following the instructions on the claim form will help
ensure timelyprocessing of yourclaim. The claim form is available from us, the service centeror online at
www.bcbsglobalcore.com. If you need assistance with your claim submission, you should call the service
centerat 1-800-810-BLUE (2583) or call collectat 1-804-673-1177,24 hours a day, seven days a week.
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MEDICAL NECESSITY AND PRECERTIFICATION

The plan will onlypay for care that is medicallynecessaryand not investigational, as determined byus. The
definitions of medical necessityand investigational are found in the Definitions section of this booklet.

In some cases described below, the plan requires thatyou or your treating provider precertify the medical
necessityof your care. Please note that precertification relates onlyto the medical necessityof care; it does
not mean thatyour care will be covered underthe plan. Precertification also does notmean thatwe have been
paid all monies necessaryfor coverage to be in force on the date that services or supplies are rendered.

In some cases, your provider will initiate the precertification process foryou. You should be sure to check with
your provider to confirm whether precertification has been obtained. Itis your responsibilityto ensure thatyou
or your provider obtains precertification.

Inpatient Hospital Benefits

Precertification is required for all hos pital admissions (general hospitals and psychiatric specialty hospitals)
except for medical emergencyservices and maternityadmissions.

For medical emergencyservices, we mustreceive notification within 48 hours ofthe admission.

If a newborn child remains hospitalized afterthe motheris discharged, we will treatthis as a new admission for
the newborn. However, newborns require precertification onlyin the following instances:

e The babyis transferred to anotherfacilityfrom the original facility; or,
e The babyis discharged and then readmitted.

For precertification call 1-800-248-2342 (toll-free).

Generally, if precertificationis not obtained, no benefits will be payable for the hospital admission or
the services of the admitting physician.

Thereis only one exception to this: If an in-network provider’s contract with the local Blue Cross/Shield plan
permits reimbursementdes pite the failure to obtain precertification, benefits will be payable for covered
services onlyif the in-network hospital admission and related services are determined to be medically
necessaryon retrospective review by the plan.

Outpatient Hospital Benefits, Physician Benefits, Other Covered Services

Precertification is required for certain outpatienthospital benefits, physician benefits and other covered
services. The general categories ordescriptions of outpatienthospital benefits, physician benefits and other
covered services thatrequire precertification atthe time of the filing of this bookletare setforth below.
Examples are forillustrative purposes only. You can find more information aboutthe specific services that
require precertification at AlabamaBlue.com/Precert. This listwill be updated no more than twice percalendar
year. You should check this listprior to obtaining anyoutpatienthospital services, physician services and other
covered services.

e Certainadvancedimaging (such as, forexample, MRA, MRI, CT, CTA and PET);
For precertification, call 1-866-803-8002 (toll free).
¢ Intensive outpatientservices and partial hospitalization;

For precertification, call 1-800-548-9859 (toll free).
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o Certainselectprocedures (such as, forexample,implantable bone conduction hearing aids, knee
arthroplasty, lumbar spinal fusion, and surgeryfor obstructive sleep apnea);

For precertification, call 1-800-248-2342 (toll free).

e Certainreconstructive procedures (such as, forexample, blepharoplasty, rhinoplasty,and surgery
for varicose veins);

For precertification, call 1-800-248-2342 (toll free)
e Certaindurable medical equipment
For precertification, call 1-800-248-2342 (toll free)
¢ Home health and hospice when services are rendered outside the state of Alabama.
For precertification, call 1-800-821-7231 (toll free).

e Certainradiation therapymanagementservices (such as, forexample, proton beam therapy,
cyberknife and stereotactic radiosurgery); and

For precertification, call 1-866-803-8002 (toll free)

e Certaingeneticlaboratorytesting (such as, forexample, breastcancer (BRCA)testing and genetic
carrier screening).

For precertification, call 1-866-803-8002 (toll free).
If precertification is not obtained, no benefits will be payable under the plan for the services.

Provider-Administered Drugs

Precertification (also sometimes referredto as prior authorization) is required for certain provider-administered
drugs. You canfind a listof the provider-administered drugs thatrequire precertification at
AlabamaBlue.com/ProviderAdministeredPrecertificationDrugList. This listwill be updated monthly.

Provider-administereddrugs are drugs that musttypically be administered ordirectlysupervised bya provider
generallyon an outpatientbasis in a hospital, other medical facility, physician’s office orhome healthcare
setting. Provider-administered drugs alsoinclude gene therapyand cellularimmunotherapy. Provider-
administered drugs do notinclude medications thatare typically available by prescription order orrefill ata
pharmacy.

For precertification, call the Customer Service Departmentnumber on the back of your ID card.

If precertification is not obtained, no benefits will be payable under the plan for the provider-
administered drug.

Prescription Drug Benefits

Precertification (also sometimes referredto as prior authorization) is required for certain prescription drugs.
You can find a listof the prescription drugs thatrequire precertification at
AlabamaBlue.com/2024 SourcePlusRx1Druglist. This listwill be updated monthly.

For precertification, call the Customer Service Departmentnumber on the back of your ID card.

If precertification is not obtained, no benefits will be payable under the plan for the prescription drug.
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HEALTHBENEFITS

Attention: Benefits levels formostmental health disorders and substance
abuse are notseparatelystated. Please referto the appropriate subsections
below thatrelate to the services orsupplies you receive, such as Inpatient
Hospital Benefits, Outpatient Hos pital Benefits, etc.

law.

Attention: If you receive out-of-network physician benefits (such as out-of-
network laboratoryservices) fora medical emergencyoraccidental injuryin
the emergencyroom ofa hospital, those services will also be paid atthe
applicable in-network coinsurance amounts for such benefits described in the
matrices below, and subjectto the in-network calendaryear deductible. The
allowed amountfor such out-of- network physician benefits will be
determined in accordance with the requirements ofthe applicable Federal

Attention: If you receive non-emergencyservices performed byan out-of-
network provider at certain participating facilities, those services will be paid
at the applicable in-network coinsurance and/or copaymentamounts for such
benefits described in the matrices below, and subjectto the in-network
calendar year deductible, provided the out-of-network provider has not
satisfied the applicable notice and consentrequirements. The allowed
amountfor such non-emergencyservices performed byan out-of-network
provider at certain participating facilities will be determined in accordance
with the requirements ofthe applicable Federal law.

Inpatient Hospital Benefits

Attention: Precertificationis required forall hospital admissions exceptfor
medical emergency, maternityadmissions, and as required by Federal law.
You can find more information aboutthis in the Medical Necessityand

Precertification section ofthis booklet.

SERVICE OR SUPPLY

IN-NETWORK
PLAN PAYS

OUT-OF-NETWORK
PLAN PAYS

Inpatient

First 365 days of care during each
confinementin a general hospital or
psychiatric specialty hospital
(combined in-netw ork and out-of-
netw ork)

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible
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SERVICE OR SUPPLY IN-NETWORK OUT-OF-NETWORK

PLAN PAYS PLAN PAYS
Inpatient 80% of the allow ed amount, subject 50% of the allow ed amount, subject
Days of confinement in a general to the calendar year deductible to the calendar year deductible

hospital or psychiatric specialty
hospital extending beyond the 365-
day benefit maximum

Attention: If you receive inpatienthospital services in an out-of-network hospital in the
Alabama service area, no benefits are payable underthe plan unless services are to
treat an accidental injuryor medical emergency.

Inpatienthospital benefits consistofthe following if provided during a hospital stay:

+ Bedand board and general nursingcare in a semiprivate room;

+ Useof special hospital units such as intensive care or burn care and the hospital nurses who
staff them;

« Useofoperating, delivery, recovery, and treatmentrooms and the equipmentin them;
« Administration ofanesthetics byhospital employees and all necessaryequipmentand supplies;

« Casts,splints, surgical dressings, treatmentand dressing trays;
» Diagnostictests,including laboratoryexams, metabolism tests, cardiographic exams,
encephalographic exams, and X-rays;

+ Physical therapy, hydrotherapy, radiation therapy, and chemotherapy;

« Oxygen and equipmentto administerit;

« Alldrugs and medicines usedbyyou if administered in the hospital;

* Regularnurserycare and diaper service fora newborn babywhile its mother has coverage; and,

+ Bloodtransfusions administered bya hospital employee.

If you are discharged from and readmitted to a hospital within 90 days, the days of each stay will apply
toward any applicable maximum number ofinpatientdays.

We may reclassifyservices or supplies provided to a hospital patientto a level of care determinedbyus to

be medicallyappropriate given the patient's condition, the services rendered, and the setting in which they

were rendered. This means thatwe may, at times, reclassifyan inpatienthospital admission as outpatient

services. There mayalso be times in which we denybenefits altogetherbased upon our determination that
services or supplies were furnished atan inappropriate level of care.

Group health plans and health insurance issuers offering group health insurance coverage generallymay
not, underfederal law, restrictbenefits forany hospital length of stayin connection with childbirth for the
motherornewborn child to less than 48 hours following a vaginal delivery, or less than 96 hours following a
Cesarean section. However, federal law generallydoes not prohibitthe mother's or newborn's attending
provider, after consulting with the mother, from discharging the mother orhernewborn earlierthan 48 hours
(or 96 hours as applicable). In any case, plans and issuers maynot, underfederal law, require thata
provider obtain authorization from the plan or insuranceissuer for prescribing a length of stay not in excess
of 48 hours (or96 hours).
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Outpatient Hospital Benefits

this booklet.

Attention: Precertificationis required for certain outpatienthospital benefits. You can
find more information about this in the Medical Necessityand Precertification section of

SERVICE OR SUPPLY

IN-NETWORK
PLAN PAYS

OUT-OF-NETWORK
PLAN PAYS

Outpatientsurgery (including
ambulatory surgical centers)

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Note: In Alabama, Not covered

Emergency room —medical
emergency

80% of the allow ed amount, subject
to the calendar year deductible

80% of the allow ed amount, subject
to the calendar year deductible

Emergency room —accident

If you have a medical emergency as
defined by the plan after 72 hours of
an accident, refer to Emergency

room —medical emergency above

80% of the allow ed amount, subject
to the calendar year deductible

80% of the allow ed amount, subject
to the calendar year deductible w hen
services are rendered within 72 hours
of the accident

50% of the allow ed amount, subject
to the calendar year deductible w hen
services are rendered after 72 hours
of the accident and not a medical
emergency as defined by the plan

Outpatientdiagnostic lab, X-ray,
and pathology

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Note: In Alabama, notcovered

Outpatientdialysis, IV therapy,
chemotherapy, andradiation
therapy

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Note: In Alabama, notcovered

Intensive outpatientservices and
partial hos pitalization for mental
health disorders and substance
abuse

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Note: In Alabama, notcovered

Services billed by the facility for an
emergency room visitw hen the
patient's condition does not meet the
definition of a medical emergency
(including any lab and X-ray exams
and other diagnostic tests
associated with the emergency room
fee)

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Note: In Alabama, notcovered

Covered outpatient hospital services
or supplies not listed above and not
listed in the section of the booklet
called Other Covered Services

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Note: In Alabama, notcovered
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Attention: If you receive outpatienthospital services in an out-of-network hospital in
the Alabama service area, no benefits are payable underthe plan unless services are
to treat an accidental injuryor medical emergency.

Outpatienthospital benefits include provider-administered drugs. You can find more information about
provider-administered drugs in the Medical Necessityand Precertification section ofthis booklet.

We may reclassifyservices orsupplies provided to a hospital patientto a level of care determinedbyus to
be medicallyappropriate given the patient's condition, the services rendered, and the setting in which they
were rendered. This means thatwe may, at times, reclassifyan outpatienthospital service as an inpatient
admission. There mayalso be times in which we denybenefits altogether based uponour determination that
services or supplies were furnished atan inappropriate level of care.

Physician Benefits

Attention: Precertification is required for certain physician benefits. You can find
more information aboutthis in the Medical Necessityand Precertification sectionofthis
booklet.

The benefits listed below applyonly to the physician's charges for the services indicated. Claims for
outpatientfacility charges associated with anyof these services will be processed under your outpatient
hospital benefits and subjectto any applicable outpatientcostsharing. Examples mayinclude 1) laboratory
testing performed in the physician's office, butsentto an outpatienthospital facilityfor processing; 2)
operating room and related services for surgical procedures performed in the outpatienthospital facility.

SERVICE OR SUPPLY IN-NETWORK OUT-OF-NETWORK

PLAN PAYS PLAN PAYS
Office visits, consultations, 80% of the allow ed amount, subject | 50% of the allow ed amount, subject
secondsurgical opinion, and to the calendar year deductible to the calendar year deductible
psychotherapy
Telephone and online video 0% of the allow ed amount, subjectto | Not covered
consultations program a $55 payment per consultation

To enroll in the telephone and online
video consultations program, go to
AlabamaBlue.com/Teleconsultation
or call 1-855-477-4549.

Telephone and online video
consultations are available to
diagnose, treat and prescribe
medication (w hen necessary)for
certain medical issues.

Emergency room physician 80% of the allow ed amount, subject | 80% of the allow ed amount, subject
to the calendar year deductible to the calendar year deductible

Surgery and anesthesiafora 80% of the allow ed amount, subject | 50% of the allow ed amount, subject

covered service to the calendar year deductible to the calendar year deductible

Maternity care 80% of the allow ed amount, subject | 50% of the allow ed amount, subject
to the calendar year deductible to the calendar year deductible
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SERVICE OR SUPPLY

IN-NETWORK
PLAN PAYS

OUT-OF-NETWORK
PLAN PAYS

Inpatientvisits and inpatient
consultations

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Diagnostic lab, X-rays, pathology,
dialysis, and IV therapy

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Chemotherapy and radiation
therapy

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Psychological testing

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Allergy testing and treatment

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

The following terms and conditions applyto physician benefits:

e Surgical careincludes inpatientand outpatientpreoperative and postoperative care, reduction of
fractures, endoscopic procedures, and heart catheterization.

¢ Maternity care includes obstetrical care for pregnancy, childbirth, and the usual care before and after
those services.

e Inpatienthospital visits related to a hospital admissionfor surgery, obstetrical care, or radiation
therapy are normallycovered under the allowed amountfor that surgery, obstetrical care, or
radiation therapy. Hospital visits unrelated to the above services are covered separately, if at all.

¢ Physician benefits include provider-administered drugs. You can find more information about
provider-administered drugs in the Medical Necessityand Precertification section ofthis booklet.

Physician Preventive Benefits

Attention: In some cases, routine immunizations and routine preventive services may
be billed separatelyfrom your office visit or other facility visit. In that case, the
applicable office visitor outpatientfacility costsharing amounts under your physician
benefits or outpatienthospitalbenefits mayapply. In any case, applicable office visitor
facility costsharing amounts maystill applywhen the primarypurpose for your visit is
not routine preventive services and/or routine immunizations.

Some immunizations maybe covered in-network notonly when provided in an in-network physician’s
office, but also when provided byan in-network pharmacythat participates in the PharmacyVaccine
Network. PharmacyVaccine Network pharmacies have a contract with Blue Cross and Blue Shield of
Alabama orits pharmacybenefitmanager(s) to provide and administer certain immunizations.

To find a pharmacythatparticipates in the PharmacyVaccine Network:

1. Go to AlabamaBlue.com/ValueONEVaccinePharmacyl ocator.
2. Enter a searchlocation byusing the zip code or city and state for the area you would like to search.
3. Clickthe Search button to find a pharmacyin the Vaccine Network for ValueONE Network

A listof the eligible vaccines these pharmacies mayprovide can be found at
AlabamaBlue.com/VaccineNetworkDrugList.
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Underthe Affordable Care Act, non-grandfathered plans are required to provide in-network coverage forall
of the following without cost-sharing:

¢ Evidence-baseditemsorservices thathave in effect a rating of A or B in the current
recommendations ofthe U.S. Preventive Services Task Force;

¢ Immunizations for routine use in children, adolescents, and adults thathave in effect a
recommendation from the Advisory Committee to Immunization Practices ofthe Centers for Disease
Control and Prevention;

o With respecttoinfants, children,and adolescents, evidence-informed preventive care and screenings
provided for in comprehensive guidelines supported bythe Health Resources and Services
Administration; and,

¢ With respecttowomen, preventive care and screenings as provided in the binding, comprehensive
health plan coverage guidelines supportedbythe Health Resources and Services Administration,
including (butnotlimited to) all Food and Drug Administration (FDA)-approved contraceptive methods
for women, sterilization procedures, and patienteducation and counseling for allwomen (including
dependentdaughters) with reproductive capacity.

SERVICE OR SUPPLY IN-NETWORK OUT-OF-NETWORK
PLAN PAYS PLAN PAYS

Routine preventive services and 100% of the allow ed amount, no Not covered

immunizations deductible or copayment

See

AlabamaBlue.com/PreventiveServices

and

AlabamaBlue.conVStandardACAPreve
ntiveDrugList for a listing of the
specific drugs, immunizations and
preventive services or call our
Customer Service Department for a
paper copy of this listing

Pediatric Vision Benefits

Attention: The plan provides vision benefits onlyfor members up to the end of the month in
which the memberturns 19. No benefits are available thereafter even if treatmentforthe
member began before this time period.

SERVICE OR SUPPLY IN-NETWORK OUT-OF-NETWORK

PLAN PAYS PLAN PAYS
Pediatric eye exam (including 80% of the allow ed amount, subjectto] Not covered
refraction) the calendar year deductible

Limited to one exam per member
each calendar year up to the end of
the month in w hich the member
turns 19; includes dilation if
medically necessary
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SERVICE OR SUPPLY

IN-NETWORK
PLAN PAYS

OUT-OF-NETWORK
PLAN PAYS

Pediatric glasses or contactlenses

Prescription glasses (lenses and
frames) are limited to one pair per
member each calendar year, up to
the end of the month in w hich the
member turns 19; contactlenses are
limited to one 12 month supply each
calendar year per member up to the
end of the month in w hich the
member turns 19

Member may choose glass,
polycarbonate or plastic lenses; all
lens pow ers (single vision, bifocal,
trifocal, lenticular), fashion and
gradient tinting, oversized and glass-
grey #3 prescription sunglass lenses
and low vision items are covered

80% of the allow ed amount, subject to]
the calendar year deductible

80% of the allow ed amount, subject to]
the calendar year deductible

Other Covered Services

booklet.

Attention: Precertificationis required for certain other covered services. You can find
more information aboutthis in the Medical Necessityand Precertification sectionofthis

SERVICE OR SUPPLY

IN-NETWORK
PLAN PAYS

OUT-OF-NETWORK
PLAN PAYS

Accident-related dentalservices,
w hich consist of treatment of natural
teeth injured by force outside your
mouth or body if initial services are
received w ithin 90 days of the injury
(or within the first 90 days of
coverage under the Plan if not a
Member at the time of the injury); if
initial services are received within 90
days of the injury (or w ithin the first
90 days of coverage under the Plan
if not a Member at the time of the
injury) subsequent treatment is

allow ed for up to 180 days fromthe
date of injury (or w ithin 180 days of
coverage under the Plan if not a
Member at the time of the injury)

w ithout pre-authorization;
subsequent treatment beyond 180
days mustbe pre-authorized andis
limited to 18 months fromthe date of
injury (or w ithin 18 months of
coverage under the Plan if not a
Member at the time of the injury)

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Ambulance services

80% of the allow ed amount, subject
to the calendar year deductible

80% of the allow ed amount, subject
to the calendar year deductible
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SERVICE OR SUPPLY

IN-NETWORK
PLAN PAYS

OUT-OF-NETWORK
PLAN PAYS

Chiropractic services

Limited to 15 visits per member per
calendar year (combined in-netw ork
and out-of-network)

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Note: In Alabama, notcovered

Dialysis services at arenal
dialysis facility

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Note: In Alabama, not covered

DME: Durable medical equipment
and supplies, w hich consist of the
follow ing: (1) artificial arms and other
prosthetics, leg braces, and other
orthopedic devices; and (2) medical
supplies such as oxygen, crutches,
casts, catheters, colostomy bags
and supplies, and splints

(For DME the allow ed amount will
generally be the smaller of the rental
or purchase price)

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Eyeglasses orcontactlenses

One pair willbe covered if medically
necessarytoreplace the human lens
function as aresult of eye surgery or
eye injury or defect

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Home health and hospice care

In-netw ork home healthcare benefits
consist of intermittent home nursing
visits and home phototherapy for
new borns ordered by yourattending
physician

In-netw ork hospice benefits consist
of physician home visits, medical
social services, physical therapy,
inpatient respite care, home health
aide visits fromone to four hours,
durable medical equipment and
symptom management provided to a
member certified by his physician to
have less than six months to live

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Note: In Alabama, not covered
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SERVICE OR SUPPLY

IN-NETWORK
PLAN PAYS

OUT-OF-NETWORK
PLAN PAYS

Home infusion

Home infusion benefits include
coverage of certain provider-
administered drugs ordered by your
attending physician and
administered by a home infusion
service provider in the home or in an
infusion suite associated with the
home infusion service provider. In-
netw ork benefits include coverage of
the provider-administered drug and
drug infusion related administration
services

See Provider-Administered Drugs
paragraph under the Medical

Ne cessity and Pre certification
section of this booklet for
precertification requirement of these
drugs

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Note: In Alabama, notcovered

Medical Nutrition Therapy
Services foradults and children

6 hours each calendar year

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Re habilitative occupational,
physical, and s peech therapy

Limited to a combined occupational,
physical and speech therapy
maximum of 30 visits per member
per calendar year (combined in-
netw ork and out-of-netw ork)

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Habilitative occupational,
physical, and s peech therapy

Limited to a combined occupational,
physical and speech therapy
maximum of 30 visits per member
per calendar year (combined in-
netw ork and out-of-netw ork)

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible

Autism-related rehabilitative and
habilitative occupational therapy
and speechtherapy for children
ages 0-18

Note: These benefits are in addition
to other occupational and speech
therapy benefits covered by the plan
and are not subject to maximum visit
limitations

80% of the allow ed amount, subject
to the calendar year deductible

50% of the allow ed amount, subject
to the calendar year deductible
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Pediatric Dental Benefits

Attention: The plan provides dental benefits onlyfor members up to end of the month
in which the memberturns 19. No benefits are available thereafter even if treatment
for the member began before this time period.

The plan’s in-network dental networks are Preferred Dentistin Alabama and National Dental
Network (DenteMax) outside Alabama.

The plan does notprovide benefits for replacementofany appliances (such as dentures or orthodontia) that
have been lost, misplaced or stolen; or for repair of damaged orthodontic appliances.

When there are two ways to treat you and both would otherwise be plan benefits, we'll paytoward the
less expensive one. If you change dentists while being treated, orif two or more dentists do one
procedure, we will pay no more than if one dentistdid all the work.

Pediatric Diagnostic and Preventive Dental Services

SERVICE OR SUPPLY IN-NETWORK OUT-OF-NETWORK

PLAN PAYS PLAN PAYS
Diagnostic and preventive 100% of the allow ed amount, subject | Not covered
services to the calendar year deductible

(Limited to members up to the end of
the month in w hich the member
turns 19)

Pediatricdiagnostic and preventive dental services consistofthe following:

e Dentalexams, up to twice per calendar year.

e Dental X-rays:

Full mouth X-rays, one setduring any 60 months in a row.

Bitewing X-rays, up to twice per calendar year.

Intraoral complete series X-rays, once per 60 months.

Panoramicfilm or cone beam image, twice every 3 years.

Other dental X-rays, used to diagnose a specific condition.

e Tooth sealants on unrestored permanentmolars, limited to one application pertooth each 36 months.
Fluoride treatment, twice per 12 months.

Topical fluoride varnish, twice per 12 months.

Routine cleanings, twice percalendar year.

Space maintainers (notmade of precious metals) thatreplace prematurelylostteeth.
Diagnosticmodels.

Pediatric Basic Dental Services

SERVICE OR SUPPLY IN-NETWORK OUT-OF-NETWORK
PLAN PAYS PLAN PAYS
Basic services 80% of the allow ed amount, subject | Not covered

to the calendar year deductible

(Limited to members up to the end of
the month in w hich the member
turns 19)
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Pediatricbasic dental services consistofthe following:

Fillings made of silveramalgam and tooth color materials.

Simple tooth extractions.

Directpulp capping, removal of pulp, and root canal treatment (excluding surgical treatmentand/or
removal of the roottip of the tooth).

Endodontictherapyon primaryteeth, once per tooth per lifetime.

Pulpotomy.

Repairs and re-cementation to crowns, inlays, onlays, veneers, fixed partial dentures and removable
dentures.

Re-cementation of space maintainers.

Pin-retention, pertooth, in addition to restoration.

Prefabricated postand core (excluding crown), once pertooth per 60 months.

Resin infiltration/s mooth surface, once pertooth per 36 months.

Replacementofmissing or broken teeth.

Addition of tooth or clasp to existing partial denture.

Consultation including oral exam requested byanother practitioner.

Emergencytreatmentforpain.

Pediatric Major Dental Services

SERVICE OR SUPPLY IN-NETWORK OUT-OF-NETWORK
PLAN PAYS PLAN PAYS
Major services 50% of the allow ed amount, subject | Not covered

(Limited to members up to the end of
the month in w hich the member
turns 19)

to the calendar year deductible

Pediatric major dental services consistofthe following:

Oral surgery,i.e., to diagnose and treatmouth cysts and abscesses and for tooth extractions and
impacted teeth.

General anesthesia when given for oral or dental surgery. This means drugsinjected orinhaled to relax
you or lessen the pain, or make you unconscious, butnot analgesics, drugs given by local infiltration,
or nitrous oxide.

Therapeuticdrug injections.

Surgical treatment, removal of the roottip of the tooth, and/or post-surgical complications.

Pulpal regeneration.

Inlays.

Crowns, onlays, core buildup (including pins), postand core (in addition to crowns), once pertooth per
60 months.

Dentures, implants,and bridges, once per 60 months.

Fixed partial denture retainers —inlays/onlays, once per 60 months.

Implantsupported complete and partial denture.

Adjustments to dentures.

Rebase andreline ofdentures, once per 36 months, beginning 6 months afterinitial placement.
Tissue conditioning.

Occlusal guards,once per 12 months,age 13 and over.

Periodonticexams, twice per 12 months.

Periodontic scaling, once per 24 months.

Periodontic maintenance, four per 12 months.

Removal ofdiseased gum tissue and reconstructing gums (four or more teeth), once per 36 months.
Removal ofdiseased bone.
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e Reconstruction ofgums and mucous membranes bysurgery.
e Full mouth debridement, once perlifetime.
¢ Removing plaque and calculus below the gum line for periodontal disease.

Pediatric Orthodontic Services

SERVICE OR SUPPLY

IN-NETWORK
PLAN PAYS

OUT-OF-NETWORK
PLAN PAYS

Medically necessary orthodontic
services for congenital or hereditary
conditions requiring medical treatment
and/or corrective surgery

(Limited to members up to the end of
the month in w hich the member turns
19)

50% of the allow ed amount, subject to
the calendar year deductible

Not covered
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Retail Prescription Prepaid Drug Benefits

Attention: Precertification (sometimes referred to as priorauthorization)is required for
certain prescription drugs. You can find more information about this in the Medical
Necessityand Precertification section of this booklet.

SERVICE OR SUPPLY IN-NETWORK OUT-OF-NETWORK
PLAN PAYS PLAN PAYS
Retail prescription prepaid drug Tier 1drugs Not covered

benefits

The retail pharmacy netw ork forthe
plan is the Value ONE Retail Netw ork
e Locate a ValueOne Retail

Netw ork Pharmacy at
AlabamaBlue.conVValueONERetailPh

armacylocator

Prescription drugs (other than
maintenance prescription drugs) can
be dispensed for up to a 30-day
supply

¢ View the Source+Rx1.0

Drug list that applies to the plan at
AlabamaBlue.com/2024 SourcePlusRx

1DruglList

Maintenance prescription drugs can
be dispensed for up to a 30-day
supply.

¢ View the Maintenance Drug
List that applies to the plan at
AlabamaBlue.con/MaintenanceDrugLi
st

Tier 5 and 6 (specialty) drugs can be
dispensed for up to a 30-day supply.
The only in-netw ork pharmacy for
some Tier 5 and 6 (specialty) drugs is
the Pharmacy Select Network

e View the Specialty Drug List
that applies to the plan at
AlabamaBlue.con/Self AdministeredS

pecialtyDrugList

Some immunizations may be
received froman in-netw ork
pharmacy that participates in the
Pharmacy Vaccine Netw ork.

- Alist of the eligible vaccines
these pharmacies may provide
can be found at
AlabamaBlue.com/VVaccineNetwo

rkDrugL ist

80% of the allow ed amount, subject to
the calendar year deductible

Tier 2drugs

80% of the allow ed amount, subject to
the calendar year deductible

Tier 3drugs
80% of the allow ed amount, subject to
the calendar year deductible

Tier 4drugs
80% of the allow ed amount, subject to
the calendar year deductible

Tier 5 (preferred s pecialty) drugs
80% of the allow ed amount, subject to
the calendar year deductible

Tier 6 (non-preferred s pecialty)
drugs

80% of the allow ed amount, subject to
the calendar year deductible

Covered Insulin Products: $99
maximum cost share per 30-day
supply; When Covered Insulin Product
qualifies as preventive care, cost
share cap applies w hether or not
deductible has been met. When a
Covered Insulin Product does not
qualify as preventive care, the cost
share cap shall not apply until
deductible has been met.
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Extended Supply Prescription Prepaid Drug Benefits

SERVICE OR SUPPLY IN-NETWORK OUT-OF-NETWORK
PLAN PAYS PLAN PAYS
Extended supply prescription Tier 1drugs Not covered

prepaiddrug benefits

The extended supply pharmacy

netw ork for the plan is the

ValueONEESN Netw ork

* Locatea ValueONE ESN
Pharmacy at
AlabamaBlue.com/ValueONEE
SNPharmacyl ocator

Only maintenance prescription drugs
can be purchased through this
extended supply pharmacy service —
up to a 90-day supply w ith one copay
for each 30-day supply

¢ View the Maintenance Drug List

that applies to the plan at
AlabamaBlue.convMaintenance
DrugList

e View the Source+Rx 1.0 Drug
list that applies to the plan at
AlabamaBlue.com/2024SourceP
lusRx1DrugList

Tier 5 and 6 (specialty) drugs are not
available through this pharmacy
netw ork.

80% of the allow ed amount, subject
to the calendar year deductible

Tier 2drugs
80% of the allow ed amount, subject
to the calendar year deductible

Tier 3drugs
80% of the allow ed amount, subject
to the calendar year deductible

Tier 4drugs
80% of the allow ed amount, subject
to the calendar year deductible

Tier 5 (preferred specialty)drugs
Not covered

Tier 6 (non-preferred s pecialty)
drugs
Not covered

Covered Insulin Products: $99
maximum cost share per 30-day
supply; When Covered Insulin
Product qualifies as preventive care,
cost share cap applies w hetheror
not deductible has been met. When
a Covered Insulin Product does not
qualify as preventive care, the cost
share cap shall not apply until
deductible has been met.
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Select Generic Specialty and Biosimilar Drugs

SERVICE OR SUPPLY IN-NETWORK OUT-OF-NETWORK
PLAN PAYS PLAN PAYS

Select generic specialtyand 100% of the allow ed amount, subject | Not covered

biosimilardrugs to calendar year deductible

Generic specialty and biosimilar
drugs can be dispensed for up to a
30-day supply. The only in-netw ork
pharmacy for some generic specialty

and biosimilar drugs is the
Pharmacy SelectNetwork

View the Select Generic
Specialty and Biosimilar Drug
List that applies to the plan at
AlabamaBlue.convSelectGeneri
cSpecialtyandBiosimilarDrugL.is
i.

Prescription drug benefits are subjectto the following terms and conditions:

To be eligible for benefits, drugs mustbe FDA approved legend drugs prescribed bya physician and
dispensedbya licensed pharmacist. Legend drugs are medicines which mustbylaw be labeled,
“Caution: Federallaw prohibits dispensing withouta prescription.”

Drugs are classified in tiers generallyby their costto the plan with Tier 1 drugs having the lowest
costto the plan and Tier 6 having the highestcostto the plan. To determine the Tierin which a drug
is classified byyour plan, log into myBlueCross at AlabamaBlue.com. Once there, you can search
for your drug by clicking the “Find Drug Pricing” link located in the Manage My Prescriptions section
of our website. The Tierdrug classifications are updated periodically.

Prescription drug coverage is subjectto Drug Coverage Guidelines developed and modified over
time based upon dailyor monthlylimits as recommended bythe Food and Drug Administration, the
manufacturer ofthe drug, and/or peer-reviewed medical literature. These guidelines can be found in
the pharmacysection ofourwebsite. Even though your physician has written a prescription fora
drug, the drug may not be covered underthe plan or clinical edit(s) mayapply(i.e. prior
authorization, step therapy, quantitylimitation) in accordance with the guidelines. A drug maynot be
covered underthe plan because, forexample, there are safety and/or efficacy concerns or there are
over-the-counter equivalentdrugs available. The guidelinesin some instances also require you to
obtain prior authorization as to the medical necessityof the drug. You maycall the Customer Service
Departmentnumber on the back of your ID card for more information.

Prescription drug benefits are provided onlyif dispensed byan in-network pharmacy. Except for
certain specialtydrugs, in-network phamacies are pharmacies thathave a contractwith Blue Cross
and Blue Shield of Alabama orits pharmacybenefitmanager(s) to dispense prescription drugs
underthe plan. For certain specialtydrugs, in-network pharmacies musthave a contract with Blue
Cross and Blue Shield of Aabama orits pharmacybenefitmanager(s) to dispense these specialty
drugs.

Specialty)drugs are high-costdrugs thatmaybe used to treat certain complexand rare medical
conditions and are often self-injected or self-administered. Specialty) drugs often grow out of
biotech research and mayrequire refrigeration or special handling.

Compounded drugs are defined as a drug productmade or modified to have characteristics thatare
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specificallyprescribedforan individual patientwhen commercial drug products are notavailable or
appropriate. To be eligible for coverage, compoundeddrugs mustcontain atleastone FDA-approwed
prescription ingredientand mustnotbe a copy of a commerciallyavailable product. All compounded
drugs are subjectto review and may require prior authorization. Drugs used in compoundeddrugs
may be subjectto additional coverage criteria and utilization managementedits. Compounds are
covered onlywhen medicallynecessary. Compound drugs are always classifiedas Tier4 drugs.

Attention: Justbecause adrugis classified bythe planas Tier 1 or any other
classification on our website does notmean the drug is safe or effective for you. Only
you and your prescribing physician can make thatdetermination.

« Refills of prescriptions are allowedonlyafter 75% of the allowed amountofthe previous prescription
has beenused (e.g.,23 days into a 30 day supply). Your pharmacistmaybe able to synchronize the
refill date for your prescriptions. Ask your pharmacistifprescription drug medication synchronization
is available fordrugs.

* Insulin,needles, and syringes purchased on the same daywill have one copayment; otherwise,
each has a separate copayment. Blood glucose strips and lancets purchased on the same daywill
have one copayment. Otherwise, each has a separate copayment. Glucose monitors and other
diabetic supplies and equipmentalways have a separate copayment.

« If yourdrugis not covered and you think it should be, you may ask us to make an exception to the
drug coverage rules by calling the Customer Service Departmentnumber on the back of your ID
card. Your doctor or other prescriber mustgive us a statementthatexplains the medical reasons
for requesting an exception. We will give you aresponse within 72 hours (24 hours for expedited
exception requests)ofreceiving all information we need to make a decision. If we deny your
request, you mayrequestaninternal appeal and an external,independentreview of our decision
as described in the Claims and Appeals section ofthis booklet.

Provider-Administered Drug Benefits

Attention: Precertification (sometimes referred to as prior authorization)is required for
certain provider-administered drugs. You can find more information aboutthis in the
Medical Necessityand Precertification section of this booklet.

Provider-administereddrugs are drugs that musttypically be administered or directlysupervised bya provider
generallyon an outpatientbasisin a hospital, other medical facility, physician’s office orhome healthcare
setting. Provider-administered drugs do notinclude medications thatare typically available by prescription
orderor refillat a pharmacy.

Provider-administereddrugs also include gene therapyand cellularimmunotherapy. Gene therapy is generally
a therapy designed to introduce genetic material into cells to compensate forabnormalgenes orto make a
beneficial protein. Cellularimmunotherapyis generallythe artificial stimulation ofthe immune system to treat
cancer, such as cytokines, cancer vaccines oncolytic virus therapy and some monoclonal antibodies.

Provider-administereddrug coverage is subjectto Drug Coverage Guidelines and medical necessitypolicies
found in the pharmacysection ofour website. Adrug maynot be covered underthe plan because, forexample,
there are safety and/or efficacy concerns. The guidelinesin some instances also require you to obtain prior
authorization as to the medical necessityofthe drug. The guidelinesin some instance also require the drug be
administered bya provider and/or facility approved by the drug manufacturer.
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ADDITIONAL BENEFIT INFORMATION

Individual Case Management

Unfortunately, some people suffer from catastrophic, long-temm or chronicillness orinjury. If you sufferdue
to one of these conditions, a Blue Cross Registered Nurse maywork with you, your physician, and other
healthcare professionals to design a benefitplan to bestmeetyour healthcare needs. In orderto implement
the plan, you, your physician,and Blue Cross mustagree to the terms ofthe plan. The program is voluntary
to Blue Cross, you, and your physician. Under no circumstances are you required to work with a Blue Cross
case managementnurse. Benefits provided to you through individual case managementare subjectto your
plan benefitmaximums. If you think you may benefitfrom individual case management, please call our
Health Management Departmentat 1-205-733-7067 or 1-800-821-7231 (toll-free).

Chronic Condition Management

You may also qualifyto participate in the chronic condition managementprogram. The chronic condition
managementprogramis available formembers with heartfailure, coronaryartery disease, diabetes, chronic
obstructive pulmonarydisease (COPD), asthma and other specialized conditions. This program offers
personalized care designed to meetyourlifestyle and health concerns. Our staff of healthcare professionals
will help you cope with your illness and serve as a source ofinformation and education. Participation in the
program is completelyvoluntary. If you would like to enroll in the program or obtain more information, call 1-
888-841-5741 (Monday— Friday, 8 a.m. to 4:45 p.m. CST), or e-mail membermanagement@bcbsal.org.

Baby Yourself Program

Baby Yourselfoffers individual care by a registered nurse. Please call our nurses at 1-800-222-4379 (or 1-205-
733-7065 in Birmingham) or visit AabamaBlue.com/BabyYourselfas soon as you find outyou are pregnant.
Begin care for you and your baby as early as possible and continue throughout your pregnancy. Your baby has
the bestchance fora healthy startby early, thorough care while you are pregnant.

If you fall into one of the following risk categories, please tell your doctor and your Baby Yourselfnurse:age
35 orolder; high blood pressure; diabetes; historyof previous premature births; multiple births (twins, triplets,
etc.).

Organ and Bone Marrow Transplants

The organs for which there are benefits are: (1) heart; (2) liver; (3)lungs;(4) pancreas/isletcell; (5) kidney;
and (6) intestinal/multivisceral. Bone marrow transplants, which include stem cells and marrow to restore or
make stronger the bone marrow function, are also included. All organ and bone marrow transplants (excluding
kidney) mustbe performed in a hospital or other facility on our listof approved facilities for thattype of
transplantand itmusthave ouradvance written approval. When we approve a facility for transplantservices it
is limited to the specific types of transplants stated. Covered transplantbenefits for the recipientinclude any
medicallynecessaryhospital, medical-surgical and other services related to the transplant, including blood and
blood plasma.

Transplantbenefits for cadaveric donororgan costs are limited to search, removal, storage and the
transporting ofthe organ and removal team.

Transplantbenefits forliving donor expenses are limited to:

+ solidorgans: testing forrelated and unrelated donors as pre-approved byus

+ bone marrow: related-donortestingand unrelated-donor search fees and procurementifbilled
through the National Marrow Donor Program or other recognized marrow registry

+ prediagnostictesting expenses ofthe actual donorfor the approved transplant
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+ hospital and surgical expenses for removal ofthe donororgan, and all such services provided to
the donorduring the admission

+ transportation ofthe donated organ

« post-operative hospital, medical, laboratoryand other services for the donorrelated to the organ
transplantlimited to up to 90 days of follow-up care after date of donation.

All organ and bone marrow transplantbenefits for covered recipientand donor expenses are and will be
treated as benefits paid or provided on behalfof the member and will be subjectto all terms and conditions of
the plan applicable to the member, such as deductibles and coinsurance and other plan limitations. For
example,if the member's coverage terminates, transplantbenefits also will notbe available forany donor
expenses afterthe effective date of termination.

There are no transplantbenefits for: (1) any investigational/experimental artificial or mechanical devices; (2)
organ or bone marrow transplants from animals; (3) donor costs available through other group coverage; (4) if
any governmentfundingis provided; (5) the recipientif not covered by this plan;(6) donor costs ifthe recipient
is not covered by this plan; (7) recipientordonorlodging, food, or transportation costs, unless otherwise
specificallystated in the plan; (8) a condition ordisease for which a transplantis considered investigational;
(9) transplants (excluding kidney) performed in a facilitynot on our approved listfor that type or for which we
have not given written approval in advance.

Tissue, celland anyother transplants notlisted above are notincluded in this organ and bone marrow
transplantbenefitbutmaybe covered under otherapplicable provisions ofthe plan when determined to be
medicallynecessaryand notinvestigational. These transplants include butare notlimited to: heartvalves,
tendon, ligaments, meniscus, cornea, cartilage, skin,bone, veins, etc.

Women's Health and Cancer Rights Act Information

A memberwho is receiving benefits in connection with a mastectomywill also receive coverage for
reconstruction ofthe breaston which a mastectomywas performedand reconstructionofthe other breastto
produce asymmetrical appearance; prostheses; and treatmentof physical complications atall stages ofthe
mastectomy, including lymphedema. Benefits for this treatmentwill be subjectto the same calendar year
deductible and coinsurance provisions thatapplyfor other medical and surgical benefits.

COORDINATION OF BENEFITS (COB)

COB is a provision designed to help manage the costofhealthcare by avoiding duplication of benefits when
a personis covered by two ormore benefitplans. COB provisions determine which plan is primaryand
whichis secondary. A primaryplanis one whose benefits fora person's healthcare coverage mustbe
determined firstwithouttaking the existence of any otherplaninto consideration. Asecondaryplanis one
which takes into consideration the benefits of the primaryplan before determining benefits availableunder
its plan. Some COB terms have defined meanings. These terms are setforth at the end of this COB
section.

Order of Benefit Determination

Which planis primaryis decided bythe first rule below thatapplies:

Noncompliant Plan: If the otherplanis a noncompliantplan,then the other plan shall be primaryand this
plan shall be secondaryunless the COB terms ofboth plans provide thatthis planis primary.

Employee/Dependent: The plan covering a patientas an employee, member, subscriber, or contract
holder (thatis, otherthan as a dependent)is primaryover the plan covering the patientas a dependent.In
some cases, depending uponthe size of the group, Medicare secondarypayerrules mayrequire us to
reverse this order of payment. This can occurwhen the patientis covered as aninactive orretired
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employee, is also covered as adependentofan active employee, and is also covered byMedicare. In this
case, the order of benefitdetermination will be as follows: first, the plan covering the patientas a
dependent; second, Medicare; and third, the plan covering the patientas an inactive or retired employee.

Dependent Child — Parents Not Separated or Divorced: If both plans coverthe patientas a dependent
child of parents who are married orliving together (regardless of whethertheyhave ever been married),
the plan of the parentwhose birthdayfalls earlierin the year will be primary. If the parents have the
same birthday, the plan covering the patientlongeris primary.

Dependent Child — Separated or Divorced Parents:If two or more plans cover the patientas a
dependentchild of parents who are divorced, separated, or no longer living together (regardless of
whetherthey have ever been married), benefits are determined in this order:

1. If thereis no court decree allocating responsibilityfor the child's healthcare expenses or healthcare
coverage, the order of benefits for the child are as follows:

a. first, the planofthe custodial parent;
b. second,the plan covering the custodial parent's spouse;
c. third, the plan covering the non-custodial parent; and,

d. last,the plancovering the non-custodial parent's spouse.
2. If a courtdecree states thata parentis responsible for the dependentchild's healthcare expenses or

healthcare coverage and the plan of that parenthas actual knowledge ofthose terms, the plan of
the court-ordered parentis primary.

If the court-ordered parenthas no healthcare coverage forthe dependentchild, benefits will
be determined in the following order:

a. first, the planofthe spouse ofthe court-ordered parent;
b. second,the planof the non-court-ordered parent; and,
c. third, the plan ofthe spouse ofthe non-court-ordered parent.

If a court decree states thatboth parents are responsible for the dependentchild's healthcare
expenses or healthcare coverage, the provisions of “Dependent Child — Parents Not Separated or
Divorced” (the “birthdayrule”) above shall determine the order of benefits.

If a court decree states thatthe parents have jointcustodywithoutspecifying thatone parenthas
responsibilityfor the healthcare expenses or healthcare coverage ofthe dependentchild, the
provisions ofthe “birthdayrule” shall determine the order of benefits.

3. Foradependentchild covered under more than one plan ofindividuals who are notthe parents of
the child, the order of benefits shallbe determined, as applicable, underthe “birthdayrule” as if
those individuals were parents ofthe child.

Active Employee or Retired or Laid-Off Employee:

1. The planthatcovers a person as an active employee (thatis,an employee who is neitherlaid offnor
retired) or as a dependentofan active employee is the primaryplan. The plan covering thatsame
person as aretired orlaid-offemployee oras a dependentofa retired or laid-offemployee is the
secondaryplan.

2. If the otherplan does nothave this rule,and as a result, the plans do notagree on the order of
benefits, this rule is ignored.

3. Thisrule does notapplyif the rule in the paragraph “Employee/Dependent”’ above can determine the
orderof benefits. For example, if aretired employee is covered under his orherown plan as a retiree
andis also covered as adependentunderan active spouse's plan, the retiree plan will be primaryand
the spouse's active plan will be secondary.
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COBRA or State Continuation Coverage:

1. If a personwhose coverage is provided pursuantto COBRA or under a rightof continuation
pursuantto state or otherfederal law is covered under another plan, the plan covering the person
as anemployee, member, subscriberorretiree or covering the person as a dependentofan
employee, member, subscriber orretiree is the primaryplan and the plan covering that same
person pursuantto COBRA or under a right of continuation pursuantto state or otherfederal law
is the secondaryplan.

2. If the otherplan does nothave this rule,andif, as aresult, the plans do notagree on the order of
benefits, this rule is ignored.

3. Thisrule does notapplyif the rule in the paragraph “Employee/Dependent” above can determine the
order of benefits. For example, if aformeremployee is receiving COBRAbenefits under his former
employer's plan (the “COBRAplan”)andis also covered as a dependentunderan active spouse's
plan,the COBRA plan will be primaryand the spouse's active plan will be secondary. Similarly,if a
divorced spouse is receiving COBRAbenefits under his orherformer spouse's plan (the “COBRA
plan”)andis also covered as a dependentunderanew spouse's plan,the COBRA plan will be
primaryand the new spouse's planwill be secondary.

Longer/Shorter Length of Coverage: If the preceding rules do notdetermine the order ofbenefits, the plan
that covered the person for the longer period oftime is the primaryplan and the plan that covered the person
for the shorter period oftime is the secondaryplan.

Equal Division: If the plans cannotagree on the order of benefits within thirty (30) calendar days after the
plans have received all of the information needed to pay the claim, the plans shallimmediately pay the claim
in equal shares and determine theirrelative liabilities following payment, exceptthat no plan shall be
required to pay more than it would have paid had it been the primaryplan.

Determination of Amount of Payment

1. If this planis primary, it shall paybenefits as ifthe secondaryplan did notexist.

2. If ourrecords indicate this plan is secondary, we will notprocess your claims until you have filed
them with the primaryplan and the primaryplan has made its benefitdetermination.

If this planis a secondaryplan on a claim, should itwish to coordinate benefits (thatis, pay benefits as a
secondaryplan ratherthan as a primaryplan with respectto that claim), this plan shall calculate the benefits it
would have paid on the claim in the absence of other healthcare coverage and applythatcalculated amount
to any allowableexpense underits plan thatis unpaid bythe primaryplan. When paying secondary, this plan
may reduce its paymentby the amountso that, when combined with the amount paid bythe primaryplan, the
total benefits paid or provided by all plans for the claim do notexceed 100 percentof the total allowable
expense forthat claim. In addition, the secondaryplan shall credittoits plan deductible anyamounts itwould
have credited to its deductible in the absence of other healthcare coverage. In some instances, when this
planis a secondaryplan, it may be more costeffective for the planto payon a claim as ifit were the primary
plan. If the plan elects to pay a claim as ifit were primary, it shall calculate and paybenefits as ifno other
coverage were involved.

COB Terms

Allowable Expense: Except as setforth below or where a statute requires a differentdefinition, the term
“allowable expense” means anyhealthcare expense, including coinsurance, copayments, and any applicable
deductible thatis covered in full or in part by any of the plans covering the person.

The term “allowable expense” does notinclude the following:

« An expenseora portion of an expense thatis not covered by any of the plans.
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« Any expense thata providerby law or in accordance with a contractual agreementis prohibited from
charging a covered person.

- Any type of coverage or benefitnotprovided under this plan. For example, if this plan does not
provide benefits for mental health disorders and substance abuse, dental services and supplies,
vision care, prescriptions drugs, or hearing aids, or other similar type of coverage or benefit, then it
will have no secondaryliabilitywith respectto such coverage or benefit. In addition, the term
“allowable expense” does notinclude the amountofany reduction in benefits undera primaryplan
because (a) the covered person failed to complywith the primaryplan's provisions concerning second
surgical opinions or precertification ofadmissions or services, or (b), the covered person had alower
benefitbecause he orshe did notuse a preferred provider.

Birthday: The term “birthday’ refers only to month and dayin a calendaryearand does notinclude the year
in which the individual is born.

Custodial Parent: The term “custodial parent’ means:
« A parentawarded custodyofa child by a court decree;or,

< Inthe absence ofa court decree, the parentwith whom the child resides for more than one half of
the calendar year withoutregard to any temporary\visitation.

Group-Type Contract: The term “group-type contract’ means a contractthatis notavailable to the general
publicand is obtained and maintained onlybecause of membership in ora connection with a particular
organization orgroup, including blanketcoverage. The term does notinclude anindividuallyunderwritten
andissued guaranteed renewable policyeven if the policy is purchased through payroll deduction ata
premium savings to the insured since the insured would have the rightto maintain or renew the policy
independently of continued employmentwith the employer.

Hospital Indemnity Benefits: The term “hospital indemnitybenefits” means benefits notrelated to expenses
incurred. The term does notinclude reimbursement-type benefits even ifthey are designed oradministered to
give the insured the rightto electindemnity-type benefits atthe time of claim.

Noncompliant Plan: The term “noncompliantplan” means a plan with COB rules thatare inconsistentin
substancewith the order of benefitdetermination rules ofthis plan. Examples ofnoncompliantplans are
those thatstate their benefits are “excess” or “always secondary.”

Plan: Theterm “plan”includes group insurance contracts, health maintenance organization (HMO) contracts,
closed panel plans orotherforms of group or group-type coverage (whetherinsured or uninsured); medical
care components oflong-term care contracts, such as skilled nursing care; medical benefits under group or
individual automobile contracts; and Medicare or any otherfederal governmental plan, as permitted bylaw.

The term “plan” does notinclude non-group orindividual health or medical reimbursementinsurance
contracts. The term “plan” also does notinclude hospital indemnitycoverage or other fixed indemnity
coverage;accident-onlycoverage; specified disease or specified accidentcoverage; limited benefithealth
coverage, as defined by state law; school accidenttype coverage; benefits fornon-medical components of
long-term care policies; Medicare supplement policies; Medicaid policies; or coverage under other federal
governmental plans, unless permitted bylaw.

Primary Plan: The term “primaryplan” means a plan whose benefits fora person's healthcare coverage must
be determined withouttaking the existence ofany other planinto consideration. Aplanis a primaryplaniif:

« The plan either has no order of benefitdetermination rules, or its rules differ from those permitted by
this regulation; or,

< Al plans thatcover the person use the order of benefitdetermination rules required bythis
regulation,and underthose rules the plan determines its benefits first.

Secondary Plan: Theterm “secondaryplan” means a plan thatis not a primaryplan.
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Right to Receive and Release Needed Information

Certain facts abouthealthcare coverage and services are needed to applythese COBrules and to determine
benefits payable underthis plan and other plans. We may getthe facts we need from or give them to other
organizations or persons for the purpose ofapplying these rules and determining benefits payable under this
plan and other plans covering the person claiming benefits. We are not required to tell or getthe consentof
any person to do this. Each person claiming benefits under this plan mustgive us any facts we need to apply
these COB rules and to determine benefits payable as a resultofthese rules.

Facility of Payment

A paymentmade underanother plan mayinclude an amountthatshould have been paid under this plan. Ifit
does,we may pay that amountto the organization thatmade thatpayment. Thatamountwill then be treated
as though it were a benefitpaid underthis plan. We will not have to pay thatamountagain. The term
“paymentmade” includes providing benefits in the form of services, in which case “paymentmade” means the
reasonable cashvalue ofthe benefits provided in the form of services.

Right of Recovery

If the amountofthe payments madebyus is more than we should have paid under this COB provision, we
may recover the excess from one or more ofthe persons ithas paid to orfor whom ithas paid;or any other
person ororganization thatmaybe responsible for the benefits or services provided for the covered person.
The “amountofthe payments made” includes the reasonable cashvalue of any benefits provided in the form
of services.

SUBROGATION

Right of Subrogation

If we pay or provide any benefits for you under this plan, we are subrogated to all rights ofrecovery which
you have in contract, tort, orotherwise againstanyperson or organization for the amountofbenefits we
have paid or provided. That means thatwe mayuse your right to recover moneyfrom that other person or
organization.

Right of Reimbursement

Besides the rightofsubrogation, we have a separate rightto be reimbursed orrepaid from anymoneyyou,
including yourfamilymembers, recover for an injuryor condition for which we have paid plan benefits. This
means thatyou promise to repayus from any moneyyou recover the amountwe have paid or provided in
plan benefits. It also means thatif you recover moneyas a resultofa claim ora lawsuit, whether by
settlementorotherwise, you mustrepayus. And, if you are paid by any person orcompanybesidesus,
including the person who injured you, that person's insurer, or your own insurer, you mustrepayus. In
these and all other cases, you mustrepayus.

We have the rightto be reimbursed orrepaid firstfrom anymoneyyou recover, even if you are notpaid for
all of your claim fordamages and you are not made whole for your loss. This means thatyou promise to
repay us firsteven if the moneyyou recover is for (or said to be for) a loss besides plan benefits, such as
pain and suffering. It also meansthatyou promise to repay us firsteven if another person orcompanyhas
paid for part of your loss. And it means thatyou promise to repayus firsteven if the person who recovers the
moneyis a minor. In these and all other cases, we still have the rightto firstreimbursementorrepayment
out of any recovery you receive from any source.
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Right to Recovery

You agree to furnish us promptlyall information which you have concerning your rights of recovery or
recoveries from other persons or organizations and to fully assistand cooperate with us in protecting and
obtaining ourreimbursementand subrogation rights in accordance with this section.

You or your attorney will notify us before filing any suitor settling anyclaim so as to enable us to participate
in the suitor settlementto protect and enforce this plan’s rights under this section. If you do notify us so
that we are able to and do recover the amountofour benefitpayments for you, we will share proportionately
with you in any attorney's fees charged to you by your attorney for obtaining the recovery. If you do not give
us that notice, or we retain our own attorney to appearin any court (including bankruptcycourt), our
reimbursementor subrogation recoveryunder this section will notbe decreased byany attorney's fee for
your attorney orunderthe common fund theory.

You further agree not to allow ourreimbursementand subrogation rights under this plan to be limited or
harmed byany other acts or failures to act on your part. It is understood and agreed thatif you do, we may
suspend orterminate paymentor provision ofany further benefits for you underthe plan.

HEALTHBENEFIT EXCLUSIONS

In addition to other exclusions setforth in this booklet, we will not provide benefits under anyportion of this
bookletfor the following:

A

Services, expenses orsupplies for abortion (except when necessaryto prevent a serious health risk to
the woman or as required byapplicable laws ).

Services or expenses foracupuncture, biofeedback, behavioral modification and other forms of self-care
or self-help training.

Anesthesia services orsupplies or both by local infiltration.

Unless otherwise covered under the Pediatric Dental Benefits section of this booklet, appliances (including
orthodontia) or restorations to alter vertical dimensions from its presentstate orrestoring or maintaining the
occlusion. Such procedures include butare notlimited to equilibration, periodontal splinting, full mouth
rehabilitation, restoration oftooth structure lostfrom the grinding ofteeth or the wearing down ofthe teeth,
fabrication of mouth guard, and restoration from the misalignmentofteeth.

Services or expenses fororrelated to Assisted Reproductive Technology (ART). ART is anyprocess of
taking human eggs or spem or both and putting them into a medium or the bodyto try to cause reproduction.
Examples of ART are in vitro fertilization and gamete intrafallopian transfer.

B

Bone grafts when done in connection with extractions, apicoectomies or non-covered implants.

C

Dental services orexpenses forintraoral deliveryof or treatmentby chemotherapeutic agents.

Services or expenses forwhich a claim is not properlysubmitted to Blue Cross.
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Services or expenses fora claim we have not received within 24 months after services were
rendered orexpenses incurred.

Services or expenses for personal hygiene, comfort or convenience items such as: air-conditioners,
humidifiers, whirlpool baths, and physical fitness or exercise apparel. Exercise equipmentis also excluded.
Some examples ofexercise equipmentare shoes, weights, exercise bicycles or tracks, weights or variable
resistance machinery, and equipment producing isolated muscle evaluations and strengthening. Treatment
programs, the use ofequipmentto strengthen muscles according to presetrules, and related services
performed during the same therapysession are also excluded.

Services or expenses for sanitarium care, convalescent care, orrestcare, including care in anursing
home.

Services or expenses for cosmetic surgeryand other cosmetic services or supplies. Cosmetic surgeryis
any surgerydone primarilyto improve or change the way one appears. “Reconstructive surgery’is any
surgerydone primarilyto restore orimprove the way the body works or correctdeformities thatresultfrom
disease, trauma or birth defects. Reconstructive surgeryis a covered benefit; cosmetic surgeryis not.
Complications or later surgeryrelated in any way to cosmetic surgeryis notcovered, even if medically
necessary, if caused byan accident, or if done for mental or emotional relief.

¢ You mustcontactus priorto surgeryto find outwhethera procedure will be reconstructive or
cosmetic. You and your physician mustprove to our satisfaction thatsurgeryis reconstructive and
not cosmetic. You mustshow us historyand physical exams, visual field measures, photographs
and medical records before and after surgery. We maynot be able to determine priorto your
surgerywhetherornot the proposed procedure will be considered cosmetic.

e Somesurgeryis always cosmetic such as ear piercing, neck tucks, face lifts, buttock and thigh lifts,
implants to small butnormal breasts (exceptas provided by the Women's Health and Cancer Rights
Act), hairimplants for male-pattern baldness and correction of frown lines on the forehead. In other
surgery, such as blepharoplasty (eyelids), rhinoplasty (nose), chemical peel and chin implants, it
depends on whythat procedure was done. Forexample, a person with a deviated septum mayhave
trouble breathing and mayhave many sinus infections. To correctthis they have septoplasty. During
surgerythe physician mayremove a hump or shorten the nose (rhinoplasty). The septoplastywould
be reconstructive surgerywhile the rhinoplastywould be denied as cosmetic surgery. Surgeryto
remove excess skin from the eyelids (blepharoplasty) would be cosmeticifdone to improve your
appearance, butreconstructive ifdone becauseyour eyelids keptyou from seeing very well.

Services or expenses fortreatmentofinjurysustainedin the commission of a crime (except for injury
resulting from a medical condition or domestic violence) or for treatmentwhile confined in a prison, jail, or
other penalinstitution.

Services or expenses for custodial care. Care is "custodial"when its primarypurpose is to provide room
and board, routine nursing care, training in personal hygiene, and other forms of self-care or supervisory
care by a physician fora personwho is mentallyor physicallydisabled.

D

Unless otherwise covered under the Pediatric Dental Benefits section ofthis booklet, dentalimplants into,
across, orjustabove the bone and related appliances. Services orexpenses to prepare the mouth for dental
implants such as those to increasethe upperand lower jaws or theirborders, sinus liftprocess, guided tissue
regrowth orany other surgery, bone grafts, hydroxyapatite and similar materials. These services, supplies or
expenses are notcovered even if they are needed to treat conditions existing atbirth, while growing, or
resulting from an accident. These services, supplies orexpenses are excluded even ifthey are medicallyor
dentallynecessary.

Services or expenses we determineare notdentally necessary orfor which do not meetgenerally
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accepted standards ofdental practice. This includes, butis notlimited to dental procedures thatare
considered strictlycosmeticin nature including charges for personalization or characterization of
prostheticappliances, precision attachments, precious metal bases and other specialized techniques.

Except as maybe otherwise expresslycovered in this booklet, dietary instructions.

E

Dental services you receive from a dental or medical departmentmaintained byor on behalfof an employer, a
mutual benefitassociation, a labor union, trustee or similar person or group.

Services, care, or treatmentyou receive after the ending date of your coverage. This means, forexample,
thatif you are in the hospital when your coverage ends, we will notpay for any more hospital days. We do not
insure againstanycondition such as pregnancyorinjury. We provide benefits onlyfor services and expenses
furnished while this planis in effect.

Eyeglasses or contactlenses orrelated examinations orfittings, exceptunder the limited circumstances set
forth in the section of this booklet called Other Covered Services and Pediatric Vision Benefits.

Unless otherwise covered under the Pediatric Vision Benefits section of this booklet, services orexpenses for
eye exercises, eye refractions, visual training orthoptics, shaping the cornea with contactlenses, orany
surgeryon the eye to improve vision including radial keratotomy, except under the limited circumstances.

F

Charges for your failure to keep a scheduled visitwith any healthcare provider.

Services or expenses in anyfederal hospital or facility except as required by federal law.

Services or expenses forroutine foot care such as removal of corns or calluses or the trimming of nails (except
mycotic nails).

G

Gold foil restorations.

Unless otherwise required byapplicable law, services orexpenses covered in whole orin part under the laws
of the United States, any state, county, city, town or other governmental agency that provides or pays for
care, through insurance oranyother means.

H

Hearing aids orexaminations orfittings forthem.

Implantable devices (and services, supplies, equipmentand accessories ancillaryto implantation of
same), unless provided byan in-network provider or in-network third party vendor and covered by the
terms ofthe applicable in-network contractor as otherwise required bylaw.

Charges bya healthcare providerrelated to infection control of the healthcare setting.
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Services or expenses fororrelated to the diagnosis ortreatmentofan intellectual disability or intellectual
developmental disorder.

Investigational treatment, procedures, facilities, drugs, drug usage, equipment, or supplies, including
investigational services thatare part of a clinical trial. Underfederal law, the plan cannotdenya member
participation in an approved clinical trial, is prohibited from dropping coverage because member chooses to
participate in an approved clinical trial, and from denying coverage for routine care that the plan would
otherwise provide justbecause amemberis enrolled in an approved clinical trial. This applies to all approved
clinical trials thattreatcancer or other life-threateningdiseases.

L

Services or expenses thatyou are not legally obligated to pay, orfor which no charge would be made ifyou
had no health coverage.

Services or expenses fortreatmentwhich does notrequire a licensed provider, given the level of simplicity
and the patient's condition, will notfurther restore orimprove the patient's bodilyfunctions, oris not
reasonable as to number, frequency, or duration.

M

Services or expenses we determineare notmedically necessary.
Services or supplies to the extent that a memberis entitled to reimbursementunder Medicare, regardless of
whetherthe member submitted claims to Medicare, except as otherwise required byfederal law.

N

Services or expenses for orrelated to nicotine addiction except as provided underthe section ofthis
bookletcalled Physician Preventive Benefits.

Services, care ortreatmentyou receive during any period oftime with respectto which we have not been paid
for your coverage and that nonpayment results in termination.

O

Except as maybe otherwise expresslycovered in this booklet, services orexpenses for treatmentofany
condition including, butnotlimited to, obesity, diabetes, orheartdisease, which is based upon weight
reduction or dietary control or services orexpenses ofanykind to treat obesity, weightreduction ordietary
control. This exclusionincludes bariatric surgeryand gastric restrictive procedures and anycomplications
arising from bariatric surgeryand gastric restrictive procedures. (This exclusion does notapplyto cardiac or
pulmonaryrehabilitation, diabetes self-management programs or plan-approved programs for pediatric
obesity.)

Charges for oral hygiene (including a plaque control program).

P

Hot and cold packs, including circulating devices and pumps.

Private duty nursing.
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R

Services or expenses forrecreational or educational therapy (except for plan-approved diabetic self-
management programs, pulmonaryrehabilitation programs, or Phase 1 or 2 cardiac rehabilitation programs.).

Hospital admissionsin whole orin partwhen the patientprimarilyreceives services to rehabilitate such as

physical therapy, speech therapy, or occupational therapyunless the admission is determined to be medically
necessaryfor acute inpatientrehabilitation.

Services or expenses forlearning or vocational rehabilitation.

Services or expenses anyproviderrendered to a memberwho is related to the provider by blood or
marriage orwho regularlyresides in the provider's household.

Replacement or upgrade of existing properlyfunctioning durable medical equipment(including prosthetics),
even if the warranty has expired.

Services or supplies furnished bya facility that is solelyclassified as a residential treatment center. This
does notexclude covered substance abuse services or supplies furnishedbya general hospital, psychiatric
specialtyhospital or substance abuse facility.

Residential treatment.

Room and board for hospital admissions in whole orin partwhen the patient primarilyreceives services that
could have been provided on an outpatientbasis based upon the patient's condition and the services provided.

Routine well child care and routine immunizations exceptforthe services described at
AlabamaBlue.com/PreventiveServices.

Routine physical examinations except for the services described at
AlabamaBlue.com/PreventiveServices.

S

Services or expenses for, orrelated to, sex therapy programs or treatmentfor sex offenders.

Services or expenses for, or related to, sexual dysfunctions orinadequacies notrelated to organic
disease (unless theinjuryresults from an actofdomestic violence ora medical condition).

Services or supplies furnished bya skilled nursing facility.
Services or expenses ofanykind for or related to reverse sterilizations.

Services, supplies, equipment, accessories or otheritems which can be purchased atretail
establishments or otherwise over-the-counter withouta doctor’s prescription thatare not otherwise
covered services under another section ofthis booklet, including butnotlimited to:

e Hotand cold packs;

e Standard batteries used to power medicalor durable medicalequipment;

e Solutions used to clean orprepare skin orminorwounds including alcohol solution or wipes,
povidone-iodine solution orwipes, hydrogen peroxide, and adhesive remover;

e Standard dressing supplies and bandages used to protectminorwounds such as band aids,4 x 4
gauze pads, tape, compression bandages, eye patches;

¢ Elimination and incontinence supplies such as urinals, diapers, and bed pans;and,

e Blood pressure cuffs, sphygmometers, stethoscopes and thermometers.

44


http://www.bcbsal.com/preventiveservices
http://www.bcbsal.com/preventiveservices

T

Unless otherwise covered underthe Pediatric Dental Benefits section ofthis booklet, services or expenses to
care for, treat, fill, extract, remove or replace teethor to increase the periodontium. The periodontium
includes the gums, the membrane surrounding the rootof a tooth, the layer of bone covering the rootof a
tooth and the upper and lower jaws and their borders, which contain the sockets for the teeth. Care to treat
the periodontium, dental pulp or “dead” teeth, irregularities in the position of the teeth, artificial dental
structures such as crowns, bridges ordentures, orany other type of dental procedure is excluded.
Hydroxyapatite orany other material to make the gums rigid is excluded. ltdoes notmatter whether their
purpose is toimprove conditions inside or outside the mouth (oral cavity). These services, supplies or
expenses are notcovered even if they are used to prepare a patientfor services or procedures thatare plan
benefits. Forexample, braces on the teeth are excluded for any purpose, even to prepare a person with a
cleft palate for surgeryon the bones ofthe jaw or because ofiinjuryof natural teeth. This exclusion does not
apply, except as indicated above for braces orother orthodontic appliances, to those services bya physician
to treat or replace natural teeth which are harmed byaccidental injurycovered under Other Covered
Services.

Unless otherwise covered under the Pediatric Dental Benefits section of this booklet, treatmentfororrelated
to Phase Il temporomandibular joint (TMJ) disorders according to the guidelines approved bythe
Academy of Craniomandibular Disorders. These treatments permanentlyalter the teeth or the way they meet
andinclude such services as balancing the teeth, shaping the teeth, reshaping the teeth, restorative
treatment, treatmentinvolving artificial dental structures such as crowns, bridges or dentures, full mouth
rehabilitation, dental implants, treatmentforirregularities in the position ofthe teeth (such as braces orother
orthodonticappliances)ora combination ofthese treatments.

Services, supplies,implantable devices, equipmentand accessories billed byany out-of-network third party
vendor that are usedin surgeryor any operative setting unless otherwiserequired bylaw. This exclusion does
not applyto services and supplies provided to amemberforusein theirhome pursuantto a physician's
prescription.

Topical medicament center.

Transcutaneous Electrical Nerve Stimulation (TENS) equipmentand all related supplies including
TENS units, Conductive Garments, application of electrodes, leads, electrodes, batteries and skin
preparation solutions.

Services or expenses fororrelated to organ, tissue or cell transplants except specificallyas allowed bythis
plan.

Travel, even if prescribed byyour physician (notincluding ambulance senices otherwise covered under the
plan).

W

Services or expenses foran accidentorillness resulting from active participation in war, orany act of war,
declared or undeclared, or from active participation in riotor civil commotion.

Services or expenses rendered for anydisease, injuryor condition arisingoutofand in the course of
employmentfor which benefits and/or compensation is available in whole orin partunder the provisions of
any workers' compensation or employers'liabilitylaws, state or federal. This applies whether you fail to
file a claim underthatlaw. It applies whetherthe law is enforced againstor assumed bythe group. It
applies whether the law provides for hospital or medical services as such. It applies whetherthe provider
of those services was authorized as required bythe law. Finally, it applies whether yourgroup has
insurance coverage for benefits underthe law.
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CLAIMS AND APPEALS

Rememberthatyou mayalways call our Customer Service Departmentfor help if you have a question or
problem thatyou would like us to handle withoutan appeal. The phone numberto reach our Customer
Service Departmentis on the back of your ID card.

Claims for benefits under the plan can be post-service, pre-service, or concurrent. This section of your
bookletexplains how we process these differenttypes of claims and how you can appeal a partial or
complete denialofa claim.

You mustact on your own behalforthrough an authorized representative if you wish to exercise your rights
underthis section of your booklet. An authorized representative is someone you designate in writing to act on
your behalf. We have developed a form that you mustuse ifyou wish to designate an authorized
representative. You can obtain the form by calling our Customer Service Department. You canalsogoto
AlabamaBlue.com and ask us to mail you a copy of the form. If a personis notproperlydesignated as your
authorized representative, we will not be able to deal with him or herin connection with the exercise of your
rights under this section of your booklet.

For urgentpre-service claims, we will presume that your provideris your authorized representative
unless you tell us otherwise in writing.

Post-Service Claims

What Constitutes a Claim: For you to obtain benefits after medical services have been rendered or
supplies purchased (a post-service claim), we mustreceive a properlycompleted and filed claim from you
or your provider.

In orderfor us to treat a submission byyou or your provider as a post-senice claim,itmustbe submitted on a
properlycompleted standardized claim form or, in the case of electronicallyfiled claims, mustprovide us with
the data elements thatwe specifyin advance. Most providers are aware of our claim filing requirements and
will file claims foryou. If your providerdoes notfile your claim for you, you should call our Customer Service
Departmentand askfora claim form. Tell us the type of service or supplyfor which you wish to file a claim
(for example, hospital, physician, orpharmacy), and we will send you the propertype of claim form. When you
receive the form, complete it, attach an itemized bill,and send itto us at 450 Riverchase ParkwayEast,
Birmingham, Alabama 35244-2858. Claims mustbe submitted and received byus within 24 months after the
service takes place to be eligible for benefits.

If we receive a submission thatdoes notqualifyas a claim, we will notify you oryour provider of the
additional information we need. Once we receive thatinformation, we will process the submission as a
claim.

Processing of Claims: Even if we have received all of the information thatwe need in orderto treata
submission as a claim, from time to time we mightneed additional information in order to determine whether
the claim is payable. If we need additional information, we will ask you to furnish it to us,and we will suspend
further processing of your claim until the information is received. You will have 90 days to provide the
informationto us. In orderto expedite our receiptof the information, we mayrequestitdirectly from your
provider. If we do this,we will send you a copy of ourrequest. However, you will remain responsible for
seeing thatwe get the informationontime.

Ordinarily, we will notify you of ourdecision within 30 days ofthe date on which your claim is filed. Ifit is
necessaryfor us to ask for additional information, we will notify you of ourdecision within 15 days afterwe
receive the requested information. If we do not receive the information, your claim will be considered denied
at the expiration of the 90-dayperiod we gave you for furnishing the informationto us.

In some cases,we mayask foradditional time to process your claim. If you do not wish to give us additional
time, we willgo ahead and process your claim based on the information we have. This mayresultin a denial of
your claim.

46


http://www.bcbsal.com/

Pre-Service Claims

A pre-service claim is one in which you are required to obtain approval from us before services or supplies
are rendered. For example, you may be required to obtain preadmission certification ofinpatienthospital
benefits. Or you may be required to obtain a pre-procedure review of other medical services or suppliesin
order to obtain coverage underthe plan.

In orderto file a pre-service claim you or your provider mustcall our Health Management Departmentat 1-205-
988-2245 or 1-800-248-2342 (toll-free). You musttell us your contractnumber, the name ofthe facility in which
you are being admitted (ifapplicable), the name ofa person we can call back, and a phone number to reach
that person. You mayalso,if you wish, submitpre-service claims in writing. Written pre-service claims should
be sentto us at 450 Riverchase ParkwayEast, Birmingham, Alabama 35244-2858.

Non-urgentpre-service claims (forexample, those relating to elective services and supplies) mustbe
submitted to us during ourregularbusiness hours. Urgentpre-service claims can be submitted atanytime.
Emergencyadmissions to a hospital do notrequire you to file a pre-service claim so long as you provide
notice to us within 48 hours ofthe admission and we certify the admission as both medicallynecessaryand as
an emergencyadmission. You are not required to precertify an inpatienthospital admission ifyou are
admitted to a ConcurrentUtilization Review Program (CURP) hospital bya Preferred Medical Doctor (PMD).
CURP s a program implemented byus and in-network hospitals in the Alabama service area to simplifythe
administration of preadmission certifications and concurrent utilization reviews. If your plan provides
chiropractic, physical therapy, or occupational therapybenefits and you receive covered treatmentfrom anin-
network chiropractor, in-network physicaltherapist, orin-network occupational therapist, your provideris
responsible forinitiating the precertification process foryou. For home healthcare and hospice benefits (if
covered by your plan), see the previous sections ofthis bookletforinstructions on how to precertify treatment.

If you attemptto file a pre-service claim butfail to follow our procedures for doing so, we will notify you of the
failure within 24 hours (for urgentpre-service claims) or five days (for non-urgentpre-service claims). Our
notification maybe oral, unless you askfor itin writing. We will provide this notification to you only if (1) your
attemptto submita pre-service claim was received by a person or organizational unitofourcompanythatis
customarilyresponsible for handling benefitmatters, and (2), your submission contains the name ofa
member, a specific medical condition or symptom, and a specific treatment or service for which approval is
being requested.

Urgent Pre-Service Claims: We will treat your claim as urgentifa delayin processing your claim could
seriouslyjeopardize your life, health, or ability to regain maximum function or, in the opinion of your treating
physician, a delay would subjectyou to severe pain thatcannotbe managed withoutthe care or treatmentthat
is the subjectofyour claim. If your treating physician tells us thatyour claim is urgent, we will treatit as such.

If your claim is urgent, we will notify you of our decision within 72 hours. If we need more information, we will
let you know within 24 hours of your claim.We will tell you what furtherinformation we need. You will then
have 48 hours to provide this information to us. We will notify you of our decision within 48 hours afterwe
receive the requested information. Ourresponse maybe oral;if itis, we will follow it up in writing. If we do not
receive the information, your claim will be considered denied atthe expiration of the 48-hour period we gave
you for furnishing informationto us.

Non-Urgent Pre-Service Claims: If your claim is noturgent, we will notify you of our decision within 15 days.
If we need more information, we will letyou know before the 15-day period expires. We will tell you what
further information we need. You will then have 90 days to provide this informationto us. In orderto expedite
ourreceiptof the information, we mayrequestitdirectly from your provider. If we do this,we willsendyoua
copy of ourrequest. However, you will remain responsible for seeing thatwe get the informationontime. We
will notify you of our decisionwithin 15 days after we receive the requested information. If we do notreceive
the information, your claim will be considered denied atthe expiration of the 90-day period we gave you for
furnishing the information to us.

Courtesy Pre-Determinations: For some procedures we encourage, butdo notrequire, you to contactus
before you have the procedure. For example,ifyou or your physician thinks a procedure mightbe excluded
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as cosmetic, you can ask us to determine beforehandwhetherthe procedure is cosmetic orreconstructive.
We call this type of review a courtesy pre-determination. If you askfor a courtesypre-determination, we will
do ourbestto provide you with a timelyresponse. If we decide that we cannotprovide you with a courtesy
pre-determination (forexample, we cannotgetthe information we need to make aninformed decision), we will
let you know. In eithercase, courtesypre-determinations are notpre-service claims underthe plan. When
we process requests for courtesypre-determinations, we are notbound by the time frames and standards that
applyto pre-service claims. Inorderto requesta courtesypre-determination, you or your provider should call
our Customer Service Department.

Concurrent Care Determinations

Determinations by Us to Limit or Reduce Previously Approved Care: If we have previouslyapproved a
hospital stayor course oftreatmentto be provided over a period oftime or number oftreatments,and we
laterdecide to limitorreduce the previouslyapproved stayor course oftreatment, we will give you enough
advance written notice to permityou to initiate an appeal and obtain a decision before the date on which care
or treatments are no longerapproved. You mustfollow any reasonable rules we establish for the filing of
your appeal, such as time limits within which the appeal mustbe filed.

Requests by You to Extend Previously Approved Care: If a previouslyapproved hospital stayor
course oftreatmentis aboutto expire, you may submita requestto extend your approved care. You may
make this requestin writing or orally either directly to us or through your treating physician ora hospital
representative. The phone numbers to callin orderto requestan extension of care are as follows:

« Forinpatienthospital care, call 1-205-988-2245 or 1-800-248-2342 (toll-free).
« Forin-network chiropractic services, physical therapy, speech therapy, or occupational therapy, call
1-205-220-7202.

If your requestfor additional care is urgent, and ifyou submititno laterthan 24 hours before the end of your
pre-approved stayor course oftreatment, we will give you our decision within 24 hours ofwhen yourrequest
is submitted. If your requestis notmade before this 24-hourtime frame, and your requestis urgent, we will
give you ourdetermination within 72 hours. If your requestis noturgent, we will treat it as a new claim for
benefits, and will make a determination on your claim within the pre-service or post-service time frames
discussed above.

Your Right to Information

You have the right, upon request, to receive copies ofany documents thatwe relied onin reaching our
decision and anydocuments thatwere submitted, considered, or generated byus in the course of reaching
ourdecision. You also have the right to receive copies ofany internal rules, guidelines, or protocols thatwe
may have relied uponin reaching ourdecision. If our decision was basedon a medical or scientific
determination (such as medical necessity), you may also requestthatwe provide you with a statement
explaining our application ofthose medical and scientific principles to you. If we obtained advice from a
healthcare professional (regardless of whether we relied on thatadvice), you may requestthatwe give you
the name ofthat person. Any requestthatyou make forinformation under this paragraph mustbe in writing.
We will not charge you for any information thatyou requestunder this paragraph.

Appeals

The rules in this section ofthis bookletallow you or your authorized representative to appeal any adverse
benefitdetermination. An adverse benefitdetermination includes anyone or more of the following:

* Any determination we make with respectto a post-senice claim thatresultsin yourowing any
moneyto your provider;

+  Ourdenial ofa pre-service claim;

« An adverse concurrentcare determination (forexample, we deny your requestto extend
previouslyapproved care);or,
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* Your group’s denial of your or your dependents’initial eligibilityfor coverage underthe plan oryour
group’s retroactive rescission of your or your dependents’ coverage for fraud orintentional
misrepresentation ofa material fact.

In all cases otherthan determinations byus to limitorreduce previouslyapproved care and
determinations byyour group regarding initial eligibilityor retroactive rescission, you have 180 days
following our adverse benefitdetermination within which to submitan appeal.

How to Appeal Your Group’s Adverse Eligibility and Rescission Determinations: If you wish to file an
appeal ofyour group’s adverse determination relating to initial eligibilityfor coverage or retroactive rescission
of coverage, you should check with your group regarding your group’s appeal procedures.

How to Appeal Post-Service Adverse Benefit Determinations: If you wishtofile an appeal ofan
adverse benefitdetermination relating to a post-service claim we recommend thatyou use a form that we
have developed for this purpose. The form will help you provide us with the information thatwe need to
consideryourappeal. To get the form, you maycall our Customer Service Department. You may also go
to AlabamaBlue.com. Once there, you mayrequesta copy of the form.

If you choose notto use ourappeal form, you maysend us aletter. Your letter mustcontain atleastthe
following information:

» The patient's name;

« The patient's contractnumber;

- Sufficientinformation to reasonablyidentifythe claim or claims being appealed, such as date of
service, providername, procedure (ifknown), and claim number (ifavailable). (The bestway to
satisfythis requirementis to include a copy of your claim reportwith your appeal.); and,

« Astatementthatyou are filing an appeal. You mustsend yourappeal to the following address:

Blue Cross and Blue Shield of Alabama

Attention: Customer Service Department— Appeals
P.O. Box 12185

Birmingham, Alabama 35202-2185

Please note thatif you call or write us withoutfollowing the rules justdescribed for filing an appeal, we will
not treat your inquiry as an appeal. We will, of course, do everything we can to resolve your questions or
concerns.

How to Appeal Pre-Service Adverse Benefit Determinations: You mayappeal an adverse benefit
determination relatingto a pre-service claim in writing or over the phone.

If over the phone, you should call the appropriate phone number listed below:

«  Forinpatienthospital care and admissions, call 1-205-988-2245 or 1-800-248-2342 (toll-free).

+ Forin-network chiropractic services, physical therapy, speech therapy, or occupational therapy, call
1-205-220-7202.

If in writing, you should send your letter to the appropriate address listed below:

« Forinpatienthospital care and admissions:
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Blue Cross and Blue Shield of Alabama

Attention: Health ManagementDepartment— Appeals
P.O. Box 2504

Birmingham, Alabama 35201-2504

or,

- Forin-network chiropractic services, physical therapy, speech therapy, or occupational therapy:
Blue Cross and Blue Shield of Alabama
Attention: Health ManagementDepartment— Appeals
P.O. Box 362025
Birmingham, Alabama 35236

Your written appeal should provide us with yourname, contractnumber, the name ofthe facility or
providerinvolved, and the date or dates of service.

Please note thatif you call or write us withoutfollowing the rules justdescribed for filing an appeal, we will
not treat your inquiry as an appeal. We will, of course, do everything we can to resolve your questions or
concerns.

Conduct of the Appeal: We willassign your appeal to one or more persons within our organization who are
neither the persons who made the initial determinationnor subordinates ofthose persons. If resolution of your
appeal requires us to make a medical judgment (such as whether services or supplies are medically
necessary), we will consulta healthcare professional who has appropriate expertise. If we consulted a
healthcare professional during ourinitial decision, we will notconsultthatsame personora subordinate of
that person during our consideration of your appeal.

If we need more information, we will ask you to provide it to us.In some cases we mayask your provider to
furnish thatinformation directlyto us. If we do this, we will send you a copy of ourrequest. However, you will
remain responsible for seeing thatwe getthe information. If we do notget the information, itmaybe necessary
for us to deny your appeal.

Time Limits for Our Consideration of Your Appeal: If your appeal arisesfrom ourdenial ofa post-
service claim, we will notify you of ourdecision within 60 days ofthe date on which you filed your appeal.

If your appeal arises from our denial of a pre-service claim, and if your claim is urgent, we will consider your
appeal and notify you of our decision within 72 hours. Ifyour pre-service claim is noturgent, we will give
you a responsewithin 30 days.

If your appeal arises outofa determination byus to limitor reduce a hospital stayor course oftreatmentthat
we previouslyapproved for a period of time ornumber oftreatments, (see Concurrent Care Determinations
above), we willmake a decision on your appeal as soon as possible, butin any event before we impose the
limitorreduction.

If your appeal relates to our decision notto extend a previouslyapproved length of stay or course of
treatment(see Concurrent Care Determinations above), we will make a decision on your appeal within 72
hours (in urgentpre-service cases), 30 days (in non-urgentpre-service cases), or 60 days (in post-service
cases).

In some cases,we mayask foradditional time to process yourappeal. If you do notwish to give us
additional time, we will go ahead and decide your appeal based on the information we have. This may result
in adenial of your appeal.

If You Are Dissatisfied After Exhausting Your Mandatory Plan Administrative Remedies: If you have
filed an appeal and are dissatisfied with ourresponse, you may do one or more of the following:

*  You mayaskourCustomer Service Departmentforfurtherhelp;

*  You mayfile a voluntary appeal (discussed below);
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+ You mayfile a claim forexternal review for a claim involving medical judgmentor rescission of your
plan coverage (discussed below); or,

*  You mayfile a lawsuitin federal courtunder Section 502(a) of ERISA or in the forum specified in your
plan if your claim is nota claim for benefits under Section 502(a) of ERISA.

Voluntary Appeals: If we have given you our appeal decision and you are still dissatisfied, you mayfile a
second appeal (called a voluntaryappeal). If your voluntary appeal relates to a pre-service adverse benefit
determination, you may file your appeal in writing or over the phone. If over the phone, you should call the
phone numberyou called to submityourfirstappeal. Ifin writing, you should send yourletterto the same
address you used when you submitted yourfirstappeal.

Your written appeal muststate thatyou are filing a voluntary appeal.

If you file a voluntary appeal (whether oral or written), we will notassertin courta failure to exhaust
administrative remedies if you fail to exhaustthe voluntary appeal. We will also agree thatany defense based
upon timeliness or statutes of limitations will be tolled during the time thatyour voluntary appeal is pending. In
addition, we will notimpose anyfees orcosts on you as partof your voluntary appeal.

You may askus to provide you with more informationaboutvoluntaryappeals. This additional information
will allow you to make aninformed judgmentaboutwhetherto requesta voluntary appeal.

External Reviews

For claims involving medical judgmentand/or rescissions of coverage, you may also file a requestwith us for
an independent, external review of our decision. You mustrequestthis external review within 4 months ofthe
date of your receiptof our adverse benefitdetermination orfinal adverse appeal determination. Your request
for an external review mustbe in writing, muststate you are filing a requestfor external review, and mustbe
submitted to the following address: Blue Cross and Blue Shield of Alabama, Attention: Customer Service
Department— Appeals, P.O. Box 10744, Birmingham, AL 35202-0744. If you requestan external review, an
independentorganization willreview ourdecision. You may submitadditional written comments to the review
organization. Once your external review is initiated, you will receive instructions abouthow to do this. If you
give the review organization additional information, the review organization will give us copies ofthis
additional information to give us an opportunityto reconsider our denial. Both of us will be notified in writing of
the review organization’s decision. The decision ofthe review organization will be final and binding, subjectto
arbitration as explained in the section dealing with arbitrationbelow.

Expedited External Reviews for Urgent Pre-Service Claims: If your pre-service claim meets the definition of
urgentunderlaw, the external review of your claim will be conducted as expeditiouslyas possible. Generally,
an urgentsituation is one in which your health maybe in serious jeopardyor, in the opinion of your physician,
you may experience pain thatcannotbe adequatelycontrolled while you waitfor a decision on the external
review of your claim. If you believe that your pre-service claim is urgentyou mayrequestan external review by
calling us at 1-800-248-2342 (toll-free) or by faxing your requestto 1-205-220-0833 or 1-877-506-3110 (toll-
free).

Surprise Billing External Review

You may file a requestwith us foran independent, external review when an adverse benefitdetermination
involves an item or service within the scope ofthe No Surprises Act. This includes items and services for out-
of-network emergencyservices, nonemergencyservices performedbynonparticipating facilities, and air
ambulanceservices furnished bynonparticipating providers ofairambulance services. See the Your Rights
and Protections Against Surprise Medical Bills sectionofthis booklet.

You mustrequestthis external review within 4 months ofthe date of your receiptof our adverse benefit
determinationorfinal adverse appeal determination. Your requestforan external review mustbe in writing,
muststate you are filing arequestfor external review, and mustbe submitted to the followingaddress: Blue
Cross and Blue Shieldof Aabama, Attention: Customer Service Department- Appeals, P.O. Box 10744,
Birmingham, AL 35202-0744. Ifyou requestan external review, an independentorganization will review our
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decision. You maysubmitadditional written comments to the review organization. Once your external review is
initiated, you will receive instructions abouthow to do

this. If you give the review organization additional information, the review organization will give us copies ofthis
additional information to give us an opportunityto reconsider our denial. Both of us will be notified in writing of
the review organization's decision. The decisionofthe review organization will be final and binding on both ofus

Alabama Department of Insurance

If you have generalinsurance questions orifyou are dissatisfied with an appeal decision from Blue Cross
and Blue Shield of Alabama, you have the right to contact the Alabama Departmentof Insurance. Forhealth
insurance questions, contactthe DOI by phone at 1-334-241-4141. The mailingaddressis P.O.Box 303351,
Montgomery, Alabama 36130-3351. The website is www.aldoi.gov.

COBRA

COBRA is the Consolidated Omnibus Budget Reconciliation Actof 1985 (PublicLaw 99-272, Title X). If
COBRA applies, you may be able to temporarilycontinue coverage under the plan beyond the pointat which
coverage would otherwise end because of a life event known as a "qualifying event." After a qualifying event,
COBRA coverage maybe offered to each person who is a "qualified beneficiary." You, your spouse, and your
dependentchildren could become qualified beneficiaries if coverage underthe planis lostbecause ofa
qualifying event. You are not entitled to buy COBRA coverage if you are employed as a nonresidentalien
who received no U.S. source income, normayyour familymembers buy COBRA.

Not all group health plans are covered by COBRA. As a general rule, COBRA applies to allemployer
sponsored group health plans (otherthan church plans) ifthe employeremployed 20 or more full or part-time
employees on atleast50% ofits typical business days during the preceding calendar year. In determining
the number ofemployees ofan employer for purposes of COBRA, certain related corporations
(parent/subsidiaryand brother/sister corporations) mustbe treated as one employer. Special rules mayalso
applyifthe employer participates in an association plan. You mustcontactyour plan administrator (normally
your group)to determine whether this planis covered by COBRA.

By law, COBRA benefits are required to be the same as those made available to similarlysituated active
employees. Ifthe group changes the plan coverage, coverage will also change foryou. You will have to pay
for COBRA coverage. Your costwill equal the full costof the coverage plus a two percentadministrative fee.
Your costmay change over time, as the costof benefits under the plan changes.

If the group stops providing healthcare through Blue Cross, Blue Cross will stopadministering your COBRA
benefits. You should contactyourgroup to determine ifyou have further rights under COBRA.

COBRA Rights for Covered Employees

If you are a covered employee, you will become a qualified beneficiaryif you lose coverage under the plan
because eitherone ofthe following qualifying events happens:

* Your hours of employmentare reduced;or,

*  Your employmentendsforany reason otherthan your gross misconduct.

COBRA coverage will continue forup to a total of 18 months from the date of your termination of
employmentorreductionin hours, assuming you pay your premiums on time. If, apartfrom COBRA, your
group continues to provide coverage to you after your termination ofemploymentorreductionin hours
(regardless of whether such extended coverage is permitted under the terms ofthe plan), the extended
coverage you receive will ordinarilyreduce the time period over which you may buy COBRA benefits.

If you are on a leave of absence covered by the Family and Medical Leave Act of 1993 (FMLA), and you do
not return to work, you will be given the opportunityto buy COBRA coverage. The period ofyour COBRA
coverage will begin when you fail to return to work following the expiration of your FMLA leave or you inform
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your group that you do notintend to return to work, whicheveroccurs first.

COBRA Rights for a Covered Spouse and Dependent Children

If you are covered underthe plan as a spouse oradependentchild ofa covered employee, you willbecome
a qualified beneficiaryifyou would otherwise lose coverage under the plan as aresultofany of the following
events:

+ The covered employee dies;

«  The covered employee's hours ofemploymentare reduced;

« The covered employee's employmentends forany reason otherthan his orhergross
misconduct;

* The covered employee becomes enrolled in Medicare;
- Divorce of the covered employee and spouse;or,
+  For a dependentchild, the dependentchild loses dependentchild status under the plan.

When the qualifying eventis a divorce or a child losing dependentstatus under the plan, you musttimelynotify
the plan administrator of the qualifying event. You mustprovide this notice within 60 days of the event or within
60 days of the date on which coverage would be lostbecauseofthe event, whicheveris later. See the section
called Notice Procedures for more information about the notice procedures you mustuse to give this notice.

If you are a covered spouse ordependentchild, the period of COBRA coverage will generallylastup to a total
of 18 months in the case ofa termination ofemploymentorreductionin hours and up to a total of 36 months
in the case of other qualifying events, provided that premiums are paid ontime. If, however, the covered
employee became enrolled in Medicare before the end of his orheremploymentorreductionin hours,
COBRA coverage for the covered spouse and dependent children will continue for up to 36 months from the
date of Medicare enrolimentor 18 months from the date of termination ofemploymentor reduction in hours,
whichever period ends last.

If you are a child of the covered employee orformeremployee and you are receiving benefits under the plan
pursuantto a qualified medical child supportorder, you are entitled to the same rights under COBRAas a
dependentchild ofthe covered employee.

If your coverage is canceled in anticipation ofdivorce and a divorce later occurs, the divorce may be a
qualifying event even though you actuallylostcoverage underthe plan earlier. If you timelynotify the plan
administrator of your divorce and can establish thatyour coverage was canceled in anticipation ofdivorce,
COBRA coverage maybe available to you beginning on the date of your divorce (but not for the period
between the date your coverage ended and the date of the divorce).

Extensions of COBRA for Disability

If you or a covered member of your familyis or becomes disabled under Title Il (OASDI) or Title XVI (SSI) of
the Social Security Act and you timelynotify the plan administrator, the 18-month period of COBRA
coverage for the disabled person maybe extended to up to 11 additional months (for a total of up to 29
months) orthe date the disabled person becomes covered byMedicare, whichever occurs sooner. This 29-
month period also applies to anynon-disabled familymembers who are receiving COBRAcoverage,
regardless ofwhether the disabled individual elects the 29-month period for him or herself. The 29-month
period will run from the date of the termination ofemploymentorreductionin hours. Forthis disability
extension to apply, the disabilitymusthave started at some time before the 60th day of COBRA coverage
and mustlastatleastuntil the end of the 18-month period of COBRA coverage.

The costfor COBRA coverage after the 18th month will be 150% ofthe full costof coverage underthe plan,
assuming thatthe disabled person elects to be covered under the disabilityextension. If the only persons
who electthe disabilityextension are non-disabled familymembers, the costof coverage will remain at
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102% of the full costof coverage.

For a spouse and children, the disabilityextension maybe further extended to 36 months ifanother
qualifying event (death, divorce, enrolimentin Medicare, or loss ofdependentstatus) occurs during the 29-
month period. See the following discussion under Extensions of COBRAfor Second Qualifying Events for
more information aboutthis.

For this disabilityextension of COBRA coverage to apply, you mustgive the plan administrator timelynotice
of Social Security's disabilitydetermination before the end ofthe 18-month period of COBRA coverage and
within 60 days after the later of (1) the date of the initial qualifying event, (2) the date on which coverage
would be lostbecause ofthe initial qualifying event, or (3) the date of Social Security's determination. You
mustalso notifythe plan administrator within 30 days ofany revocation of Social Security disabilitybenefits.
See the section called Notice Procedures formore information about the notice procedures you mustuse to
give this notice.

Extensions of COBRA for Second Qualifying Events

For a spouse and children receiving COBRAcoverage, the 18-month period maybe extended to 36 months
if another qualifying event occurs during the 18-month period, if you give the plan administrator timelynotice
of the second qualifying event. The 36-month period will run from the date of the termination ofemployment
or reductionin hours.

This extensionis available to a spouse and children receiving COBRAcoverage if the covered employee or
formeremployee dies, becomes enrolled in Medicare, or gets divorced, or if the child stops being eligible
underthe plan as a dependentchild, butonly ifthe event would have caused the spouse or child to lose
coverage underthe plan had the first qualifying eventnotoccurred. For example,ifa covered employee is
terminated from employment, elects familycoverage under COBRA, and then later enrolls in Medicare, this
second eventwill rarely be a second qualifying eventthat would entitle the spouse and children to extended
COBRA coverage. This is so because, foralmostall plans thatare subjectto COBRA, this event would not
cause the spouse ordependentchildren to lose coverage under the plan ifthe covered employee had not
been terminated from employment.

For this 18-month extensionto apply, you mustgive the plan administrator timelynotice ofthe second
qualifying event within 60 days after the event occurs orwithin 60 days after the date on which coverage
would be lostbecause ofthe event, whicheveris later. See the section Notice Procedures formore
information aboutthe notice procedures you mustuse to give this notice.

Notice Procedures

If you do not followthese notice procedures orifyou do not give the plan administrator notice within the
required 60-day notice period, you will not b e entitled to COBRA or an extension of COBRA as a resultof an
initial qualifying event ofdivorce orloss of dependent child status, a second qualifying event or Social
Security's disability determination.

Any notices ofinitial qualifying events ofdivorce or loss ofdependentchild status, second qualifying events or
Social Security disabilitydeterminations that you give mustbe in writing. Your notice mustbe received by the
plan administrator orits designee no later than the lastday of the required 60-daynotice period unless you
mailit. If mailed, your notice mustbe postmarked no laterthan the lastday of the required 60-daynotice
period.

For your notice of aninitial qualifying eventthat is a divorce or a child losing dependentstatus underthe plan
and for your notice of a second qualifying event, you mustmail or hand-deliver your notice to the plan
administrator. Ifthe initial or second qualifying eventis a divorce, your notice mustinclude a copyof the
divorce decree. For your convenience, you may askthe plan administrator for a free copy of the Notice by
Qualified Beneficiaries form thatyou may use to give your notice.
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For your notice of Social Security's disabilitydetermination, ifyou are instructed to send your COBRA
premiums to Blue Cross, you mustmail orhand-deliver your notice to Blue Cross atthe following address:
Blue Cross and Blue Shield of Alabama, Attention: Customer Accounts, 450 Riverchase ParkwayEast,
Birmingham, Alabama 35298-0001, or fax your notice to Blue Cross at1-205-220-6884 or 1-888-810-6884
(toll-free). If you do not send your COBRA premiums to Blue Cross, you mustmail orhand-deliver your
notice to the plan administrator. Your notice mustalsoinclude a copyof Social Security's disability
determination. Foryour convenience, you may ask the plan administrator for a free copy of the Notice by
Qualified Beneficiaries form thatyou may use to give your notice.

Adding New Dependents to COBRA

You may add new dependents to your COBRA coverage under the circumstances permitted under the plan.
Except as explained below, anynew dependents thatyou add to your COBRA coverage will not have

independent COBRArights. This means, forexample, thatif you die, they will notbe able to continue
coverage.

If you are the covered employee and you acquire a child by birth or placementfor adoption while you are
receiving COBRA coverage, then your new child will have independent COBRArights. This means thatifyou
die, for example, your child may electto continue receiving COBRAbenefits for up to 36 months from the date
on which your COBRA benefits began.

If your new child is disabled within the 60-dayperiod beginning on the date of birth or placement of
adoption, the child mayelect coverage underthe disabilityextension ifyou timelynotify the plan
administrator of Social Security's disabilitydetermination as explained above.

Medicare and COBRA Coverage

You should consider whetheritis beneficial to purchase COBRAcoverage. After you retire or otherwise have
a qualifying event under COBRA, your COBRA coverage will be secondaryto Medicare with respectto
services orsupplies thatare covered under Medicare. This means thatyour COBRA coverage after Medicare
enrolimentwill notcover mostofyour hospital, medical and prescription drug expenses. Call the benefits
coordinator atyour group for more information aboutthis.

If you think you will need both Medicare and COBRA after your retirementor other qualifying event under
COBRA, you should enroll in Medicare on or before the date on which you make your election to buy COBRA
coverage. If you do this, COBRA coverage for your dependents will continue for a period of 18 months from
the date of your retirementor 36 months from the date of your Medicare enroliment, whichever period ends
last. Your COBRA coverage will continue for a period of 18 months from the date of your retirementor other
qualifying event under COBRA. If you do not enrollin Medicare on or before the date on which you make your
election to buy COBRA coverage, your COBRA benefits will end when your Medicare coverage begins. Your
covered dependents will have the opportunityto continue theirown COBRA coverage.

If you do not wantboth Medicare and COBRA for yourself, your covered familymembers will still have the
option to buy COBRA when you retire or have another qualifying event under COBRA. However, if your
covered familymembers become enrolled in Medicare after electing COBRA, their COBRA coverage will
end. Seethe Early Termination of COBRA section ofthis bookletfor more information about this.

Electing COBRA

After the plan administrator receives timelynotice that a qualifying event has occurred, the plan
administratoris responsible for (1) notifying you that you have the option to buy COBRA, and (2),
sending you an application to buy COBRA coverage.
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You have 60 days within which to electto buy COBRA coverage. The 60-day period begins to run from the
later of (1) the date you would lose coverage under the plan, or (2), the date on which the group notifies you
that you have the option to buy COBRA coverage. Each qualified beneficiaryhas anindependentrightto
elect COBRA coverage. You may elect COBRA coverage on behalfof your spouse, and parents mayelect
COBRA coverage on behalfof their children. An election to buy COBRA coverage will be considered made
on the date sentbackto the group.

Once the group has notified us thatyour coverage underthe plan has ceased, we will retroactivelyterminate
your coverage and rescind paymentofall claims incurred after the date coverage ceased. If you electto buy
COBRA during the 60-dayelection period, and ifyour premiums are paid on time, we will retroactively
reinstate your coverage and process claims incurred during the 60-dayelection period.

Because there maybe a lag between the time your coverage under the plan ends and the time we learn of
your loss ofcoverage, it is possiblethatwe may pay claims incurred during the 60-dayelection period. If this
happens, you should notassume thatyou have coverage underthe plan. The only way your coverage will
continue is ifyou electto buy COBRA and pay your premiums on time.

COBRA Premiums

Your first COBRA premium paymentmustbe made no laterthan 45 days after you elect COBRA coverage.
That paymentmustinclude all premiums owed from the date on which COBRA coverage began. This
means thatyourfirst premium could be larger than the monthlypremium thatyou will be required to pay
going forward. You are responsible for making sure the amountofyour first paymentis correct. You may
contact the plan administrator to confirm the correctamountof your first payment.

After you make your firstpaymentfor COBRA coverage, you mustmake periodic payments foreach
subsequentcoverage period. Each ofthese periodic paymentsis due on the firstday of the month for that
coverage period. Thereis a grace period of 30 days for all premium payments after the firstpayment.
However, if you pay a periodic paymentlaterthan the firstday of the coverage period to which it applies, but
before the end of the grace period for the coverage period, any claim you submitfor benefits will be
suspendedas ofthe first day of the coverage period and then processed bythe plan only when the periodic
paymentis received. If you failto make a periodic paymentbefore the end of the grace period for that
coverage period, you will lose all rights to COBRA coverage under the plan.

Paymentof your COBRA premiums is deemed made on the day sent.

Early Termination of COBRA

Your COBRA coverage will terminate earlyif any of the following events occurs:

The group no longer provides group health coverage to any of its employees;

You do not pay the premium for your continuation coverage on time;

After electing COBRA coverage, you become covered underanother group health plan;

After electing COBRA coverage, you become enrolled in Medicare; or,

You are covered under the additional 11-month disabilityextension and there has been a final
determination thatthe disabled person is no longerdisabled for Social Securitypurposes.

In addition, COBRA coverage can be terminated ifotherwise permitted under the terms ofthe plan. For
example, if you submitfraudulentclaims, your coverage will terminate. If your group stops providing
healthcare through Blue Cross, you will cease to receive any benefits through us forany and all claims
incurred afterthe effective date of termination of our contractwith the group. This is true even if we have
been billing your COBRA premiums prior to the date of termination. It is the responsibilityof your group, not
Blue Cross, to notify you of this termination. You mustcontactyour group directly to determine what
arrangements, ifany, your group has made for the continuation of your COBRA benefits.

If you have any further questions about COBRAor if you change marital status, or you or your spouse or
child changes address, please contactyour plan administrator. Additional information about COBRAcan also
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be found at the website ofthe Employee Benefits Security Administration ofthe United States Department of
Labor.

GENERAL INFORMATION

Delegation of Discretionary Authority to Blue Cross

The group has delegated to us the discretionaryresponsibilityand authority to determine claims under the
plan,to construe, interpret,and administer the plan, and to perform every other act necessaryorappropriate
in connection with our provision of benefits and/or administrative services under the plan. Whenever we make
reasonable determinations thatare neitherarbitrarynor capricious in our administration ofthe plan, those
determinations will be determinative, subjectonlyto your rightof review underthe plan and thereafterto
judicial review to determine whether our determination was arbitraryor capricious.

Notice

We give you notice when we mail itor send itelectronicallyto you or your group at the latestaddress we
have. You and your group are assumed to receive notice three days after we mailit. Your group is your
agentto receive notices from us aboutthe plan. The groupis responsible for giving you all notices from us.
We are notresponsibleifyour group fails to do so.

Unless otherwise specified in this booklet, if you are required to provide notice to us, you shoulddosoin
writing, including your fullname and contractnumber, and mail the notice to us at 450 Riverchase Parkway
East, P.O. Box 995, Birmingham, Alabama 35298-0001.

Correcting Payments

While we try to pay all claims quicklyand correctly, we do make mistakes. If we pay you or a providerin error,
the payee mustrepayus. If he does not,we may deductthe amountpaid in error from any future amountpaid
to you or the provider. If we deductit from anamountpaid to you, it will be reflected in your claim report.

Responsibility for Providers

We are notresponsiblefor whatproviders do orfail to do. If they refuse to treat you or give you pooror
dangerous care,we are not responsible. We need notdo anything to enable them to treat you.

Misrepresentation

If you commitfraud or make an intentional material misrepresentation in applying for coverage, when we learn
of this we may terminate your coverage back to the effective date on which your coverage began as listed in
ourrecords. We need notrefund any paymentfor your coverage. If your group commits fraud ormakes an
intentional material misrepresentation in its application, itwill be as though the plan nevertook effect, and we
need not refund any paymentfor any member.

Governing Law

The law governing the plan and all rights and obligations related to the plan shall be ERISA, to the extent
applicable. To the extent ERISA is notapplicable, the plan and all rights and obligations related to the plan shall
be governed by, and construed in accordance with, the laws ofthe state of Alabama, withoutregard to any
conflicts oflaw principles or otherlaws thatwould resultin the applicabilityof other state laws to the plan.

Termination of Benefits and Termination of the Plan

Our obligation to provide or administer benefits underthe plan maybe terminated byus at any time by giving
90 days written notice to the group, solong as we are discontinuing the sale ofthis health benefitplan to all
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small employer groups withinthe meaning of applicable Alabama law, and the following requirements are
satisfied: (a)If the group is a small employer within the meaning of applicable Alabama law, we will offer the
group the option to purchase anyother group health plan thatwe offer at the time to small employers in the
state of Alabama; and, (b) We will act uniformlywithoutregard to the particular claims experience ofthe
group or the health status ofany currentor future members ofthe plan.

Our obligation to provide or administer benefits under the plan maybe terminated byus at any time by giving
180 days written notice to the group, so long as we are similarlyterminating all group health plans delivered or
issued fordeliveryto small employers within the meaning ofapplicable Alabama law.

If the group fails to pay us the amounts due under the contractwithin the time period specified therein, our
obligation to provide or administer benefits under the plan will terminate automaticallyand without notice to
you or the group as of the date due for payment. The fiduciaryobligation,ifany, to notify you of this
termination belongs to the group, not to us.

Subjectto any conditions orrestrictions in our contractwith the group, the group may terminate the plan at
anytime through action by its authorized officers by giving us written notice as provided for in the contract. In
the event of termination ofthe plan, all benefitpayments byus will cease as ofthe effective date of
termination, regardless of whether notice ofthe termination has been provided to you by the group or us. The
fiduciary obligation, ifany, to notify you of this termination belongs to the group, not to us.

If for any reason our services are terminated under the contract, you will cease to receive any benefits by us
for any and all claims incurred after the effective date of termination. In some cases, this maymean
retroactive cancellation byus of your plan benefits. This is true for active subscribers, retirees, COBRA
beneficiaries and dependents of either. Any fiduciary obligation to notify you of our termination belongs to
the group, notto us.

Changes in the Plan

By giving a 30-day notice to the group before the plan year, we may amend anyand all provisions ofthe plan
or the amountoffees that you or your group mustpayfor coverage under the plan. (Ifthe changeis a
material modification in anyof the terms ofthe plan that would affect the contentof the SummaryofBenefits
and Coverage for the plan thatis notreflected in the mostrecentlyprovided Summaryof Benefits and
Coverage, and the change occurs otherthan in connection with a renewal or reissuance of coverage, the plan
will give you written notice at least60 days before the effective date of the change). The fiduciary obligation
to notify you of these changes belongs to the group, not us. The plan amendmentwill be effective whether or
not the group has notified you of the amendment. Paymentofpremiums bythe group afterthe effective date
of the amendmentwill constitute acceptance byyou and the group of the changes. Anychanges thatwe
make to coverage under the plan will applyuniformlyto all groups thatare covered under this type of plan.
Notwithstanding the foregoinganychange in premiums mustcomplywith the requirements of45 C.F.R. §
156.80 and the restof Title XXVII of the Public Health Service Act, including implementing regulations.

Except as otherwise providedin the contract, no representative oremployee of Blue Cross is authorized to
amend or vary the terms and conditions ofthe plan orto make anyagreementor promise notspecifically
contained in the plan documents orto waive any provision ofthe plan documents. This means, in part, that
no representative, employee, oragentof Blue Cross maymake anychanges to the plan over the telephone
or verbally.

No Assignment

As discussedin more detail in the Claims and Appeals section ofthis booklet, most providers are aware of our
claim filing requirements and will file claims for you. If your provider does notfile your claim for you, you
should call our Customer Service Departmentand askfora claim form. However, regardless ofwhofiles a
claim for benefits under the plan, we will not honoran assignmentby you of paymentof your claim to anyone.
What this means is thatwe will paycovered benefits to you oryour in-network provider (as required byour
contract with your in-network provider) — even if you have assigned paymentofyour claim to someone else.
With out-of-network providers, we maychoose whetherto pay you or the provider—even if you have assigned
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paymentof your claim to someone else. When we payyou or your provider, this completes ourobligationto
you underthe plan. Upon your death or incompetence, orif you are a minor, we may pay your estate, your
guardian orany relative we believe is due to be paid. This, too, completes our plan obligationto you.

Alabama Insurance Fraud Investigation Unit and Criminal Prevention Act

Any person who knowinglypresents a false orfraudulentclaim for paymentofa loss orbenefitorwho
knowinglypresents false information in an application forinsurance is guiltyof a crime and maybe subject
to restitution, fines or confinementin prison, orany combination thereof.

DEFINITIONS

Accidental Injury: A traumaticinjuryto you caused solelyby an accident.

Affordable Care Act: The PatientProtection and Affordable Care Act of 2010, as amended bythe Health Care
and Education Reconciliation Act, and its implementingrules and regulations.

Allowed Amount: Benefitpayments for covered services are based on the amountofthe provider's charge
that we recognize for paymentof benefits. This amountis limited to the lesser ofthe provider's charge for
care or the amountofthat charge that is determined byus to be allowable depending on the type of provider
utilized and the state in which services are rendered, as described below:

1. In-Network Providers: Blue Cross and/or Blue Shieldplans also contract with providers to furnish
care for a negotiated price. This negotiated price is often a discounted rate, and the in-network
provider normallyaccepts this rate (subjectto any applicable coinsurance or deductibles thatare the
responsibilityof the member) as paymentin full for covered care. The negotiated price applies onlyto
services thatare covered underthe plan and also covered under the contract that has been signed
with the in-network provider.

Each local Blue Cross and/or Blue Shield plan determines (1) which ofthe providers in its service
area will be considered in-network providers, (2) which subset ofthose providers will be considered
BlueCard PPO providers, and (3) the services or supplies thatare covered under the contract
between the local Blue Cross and/or Blue Shield plan and the provider.

See Out-of-Area Services, earlierin this booklet, for a description ofthe contracting
arrangements thatexistoutside the state of Alabama.

2. Out-of-Network Providers: In accordance with Blue Cross and Blue Shield of Alabama’s applicable
provider paymentpolicies in effectat the time the service is rendered, the allowed amountfor care
rendered by out-of-network providers maybe based on the negotiated rate payable to in-network
providers forthe care inthe area, may be based on the average charge forthe care in the area, may be
based on a percentage of what Medicare would typicallypay for the care in the area (or, if no Medicare
rates are available, an approximation ofwhatMedicare would pay for care using various sources), orin
accordance with applicable Federallaw. In other cases, Blue Cross and Blue Shield of Aabama
determines the allowedamountusing historical data and information from various sources such as, but
not limited to:

« The charge oraverage charge for the same ora similar service;

« The relative complexity of the service;

« The in-network allowance in Alabama forthe same ora similarservice;

« Applicable state healthcare factors;

« The rate of inflation using a recognized measure; and,

« Other reasonable limits, as maybe required with respectto outpatient prescription drug
costs.
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For out-of-network emergencyservices for medical emergencies or for airambulance services, the
allowed amountwill be determinedin accordance with the requirements ofthe applicable Federal
law.

For services provided by certain out-of-network providers, the provider maybill the member for
charges in excess ofthe allowed amount. The allowed amountwill notexceed the amountofthe
provider's charge.

Ambulatory Surgical Center: A facility that provides surgical services on an outpatientbasis for patients
who do notneed to occupy an inpatient, acute care hospital bed. In orderto be considered an ambulatory
surgical facilityunder the plan, the facility mustmeetthe conditions for participation in Medicare.

Assisted Reproductive Technology (ART): Any combination of chemical and/or mechanical means of
obtaining gametes and placing them into a medium (whetherinternal or external to the human body) to
enhance the chance thatreproduction will occur. Examples of ART include, butare not limited to, in vitro
fertilization, gamete intrafallopian transfer, zygote intrafallopian transfer and pronuclear stage tubal transfer.

Bariatrics: Services, conditions, or expenses which are based upon weightreduction or dietarycontrol or
services orexpenses ofanykind to treat obesity, weightreduction, or dietary control. This includes bariatric
surgeryand gastric restrictive procedures and complications arising from bariatric surgeryand gastric
restrictive procedures.

Blue Cross: Blue Cross and Blue Shield of Alabama, exceptwhere the context designates otherwise.

BlueCard® Program: A national program among the Blue Cross and/or Blue Shieldplans bywhich a
member ofone Blue Cross and/or Blue Shield plan receives benefits available through another Blue Cross
and/or Blue Shield plan located in the area where services occur. The BlueCard® program is explained in

more detail in other sections ofthis booklet, such as In-Network Benefits and Out-of-Area Services.

Contract: The contractgenerallyconsists of your group’s application for coverage (once accepted by us),
this booklet,and any amendments or changes to this booklet. The terms "contract"and "plan" are used
interchangeablyunless the contextrequires otherwise.

Cosmetic Surgery: Any surgerydone primarilyto improve or change the way one appears, cosmetic surgery
does notprimarilyimprove the way the body works or correctdeformities resulting from disease, trauma, or
birth defect. For importantinformation on cosmetic surgery, see the exclusion under Health Benefit Exclusions
for cosmetic surgery.

Custodial Care: Care primarilyto provide room and board for a person who is mentallyor physicallydisabled.

Dentally Necessaryor Dental Necessity: Services or supplies which are necessaryto treat your illness,
injury, or symptom. To be dentallynecessary, services or supplies mustbe determined byBlue Cross to be:

» Appropriate and necessaryforthe symptoms, diagnosis, or treatment of your dental condition;
» Provided for the diagnosis ordirectcare and treatmentof your dental condition;
< In accordance with standards of good dental practice accepted bythe organized dental community;

< Not primarilyforthe convenience and/or comfortofyou, your family, your dentist, or another
provider of services;and,

+ Not"investigational."

Diagnostic: Services performed in response to signs or symptoms ofiliness, condition, ordiseaseorin
some cases where there is familyhistoryofillness, condition, or disease.

Durable Medical Equipment (DME): Equipmentwe approve as medicallynecessaryto diagnose ortreat
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an illnessorinjuryorto prevent a condition from becoming worse. To be durable medical equipmentan
item mustbe made to withstand repeated use, be for amedical purpose rather than for comfortor
convenience, be useful onlyif you are sick or injured, and be related to your condition and prescribed by
your physicianto usein your home.

General Hospital: Any institution thatis classified byus as a "general"hospital using, as we deem
applicable, generallyavailable sources ofinformation.

Group: The employerorotherorganization thathas contracted with us to provide or administer group
health benefits pursuantto the plan.

Habilitative services: Healthcare servicesand devices thathelp a person keep, learn, orimprove skills
and functioning for daily living.

Health Insurance Marketplace: The exchange established bythe Affordable Care Act in the state of Alabama
in which individuals and theirfamilies maypurchase individual health plans.

Home Healthcare Agency: An organization thatprovides care at home forhomebound patients who need
skilled nursing or skilled therapy. In orderto be considered a home healthcare agencyunderthe terms of
the plan, the organization mustmeetthe conditions for participationin Medicare.

Home Infusion Service Provider: A home infusion service provideris a state-licensed pharmacythat
specializesin provision ofinfusion therapies to patients in theirhome or other alternate sites associated
with the home infusionprovider such as ahome infusion suite.

Hospice: An organization whose primarypurpose is the provisionof palliative care. Palliative care
means the care of patients whose disease is notresponsive to curative treatments orinterventions.
Palliative care consists ofrelief of pain and nausea and psychological, social, and spiritual support
services. In order for an organization to be considered a hospice under this planitmustmeetthe
conditions for participation in Medicare.

Implantables: An implantable device is a biocompatible mechanical device, biomedical material, or
therapeuticagentthatis implantedin whole orin partand serves to supportorreplace a biological structure,
supportand/orenhance the command and control of a biological process, or provide a therapeutic effect.
Examples include, butare not limited to, cochlearimplants, neurostimulators, indwelling orthopedic devices,
cultured tissues, tissue markers, radioactive seeds, and infusion pumps.

In-Network Provider: See the In-Network Benefits subsection ofthe Overview of the Plan section ofthe
booklet.

Inpatient: A registered bed patientin a hospital; provided thatwe reserve the rightin appropriate casesto
reclassifyinpatientstays as outpatientservices, as explainedabove in InpatientHospital Benefits and
OutpatientHospital Benefits.

Intensive Outpatient: Mental health disorders and substance abuse services provided in a licensed facility
by a licensed provider fora minimum ofthree hours perday at leastthree days per week with active
psychosocial treatmentand medication managementas needed.

Investigational: Any treatment, procedure, facility, equipment, drugs, drug usage, or supplies thateitherwe
have not recognized as having scientificallyestablished medical value, orthat does notmeetgenerally
accepted standards of medical practice. When possible, we develop written criteria (called medical criteria)
concerning services orsupplies thatwe considerto be investigational. We base these criteria on peer-
reviewed literature, recognized standards of medical practice, and technologyassessments. We put these
medical criteria in policies thatwe make available to the medical communityand our members. We do this so
that you and your providers will know in advance, when possible, whatwe will pay for. If a service or supplyis
considered investigational according to one of our published medical criteria policies, we will not pay for it. If
the investigational nature of a service or supplyis not addressed byone of our published medical criteria
policies, we will consideritto be non-investigational onlyifthe following requirements are met:
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» The technologymusthave final approval from the appropriate governmentregulatorybodies;

« The scientific evidence must permitconclusions concerningthe effect of the technologyon health
outcomes;

» The technologymustimprove the net health outcome;
« The technologymustbe as beneficial as anyestablished alternatives; and,

- The improvementmustbe attainable outside the investigational setting.

It is importantfor you to rememberthatwhen we make determinations aboutthe investigational nature ofa
service or supplywe are making them solelyforthe purpose ofdetermining whether to pay for the service or
supply. All decisions concerning your treatmentmustbe made solelyby your attending physician and other
medical providers.

Medical Emergency: A medical conditionthatmanifests itselfbyacute symptoms of sufficientseverity
(including severe pain) so thata prudentlayperson, with an average knowledge ofhealth and medicine, could
reasonablyexpect the absence ofimmediate medical attention to resultin (i) placing the health of the person
(or, with respectto a pregnantwoman, the health of the woman or herunborn child) in serious jeopardy; (ii)
serious impairmentto bodilyfunctions; or, (iii) serious dysfunctionofany bodilyorgan or part.

Medically Necessaryor Medical Necessity: We use these termsto help us determine whethera particular
service or supplywill be covered. When possible, we develop written criteria (called medical criteria) thatwe
use to determine medical necessity. We base these criteria on peer-reviewed literature, recognized standards
of medical practice, and technologyassessments. We putthese medical criteria in policies thatwe make
available to the medical communityand our members. We do this so that you and your providers will know in
advance, when possible, whatwe will payfor. If a service or supplyis not medicallynecessaryaccording to
one of our published medical criteria policies, we will not pay for it. If a service or supplyis notaddressed by
one of our published medical criteria policies, we will consideritto be medicallynecessaryonlyif we
determine thatitis:

» Appropriate and necessaryforthe symptoms, diagnosis, or treatmentofyour medical condition;
» Provided for the diagnosis ordirectcare and treatmentof your medical condition;

+ In accordance with standards of good medical practice accepted bythe organized medical
community;

» Not primarilyforthe convenience and/or comfortof you, your family, your physician, or another
provider of services;
* Not “investigational”; and,

+ Performedintheleastcostlysetting, method, ormanner, orwith the leastcostlysupplies, required by
your medical condition. A"setting" maybe your home, a physician's office,an ambulatorysurgical
facility, a hospital's outpatientdepartment, a hospital when you are an inpatient, or anothertype of
facility providing a lesserlevel of care. Only your medical conditionis considered in deciding which
setting is medicallynecessary. Your financial or familysituation, the distance you live from a hospital
or otherfacility, or any othernon-medicalfactoris notconsidered. As your medical conditionchanges,
the setting you need mayalso change. Askyour physicianifany of your services can be performed
on an outpatientbasisorin a less costlysetting.

It is importantfor you to rememberthatwhen we make medical necessitydeterminations, we are making them
solelyfor the purpose ofdetermining whether to pay for a medical service or supply. All decisions conceming
your treatmentmustbe made solelyby your attending physician and other medical providers.

Member: You oryour eligible dependentwho has coverage underthe plan.

Mental Health Disorders: These are mental disorders, mental iliness, psychiatricillness, mental conditions,
and psychiatric conditions. These disorders, ilinesses, and conditions are considered mental health disorders
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whetherthey are of organic, biological, chemical, orgeneticorigin. They are considered mental health
disorders regardless of how they are caused, based, or broughton. Mental health disorders include, butare
not limited to, psychoses, neuroses, schizophrenic-affective disorders, personalitydisorders, and
psychological or behavioral abnormalities associated with temporaryor permanentdysfunction ofthe brain or
related system ofhormones controlled bynerves. They are generallyintended to include disorders,
conditions, andillnesses listed in the current Diagnostic and Statistical Manual of Mental Disorders.

Out-of-Network Provider: A providerwhois notanin-network provider.

Outpatient: A patientwhois not a registered bed patientofa hospital. Forexample, a patientreceiving
services in the outpatientdepartmentofa hospital orin a physician's office is an outpatient; provided thatwe
reserve the rightin appropriate cases to reclassifyoutpatientservices as inpatientstays, as explained above
in Inpatient Hospital Benefits and Outpatient Hos pital Benefits.

Partial Hospitalization: Mental health disorders and substance abuse services provided in a licensed facility
by a licensed providerfora minimum ofsixhours per day, five days perweek with active psychosocial

treatmentand medication managementas needed.

Physician: Any healthcare providerwhen licensed and acting within the scope ofthatlicense or
certification at the time and place you are treated or receive services.

Plan: The planis the group health benefitplan ofthe group, as amended from time to time. The plan
documents consistofthe following:

» This benefitbooklet,as amended;

« Our contract with the group, as amended;

+ Any benefitmatrices upon which we have relied with respectto the administration ofthe plan;
and,

« Any draft benefitbooklets thatwe are treating as operative. By “operative,” we mean thatwe have
provided a draft of the bookletto the group that will serve as the primary, but not the sole, instrument
upon which we base ouradministration ofthe plan, withoutregard to whether the group finalizes the
bookletordistributes itto the plan's members.

If there is any conflictbetween anyof the foregoing documents, we will resolve thatconflictin a mannerthat
bestreflects the intentof the group and us as of the date on which claims were incurred. Unless the context
requires otherwise, the terms "plan"and "contract" have the same meaning.

Plan Administrator: The group that sponsors the plan and is responsible forits overall administration. Ifthe
planis covered under ERISA, the group referred to in this definition is the “administrator” and "sponsor" of
the plan within the meaning ofsection 3(16) of ERISA.

Precertification: The procedures used to determine the medial necessityof the treatmentpriorto the
service.

Pregnancy: The condition ofand complications arisingfrom a woman having a fertilized ovum, embryo or
fetus in herbody— usually, butnot always, in the uterus — and lasting from the time of conception to the time
of childbirth, miscarriage or other termination.

Preventive or Routine: Services performed priorto the onsetof signs or symptoms ofiliness, condition or
disease orservices which are notdiagnostic.

Private Duty Nursing: A session offouror more hours during which continuous skilled nursing care is
furnished to you alone.

Psychiatric Specialty Hospital: An institution thatis classified as a psychiatric specialtyfacility by such
relevant credentialing organizations as we orany Blue Cross and/or Blue Shieldplan (orits affiliates)
determines. A psychiatric specialtyhospital does notinclude a substance abusefacility.
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Rehabilitative services: Healthcare servicesthathelp a person keep, getback, or improve skills and
functioning for daily living that have been lostorimpaired because a person was sick, hurt,ordisabled.

Residential treatment: Continuous 24 hour perdaycare provided at a live-in facility for mental health or
substanceabuse disorders.

Small Business Health Options Program (SHOP): The exchange established bythe Affordable Care Act
in the state of Alabama in which qualified small employers, qualifiedemployees and their families mayview
small group health plans and obtain determination of eligibilityapproval.

Substance Abuse: The uncontrollable or excessive abuse of addictive substances, such as (butnot
limited to) alcohol, drugs, or other chemicals and the resultant physiological and/or psychological
dependencythatdevelops with continued use.

Substance Abuse Facility: Any institution thatis classifiedas a substance abuse facilityby such relevant
credentialing organizations as we orany Blue Cross and/or Blue Shield plan (orits affiliates) determine
and that provides outpatientsubstance abuse services.

Teleconsultation: Consultation, evaluation,and managementservices provided to patients via
telecommunication systems without personal face-to-face interaction between the patientand healthcare
provider. Teleconsultations include consultations bye-mail or other electronic means.

We, Us, Our: Blue Cross and Blue Shield of Aabama.

You, Your: The contract holderormemberas shownbythe context.

STATEMENT OF ERISA RIGHTS

The following statementis required byfederal law and regulation, to the extent applicable to the plan.As a
participantin the plan you are entitled to certain rights and protections under the Employee Retirement
Income SecurityAct of 1974 (ERISA). ERISA provides thatall plan participants shall be entitled to:

Receive Information About Your Plan and Benefits

Examine, withoutcharge, at the plan administrator's office and atother specified locations, such as worksites
and union halls, all documents governing the plan, including insurance contracts and collective bargaining
agreements, and a copy of the latestannual report (Form 5500 Series)filed bythe plan with the U.S.
DepartmentofLaborand available atthe Public Disclosure Room ofthe Employee Benefits Security
Administration. Obtain, upon written requestto the plan administrator, copies of documents governing the
operation ofthe plan,including insurance contracts and collective bargaining agreements, and copies ofthe
latestannual report (Form 5500 Series) and updated summaryplan description. The administratormaymake
a reasonable charge for the copies. You are entitled to receive a summaryofthe plan's annual financial
report. The plan administratoris required bylaw to furnish each participantwith a copy of this summaryannual
report.

Continue Group Health Plan Coverage

Continue healthcare coverage for yourself, spouse or dependents ifthere is aloss of coverage underthe plan
as a resultofa qualifying event. You or your dependents mayhave to pay for such coverage. Review this
bookletplan description and the documents governing the plan on the rules governing your COBRA
continuation coverage rights.
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Prudent Actions By Plan Fiduciaries

In addition to creating rights for plan participants ERISAimposes duties upon the people who are
responsible for the operation ofthe employee benefitplan. The people who operate your plan, called
“fiduciaries” ofthe plan, have a dutyto do so prudentlyandin the interestofyou and other plan participants
and beneficiaries. No one, including your group, your union, orany other person, mayfire you or otherwise
discriminate againstyou in any way to prevent you from obtaining a (pension, welfare) benefitor exercising
your rights under ERISA.

Enforce Your Rights

If your claim for a welfare benefitis denied orignored, in whole orin part, you have a rightto know why this
was done, to obtain copies ofdocuments relating to the decision withoutcharge, and to appeal anydenial, all
within certain time schedules. Under ERISA, there are steps you can take to enforce the above rights. For
instance, ifyou requesta copy of plan documents or the latestannual reportfrom the plan administrator and
do notreceive them within 30 days, you may file suitin a Federal court (unless your plan has a binding
arbitration clause). Insuch a case, the court may require the plan administrator, which is notBlue Cross, to
provide the materials and payyou up to $110 a day until you receive the materials, unless the materials were
not sentbecause ofreasons beyond the control of the administrator. If you have a claim for benefits which is
denied orignored,in whole orin part, you mayfile suitin a state or Federal courtafter you have exhausted
your administrative remedies underthe plan.

In addition, if you disagree with the plan administrator's decision or lack thereof concerning the qualified
status ofa domesticrelations order ora medical child supportorder, you may file suitin Federal court. If it
should happen thatplan fiduciaries misuse the plan's money, or if you are discriminated againstfor
assertingyourrights, you may seek assistancefrom the U.S. DepartmentofLabor, or you mayfile suitina
Federal court. The courtwilldecide who should paycourtcosts and legal fees. If you are successful the
court mayorderthe person you have sued to pay these costs and fees. If you lose, the court may order
you to paythese costs and fees, forexample, ifit finds your claim is frivolous.

Assistance With Your Questions

If you have any questions aboutyour plan, you should contactthe plan administrator. If you have any
questions aboutthis statementor aboutyour rights under ERISA, or if you need assistance in obtaining
documents from the plan administrator, you should contactthe nearestoffice ofthe Employee Benefits
Security Administration, U.S. DepartmentofLabor, listed in your telephone directoryor the Division of
Technical Assistance and Inquiries, Employee Benefits SecurityAdministration, U.S. DepartmentofLabor,
200 Constitution Avenue N.W., Washington, D.C.20210. You may also obtain certain publications about
your rights and responsibilities under ERISA by calling the publications hotline ofthe Employee Benefits
Security Administration.

Administrative Information

To complywith ERISA's technical requirements fora summaryplan description, your group mustfurnish the
following information: name ofthe plan;name and address ofthe group; name, address and telephone
number ofthe plan sponsorand the plan administrator; employeridentification number (EIN) from the IRS;
and name and address ofthe plan's agentforlegal purposes.

Blue Cross provides you with the following information:
e The planyear begins on the effective date of the contract and ends twelve (12) months thereafter

(renewal date). After the firstplan year, the plan year ends twelve (12) months afterthe renewal
date.

65



e The plansponsorand plan administratoris the group. The group is responsible for discharging all
obligations that ERISA and its regulations impose upon plan sponsors and plan administrators,
such as delivering summaryplan descriptions, annual reports,and COBRAnotices when required
by law.

e The plan provides hospital and medical benefits as administered under the contractbetween Blue
Cross and Blue Shield of Aabama and the group. Blue Cross has complete discretion to interpretand
administerthe provisions ofthe plan. The administrative functions performed byBlue Cross include
paying claims, determining medical necessity, etc. The plan benefits are underwritten.

e The group currentlyintends to continue the plan as describedherein, butreserves the right, in its
discretion,to amend, reduce orterminate the plan and coverage atany time for active employees,
retirees, formeremployees, and all dependents.

e Thisis anemployer-employee shared costplan. The sources ofthe contributions to this plan are
currently the group and the employee in relative amounts as determined bythe group from time to
time. Any information concerning whatis to be paid by the employee in the future will be furnished by
the group in writing and will constitute a part of this plan. Your contributionis determined bythe group
based on the plan's experience and otherfactors.

NOTICE OF NONDISCRIMINATION

Blue Cross and Blue Shield of Alabama, an independentlicensee ofthe Blue Cross and Blue Shield
Association, complies with applicable Federal civil rights laws and does notdiscriminate on the basis of race,
color, national origin, age, disability, or sex. We do not exclude people or treat them differentlybecause of
race, color, national origin, age, disability, or sex.

Blue Cross and Blue Shield of Alabama:

e Provides free aids and services to people with disabilities to communicate effectivelywith us, such as
qualified sign language interpreters and written information in other formats (large print, audio,
accessible electronic formats, otherformats)

e Provides free language services to people whose primarylanguage is not English, such as qualified
interpreters and information written in otherlanguages

If you need these services, contactour 1557 Compliance Coordinator. If you believe that we have failed to
provide these services ordiscriminated in another wayon the basis ofrace, color, national origin, age,
disability, or sex, you canfile a grievance in person or by mail, fax, or email at: Blue Cross and Blue Shield of
Alabama, Compliance Office, 450 Riverchase ParkwayEast, Birmingham, Alabama 35244, Attn: 1557
Compliance Coordinator, 1-855-216-3144,711 (TTY), 1-205-220-2984 (fax), 1557 Grievance@bcbsal.org
(email). If you need help filing a grievance, our 1557 Compliance Coordinatoris available to help you.

You can alsofile a civil rights complaintwith the U.S. DepartmentofHealth and Human Services, Office
for Civil Rights, electronicallythrough the Office for Civil Rights ComplaintPortal, available at

https ://ocrportal.hhs.goviocr/portal/lobby.jsf, or by mail or phone at: U.S. DepartmentofHealth and Human
Services, 200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C.

20201,1-800-368-1019,1-800-537-7697 (TDD). Complaintforms are available at
http://www.hhs .goviocr/office/file/index.htm].

FOREIGN LANGUAGE ASSISTANCE

Spanish: ATENCION: sihabla espafiol, tiene a su disposicion servicios gratuitos de asistencia
linglistica.Llame al 1-855-216-3144 (TTY:711)
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Korean: =2|: 3t 0| E AFESIA|= 42, 910 X| @l MH|AE R 22 0|85t4 5= JUSLICH
1-855-216-3144 (TTY: 711)H S 2 H 38l FAUA| 2.
Chinese: ;T & : (IREFEAEE D, EoLEBEESESIERE, 35KE1-855-216-3144 (TTY:711)

Vietnamese:CHU Y: Néu ban néi Tiéng Viét, co cac dich wu hd try ngén ngr mién phidanh cho
ban.Goi s0 1-855-216-3144 (TTY: 711).

Arabic: Jea) Aaliecll daSs gy e gl Aall elue i g Ladd dy yall Cacai€ o 131 -l
(711 ol Ciilel) 1-855-216-3144-

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehenlhnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfigung. Rufnummer: 1-855-216-3144 (TTY: 711).

French: ATTENTION : Si vous parlezfrangais, des services d'aidelinguistique vous sontproposés
gratuitement. Appelezle 1-855-216-3144 (ATS: 711).

French Creole: ATANSYON: Siw pale Kreyol Ayisyen, gen sévis &d pou lang ki disponib gratis pou ou.
Rele 1-855-216-3144 (TTY: 711).

Gujarati: £l UL %) d AUl cladl 1, dl ML AS-dL Adl, dHIRLHIR [+1:Q65 GUudey 8. 1-855-216-
3144 4R 814 820 (TTY: 711).

Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamitng mga serbisyo ng
tulong sawika nang walang bayad. Tumawag sa1-855-216-3144 (TTY: 711).

Hindi: €9 & 3T straeht syrom f24T €, a7 afTe forT S[TuT 9T a7 a0 {4: (e 3T 2
1-855-216-3144 (TTY: 711) U< &t F3|

Laotian: {U0g90: 199 WIndIWITI 290, PILUINILIOBTL0IMWIZI, Yoot e,
ccovSdenlviion. tns 1-855-216-3144 (TTY: 711).

Russian: BHVUMAHWE: Ecin Bbl roBOpUTE Ha PyCCKOM A13blKe, TO BaM AOCTYMHbI becniaTHble

ycnyrv nepesoga. 3soHute 1-855-216-3144 (tenetann: 711).

Portuguese: ATENCAQ: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis.
Ligue para 1-855-216-3144 (TTY: 711).

Polish: UWAGA: Jezeli moéwiszpo polsku, mozeszskorzystaé z bezptatnej pomocyjezykowej.
Zadzwon pod numer 1-855-216-3144 (TTY: 711).

Turkish: DIKKAT: Eger Tiirkge konusuyoriseniz, dil yardim hizmetlerinden licretsizolarak
yararlanabilirsiniz. 1-855-216-3144 (TTY: 711)irtibat numaralariniarayn.

Italian: ATTENZIONE: In casolalingua parlatasial'italiano, sono disponibili servizi di assistenza
linguisticagratuiti. Chiamareilnumero 1-855-216-3144 (TTY: 711).

Japanese: ;T B EE | HAELFEINDHE. ERNOSEXIEAIHAVETEY,
1-855-216-3144 (TTY:711) £T. BBEFEICTITEEZTS,
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450 Riverchase Parkway East
Birmingham, Alabama 35244

Customer Service:
1-800-292-8868 (TTY 711)

AlabamaBlue.com

HSB-B24-2305

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