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Nondiscrimination Notice

BlueCross BlueShield of Tennessee (BlueCross) complies with applicable Federal civil rights laws and
does not discriminate onthe basis of race, color, national origin, age, disability or sex. BlueCross does not
exclude people or treat them differently because of race, color, national origin, age, disability or sex.

BlueCross:

e Provides free aids and services to people with disabilities to communicate effectively with us, such
as: (1) qualified interpreters and (2) written information in other formats, such as large print, audio
and accessible electronic formats.

¢ Provides free language services to people whose primary language is not English, such as: (1)
qualified interpreters and (2) written information in other languages.

If you need these services, contact a consumer advisor at the number on the back of your Member ID card
or call 1-800-565-9140 (TTY: 1-800-848-0298 or 711).

If you believe that BlueCross has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability or sex, you can file a grievance (“Nondiscrimination
Grievance”). For help with preparing and submitting your Nondiscrimination Grievance, contact a
consumer advisor at the number on the back of your Member ID card or call 1-800-565-9140 (TTY: 1-800-
848-0298 or 711). They can provide you with the appropriate form to use in submitting a Nondiscrimination
Grievance. You can file a Nondiscrimination Grievance in person or by mail, fax or email. Address your
Nondiscrimination Grievance to: Nondiscrimination Compliance Coordinator; ¢/o Manager, Operations,
Member Benefits Administration; 1 Cameron Hill Circle, Suite 0019, Chattanooga, TN 37402-0019; (423)
591-9208 (fax); Nondiscrimination_OfficeGM@bcbst.com (email).

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

http.//www. hhs.gov/ocr/officeffile/index.html.
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NOTICE

PLEASE READ THIS EVIDENCE OF COVERAGE CAREFULLY AND KEEP IT IN A
SAFE PLACE FOR FUTURE REFERENCE. IT EXPLAINS YOUR BENEFITS AS
ADMINISTERED BY BLUECROSS BLUESHIELD OF TENNESSEE, INC. IF YOU
HAVE ANY QUESTIONS ABOUT THIS EVIDENCE OF COVERAGE OR ANY OTHER
MATTER RELATED TO YOUR MEMBERSHIP IN THE PLAN, PLEASE WRITE OR
CALL US AT:

CUSTOMER SERVICE DEPARTMENT
BLUECROSS BLUESHIELD OF TENNESSEE, INC.,
ADMINISTRATOR

1 CAMERON HILL CIRCLE

CHATTANOOGA, TENNESSEE 37402

(800) 245-7942
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INTRODUCTION

This Evidence of Health Coverage (this “EOC”) was
created forthe Employer (listed on the cover of this
EOC)as part of its employee welfare benefit plan (the
“Plan”). Referencesin this EOC to “administrator,”
“We,” “Us,” “Our,” or “BlueCross” mean BlueCross
BlueShield of Tennessee, Inc. The Employerhas
entered into an Administrative Services Agreement
(ASA) with BlueCross forit to administer the claims
Paymentsunderthe terms ofthe EOC, and to provide
otherservices. BlueCross does not assume any
financial risk or obligation with respect to Plan
claims. BlueCrossisnotthe Plan Sponsor, the Plan
Administrator or the Plan Fiduciary, as those terms
are definedin ERISA. The Employeris the Plan
Fiduciary, the Plan Sponsorandthe Plan
Administrator. These ERISA terms are used in this
EOC to clarify theirmeaning, even though the Plan
isnot subjectto ERISA. Otherfederallaws may
also affect Your Coverage. To theextent applicable,
the Plan complies with federal requirements.

This EOC describes the terms and conditions of Your
Coverage through thePlan. Itreplacesand
supersedes any EOC orother description ofbenefits
You havepreviously received from the Plan.

PLEASEREAD THISEOC CAREFULLY. IT
DESCRIBES THE RIGHTS AND DUTIES OF
MEMBERS. ITISIMPORTANT TOREAD THE
ENTIRE EOC. CERTAIN SERVICES ARE NOT
COVEREDBY THE PLAN. OTHER COVERED
SERVICES ARE LIMITED. THEPLAN WILL
NOT PAY FOR ANY SERVICE NOT
SPECIFICALLY LISTED AS A COVERED
SERVICE,EVENIF AHEALTH CARE
PROVIDER RECOMMENDS OR ORDERS THAT
NON-COVERED SERVICE. (SEE
ATTACHMENTS A-D.)

Employerhas delegated discretionary authority to
makeany benefit determinations to the administrator,
the Employeralso has theauthority to make any final
Plan determination. The Employer, asthePlan
Administrator, and BlueCross also have the authority
to construethe terms of Your Coverage. The Plan
and BlueCross shallbe deemed to have properly
exercised thatauthority unless it abuses its discretion
when making such determinations, whether ornot the
Employer’s benefit planis subject to ERISA. The
Employerretains theauthority to determine whether
You or Yourdependents are eligible for Coverage.

ANY GRIEVANCE RELATED TO YOUR COVERAGE
UNDER THIS EOC SHALL BERESOLVEDIN
ACCORDANCE WITHTHE“GRIEVANCE
PROCEDURE” SECTION OF THISEOC.

In orderto make it easierto read and understand this
EOC, defined words are capitalized. Those words are

defined in the “DEFINITIONS” section of this EOC.

Please contactoneof theadministrator’s consumer
advisors, at thenumber listed on the Subscriber’s
membership ID card, if You have any questions when
readingthis EOC. The consumeradvisors are also
available to discuss any other matters related to Your
Coverage from the Plan.

BENEFIT ADMINISTRATION ERROR

If the administrator makes an error in administering
the benefits under this EOC, the Plan may provide
additional benefits orrecover any overpayments from
any person, insurance company, or plan. No such
errormay be used to demand morebenefits than those
otherwise due under this EOC.

NOTIFICATION OF CHANGE INSTATUS
Changes in Yourstatus canaffectthe serviceunderthe
Plan. To make sure the Planworks correctly, please

notify People First Solution Center at865-632-8800,
423-751-8800, 0or 888-275-8094 when Youchange:

e name;
e address;
e telephone number;

e employment

Notify the customer service department atthe number
listed on the Subscriber’s membership ID card when
You havea change in the status of any other health

coverage You have.

Subscribers must notify People First Solution Center
of any eligibility or status changes for themselves or
Covered Dependents, including:

e themarriage ordeath ofa family member;
e divorce;

e adoption;

e Dbirth of additional dependents; or

e termination ofemployment.



ELIGIBILITY

Any Employeeof the Employerandhis orher family
dependents who meetthe eligibility requirements of
this Section will be eligible for Coverage if properly
enrolled for Coverage, andupon paymentof the
required Payment for such Coverage. Ifthereisany
questionabout whether a personis eligible for
Coverage, TVA shallmake final eligibility
determinations in accordance with therequirements of
this EOC.

A. Subscriber
To beeligible to enrollasa Subscriber must be:

An annual full-time TVA employee, or part-time
employee regularly scheduledto work 16 hours

or more per week.
OR

A TVA employee havingworkedanaverage of
30 hours ormore per week during the previous
fiscalyear

OR

An employee of a uniondirectly representing
TVA salary policy employees

OR

A retiree not eligible for Medicare hospital
nsurance who meets thecriteria forretiree

medical coverage as determined by TVA.
OR

A retired employee ofa union directly
representing TVA salary policy employees.

Eligible employees andretirees must enroll in the
Plan in accordance with the enrollment processes

and timeframes establishedby TVA.
B. CoveredDependents

Dependents eligible for coverage include the
Subscriber’s:

Spouse. (Common-law spouses may be
recognized aseligible forplan coverage if the
employee resides in a state that recognizes
common-law marria ge and provides evidence
satisfactory to TVA to document the common-law
relationship.)

Natural child, adopted child, foster child,
stepchild, or child for whom the Subscriber is
legalguardianor forwhom the Subscriber has
legalcustody who isunderthe age of 26.

Coverage for dependentchildrenmay be continued
pastthe age limit if the child is certified as disabled
due to physical handicap or mentalillness, through
receipt of Social Security Disability or other
private disability benefits, oras determined by the
administrator. The disabling condition musthave
begun before reaching the dependent age limit and
the dependent mustbe currently enrolled in the
health plan. TVA must receive this certification at
least thirty-one (3 1) days priorto the date of
coverage termination. Certification of disability
may be required on anannual basis.

A child is considereda foster child if:

1. TVAreceivesthe applicationto coverthe
child within thirty-one (3 1) days priorto the
placementordate thechild established
residency, whichever is earlier;

2. Theplacementis fora minimum oftwenty-
five (25)days permonth and expected to

exceed one year; and

3. Themedicalexpensesofthechild are not
covered by any other group coverage orby the
agency through which the child was placed.

Notarized statements of custody, guardianship,
adoption, foster care, orlegitimacyarenot
acceptable documentation. Copies of theactual
legalpapers asissued with the final decree from
the respectivecourt or legal placement papers
issued by the authorized a gency are required.

An employee orretiree cannotbe covered asan
employee orretiree and as thespouse or dependent
of an employeeorretiree. A dependent child can
be covered under only one TVA-sponsored
medicalplan.

TVA’s determination of eligibility under the
terms of this provision shall be final.

The Plan reserves theright to require proof of
eligibility including--butnotlimited to--marriage
certificates, birth certificates, and certified copies
of qualified medical child support orders.



ENROLLMENTINTHE PLAN

Eligible Employees may enroll for Coverage for
themselves and their eligible dependents as set forth
in this section.

A. Initial Enrollment Period

Eligible employees andretirees may enroll for
Coverage for themselves and their eligible
dependents within the first 30 days after becoming
eligible for Coverage. Theymust enrollin the
Plan in accordance with the enrollment processes

and timeframes established by TVA.

B. OpenEnrollmentPeriod

Eligible Employees shallbe entitled toapply for
Coverage for themselves and eligible dependents
duringthe TVA Open Enrollment Period. The
eligible Employee must enroll in accordance with
the open-enrollmentprocesses and timeframes
established by TVA.

There is not an open-enrollment period for retirees.

C. Adding Dependents

A Subscribermay add a dependent who became
eligible afterthe Subscriberenrolled as follows:

1. Anewborn child of the Subscriber orthe
Subscriber’s spouse is automatically Covered
from the moment ofbirth fora period of30
days. In orderto continue Coverage beyond
30 days, thenewborn child must be addedas
a Covered Dependentby enrolling such
dependentwithin 30 days of the birth.

2. Alegally adopted child including children
placed with You for the purpose of adoption,
will be Coveredas ofthedateof adoption or
placement foradoption. Children, ora child
forwhom the Subscriber has been appointed
legal guardianby a courtof competent
jurisdiction, will be Covered effective on the
date thechild is placed in the Subscriber’s
physical custody. The Subscriber must enroll
that child within 30 days ofthe date thatthe
Subscriber acquires the child.

3. Any othernewdependent, (e.g., if the
Subscriber marries) maybe addedas a
Covered Dependent if the Subscriber enrolls
such dependent within 30 days of thedate
that person first becomes eligible for
Coverage.

Employees and retirees mustcontact People
First Solution Center to add eligible

dependents. Dependents cannotbe added by
contacting administrator.

D. Late Enrollment for Employees

Employees ortheir dependents who do not enroll
when becoming eligible for Coverage under (A),

(B) or(C), abovemay enroll:

1. During a subsequent Open Enrollment
Period foremployees; or

2. Ifthe Employee acquires a new dependent,
and he orshe applies for Coverage within 30

days.
Late Enrollment for Retirees

A retiree who does not enroll within 30 days of
retirement will not have another opportunity to
enrollin a TVA-sponsoredretiree medical plan.

A retiree who signed a form providedby TVA
priorto July 1993 to deferenrollment for the
retiree (or dependents) because of medical
coverage in another group plan may be eligible to
enrollin a TVA retiree medical planwithin 30 days
of'the date suchother coverage ended. Questions
about thepossibility of enrollingin a TVA plan
should be directed to People First Solution Center.

Change in Status for Employees

If You have a change in status, You maybe
eligible to change Your Coverage other than
duringthe Open Enrollment Period. Subscribers
must, within the time-frame set forthbelow,
submit a change form to the Group representative
to notify the Plan ofany changes in status for
themselves or fora Covered Dependent. Any
change in Yourelections mustbe consistent with
the change in status.

1. Youmustrequestthe change within 30 days
of'the changein status forthe following
events: (1)marriage ordivorce;(2)death of
the Employee’s spouse or dependent; (3)
change in dependency status; (4) Medicare
eligibility; (5) coverage by another Payor;
(6) birth oradoption ofa child of the
Employee oracquisition of an eligible
dependentthrough legal custody orlegal
guardianship; (7) termination of
employment, or commencement of
employment, of the Employee’s spouse; (8)
switching from part-time to full-time, or
from full-timeto part-time status by the
Employee orthe Employee’s spouse;(9)
takinganunpaid leave ofabsence by the
Employee orthe Employee’s spouse, or
returning fromunpaid leave of absence; (10)



significant change in the health cost or
coverage of the Employee orthe Employee’s
spouse attributable to thespouse’s
employment.

You must request the change within 60 days of
the change in status forthefollowingevents:
(1) loss of eligibility for Medicaid or CHIP
coverage, or(2) becomingeligible to receive a
subsidy for Medicaid or CHIP coverage.

G. Changein Status for Retirees

1. Ifaretiree thatis coveredundera TVA plan

gains a newly eligible dependent (e.g., gets
married, has a baby, adopts a child) andis
eligible to enrollthe newly eligible
dependent, he/she mustenroll thatnewly
eligible dependent within 30 days ofthe
event date. If he/she fails to add the newly
eligible dependentwithin 30 days ofthe
event date, the newly eligible dependentcan
only be addedby providing (without expense
to the plan orthe Administrator) evidence of
good health ofthe newlyeligible dependent
if requested within 180 days ofeventdate.
Eligible coverage will begin on the first day
of'the calendar month following the date the
Administrator determines suchevidence to
beacceptable.

H. Restoration of Coverage for Employees

1.

An active employee restored with restoration
rights following service in the Armed Forces
or the Public Health Service is entitled to
reinstatementhereunderat the time of
restoration. To exercise this right, the
employee mustapply forcoverage within 3 1
days of restoration. Coverage will begin on
the date of restoration.

If the employee so restored wants coverage
restored retroactive to thedate of discharge,
it may be done by making payment fortotal
premiums forall full calendar months from
the dateof discharge to the beginning of the
first full month following restoration.

An active employee who is otherwise restored
and entitled to restoration of medical plan
coverage may elect tobe covered retroactive to
the datemedical coverage terminated after
termination of employment and must pay the
employee contributions to cover thatperiod. If
the employee elects not to be retroactive
covered under the medical plan, medical

coverage is handledas fora new employee, and

coverage would become effectivethe date the

employee returns toactiveemployment. Where
TVA determines that the timeperiod was not
missed due to thefault of theemployee and
failure to granta waiver would be against
equity and good science, a waivermaybe
granted by TVA.

I. Deathof Active Employee

1.

When an active employee with coverage for
self and dependent(s) dies, coverage for the
dependent(s) is continued through the end of
the month. Additionally,the dependent
coverage is continued under the active
employee plan fortwo (2) moremonths.
The surviving dependent(s) must then apply
forcoverage to be continued under the
retiree plan by submitting the appropriate
retiree medical planenrollment form within
31 daysofthe date the active coverage ends.
Such retiree coverage shallbecome effective
on the day followingthetermination of the
active employee dependent(s) coverage.

Questions regarding status changes must
be directed to People First Solution Center
at 865-632-8800,423-751-8800, or 888-
275-8094.



WHEN COVERAGE BEGINS

If You are eligible, have enrolled and have paid or
had the Payment for Coverage paid on Your behalf,
Coverage under this EOC shallbecome effectiveon
the earliest of the following dates:

A. EffectiveDate of ASA

Coverage shallbe effective onthe effectivedate
ofthe ASA, if all eligibility requirements are met
asofthatdate;or

B. EnrollmentDuring an Open Enrollment
Period

Coverage shallbe effective on January 1st ofthe
calendaryear following the Open Enrollment
Period.

C. Newly Eligible Employees

Coverage shallbe effective onthe dateof
eligibility asspecified in the ASA; or

D. Newly Eligible Dependents

(1) Dependentsacquiredastheresult of
Employee’s marriage — Coverage will be
effective onthe day of the marria ge.

(2) Newborn children ofthe Employeeor
Employee’s spouse- Coverage will be
effective as of thedate of birth;

(3) Dependentsadopted orplaced foradoption
with Employee — Coverage willbe effective
asofthe dateof adoption orplacement for
adoption, whichever is first.

(4) Dependents acquired throughlegal custody
or legal guardianship — Coverage will be
effective thedate of the court order awarding
custody or guardianship to the Employee.

Eligible employees andretirees must enroll
newly eligible dependents in accordance with the
enrollmentprocesses and timeframes established
by TVA.



WHEN COVERAGE ENDS

A. Termination or Modification of Coverage by

BlueCross or the Employer

BlueCross orthe Employer may modify or
terminatethe ASA. Notice to the Employerof
the termination or modification ofthe ASA is
deemedto be noticeto allMembers Covered
underthe Plan. The Employeris responsible for
notifying You of sucha termination or
modificationof Your Coverage.

All Members’ Coverage through the ASA will
change orterminateat 12:00 midnighton the date
of such modification or termination. The
Employer’s failure to notify You ofthe
modification or termination of Your Coverage
doesnot continueor extend Your Coverage
beyondthedatethatthe ASA is modified or
terminated. You haveno vestedright to
Coverage under this EOC following the date of
the termination of the ASA.

Termination of Coverage Due to Loss of

Eligibility
Employment Ends - If Youremployment ends,
Your Coverage willterminate at 12:00 midnight
on the last day ofthe month in which your
employment ends. When Yourcoverage ends,
coverage foryourdependents will end at the
same time.

Divorce or Legal Separation- Coverage fora
spouse ends on thedate of legal separation or

divorce.

Dependent Loses Eligibility - Coverage fora
dependentends onthe datethe dependent
becomes ineligible.

BecomingEligible for Medicare - Coverage fora
retiree or a retiree’s dependent willend at the end
ofthe month before theretiree or dependent
becomes eligible for Medicare hospital insurance.
However, employees and their dependents
otherwise eligible for Medicarehospital
insurance may continue coverage in this plan in
accordancewith Federal laws regardingolder
workers, unless they chooseto end theiractive
employee coverage in this plan.

Termination or Rescission of Coverage

The Plan or Employer may temminate Your
Coverage if:

1. You failto makea required Member
Payment whenitis due. (The fact that You
have made a Payment contribution to the
Employerwill not prevent the administrator
from terminating Your Coverage if the

Employer fails to submit the full Payment
for Your Coverage to the administrator when

due); or

2. Youfailto cooperate with the Planor
Employerasrequired; or

3. Youhavemade a misrepresentation of fact
or committed fraud againstthe Plan. This
provision includes, butis not limited to,
fumishingincorrect or misleading
information or permitting the improper use
of the membership ID card.

At its discretion, the Plan or Employer may
terminateor Rescind Coverage if You havemade
an intentional misrepresentation of material fact
or committed fraud in connection with Coverage.
Ifapplicable, the Plan willreturn all Premiums
paid after the termination date less claims paid
afterthat date. If claims paid afterthe
termination date are more than Premiums paid
afterthat date, the Plan has the right to collect
that amount from You or Your terminated
dependents to the extentallowed by law. You
will be notified thirty (30) days in advance of any
Rescission.

Payment For Services Rendered After
Termination of Coverage

If Youreceive Covered Services afterthe
termination of Your Coverage, the Planmay
recoverthe amount paid for such Services from
You, plus any costs of recovering such Charges,

includingits attorneys’ fees.
CONVERSIONTO NON-GROUP CONTRACT

Ifa person’s coverage under this Plan ends while
this contract is in effect, thatpersonmay apply for
coverage undera non-group planavailable through
the administrator if the person lives in Tennessee
or through the BlueCross BlueShield planthat
covers the area in which the person lives if other
than Tennessee.

The person mustapply forthenew contract within
31 daysaftercoverage is this Plan ends or
otherwise as provided for by the administrator or
the BlueCross BlueShield planin that area.

This conversionis not available if coverage
terminated under this Plan becausethe person
becameeligible for Medicare hospital insurance or
becameeligible forsimilar group coverage within
31 days following termination of coverage under
this Plan.



PRIORAUTHORIZATION, CARE
MANAGEMENT,MEDICAL POLICY AND

PATIENT SAFETY

BlueCross BlueShield of Tennessee provides
services to help manage Yourcare including,
performing Prior Authorization of certain services
to ensure they are Medically Necessary,
Concurrent Review of hospitalization, discharge
planning, Care Management and specialty
programs, such as transplant case management.
BlueCross also provides Utilization Policies.

BlueCross does notmake medical treatment
decisions under any circumstances. You may
always elect toreceive services that donotcomply
with BlueCross’ Care Management requirements
or Utilization Policy, butdoingso may affectthe
Coverage of such services.

A. Prior Authorization

BlueCross must Authorize some Covered Services
in advance in order for those Covered Services to
be paid at the Maximum Allowable Charge
without Penalty. Obtaining Prior Authorizationis
nota guaranteeof Coverage. Allprovisions of the
EOC must be satisfied before Coverage for
services will be provided.

Services thatrequire Prior Authorization

include, butare notlimited to:

e Inpatient Hospital and Inpatient Hospice stays
(except initial maternity admissionand
Emergency admissions)

e Skilled nursing facility and rehabilitation
facility admissions
Certain airambulance services
Certain Specialty Drugs
Certain Durable Medical Equipment (DME)
greaterthan $500.

Certain Advanced Radiological Imaging
Certain musculoskeletal procedures (including,
butnot limited to, spinal Surgeries, spinal
injections, and hip, knee and shoulder
Surgeries).

Notice of changes to the Prior Authorization list
will be made via Our web site and the Member
newsletter. Forthe most current list of services
that require Prior Authorization, call Our consumer
advisors or visit Our web site at bcbst.com.

If You are receiving servicesfrom a Network
Providerin Tennessee, and those services require
a Prior Authorization the Network Provider is
responsible for obtaining Prior Authorization. If
the Network Provider fails to obtain Prior
Authorization Youare not responsible forany
Penalty orreductionin benefits, unless Youhave
signed a document agreeingto pay for the service
regardless of Coverage.

If You are receiving Inpatient Facility services
from a Network Provider outside of Tennessee,
and those services require a Prior Authorization,
the Network Provider is responsible for obtaining
Prior Authorization.

If the Network Provider fails to obtain Prior
Authorization, You are not responsible forany
Penalty orreductionin benefits, unless Youhave
signed a document agreeingto pay forthe service
regardless of Coverage.

If You are receiving any services, other than
Inpatient Facility services, from a Network
Provideroutside of Tennessee, and those services
require a Prior Authorization, You are
responsible for obtaining Prior Authorization. If
You failto obtain Prior Authorization, Your
benefits may be reduced or denied.

If You are receiving services from an Out-of-
Network Provider, and those services require a
Prior Authorization, Youare responsible for
obtaining Prior Authorization. If You failto
obtain Prior Authorization, Your benefits may be
reduced ordenied.

BlueCross may authorize some services fora
limited time. BlueCross must review any request
foradditionaldays orservices.

Care Management

A number of Care Management programs are available
to You across the care spectrum, including those with
low-risk health conditions and/or complicated medical
needs.

Care Managementpersonnel will work with You,
Your family, Yourdoctors and other health care
Providers to coordinate care, provide education
and support and to identify themost appropriate
care setting. Dependingon the levelof Care
Managementneeded, Our personnel will ma intain
regular contact with You throughout treatment,
coordinate clinicaland health plan Coverage
matters,andhelp You and Your family utilize
available community resources.



Afterevaluation of Your condition, BlueCross
may, at its discretion, determine thatalternative
treatmentis Medically Necessary and Medically
Appropriate.

Inthatevent, We may elect to offer alternative
benefits for services not otherwise specified as
Covered Services in “Attachment A: Covered
Services and Exclusions”. Such benefits shallnot
exceed thetotalamount of benefits under this EOC
and will only be offered in accordance with a written
case management or alternative treatmentplan
agreed to by Yourattending physicianand
BlueCross.

Emerging Health Care Programs —Care
Managementis continually evaluating emerging
health care programs. These are processes that
demonstrate potential improvement in access,
quality, efficiency, and Member satisfaction.
When We approve an emerging health care
program, approved services provided through that
program are Covered, even though they may
normally be excluded under this EOC.

Medical Policy

BlueCross medical policies address new and
emerging medical technologies. Medical policy
looksat the value ofnew and currentmedical
science. Its goalisto make sure that Covered
Services haveprovenmedical value.

Medical policies are based on an evidence-based
research process thatseeks to determinethe
scientific merit of a particularmedical technology.
Determinations with respect to technologies are
madeusingtechnology evaluation criteria.
“Technologies” means devices, procedures,
medications and other emerging medical services.

Medical policies state whether ornot a technology is
Medically Necessary, Investigational or cosmetic. As
technologies change and improve, andas Members’
needs change, We may reevaluate and change medical
policies without formalnotice. Visit bcbst.com/mpm
to review Our medical policies.

Medical policies sometimes define certain terms.
If the definition ofa term defined in Our medical
policy differs from a definition in this EOC, the
medical policy definition controls.

Patient Safety

If You have a concern with the safety or quality of
care Youreceived from a Network Provider, please
callUs at the number on the membership ID card.
Yourconcernwill be noted and investigated by Our
Clinical Risk Managementdepartment.

Care Managementservices, emerging health
care programs and alternative treatment
plans maybe offered to eligible Members on
a case-by-case basis to address theirunique
needs. Underno circumstances does a
Memberacquire a vested interest in
continuedreceipt ofa particular levelof
benefits. Offerorconfirmationof Care
Managementservices, emerging health care
programs or alternative treatment plans to
address a Member’s unique needs in one
instance shallnot obligatethe Planto
provide the same or similar benefits forany
other Member.




INTER-PLAN ARRANGEMENT

1. Out-of-Area Services

Overview

We have a variety ofrelationships with other
Blue Cross and/or Blue Shield Licensees.
Generally, theserelationships are called “Inter-
Plan Arrangements.” These Inter-Plan
Arrangements work basedon rules and
procedures issued by the Blue Cross Blue Shield
Association (““Association”). Whenever You
access healthcare services outside the geographic
area We serve, theclaim forthose services may
be processed throughone ofthese Inter-Plan
Arrangements. The Inter-Plan Arrangements are

described below.

When You receive care outside of Our service
area, You willreceive it from one of two kinds of
providers. Mostproviders (“participating
providers”) contract with the local Blue Cross
and/or Blue Shield Planin that geographic area
(“Host Blue”). Some Providers
(“nonparticipating providers”) don’tcontract
with the Host Blue. We explain below how We
pay both kinds of providers.

Inter-Plan Arrangements Eligibility — Claim
Types

All claim typesare eligible to be processed
through Inter-Plan Arrangements, as described
above, except forall Dental Care Benefits except
when paid as medical claims/benefits, and those
Prescription Drug Benefits or Vision Care
Benefits that may be administered by a third
party contracted by Us to provide thespecific
service orservices.

BlueCard® Program

Under the BlueCard® Program, when You
receive Covered Services within the geographic
area served bya Host Blue, We will remain
responsible fordoing what We agreed to in the
contract. However, the Host Blueis responsible
for contracting with and generally handlingall
interactions with its participating providers.

When You receive Covered Services outside Our
service area and the claim is processed through
the BlueCard Program, the amount Youpay for
Covered Services is calculated based onthe
lower of:

1. Thebilled charges for Covered Services; or

2. Thenegotiated price that the Host Blue
makes available to Us.
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Often, this “negotiated price” will be a simple
discountthatreflects anactual price thatthe Host
Blue paysto Yourhealthcare provider.
Sometimes, it is an estimated price thattakes into
account special arrangements with Your
healthcare provider or provider group thatmay
include types of settlements, incentive payments
and/or other credits or charges. Occasionally, it
may be anaverageprice, based on a discount that
results in expectedaverage savings for similar
types of healthcare providers after taking into
account thesametypes oftransactions as with an
estimated price.

Estimated pricingand average pricingalso take
into account adjustments to correct forover-or
underestimation ofpastpricingof claims, as
noted above. However, such adjustments will not
affect the price We haveused for Your claim
because they will not be applied aftera claim has

alreadybeen paid.
Special Cases: Value-Based Programs
e BlueCard® Program

If Youreceive Covered Services undera
Value-Based Program inside a Host Blue’s
service area, You will not be responsible for
payingany of the Provider Incentives, risk-
sharing, and/or Care Coordinator Fees that
area part of suchanarrangement, except
when a Host Bluepasses these fees to Us
through average pricing or fee schedule
adjustments. Additional information is
available uponrequest.

e Value-Based Program Definitions

Accountable Care Organization (ACO): A
group of healthcare providers who agreeto
deliver coordinated care and meet
performance benchmarks for quality and
affordability in order to manage thetotal cost
of care for theirmember populations.

Care Coordination: Organized, information-
driven patientcare activities intended to
facilitate theappropriateresponses to a
Member’s healthcare needs across the
continuum of care.

Care Coordinator: An individual within a
provider organization who facilitates Care
Coordination for patients.

Care Coordination Fee: A fixed amount paid
by a Blue Cross and/or Blue Shield Licensee
to providers periodically for Care

Coordinationundera Value-Based Program.



GlobalPayment/Total Cost of Care: A
paymentmethodology thatis definedatthe
patientleveland accounts for eitherall
patientcare or fora specific group of
services delivered to thepatientsuchas
outpatient, physician, ancillary, hospital
services and prescription drugs.

Negotiated Arrangement, a k.a., Negotiated
National Account Arrangement: An
agreementnegotiated betweena
Control/Home Licensee andoneormore
Par/Host Licensees for any National Account
thatis not delivered through the BlueCard
Program.

Patient-Centered Medical Home (PCMH): A
modelof care in which eachpatient has an
ongoingrelationship with a primary care
physicianwho coordinates a team to take
collective responsibility for patient care and,
when appropriate, arranges for care with
other qualified physicians.

ProviderIncentive: An additional amountof
compensation paid to a healthcare provider
by a Blue Cross and/or Blue Shield Plan,
based onthe provider’s compliance with
agreed-upon procedural and/or outcome
measures fora particular group of covered
persons.

Shared Savings: A paymentmechanism in
which the provider and payer share cost
savings achieved against a target costbudget
based upon agreed upon terms and may
include downside risk.

Value-Based Program (VBP): An outcomes-
based payment arrangementand/or a
coordinated care model facilitated with one
or more local providers that is evaluated
against cost and quality metrics/factors and

is reflected in provider payment.

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

Federalorstatelaws orregulations may
require a surcharge, tax or other fee that
applies to self-funded accounts. If
applicable, BlueCross willinclude any such
surcharge, tax or other fee aspart of the

claim charge passed onto You.

Nonparticipating Providers Outside Our
Service Area

. Member Liability Calculation

When Covered Services are provided outside
of Ourservice area by nonparticipating
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providers, the amount You pay forsuch
services will normally be based oneitherthe
Host Blue’s nonparticipating provider local
paymentorthe pricing arrangements
required by applicable law. In these
situations, You may be responsible forthe
difference between the amount thatthe
nonparticipating provider billsand the
payment We will make forthe Covered
Services as set forth in this paragraph.
Federalorstatelaw,as applicable, will
govern payments for out-of-network
emergency services.

. Exceptions

In certain situations, We may use other
paymentmethods, such as billed charges for
Covered Services, thepayment We would
makeif the healthcare services hadbeen
obtained within Ourservice area, ora special
negotiated paymentto determinethe amount
We will pay forservices provided by
nonparticipating providers. In these
situations, You may be liable forthe
difference between the amount thatthe
nonparticipating provider bills and the
payment We will make forthe Covered

Services as set forthin this paragraph.

E. Blue CrossBlue Shield Global® Core

If You are outside the United States, the
Commonwealth of PuertoRico,andthe U.S.
Virgin Islands (hereinafter “BlueCard
service area”), You may be able to take
advantage of Blue Cross Blue Shield Global
Core when accessing Covered Services.
BlueCross BlueShield Global Core is unlike
the BlueCard Program available in the
BlueCard service area in certainways. For
instance, although BlueCross BlueShield
GlobalCore assists Youwith accessinga
network of inpatient, outpatient and
professional providers, the network is not
served by a Host Blue. As such, when You
receive care from providers outside the
BlueCard service area, You will typically
have to pay the Providers and submit the
claims Yourself to obtain reim bursement for
these services.

If You need medical assistance services
(includinglocatinga doctor or hospital)
outside the BlueCard service area, You
should call service center at
1.800.810.BLUE (2583)orcallcollectat
1.804.673.1177,24 hours a day, seven daysa
week. An assistance coordinator, working



with a medical professional, can arrange a
physician appointment or hospitalization, if
necessary.

Inpatient Services

In most cases, if You contactthe service
center forassistance, hospitals will not
require You to pay for covered inpatient
services, exceptfor Your cost-share
amounts. In suchcases, the hospital will
submit Your claims to the service centerto
begin claims processing. However, if You
paidin fullat the time of service, You must
submit a claim to receive reimbursement for
Covered Services. You must contact Us to
obtain precertification for non-emergency
inpatientservices.

QOutpatient Services

Physicians, urgent care centers and other
outpatient providers located outside the
BlueCard service area will typically require
Youto pay in fullat the time of service. You
must submit a claim to obtain reimbursement
for Covered Services.

Submitting a BlueCross BlueShield Global
Core Claim

When You pay for Covered Services outside the
BlueCard service area, You must submit a claim to
obtainreimbursement. For institutionaland
professional claims, You should complete a
BlueCross BlueShield Global Core claim form and
send the claim form with the provider’s itemized
bill(s) to the service center (the address is on the
form)to initiate claims processing. Following the
instructions on the claim form will help ensure timely
processing of Your claim. The claim form is
available from Us, the service center oronline at
www.bcbsglobalcore.com. IfYouneed assistance
with Your claim submission, You should callthe
service centerat 1.800.810.BLUE (2583) orcall
collectat 1.804.673.1177,24 hours a day, sevendays

a week.
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CLAIMS AND PAYMENT

When Youreceive Covered Services, either You or
the Provider must submit a claim formto Us. We will
review the claim, and let You orthe Providerknow if
Weneed more information before We pay ordeny the
claim. We follow Our internaladministration
procedures when We adjudicate claims.

A. Claims.

Federalregulations use several terms to describe
aclaim: pre-service claim;post-service claim;
and a claim for Urgent Care.

1.

A pre-service claim is any claim that
requires approval of a Covered Service in
advance of obtainingmedical care asa
condition of receipt of a Covered Service, in
whole orin part.

A post-service claim is a claim fora Covered
Service thatisnot a pre-serviceclaim—the
medical care has already been provided to
You. Only post-service claims can be billed
to the Plan, or You.

Urgent Care is medical care or treatment
that, if delayed or denied, could seriously
jeopardize: (1)the life orhealth ofthe
claimant; or (2) the claimant’s ability to
regain maximum function. Urgent Care is
also medical care or treatment that, if
delayedordenied, in the opinion ofa
physicianwith knowledge of theclaimant’s
medical condition, would subject the
claimantto severe pain that cannot be
adequately managed without themedical
care ortreatment. A claim fordenied Urgent
Careisalwaysa pre-serviceclaim.

B. Claims Billing.

1.

You should notbe billed or charged for
Covered Services rendered by Network
Providers, except forrequired Member
Payments. The Network Provider will
submit the claim directly to Us.

Youmaybe chargedorbilled by an Out-of-
Network Provider for Covered Services
rendered by thatProvider. If Youuse an
Out-of-Network Provider, You maybe
responsible for the difference between Billed
Charges and the Maximum Allowable
Charge fora Covered Service. You arealso
responsible for complying with any ofthe
Plan’s medical management policies or
procedures (including obtaining Prior
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Authorization of such Services, when
necessary).

a. If Youare chargedorreceive a bill, You
must submit a claimto Us.

b. Tobereimbursed, You must submit the
claim within 1 yearand 90 days from the
date a Covered Service wasreceived. If
You do not submit a claim within the 1
yearand 90 day time period, it will not
bepaid. Ifitis notreasonably possible to
submit the claim within the 1 yearand 90
day time period, the claim will not be
invalidated orreduced.

NotallCovered Services are available from
Network Providers. Theremaybe some
Providertypes that We do not contract with.
These Providers arecalled Non-Contracted
Providers. Claims forservices received from
Non-Contracted Providers are handled as
described in sections2.a.and b.above. You are
also responsible for complying with any of the
Plan’s medical management policies or
procedures (including, obtaining Prior
Authorization of such Services, when necessary).

Youmayrequest a claim form from Our
customer servicedepartment. We will send
You a claim form within 15days. You must
submit proofof payment acceptable to Us
with the claim form. We may also request
additional information or documentation if it
is reasonably necessary to makea Coverage
decision concerninga claim.

A Network Provider oran Out-of-Network
Providermay refuseto render a service, or
reduce orterminatea servicethathas been
rendered, orrequire You to pay forwhat You
believe should be a Covered Service. Ifthis
occurs:

a. Youmaysubmita claimto Usto obtaina
Coverage decision concerning whether the
Plan will Coverthatservice. For
example, if a pharmacy (1)doesnot
provide You with a prescribed
medication;or (2) requires You to pay for
that prescription, Youmay submit a claim
to the Plan to obtain a Coverage decision
about whetherit is Covered by thePlan.

b. Youmayrequestaclaim form from Our
customer servicedepartment. We will
send You a claim form within 15 days.
Wemay requestadditional information
or documentationif it is reasonably



necessary to make a Coveragedecision
concerninga claim.

Providers may bill or charge for Covered
Services differently. Network Providers are
reimbursed based on Our agreement with
them. DifferentNetwork Providers have
differentreimbursementrates for different
services. Your Out-of-Pocket expenses can
be different from Providerto Provider.

C. Payment.

1.

If You received Covered Servicesfrom a
Network Provider, the Planwillpay the
Network Providerdirectly. You authorize
assignmentof benefits to that Network
Provider. If You havepaid that Provider for
the sameclaim, You mustrequest repayment
from that Provider.

Out-of-Network Providers and Non-
Contracted Providers may or may not file
Yourclaims for You. A completed claim
form for Covered Services must be submitted
in a timely manner. Aftera completed claim
form has been submitted, the Planwill pay
the Provider directly for Covered Services,
unless You submit proofof payment to Us
before paymentis made to the Provider. You
authorize assignment of benefits to the
Provider. If the Planpays the Providerand
You havepaid that Provider for the same
claim, You mustrequestrepayment from that
Provider. You may be responsible forany
unpaid Billed Charges. The Plan’s Payment
fully discharges its obligationrelated to that
claim.

We will pay benefits according to the Plan
within 30 days after We receive a claim form
thatis complete. Claims areprocessed in
accordance with Our internal administration
procedures, andbased on Ourinformationat
the time We receive the claim form. Neither
the Plan nor We are responsible foroveror
under payment of claims if Our information is
not complete oris inaccurate. We will make
reasonable efforts to obtain and verify relevant
facts when claim forms are submitted.
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At least monthly, You will receive a Claim
Summary that describes howa claim was
treated. The Claim Summary, sometimes
referred to as the Explanation of benefits
(EOB), shows how a claim paid, denied, how
much was paid to the Providerand will also let
You know if You owe an additional amount to
that Provider. The administrator will makethe
Claim Summary available to You at
www.bcbst.com, or You canobtain it at no cost
by calling Our consumer advisors at the number

listed on YourIDcard.

5. Youareresponsible forpayingany
applicable Copayments, Coinsurance, or
Deductible amounts to the Provider. If We
pay suchamounts to a healthcare provider on
Yourbehalf, We may collect those cost-

sharing amounts directly from You.

Payment for Covered Services is more fully
described in AttachmentC: Schedule of Benefits.

Complete Information.

Whenever You need to file a claim Yourself, We
can process it for You more efficiently if You
complete a claim form. This will ensure that You
provide allthe informationneeded. Most
Providers will haveclaim forms or You can
request them from Us by calling Our customer
service department at thenumber listed on the
membership ID card.

Mailallclaim formsto:

BlueCross BlueShield of Tennessee
Claims Service Center

1 Cameron Hill Circle, Suite 0002
Chattanooga, Tennessee 37402-0002



COORDINATION OF BENEFITS

This EOC includes the following Coordination of
Benefits (COB) provision, which applies when a
Member has coverageunder more than one group
contractorhealth care "Plan." Rules ofthis
Section determine whether the benefits available
underthis EOC are determined before or a fter
those of another Plan. In noevent, however, will
benefits underthis EOC be increased because of
this provision.

If this COB provision applies, the order of
benefits deteminationrules should be looked at
first. Thoserules determine whetherthePlan’s
benefits are determined before or after those of

another Plan.
1. Definitions
The followingterms apply to this provision:

a. "Plan"meansany form of medicalor
dental coverage with which coordination
is allowed. “Plan” includes:

(1) group, blanket, or franchise
insurance;

(2) a group BlueCross Plan, BlueShield
Plan;

(3) group orgroup-type coverage
through HMOs or other prepayment,
group practice andindividual

practice plans;

(4) coverage under labor management
trust Plans oremployee benefit
organization Plans;

(5) coverageunder government
programs to which an employer
contributes or makes payroll
deductions;

(6) coverage undera governmental Plan
or coverage required or provided by
law;

(7) medical benefits coverage in group,
group-type, and individual
automobile “no-fault” and
traditional automobile “fault” type
coverages;

(8) coverage under Medicare and other
governmental benefits; and

(9) any otherarrangement ofhealth
coverage forindividuals in a group.
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b. “Plan” doesnot includeindividual
or family:

(1) Insurance contracts;
(2) Subscriber contracts;

(3) Coverage through Health
Maintenance (HMO) organizations;

(4) Coverage underother
prepayment, group practice
and individual practice plans;

(5) Public medical assistance
programs (such as TennCare®™);

(6) Group or group-type hospital
indemnity benefits of $100 per
day orless;

(7) Schoolaccident-typecoverages.

Each Contractor other arrangement for
coverage is a separatePlan. Also, if an
arrangement has two parts and COB
rules apply to only one ofthe two, each
of'the partsis a separate Plan.

. "This Plan" refers to the partof'the

employee welfare benefit plan under
which benefits for health care expenses
are provided.

The term "Other Plan" applies to each
arrangement for benefits or services, as
well asanypart of suchanarrangement
that considers the benefits and services
of other contracts when benefits are

determined.
Primary Plan/Secondary Plan.

(1) The orderofbenefit determination
rules state whether This Planisa
"Primary Plan" or "Secondary Plan"

asto anotherplan covering You.

(2) When ThisPlanisa Primary Plan,
its benefits are determined before
those of the OtherPlan. We do not

considerthe Other Plan's benefits.

(3) When This Planisa Secondary
Plan, its benefits aredetermined
afterthose ofthe Other Planand
may be reducedbecause ofthe
OtherPlan's benefits.

(4) When there aremore thantwo
Plans coveringtheperson, This
Plan maybea Primary Planasto
one ormore Other Plans, and may



c.

bea SecondaryPlanastoa
differentPlan or Plans.

"Allowable Expense" means a necessaty,
reasonable and customary item of
expensewhen the item of expenseis
covered at least in partby one ormore
Plans coveringthe Member for whom
the claim ismade.

(1) When a Plan provides benefits in the
form of services, the reasonable cash
value of aservice is deemedto be
both an Allowable Expense anda
benefit paid.

(2) Wewill determine only the benefits
available under This Plan. Youare
responsible for supplying Us with
information about Other Plans so
We can act onthis provision.

"Claim Determination Period" means a
Calendar Year. However, it does not
include any part ofa year during which
Youhaveno coverage under This Planor
any part ofa yearpriorto the datethis
COB provision ora similar provision
takes effect.

Order of Benefit Determination Rules

This Plan determines its order of benefits
usingthe first of the followingrules that
applies:

a.

Non-Dependent/Dependent

The benefits of the Plan that covers the
person as an Employee, Member, or
Subscriber (that is, otherthan as a
Dependent) are determined before those
of the Plan which covers the person as a
Dependent, exceptthat:

(1) if thepersonisalsoa Medicare
beneficiaryand,

(2) if therule established by the Social
Security Act of 1965 (as amended)
makes Medicaresecondary to the
Plan coveringthe personasa
Dependentofan active Employee,
then the order of benefit
determination shall be:

— Dbenefits ofthe Planofan
active Employee coveringthe
person as a Dependent;

— Medicare;

— Dbenefits ofthe Plancovering
the person asan Employee,
Member, or Subscriber.

b. DependentChild/Parents Not Separated

or Divorced

Except as stated in Paragraph (c) below,
when This Plan andanother Plan cover
the samechild as a Dependent of
differentpersons, called “parents”:

(1) Thebenefits of the Plan oftheparent
whose birthday falls earlierin a year
are determined before thoseof the
Plan of the parent whose birthday
fallslaterin that year; but

(2) Ifboth parents have the same
birthday, thebenefits of the Plan
that has covered one parent longer
are determined before thoseof the
Plan thathas covered the other
parentfora shorter period oftime.

(3) However,if the Other Plandoes
not have therule described
immediately above, but instead has
arulebased uponthegenderofthe
parent,and if, as a result, the Plans
donotagree on the order of
benefits, therule in the OtherPlan
will determine the order of benefits.

Dependent Child/Separated or Divorced
Parents

If two ormore Plans covera personasa
Dependentchild of divorced or
separated parents, benefits for thechild
are determined in this order:

(1) First, the Plan of the parentwith
custody of the child;

(2) Then,the Plan ofthe spouse ofthe
parentwith the custody of the
child; and

(3) Finally,the Plan of theparent not
havingcustody of the child.

(4) However, if the specific terms of a
court decree state thatone ofthe
parents is responsible for the health
care expenses of the child, and the
entity obligatedto pay or provide the
benefits ofthe Plan of thatparent
hasactualknowledge ofthose temms,
the benefits of thatPlan are
determined first. The Plan ofthe



otherparentshallbe the Secondary
Plan. Thisparagraphdoesnotapply
with respect to any Claim
Determination Period or Plan Year
during which any benefits are
actually paid orprovided beforethe
entity has thatactual knowledge.

(5) Ifthe specific termsofa court decree
state that the parents shall share joint
custody, without stating that one of
the parents is responsible forthe
health care expenses ofthe child, the
Plans coveringthechild shall follow
the order of benefit determination
rules outlined in Paragraph2(b),
Dependent Child/Parents Not
Separated or Divorced.

d. Active/Inactive Employee

The benefits of a Plan that covers a
person as an Employee whois neither
laid off norretired aredetermined before
those of a Plan which covers thatperson
asa laid off orretired Employee. Ifthe
OtherPlan doesnot have thisrule, and if,
asaresult, the Plans donot agree onthe
orderof benefits, this Rule is ignored.

e. Longer/Shorter Length of Coverage

If none ofthe above Rules determines the
orderof benefits, the benefits ofthe Plan
that has coveredan Employee, Member,
or Subscriber longer are determined
before those ofthe Plan that hascovered
that person fortheshorter term.

(1) Todeterminethe lengthoftime a
person has beencovered undera
Plan, two Plans shallbe treatedas
one if the claimant was eligible
underthe second within 24 hours
afterthefirst ended.

(2) Thestartofthe new Plandoesnot
include:

— A change in the amount or
scope of a Plan's benefits;

— Achangein the entity that
pays, provides, oradministers
the Plan's benefits; or

— A change fromonetype of
Plan to another (suchas, from
a single EmployerPlanto that
of'a multiple Employerplan.)

(3) Theclaimant's lengthoftime covered
undera Plan is measured from the
claimant's first date of coverage under
that Plan. Ifthat dateisnotreadily
available, the date the claimant first
becamea Member of the Group shall
beused asthe date from which to
determine thelength oftime the
claimant's coverage under the present
Plan hasbeen in force.

Ifthe Other Plan does not contain
provisions establishing the Order of
Benefit Determination Rules, the
benefits underthe Other Plan willbe
determined first.

f. Planswith Excess and Other Non-
conforming COB Provisions

Some Plans declare their coverage "in
excess" to all Other Plans, "always
Secondary," or otherwise notgoverned
by COB rules. These Plans are called
"Non-complying Plans."

Rules. This Plan coordinates its
benefits with a Non-complying Planas
follows:

(1) If ThisPlanis the PrimaryPlan, it
will provide its benefits ona

primary basis.

(2) IfThisPlanis the Secondary Plan,
it will provide benefits first, butthe
amount ofbenefits and liability of
This Plan will be limited to the
benefits ofa Secondary Plan.

(3) Ifthe Non-complyingPlandoesnot
provide informationneeded to
determine This Plan's benefits within
a reasonable time afterit is
requested, This Plan willassume
that thebenefits ofthe Non-
complying Plan are the same as the
benefits of This Plan and provide
benefits accordingly. However, this
Plan must adjust any payments it
makes based onsuchassumption
whenever information becomes
available as to the actual benefits of

the Non-complying Plan.
“4) If:

(a) The Non-complyingPlan
reduces its benefits so that the
Memberreceives less in
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benefits thanhe or she would
havereceivedhadthe
ComplyingPlan paid, or
provided its benefits as the
Secondary Plan, and the Non-
complying Plan paid or
provided its benefits as the
Primary Plan;and

(b) Governingstate law allows the
right of subrogation set forth
below;

then the Complying Plan shall
advance to You oron Yourbehalf an
amount equal to such difference.
However, in no event shallthe
Complying Plan advance more than
the Complying Plan would havepaid,
had it been thePrimary Plan, lessany
amount it previously paid. In
consideration of suchadvance, the
Complying Plan shall be subrogated
to all Yourrights againstthe Non-
complying Plan. Suchadvanceby
the Complying Plan shallalso be
without prejudice it may haveagainst
the Non-complying Plan in the
absence of such subrogation.

Effect onthe Benefits of this Plan

This provision applies where there is a basis
fora claim under This Plan and the Other
Plan and when benefits of This Plan are
determinedasa Secondary Plan.

a. Benefits of This Plan will be reduced
when the sum of:

(1) thebenefits that would be payable
forthe Allowable Expenses under
This Plan, in the absence ofthis

COB provision; and

(2) thebenefits that would be payable
forthe Allowable Expenses under
the Other Plan(s), in the absence of
provisions with a purpose similar to
that ofthis COB provision, whether
or not a claim forbenefits ismade;

exceeds Allowable Expensesin a Claim
Determination Period. In that case, the
benefits of This Plan will be reduced so
that they and the benefits payable under
the Other Plan(s) do nottotalmorethan
Allowable Expenses.
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b. When the benefits of ThisPlan are
reduced as describedabove, each
benefit is reduced proportionately and is
then charged against any applicable
benefit limit of This Plan.

¢. Theadministrator will not, however,
considerthe benefits ofthe Other Plan(s) in
determining benefits under This Plan when:

(1) the OtherPlan hasa rule coordinating
its benefits with those of This Plan and
such rule statesthatbenefits of the
OtherPlan will be determined after
those of This Plan;and

(2) theorderof benefit determination rules
requires Us to determine benefits before
those of the Other Plan.

Rightto Receive and Release Needed
Information

Certain facts are needed toapply these COB
rules. We have theright to decide which facts
Weneed. Wemay get needed facts from, or
give them to any other organization or person.
We need not tell, or get the consentof, any
person to do this. Eachpersonclaiming
benefits under This Plan mustgive Usany

facts Weneedto paytheclaim.
Facility of Payment

A paymentunder Another Planmay inclide an
amount thatshould have beenpaid under This
Plan. Ifitdoes, We maypay thatamount to
the organization that made that payment. That
amount would then be treated as if it were a
benefit paidunder This Plan. We will not
have to pay that amountagain. The term
“PaymentMade” includes providing benefits
in the form ofservices; in which case,
Payment Mademeans reasonable cash value of
the benefits provided in the form of services.

Right of Recovery

If the amountof thepayments made by the
Plan is more thanit should have paid under
this COB provision, it may recover the excess
from one ormore of:

a. Thepersonsithaspaidorforwhomit
haspaid;

b. Insurance companies; or

c. Otherorganizations.



The “amount ofthe payments made” includes
the reasonable cash value of any benefits

provided in the form of services.

Are You Also Covered by Medicare?

If Youarealso Coveredby Medicare, We
follow the Medicare Secondary Payor (MSP)
rules to determine Yourbenefits. If Your
Employerhas 20 or fewer employees, the
MSP rules might notapply. Please contact
customer serviceat the toll free number on
Yourmembership ID card if You have any
questions.
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II.

GRIEVANCE PROCEDURE

INTRODUCTION

Our Grievance procedure (the “Procedure”) is
intendedto providea fair, quickand inexpensive
method ofresolvingany and all Disputes with the
Plan. Such Disputes include: any matters that
cause You tobe dissatisfied with any aspect of
Yourrelationship with the Plan; any Adverse
Benefit Determination concerning a Claim; or
any other claim, controversy, or potential cause
of action You may haveagainst the Plan. Please
contactthe customer service departmentat the
number listed on the membershipID card: (1)to
file a Claim; (2)if You haveany questions about
this EOC or other documents related to Your
Coverage (e.g.,a Claim Summary, sometimes
referred to as the Explanation of Benefits or
Monthly Claims Statement); or (3) to initiate a
Grievanceconcerninga Dispute.

1. ThisProcedure is the exclusivemethod of
resolvingany Dispute. Exemplary or
punitive damages are notavailable in any
Grievanceor litigation, pursuant to the temms
ofthis EOC. Any decision to award
damages mustbe based upontheterms of
this EOC.

2. The Procedurecan only resolve Disputes that
are subject to Our control.

3. Youcannotuse this Procedure to resolve a
claim that a Provider was negligent.
Network Providers are independent
contractors. They are solely responsible for
making treatment decisions in consultation
with their patients. You may contact the
Plan, however, to complain aboutany matter
related to the quality oravailability of
services,orany otheraspectof Your
relationship with Providers.

4. Youmayrequestafomm fromthePlan to
authorize another person to acton Your
behalfconceringa Dispute.

5. We, the Plan and Youmay agree to skip one
or more of thesteps of this Procedure if it
will not help to resolvethe Dispute.

6. Any Dispute will be resolved in accordance
with applicable Tennessee or Federal laws
and regulations, the ASA and this EOC.

DESCRIPTION OF THE REVIEW
PROCEDURES
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A. Inquiry

An Inquiry is an informal processthatmay
answer questions or resolve a potential
Dispute. You should contactthe customer
service department if You have any questions
about howto file a Claim orto attempt to
resolve any Dispute. Makingan Inquiry does
not stop thetime period for filinga Claim or
beginninga Dispute. You donothave to make
an Inquiry before filinga Grievance.

B. FirstLevel Grievance

You must submit a written request asking the
Plan to reconsider an Adverse Benefit
Determination, ortake a requested actionto
resolve anothertypeof Dispute (Your
"Grievance"). You mustbegin the Dispute
process within 180 days from thedate We
issue notice of an Adverse Benefit
Determination from the Plan or from the date
of the eventthat is otherwise causing You to
be dissatisfied with the Plan. If You donot
initiate a Grievance within 180 days of when
We issue an Adverse Benefit Determination,
We may raise Your failure to initiate a
Grievancein a timely manneras a defenseif
You file a lawsuit against the Administrator
later.

Contact the customer service departmentat
the number listed on Your membership ID
card forassistance in preparingand
submitting Your Grievance. Theycan
provide You with the appropriate form to use
in submittinga Grievance. This is the first
level Grievance procedure and is mandatory.
BlueCrossis a limited fiduciary for the first
level Grievance.

1. Grievance Process

After We have received and reviewed
Your Grievance, Our first level Grievance
committee willmeet to consider Your
Grievanceand any additional information
that You orothers submit concerning that
Grievance. In Grievances concerning
urgent care or pre-service Claims, We will
appoint one or more qualified reviewer(s)
to consider such Grievances. Individuals
involved in making prior deteminations
concerning Your Disputeare not eligible
to be votingmembers ofthe first level
Grievance committee or reviewers. Such
determinations shall be subject tothe
review standards applicable to ERISA
plans,evenifthe Plan isnot otherwise
governed by ERISA.



2. Written Decision

The committee or reviewers will
considerthe information presented, and
You will receive a written decision
concerning Your Grievance as follows:

(a) Fora pre-service claim, within 30 days
of receipt of Yourrequestforreview;

(b) Fora post-service claim, within 60
daysofreceipt of Yourrequestfor
review; and

(c) Fora pre-service,urgent care claim,
within 72 hours of receiptof Your

request forreview.

The decision of the Committee will be sent
to You in writing and will contain:

(a) A statementofthe committee’s
understanding of Your Grievance;

(b) Thebasis of the committee’s decision;
and

(¢) Reference to the documentation or
informationupon which the committee
based its decision. You may receive a
copy of suchdocumentation or
information, without charge, upon
written request.

C. SecondLevel Appeal

You may file a written request for
reconsideration with the Employer within ninety
(90)daysafter We issue the first level Grievance
committee’s decision. Thisis called a second
levelappeal. Information on how to submit a
second level appeal will be providedto You in
the decision letter following the first level
Grievancereview.

The Plan may require You to exhaust each
step of this Procedure in any Dispute that is
notan ERISA Action:

Yourdecision concerning whetherto file a
second levelappealhasnoeffect on Your
rights to any other benefits underthe Plan.
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Decisions and determinations under this Plan
shallbe made within thesound discretion of
the administrator for theinitial determination
and grievance process. Second levelappeals
are reviewed by theappropriatehealth care
committee responsible forthe plan under
which the patientis covered. Decisionsand
determinations of thehealth care committee
are finalunless they are determined to be
arbitrary and capricious. In matters thatare
appealed tothe health care committee, the
health care committee shall have authority to
waive recovery ofany amounts paid
incorrectly to oron behalf ofthe patient if the
incorrect payment was made with respectto an
individual who is without fault and where the
health care committee determines that
recovery would be against equity and good
conscience. Suchwaivers shallbe without
prejudice tothe Planand shallnot be viewed
ashavingprecedential effect.

Questions about filinga second-level appeal can
be directed to People First Solution Center.

No legal actionshallbe broughtto recover
under this EOC until 60 days after the claim
hasbeen filed. No such legalactionshallbe
brought more than 3 years a fterthe time the
claim isrequired to be filed.




DEFINITIONS

Defined terms are capitalized. Whendefined words
are used in this EOC, they have themeaning set forth
in this section.

1. Acute— Anillness or injury that is bothsevere
and of short duration.

2. Administrative Services Agreement or ASA —
The arrangements between the administrator and
the Employer, including any amendments, and
any attachments to the ASA orthis EOC.

3. Advanced Radiological Imaging — Services such
as MRIs, CT scans, PET scans, nuclear medicine
and similartechnologies.

4. Adverse Benefit Determination — Any denial,
reduction, termination or failure to provide or
makepayment for what You believeshould be a
Covered Service. Adverse Benefit
Determinations include:

a. A determination bya health carrier orits
designee utilization review organization that,
based upon the informationprovided, a
request fora benefit underthehealth carriers
health benefit plandoes notmeet the health
carrier's requirements for Medical Necessity,
appropriateness, health care setting, level of
care oreffectiveness andtherequested
benefit is therefore denied, reduced or
terminated or paymentis not provided or
made, in whole orin part, forthe benefit;

b. Thedenial, Rescission, reduction,
termination or failure to provide or make
payment, in whole orin part, fora benefit
based ona determinationby a health carrier
ofa Covered person's eligibility to
participate in the health carrier's health
benefit plan; or

c. Any prospectivereview or retrospective
review determination that denies, reduces, or
terminates or fails to provide or make
paymentfor, in whole orin part, a benefit.

5. Behavioral Health Services — Any services or
supplies to treata mental or emotional condition

or substanceuse disorder.

6. Billed Charges— The amountthata Provider
charges forservices rendered. Billed Charges
may be different from the amountthat BlueCross
determines to be the Maximum Allowable
Charge forservices.
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10.

11.

12.

13.

BlueCard PPO Participating Provider — A
physician, hospital, licensed skilled nursing
facility, home health care Provider or other
Provider contracted with other BlueCross and/or
BlueShield Association (BlueCard PPO) Plans
and/or Authorized by thePlan to provide
Covered Services to Members.

Blue Distinction Centers for Transplants
(BDCT) Network — A network of facilities and
hospitals contracted with BlueCross (or with an
entity on behalf of BlueCross) to provide
Transplant Services forsomeorallorgan and
bone marrow/stem cell transplant procedures
Coveredunderthis EOC, excluding kidney
transplants. Facilities obtain designation asa
BDCT by transplant type; therefore, a hospital or
facility maybe classifiedasa BDCT for one type
of organ orbone marrow/stem cell transplant
procedure butnot foranothertypeof transplant.
This designationis importantas it impacts the
levelof benefit Youwill receive.

Calendar Year — The period of timebeginning
at12:01 A.M. on January 1st and ending 12:00

AM. on December31st.

Care Management — A program that promotes
quality and costeffective coordination of care for
Members with complicated medical needs, chronic
illnesses, and/or catastrophic illnesses or injuries.

CHIP — The State Children’s Health Insurance
Program established under title XXI of the Social
Security Act (42 U.S.C. 1396 et. seq.)

Clinical Trials - Studies performed with human
subjects to test new drugs or combinations of drugs,
new approaches to surgery orradiotherapy or
procedures to improve the diagnosis of disease and
the quality of life of the patient

Coinsurance— The amount, statedas a percentage
of the Maximum Allowable Charge fora Covered
Service thatis the Member’s responsibility during
the Calendar Yearafterany Deductible is satisfied.
The Coinsurance percentage is calculated as 100%,
minus the percentage Paymentof the Maximum
Allowable Charge as specified in AttachmentC,
Schedule of Benefits.

In addition to the Coinsurance percentage, You
are responsible for the differencebetweenthe
Billed Charges and the Maximum Allowable
Charge for Covered Services if the Billed
Charges of a Non-Contracted Provider oran Out-
of-Network Provider are more thanthe
Maximum Allowable Charge for such Services.



14.

15.

16.

17.

18.

19.

20.

21.

Complications of Pregnancy — Conditions
requiring Hospital Confinement (whenthe
pregnancy is not terminated) whose diagnoses are
distinct from pregnancy but are adversely a ffected
by pregnancy or caused by pregnancy, suchas
acutenephritis, nephrosis, cardiac decompensation,
missed abortion, and similar medical and surgical
conditions of comparable severity, non-elective
caesarian section, ectopic pregnancy that is
terminated, and spontaneous termination of
pregnancy that occurs during a period of gestation
in which a viable birth is not possible.

Complications of Pregnancy doesnot include false
labor; occasional spotting; physician prescribed
rest duringthe period of pregnancy; morning
sickness; hyperemesis gra vidarum and similar
conditions associated with themanagementof a
difficult pregnancy not constituting a nosologically
distinct complication of pregnancy.

Compound Drug — An outpatient Prescription
Drug that isnot commercially prepared by a
licensed pharmaceutical manufacturer in a dosage
form approved by the Foodand Drug
Administration (FDA)and contains atleastone
ingredient that cannotbe dispensed without a
Prescription.

Concurrent Review — The process of evaluating
care duringthe period when Covered Services are

beingrendered.

Copayment— The dollaramount specified in
AttachmentC, Schedule of Benefits, that You are
required to pay directly to a Provider for certain
Covered Services. You mustpay such Copayments
atthe time Youreceive those Services.

Cosmetic Service— Any surgical ornon-surgical
treatment, drugs or devicesintended to alter or
reshapethe body forthe purpose of improving
appearanceor self-esteem. Our Medical Policy
establishes the criteria for whatis cosmetic, and
what is Medically Necessary and Medically
Appropriate.

Covered Dependent— A Subscriber’s family
member who: (1) meets the eligibility
requirements of this EOC; (2) has been enrolled
for Coverage;and(3) forwhomthe Planhas
received the applicable Paymentfor Coverage.

Covered Family Members — A Subscriberand
his orher Covered Dependents.

Covered Services, Coverage or Covered —
Those Medically Necessary and Medically
Appropriate services and supplies that are set
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22.

23.

24.

25.

26.

forth in Attachment A of this EOC, (that is
incorporated by reference). Covered Services are
subject toallthe terms, conditions, exclusions
and limitations ofthe Planand this EOC.

Custodial Care — Any services or supplies
provided to assist an individual in the activities of
daily livingas determined by the Plan including
butnot limited to eating, bathing, dressing or
otherself-care activities.

Deductible — The dollaramount, specified in
AttachmentC, Schedule of Benefits, that You must
incurand pay for Covered Services duringa
Calendar Year before the Plan provides benefits for
services. There is one Deductible amount for
Network Providers and Out-of-Network Providers
combined. The Deductible will apply to the
Individual Out-of-Pocket and Family Out-of-
Pocket Maximum(s).

Copayments and any balance of charges (the
difference between Billed Charges and the
Maximum Allowable Charge) are notconsidered
when determining if You have satisfied a
Deductible.

Digital Behavioral Health — This program
provides eligible Members access to a Digital
Behavioral Health Program delivered by licensed
clinical therapists to help manage depression, stress
and anxiety. When You have coverage under
another health care benefit plan, benefits under this
Plan may apply withoutreduction. Referto
“Attachment C: Schedule of Benefits” for benefit
and costshare information. Login at bebst.com to
determine if You are eligible orcall 1-844-951-
3567.

Emergency — A sudden and unexpected medical
condition thatmanifests itself by symptoms of
sufficientseverity, including severe pain, thata
prudentlayperson, who possesses an average
knowledge of healthand medicine could
reasonably expect to result in:

serious impairmentof bodily functions; or
b. seriousdysfunction ofanybodily organor
part; or
c. placinga prudent layperson’s healthin
serious jeopardy.

Examples of Emergency conditions include: (1)
severe chest pain; (2) uncontrollable bleeding; or
(3) unconsciousness.

Emergency Care Services — Those services and
supplies that are Medically Necessary and
Medically Appropriatein the treatment ofan



27.

28.

29.

30.

31.

32.

33.

34.

Emergency anddelivered in a hospital
Emergency department ora licensed independent
freestanding emergency department. Emergency
Care Services may include items and services
afterthe Member is stabilized and as part of
outpatientobservation or aninpatient or
outpatientstayrelated tothe Emergency.

Employee — A person who fulfills all eligibility
requirements established by the Employerand
the administrator.

Employer — A corporation, partnership, union or
otherentity thatis eligible for group coverage
under State and Federal laws; and that enters into
an Agreement with theadministrator to provide
Coverage to its Employees and their Eligible
Dependents.

ERISA - The Employee Retirement Income
Security Actof 1974,asamended. Note: The
TVA-sponsored medical planis not governed by
ERISA.

Hearing Aid(s) — An instrument to amplify
sounds for those with hearing loss. There are2
types of Hearing Aids: the airconductiontype,
which is worn in the external a coustic meatus, and
the bone conduction type, which is worn in the
back ofthe earoverthe mastoid process.
Examples of Hearing Aids that would fall within
this definition are the Baha® system and the
Otomag™ Hearing System. Cochlearimplants are

a prosthetic and are not considered Hearing Aids.

Hospital Confinement— When You are treated
asa registered bed patient at a Hospital or other
Provider facility and incura room and board

charge.

Hospital Services — Covered Services thatare
Medically Appropriateto be provided byan
Acute care Hospital.

In-Network Benefit— The Plan’s paymentlevel
that applies to Covered Services received from a
Network Provider. See Attachment C, Schedule
of Benefits.

In-Transplant Network Institution — A facility
or hospital thathas contracted with the
administrator (or with an entity on behalfof the
administrator) to provide Transplant Services for
some orallorgan and bone marrow transplant
procedures Coveredunderthis EOC. For
example, some hospitals might contractto
perform hearttransplants, but not liver
transplants. An In-Transplant Network
Institution is a Network Provider when
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35.

36.

performing contracted transplant procedures in
accordance with the requirements of this EOC.

Incapacitated Child — anunmarried child who
is, and continues to be, both (1) incapable of self-
sustaining employment by reason of intellectual
or physical disability (what used tobe called
mental retardation or physical handicap); and (2)
chiefly dependentuponthe Subscriber or
Subscriber’s spouse for economic support and
maintenance.

Ifthe child reaches this Plan’s Limiting Age
while Coveredunder this Plan, proofofsuch
incapacity and dependency must be furnished
within 31 days of whenthe child reaches the
Limiting Age.

Incapacitated dependents of Subscribers of new
groups, or of Subscribers who are newly eligible
under this Plan, are eligible for Coverage if they
were covered under the Subscriber’s orthe
Subscriber’s spouse’s previous health benefit
plan. Wemayask Youto furnish proofof the
incapacity and dependency upon enrollment and
forproof that the child continues to meet the
conditions of incapacity and dependency, butnot
more frequently thanannually.

Investigational— The definition of
“Investigational” is based onthe BlueCross and
BlueShield of Tennessee’s technology evaluation
criteria. Any technology that fails to meet ALL
of'the following four criteria is considered to be
investigational.

a. Thetechnology must havefinalapproval
from the appropriate governmental

regulatory bodies, as demonstrated by:

i This criterion applies to drugs,
biological products, devices and any
other productor procedure that must
have finalapproval to market from the
U.S. Food and Drug Administration or
any other federal governmental body
with authority toregulate theuse of the
technology.

il. Any approval thatis grantedasan
interim step in the U.S. Food and Drug
Administration’s or any other federal
governmentalbody’s regulatory process
is not sufficient.

b. The scientific evidence must permit
conclusions concerningthe effect ofthe
technology onhealth outcomes, as

demonstrated by:



L. The evidence should consist of well-
designed and well-conducted
investigations published in peer-
reviewed journals. The quality ofthe
body of studies and the consistency of
the results are considered in evaluating
the evidence.

. The evidence should demonstrate that
the technology could measure oralter
the physiological changes relatedto a
disease, injury, illness, or condition. In
addition, there should be evidenceora
convincingargument based on
established medical facts that such
measurement or alteration affects health
outcomes.

¢. Thetechnology must improvethe nethealth
outcome, as demonstrated by:

i. Thetechnology's beneficial effects on
health outcomes should outweigh any
harmfuleffects on health outcomes.

d. Theimprovementmust be attainable outside
the investigational settings, as demonstrated

by:

i. Inreviewingthe criteria above, the
medical policy panel will consider
physicianspecialty society
recommendations, the view of prudent
medical practitioners practicing in
relevantclinical areas and any other
relevantfactors.

The Medical Director, in accordance with
applicable ERISA standards, shallhave
discretionary authority tomake a determination
concerning whethera serviceorsupply isan
Investigational service. If the Medical Director
doesnot Authorize the provisionof a service or
supply, it will not be a Covered Service. In
making such determinations, the Medical
Directorshallrely upon anyorallofthe
following, at his or her discretion:

Yourmedicalrecords, or

b. the protocol(s) under which proposed service
or supply isto be delivered, or

c. any consentdocument that Youhave
executed or will be asked to execute, in order

to receive the proposed service or supply, or
d. thepublishedauthoritativemedical or

scientific literature regarding the proposed
service or supply in connection with the
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37.

38.

39.

40.

41.

42.

43.

treatmentof injuries orillnesses such as
those experienced by You, or

e. regulationsorotherofficial publications
issued by the FDA and HHS, or

f. the opinions ofanyentities thatcontract with the
Plan to assess and coordinate thetreatment of
Members requiring non-experimental or
Investigational Services, or

g. the findings of the BlueCross BlueShield
Association Technology Evaluation Center or
othersimilar qualified evaluation entities.

Late Enrollee — An Employeeor eligible
Dependentwho fails to apply for Coverage
within: (1) 31 days after suchperson first became
eligible for Coverage underthis EOC;or(2)a
subsequent Open Enrollment Period.

Lifetime Maximum — The maximum amount of
benefits for Covered Services renderedto You
during Your lifetime while covered under this
EOC.

Limiting Age (or Dependent Child Limiting Age)
—The age at which a child will no longerbe
considered aneligible Dependent.

Maximum Allowable Charge — The amount that
the administrator, atits discretion, has detemrmined
to be the maximum amount payable fora Covered
Service. For Covered Services provided by
Network Providers, that determination will be
based upon the administrator’s contract with the
Network Provider for Covered Services rendered
by thatProvider. For Covered Services provided
by Out-of-Network Providers, the amountpayable
will be baseduponthe administrator’s Out-of-
Network fee schedule forthe Covered Services
rendered by Out-of-Network Providers, oras
otherwise detemmined in accordance with the
requirements of applicable stateor federal law.

Medicaid— The program for medical assistance
established undertitle XIX of the Social Security
Act(42U.S.C. 1396 et.seq.)

Medical Director— The physician designated by the
administrator, orthatphysician’s designee, who is

responsible for the administration of theadministrator’s
medical management programs, including its
Authorization/Prior Authorization programs.

Medication Assisted Treatment (MAT) —
Treatment for persons diagnosed with indicated
alcohol or substanceuse disorder with the use of
medications, in combination with counselingand
behavioral therapies, to providea whole-patient
approachto treatment.



44. Medically Appropriate — Services thathave been

45.

determined by BlueCross, in its sole discretion, to be
of value in the care ofa specific Member. To be
Medically Appropriate, a service must meetall of the
following:

be Medically Necessary;

be consistent with generally accepted
standards of medical practice forthe
Member’s medical condition;

¢. beprovidedin the mostappropriatesite and
atthe most appropriate level of service for

the Member’s medical condition;

d. notbeprovided solely toimprovea
Member’s condition beyond normal
variation in individual development,
appearanceandaging;

e. notbe forthe sole convenience of the
Provider, Member or Member’s family.

Medically Necessary or Medical Necessity —
"Medically Necessary" means procedures,
treatments, supplies, devices, equipment,
facilities ordrugs (all services) that a medical
practitioner, exercising prudent clinical
judgment, would provide to a patient for the
purpose of preventing, evaluating, diagnosing or
treatinganillness, injury ordisease orits
symptoms, and that are:

e in accordancewith generally accepted
standards of medical practice; and

e clinically appropriate in terms of type,
frequency, extent, site and durationand
considered effective forthepatient'sillness,
injury ordisease;and

e notprimarily forthe convenienceof the
patient, physician or other health care
provider; and

e notmore costly than analternative service or
sequence of services at least as likely to
produceequivalent therapeutic or dia gnostic
results as to the diagnosis or treatment ofthat
patient'sillness, injury ordisease.

Forthese purposes, "generally accepted standards
of medical practice" means standards thatare based
on credible scientific evidence published in peer-
reviewed medical literature generally recognized
by the relevantmedical community, physician
specialty society recommendations, and the views
of medical practitioners practicing in relevant
clinicalareas andany otherrelevant factors.
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46.

48.

49.

50.

51.

52.

53.

54.

Medicare — Title XVIII ofthe Social Security
Act,asamended.

. Member, You, Your — Any person enrolled asa

Subscriber or Covered Dependent under the Plan.

Member Payment— The dollar amounts for
Covered Services that Youare responsible foras set
forth in Attachment C, Schedule of Benefits,
including Copayments, Deductibles, Coinsurance
and Penalties. The administrator may require proof
that You havemadeany required Member Payment.

Network Provider — A Provider who has contracted
with the administrator to provide Covered Services to
Members atspecified rates. Such Providers may be
referred to as BlueCard PPO Participating Providers,

Network hospitals, In-Transplant Network, etc.

Non-Contracted Provider — A Providerthat
renders Covered Services to a Member, in the
situation where We have notcontracted with that
Providertype to provide those Covered Services.
These Providers can change, as We contract with
differentProviders. AProvider’sstatusasa Non-
Contracted Provider, Network Provider, or Out-of-
Network Provider can and does change. We
reserve the right to change a Provider’s status.

Open Enrollment Period — Those periods of
time established by the Plan during which
eligible Employees and their dependents may
enrollas Members.

Oral Appliance—a deviceplaced in the mouth
and usedto treatmild to moderate obstructive
sleep apnea by repositioning or stabilizing the
lower jaw, tongue, soft palate oruvula. An Oral
Appliancemayalso be usedto treat TMJ or TMD
by stabilizingthe jawjoint. An Oral Appliance is
not the sameas an occlusal splint, which isused
to treat malocclusion or misalignment ofteeth.

Out-of-Network Provider — Any Provider who
is an eligible Providertype but who does not hold
a contract with the administrator to provide
Covered Services.

Out-of-Pocket Maximum— The totaldollar
amount, as stated in Attachment C, Schedule of
Benefits, that a Member mustincurand pay for
Covered Services during the Calendar Year,
including Deductible and Coinsurance.

There is one Out-of-Pocket Maximum for
Network Providers and Out-of-Network
Providers combined. Penalties and anybalance
of charges (thedifference between Billed
Charges and the Maximum Allowable Charge)
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are not considered when determining if the Out-
of-Pocket Maximum has been satisfied.

When the Out-of-Pocket Maximum is satisfied,
100% of available benefits is payable for other
Covered Services incurred by the Member during
the remainder of that Calendar Year, excluding
applicable Penalties, and any balance of charges
(the differencebetween Billed Charges and the
Maximum Allowable Charge).

Payment— The total payment for Coverage
underthe Plan, includingamounts paid by You
and the Employer for such Coverage.

Payor(s)— An insurer, health maintenance
organization, no-fault liability insurer, self-
insurer or other entity that provides or pays fora
Member’s health care benefits.

Penalty/Penalties — A reduction in benefit
amounts paid by Us as a result of failure to
comply with Planrequirements such as failing to
obtain Prior Authorization for certain Covered
Services shown in Attachment C, Schedule of
Benefits, as requiring such Prior Authorization.
The Penalty will be a reduction in the Plan
paymentfor Covered Services and does notapply
to the Out-of-Pocket Maximum.

Periodic Health Screening — An assessmentof
patient’s health status at intervals set forthin the
administrator’s Medical Policy forthe purpose of
maintaining health and detecting disease in its
early state. Thisassessmentshould include:

a. acomplete history orintervalupdate ofthe
patient’s history anda review of systems; and

b. aphysicalexaminationofallmajororgan
systems, and screening tests perthe
administrator’s Medical Policy.

PhysicianNow — This program provides You
accessto a licensed health care Practitioner via
yourtelephone, tablet or computer.
PhysicianNow Practitioners provide services for
minor conditions such as allergies, bronchitis,
skin infections, sore throat, cold and flu, ear
infections and pink eye. Not allconditions are
appropriate fora PhysicianNow consultation.
Visit Your BlueAccess accountat
www.bcbst.com, formore informationregarding
services appropriate for PhysicianNow
consultations.

Follow these steps to registerandrequesta
consultation:

1. Call1-888-283-6691orforhearing
impaired TTY 1-800-770-5531, or visit
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Your Member BlueAccess accountat
www.bcbst.com, and selectMy Health &

Wellness.

2. Complete and confirm Yourmedical
history anytimepriorto Your first
consultation.

3. Requesta consultation froma licensed
Practitioner.

PhysicianNow consultations do not replace
emergency care or Your primary physician.
Restrictions apply in some states where this service is
not allowed. Prescriptions are issued only when
clinically appropriate. Some prescriptions, including
controlled substances, are excluded from this service.
Referto “Attachment C: Schedule of Benefits” for
benefit and costshare information.

Practitioner — A person licensed by the State to
provide medical or behavioral health services. The
services provided by a Practitioner mustbe within his
or herspecialty orscopeof practice.

Prescription Drug — A medicationcontainingat
least one Legend Drugthatmaynotbe dispensed
under applicable state or federal law without a
Prescription, and/or insulin.

Primary Care Practitioner(s)— A Primary Care
Practitioneris a doctor, physician assistant, or
nurse practitioner practicing general internal
medicine, general practice, family medicine,
pediatrics, obstetrics and gynecology or
behavioralhealth. Whethera Practitioner is
classified as a Primary Care Practitioner depends
on the natureof theservices provided, and how
the claim is filed.

Prior Authorization, Authorization — A review
conducted by the administrator, prior to the
delivery of certain services, to determine if such
services will be considered Covered Services.

Provider— A person orentity engaged in the
delivery of healthservices who orthat is licensed,
certified orpracticing in accordance with
applicable State or Federal laws.

The following professional providers may
provide services coveredunder the contract. In
orderto be covered, all services rendered must
fallwithin a specialty (as definedbelow)andbe
those normally provided by a Provider within this
specialty ordegree. All services orsupplies must
berendered by the Provideractually billingthem
and be within the scope of his or her licensure.

a. Physician (M.D.)
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b. Doctorof Osteopathy (DO)

c. Doctorof Dental Surgery(DDS)

d. Doctorof Dental Medicine (DMD)
Doctor of Optometry (OD)

f.  Doctorof Pediatric Medicine (DPM)

g. Licensed Clinical, Counseling, or
School Psychologist

h. Registered Nurse (RN)
i.  Registered Nurse Anesthetist (RNA)
j- Licensed Practical Nurse (LPN)

k. Nurse Practitioner (Certified by national
recognized accreditingbody)

l.  Licensed Pharmacist (D. Pharm)

m. Licensed registered nurse midwife when
services are providedin a State Approved
birthing center

n. Registered occupational therapist (only
cases indicated)

0. Registered speech therapist (only for
cases indicated)

Licensed clinical social worker

Licensed Professional Counselor —
Mental health service providers (LPC-
MHSP)

r.  Certified registered nurse anesthetist
(CRNA)

s. Physician Assistant

t.  Physicaltherapist and Physical therapist
assistant

u. Chiropractors

The following other Providers may also provide
services covered under this contract:

a. Suppliers of durable medical
equipment, appliances and prosthesis

b. Suppliers of oxygen

c. Certified ambulance service

d. Hospice

e. Pharmacy

f. Freestanding diagnostic laboratory

g. Home Health Care Agency
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Qualified Medical Child SupportOrder — A
medical child supportorder, issued by a court of
competentjurisdiction or state administrative
agency thatcreates orrecognizes the existenceof
a child’s right to receive benefits for which a
Subscriberis eligible underthe Plan. Suchorder
shallidentify the Subscriber and each such child
by name andlastknown mailing address; give a
description ofthe typeand duration of coverage to
be providedto eachchild; and identify each health
plan to which suchorderapplies.

Rescind or Rescission(s) — A retroactive
termination of Coverage because You committed
fraud ormadeanintentional misrepresentation of
a material fact in connection with

Coverage. Actionsthatare fraudulent oran
intentional misrepresentation ofa material fact
include, but are not limited to, knowingly
enrolling or attempting to enroll an ineligible
individualin Coverage, pemitting the improper
use of YourMemberIDcard, orclaim fraud. A
Rescission doesnot include a situation in which
the Plan retroactively terminates Coverage in the
ordinary courseof business fora period for
which You did not pay the Premium. An
example would be if You left Yourjob on
January 31,but Coverage was not terminated
untilMarch 15. Inthat situation, the Plan or
Employer mayretroactively terminate Your
Coverage effective February 1 if You did not pay
any Premium after You left Yourjob (subjectto
any right You may have to electcontinuation
coverage). Thisisnota Rescission.

Specialty Drugs — Injectable, infusionand select
oralmedications that require complex care,
including special handling, patienteducationand
continuous monitoring. Specialty Drugs are
categorized as provider-administered in this
EOC.

Subscriber — An Employee who meets all
applicable eligibility requirements, has enrolled
for Coverage and who has submitted the
applicable Payment for Coverage.

Surgery or Surgical Procedure - Medically
Necessary and Medically Appropriate surgeries
or procedures. Surgeries involve an excisionor
incision of the body’s skin or mucosal tissues,
treatmentof broken or dislocated bones, and/or
insertion of instruments for exploratory or
diagnostic purposes into a naturalbody opening.

Telehealth — Remote consultation that meets
Medical Necessity criteria.
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Totally Disabled or Total Disability — Either:

a. AnEmployeewho is prevented from
performing his or her work duties and is
unable to engage in any work or other gainful
activity forwhich he orshe is qualified or
could reasonably become qualified to
perform by reason of education, training, or
experiencebecause of injury or disease; or

b. A Covered Dependent who is prevented
from engaging in substantially allof the
normalactivities ofa personoflike age and
sex in good healthbecause of non-
occupational injury or disease.

Transplant Network — A network of hospitals
and facilities, each of which has agreed to
perform specific organtransplants. A hospitalor
facility maybe in Our Transplant Network for
one type oforgan orbone marrow/stem cell
transplant procedure but not for anothertype of
transplant. The Transplant Network isnot the
same as the Blue Distinction Centers for
Transplants (BDCT) Network.

Transplant Services — Medically Necessary and
Medically Appropriate Services listed as Covered
underthe Organ Transplants sectionin
Attachment A of this EOC.

Urgent Care —Medical careortreatmentthat, if
delayedordenied, could seriously jeopardize:
(1) the life orhealth of the claimant; or (2) the
claimant’s ability to regain maximum function.
Urgent Care is also medical care or treatment
that, if delayed ordenied, in the opinionofa
physicianwith knowledge of the claimant’s
medical condition, would subject the claimant to
severe pain that cannot be adequately managed
without the medical careor treatment. A claim
fordenied Urgent Care is always a pre-service
claim.

Urgent Care Center — A medical clinic with
expanded hours that operates in a location
distinct from a freestanding or hospital-based
Emergency department.

Waiting Period — The time that mustpass before
an Employee or Dependent is eligible to be
Covered forbenefits under the Plan.

Well Child Care — Aroutine visit to a pediatrician

or other qualified Practitioner to include Medically
Necessaryand Medically Appropriate Periodic
Health Screenings, immunizations and injections
forchildren through age 5.
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. Well Woman Exam — A routine visit every

Calendar Yearto a Provider. The visit may include
Medically Necessary and Medically Appropriate
mammogram and cervical cancer screenings.

. Utilization Policy(ies) — Refers to anypolicy,

guideline or limitation used by BlueCross in the
determination of Coverage.



ATTACHMENT A:
COVERED SERVICES AND EXCLUSIONS

EVIDENCE OF COVERAGE

The Plan will pay the Maximum Allowable Charge
for Medically Necessary and Medically Appropriate
services and supplies described below and provided in
accordance with the reimbursement schedules set
forth in Attachment C: Schedule of Benefits ofthis
EOC, which is incorporated herein by reference.
Charges in excess of the reimbursement rates set forth
in the Schedule of Benefits are not eligible for
reimbursementor payment.

To beeligible forreimbursementorpayment, all
services or supplies mustbe provided in accordance
with Utilization Policies. (See the Prior Authorization,
Care Management, Medical Policy and Patient Sa fety
section.)

This Attachment sets forth Covered Services and
exclusions (services not Covered) arranged according

to type of services.

Please alsoread Attachment B: Other Exclusions.

Your benefits are typically greater when You use
Network Providers. BlueCross contracts with
Network Providers. Network Providers have
agreed to accept the Maximum Allowable Charge
as basis for payment to the Provider for Covered
Services. (See the Definitions section for an
explanation of Maximum Allowable Charge and
Covered Services.) Network Providers havealso
agreed notto bill You for amounts above the
Maximum Allowable Charge.

Out-of-Network Providers do nothave a contract
with BlueCross. Except when prohibited by law,

When more than one treatment alternative exists, each
is Medically Appropriate and Medically Necessary,
and eachwould meet Yourneeds, We reserve the
right to provide payment for the leastexpensive
Covered Service alternative.
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they may be able to charge You more than the
Maximum Allowable Charge (the amountset by
the administratorinits contracts with Network
Providers). When You use an Out-of-Network
Providerfor Covered Services, You may be
responsible for any unpaid Billed Charges. This
means that You may owe the Out-of-Network
Provideralarge amount of money, depending on
the nature of the Covered Services rendered.

Obtaining services notlisted as a Covered Service
in this Attachmentor notin accordance with
Utilization Policies may resultin the denial of
benefits or a reduction in reimbursement for
otherwise eligible Covered Services.

Obtaining Prior Authorization is nota guarantee
of Coverage. All provisions ofthe EOC mustbe
satisfied before benefits for Covered Services will
be provided. Utilization Policies can help Your
Provider determine ifa proposed service will be
Covered.

A Clinical Trialis a prospective biomedical or
behavioralresearch study of human subjects that is
designed to answer specific questions about
biomedical orbehavioralinterventions (vaccines,
drugs, treatments, devices, ornew ways of using
known drugs, treatments, or devices). Clinical Trials
are used to determine whether new biomedical or
behavioral interventions are safe, efficacious, and
effective. Only routine patient care associated with
a Clinical Trial (butnot the Clinical Trial itself)
will be Covered under the Plan’s benefits in
accordance with Utilization Policies.



A. Preventive/Well Care Services

1. CoveredServices

Preventive health examforadults and children
and related services as outlined below and
performed by thephysician during the preventive
health exam orreferred by the physicianas
appropriate, including:

Screenings and counseling services with an
A or B recommendationby the United
States Preventive Services Task Force
(USPSTF)

Bright Futures recommendations for infants,
children and adolescents supported by the
Health Resources and Services
Administration (HRSA)

Preventive care and screening forwomenas
provided in the guidelines supported by
HRSA,and

Immunizations recommended by the
Advisory Committee on Immunization
Practices (ACIP) that have beenadopted by
the Centers for Disease Controland
Prevention (CDC).

Generally, specific preventive services are
covered forplanyears beginningone year
aftertheguidelines or recommendation went
into effect. The frequency of visits and
services are based on information from the
agency responsible for the guideline or
recommendation, or the application of medical
management. Theseservices include but are
not limited to:

Annual Well Woman Exam, including
cervical cancer screening, screening
mammography at age 40 andolder,and
other USPSTF screenings with an A or B
rating,

Colorectal cancer screening for members
age 50-75.

Prostatecancer screening formenage 50
and older.

Screeningand counseling in the primary
care setting for alcohol misuse and tobacco
use.

Dietary counseling foradults with
hyperlipidemia, hypertension, Type 2
diabetes, obesity, coronary artery disease
and congestive heart failure.
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FDA-approved contraceptivemethods,
sterilization procedures and counseling for
women with reproductive capacity. Note
that prescription contraceptive products are
covered underthe Prescription Drug section.

HPVtestingonce every 3 years for women
age30andolder.

Lactationcounseling by a trained provider
during pregnancy or in the post-partum
period,and manual breast pump.

Coverage may be limited as indicated in
Attachment C: Schedule of Benefits.

2. Exclusions

a. Office visits, physical exams and related

immunizations and tests when required
solely for: (1) sports; (2) camp; (3)
employment; (4) travel; (5) insurance; (6)
marriage orlegalproceedings.

B. Practitioner Office Services

Medically Necessary and Medically Appropriate
Covered Services in a Practitioner’s office.

1. CoveredServices

a.

Diagnosis and treatment ofillness or
injury. (Note that allergy skin testingis
Coveredonly in the practitioner office
setting. Medically Necessary RAST
(radioallergosorbenttest), FAST
(fluorescent allergosorbent test), or
MAST (multiple radioallergosorbent
test) allergy testingis Covered in the
practitioner office settingand in a
licensed laboratory).

Injections and medications administered
in a Practitioner’s office, except
Specialty Drugs. (See the Specialty
Drugs section forinformationon
Coverage).

Second surgical opinions given by a
Practitioner who isnot in the same
medical group as the Practitioner who
initially recommended the Surgery.

d. Telehealth.

2. Exclusions

a. Routine foot care for the treatmentof: (1)

flat feet; (2) corns;(3) bunions;(4)
calluses; (5)toenails; (6) fallen arches;
and (7) weak feetor chronic foot strain.



b. Rehabilitativetherapies in excess of the
limitations ofthe Therapeutic/
Rehabilitative benefit.

c. Dentalprocedures, exceptas otherwise
indicated in this EOC.

C. Inpatient Hospital Services

Medically Necessary and Medically Appropriate
services and supplies in a hospitalthat: (1)is a
licensed Acute care institution; (2) provides
Inpatient services; (3) has surgicaland medical
facilities primarily forthe diagnosis and
treatmentof disease and injury; and (4)hasa
staffof physicians licensed to practicemedicine
and provides 24 hournursing care. Psychiatric
hospitals are not required to havea surgical
facility.

Prior Authorization for Covered Services (except
initial maternity admission and Emergency
admissions) mustbe obtained from the
Administrator or benefits will be reduced or
denied.

1. CoveredServices

a. Room and board; generalnursing care;
medications, injections, dia gnostic
services and special care units.

b. AttendingPractitioner’s services for
professional care.

c. Maternity and delivery services, including
routine nursery care and Complications of
Pregnancy. Ifthe hospital or physician
provides services tothe baby and submits
a claim in the baby’s name, benefits may
be Covered forthebabyandmotheras
separate Members, requiring payment of
applicable Member Copayments and/or
Deductibles.

2. Exclusions

a. Inpatient stays primarily for therapy (such
asphysical oroccupational therapy). See
the “Skilled Nursing/Rehabilitative
Facility Services” section for benefits.

b. Servicesthatcould be provided in a less
intensive setting.

c. Blood orplasma thatisprovided atno
charge to the patient.

D. Emergency Care Services

Medically Necessary and Medically Appropriate
health care services and supplies furnished in a
hospital emergency department that are required to
determine, evaluate and/or treatan Emergency
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Medical Conditionuntil such condition is
stabilized, as directed or ordered by the Pra ctitioner
or hospital protocol.

If You go to a Network Provider, You will receive
the highest level of benefits for Covered Services
and may not be billed for amounts over Your
Deductible and Out-of-Pocket Maximum, which
limits Your liability. Not all Providers are in Your
network. Please use the Provider directory on
bebst.com or contact one of Our consumer
advisors to see which Providers are in Your
network.

For Emergency Care Services, You cannot be
billed foramounts over Your Deductible and
Out-of-Pocket Maximum, even if the Covered
Services are rendered by an Out-of-Network
Provider.

1. CoveredServices

a. Medically Necessary and Medically
Appropriate Emergency services, supplies
and medications necessary for the diagnosis
and stabilization of Your Emergency
condition.

b. Practitionerservices.

An observation stay and/or Surgery that occurs in
conjunction with an ER visit may be subjectto
Member cost share under the “Outpatient Facility
Services” section of ““Attachment C: Schedule of
Benefits” in addition to Member cost share for the ER
visit.

2. Exclusions

a. Servicesrendered forinpatient care or
transferto another facility once Your
medical condition has stabilized, unless
Prior Authorization is obtained from the
administrator within 24 hours or the next
workingday.

E. Ambulance Services

Medically Necessary and Medically Appropriate
ground or air transportation, services, supplies and
medications by a licensed ambulance service
when time or technical expertise is essential to
reduce the probability of harm to You. Prior
Authorization may be required for certain ar
ambulanceservices.

1. CoveredServices
a) Ambulance Services — Air

1) Medically Necessary and Medically
Appropriate air transportation from
the scene of an accident or
Emergency resulting in complex
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trauma, high risk injuries, or life- c. *Any milesover 100-miles of a one way
threatening medical emergencies to trip.
th t hospital with adequate . . .

© nearest losprial With adedua d. Transportation for specific Provider or

facilities for evaluation and initial
management. Air transportation is
Covered only when Your condition
requires immediate and rapid
transport that cannot be provided by
ground transport.

2) Air transportation for inter-facility
transfers when Medically Necessary
treatment, services, or care are not

facility continuity of care whenthere are
closer facilities able to provide the same
services and level of care.

Urgent Care Center Services

Medically Necessary and Medically Appropriate
treatmentatan Urgent Care Center.

1. CoveredServices

available at the sending facility. The a. Diagnosis andtreatment ofillness or
transfer must be to the nearest injury.
appropriate facility thatis able to . . .
provide Medically Necessary car. b. Diagnostic services (such asx-raysand
Air transportation is Covered only laboratory services).
when  Your condition requires c. Injections and medications administered
transport that cannot be provided by in an Urgent Care Center, except
ground transport. Specialty Drugs. See the “Specialty
b) Ambulance Services— Ground Drugs” section for more informationon
Coverage.

1) Medically Necessary and Medically .
Appropriate ground transportation d. Surgery and supplies.
from the scene of an accident or e. Rehabilitativetherapies, subjectto the
Emergency to the nearest hospital limitations ofthe
with  adequate facilities  for Therapeutic/Rehabilitative Services”
evaluationand management. section.

2) Medically Necessary and Medically f. Telehealth.

Appropriate treatment at the scene
(paramedic  services)  without

ambulancetransportation.

3) Medically Necessary and Medically
Appropriate ground transport when
Your condition requires basic or
advanced life support, or safe
transportation to site of service for

2. Exclusions

a.

Rehabilitative therapies in excess of the
terms of the “Therapeutic/Rehabilitative
Services” section

G. Outpatient Facility Services

Medically Necessary and Medically Appropriate

diagnostics, therapies and Surgery occurring in an
outpatient facility that includes outpatient Surgery
centers, the outpatientcenter ofa hospital,
outpatientdiagnostic centers, and certain surgical
suites in a Practitioner’s office. Prior Authorization
is required for certain outpatientservices must be
obtained from the administrator, or benefits will be
reduced ordenied.

the necessary level of care in the
absence of appropriate alternatives.
* A one way ground trip of over 100
miles will be Covered if determined
a Medically Necessary and
Medically Appropriate by the Plan
Administrator.

2. Exclusions .
) ] 1. CoveredServices
a) Transportation for the convenience of

You or reasons other than Medically
Necessary treatment and care for You,
such as the needs or convenience of Your
family and/or Your physician or other
Provider.

a. Practitionerservices.

b. Outpatient diagnostics (suchas proton
beam therapy, x-rays and laboratory
services).

c. Outpatient treatments (suchas

b) Transportation thatis not essential to medications and injections.)

reduce the probability ofharmto You. . )
d. Outpatient Surgery and supplies.
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e. Observationstays lessthan 24 hours.
f. Telehealth
2. Exclusions

a. Rehabilitativetherapies in excess of the
terms of the Therapeutic/ Rehabilitative
benefit.

b. Servicesthatcould be provided in a less
intensive setting.

H. Family Planning and Reproductive Services

Medically Necessary and Medically Appropriate
family planning services and those services to
diagnose and treat diseases that may adversely
affect fertility.

1. CoveredServices

a. Benefits for family planning, history,
physical examination, diagnostic testing
and genetic testing.

b. Sterilization procedures.

c. Services orsupplies forinfertility
evaluationandtesting.

d. Medically Necessary and Medically
Appropriate termination of a pregnancy.

e. Injectable and implantable hormonal
contraceptives and vaginal barrier
methods including initial fitting,
msertion, and removal.

f. Services forthe diagnosis of infertility.

g. Services orsupplies that aredesignedto
create a pregnancy, enhance fertility or
improve conception quality, including
butnot limited to: (1)artificial
insemination; (2) in vitro fertilization; (3)
fallopian tubereconstruction; (4) uterine
reconstruction; (5) assisted reproductive
technology (ART) includingbut not
limited to GIFT and ZIFT; (6) fertility
injections; (7) fertility drugs, (8) services
for follow-up care related to infertility
treatments.

2. Exclusions

a. Services orsupplies forthe reversals of
sterilizations.

b. Inducedabortionunless: (1)the health
care Practitioner certifies in writingthat
the pregnancy would endanger thelife of
the mother; or (2) the fetusisnot viable;
or (3) the pregnancy is a result of rape or
incest; or (4) the fetus has been
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diagnosed with a lethal or otherwise
significant abnormality

Reconstructive Surgery

Medically Necessary and Medically Appropriate
Surgical Procedures intended torestore normal
form or function.

1. CoveredServices

a. Surgery to correct significantdefects
from congenital causes (except where
specifically excluded), accidents or
disfigurement from a disease state.

b. Reconstructive breast Surgery as a result
of a mastectomy (other than
lumpectomy) including Surgery onthe
non-diseased breastneeded to establish
symmetry between thetwo breasts.

2. Exclusions

a. Services, supplies or prosthetics primarily
to improve appearance.

b. Surgeries to correct orrepairthe results
of a prior Surgical Procedure, the
primary purpose of which was to
improve appearance, and surgeries to
improve appearance followinga prior
Surgical Procedure, evenif that prior

procedure was a Covered Service.

c. Voice modification Surgery or voice
therapy.

d. Transportation, meals, lodging, or similar
expenses.

Skilled Nursing/Rehabilitative Facility Services

Medically Necessary and Medically Appropriate
Inpatient careprovided to Members requiring
medical, rehabilitative or nursing care in a
restorative setting. Services shallbe considered
separate and distinct from the levels of Acute care
rendered in a hospital setting, or custodial or
functional care rendered in a nursinghome. Prior
Authorization for Covered Services must be
obtained from the administrator, or benefits will be
reduced ordenied.

1. CoveredServices

a. Room and boardin a semi-private room;
generalnursing care; medications,
diagnostics and special care units.

b. Theattending Practitioner’s services for
professional care.

c. Coverage islimited asindicatedin
AttachmentC: Schedule of Benefits.



d. Therapy services suchas physicaland
occupational therapy.

2. Exclusions

a. Custodial, domiciliary orprivateduty
nursing services.

b. Skilled Nursingservices not receivedin a
Medicare certified skilled nursing facility.

c. Inpatient neurocognitive therapy, unless it
is provided in combination with other

Medically Necessary treatment or therapy.

K. Therapeutic/Rehabilitative Services

Medically Necessary and Medically Appropriate
therapeutic services, including rehabilitative and
habilitative services, performedin a
Practitioner’s office, outpatient facility orhome
health setting and intended to restore, improve, or
develop bodily function lost as the result of
Acute illness, Acute injury, autism or congenital
anomaly. Therapeutic/Rehabilitative services
may require Prior Authorization. For
Therapeutic/Rehabilitative services received in
the homehealthsetting, HomeHealth Care

benefits willapply.

1. CoveredServices

a. Outpatient, home health oroffice
therapeutic services that are expected to
result in significant and measurable
improvement in Your condition resulting
from anAcuteillness, Acute injury,
autism, or congenitalanomaly. The
services must be performed by, orunder
the direct supervision ofa licensed
therapist, upon written authorization of
the treating Practitioner.

b. Therapeutic services include: (1) physical
therapy; (2) speechtherapy; (3)
occupational therapy; (4) chiropractic
therapy; (5) cardiac and pulmonary
rehabilitative services, (6) vision therapy;
(7) aquatic therapy; (8) behavioral
therapy for Autism Spectrum Disorders
only; (9) vision exercise therapy and (10)
acupuncture.

(1) Speech therapy is Covered for
disorders of articulation and
swallowing, resulting from Acute
illness or injury orcleft palate.
Speech therapy is also covered for
treatmentof Autism Spectrum
Disorders, Attention Deficit
Disorders, Attention Hyperactivity
Disorders, Alzheimer’s Disease,
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Dementia, Mental Retardation, and
Stuttering/Stammering. Speech
therapy is not covered for other
conditions notspecifically listed in
this section.

Telehealth.

Coverage is limited as indicated in
Attachment C: Schedule of Benefits.

The limit on the number of visits for
therapy applies to all visits for that
therapy, whetherreceived in a
Practitioner’s office, outpatient facility or
home health setting.

Services received during an inpatient
hospital, skilled nursing or rehabilitative
facility stay are Covered as shownin the
inpatient hospital, skilled nursing or
rehabilitative facility section,and are not
subject tothe therapy visit limits.

Exclusions

a.

b.

C.

d.

c.

Enhancementtherapy that is designed to
improve Your physical status beyond

Your pre-injury or pre-illness state.

Complementary and alternative therapeutic
services, including, but notlimited to: (1)
massagetherapy; and (2) craniosacral

therapy.

Modalities thatdo notrequire the
attendance or supervision ofa licensed
therapist. Theseinclude, but are not
limited to: (1)activities that are
primarily social orrecreational in nature;
(2) simple exercise programs; (3) hot and
cold packs applied in the absence of
associated therapy modalities; (4)
repetitive exercises or tasks that Youcan
perform without a therapist, in a home
setting; (5) routine dressing changes; and
(6) custodial services thatcan ordinarily
betaughtto You ora caregiver.

Behaviomal therapy exceptas otherwise
specified, play therapy, communication
therapy, andtherapy forself correcting
language dysfunctions aspartof speech
therapy, physical therapy or occupational
therapy programs. Behavioral therapy and
play therapy forbehavioral health
diagnoses maybe Coveredunder the
Behavioral Health section (if applicable to
Your Group Coverage).

Duplicate therapy. For example, when
Youreceive bothoccupational and



speech therapy, the therapies should
provide different treatments and not
duplicate the same treatment.

L. Autism Spectrum Disorders Coverage

The following therapy services are covered for
the treatment of Autism Spectrum Disorders:
intensive speechtherapy, physical therapy,
occupational therapy, and behavioral therapy that
help to improve communication skills and
functioning of everyday life activities.

. Chiropractic Services

Benefits are available forservices and supplies
furnished orprovided by a licensed Chiropractor.
Services includes, butis not limited to, office
visit charges, radiology, and/or modality donot
apply to the plan visit limit.

Organ Transplants

Organ transplant benefits are complex. In order
to maximize Your benefits, You are strongly
encouraged to contact the Administrator’s
Transplant Case Managementdepartment by
callingthe numberonthe back of YourID card
assoon as Your Practitionertells You that You
might need a transplant.

1. Prior Authorization.

Transplant Services require Prior
Authorization. Benefits for Transplant
Services thathave notreceived Prior
Authorization willbe reduced or denied.

2. Benefits

Transplant benefits are different than
benefits for other services.

If a facility in the Blue Distinction Centers
for Transplants (BDCT) Network is not
used, benefits may be subject to reduced
levelsas outlined in “Attachment C:
Schedule of Benefits”. All Transplant
Services must meetmedical criteria for the
medical condition for which the transplantis
recommended.

You haveaccess to threelevels of benefits:

a. Blue Distinction Centers for
Transplants (BDCT) Network: If You
have atransplant performedata facility
in the BDCT Network, You will receive
the highest level of benefits for Covered
Services. The administrator will pay at
the benefit levellisted in “Attachment
C: Schedule of Benefits” forthe BDCT
Network. A facility inthe BDCT
Network cannotbill You for any amount
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over Your Out-of-Pocket Maximum,
which limits Yourliability. Not all
Network Providers arein the BDCT
Network. Please check with the
Transplant Case Management
department to determine which
facilities are in the BDCT Network
for Your specific transplant type.

b. TransplantNetwork: If You wantto
receive the maximum benefit, You
should use a facility in the BDCT
Network. If You instead havea
transplantperformed at a facility in the
Transplant Network (non-BDCT), the
Administrator will pay atthe benefit
levellisted in “AttachmentC: Schedule
of Benefits” forthe Transplant Network.
Not all Network Providers arein the
Transplant Network. Pleasecheck
with the Transplant Case
Management department to
determine if the Transplant Network
is the best network available for Your

specific transplant type.

c. Out-of-Network transplants: If You
have atransplant performedata facility
thatisnot in the BDCT Network or
Transplant Network, You will receive
the lowest level of benefits for Covered
Services. The Administrator will pay at
the benefit levellisted in “Attachment
C: Schedule of Benefits” for Out-of-
Network Providers. The Out-of-
Network Provider has the right to bill
You for any unpaid Billed Charges;
this amount may be substantial.
Please check with the Transplant
Case Management department to
determine if there arefacilities
available in the BDCT or Transplant
Network for Your specific transplant

type.

d. When the BDCT Network does not
include a facility that performs Your
specific transplanttype, the Plan will
pay atthe benefit level listed in
“Attachment C: Schedule of Benefits”
foreitherthe TransplantNetwork or for
Out-of-Network Provider, based on the
facility thatisused.

Covered Services

Benefits are payable forthe following
transplants if deemed Medically Necessary
and Medically Appropriateand Prior
Authorization is obtained:



Pancreas

Pancreas/Kidney

Kidney

Liver

Heart

Heart/Lung

Lung

Bone Marrow or Stem Cell transplant
(allogeneic and autologous) for certain
conditions

e SmallBowel

e  Multi-organ transplants as deemed
Medically Necessary

Benefits may be a vailable for other organ
transplantprocedures thatare not
Investigational and thatare Medically
Necessary and Medically Appropriate.

4. Organand Tissue Procurement

Organ and tissue acquisition/procurement are
Covered Services, subject to the benefit level
listed in “Attachment C: Schedule of
Benefits”and limited to theservices directly
related to the Transplant itself:

Donor Search
Testing for donor’s compatibility

e Removaloftheorgan/tissue fromthe
donor’sbody

e Preservation ofthe organ/tissue

e Transportation ofthe tissue/organto the
site of transplant

e Donorfollowup caredirectly related to
the organ donation, except as otherwise
indicated under Exclusions

Note: Covered Services forthe donorare
Coveredonly to the extent not covered by
otherhealthcoverage.

5. Travel Expenses for TransplantRecipients

Travel Expenses for Transplant Services
are Covered only if You go to a facilityin
the BDCT Network.

e Coveredtravel expenses must be
approved by the Transplant Case
Managementdepartment and include
travelto and from thefacility in the
BDCT Network fora Covered transplant
procedure and required post-transplant
follow-up. Any travel expenses for
follow-up visits occurring more than 12
months from the date ofthe transplant
are not Covered.
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e Coveredtravelexpenses will not apply
to the Deductible or Out-of-Pocket
Maximum.

e Coveredtravel expenses will be limited
asstated below:

o Mealsand lodgingexpenses,
limited to $150 perday.

o Theaggregatelimit fortravel
expenses is $25,000 per Covered
Procedure if the Memberuses an in-
transplantnetwork facility and
$10,000 per Covered Procedure if
another facility is used.

o Forfull details on available travel
expenses, visit bcbst.com to review
our administrative services policy.
Enter “travel, mealsandlodging” in
the Searchfield.

1. Travel Expenses for Live Kidney Donors

Travelexpenses areavailable to help offset
the costs a donormay incur when donating a
kidney to Our Member, subject to the limits
statedbelow.

Coveredtravel expenses must be approved
by the Transplant Case Management
departmentand includetravelto and from
the transplant facility forthekidney donation
procedure and required post-donation
follow-up care.

a. Coveredtravel expenses will not apply
to the Deductible or Out-of-Pocket
Maximum if donoris a Member.

b. Coveredtravel expenses will be limited

asstated below:
L Meals and lodging expenses,
limited to $150 perday.

c. Theaggregatelimit fortravel expenses,
includingmeals and lodging, is $5,000
perkidney donation.

For full details on available travel expenses, visit
bebst.com to review Our administrative services
policy. Enter “travel, meals andlodging” in the
Search field

6. Exclusions

a. Transplant and relatedservices,
includingdonorservices, that did not
receive Prior Authorization;



Any attempted Covered procedure that
was not performed, except where such
failure is beyond Your control;

Non-Covered Services;

Services thatwould be covered by any
private or public research fund,
regardless of whether You applied for or
received amounts from such fund;

Any non-human, artificial or mechanical
organ not determined to be Medically

Necessary;

Payment to an organdonor or the
donor’s family as compensation foran
organ,or Paymentrequired to obtain

written consent to donate anorgan;

Removal of an organ from a Member for
purposes of transplantation into another
person, exceptas Coveredby the Donor
Organ Procurement provision as
described above;

Harvest, procurement, and storage of
stem cells, whether obtained from
peripheral blood, cord blood, orbone
marrow whenreinfusionis not
scheduledoranticipated tobe scheduled
within an appropriate time frame for the
patient’s covered stem cell transplant
diagnosis;

Othernon-organtransplants (e.g.,
cormnea)are not Covered underthis
Section, but maybe Coveredas an
Inpatient Hospital Service or Outpatient
Facility Service, if Medically Necessaty.

Complications, side effects or injuries
forthe organ donorasaresult of organ
donation.

O. Dental Services

Medically Necessary and Appropriate services
performedby a doctor of dental Surgery (DDS), a
doctor of medical dentistry (DMD) orany
Practitioner licensed to perform dental related

oral Surgery except as indicated below.

1. CoveredServices

a.

Dentalservices and oral surgical care to
treat head andneck cancer, orto treat
accidental injury to the jaw, sound natural
teeth, mouth, or face, due to external
trauma. The surgery and services to treat
accidental injury mustbe received within
36 months oftheaccident.
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b. Fordentalservicesnot listed in

d.

subsectiona. above, general anesthesia,
nursingand related hospital expenses in
connection with an inpatientor outpatient
dental procedure are Covered, only when
one of the conditions listed below is met.

(1) Complexoral Surgical Procedures
thathave a high probability of
complications dueto the nature of
the Surgery;

(2) Concomitant systemic disease for
which the patientis under current
medical management and that
significantly increases the
probability of complications;

(3) Mentalillness orbehavioral
conditionthatprecludes dental
Surgery in the office;

(4) Use of general anesthesia and the
Member’s medical condition
requires thatsuchprocedurebe
performedin a hospital; or

(5) Dentaltreatment or Surgery
performedon a Member 8 years of
age oryounger, where such
procedure cannot be provided safely
in a dental officesetting,

Prior Authorization for inpatient
services is required.

Oral Appliances to treat obstructive
sleep apnea, if Medically Necessary.

Orthognathic surgery.

2. Exclusions

a.

Routine dental care andrelated services
including, but not limitedto: (1) crowns;
(2) caps; (3)plates; (4) bridges; (5)
dental x-rays; (6) fillings; (7) tooth
extraction, except as listed above; (8)
periodontal Surgery; (9) prophylactic
removal of teeth; (10)root canals (11)
preventive care (cleanings, x-rays); (12)
replacementofteeth (including implants,
false teeth, bridges); (13) bone grafts
(alveolar Surgery); (14) treatmentof
injuries caused by bitingand chewing;
(15)treatmentof teethroots; and (16)
treatmentof gums surrounding the teeth.

Treatment for correction of underbite,

overbite, and misalignment oftheteeth,
including, but not limited to, braces for
dentalindications, and occlusal splints and
occlusalappliances to treat



P.

Q.

malocclusion/misalignmentof teeth. This
exclusion does notapply to Medically
Necessary orthognathic Surgery.

c. Extractionofimpacted teeth, including
wisdom teeth.

Temporomandibular Joint Dysfunction (TMJ)

Medically Necessary and Medically Appropriate
services to diagnose and treattemporomandibular

joint syndrome or dysfunction (TMJ or TMD).

1. CoveredServices
a. Diagnosisandtreatment of TMJ or TMD.

Surgicaltreatmentof TMJ or TMD, if
performedby a qualified oral surgeon or
maxillofacial surgeon.

c. Non-surgical TMJ includes: (1) history
exam; (2) office visit; (3) x-rays;(4)
diagnostic study casts; and (5)
appliances to stabilize jaw joint.

2. Exclusions

a. Treatmentforroutine dental care and
related services including, but notlimited
to: (1)crowns; (2) caps;(3)plates; (4)
bridges; (5)dental x-rays; (6) fillings; (7)
periodontal surgery; (8) tooth extraction;
(9) root canals; (10) preventive care
(cleanings, x-rays); (11) replacement of
teeth (including implants, false teeth,
bridges); (12)bone grafts (alveolar
surgery); (13)treatment of injuries caused
by bitingand chewing; (14) treatmentof
teeth roots; and (15) treatmentof gums

surrounding the teeth.

b. Treatmentforcorrectionof underbite,
overbite,and misalignment oftheteeth
includingbraces for dentalindications.

DiagnosticServices

Medically Necessary and Appropriate diagnostic
radiology services and laboratory tests. Prior
Authorization for Advanced Radiological
Imagingmustbe obtained from the Plan, or
benefits willbe reduced or denied.

1. CoveredServices

a. Imagingservices orderedby a
Practitioner, including x-ray, ultrasound,
bone density test, 3D mammograms, and
Advanced Radiological Imaging
Services. Advanced Radiological
Imaging Services include MRIs, CT
scans, PET scans, nuclear cardiac
imaging.
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b. Diagnostic laboratory services ordered
by a Practitioner.

2. Exclusions

a. Diagnostic services that are not
Medically Necessary and Appropriate.

b. Diagnostic services not ordered by a
Practitioner.

R. Durable Medical Equipment

Medically Necessary and Medically Appropriate
medical equipment oritems that: (1) in the
absence ofillness orinjury, are of nomedical or
othervalue to You; (2) canwithstand repeated
use in an ambulatory or home setting; (3) require
the prescription of a Practitioner for purchase; (4)
are approved by the FDA forthe illness orinjury
forwhich it is prescribed; and (5)are not solely
for Yourconvenience.

Prior Authorization is required for certain
Durable Medical Equipment; if Prior
Authorization is not obtained, benefits will be
reduced

1. CoveredServices

a. Rentalof Durable Medical Equipment -
Maximum allowable rental charge not to
exceed thetotal Maximum Allowable
Charge forpurchase. If You rentthe same
type of equipment from multiple DME
Providers, andthe total rental charges from
the multiple Providers exceed thepurchase
price of a single piece of equipment, You

will be responsible foramounts in excess of

the Maximum Allowable Charge for
purchase.

b. DME thatmeets themedicalneed for
which it was requested, whether that be
safety, assistance with activities of daily
living, or support ofbodily function.

¢. Therepair, adjustment orreplacement of
components and accessories necessary
forthe effective functioningof Covered
Durable Medical Equipment.

d. Suppliesandaccessories necessary for
the effective functioning of Covered
Durable Medical Equipment.

e. Thereplacement ofitemsneededas the
result of normalwearand tear, defects,
obsolescence oraging. Insulin pump
replacementis Covered only for pumps
olderthan48 months and only if the
pump cannot be repaired.

2. Exclusions



a. Chargesexceedingthetotalcost ofthe
Maximum Allowable Charge to
purchase the Durable Medical

Equipment.

b. Unnecessary repair, adjustmentor
replacementorduplicates of any such
Durable Medical Equipment.

c. Suppliesandaccessories that are not
necessary for the effective functioning

of'the Covered equipment.

d. Itemsto replace thosethatwere lost,
damaged, stolenorprescribed as a result
of newtechnology, except when the new
technology isreplacingitems as aresult
of normal wearand tear, defects, or
obsolescence andaging.

e. Itemsthatrequire orare dependent on
alteration of home, workplace or
transportation vehicle.

f. Motorized scooters, exercise equipment,
hot tubs, pools, saunas.

g Additional components or upgrades for
appearanceor functions not directly
related to themedicalneed.

h. Computerized or gyroscopic mobility
systems, rollaboutchairs, geriatric chairs,
hip chairs, and seat lifts of any kind,

1. Patient lifts, autotilt chairs, air fluidized
beds, orair flotationbeds, unless
approved by Case Management fora
Member who is in Case Management.

Prosthetics/Orthotics

Medically Necessary and Medically Appropriate
devicesused tocorrectorreplace allorpart ofa
body organ, body structure or limb thatmay be
malfunctioning or missing due to: (1) birth
defect;(2)accident; (3)illness; or (4) Surgery.

Prior Authorization is required for certain
prosthetics/orthotics; if Prior Authorizationis not
obtained, benefits will be reduced. Hearing Aids
are not considered to be prosthetics or orthotics;
see the “Hearing Aid” section for benefits

1. CoveredServices

a. Theinitialpurchaseof surgically
implanted prosthetic or orthotic devices,
including cochlear implants.

b. Therepair, adjustment orreplacement of
components and accessories necessary
forthe effective functioning of Covered
equipment.

Attachment A

T.

c. Splintsand braces that are custom made or
molded, andare incident to a Practitioner’s
services oron a Practitioner’s order.

d. Thereplacement of Covered items
required as a result of growth, nommal

wearand tear, defects oraging.

e. Theinitialpurchaseof artificial limbs or
eyes.

f. The first set of eyeglasses or contact
lenses required to adjust for vision
changes due tocataractsurgery.
Benefits for eyeglasses or contactlens
are limited as indicated in Attachment
C: Schedule of Benefits.

g Wigs forhairlossresulting from injury,
chemotherapy orradiation therapy.

Exclusions

a. Prosthetics primarily for cosmetic purposes,
including but not limited to wigs (except as
specified above), or other hair prosthesis or

transplants.

b. Itemsto replace thosethatwere lost,
damaged, stolen orprescribedas a result

of newtechnology.

c. Footorthotics, shoe inserts and custom
madeshoes except as required by federal
law fordiabetic patients oras a part ofa

leg brace.

d. Duplicate equipment.

Hearing Aids

Medically Necessary and Medically Appropriate
Hearing Aids used to enhance hearing when
sustained loss is due to (1) birth defect;(2)
accident; (3)illness; or (4) Surgery. Cochlear
implants are not considered Hearing Aids; see the
“Prosthetics/Orthotics” section for benefits.

1. CoveredServices

a. Theinitial purchaseof Covered Hearing
Aids, limited as indicated in “Attachment

C: Schedule of Benefits.”

b. Therepair,adjustment orreplacement of
components and accessories necessary
forthe effective functioning of Covered
equipment, except as otherwise indicated
under Exclusions.

2. Exclusions

a. Hearing Aid batteries, cords and other
assistive listening devices suchas FM

systems.



b. Itemsto replace thosethatwere lost,
damaged, stolenorprescribed as aresult
of newtechnology.

U. Diabetes Treatment

Medically Necessary and Medically Appropriate
diagnosis and treatment of diabetes. In orderto
be Covered, such services mustbe prescribed and
certified by a Practitioneras Medically
Necessary. The treatment of diabetes consists of
medical equipment, supplies, and outpatientself-
management training and education, including
nutritional counseling.

1. CoveredServices

a. Blood glucose monitors, including
monitors designed forthelegally blind.

b. Diabetic test strips.
c. Injection aids.
d. Syringes.
Lancets.
f.  Glucagon emergency Kkits.

g.  Insulin pumps, infusion devices, and
appurtenances, not subjectto the benefit
limit for Durable Medical Equipment
indicated in AttachmentC: Schedule of
Benefits. Insulin pump replacement is
Coveredonly forpumps olderthan48
months and if the pump cannotbe

repaired.

h. Podiatric appliances for preventionof
complications associated with diabetes.

i.  Initial diabetes outpatientself-
management training and educational
services including medical nutrition
counseling when prescribed by a
physiciananddetermined by
administrator to be Medically Necessary
with a diagnosis of diabetes. Coverage
foradditional trainingand education may
be available when a significant change
occurs in the patient’s symptoms or
conditionthatnecessitates a change in the
patient’s self-managementor when a
physician determines that re-education or
refreshertrainingis needed and
determined by administrator to be
Medically Necessary.

2. Exclusions

a. Treatments orsupplies that are not
prescribed and certified by a Practitioner

asbeing Medically Necessary.
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b. Suppliesnotrequired by state statute.

c. Duplicate podiatric appliances.

Supplies

Medically Necessary and Medically Appropriate
expendable and disposable supplies forthe

treatmentof disease or injury.
1. CoveredServices

a. Supplies forthe treatment of diseaseor
injury used in a Practitioner’s office,
outpatient facility, or inpatient facility.

b. Supplies fortreatmentof disease or
injury that are prescribed by a
Practitionerand cannot be obtained
without a Practitioner’s prescription.

2. Exclusions

a. Suppliesthat can beobtained without a
prescription, except for diabetic
supplies. Examples include but are not
limited to: (1) adhesivebandages; (2)
dressing material forhomeuse; (3)
antiseptics, (4) medicated creams and
ointments; (5) cottonswabs;and (6)
eyewash.

W. Home Health Care Services

Medically Necessary and Medically Appropriate
services and supplies authorized by the Planand
provided in Yourhome by a Practitioner who is
primarily engaged in providinghome health care
services. Homevisits by a skilled nurse require
Prior Authorization. Physical, speech or
occupational therapy providedin the homedoes
not require Prior Authorization, but does apply to
the Therapy Services visit limits shown in
Attachment C: Schedule of Benefits.

1. CoveredServices

a. Part-time, intemittenthealthservices,
supplies and medications, by orunder
the supervisionof a registered nurse.

b. Home infusion therapy.

c. Rehabilitativetherapies such as physical
therapy, occupational therapy, etc.
(subject to the limitations ofthe
Therapeutic/Rehabilitative benefit).

d. Medicalsocialservices.
e. Dietary guidance.

f. Coverageislimited as indicated in
AttachmentC: Schedule of Benefits.

2. Exclusions



a. Itemssuchasnon-treatment services for:
(1) routine transportation; (2) homemaker
or housekeeping services (3) supportive
environmental equipment; (4) Custodial
Care; (5)social casework; (6) meal
delivery; (7) personal hygiene; (8)
convenience items; and (9) home health
aides.

b. Servicesthatwere not Authorized by the
Plan.

X. Hospice
Medically Necessary and Medically Appropriate
services and supplies for supportive care where
life expectancyis 6 months or less.

1. CoveredServices

a. Benefitswillbe provided for: (1) part-
time intermittent nursing care; (2) medical
socialservices; (3) bereavement
counseling; (4) medications for the control
or palliation ofthe illness; (5) home health
aide services; (6) privateduty nursing and
(7) physical orrespiratory therapy for
symptom control.

This Plan provides benefits for specific
services in a hospice facility. These
services are the same as those listed
above andare only paid tothe extent
thatbenefits donotexceedthose that
would be received in an home setting.

2. Exclusions

a. Inpatient hospice services except as
listed aboveoras otherwise approved by
Case Management.

b. Servicessuch as: (1)homemaker or
housekeeping services; (2) meals; (3)
convenience or comfort items not
related to theillness; (4) supportive
environmental equipment; (5) routine
transportation; (6) funeral or financial
counseling.

Y. Behavioral Health Services

Medically Necessary and Medically Appropriate
treatmentof mental health and substance use
disorders, including Medication Assisted
Treatment characterized by abnormal functioning
ofthe mind oremotions and in which
psychological, emotional or behavioral
disturbances are the dominant features.

Prior Authorization is required for:
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All inpatient levels of care, which
mclude Acute care andresidential care.

Partialhospitalization programs.

Intensive outpatient treatment programs.

Certain outpatient Behavioral Health
Services including, but notlimited to,
electro-convulsivetherapy (ECT),
transcranial magnetic stimulation
(TMS), applied behavior analysis
(ABA) therapy and psychological
testing.

Visit bebst.com or call the number on the back of
YourID card if You have questions about Prior
Authorization requirements for Behavioral
Health Services.

1. CoveredServices

a.

c.

Inpatient services for care and treatment
of mentalhealthand substanceuse
disorders.

Outpatient facility services, including
partial hospitalization and intensive
outpatient treatment programs for
treatmentof mental health and substance
use disorders.

Practitioner visits for care and treatment
of mentalhealthand substanceuse
disorders.

Drugs used forsubstance use disorder
administered or dispensed directly by a

Practitioner.

Telehealth.

2. Exclusions

Pastoral counseling.

Marriage and family counseling without
a behavioral health diagnosis.

Vocational and educational training
and/or services.

Custodial or domiciliary care.

Conditions withoutrecognizable ICD
codes, such as adult child of alcoholics
co-dependency and self-help programs.

Sleep disorders.

Court ordered examinations and treatment,
unless Medically Necessary.

Pain management.

Hypnosis orregressive hypnotic
techniques.



j- Boardingschool programs, wilderness
treatmentprograms or similar programs,
whetherornottheprogramispart ofa
residential treatment facility or
otherwise licensed institution.

Z. Vision

Medically Necessary and Medically Appropriate
diagnosis and treatment of diseases and injuries
that impair vision.

1. CoveredServices

a. Services and supplies forthe diagnosis
and treatment of diseases and injuries to
the eye.

b. First set of eyeglasses orcontactlenses
required to adjust for vision changes due
to cataract surgery and obtained within 6
months following the Surgery.

Vision therapy.

d. One (1) retinopathy screening for
diabetics per Calendar Year.

2. Exclusions

a. Routine visionservices, including
services, Surgeries and supplies to
detect or correctrefractiveerrors of the
eyes.

b. Eyeglasses,contactlensesand
examinations for the fitting of

eyeglasses and contactlenses.
Eye exercises.
d. Visualtraining,

e. Thereplacement of contacts afterthe
initial pairhasbeenprovided following
cataract Surgery.

AA.Drugs— Medical Coverage

Medically Necessary and Medically Appropriate
pharmaceuticals forthetreatment of disease or
injury.

1. CoveredServices

a. Treatmentof phenylketonuria (PKU),
including specialdietary formulas while
underthe supervision ofa Practitioner.

b. Pharmaceuticals that are dispensed or
intended foruse while You are confined
in a hospital, skilled nursing facility or
othersimilar facility.

2. Exclusions
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a. Prescription drugs exceptasindicated in this
EOC.

b. Those pharmaceuticals that may be
purchased withouta prescription.

BB. Specialty Drugs

Medically Necessary and Medically Appropriate
Specialty Drugs usedto treat chronic, complex
conditions and thattypically require special
handling, administration or monitoring. Prior
Authorization is required for certain Specialty
Drugs; if Prior Authorization is not obtained,
benefits willbe reduced. Callthe Administrator’s
consumer advisors at the number on theback of
YourIDcard orvisit becbst.com to find out which
Specialty Drugs require Prior Authorization.

1. CoveredServices

a. Provider-administered Specialty Drugs
asidentified onthe Provider-
administered Specialty Drugs list when
dispensed by a Pharmacy in Our
Specialty Pharmacy Network. The
current list can be found at bebst.com or
by callingthe number on theback of
YourIDcard.

2. Exclusions
a. Self-administered Specialty Drugs.

b. FDA-approved drugs used forpurposes
otherthanthose approved by the FDA,
unless the drugis recognized forthe
treatmentof theparticular indicationin
one of the standard reference
compendia.

c. Provider-administered Specialty Drugs
thatare notdispensedby a Pharmacyin
Our Specialty Pharmacy Network.

CC. Bariatric Surgery
1. CoveredServices
a. Gastric bypass surgery.
b. Lapbandsurgery.

All other variations of bariatric surgery will
be based onthe Plan Administrator's medical
policies in effectat the timeof the procedure
and the Plan Administrator's determination
of Medical Necessity.

2. Exclusions

a. Servicesorsupplies fortreatmentof
obesity and/or for inpatient treatmentof
bulimia, anorexia, or other eating



disorders which consist primarily of
behavioral modification, diet and weight
monitoring, unless Medically Necessary
or Medically Appropriate for surgical
intervention procedure (and surgically
related services) due to life threatening
conditions/complications related to the
morbid obesity.

Attachment A

44



EVIDENCE OF COVERAGE

ATTACHMENT B:
OTHER EXCLUSIONS

This EOC does not provide benefits for the following
services, supplies or charges:

1.

10.

11.

12.

Attachment B

Services or supplies not listed as Covered
Services under Attachment A: Covered Services.

Services or supplies that aredetermined to benot
Medically Necessary and Medically Appropriate.

Services or supplies that are Investigational in
natureincluding, but not limited to: (1) drugs; (2)
biologicals; (3) medications; (4) devices; and (5)
treatments.

Illness or injury resulting from war thatoccurred
before Your Coverage began under this EOC and
thatiscoveredby: (1)veteran’s benefit; or(2)
othercoverage for which You arelegally entitled.

Self-treatment or training,

Staffconsultations required by hospital or other
facility rules.

Servicesthatare free.

Services orsupplies for the treatment of work
related illness orinjury, regardless ofthe presence

or absenceof workers’ compensation coverage.

Personal, physical fitness, recreational and
convenience items and services suchas: (1) batber
and beauty services; (2) television; (3) air
conditioners; (4) humidifiers; (5) air filters; (6)
heaters, (7) physical fitness equipment; (8)
saunas; (9) whirlpools; (10) water purifiers; (11)
swimmingpools; (12) tanning beds; (13) weight
loss programs; (14) physical fitness programs; or
(15) self-help devices, programs or applications
(includingbut not limited to mobile medical
applications) of any type, whether for medical,
behavioralhealth ornon-medical use, unless such
mobile application is approved in advance by
BlueCrossto be used in connection with a
wellness program offered by BlueCross.

Services or supplies received before Your
effective date for Coverage with this Plan.

Services or supplies related to a Hospital
Confinementreceived before Your effective date

for Coverage with this Plan.

Services or supplies received after Your
Coverage underthis Plan ceases forany reason.
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13.

14.

15.
16.

17.

18.

19.

20.

21.

22.
23.

24.

25.

Thisis true even though theexpenses relateto a
conditionthatbegan while You were Covered.

Services orsupplies received in a dental or
medical department maintained by or on behalf
of the Employer, mutual benefit association,

laborunionorsimilar group.

Services or charges to complete a claim form or
to provide medical records or other
administrative functions. We will not charge You
or Your legalrepresentative for statutorily
required copying charges;

Charges for failure to keep a scheduled appointment;

Charges for telephone consultations, e-mail or web
based consultations, except as otherwise stated in

this EOC.

Court ordered examinations and treatment, unless
Medically Necessary.

Room, boardand general nursing care rendered
on the date of discharge, unless admission and
discharge occuron the same day.

Charges in excess ofthe Maximum Allowable
Charge for Covered Services.

Any service stated in Attachment A asa non-
Covered Service or limitation.

Charges forservices performed by You or Your
spouse, or Your or Your spouse’s parent, sister,

brotherorchild.
Any charges forhandling fees.

Unless Covered in the “Drugs — Prescription
Coverage” section, nicotine replacement therapy
and aids to smoking cessation including, but not
limited to, patches.

Safetyitems, oritems to affect performance
primarily in sports-related activities.

Services orsupplies related to treatmentof
complications (except Complications of
Pregnancy)that are a direct or closely related result
ofa Member’s refusal to accept treatment,
medicines, ora course oftreatment that a Provider
hasrecommended or has been determinedto be
Medically Necessary, includingleavingan
inpatient medical facility a gainst the advice ofthe
treating physician.



26. Services considered Cosmetic, except when
Medically Necessary and Medically Appropriate.
This exclusion also applies to Surgeries to
improve appearance followinga prior Surgical
Procedure, even if thatprior procedure was a
Covered Service. Services that could be
considered Cosmetic include, but are notlimited
to, (1) breast augmentation; (2)sclerotherapy
injections, laser or other treatment of spider veins
and varicose veins; (3) rhinoplasty; (4)
panniculectomy/abdominoplasty; and (5)
Botulinum toxin.

27. Services thatare always considered Cosmetic
include, but are not limitedto, (1) removal of
tattoos; (2) facelifts; (3) body contouring or body
modeling; (4) injections to smooth wrinkles; (5)

piercingears or other body parts; (6) rhytidectomy

or thytidoplasty; (7) thighplasty; (8)
brachioplasty; (9) keloid removal; (10)

dermabrasion; (11) chemical peels; and(12)laser

resurfacing.

28. Lipectomy for cosmetic purposeor forthe
treatmentof variations in fatdistribution.

29. Chargesrelatingto surrogate pregnancy when the
surrogate motherisnota Covered Memberunder
this Plan.

30. Sperm preservation.

31. Unless Covered in the “Drugs — Prescription

Coverage” section services or supplies to treatsexual

dysfunction, regardless of cause, including but not
limited to erectile dysfunction, delayed ejaculation,

anorgasmia anddecreased libido. This exclusion
doesnotapply to office visits.

32. Services orsupplies related to complications of
cosmetic procedures, orbody remodelinga fter
weight loss.

33. Intradiscal annuloplasty to treat discogenic back

pain. This procedure provides controlled delivery

of heatto the intervertebral disc throughan
electrode orcoil.

34. Human growthhormones.

35. Compound drugs, unless Medically Necessary and

Medically Appropriate.

36. Medical tourism or care received outside the
United States when you choosetohave an elective
procedure in another country.

Attachment B
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37. Non-emergency and non-urgent medical services
or supplies received while traveling outside of the
United States when treatment could have been
reasonably delayed.

38. Home delivery of childbirth and any related
services, unless the delivery is performed by a
provider licensed by the state board of nursing as
a registered nurse and duly certified as a nurse
midwife by the American College of Nurse-
Midwives.


http://www.webmd.com/hw-popup/sclerotherapy

EVIDENCE OF COVERAGE
ATTACHMENT C: PPO SCHEDULE OF BENEFITS-80% COINSURANCE PLAN

Group Name: THE TENNESSEE VALLEY AUTHORITY
80% COINSURANCE PLAN
Group Number: 82333
EffectiveDate: January1,2022
Network: P

PLEASE READ THISIMPORTANT STATEMENT: In-Network benefits apply to services received from
Network Providers.

Out-of-Network benefit percentages apply to BlueCross Maximum Allowable Charge, not to the Provider’s Billed
Charge (unless otherwise specified). Whenusing Out-of-Network Providers or Non-Contracted Providers, You may
be responsible for any unpaid Billed Charges. This amount canbe substantial. For more information, please referto
the definitions of Coinsurance and Maximum Allowable Charge in the Definitions section of this EOC.

Forthe following services rendered by an Out-of-Network Provider, Network Benefits including Deductible and
Out-of-Pocket Maximum willapply, and the Provider may not balancebill You as required by state or federal law:

1. Emergency Care Services rendered at an out-of-network hospital, when considered a true Emergency.

2. Items and services rendered by an Out-of-Network Provider at anin-network hospital. Note that in
certain circumstances, You may agree to receive treatment from an Out-of-Network Providerand waive
balancebilling protections, provided that You provide consent prior to treatment, and that Your consent
satisfies applicable regulatory requirements.

3. Emergentand other Authorized airambulance services (the same criteria to determineif services from an
in-network airambulance Provider are Covered is used to determine whether services from anout-of-

network airambulance Provideris Covered).

Also, if You are seeinga Network Provider thatbecomes an Out-of-Network Providerand Youhave complex care or
otherneeds as defined by stateor federal law, You are eligible for Network Benefits for 120days, giving You the
opportunity to find a Network Providerto receivea Network Benefit in the future. Please contact Our consumer
advisors at theMember Servicenumber on the back of Your ID card if You would like to request Network Benefits
from an Out-of-Network Provider.

In-Network Benefits for Out-of-Network Benefits for

Covered Services Covered Services received Covered Services received
from Network Providers from Out-of-Network

Preventive Health Care Services

Well Child Care (toage 6)

Birthto Age 1 - 5 exams (includingroutine
immunizations), in addition to the initial
physicianexam in the hospital

Age luptoage?2,3exams (includingroutine

o o ]
immunizations), per 12 month period 100% 100% of Billed Charges

Age 2 uptoage3, 2 exams (includingroutine
immunizations), perl 2month period

Age 3uptoage6,1 exam (includingroutine
immunizations) per 12 monthperiod

Well Care - Age 6 and up

Includes annual health assessmentand covered 100% 100% of Billed Charges
screenings

Well Woman Exam 100% 100% of Billed Charges

Mammogram (inpatientonly), Cervicgl cancer 100% 100% of Billed Charges
Screening and Prostate cancer Screening
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Covered Services

In-Network Benefits for
Covered Services received
from Network Providers

Out-of-Network Benefits for
Covered Services received
from Out-of-Network

mjury

Covered Immunizations 100% 100% of Billed Charges
Screening forhearingloss 100% 100% of Billed Charges
Other Well Care Screenings, age 6 and above 100% 100% of Billed Charges
Lactation counseling by a trained provider
during pregnancy or in the post-partum period. 100% 100% of Billed Charges
Limited to one visit per pregnancy.
x:;n“:‘i?;ea“ Pump, limitedto oneper 100% 100% of Billed Charges
gglee(nlgarre;t{lggrpathy screening for diabetics per 100% Not Covered
FDA-approved contraceptivemethods,
sterilization procedures and counseling for 100% 100% of Billed Charges
women with reproductive capacity.
Hemoglobin A1Ctest 100% 100% of Billed Charges
Services Received at the Practitioner’s office
Office Exams and Consultations
Diagnosis andtreatment ofillness orinjury, o .
includingmedicalandbehavioral health 80% after Deductible 70 A’(;)hf the MEX]IBW; Al}tc:l\)v able
conditions arge after Deductible
Maternity care 80% after Deductible 70% of the Maximum Allowable
Charge after Deductible
Injections and Immunizations
Allergy injections andallergy extract 80% after Deductible 70% of the Maximum Allowa ble
Charge after Deductible
All othermedicine injections, excluding
Specialty Drugs
For surgery injections, please see Office 80% after Deductible 70% of the Maximum Al.l owable
Surgery under the Other office procedures, Charge a fter Deductible
services or supplies section.
Diagnostic Services
Allergy Testing 80% after Deductible 70% of the Maximum Al}owa ble
Charge after Deductible
Advanced Radiological Imaging
Includes CT scans, MRIs, PET scans, nuclear
medicine and other similar technologies
Advanced Radiological Imaging requires
Prior Authorization. IfPrior Authorizationis
not obtained, benefits may be reduced to 50%
for Out-of-Network Providers and to 50% for o )
Network Providers outside Tennessee 80% after Deductible 70% of the Maximum Allowable
(BlueCard PPO Providers). (See the Prior Charge after Deductible
Authorization section for more information.)
Network Providers in Tennessee are
responsible for obtaining Prior Authorization;
Memberis not responsible for Penalty when
Tennessee Network Providers do not obtain
Prior Authorization.
Other covered dia gnostic services forillness or 80% a fter Deductible 70% of the Maximum Allowable

Charge after Deductible
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Covered Services

In-Network Benefits for
Covered Services received
from Network Providers

Out-of-Network Benefits for
Covered Services received
from Out-of-Network

Maternity care dia gnostic services

80% after Deductible

70% of the Maximum Allowable
Charge after Deductible

Diagnostic flexible sigmoidoscopy and
diagnostic colonoscopy

80% after Deductible

70% of the Maximum Allowable
Charge after Deductible

Other office procedures, services or supplies

Office Surgery, including anesthesia,
performedin andbilled by the Practitioner’s
office

Some procedures require Prior Authorization.

Call Our consumer advisors to determine if
Prior Authorization is required. If Prior
Authorization is required andnot obtained,
benefits maybe reduced to 50% for Out-of-
Network Providers and to 50% for Network
Providers outside Tennessee (BlueCard PPO
Providers). (See the Prior Authorization
section formore information.) Network
Providers in Tennessee areresponsible for
obtaining Prior Authorization, Memberis not
responsible for Penalty when Tennessee
Network Providers do not obtain Prior
Authorization.

Surgeries include incisions, excisions, biopsies,

injection treatments, fracture treatments,
applications of casts and splints, sutures, and

invasive diagnostic services (e.g., endoscopy).

80% after Deductible

70% of the Maximum Allowable
Charge after Deductible

Therapy Services:

Speech and occupational therapy limited to 60

visits pertherapytype per Calendar Year;

Chiropractic therapy limited to 20 visits per
Calendar Year;

Cardiac and pulmonary rehab therapy limited to

36 visits per Calendar Year;

Acupuncture, limitedto 20 visits per Calendar

Year.

Limits do not apply to services for treatment of

autism spectrum disorders.

80% after Deductible

70% of the Maximum Allowable
Charge after Deductible

Non-routine treatments:

Includes renal dialysis, radiation therapy
(proton), chemotherapy and infusions. Does
notapply to Specialty Drugs.

80% after Deductible

70% of the Maximum Allowable
Charge after Deductible

DME, Orthotics and Prosthetics

80% after Deductible

70% of the Maximum Allowable
Charge after Deductible

Supplies

80% after Deductible

70% of the Maximum Allowable
Charge after Deductible
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Covered Services

In-Network Benefits for
Covered Services received
from Network Providers

Out-of-Network Benefits for
Covered Services received
from Out-of-Network

Other covered office services

80% after Deductible

70% of the Maximum Allowable

Charge after Deductible

Services Received at a Facility

Inpatient Hospital Stays and Behavioral Health Services:

Inpatient hospital stays (exceptinitial maternity admission and Emergency admissions) and Behavioral Health Services require
a Prior Authorization. Benefits may be reduced to 50% for Out-of-Network Providers when Prior Authorizationis not obtamed.
Benefits may be reducedto 50% for Network Providers outside Tennessee (BlueCard PPO Providers) when Prior Authorization
is not obtained. (See the Prior Authorization section formoreinfommation.) Network Providers in Tennessee are responsible
for obtaining Prior Authorization; Member is not responsible for Penalty when Tennessee Network Providers do not obtain
Prior Authorization.

Facility charges 80% after Deductible 70% of the Maximum Allowable
Charge after Deductible
Practitioner charges (including global maternity .

. X . : . 80% a fter Deductible 70% of the Maximum Allowable
delivery charges billed as inpatientservice) o Charee a fier Deductible
Inpatient Hospice 80% after Deductible 80% of the Maximum Allowable

Charge after Deductible

Skilled Nursing or Rehab Facility stays

Prior Authorization required. Benefits may be reduced to 50% for Out-of-Network Providers when Prior Authorization is not
obtained. Benefits may be reducedto 50% for Network Providers outside Tennessee (BlueCard PPO Providers) when Prior
Authorization isnot obtained. (See the Prior Authorization section formore information.) Network Providers in Tennesseeare
responsible for obtaining Prior Authorization; Member is not responsible for Penalty when Tennessee Network Providers donot
obtain Prior Authorization.

Facility charges 80% after Deductible 70% of the Maximum Allowable
Charge after Deductible

Practitioner charges 80% after Deductible 70% of the Maximum Allowable
Charge after Deductible

Emergency Care Services (Whether the Practitioneris considered an Emergency physician and therefore reimbursable under
this benefit is determined by the place of serviceon theclaim.)

80% of the Maximum Allowable

Emergency Room charges 80% after Deductible

Charge after Deductible
Advanced Radiological Imaging Services 80% of the Maximum Allowable
Includes CT scans, MRIs, PET scans, nuclear 80% after Deductible Charge after Deductible
medicine and other similar technologies.
. . 80% of the Maximum Allowable
0
All Other Hospital charges 80% after Deductible Charge afier Deductible
Practitioner Charges 80% after Deductible 80% of the Maximum Allowable
Charge after Deductible

Outpatient Facility Services including Behavioral Health Intensive Outpatient, and Partial Hospitalization

Some procedures require Prior Authorization. Call Our consumer advisors to determine if Prior Authorizationis required. If
Prior Authorization is required and notobtained, benefits may be reduced to 50% for Out-of-Network Providers and to 50% for
Network Providers outside Tennessee (BlueCard PPO Providers). (See the Prior Authorization section for moreinformation.)
Network Providers in Tennessee are responsible for obtainin g Prior Authorization; Member is not responsible for penalty when
Tennessee Network Providers do not obtain Prior Authorization.

Surgeries include invasive diagnostic services (e.g., colonoscopy, sigmoidoscopy).

70% of the Maximum Allowable
Charge after Deductible

Facility charges 80% after Deductible
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Covered Services

In-Network Benefits for
Covered Services received
from Network Providers

Out-of-Network Benefits for
Covered Services received
from Out-of-Network

Practitioner charges

80% after Deductible

70% of the Maximum Allowable
Charge after Deductible

Outpatient Diagnostic Services

Advanced Radiological Imaging

Includes CT scans, MRIs, PET scans, nuclear
medicine and similar technologies.

Advanced Radiological Imaging requires
Prior Authorization. [fPrior Authorizationis
not obtained, benefits may be reduced to 50%
for Out-of-Network Providers and to 50% for
Network Providers outside Tennessee
(BlueCard PPO Providers). (See the Prior
Authorization section for more information.)
Network Providers in Tennessee are
responsible for obtaining Prior Authorization;
Memberis not responsible for Penalty when
Tennessee Network Providers do not obtain
Prior Authorization.

80% after Deductible

70% of the Maximum Allowable
Charge after Deductible

All other Diagnostic Services forillness or
injury

80% after Deductible

70% of the Maximum Allowable
Charge after Deductible

Maternity care dia gnostic services

80% after Deductible

70% of the Maximum Allowable
Charge after Deductible

Diagnostic flexible sigmoidoscopy and
diagnostic colonoscopy

80% after Deductible

70% of the Maximum Allowable
Charge after Deductible

Other Outpatient procedures services, or supplies

Non-routineinjections, immunizationsand
treatments:

Includes renal dialysis, radiation therapy
(proton), chemotherapy and infusions. Does
notapply to Specialty Drugs. See Provider
Administered Specialty Drugs section for
applicable benefit.

80% after Deductible

70% of the Maximum Allowable
Charge after Deductible

Therapy Services:

Speech and occupational therapy limited to 60
visits pertherapy type per Calendar Year;

Chiropractic therapy limited to 20 visits per
Calendar Year;

Cardiac and pulmonary rehab therapy limited to
36 visits per Calendar Year;

Acupuncture, limited to 20 visits per Calendar
Year.

Limits do not apply to services for treatment of
autism spectrum disorders.

80% after Deductible

70% of the Maximum Allowable
Charge after Deductible

DME, Orthotics and Prosthetics

80% after Deductible

70% of the Maximum Allowable
Charge after Deductible
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Covered Services

In-Network Benefits for
Covered Services received
from Network Providers

Out-of-Network Benefits for
Covered Services received
from Out-of-Network

Supplies 80% after Deductible 70% of the Maximum Al}owable
Charge after Deductible

All otherservices received at an outpatient

facility, including chemotherapy, radiation 80% a fter Deductible 70% of the Maximum Allowable

therapy (proton), injections, infusions, and Charge after Deductible
renaldialysis
Other Services
Independent airand ground
ambulanceservice — 80%after )
Deductible Ground ambulance service —80%
of billed charges a fter Deductible.
Ambulance Facility ground ambulance service — . .
80% of the Maximum allowable Air ambulance 80%of the
Charge after Deductible Maxungm allowable Charge a fter
Deductible
Facility airambulance service—
80% after Deductible
Home health care services, includinghome
infusion therapy
Home health care may require Prior
S 0 .
Authorization. 80% a fter Deductible 70% of the Maximum Al}owable
. . Charge after Deductible
Physical, speech or occupational therapy
provided in the home donotrequire Prior
Authorization and are subject to the therapy
services visit limits.
0 .
Outpatient Hospice Care 80% after Deductible 80 Agg;?;?&:fg;?uégg l\::] able
DME, Orthotics and Prosthetics 80% after Deductible 7 O%glfatl:;elzlgglg;?uﬁggl‘g able
PhyglclanNow consultations formedical 80% after Deductible Not Applicable
services via telephone, tablet or computer.
o .
Urgent Care Center charges 80% after Deductible 70 A)Cohf at ?ge e?;:fg;gluﬁtlilg 1\;] able
0 .
Supplies 80% after Deductible 70 A)Cohf;?gelfggfgelgluégg l\g able
Digital Behavioral Health through
BlueCross BlueShield of Tennessee 20% a fter Deductible Not Covered
wellness program
Hearing Aids for Members underage 18, limited to . . 70% of the Maximum Allowable
oneperearevery 3 years. (In-Networkand Out-of- 80% after Deductible Ch fier Deductibl
Network Combined) argealtier eductibie
Hearing Aids age 18 and over, limited to oneper 0 .
earand $1,500 paid dollar maximum per ear, every 80% after Deductible 70% of the Maximum Allowable

3 years.

Charge after Deductible

Wigs (In-Network and out-of-Network Combined)

$200 per occurrence subject to Deductible/Coinsurance
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Covered Services

In-Network Benefits for
Covered Services received
from Network Providers

Out-of-Network Benefits for
Covered Services received
from Out-of-Network

Treatment for fertility

70% of the Maximum Allowable

L1m1te@ to $§0,000per11fet1me,per family unit 80% after Deductible Charge a fier Deductible]
combined with Rx, adoptionand surrogacy)
Organ Transplant Services
Transplant Services Blue Distinction | Transplant Out-of-Network Providers: 70%
All Transplant Services require Prior Centers for Network: of the Maximum Allowable
Authorization. Transplants 80% after Charge after Out-of-Network
(BDCT) Network Deductible, Out-of-Network Out-
CallOur consumer advisors before any pre- Network: Deductible, of-Pocket Maximum applies.
transplantevaluation or other Transplant 80% after Network Out-
Service is performed to request Prior Network of-Pocket
Authorization, and to determine if there are Deductible, Maximum
facilities available in the BDCT Network for Network Out-of- | applies.
Yourspecific transplanttype. Pocket
Maximum
See the “Prior Authorization, Care applies.
Management, Medical Policy and Patient
Safety” and “Organ Transplants—section of this
EOC formore information.

In-Network Services received from

Out-of-Network Services

Miscellaneous Limits: Network Providers received from Out-of-Network
Providers
Lifetime Maximum Unlimited
Deductible!
Individual $550 $1,100

Family Note: Family Deductible applies to
Individual-plus-Child(ren) andIndividual-
plus-Spousetiers if available to employee

$550 per Member, not to exceed
$1,100 forall Covered Family

$1,100 per Member, notto
exceed $2,200 forallCovered

Members Family Members
Out-of-Pocket Maximum 2
Individual $3,250 $6,500
Family

Note: Family Out-of-Pocket Maximum applies

to Individual-plus-Child(ren) and Individual-
plus-Spousetiers if available to employee

$3,250 per Member, notto exceed
$6,500 forall Covered Family
Members.

$6,500 per Member, notto
exceed $13,000 forallCovered
Family Members

1. The Deductible applies to themedical services only.

2. The Out-of-Pocket Maximum includes medical, prescription drugs and vision.
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Provider-Administered Specialty Drugs - To receive benefits for Provider-administered Specialty Drugs, You mustuse a
Preferred Pharmacy in Our Specialty Phammacy Network.

Cost share listed for Provider-administered Specialty Drugs is for the medication only. Providers may bill additional charges for
the administering of the drug; refer elsewhere in the schedule for applicable benefit (e.g., chemotherapy, labwork).

At the Specialty Pharmacy Network, Youwill pay the lesser of Yourapplicable Copayment or Coinsurance, the Maximum
Allowable Charge, Our discounted rate or the Specialty Phammacy Network’s charge for the Prescription Drug.

Provider-administered Specialty Drugs Preferred SNpeisstﬂtlZ Pharmacy Out-of-Network
Provider-administered Specialty Drugs, as

mdlcgted inthe Prov1der—admmlstered 80% a fter Deductible Not Covered
Specialty Druglist

When services that require Prior Authorization are received from Out-of-Network Providers,
and Network Providers outside Tennessee, You are responsible for obtaining Prior
Authorization. Benefits may be reduced to 50% or denied for Out-of-Network Providers and
Network Providers outside Tennessee when Prior Authorization is not obtained.
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EVIDENCE OF COVERAGE

ATTACHMENT C: PPO SCHEDULE OF BENEFITS-(CDHP)

GroupName: THE TENNESSEE VALLEY AUTHORITY
Consumer-Directed Health Plan (CDHP)

Group Number: 82333

EffectiveDate: January1,2022

Network: P

PLEASE READ THISIMPORTANT STATEMENT: Network level benefits apply to services received from

Network Providers.

Out-of-Network benefit percentages apply to BlueCross Maximum Allowable Charge, not to the Provider’s Billed
Charge (unless otherwise specified). When using Out-of-Network Providers or Non-Contracted Providers, the
Member may be responsible forany unpaid Billed Charges. This amountcan besubstantial. For more information,
please referto the definitions of Coinsurance and Maximum Allowable Charge in the Definitions section of this

EOC.

Forthe following services rendered by an Out-of-Network Provider, Network Benefits including Deductible and Out-
of-Pocket Maximum will apply, and the Providermaynot balancebill You as required by state or federal law:

1. Emergency Care Services rendered at an out-of-network hospital, when considered a true Emergency.

2. Items and services rendered by an Out-of-Network Provider at anin-network hospital. Note that in certain
circumstances, You may agree toreceive treatment from an Out-of-Network Providerand waive balance
billing protections, provided that You provide consentprior to treatment, and that Your consentsatisfies
applicable regulatory requirements.

3. Emergentand other Authorized air ambulance services (the same criteria to determineif services from an
in-network airambulance Provider are Covered is used to determine whether services from an out-of-

network airambulance Provideris Covered).

Also, if You are seeinga Network Provider thatbecomes an Out-of-Network Provider and Youhave complex care or
otherneeds as defined by stateor federal law, You are eligible for Network Benefits for 120 days, giving You the
opportunity to find a Network Provider to receivea Network Benefit in the future. Please contact Our consumer
advisors at the Member Servicenumber on the back of Your ID card if You would like to request Network Benefits

from an Out-of-Network Provider.

Covered Services

Network Benefits for Covered
Services received from Network
Providers

Out-of-Network Benefits for
Covered Services received from
Out-of-Network Providers

Preventive Health Care Services

Well Child Care - Children (to age 6)

Includes:
Birth to Age 1 - 5 exams (includingroutine
immunizations), in addition to the initial
physicianexam in the hospital

Age 1l uptoage 2,3 exams (includingroutine
immunizations), per 12 monthperiod

Age 2 up toage 3,2 exams (includingroutine
immunizations), perl 2month period

Age 3uptoage6,1 exam (includingroutine
immunizations) per 12 month period

100%

100% of Billed Charges

Attachment C

55




Covered Services

Network Benefits for Covered
Services received from Network

Out-of-Network Benefits for
Covered Services received from

Providers Out-of-Network Providers
Well Care— Age 6 and up
Includes annual health assessmentand covered 100% 100% of Billed Charges
screenings:
Well Woman Exam 100% 100% of Billed Charges
Mammogram (inpatient only), Cerylcal Cancer 100% 100% of Billed Charges
Screening, and Prostate Cancer Screening
Covered Immunizations 100% 100% of Billed Charges
Screening for hearingloss 100% 100% of Billed Charges
OtherC dWellCare S ings,age 6 and )
boue VR IETATE SEIEEnnER, azeh an 100% 100% of Billed Charges
Lactation counseling by a trained provider during
pregnancy or in the post-partum period. Limited to 100% 100% of Billed Charges
one visit per pregnancy.
Manual BreastPump, limited to oneper pregnancy 100% 100% of Billed Charges
FDA-approved contraceptive methods, sterilization
procedures and counseling for women with 100% 100% of Billed Charges
reproductivecapacity.
One (1) retinopathy screening for diabetics per
Calendar Year. 100% Not Covered
Hemoglobin A1Ctest 100% 100% of Billed Charges

Services Received at the Practitioner’s Office

Office Exams and Consultations

Diagnosis andtreatment ofillness orinjury,

60% of the Maximum Allowable

. ) . . o .
Lr;célcli(iitlircl)i ;nedlcal andbehavioral health 80% after Deductible Charge a fier Deductible
. . 60% of the Maximum Allowable
0
Maternity care 80% after Deductible Charge afier Deductible
Injections and Immunizations
C . 60% of the Maximum Allowable
o
Allergy injections andallergy extract 80% after Deductible Charge afier Deductible
All othermedicine injections, excluding
Specialty Drugs .
L ) 80% a fter Deductible 60% of the Maximum Allowable
Forsurgery injections, pleaso.e see Office ° Charge after Deductible
Surgery under the Other Office Procedures,
Services or Supplies section
Diagnostic Services
. . 60% of the Maximum Allowable
o
Allergy testing 80% after Deductible Charge a fier Deductible
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Covered Services

Network Benefits for Covered
Services received from Network
Providers

Out-of-Network Benefits for
Covered Services received from
Out-of-Network Providers

Advanced Radiological Imaging

Includes CT scans, MRIs, PET scans, nuclear
medicine and other similar technologies.

Advanced Radiological Imaging requires
Prior Authorization. IfPrior Authorizationis
not obtained, benefits may be reducedto 50%
for Out-of-Network Providers and to 50% for
Network Providers outside Tennessee
(BlueCard PPO Providers). (See the Prior
Authorization section for more information.)
Network Providers in Tennessee are
responsible for obtaining Prior Authorization;
Memberis not responsible for Penalty when
Tennessee Network Providers do not obtain
Prior Authorization.

80% after Deductible

60% of the Maximum Allowable
Charge after Deductible

Other covered dia gnostic services forillness or
injury

80% after Deductible

60% of the Maximum Allowable
charge after Deductible

Maternity care dia gnostic services

80% after Deductible

60% of the Maximum Allowable
Charge after Deductible

Diagnostic flexible sigmoidoscopy and
diagnostic colonoscopy

80% after Deductible

60% of the Maximum Allowable
Charge after Deductible

Other office procedures, services, or supplies

Office Surgery, including anesthesia,
performedin andbilled by the Practitioner’s
office

Some procedures require Prior Authorization.
Call Our consumer advisors to determine if
Prior Authorization is required. If Prior
Authorization is required and not obtained,
benefits may be reduced to 50% for Out-of-
Network Providers and to 50% for Network
Providers outside Tennessee (BlueCard PPO
Providers). Network Providers in Tennessee
are responsible for obtaining Prior
Authorization; Member is not responsible for
Penalty when Tennessee Network Providers do
not obtain Prior Authorization

Surgeries include incisions, excisions, biopsies,
injection treatments, fracture treatments,
applications of casts and splints, sutures, and
invasive diagnostic services (e.g., endoscopy).

80% after Deductible

60% of the Maximum Allowable
Charge after Deductible
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Covered Services

Network Benefits for Covered
Services received from Network

Out-of-Network Benefits for
Covered Services received from

Providers Out-of-Network Providers
Therapy Services:
Speech and occupational therapy limited to 60
visits pertherapy type per Calendar Year;
Chiropractic therapy limited to 20 visits per
Calendar Year;
0 .
Cardiac and pulmonary rehab therapy limited to 80% after Deductible 60 Agﬁ;?eehgnggfgﬁgggable
36 visits per Calendar Year; &
Acupuncture, limited to 20 visits per Calendar
Year.
Limits do not apply to services for treatment of
autism spectrum disorders.
Non-routine treatments:
Includes renal dialysis, radiation therapy o . 60% of the Maximum Allowable
(proton), chemotherapy and infusions. Does 80% after Deductible Charge after Deductible
notapply to Specialty Drugs.
5 -
DME, Orthotics and Prosthetics 80% after Deductible 60% of the Maximum Auowable
Charge after Deductible
. . 60% of the Maximum Allowable
o
Supplies 80% after Deductible charge a fier Deductible
5 -
Other covered office services 80% after Deductible 60% of the Maximum Al.l owable
charge after Deductible

Services Received at a Facility

Inpatient Hospital Stays and Behavioral Health Services:
Inpatient hospital stays (exceptinitial maternity admission and Emergency admissions) and Behavioral Health Services require a
Prior Authorization. Benefits may be reducedto 50% for Out-of-Network Providers when Prior Authorization is not obtained.
Benefits maybe reduced to 50% for Network Providers outside Tennessee (BlueCard PPO Providers) when Prior Authorizationis
not obtained. (See the Prior Authorization section formore information.) Network Providers in Tennesseeare responsible for
obtaining Prior Authorization; M ember is not responsible for Penalty when Tennessee Network Providers do not obtain Prior

Authorization.
Facility charges 80% after Deductible 60%&2?;3;;2%?3 Alowable
delvery charges billed as patentoervieey | S0%afir Deduetble " ChargeaterDeductible -
Inpatient Hospice 80% after Deductible 8 O%(?}f;?geh;lﬁzgglﬁggga ble

Skilled Nursing or Rehab Facility stays

Prior Authorization required. Benefits may be reduced to 50% for Out-of-Network Providers when Prior Authorization is not
obtained. Benefits may be reducedto 50% for Network Providers outside Tennessee (BlueCard PPO Providers) when Prior
Authorization isnot obtained. (See the Prior Authorization section formore information.) Network Providers in Tennesseeare
responsible for obtaining Prior Authorization; Member is not responsible for Penalty when Tennessee Network Providers do not

obtain Prior Authorization.

60% of the Maximum Allowable

. o .
Facility charges 80% after Deductible Charge afier Deductible
.. . 60% of the Maximum Allowable
o
Practitioner charges 80% after Deductible Charge a fier Deductible

Emergency Care Services (Whether the Practitioneris considered an Emergency physician and therefore reimbursable under this
benefit is determined by the place of serviceon theclaim.)

Emergency Room charges

80% after Deductible

80% of the Maximum Allowable
Charge after Deductible

Attachment C

58




Covered Services

Network Benefits for Covered
Services received from Network

Out-of-Network Benefits for
Covered Services received from

Providers Out-of-Network Providers
Ad ed Radiological ing Servi
vaneed Radiological Iagig Serviees . 80% of the Maximum Allowable
Includes CT scans, MRIs, PET scans, nuclear 80% after Deductible Charge after Deductible
medicine and other similar technologies
) ) 80% of the Maximum Allowable
All Other Hospital Charges 80% after Deductible Charge a fter Deductible
.. . 80% of the Maximum Allowable
Practitioner Charges 80% after Deductible Charge after Deductible

Outpatient Facility Services including Behavioral Health Intensive Outpatient, and Partial Hospitalization

Some procedures require Prior Authorization. Call Our consumer advisors to determine if Prior Authorizationis required. If Prior
Authorization is required and not obtained, benefits may be reduced to 50% for Out-of-Network Providers and to 50% for Network
Providers outside Tennessee (BlueCard PPO Providers). (See the Prior Authorization section for moreinformation.) Network
Providers in Tennessee areresponsible for obtaining Prior Authorization; Member is not responsible for penalty when Tennessee

Network Providers do not obtain Prior Authorization.

Surgeries include invasive diagnostic services (e.g., colonoscopy, sigmoidoscopy).

Facility charges

80% after Deductible

60% of the Maximum Allowable
Charge a fter Deductible

Practitioner charges

80% after Deductible

60% of the Maximum Allowable
Charge after Deductible

Qutpatient Diagnostic Services

Advanced Radiological Imaging Includes CT
scans, MRIs, PET scans, nuclear medicine and

othersimilartechnologies.

Advanced Radiological Imaging requires

Prior Authorization. IfPrior Authorizationis

not obtained, benefits may be reducedto 50%
for Out-of-Network Providers and to 50% for
Network Providers outside Tennessee
(BlueCard PPO Providers). (See the Prior
Authorization section for more information.)
Network Providers in Tennessee are
responsible for obtaining Prior Authorization;
Memberis not responsible for Penalty when
Tennessee Network Providers do not obtain
Prior Authorization.

80% after Deductible

60% of the Maximum Allowable
Charge after Deductible

All other diagnostic services forillness or
injury

80% after Deductible

60% of the Maximum Allowable
Charge after Deductible

Maternity care dia gnostic services

80% after Deductible

60% of the Maximum Allowable
Charge after Deductible

Diagnostic flexible sigmoidoscopy and
diagnostic colonoscopy

80% after Deductible

60% of the Maximum Allowable
Charge a fter Deductible

Other OQutpatient procedures services, or supplies

Non-routine injections, immunizationsand
treatments:

Includes renaldialysis, radiation therapy
(proton), chemotherapy and infusions. Does
notapply to Specialty Drugs. See Provider
Administered Specialty Drugs section for
applicable benefit

80% after Deductible

60% of the Maximum Allowable
Charge after Deductible
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Covered Services

Network Benefits for Covered
Services received from Network

Out-of-Network Benefits for
Covered Services received from

Providers Out-of-Network Providers
Therapy Services:
Speech and occupational therapy limited to 60
visits pertherapy type per Calendar Year;
Chiropractic therapy limited to 20 visits per
Calendar Year; 60% of the Maxi Al bl
Cardiac and pulmonary rehab therapy limited to 80% after Deductible ocoh arf:e a;z;ngérgucﬁgga ©
36 visits per Calendar Year;
Acupuncture, limitedto 20 visits per Calendar
Year.
Limits do not apply to services for treatment of
autism spectrum disorders.
5 -
DME, Orthotics and Prosthetics 80% after Deductible 60% of the Maximum Al!owable
Charge after Deductible
. . 60% of the Maximum Allowable
o
Supplies 80% after Deductible Charge afier Deductible
All Otherservices received at an outpatient
facility, including chemotherapy, radiation . 60% of the Maximum Allowable
therapy (proton), injections, infusions, renal 80%after Deductible Charge after Deductible
dialysis, and sleep studies
Other Services
Independent airand ground
ambulanceservice — 80% Of billed
charges after Deductible Ground ambulance service - 80% of
Facility eround ambulance service - billed charges after Deductible.

Ambulance Y&

80% of the Maximum Allowable
Charge after Deductible

Facility airambulance service-80%
of billed charges after Deductible

Air ambulance 80% of the Maximum
allowable Charge after Deductible

Home health care services, includinghome

infusion therapy
Home health care may require Prior
Authorization. . 60% of the Maximum Allowable
80% after Deductibl .
Physical, speech or occupational therapy catiereductibie Charge after Deductible
provided in the home does not require Prior
Authorization and are subject to the therapy
services visit limits.
. . . 80% of the Maximum Allowable
o
Outpatient Hospice Care 80% after Deductible Charee a fier Deductible
DME, Orthotics and Prosthetics 80% a fter Deductible 60% of the Maximum Allowable
Charge after Deductible
PhysicianNow consultations for medical . ) )
services via telephone, tablet or computer. 80% after Deductible Not Applicable
Urgent Care Center charges o . 60% of the Maximum Allowable
g g 80% after Deductible Charee a fier Deductible
. . 60% of the Maximum Allowable
o
Supplies 80% after Deductible Charge a fier Deductible
Digital Behavioral Health through BlueCross .
BlueShield of Tennessee wellness program 80% after Deductible Not Covered
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Covered Services

Network Benefits for Covered
Services received from Network

Out-of-Network Benefits for
Covered Services received from

Providers Out-of-Network Providers
Hearing Aids for Members underage 18, limited to . 60% of the Maximum Allowable
oneperearevery 3 years. (In-Network and Out-of- 80% after Deductible .
Network Combined) Charge after Deductible
Hearing Aids age 18 and over, limited to oneper 0 .
earand $1,500 paid dollar maximum per ear, every 80% after Deductible 60% of the Maximum Allowable

3 years.

Charge after Deductible

Wigs (In-Network and Out-of-Network Combined)

$200 peroccurrence subject to Deductible/Coinsurance

Treatment for fertility

60% of the Maximum Allowable

Limitg:d to $§ 0,000 per 1ifetime, per family unit 80% after Deductible Charge a fier Deductible]
combined with Rx, adoption and surrogacy)
Organ Transplant Services
Transplant Services Blue Distinction | Transplant Out-of-Network Providers: 60% of
All Transplant Services require Prior Centers for Network: the Maximum Allowable Charge,
Authorization. Transplants 80% after after Out-of-Network Deductible,
CallOur consumer advisors before any pre- e . Network Out-of-Network Out-of-Pocket
; Network: Deductible, Maximum applies.
transplantevaluation or other Transplant 80% a fter Network Out-of-
Service is performed to request Prior Network Pocket
Authorization, and to determine if there are Deductible, Ma ximum

facilities available in the BDCT Network for
Your specific transplanttype.

See the “Prior Authorization, Care
Management, Medical Policy and Patient
Safety” and “Organ Transplants.

Network Out-of-
Pocket
Maximum
applies.

applies.

Provider-Administered Specialty Drugs - To receive benefits for Provider-administered Specialty Drugs, You mustuse a
Preferred Pharmacy in Our Specialty Pharmacy Network.

Cost share listed for Provider-administered Specialty Drugs is for the medication only. Providers may billadditional charges for the
administering of the drug; refer elsewhere in the schedule for applicable benefit (e.g., chemotherapy, labwork).

At the Specialty Pharmacy Network, Youwill pay the lesser of Yourapplicable Copayment or Coinsurance, the Maximum
Allowable Charge, Our discounted rate orthe Specialty Phaimacy Network’s charge for the Prescription Drug.

Provider-administered Specialty Drugs

Preferred Specialty Pharmacy

Out-of-Network

Network

Provider-a (.1minister.ed' Specialty Dru gs,as inc.licated . Not Covered
in the Provider-administered Specialty Drug list 80% after Deductible
Miscellaneous Limits: Network Providers Out-of-Network Providers
Lifetime Maximum Unlimited Unlimited
Deductible!

Individual $1,400 $2,800

Family?

Note: Family Deductible applies to Individual- $2,800 $5,600

plus-Child(ren) and Individual-plus-Spouse
tiers if available to Employee
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Out-of-Pocket Maximum?

Individual $4,500 $9,000
Family

$4,500 per Member, notto exceed $9,000 per Member, notto exceed
Note: Family Out-of-Pocket Maximum applies $9.,000 forall Covered Family $18,000 forall Covered Family
to Individual-plus-Child(ren) and Individual- Members Members

plus-Spousetiers if available to employee

1. Benefits willnot be provided forany Covered Family Member until the entire Family Deductible amountis met.
The Deductible includes medical and prescription drugs.

2. If Your HDHPisin conjunction with an HSA, and You change from Family to Self-only Coverage duringan
Annual Benefit Period, only expenses incurred by Youwhile under Family Coverage will be allocatedto the
Self-only Deductible.

3. The Out-of-Pocket Maximum includes medical, prescription drugs and vision.

When sservices thatrequire Prior Authorization arereceived from Qut-of-Network Providers, and Network
Providers outside Tennessee, You are responsible for obtaining Prior Authorization. Benefits maybe reduced
to 50% or denied for OQut-of-Network Providers and Network Providers outside Tennessee when Prior
Authorization is notobtained.
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GENERAL LEGAL PROVISIONS

INDEPENDENT LICENSEE OF THE BLUECROSS BLUESHIELD ASSOCIATION

BlueCross is an independent corporation operating under a license from the BlueCross BlueShield Association
(the “Association.”) Thatlicense permits BlueCross to use the Association’s service marks within its assigned
geographicallocation. BlueCross is not a joint venturer, agent or representative ofthe Association nor any other

independentlicensee ofthe Association.

RELATIONSHIP WITHNETWORK PROVIDERS

Independent Contractors

Network Providers are independent contractors and are not employees, agents or representatives of the
administrator. Such Network Providers contract with the administrator, which has agreed to pay them for
rendering Covered Services to You. Network Providers are solely responsible formaking allmedical treatment
decisions in consultation with their Member-patients. The Employer andtheadministrator do not make medical
treatmentdecisions under any circumstances.

While the administrator has the authority to make benefit and eligibility determinations and interprettheterms
of Your Coverage, the Employer, as the Plan Administratoras thattermis definedin ERISA, has the
discretionary authority to make the final determination regarding the terms of Your Coverage (“Coverage
Decisions.”) Both theadministrator andthe Employer make Coverage Decisions based on theterms of this
EOC, the ASA, the administrator’s internal guidelines, policies, procedures, and applicable State or Federal
laws. The Employerretains the authority to determine whether You or Your dependents areeligible for
Coverage.

You mayrequest reconsideration ofa Coverage Decision as explained in the Grievance Procedure section ofthis
EOC. The participation agreement requires Network Providers to fully and fairly explain the administrator’s
Coverage decisions to You, uponrequest, if You decide to request that the administrator reconsidera Coverage
decision.

Termination of Providers’ Participation

The administrator ora Network Providermay end their relationship with each otherat anytime. A Network
Providermay also limit the number of Members thathe, she orit will acceptas patients during the term of this
Agreement. Theadministrator does notpromise that any specific Network Provider willbe available to render
services while You are Covered.

Provider Directory

Youmaycheck to seeif a Providerisin YourPlan’s Network by going online to www.bcbst.com.

63


http://www.bcbst.com/

OUR PAYMENT METHODS FORNETWORK PROVIDERS

Our agreements with Network Providers include different payment arrangements. We use various alternative Provider
paymentmethodologies including, butnot limited to, Dia gnosis Related Group (DRG) payments, discounted fee-for-
service payments, patient-centered medical home programs, bundled payments for episodes of care, pay-for-
performanceinitiatives, and other quality improvementand/or cost containment programs.

STATEMENT OF RIGHTS UNDER THE NEWBORNS’ AND MOTHERS’ HEALTH PROTECTION ACT

Under federal law, group healthplans and health insurance issuers offering group health insurance coverage generally
may not restrict benefits forany hospital length of stay in connection with childbirth forthe mother ornewborn child to
less than 48 hours followinga vaginal delivery, orless than 96 hours followinga delivery by cesarean section. However,
the plan orissuermay pay fora shorter stayif the attending provider (e.g., Your physician, nurse midwife, or physician
assistant), a fter consultation with the mother, discharges the mother ornewborn earlier. Also,under federallaw, plans
and issuers maynot set thelevel of benefits or out-of-pocket costs so that any later portion ofthe 48-hour (or 96-hour)
stay istreated in a manner less fa vorable to themother ornewborn than any earlier portionof thestay. Inaddition, a
plan orissuermaynot, under federal law, require thata physician or other health care provider obtain authorization for
prescribinga length of stay of upto 48 hours (or 96 hours). However, to use certain providers or facilities, orto reduce
Your Out of-Pocketcosts, You may be required to obtain precertification. Forinformation on precertification, contact
Yourplan administrator.

WOMEN’SHEALTH AND CANCERRIGHTS ACT OF 1998

Patients whoundergo a mastectomy and who elect breastreconstruction in connection with themastectomy are
entitled to coverage for:

o All stages of Reconstruction of the breast on which the mastectomy was performed;
e Surgery and reconstruction ofthe otherbreastto producea symmetrical appearance; and

e Prostheses andtreatmentof physical complications atall stages of themastectomy, including lymphedemas.

The Coverage will be provided subjectto the same Coinsurance, Copays and Deductibles established for other
benefits underthis Plan. Please referto the Covered Services section ofthis EOC for details.

UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT OF 1994

A Subscriber may continue his or her Coverage and Coverage for his or her Dependents during military leave of
absence in accordance with the Uniformed Services Employment and Reemployment Rights Act of 1994. Whenthe
Subscriber returns to work from a military leave of absence, the Subscriber will be given credit forthe time the
Subscriber was covered under the Planprior to the leave. Check with the Employerto see if this provision applies.
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RIGHT OF REIMBURSEMENT

A. ReimbursementRights

In the eventthe Plan makes any payments for Covered Services ona Member’s behalf, and then the Member is
later compensated by a third party forillnesses orinjuries related to those Covered Services, the Plan has a right
to reimbursement ofany and all payments made by the Plan for those Covered Services.

Specifically, the Plan has the right to be reimbursed by such Member for any andallamounts equalto the
Plan’s payments from:

e theinsuranceoftheinjured party;

e theperson,company (or combinationthereof) that caused theillness orinjury, ortheir insurance
company;or

e any othersource, includingmedical payment coverage or similar medical reimbursement policies.

In addition, the Plan’s rights include theright to reimbursement for thereasonable value of any prepaid services
rendered by Network Providers pursuant to Covered Services on the Member’s behalf.

This right of reimbursement under this provision willapply whether recovery was obtained by suit, settlement,
mediation, arbitration, or otherwise, and the Plan’s reimbursement will not be reduced by the Member’s

negligence, norby attorney fees and costs the Member incurs.
B. Debt Owed to Federal Government/Priority Right of Reimbursement

The Tennessee Valley Authority (“TVA”)is a Federal corporateagency and the Plan sponsor. Any and all
payments to which the Planis entitled pursuant to its right of reimbursement under this provision constitute
debtsowed to TVA, and TVA has anabsolute right to recover the entire amount ofany debts owedto the

agency.

In addition tothe above, the Plan shall have first lien andright to reimbursement. The Plan’s first lien
supersedes anyright the Member may haveto be “made whole”. In other words, the Planis entitled to theright
of first reimbursement out of any recovery the Member might procure regardless of whether the Member
received compensation forany damages or expenses, includingattorneys’ fees or costs. This priority right of
reimbursementsupersedes the Member’s right to be made whole from any recovery, whether fullorpartial. In
addition, the Member a grees to do nothing to prejudice or opposethe Plan’s right to reimbursement and the
Member acknowledges thatthe Plan precludes operation of the “made-whole”, “attorney-fund”, and “common-
fund” doctrines. Members agreeto reimbursethe Plan 100% first forany and all benefits provided through the
Plan,and forany costs ofrecovering such amounts from thosethird parties from any and allamounts recovered
through:

e Any settlement, mediation, arbitration, judgment, suit, or otherwise, or settlement from Your own
insurance and/or from the third party (or their insurance);

e Anyautoorrecreational vehicle insurance coverage or benefits; or

e Business and homeowner medical liability insurance coverage or payments.

The Plan may notify those parties of its lien and right to reimbursement without notice to or consent from those
parties.

This priority right of reimbursementapplies regardless of whether such payments are designated as payment for
(butnot limited to) pain and suffering, medical benefits, and/or other specified damages. It also applies
regardless of whetherthe Memberis a minor.

This priority right of reimbursement will not be reduced by attorney fees and costs the Member incurs.

The Plan may enforce its right of reimbursement a gainst, without limita tion, any tortfeasors, other responsible third
parties oragainst available insurance coverages, including underinsured motorist coverage. Suchactions maybe
based in tort, contractor other cause ofaction to the fullestextentpermitted by law.
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Notice and Cooperation

Members are required to notify the administrator promptly if they are involved in an incidentthat gives rise to
such priority right of reimbursement, to enable the administrator to protect the Plan’s rights under this section.
Members are also required to cooperate with the administrator and to execute any documents thatthe
administrator, acting on behalf of TVA the Plan sponsor, deems necessary to protectthe Plan’s rights under this
section and under Federal law with respect to debts owed to a Federalagency.

The Member shallnot do anything to hinder, delay, impede orjeopardize the Plan’s priority right of
reimbursement. Failure to cooperateorto comply with this provisionshall entitle the Planto withhold any and
all benefits duethe Memberunderthe Plan orentitle TVA to takeany otheractions necessary and permitted to
collecta debt owedto a Federalagency. Thisis in addition toany and all otherrights that the Planhas pursuant
to the provisions of the Plan’s priority right of reimbursement.

Ifthe Plan has to file suit, or otherwise litigate to enforce its priority right of reimbursement, the Member is
responsible forpayinganyandall costs, includingattorneys’ fees, the Plan incurs in addition to the amounts
recovered through the priority right of reimbursement.

Legal Action and Costs

If a Member settles any claim oraction against any third party, the Member shallbe deemed to have beenmade
whole by the settlementandthe Planshallbe entitled to collect the present value of its rights as the first priority
claim from the settlement fund immediately. The Member shallhold any such proceeds of settlement or
judgmentin trust forthe benefit of thePlan. The Planshallalso be entitled to recover reasonable attorneys’

fees incurred in collecting proceeds held by the Member in such circumstances.

Additionally, the Planhas theright to sue on the Member’s behalf, againstany person or entity considered
responsible forany condition resulting in medical expenses, to recover benefits paid orto be paid by the Plan.

Settlement or Other Compromise

Members must notify the administrator prior to settlement, resolution, court approval, oranything thatmay
hinder, delay, impedeorjeopardize the Plan’s rights so that the Planmay be presentand protectits priority right
of reimbursement.

Theright of reimbursementis based on (i) the Plan language in effect at the time of judgment, payment
or settlement, and (ii) that the payments subject to the Plan’s right of reimbursement constitute debts to
TVA, a Federal corporate agency, and under Federal law, TVA has a rightto recover any debts owed to
it by anindividual.

The Plan, orits representative, may enforce the priority right of reimbursement set forthunder this provision.

The Covered Person agrees that the proceeds subject tothe Plan’s lien are Plan assets and the Covered Person
will hold such assets asa trustee for the Plan’s benefit and shall remit to the Plan, orits representative, such
assetsuponrequest. Ifrepresented by counsel, the Covered Person a grees to direct such counsel to hold the
proceeds subject to the Plan’s lien in trust and to remit such funds to the Plan, or its representative, upon
request. Should the Covered Person violateany portion ofthis section, the Plan shallhave a right to offset
future benefits otherwise payable under this plan to the extent ofthe value ofthe benefits advanc ed under this
section to the extentnot recovered by the Plan.
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PRIVACY PRACTICES
Important Privacy Practices Notice
Effective Date: July 1,2021
Important Privacy Information

This notice describes how information we have about you may be used and disclosed, and howyou can get access to this
information. Please review it carefully.

Legal obligations

The law requires Tennessee Valley Authority (TVA). (“we,” “us,” “our”) to give this notice of privacy practices to
all ourmembers. This noticelets you know about our legalduties and your rights when it comes to your information
and privacy.

The law requires us to keep private all of the information we have about you, including your name, address, claims
information, and other information thatcan identify you. The law requires us to follow allthe privacy practices in
this notice fromthe date onthe coveruntilwe change orreplace it.

We have the right to make changes to our privacy practices and this notice at any time, butwe will send you anew
notice any timewe do. Any changes we make to this noticewill apply to allinformation we keep, including
information created orreceived before we made changes.

Please review this notice carefully and keep it on file forreference. You may askus fora copy ofthisnotice at any
time. To get one, please contactusat:

The Privacy Office
TVA

400 W Summitt Hill Drive
Knoxville, TN 37902

Youmayreachout tousat this address or phone number to ask questions or make a complaint about this noticeor
how we’ve handled your privacy rights. You may also submit a written complaintto the U.S. Departmentof Health
and Human Services (HHS). Just ask us for theiraddress, and we will give it to you.

We support yourright to protect the privacy oftheinformation we have about you. We won’t retaliate a gainst you if
you file a complaint with HHS orus.

Organizations This Notice Covers

This notice applies to TVA. We may share ourmembers’ information with BlueCross BlueShield of Tennessee, Inc.
and certain subsidiaries and affiliates of BlueCross BlueShield of Tennessee, Inc. asoutlined in this notice. If
BlueCross BlueShield of Tennessee, Inc. buys or creates new subsidiaries, they may also be required to follow the

privacy practices outlined in this notice.

Foradditional information, including TTY/TDD users, please call [insert contact and phonenumber|. Para obtener
ayuda en espafiol, lameal [insert phone number].
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How We May Use and Share Your Information

We typically use your information for treatment, payment or health care operations. Sometimes we are allowed, and
sometimes we are required, to use or disclose your information in other ways. This isusually to contribute tothe
public good, such as public health andresearch.

Some statesmay have more stringent laws. When thoselaws apply to your information, we follow the more
stringent law. Specifically, Tennesseelaw and other stateand federal laws require us to obtain your consent formost
uses and disclosuresof behavioral health information, alcohol and other substance use disorder information, and
genetic information.

Ways We May Use and Share Your Information

The following are examples of how we may useordisclose your information in accordance with federal and state
laws.

For your treatment: We may use or share your information with health care professionals who are treating you. For
example, a doctormay send us information aboutyour dia gnosis and treatment plan so we can arrange additional
care foryou from other health care providers.

To make payments: We may use or share your information to pay claims for your care or to coordinate benefits
covered under your health care coverage. For example, we may share your information with your dental providerto
coordinate payment for dental services.

For health care operations: We may useor share yourinformation to run our organization. For example, we may
use or share it to measure quality, provide you with care management or wellness programs, and to conduct audit and
otheroversightactivities.

To work with plan sponsors: We may share your information with your employer-sponsored group health plan (if
applicable) for planadministration. Please see your plan documents forall ways a plansponsor may usethis
information.

For underwriting: We may use or share your health planinformation for underwriting, premiumrating or other
activities relatingto the creation, renewal orreplacement ofa health plan contract. We’re not allowed to use or
disclose genetic information for underwriting purposes.

Research: We may useorshare your information in connection with lawful research purposes.

In the event of your death: [f youdie, we may share yourhealth planinformation with a coroner, medical examiner,
funeral director or organ procurement organization.

To help with public health and safety issues: We canshareinformation aboutyouin certain situations, suchas:
e Preventingdisease

Assisting public health authorities in controlling the spread of diseasesuchas during pandemics

Helping with product recalls

Reportingnegative reactions to medications

Reporting suspected abuse, neglect or domestic violence

Preventing orreducinga serious threatto anyone’s health or sa fety

As required by law: We mayuse orshare yourinformationas required by state or federal law.

To comply with a courtor administrative order: Under certain circumstances, we may share your information in
response to a court or administrative order, subpoena, discovery request or other lawful process.
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To address workers’ compensation, law enforcement and other government requests: We can use or share
informationabout you:

Forworkers’ compensation claims

Forlaw enforcementpurposes, or with a law enforcement official

With health oversightagencies for legalactivities

To comply with requests from the military or other authorized federal officials

With your permission: Some uses and disclosures of information require your written authorization, including
certain instances if you wantus to share your information with anyone. You may cancel your authorization in writing
atanytime, but doingso won’t affect use or disclosure that happened while your authorization was valid.

Forexample, we would need your written authorization for:
e Mostusesand disclosures of psychotherapynotes
e Usesand disclosures of your health plan information for marketing
e Saleofyourhealthplan information
e Otheruses anddisclosures notdescribed in this notice

We will let you know if any of these circumstances arise.
Your Individual Rights

To access your records: You have theright to view and get copies of your information that we maintain, with some
exceptions. You must make a writtenrequest, usinga form available from the Privacy Office, to get access to your
information.

Ifyou ask forcopies of your information, we may charge youa reasonable, cost-based fee for stafftime, and postage
if you want us to mail the copies to you. Ifyouask for this information in another format, this charge will reflect the
cost of giving you the information in that format. If youprefer, you may request a summary or explanation of your
information, which may also result in a fee. For details about fees we may charge, please contact the Privacy Office.

To see who we’ve disclosed your information to: You have theright to receive a list of mostdisclosures we (ora
business associate on our behalf) made of your information, other than for the purpose of treatment, payment or
health care operations, within the past six years. This list will include the date ofthedisclosure, what information was
disclosed, the name of theperson orentity it was disclosed to, the reason for the disclosure and some other
information.

Ifyou ask forthis list of disclosures morethanonce in a 12 -month period, we may charge youbased on thecost of
respondingto those additional requests. Please contact the Privacy Office fora more detailed explanation ofthese
charges.

To ask for restrictions: You have theright to ask forrestrictions on how we use or disclose yourhealth plan
information. We’re not required to agree to these requests except in limited circumstances. [f we agree to a
restriction, you and we will agree to the restriction in writing. Please contact the Privacy Office for more informatio n.

To getnotified ofa breach: Thelaw requires us to notify you a fter the unauthorized acquisition, access, use, or
disclosure of yourunsecured information that compromises the security or privacy of the information. This notice
must include various data points, suchas:

The date ofthebreach

The type of data disclosed

Who accessed, used or disclosed the information without permission

Who received your information, if known

What we did orwill do to prevent future breaches

To ask for confidential communications: You havethe right to askus in writing to send your information toyouat
a different address orby a differentmethod if you believe that sending informationto you in the normal manner will
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putyouin danger. We haveto grant yourrequestif it’s reasonable. We will also need information from you,
includinghow and where to communicate with you. Yourrequest must not interfere with payment of your premiums.

Ifthere’s an immediatethreat, youmay make yourrequest by callingthe Member Service number on the back of
your Member ID card orthe Privacy Office. Please follow up your call with a written requestas soon as possible.

To ask for changes to your personalinformation: You have the right to request in writingthat we revise your
information. Yourrequestmust be in writingand explain why the informationshouldbe revised. We may deny your
request, forexample, if we received (but didn’t create) the information you want to amend. If we deny yourrequest,
we will write to let you know why. If youdisagree with our denial, you may send us a written statement that we will
include with your information.

If we grant yourrequest, we will make reasonable efforts to notify people younameabout this change. Any future
disclosures of that information will be revised.

To request another copy of this notice: You can ask fora paper copy of this notice at any time, evenif you got this
notice by email or from our website. Pleasecontact the Privacy Officeat the address above.

To choose a personal representative: You may choose someone to exercise your rights on your behalf, such as a

power of attorney. Youmay also have alegalguardian exercise your rights. We will work withyouif you’d
like to make this effective.
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