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Dear Member:

BlueCross BlueShield of South Carolina (BlueCross) is pleased to provide your Preferred Blue® Plan of
Benefits. BlueCross provides you and your covered family members with cost-effective health care
coverage both locally and on a nationwide basis.

Please refer to the Benefits outlined in this Plan of Benefits for all your health care coverage.

The Blue Cross and Blue Shield networks offer the best geographic access to Providers and Hospitals of
any Preferred Provider Organization (PPO) in the nation. This national coverage is available through the
BlueCard®Program in which all BlueCross Plans participate. For more Provider information visitour website
at www.SouthCarolinaBlues.com.

Blue Medicare Solutions:

Medicare is a federal program to help people age 65 and over (or under 65 for those who qualify) cover
healthcare costs. Today, many people are working longer and delaying retirement. Just because you
continue to work doesn’t mean you can’t take advantage of the savings available through the Medicare
program. BlueCross BlueShield of South Carolina offers a portfolio of Medicare products with low premiums
and rich benefits. Once you turn 65, the Corporation wants you to consider all of your Medicare options,
and potentially save money. Call the Corporation at 855-542-4376 for more information.

We welcome you to our family of health care coverage through BlueCross and look forward to meeting your
health care needs.

BlueCross BlueShield of South Carolina is an independentlicensee of the Blue Cross and Blue Shield
Association.
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VISIT OUR WEBSITE AND MOBILE SITE

Through our Member website, www. SouthCarolinaBlues.com, you can access My Health Toolkit®, a
source for instant, personalized Benefits and health information. As a Member, you can take full
advantage of this interactive website to complete a variety of self-service transactions online from
wherever you have Internet access. Need to access your Member ID card digitally or order a
replacement? Need to check the status of a claim or download claim forms? Need to print an
Explanation of Benefits (EOB)?

You also can use such self-help tools as:
View the status of your eligibility, deductible, out-of-pocket and any healthcare account balances.

The Doctor and Hospital Finder is where you get the most recent information on our network of
medical Providers and Hospitals. Search by name, address, gender, specialty and Hospital affiliation.
You can also get information about medical schools attended, board certification status, languages
spoken, handicap access, maps and driving directions.

With Shopping for Care, you can find health care Providers and services within our vast Provider
network, check out cost information (where available) to make sure you're getting the care you need at
the best possible price and see reviews from other patients who have rated a Provider youre
considering. You can also identify Blue Distinction® Specialty Care Hospitals.

Our Shopping for Care feature also includes cost estimates to help you find the right care at the right
price. Estimates help you avoid surprises when the bills come as costs for a medical procedure — like
an ultrasound, a checkup, X-rays or joint replacement — can vary by hundreds of dollars. From My
Health Toolkit®, under the Resources tab, click Find a Doctor or Hospital under Shopping for Care. As
you explore the Find Care categories further, you'll see a Cost Estimates tab that's loaded with price
information about hundreds of procedures, from mammograms and MRIs to allergy testing, sleep
studies, physical therapy and various types of surgery.

On the go? The My Health Toolkit® mobile app is available in both the App Store and Google Play. With
your personal account you can:

e Check the status of your claims

e View and share your digital ID card

e Confirm your coverage for services

e Find a Provider or Hospital in your network

e Manage your medical spending accounts, if applicable
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IMPORTANT INFORMATION ABOUT YOUR HEALTH COVERAGE:

The Benefits you receive will depend on whether the Provider of medical services is a Participating or Non-
Participating Provider. You will receive the maximum Benefits that can be paid if you use Participating
Providers and you get Preauthorization, when required, before getting medical care. The amount you have
to pay may increase when you do not use Participating Providers and if you do not get Preauthorization.

BlueCross makes every effort to contract with Providers that practice at participating Hospitals. Members
of the Blue Crossand Blue Shield Association (BCBSA) also attempt to contractwith Providers that practice
at participating Hospitals. For various reasons, some Providers may elect not to contract as Participating
Providers. If you use a Non-Participating Provider, you may have no protection from balance billing from
the Provider, except where prohibited by applicable law.

MGPBInt-NGF (Rev. 01/20)



HOW TO GET HELP

How to get help with claims or Benefit guestions:

e From Columbia, South Carolina, dial 803-264-0015
e From anywhere else in or out of South Carolina, dial 800-760-9290

How to get help on Preauthorization:

For radiation oncology Services, Magnetic Resonance Imaging (MRIs), Magnetic Resonance Angiography
(MRAs), Computerized Axial Tomography (CAT) scans or Positron Emission Tomography (PET) scans and
musculoskeletal care in an outpatient facility:

e 866-500-7664

For all other medical care:

e 803-736-5990 from the Columbia, South Carolina area
e 800-327-3238 from all other South Carolina locations
e 800-334-7287 from outside South Carolina

Please do not call these numbers for claims inquiries.

Please note that Preauthorization is required for certain procedures. Please contact your Provider for
additional information.

Preauthorization for Mental Health Services and Substance Use Disorder Services:

e 803-699-7308 from the Columbia, South Carolina area
800-868-1032 from all other areas

Prescription Drug coverage is handled by OptumRx, an independent company that provides phamacy
Benefits on behalf of BlueCross.

For assistance outside the United States:

You may also call 800-810-BLUE (2583) when traveling outside the United States for assistance with
locating an international Provider, in translating foreign languages and submitting claims.
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Blue CareOnDemand*™:

The Corporation provides you with access to Blue CareOnDemand, a Telehealth service. Blue
CareOnDemand is powered by Amwell. Amwell is an independent company that provides Telehealth
hosting and software services on behalf of BlueCross. Blue CareOnDemand licensed health care
professionals can treat many of the most common health issues such as cold and flu symptoms and other
specialties. Telehealthis nota replacement forprimary care doctors. Members should
maintain relationships with their primary care doctors and continue scheduling office visits for preventive
care. We encourage Members to use the convenience of Blue CareOnDemand for treating unexp ected,
non-emergency health issues. Members can use Blue CareOnDemand to seek treatment from U.S.
licensed healthcare professionals twenty-four (24) hours per day, seven (7) days per week and three
hundred sixty-five (365) days per year through the convenience of video consultation.

There are two (2) ways for Members to register and create their patient profiles:
1. Download the "Blue CareOnDemand’” mobile app from iTunes or Google Play.
2. Visit www.BlueCareOnDemandSC.com.

Once registered, Members can log in to the mobile app or website as needed and consult with doctors
through video visits.

Complex Care Management:

The Corporation provides you with access to Complex Care Management, a unique patient support and
education program which provides you with a registered nurse case manager to assist you in making
informed decisions about your health care when you're seriously ill or injured. Participation in the program
is voluntary and at no costto Members. For more information, call: 800-868-2500, extension 42648.

Essential Advocate:

The Corporation provides you and your Dependents with access to Essential Advocate, a program that
includes immediate care with the 24-hour Nurse Advisor plus the unique service of our health advocacy
program tailored to bridge the gap between care and Benefits, Provider and patient, and Hospital and home.
Members will experience personal support and receive individualized assistance provided by experienced
healthcare and Benefit experts. The health advocates assist Members:

e Locating Providers through the BlueCross Doctor & Hospital Finder.

e Using online tools for treatment options and cost estimates.

e Educating Members on health plan Benefits and how they work.

e Researching current treatments.

¢ Resolution of health care claims.

e Preparing Members and family members for medical appointments.

¢ Understanding eldercare issues.

e Arranging transportation relating to medical needs.

¢ Navigating the BlueCross website, including cost estimator and quality tools.
¢ And much more.

Call 855-638-5839 to speak with a registered nurse or health advocate.
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Health Coaching — Chronic Condition:
The Corporation provides you with access to Health Coaching — Chronic Condition, a program designed
to help Members with the following conditions live healthier lives:

Attention deficit hy peractivity disorder
Asthma (pediatric and adult)

Bipolar disorder

Coronary artery disease

Chronic heart failure

Chronic obstructive pulmonary disease
Depression

Diabetes (pediatric and adult)
Hypertension (high blood pressure)
Hyperlipidemia (high cholesterol)
Metabolic health

Migraine

Recovery support

Stress Management

As a participant in Health Coaching— Chronic Condition, you will receive personalized information and
tools to help you learn more about your condition and ways to improve your health. You will also have
access to a personal health coach — a healthcare professional who can help you reach your health goals.

If you are identified as someone with one of the conditions listed above who could benefit from the program,

you will be automatically enrolled. If you do not wish to participate, you can disenroll by calling 855-838-
5897.

Health Coaching — Lifestyle:

The Corporation provides you with access to the Health Coaching — Lifestyle bundle, a collection of
programs designed to help you improve your health and wellness lifestyle such as kicking a habit, exercising
more or switching up your diet. You may also receive guidance as you adjust to a major change in your
life, such as pregnancy. A health coach will provide support and help you create an action plan to meet
your personal goals. The bundle includes the following programs:

Back care

Maternity (preconception, maternity and postpartum care)
Tobacco-free living

Weight management (adults and Children)

To participate, call 855-838-5897.

My Diabetes Discount Program:

The Corporation provides you with access to the My Diabetes Discount Program, a program which gives
Members access to more affordable insulin to help manage their Type 1 or Type 2 diabetes. Members who
meet the eligibility criteria will be automatically enrolled in the program. Eligible Members will receive
communication welcoming them to the program as well as advising them of the ongoing requirements they
must meet to remain enrolled in the program. While enrolled in the My Diabetes Discount Program,
Members will receive their insulin at a reduced Copayment.
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My Health Novel:

The Corporation provides you with access to My Health Novel. If you wish to make healthy lifestyle
changes and need assistance in managing your health goals, log onto My Health Toolkit to complete an
assessment to determine if you are eligible to participate in programs offered through My Health Novel.
Members who are eligible to participate will be matched to programs based on their risk factors, interests
and preferred method of participation (i.e., in person or on-line).

Proactive Member Messaging:

The Corporation provides you with access to Proactive Member Messaging, a program that offers
wellness reminders and program specific promotions. Proactive Member Messaging is offered through
Relay®, a text marketing communications channel. Relay Network, LLC is an independent company that
provides the Proactive Member Messaging program on behalf of BlueCross. To participate, call 844-206-
0623.

Rally:
The Corporation provides you with access to Rally, a program that can help guide you toward positive

lifestyle choices. Once you have completed the confidential Rally Health Survey, you will receive your
Rally age which may be higher or lower than your physical age based on risk factors and healthy
behaviors. This program provides missions and challenges that improve overall health and
wellbeing. Along the way, you will earn chances to enter prize sweepstakes. Rally is a product of Rally
Health Inc. Rally Health Inc. is an independent company that provides the Rally program on behalf of
BlueCross. To access the Rally Health Survey, login to My Health Toolkit. For more information, call 844
334-4944.
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HOW TO FILE CLAIMS

Participating Providers have agreed to file claims for healthcare services they rendered to you. However,
in the event a Provider does not file a claim for such services, it is your responsibility to file the claim. f
you choose to use a Non-Participating Provider, you are responsible for filing your claim.

Once the claim has been processed, you will have quick access to an EOB through our website or by
contacting customer service. The EOB explains who provided the care, the kind of service or supply
received, theamountbilled, the Allowable Charge, the Coinsurance rate and the amountpaid. It also shows
Benefit Year Deductible information and the reasons for denying or reducing a claim. Please see this Plan
of Benefits for more information.

The only time you must pay a Participating Provider is when you have a Benefit Year Deductible,
Coinsurance, Copayment or when you have services or supplies that are not Covered Expenses under
your Plan of Benefits.

If you need a claim form, you may obtain one from us at the address below or print a copy from the website.
You can also call us at the telephone numbers listed on the previous page, and we will send you a fomm.
After filling out the claim form, send it to the address below:

BlueCross BlueShield of South Carolina
Claims Service Center

Post Office Box 100300

Columbia, South Carolina 29202

Please refer to Article Xl of this Plan of Benefits for more information on filing a claim.
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SCHEDULE OF BENEFITS

Employer Contract Number: 70-84733-08 through 14, 20, 22, 24 and 26
Employer: City of Beaufort
HDHP Plan
Plan of Benefits Effective Date: July 1, 2022

This Schedule of Benefits and the Benefits described herein are subject to all terms and conditions of this
Plan of Benefits. In the event of a conflict between this Plan of Benefits and this Schedule of Benefits, this
Schedule of Benefits shall control. Capitalized terms used in this Schedule of Benefits have the meaning
given to such terms in this Plan of Benefits.

To maximize your Benefits, seek medical services froma Participating Provider. Please call 800-810-BLUE
(2583) or access our website at www. SouthCarolinaBlues.com to find out if your Provider is a Participating
Provider.

GENERAL PROVISIONS

When a Benefit is listed below and has a dollar or percentage amount associated with it then the
Benefit will be provided to Members subject to the terms of this Plan of Benefits. When a Benefit
has a "Covered" notation associated with it, the Benefit will pay based on the location of the
service (e.g. inpatient, outpatient, office). When a Benefit has a "Non-Covered" notation
associated with it, the Benefit is not available to the Member. All Benefits are subject to the dollar
or percentag_je amount limitation associated with each Benefit in this Schedule of Benefits.

For Employees hired after the first day of the month:

Coverage for new Employees hired following the Effective Date of this
Plan of Benefits will commence on the first monthly Effective Date
following thirty (30) days of employment.

Probationary Period:
For employees hired on the first day of the month:

Coverage for new Employees hired following the Effective Date of this
Plan of Benefits will commence on the first monthly Effective Date
following sixty (60) days of employment.

In addition to meeting the
requirements contained in
this Plan of Benefits; the
maximum age limitation to
qualify as a Dependent
Child is:

A Child under the age of twenty-six (26).

Actively at Work:
Minimum hours per week: | At least thirty (30) hours per week.

Minimum weeks per year: | At least forty-eight (48) weeks per year.
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The column to the right
identifies other group
classifications, as defined
by the Employer, that may
participate in this Plan of
Benefits:

Retirees
Appointed/Elected Officials

Benefit Year Deductible:

$7,200 per family with no one Member meeting more than $3,600 for
Participating Providers (includes Non-Participating Providers of
ambulance services, Emergency Services, and non-Emergency
Services furnished at certain Participating Provider facilities).

$7,200 per family with no one Member meeting more than $3,600 for
Non-Participating Providers.

Employees and/or their spouses may individually earn two credits
toward the Benefit Year Deductible for services rendered at a
Participating Provider. Each creditis valued at $375. Any earned credits
will be applied to the current Benefit Year only and will not be carried
over for use in another Benefit Year. For complete details see your
Employer or call Customer Service at the number listed in the front of
this booklet.

Other than as specified above, Covered Expenses for services
rendered by Participating or Non-Participating Providers will be applied
only to the Participating Provider Benefit Year Deductible or the Non-
Participating Provider Benefit Year Deductible, respectively.

Out-of-Pocket Maximums
for Participating Providers
(generally includes Non-
Participating Providers of
ambulance services,
Emergency Services, and
non-Emergency Services
furnished at certain
Participating Provider
facilities):

$10,000 per family with no one Member meeting more than $5,000.

All Benefit Year Deductibles, Coinsurance and Copayments incurred,
with the exception of chiropractic services, will contribute to the Out-of-
Pocket Maximum.

All Allowable Charges are paid at 100% after the Out-of-Pocket
Maximum is met. If Coinsurance does not contribute to the Out-of-
Pocket Maximum, the percentage of reimbursement does not change
from the amount indicated on the Schedule of Benefits.

Coinsurance, Benefit Year Deductibles and Copayments for services
rendered by Participating or Non-Participating Providers will be applied
only to the Participating Provider Out-of-Pocket Maximum or the Non-
Participating Provider Out-of-Pocket Maximum, respectively.
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Out-of-Pocket Maximums
for Non-Participating
Providers:

$21,700 per family with no one Member meeting more than $10,850.

Coinsurance for chiropractic services and Copayments do not
contribute to the Out-of-Pocket Maximum determination.

Allowable Charges are paid at 100% after the Out-of-Pocket Maximum
is met. If Coinsurance does not contribute to the Out-of-Pocket
Maximum, the percentage of reimbursement does not change from the
amount indicated on the Schedule of Benéefits.

Other than as specified above, Coinsurance and Benefit Year
Deductibles for services rendered by Participating or Non-Participating
Providers will be applied only to the Participating Provider Out-of+Pocket
Maximum or the Non-Participating Provider Out-of-Pocket Maximum,
respectively.

paid.

Benefit Year Deductibles and any Copayments must be met before any Covered Expenses can be

07/01.

This Schedule of Benefits applies during the 7/1 through 6/30 Benefit Year. The Anniversary Date is

In the event that two or more Members of one family incur charges for Covered Expenses as a result of
injuries received in the same accident, only one Benefit Year Deductible will be applied to Covered
Expenses that are incurred by all such Members as a result of injuries sustained in that same accident.

Affordable Care Act (ACA).

There are no annual or lifetime dollar limitations on essential health Benefits as defined by the

MGPBsch-NGF (Rev. 01/20)




PREAUTHORIZATION

All Admissions require Preauthorization

If Preauthorization is not obtained, room and board charges will be
denied. Other services may also require preauthorization.

Inpatient
All charges will be denied for human organ and tissue transplant
services not performed at a Blue Distinction® Center of Excellence or a
transplant center approved by the Corporation in writing.
Preauthorization is required for certain outpatient Benefits. Please
contact your Provider for additional information.
Outpatient

Benefits for outpatient services that require Preauthorization will be
reduced by 50% of the Allowable Charge when Preauthorization is not
obtained or approved by the Corporation.

Mental Health Services and
Substance Use Disorder
Services

Preauthorization is required for certain Mental Health Services and
Substance Use Disorder Services. Please contact your Provider for
additional information.

Benefits for ABA related to Autism Spectrum Disorder will be denied
when Preauthorization is not obtained or approved by the Corporation.
If Preauthorization is not obtained or approved by the Corporation for
facility-based inpatient services, charges for room and board will be
denied. Benefits for psychological testing, rTMS and facility-based
outpatient services will be reduced by 50% of the Allowable Charge
when Preauthorization is not obtained or approved by the Corporation.

Pharmacy

Please refer to the Corporation’s website for a complete list of
Prescription Drugs and Specialty Drugs that require Preauthorization.
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ADMISSIONS/INPATIENT BENEFITS OTHER THAN MENTAL HEALTH SERVICES
AND SUBSTANCE USE DISORDER SERVICES

Participating Provider

Non-Participating Provider

Hospital charges for room and
board related to Admissions

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’s charge

All other (non-emergency)
Benefits in a Hospital during an
Admission (including for
example, facility charges related
to the administration of
anesthesia, obstetrical services
including labor and delivery
rooms, drugs, medicine, lab and
X-ray services)

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member’s
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’'s charge

Inpatient physical rehabilitation
services when Preauthorized by
the Corporation and performed
by a Provider designated by the
Corporation

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’'s charge

Hospital Admission resulting
from an emergency room visit

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member’s
Benefit Year Deductible

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member’s
Participating Provider Benefit
Year Deductible

If the Provider satisfies advance
patient notice and consent
requirements, the Member may
be required to pay the balance of
the Provider’s charge
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Participating Provider

Non-Participating Provider

Skilled Nursing Facility
Admissions, limited to sixty (60)
days per Member per Benefit
Year

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’'s charge
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OUTPATIENT BENEFITS OTHER THAN MENTAL HEALTH SERVICES
AND SUBSTANCE USE DISORDER SERVICES

Participating Provider

Non-Participating
Provider ata
Participating Provider
facility

(unless the Provider
satisfies advance
patient notice and
consent
requirements)

Non-Participating
Provider at a Non-
Participating Provider
facility

(or at a Participating
Provider facility if
advance patient
notice and consent
requirements are met)

Hospital and
Ambulatory Surgical
Center charges for
Benefits provided on
an outpatient basis,
including: lab, X-ray
and other diagnostic
services

The Corporation pays
70% of the Allowable
Charge after the Benefit
Year Deductible

The Member pays the
remaining 30% of the
Allowable Charge after
meeting the Member's
Benefit Year Deductible

The Corporation pays
70% of the Allowable
Charge after the
Participating Provider
Benefit Year Deductible

The Member pays the
remaining 30% of the
Allowable Charge after
meeting the Member's
Participating Provider
Benefit Year Deductible

The Corporation pays
50% of the Allowable
Charge after the Benefit
Year Deductible

The Member must pay
the balance of the
Provider’s charge

Participating Provider

Non-Participating Provider

Outpatient emergency room

services

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Participating Provider Benefit
Year Deductible
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Participating Provider

Non-Participating Provider

Surgery

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

For certain surgeries performed
by a Non-Participating Provider
at certain Participating Provider
facilities (unless the Provider
satisfies advance patient notice
and consent requirements):

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible

The Member generally pays the
remaining 30% of the Allowable
Charge after meeting the
Member’s Participating Provider
Benefit Year Deductible

For all other surgeries:

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’'s charge

All other covered outpatient
Benefits

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’'s charge
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PROVIDER SERVICES OTHER THAN MENTAL HEALTH SERVICES
AND SUBSTANCE USE DISORDER SERVICES

Participating Provider

Non-Participating Provider

Provider Services in a Hospital
(non-emergency)

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’s charge

Surgical Services, when
rendered in a Hospital or
Ambulatory Surgical Center

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member’s
Benefit Year Deductible

For certain Surgical Services
performed by a Non-Participating
Provider at certain Participating
Provider facilities (unless the
Provider satisfies advance
patient notice and consent
requirements):

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible

The Member generally pays the
remaining 30% of the Allowable
Charge after meeting the
Member’s Participating Provider
Benefit Year Deductible

For all other Surgical Services:
The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge
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Participating Provider

Non-Participating Provider

Provider Services for treatment
in a Hospital outpatient
department or Ambulatory
Surgical Center

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

For certain Provider Services
performed by a Non-Participating
Provider at certain Participating
Provider facilities (unless the
Provider satisfies advance
patient notice and consent
requirements):

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Participating Provider Benefit
Year Deductible

For all other Provider Services
for treatment in a Hospital
outpatient department or
Ambulatory Surgical Center:

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’'s charge

Services in the Provider's office,
including contraceptives and
birth control devices

This Benefit does notinclude
preventive Benefits offered under
the ACA. See the preventive

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’s charge

Benefits section in this Schedule | Benefit Year Deductible
of Benefits for payment of
preventive Benefits under the
ACA.
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Participating Provider

Non-Participating Provider

Provider Services in the
Member's home

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’'s charge

Second Surgical Opinion

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member’s
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’'s charge

All other Provider Services

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge
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MENTAL HEALTH SERVICES AND SUBSTANCE USE DISORDER SERVICES

Participating Provider

Non-Participating Provider

Inpatient Hospital charges for
Mental Health Services and
Substance Use Disorder
Services

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’s charge

Inpatient Hospital Admission
resulting from an emergency
room visit for Mental Health
Services and Substance Use
Disorder Services

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member’s
Benefit Year Deductible

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member’s
Participating Provider Benefit
Year Deductible and Copayment

If the Provider satisfies advance
patient notice and consent
requirements, the Member may
be required to pay the balance of
the Provider’s charge

Residential Treatment Center
Admissions for Mental Health
Services and Substance Use
Disorder Services

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’'s charge

Outpatient Hospital or clinic
charges for Mental Health
Services and Substance Use
Disorder Services

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member’s
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’'s charge
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Participating Provider

Non-Participating Provider

Inpatient Provider charges for
Mental Health Services and
Substance Use Disorder
Services

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

For certain Inpatient Provider
Services performed by a Non-
Participating Provider at a
Participating Provider facility
(unless the Provider satisfies
advance patient notice and
consent requirements):

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible

The Member generally pays the
remaining 30% of the Allowable
Charge after meeting the
Member’s Participating Provider
Benefit Year Deductible

For all other Inpatient Provider
Services:

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

Outpatient or office Provider
charges for Mental Health
Services and Substance Use
Disorder Services

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member’s
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

MGPBsch-NGF (Rev. 01/20)

13




Participating Provider

Non-Participating Provider

Outpatient emergency room
services for Mental Health
Services and Substance Use
Disorder Services

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member’s
Benefit Year Deductible

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member’s
Participating Provider Benefit
Year Deductible
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OTHER SERVICES

Participating Provider

Non-Participating Provider

Airambulance service

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Participating Provider Benefit
Year Deductible

Ground ambulance service

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible

The Member must pay the
balance of the Provider’'s charge

Durable Medical Equipment,
Prosthetics and Orthopedic
Devices

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

Non-Covered

Medical Supplies

Covered

Covered

Home Health Care, limited to
sixty (60) visits per Member per
Benefit Year

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member’s
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’'s charge
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Participating Provider

Non-Participating Provider

Hospice Care, limited to six (6)
months per episode

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’'s charge

Colorectal cancer screenings
limited to:

e One (1) fecal occult
blood testing of three (3)
consecutive stool
samples per Benefit
Year

e One (1) flexible
sigmoidoscopy every five
(5) years

e One (1) double contrast
barium enema every five
(5) years

e One (1) colonoscopy
every ten (10) years

Covered

Covered

ABA related to Autism Spectrum
Disorder

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

Non-Covered

Provider charges for
rehabilitation related to physical
therapy and occupational therapy
(Limited to a combined thirty (30)
visits per Member per Benefit
Year)

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’'s charge
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Participating Provider

Non-Participating Provider

Provider charges for habilitation
related to physical therapy and
occupational therapy (Limited to
a combined thirty (30) visits per
Member per Benefit Year)

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’'s charge

Rehabilitation related to speech
therapy (Limited to twenty (20)
visits per Member per Benefit
Year)

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member’s
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’'s charge

Habilitation related to speech
therapy (Limited to twenty (20)
visits per Member per Benefit
Year)

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

Human organ and tissue
transplant services

Human organ and tissue
transplant services are only
covered if provided at a Blue
Distinction® Center of Excellence
or a transplant center approved
by the Corporation in writing

Provider charges are subject to
the Benefit Year Deductible

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

Non-Covered

Allergy injections

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge
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Participating Provider

Non-Participating Provider

Chiropractic services, including
modalities, spinal
manipulation/subluxation, related
X-rays, limited to $1,500 per
Member per Benefit Year

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’'s charge

Oxygen

Covered

Covered

Impacted tooth removal

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider’'s charge

Sustained Health services
related to an annual physical
exam (limited to $300 per
Member per Benefit Year)

This Benefit does notinclude
preventive Benefits offered under
the ACA. Payment will be made
forthe ACA preventive Benefits
prior to Sustained Health
services. See the preventive
Benefits section in this Schedule
of Benefits for payment of
preventive Benefits under the
ACA.

The Corporation pays 100% of
the Allowable Charge

Non-Covered
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PREVENTIVE BENEFITS

The Benefit Year Deductible does not apply to these Benefits

Participating Provider

Non-Participating Provider

Preventive Benefits under the
Affordable Care Act (ACA) (Refer
to www.healthcare.qov for
guidelines)

Covered

Non-Covered

Pap smear screenings (the
report and interpretation only,
limited to one (1) per Member
per Benefit Year)

The Corporation pays 100% of
the Allowable Charge

Non-Covered

Prostate screenings, limited to
one (1) per Member per Benefit
Year

The Corporation pays 100% of
the Allowable Charge

Non-Covered

Gynecological exam (limited to
two (2) per Member per Benefit
Year)

The Corporation pays 100% of
the Allowable Charge

Non-Covered

In South Carolina:

SC Mammography Network

All Other Providers

Mammography screenings
(limited to one (1) per Benefit
Year for any female Member age
forty (40) or older)

The Corporation pays 100% of
the Allowable Charge

Non-Covered

Outside South Carolina:

Out-of-State Participating
Providers

All Other Providers

Mammography screenings
(limited to one (1) per Benefit
Year for any female Member age
forty (40) or older)

The Corporation pays 100% of
the Allowable Charge

Non-Covered
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PRESCRIPTION DRUG BENEFIT

Prescription
Drugs

Mail Service/Home
Delivery Pharmacy

Participating
Pharmacy

All Other
Pharmacies

Generic Drugs

The Member pays
30% of the Allowable
Charge for each
prescription or refill
after the Benefit Year
Deductible*,up to a
90 day supply

The Member pays
30% of the Allowable
Charge for each
prescription or refill
after the Benefit Year
Deductible*,up to a
90 day supply

The Member will be
responsible for 100%
of the Allowable
Charge at the
pharmacy then will be
reimbursed at 50%
after a 30%
Coinsurance per
Member for each
prescription or refill
after the Benefit Year
Deductible*, up to a
90 day supply

Brand Name Drugs

Members are encouraged to
utilize Generic Drugs when
available and may be subject
to a penalty if not

The Member pays
30% of the Allowable
Charge for each
prescription or refill
after the Benefit Year
Deductible*,up to a
90 day supply

The Member pays
30% of the Allowable
Charge for each
prescription or refill
after the Benefit Year
Deductible*,up to a
90 day supply

The Member will be
responsible for 100%
of the Allowable
Charge at the
pharmacy then will be
reimbursed at 50%
after a 30%
Coinsurance per
Member for each
prescription or refill
after the Benefit Year
Deductible*, up to a
90 day supply

**Contraceptives: oral
contraceptives, cervical cap,
diaphragms, emergency
contraception, female
condom, implantable rod,
intrauterine device (IUD),
patch, shot/injection,
spermicide, sponge, vaginal
contraceptive ring and
approved sterilization
procedures for women

A complete list of specific
Prescription Drugs or supplies
covered at 100% is available
at

www. SouthCarolinaBlues.com

Prescription Drugs will
be covered at 100%,
up to a 90 day supply

Prescription Drugs will
be covered at 100%,
up to a 90 day supply

The Member will be
responsible for 100%
of the Allowable
Charge at the
pharmacy then will be
reimbursed at 100%,
up to a 90 day supply

Prescription
Drugs

Mail Service/Home
Delivery Pharmacy

Participating
Pharmacy

All Other
Pharmacies
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***All other contraceptives
(Prescription Drugs)

Covered

Covered

Covered

Sexual dysfunction
Prescription Drugs

Non-Covered

Non-Covered

Non-Covered

Tobacco cessation
Prescription Drugs

Covered

Covered

Covered

Obesity/weight control
Prescription Drugs

Non-Covered

Non-Covered

Non-Covered

Infertility Prescription Drugs

Non-Covered

Non-Covered

Non-Covered

Cosmetic Prescription Drugs

Non-Covered

Non-Covered

Non-Covered

Travel vaccinations

Non-Covered

Non-Covered

Non-Covered

Prescription Drug deductible

$0 (No Prescription
Drug deductible)

$0 (No Prescription
Drug deductible)

$0 (No Prescription
Drug deductible)

Prescription Drug Out-of-
Pocket Maximum

$0 (No Prescription
Drug Out-of-Pocket
Maximum)

$0 (No Prescription
Drug Out-of-Pocket
Maximum)

$0 (No Prescription
Drug Out-of-Pocket
Maximum)

Insulin for Members enrolled
in the My Diabetes Discount
Program

(see the Introduction section
for information about the My
Diabetes Discount Program)

The Member pays a
30% of the Allowable
Charge foreach
prescription or refill,
up to a maximum of
$20

The Member pays a
30% of the Allowable
Charge foreach
prescription or refill,
up to a maximum of
$20

The Member will be
responsible for 100%
of the Allowable
Charge at the
pharmacy then will be
reimbursed at 50%
after the Member pays
30% of the Allowable
Charge for each
prescription or refill,
up to a maximum of
$20

Diabetic syringes and
supplies

Covered

Covered

Covered
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Prescription
Drugs

Mail Service/Home
Delivery Pharmacy

Participating
Pharmacy

All Other
Pharmacies

Syringes and related supplies
for conditions such as cancer
orburns, test tape, surgical
trays and renal dialysis
supplies

Non-Covered

Non-Covered

Non-Covered

*Covered Expenses for Prescription Drugs are integrated with the Benefit Year Deductible.
**Contraceptives listed above are covered under the participating medical Benefits at the same

payment levels. Refill quantities for the contraceptives listed above may vary.

***All other contraceptives are paid at the Generic and Brand Name Drug payment levels.
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SPECIALTY DRUG BENEFIT

Participating
Pharmacy

All Other
Pharmacies

Specialty Drugs

The Member pays 30% of the
Allowable Charge for each
prescription or refill after the
Benefit Year Deductible*, up to a
31 day supply

Non-Covered

*Covered Expenses for Prescription Drugs are integrated with the Benefit Year Deductible.
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ARTICLE | - DEFINITIONS

Capitalized terms that are used in this Plan of Benefits shall have the following defined meanings:
ACA: the Affordable Care Act of 2010, as amended.

Accountable Care Organization (ACO): a group of healthcare Providers who agree to deliver
coordinated care and meet performance benchmarks for quality and affordability in order to manage the
total cost of care for their Member populations.

Actively at Work: a permanent, full-time Employee who works at least the minimum number of hours per
week and the minimum number of weeks per year (each as set forth on the Schedule of Benefits) and
who is not absent from work during the initial enrollment period because of a leave of absence or
temporary layoff. An absence during the initial enroliment period due to a Health Status-Related Factor
will not keep an Employee from qualifying for Actively at Work status.

Admission: the period of time between a Member's admission as a patient into a Hospital or Skilled
Nursing Facility and the time the Member leaves or is discharged.

Adverse Benefit Determination: any denial, reduction or termination of, or failure to provide or make (in
whole or in part) payment for a claim for Benefits, including any such denial reduction, termination, or
failure to provide or make payment that is based on a determination of a Member’s eligibility to participate
in a Plan, and including a denial, reduction or termination of, or failure to provide or make payment (in
whole or in part) for a Benefit which results from the application of any utilization review as well as a
failure to cover an item or services for which Benefits are otherwise provided because it is determined to
be Investigational or Experimental or not Medically Necessary or appropriate. An Adverse Benefit
Determination includes any cancellation or discontinuance of coverage that has retroactive effect
(whether or not there is an adverse effect on any particular Benefit), except to the extent attributable to a
failure to pay any required Premiums or Employee contributions.

Allowable Charge: the amount the Corporation or a licensee of the Blue Cross and Blue Shield
Association (BCBSA) agrees to pay a Provider as payment in full for a service, procedure, supply or
equipment. Additionally:

1. The Allowable Charge shall not exceed the Maximum Payment;

2. The Allowable Charge for Emergency Services provided by Non-Participating Providers will pay
in accordance with the definition of Maximum Payment; and,

3. In addition to the Member's liability for Benefit Year Deductibles, Copayments and/or
Coinsurance, the Member may be balance billed by the Non-Participating Provider for any
difference between the Allowable Charge and the billed charges.

Alternate Recipient: any Child who is recognized under a Medical Child Support Order as having a right
to enroll in this Plan of Benefits.

Ambulatory Surgical Center: a licensed facility that:

1. Has permanent facilities and equipment for the primary purpose of performing surgical
procedures on an outpatient basis;

2. Provides treatment by or under the supervision of licensed medical doctors or oral surgeons and
provides nursing services when the Member is in the facility;
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3. Does not provide inpatient accommodations; and,

4. Is not, other than incidentally, a facility used as an office or clinic for the private practice of a
licensed medical doctor or oral surgeon.

Applied Behavioral Analysis (ABA): behavioral modification to target cognition, language and social
skills for Autism Spectrum Disorder.

Authorized Representative: an individual (including a Provider) whom the Member designates in writing
to act on his or her behalf.

Autism Spectrum Disorder: the diagnoses designated as such in the most recent edition of the
Diagnostic and Statistical Manual of Mental Disorders of the American Psychiatric Association.

Behavioral Health Provider: a Provider who renders Mental Health Services and/or Substance Use
Disorder Services and is licensed to practice independently.

Behavioral Health Services: all Mental Health Services and/or Substance Use Disorder Services
performed by a licensed Behavioral Health Provider.

Benefit Year: the period of time set forth on the Schedule of Benefits. The initial Benefit Year may be
more or less than twelve (12) months.

Benefit Year Deductible: the amount, if any, listed on the Schedule of Benefits that must be paid by the
Member each Benefit Year before the Corporation will pay Covered Expenses. The Benefit Year
Deductible is subtracted from the Allowable Charge before Coinsurance is calculated. Members must
refer to the Schedule of Benefits to determine if the Benefit Year Deductible applies to the Out-of-Pocket
Maximum.
Benefit(s): medical services or Medical Supplies that are:

1. Medically Necessary;

2. Preauthorized (when required under this Plan of Benefits or the Schedule of Benefits);

3. Included in Article Il of this Plan of Benefits; and,

4. Not limited or excluded under the terms of this Plan of Benefits.
Benefits Checklist: the document (in electronic or hardcopy form) maintained by the Corporation which
reflects the benefits selected by the Employer and submitted to the Corporation which outlines the
Benefits to be offered under the Group Health Plan. The Corporation shall administer the Plan of Benefits
in accordance with the terms of the Benefits Checklist. In the event of any conflict between the Benefits
Checklist and this Plan of Benefits or the Schedule of Benefits, the Benefits Checklist shall control.

BlueCard Program: a program in which all members of the BCBSA patrticipate. Details of the BlueCard
Program are more fully set forth in Article XII.

Brand Name Drug: a Prescription Drug that is manufactured under a registered trade name or
trademark.

Care Coordination: organized, information-driven patient care activities intended to facilitate the
appropriate responses to a Member's healthcare needs across the continuum of care.
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Care Coordinator: an individual within a Provider organization who facilitates Care Coordination for
patients.

Care Coordinator Fee: a fixed amount paid by a Blue Cross and/or Blue Shield Licensee to Providers
periodically for Care Coordination under a VBP.

Child: an Employee's child, whether a natural child, adopted child, foster child, stepchild or child for
whom an Employee has custody or legal guardianship. The term “Child” also includes an Incapacitated
Dependent, and a child of a divorced or divorcing Employee who, under a Qualified Medical Child
Support Order, has a right to enroll under the Employer’s Group Health Plan. The term “Child” does not
include the Spouse of an eligible child.

Clinical Trials: an approved clinical trial is one that is approved or funded through the National Institutes
of Health (NIH), the Centers for Disease Control and Prevention (CDC), the Agency for Health Care
Research and Quality (AHRQ), the Centers for Medicare & Medicaid Services (CMS), the Department of
Defense (DOD), the Department of Veterans Affairs (VA), a qualified non-governmental research entity
identified in the guidelines issued by the NIH or is conducted under an investigational new drug
application reviewed by the Food and Drug Administration (FDA).

COBRA: those provisions of the Consolidated Omnibus Budget Reconciliation Act of 1985, P.L. 99-272,
as amended, which require certain Employers to offer continuation of healthcare coverage to Employees
and Dependents of Employees who would otherwise lose coverage.

COBRA Administrator: the Corporation or its designated subcontractor that provides administrative
services related to COBRA.

Coinsurance: the sharing of the Allowable Charge between the Member and the Corporation. After the
Member's Benefit Year Deductible requirement is met, the Corporation will pay the percentage of
Allowable Charges as set forth on the Schedule of Benefits. The Member is responsible for the remaining
percentage of the Allowable Charge. Coinsurance is calculated after any applicable Benefit Year
Deductible or Copayment is subtracted from the Allowable Charge based upon the network charge or the
lesser charge of the Provider.

For Prescription Drug Benefits, Coinsurance means the amount payable by the Member calculated by
multiplying the percentage listed on the Schedule of Benefits and the negotiated pharmacy price for that
item at the time of the sale.

Companion Benefit Alternatives (CBA): a separate company that is responsible for managing
Behavioral Healthcare Services (including Preauthorization) on behalf of BlueCross.

Concurrent Care: an ongoing course of treatment to be provided over a period of time or number of
treatments.

Congenital Disorder/Congenital Disease: a condition documented as existing at birth, regardless of
cause.

Continuation of Care: the payment of Participating Provider level of Benefits for services rendered by
certain Non-Participating Providers for a definite period of time in order to ensure continuity of care for
covered Members for a Serious Medical Condition.

Continued Stay Review: the review that must be obtained by a Member (or the Member’s Authorized
Representative) regarding an extension of an Admission to determine if an Admission for longer than the
time that was originally Preauthorized is Medically Necessary. The Continued Stay Review process is
outlined in Article 111,
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Contract: the Master Group Contract between the Corporation and the Employer including the Employer
Application, Benefits Checklist, Plan of Benefits, Schedule of Benefits, Schedule A and all endorsements,
amendments, riders or addenda.

Copayment: the amount, if any, specified on the Schedule of Benefits that the Member must pay directly
to the Provider each time the Member receives Benefits.

Corporation: BlueCross BlueShield of South Carolina.
Covered Expenses: the amount payable by the Corporation for Benefits. The amount of Covered
Expenses payable for Benefits is determined as set forth in this Plan of Benefits and at the percentages
set forth on the Schedule of Benefits. Covered Expenses are subject to the limitations and requirements
set forth in this Plan of Benefits and on the Schedule of Benefits. Covered Expenses will not exceed the
Allowable Charge.
Credit(s): rebates and/or other amounts which may be received by the Corporation from drug
manufacturers, a Pharmacy Benefit Manager and/or another third party. Credits are not payable to
Members and will be retained by the Corporation to help stabilize overall rates and to offset expenses.
Reimbursements to a Participating Pharmacy or discounted prices charged at pharmacies are not
affected by these Credits. Any Coinsurance or Copayment that a Member must pay for Prescription
Drugs or Specialty Drugs does not change due to receipt of any Credit by the Corporation.
Custodial Care: non-skilled services that are primarily for the purpose of assisting an individual with
daily living activities or personal needs (e.g., bathing, dressing and/or eating), which is not specific
therapy for any illness or injury.
Dependent(s): an individual who is:

1. An Employee's Spouse;

2. A Child under the age set forth on the Schedule of Benefits; or,

3. An Incapacitated Dependent.
Durable Medical Equipment: medical equipment that:

1. Can withstand repeated use;

2. Is Medically Necessary;

3. Is customarily used for the treatment of a Member’s illness, injury, disease or disorder;

4. |s appropriate for use in the home;

5. Is not useful to a Member in the absence of iliness or injury;

6. Does not include appliances that are provided solely for the Member’s comfort or convenience;

7. s a standard, non-luxury item; and,

8. Is ordered by a licensed medical doctor, oral surgeon, podiatrist or osteopath.
Prosthetic Devices, Orthopedic Devices and Orthotic Devices are considered Durable Medical

Equipment.
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Emergency Admission Review: the review that must be obtained by a Member (or the Member's
Authorized Representative) within twenty-four (24) hours of or by the end of the first working day after the
commencement of an Admission to a Hospital to treat an Emergency Medical Condition. The Emergency
Admission Review process is outlined in Article I11.

Emergency Medical Condition: a medical condition manifesting itself by acute symptoms of sufficient
severity, including severe pain, such that a prudent layperson who possesses an average knowledge of
health and medicine could reasonably expect the absence of immediate medical attention to result in:

1. Placing the health of the Member, or with respect to a pregnant Member, the health of the
Member or her unborn Child, in serious jeopardy;

2. Serious impairment to bodily functions; or,

3. Serious dysfunction of any bodily organ or part.
Emergency Services: services, supplies and treatment for stabilization, evaluation and/or initial
treatment of an Emergency Medical Condition when provided on an outpatient basis at a Hospital

emergency room or department.

Employee: any employee of the Employer who is eligible for coverage, as provided in Article Il of this
Plan of Benefits, and who is so designated to the Corporation by the Employer.

Employer: the entity identified as the Employer in the Contract.
Employer’s Effective Date: the date the Corporation begins to provide Services under the Contract.

Enroliment Date: the date of enrollment in the Group Health Plan or the first day of the Probationary
Period for enrollment, whichever is earlier.

ERISA: the Employee Retirement Income Security Act of 1974, as amended.
Excepted Benefits:
1. Coverage only for accident, disability income insurance or any combination thereof;
2. Coverage issued as a supplement to liability insurance;
3. Liability insurance, including general liability insurance and automobile liability insurance;
4. Worker's compensation or similar insurance;
5. Automobile medical payment insurance;
6. Credit-only insurance;
7. Coverage for on-site medical clinics; or,

8. Other similar insurance coverage specified in regulations, under which benefits for medical care
are secondary or incidental to other insurance benefits.
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9. If offered separately:
a. Limited scope dental or vision benefits;

b. Benefits for long-term care, nursing home care, Home Health Care, community-based care,
or any combination thereof; or,

c. Such other similar, limited benefits as specified in regulations.
10. If offered as independent, non-coordinated benefits:

a. Coverage only for a specified disease or illness; or,

b. Hospital indemnity or other fixed indemnity insurance.
11. If offered as a separate insurance policy:

a. Medicare supplemental health insurance (as defined under Section 1882(g)(l) of the Social
Security Act);

b. Coverage supplemental to the coverage provided under Chapter 55 of Title 10 of the United
States Code; or,

c. Similar supplemental coverage under a Group Health Plan.

Generic Drug: a Prescription Drug that has a chemical structure that is identical to and has the same
bio-equivalence as a Brand Name Drug but is not manufactured under a registered brand name or
trademark or sold under a brand name.

Genetic Information: information about genes, gene products (messenger ribonucleic acid (RNA) and
transplanted protein) or genetic characteristics derived from an individual or family member of the
individual. Genetic Information includes information regarding carrier status and information derived from
laboratory tests that identify mutations in specific genes or chromosomes, physical medical examinations,
family histories and direct analysis of genes or chromosomes. However, Genetic Information shall not
include routine physical measurements; chemical, blood, and urine analyses unless conducted
purposefully to diagnose a genetic characteristic; tests for abuse of drugs and tests for the presence of
human immunodeficiency virus.

Global Payment/Total Cost of Care: a payment methodology that is defined at the patient level and
accounts for either all patient care or for a specific group of services delivered to the patient such as
outpatient, physician, ancillary, hospital services and Prescription Drugs.

Grace Period: the thirty-one (31) day period for the payment of any Premium due, except the first
Premium, during which time the Covered Expenses are paid by the Corporation, unless the Employer
gives the Corporation written notice of intent to discontinue the Contract or this Plan of Benefits prior to
the date the next Premium is due in accordance with the terms of the Contract. There is no Grace Period
for the payment of the first Premium.

Group Health Plan: the employee welfare benefit plan established, administered and/or sponsored by

the Employer to provide health Benefits to Employees and/or their Dependents directly or through
insurance, reimbursement or otherwise.
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Health Status-Related Factor: information about a Member’s health, including:
1. Health status;
2. Medical conditions (including both physical and mental illnesses);
3. Claims experience;
4. Receipt of healthcare;
5. Medical history;
6. Genetic Information;
7. Evidence of insurability (including conditions arising out of acts of domestic violence); or,
8. Disability.
HIPAA: the Health Insurance Portability and Accountability Act of 1996, as amended.

Home Health Agency: an agency or organization licensed by the appropriate state regulatory agency to
provide Home Health Care.

Home Health Care: part-time or intermittent nursing care; health aide services; or physical, occupational
or speech therapy provided or supervised by a Home Health Agency and provided to a home-bound
Member in such Member’s private residence.

Hospice Care: care for terminally ill patients under the supervision of a licensed medical doctor and
provided by an agency that is licensed or certified as a hospice or hospice care agency by the appropriate
state regulatory agency.

Hospital: a short-term, acute care facility licensed as a hospital by the state in which it operates. A
Hospital is primarily engaged in providing medical, surgical, or acute behavioral health diagnosis and
treatment of injured or sick persons by or under the supervision of a staff of licensed Providers and
continuous twenty-four (24) hour-a-day services by licensed, registered, graduate nurses physically
present and on duty. The term Hospital does not include Long-Term Acute Care Hospitals; chronic care
institutions or facilities that principally provide custodial, rehabilitative or long-term care, whether or not
such institutions or facilities are affiliated with or are part of a Hospital. A Hospital may participate in a
teaching program. This means medical students, interns or residents participating in a teaching program
may treat Members.

Identification Card: the card issued by the Corporation to a Member that contains the Member's
identification number.

Incapacitated Dependent: a Child who is:
1. Incapable of financial self-sufficiency by reason of Total Disability; and,

2. Dependent upon the Employee for at least fifty-one (51) percent of his or her support and
maintenance.

A Child must meet both of these requirements to qualify as an Incapacitated Dependent. A Child who is

not incapacitated by the maximum Dependent Child age listed on the Schedule of Benefits will not be
covered.
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Investigational or Experimental: surgical or medical procedures, supplies, devices or drugs which, at
the time provided or sought to be provided, are, in the judgment of the Corporation, not recognized as
conforming to generally accepted medical or behavioral health practice in the United States, or the
procedure, drug or device:

1. Has not received required final approval in the United States to market from appropriate
government bodies;

2. Is one about which the peer-reviewed medical literature in the United States does not permit
conclusions concerning its effect on health outcomes;

3. Is not demonstrated in the United States to be superior to established alternatives;
4. Has not been demonstrated in the United States to improve net health outcomes; or,

5. Is one in which the improvement claimed is not demonstrated in the United States to be
obtainable outside the Investigational or Experimental setting.

Late Enrollee: an Employee or Dependent who enrolls for coverage under this Plan of Benefits other
than during:

1. The first period in which the Employee or Dependent is eligible to enroll if such initial enrollment
period is at least thirty (30) days; or,

2. A special enroliment period (as set forth in Article 11(C)(6)).

Legal Intoxication/Legally Intoxicated: the Member's blood alcohol level was at or in excess of the
amount established under applicable state law to create a presumption and/or inference that the Member
was under the influence of alcohol when measured by law enforcement or medical personnel.

Long-Term Acute Care Hospital: a long-term, acute care facility licensed as a long-term care Hospital
by the state in which it operates and which meets the other requirements of this definition. A Long-Term
Acute Care Hospital provides highly skilled nursing, therapy and medical treatment to Members (typically
over an extended period of time) although such Members may no longer need general acute care
typically provided in a Hospital. A Long-Term Acute Care Hospital is primarily engaged in providing
diagnostic services and medical treatment to Members with chronic diseases or complex medical
conditions. The term Long-Term Acute Care Hospital does not include chronic care institutions or
facilities that principally provide custodial, rehabilitative or long-term care, whether or not such institutions
or facilities are affiliated with or are part of a long-term acute care hospital. A Long-Term Acute Care
Hospital may participate in a teaching program. This means medical students, interns or residents
participating in a teaching program may treat Members.

Mail Service/Home Delivery Pharmacy: a pharmacy maintained by the Pharmacy Benefit Manager that
fills prescriptions and sends Prescription Drugs by mail.

Maximum Payment: the maximum amount the Corporation will pay for a particular Benefit. The
Maximum Payment will not be affected by any Credit. The Maximum Payment will be one of the following
as determined by the Corporation in its discretion:

1. The actual charge submitted to the Corporation for the service, procedure, supply or equipment
by a Provider;

2.  An amount based upon the reimbursement rates in its Benefits Checkilist;
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An amount that has been agreed upon in writing by a Provider and the Corporation or a licensee
of the BCBSA;

An amount established by the Corporation, based upon factors including, but not limited to:

a. Governmental reimbursement rates applicable to the service, procedure, supply or
equipment; or,

b. Reimbursement for a comparable or similar service, procedure, supply or equipment, taking
into consideration the degree of skill, time and complexity involved; geographic location and
circumstances giving rise to the need for the service, procedure, supply or equipment; or,

The lowest amount of reimbursement the Corporation allows for the same or similar service,
procedure, supply or equipment when provided by a Participating Provider.

In addition, the Maximum Payment for Emergency Services by a Non-Participating Provider will be the
greatest of the following:

1.

The amount negotiated with Participating Providers for the particular Emergency Services
(reduced by any in-network Copayment or Coinsurance);

The amount for Emergency Services calculated using same method the Corporation uses for out-
of-network services, but substituting the relevant in-network Copayment or Coinsurance for the
out-of-network Copayment or Coinsurance requirements; or,

The amount for Emergency Services that would be paid under Medicare, reduced by any in-
network Copayment or Coinsurance for the services.

Medical Child Support Order: any judgment, decree or order (including an approved settlement
agreement) issued by a court of competent jurisdiction or a national medical support notice issued by the
applicable state agency which:

1.

Provides Child support with respect to a Child or provides for health benefit coverage to a Child,
is made pursuant to a state domestic relations law (including a community property law) and
relates to this Plan of Benefits; or,

Enforces a law relating to medical Child support described in Section 1908 of the Social Security
Act (as added by section 13822 of the Omnibus Budget Reconciliation Act of 1993) with respect
to a Group Health Plan.

A Medical Child Support Order must clearly specify:

1.

The name and the last known mailing address (if any) of each participant Employee and the
name and mailing address of each Alternate Recipient covered by the order;

A reasonable description of the type of coverage to be provided by the Group Health Plan to each
such Alternate Recipient or the manner in which such type of coverage is to be determined;

The period to which such order applies; and,

Each Group Health Plan to which such order applies.
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If the Medical Child Support Order is a national medical support notice, the order must also include:
1. The name of the issuing agency;

2. The name and mailing address of an official or agency that has been substituted for the mailing
address of any Alternate Recipient; and,

3. The identification of the underlying medical Child support order.

A Medical Child Support Order meets the requirement of this definition only if such order does not require
a Group Health Plan to provide any type or form of benefit, or any option, not otherwise provided under
this Plan of Benefits, except to the extent necessary to meet the requirements of a law relating to medical
Child support described in Section 1908 of the Social Security Act (as added by section 13822 of the
Omnibus Budget Reconciliation Act of 1993).

Medical Supplies: supplies that are:
1. Medically Necessary;
2. Prescribed by a Provider acting within the scope of his or her license;

3. Are not available on an over-the-counter basis (unless such supplies are provided to a Member in
a Provider’s office and should not be included as part of the treatment received by the Member);
and,

4. Are not prescribed in connection with any treatment or Benefit that is excluded under this Plan of
Benefits.

Medically Necessary/Medical Necessity: using United States standards, healthcare services and/or
Behavioral Health Services that a Provider, exercising prudent clinical judgment, would provide to a
patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury, disease or its
symptoms, and that are:

1. In accordance with generally accepted standards of medical or behavioral health practice;

2. Clinically appropriate, in terms of type, frequency, extent, site and duration and considered
effective for the patient's illness, injury or disease;

3. Not primarily for the convenience of the patient, patient’s caregiver(s) or Provider; and,

4. Not more costly than an alternative service or sequence of services at least as likely to produce
equivalent therapeutic or diagnostic results as to the diagnosis or treatment of that patient's
illness, injury or disease.

All requirements of the above-referenced definition must be met in order for a health care service or
Behavioral Health Service to be deemed Medically Necessary. The failure of a health care service or
Behavioral Health Service to meet any one of the above referenced requirements means, in the discretion
of the Corporation or CBA, the health care service or Behavioral Health Service does not meet the
definition of Medically Necessary.
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For the purposes of determining Medical Necessity:

1.

The Corporation and CBA have the discretion to utilize and rely upon any medical and behavioral
health (which includes substance use and mental health) standards, policies, guidelines, criteria,
protocols, manuals, publications, studies or literature (herein collectively referred to as “criteria”),
whether developed by them or others, which, in their discretion, are determined to be generally
accepted standards by the medical and/or behavioral health community;

"Generally accepted standards of medical or behavioral health practice” means United States
standards that are based on credible scientific evidence published in peer-reviewed medical
and/or behavioral health literature generally recognized by the relevant United States medical or
behavioral health community, physician or behavioral health specialty society recommendations,
and/or any other factors deemed relevant in the discretion of the Corporation or CBA; and,

The Corporation and CBA may, in their discretion, use the following materials, including but not
limited to, Corporate Administrative Medical (“CAM”) Policies, Technology Evaluation Center
(“TEC”) Assessments, Behavioral Health Care Utilization Management Criteria and/or any Care
Guidelines or criteria by MCG Health, LLC, its affiliated companies, or other entities generally
recognized as providing industry guidance and expertise, which reflect clinically appropriate
health care services and Behavioral Health Services and generally accepted standards of
medical and behavioral health practice. MCG Health, LLC, its affiliated companies and/or other
entities are independent companies that develop evidence based guidelines and criteria for medical,
behavioral health and insurance industries to interpret clinical determinations and determine the
Medical Necessity and appropriateness of requested services, procedures, devices and supplies.

Member: an Employee or Dependent who has enrolled under the Group Health Plan.

Member Effective Date: the date on which an Employee or Dependent is covered for Benefits under the
terms of Article Il of this Plan of Benefits.

Membership Application: any mechanism agreed upon by the Corporation and the Employer for
transmitting necessary Member enrollment information from the Employer to the Corporation.

Mental Health Services: treatment (except Substance Use Disorder Services) for a condition that is
defined, described or classified as a psychiatric disorder or condition in the most current Diagnostic and
Statistical Manual of Mental Disorders published by the American Psychiatric Association and which is not
otherwise excluded by the terms and conditions of this Plan of Benefits.

Natural Teeth: teeth that:

1.

Are free of active or chronic clinical decay;

Have at least fifty percent (50%) bony support;

Are functional in the arch; and,

Have not been excessively weakened by multiple dental procedures; or,

Teeth that have been treated for one (1) or more of the conditions referenced in 1-4 above and,
as a result of such treatment, have been restored to normal function.

Negotiated Arrangement/Negotiated National Account Arrangement: an agreement negotiated
between a Control/Home Licensee and one or more Par/Host Licensees for any National Account that is
not delivered through the BlueCard Program.

MGPBPOB-NGF (Rev. 01/20) PAGE 11



Non-Participating Provider: any Provider who does not have a current, valid Provider Agreement.
Non-Preferred Drug: a Prescription Drug that does not appear on the list of Preferred Drugs.
Orthopedic Device: any ridged or semi-ridged leg, arm, back or neck brace and casting materials that
are directly used for the purpose of supporting a weak or deformed body member or restricting or

eliminating motion in a diseased or injured part of the body.

Orthotic Device: any device used to mechanically assist, restrict or control function of a moving part of
the Member’s body.

Out-of-Pocket Maximum: the maximum amount (listed on the Schedule of Benefits) incurred during a
Benefit Year that a Member will be required to pay.

Over-the-Counter Drug: a drug that does not require a prescription.

Participating Pharmacy: a pharmacy that has a contract with the Corporation or with the Pharmacy
Benefit Manager to provide Prescription Drugs or Specialty Drugs to Members.

Participating Provider: a Provider who has a current, valid Provider Agreement.

Patient-Centered Medical Home (PCMH): a model of care in which each patient has an ongoing
relationship with a primary care physician who coordinates a team to take collective responsibility for
patient care and, when appropriate, arranges for care with other qualified physicians.

Pharmacy Benefit Manager (PBM): the pharmacy benefit manager with whom the Corporation
contracts to perform PBM services.

Plan: any program that provides benefits or services for medical or dental care or treatment, including:

1. Group coverage, whether insured or self-insured. This includes, but is not limited to, prepayment,
group practice or individual practice coverage; and,

2. Coverage under a governmental plan or coverage required or provided by law. This does not
include a state plan under Medicaid (Title XIX, Grants to States for Medical Assistance Programs,
of the United States Social Security Act, as amended).

Each contract or other arrangement for coverage is a separate Plan for purposes of this Plan of Benefits.
If a Plan has two (2) or more parts and the coordination of benefit rules in Article V apply only to one (1)
of the parts, each part is considered a separate Plan.

Plan Administrator: the entity charged with the administration of the Group Health Plan. The Employer
is the Plan Administrator of the Group Health Plan.

Plan of Benefits: this document which reflects the Benefits offered under the Group Health Plan based
on the Benefits Checklist. The Plan of Benefits includes the Schedule of Benefits. Employer agrees that
the Plan of Benefits will, at a minimum, be incorporated as a part of the Group Health Plan.

Plan of Benefits Effective Date: 12:01 a.m. EST on the date listed on the Schedule of Benefits.

Plan Sponsor: the party sponsoring the Group Health Plan. The Employer is the Plan Sponsor of the
Group Health Plan.

Post-Service Claim: any claim for a Benefit that is not a Pre-Service Claim.
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Preadmission Review: the review that must be obtained by a Member (or the Member's Authorized
Representative) prior to all Admissions that are not related to an Emergency Medical Condition. The
Preadmission Review process is outlined in Article IIl.

Preauthorized/Preauthorization: the Corporation’s approval of Benefits based on Medical Necessity
prior to the rendering of such Benefits to a Member. The Preauthorization process is outlined in Article 111.

Preferred Drug: a Prescription Drug that has been reviewed for cost effectiveness, clinical efficacy and
quality that is preferred by the Corporation or Pharmacy Benefit Manager. Preferred Drugs are subject to
periodic review and modification by the Corporation, or its designated Pharmacy Benefit Manager, and
include Brand Name Drugs and Generic Drugs.

Premium: the amount paid to the Corporation by the Employer for coverage under this Plan of Benefits.
Payment of Premiums by the Employer constitutes acceptance by the Employer of the terms of this Plan
of Benefits and the Contract.

Prescription Drug: a drug or medicine that is:
1. Required to be labeled that it has been approved by the FDA; and,

2. Bears the legend "Caution: Federal Law prohibits dispensing without a prescription” prior to being
dispensed or delivered, or labeled in a similar manner.

Additionally, to qualify as a Prescription Drug, the drug must be prescribed by a licensed Provider acting
within the scope of his or her license.

Certain Over-the-Counter Drugs may be designated as Prescription Drugs, at the discretion of the
Corporation. Such designated Over-the-Counter Drugs will be listed on the PDL.

Prescription Drug Copayment: the amount payable, if any, set forth on the Schedule of Benefits, by the
Member for each Prescription Drug filled or refilled. This amount will not be applied to the Benefit Year
Deductible.

Prescription Drug List (PDL)/Formulary: a listing of drugs approved for a specified level of Benefits by
the Corporation under the Plan of Benefits. This list shall be developed and subject to periodic review and
modification by the Corporation. The most up-to-date version of the PDL is available on the Corporation’s
website.

Pre-Service Claim: any request for a Benefit where Preauthorization must be obtained before receiving
the medical care, service or supply.

Primary Plan: a Plan whose Benefits must be determined without taking into consideration the existence
of another Plan.

Private Duty Nursing (PDN): hourly or shift skilled nursing care provided in a patient's home. PDN
provides more individual and continuous skilled care than can be provided in a skilled nurse visit through
a Home Health Agency. The intent of PDN is to assist the patient with complex direct skilled nursing
care, to develop caregiver competencies through training and education and to optimize patient health
status and outcomes. The frequency and duration of PDN services is intermittent and temporary in
nature and is not intended to be provided on a permanent ongoing basis. PDN is not long-term care.

Probationary Period: the period of continuous employment (if included on the Schedule of Benefits)
with the Employer that an Employee must complete before becoming eligible to enroll in this Plan of
Benefits. The Employer may require an additional orientation period.
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Prosthetic Device: any device that replaces all or part of a missing body organ or body member, except
a wig, hairpiece or any other artificial substitute for scalp hair.

Protected Health Information (PHI): has the same meaning as the term is defined under HIPAA.

Provider: any person or entity licensed by the appropriate state regulatory agency and legally entitled to
practice within the scope of such person or entity’s license in the practice of any of the following:

1. Medicine;

2. Dentistry;

3. Optometry;

4. Podiatry;

5. Chiropractic services;

6. Behavioral health;

7. Physical therapy;

8. Oral surgery;

9. Speech therapy;

10. Occupational therapy; or,

11. Osteopathy.
The term Provider also includes a Hospital; a Rehabilitation Facility; a Skilled Nursing Facility; a physician
assistant; nurses practicing in expanded roles (such as pediatric nurse practitioners, family practice nurse
practitioners and certified nurse midwives) when supervised by a licensed medical doctor or oral surgeon;
and Behavioral Health Services when performed by a Behavioral Health Provider, licensed professional
counselor, masters level licensed social worker, licensed marriage and family therapist or other licensed
Behavioral Health Provider approved by the Corporation. The term Provider does not include interns,
residents, physical trainers, lay midwives or masseuses.
Provider Agreement: an agreement between the Corporation (or another BCBSA licensee) and a
Provider under which the Provider has agreed to accept the Corporation’s allowance as payment in full
for Benefits (subject to the Member liability amounts).
Provider Incentive: an additional amount of compensation paid to a healthcare Provider by a Blue
Cross and/or Blue Shield Plan, based on the Provider's compliance with agreed-upon procedural and/or
outcome measures for a particular population of covered persons.

Provider Services: includes the following services:

A. When performed by a Provider or a Behavioral Health Provider within the scope of his or her license,
training and specialty and within the scope of generally acceptable medical standards:

1. Office visits, which are for the purpose of seeking or receiving care for a preventive service,
illness or injury;

2. Basic diagnostic services and machine tests; or,
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3.

Behavioral Health Services.

B. When performed by a licensed medical doctor, osteopath, podiatrist or oral surgeon, but specifically
excluding such services when performed by a chiropractor, optometrist, dentist, physical therapist,
speech therapist, occupational therapist or licensed psychologist with a doctoral degree:

1.

2.

Benefits rendered to a Member in a Hospital or Skilled Nursing Facility;

Benefits rendered in a Member’s home;

Surgical Services;

Anesthesia services, including the administration of general or spinal block anesthesia;
Radiological examinations;

Laboratory tests; and,

Maternity services, including consultation; prenatal care; conditions directly related to pregnancy,
delivery and postpartum care and delivery of one (1) or more infants. Provider Services also

include maternity services performed by certified nurse midwives when supervised by a licensed
medical doctor.

Qualified Medical Child Support Order: a Medical Child Support Order that:

1.

2.

Creates or recognizes the existence of an Alternate Recipient’s right to enroll under this Plan of
Benefits; or,

Assigns to an Alternate Recipient the right to enroll under this Plan of Benefits.

Qualifying Event: for continuation of coverage purposes under Article VII, a Qualifying Event is any one
of the following:

1.

Termination of the Employee’s employment (other than for gross misconduct) or reduction of
hours worked;

Death of the Employee;

Divorce or legal separation of the Employee from his or her Spouse;
A Child ceasing to qualify as a Dependent under this Plan of Benefits;
Entitlement to Medicare by an Employee or by a parent of a Child; or,

A proceeding in bankruptcy under Title 11 of the United States Code with respect to an Employer
from whose employment an Employee retired at any time.

Rehabilitation Facility: licensed facility operated for the purpose of assisting Members with neurological
or other physical injuries to recover as much restoration of function as possible.

Residential Treatment Center (RTC): a licensed institution, other than a Hospital, which meets all six
(6) of these requirements:

1.

Maintains permanent and full-time facilities for bed care of resident patients;
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2. Has the services of a psychiatrist (addictionologist, when applicable) or physician extender
available at all times and is responsible for the diagnostic evaluation and provides face-to-face
evaluation services with documentation a minimum of once/week and as needed as indicated;

3. Has a registered nurse (RN) present onsite who is in charge of patient care along with one (1) or
more RNs or licensed practical nurses (LPNs) onsite at all times twenty-four (24) hours per day
and seven (7) days per week;

4. Keeps a daily medical record for each patient;

5. Is primarily providing a continuous structured therapeutic program specifically designed to treat
behavioral health disorders and is not a group or boarding home, boarding or therapeutic school,
half-way house, sober living residence, wilderness camp or any other facility that provides
Custodial Care; and,

6. Is operating lawfully as a residential treatment center in the area where it is located.

Schedule of Benefits: the pages of this Plan of Benefits, so titled, which specify the coverage provided
and the applicable Copayments, Coinsurance, Benefit Year Deductibles and Benefit limitations.

Second Surgical Opinion: the medical opinion of a board-certified surgeon regarding an elective
surgical procedure. The opinion must be based on the surgeon’s examination of the patient. The
examination must be performed after another licensed medical doctor has proposed to perform surgery
but before the surgery is performed. The second licensed medical doctor must not be associated with the
primary licensed medical doctor.

Secondary Plan: a Plan that is not a Primary Plan. When this Plan of Benefits constitutes a Secondary
Plan, availability of Benefits are determined after those of the other Plan and may be reduced because of
benefits payable under the other Plan.

Serious Medical Condition: a health condition or illness that requires medical attention and for which
failure to provide the current course of treatment through the current Provider would place the Member's
health in serious jeopardy. This includes cancer, acute myocardial infarction and pregnancy.

Skilled Nursing Facility: an institution other than a Hospital that is certified and licensed by the
appropriate state regulatory agency as a skilled nursing facility.

Special Care Unit: a specially equipped unit of a Hospital, set aside as a distinct care area, staffed and
equipped to handle seriously ill Members requiring extraordinary care on a concentrated and continuous
basis, such as burn, intensive or coronary care units.

Special Enrollment: the time period during which an Employee or eligible Dependent who is not
enrolled for coverage under this Plan of Benefits may enroll for coverage due to the involuntary loss of
other coverage or under permitted circumstances described in Article Il of this Plan of Benefits.

Specialist: a licensed medical doctor who specializes in a particular branch of medicine.

Specialty Drugs: Prescription Drugs, as identified by the Corporation, that treat a complex clinical
condition and/or require special handling, such as refrigeration. They generally require complex clinical
monitoring, training and expertise. Specialty Drugs include, but are not limited to, infusible Specialty
Drugs for chronic diseases, injectable and self-injectable drugs for acute and chronic diseases and
specialty oral drugs. Specialty Drugs are used to treat acute and chronic disease states (e.g., growth
deficiencies, Hemophilia, Multiple Sclerosis, Rheumatoid Arthritis, Gaucher's Disease, Hepatitis, cancer,
organ transplantation, Alpha 1-Antitrypsin Disease and immune deficiencies).

MGPBPOB-NGF (Rev. 01/20) PAGE 16



Spouse: any individual who is legally married under any state law.

Substance Use Disorder: the continued use of, abuse of and/or dependence on legal or illegal
substance(s), despite significant consequences or marked problems associated with the use (as defined,
described or classified in the most current version of Diagnostic and Statistical Manual of Mental
Disorders published by the American Psychiatric Association).

Substance Use Disorder Services: services or treatment relating to Substance Use Disorder.

Surgical Services: an operative or cutting procedure, including the usual, necessary and related pre-
operative and post-operative care when performed by a licensed medical doctor.

Telehealth: the exchange of Member information during which Members can have a telephone or video
consultation with a licensed health care professional.

Telemedicine: the exchange of Member information from one eligible referring licensed Provider (for
purposes of Telemedicine outlined herein, the "Referring Provider") site to another eligible consulting
licensed Provider (for purposes of Telemedicine outlined herein, the "Consulting Provider") site for the
purpose of providing medical care to a Member in circumstances in which in person, face-to-face contact
with the Consulting Provider is not necessary. The exchange must occur via two-way, real-time,
interactive, HIPAA-compliant, electronic audio and video telecommunications systems.

Totally Disabled/Total Disability: the Member is able to perform none of the usual and customary
duties of such Member’s occupation. With respect to a Member who is a Dependent, the terms refer to
disability to the extent that such Member can perform none of the usual and customary duties or activities
of a person in good health of the same age. The Member must provide a licensed medical doctor’s
statement of disability upon periodic request by the Corporation.

Urgent Care Claim: any claim for medical care or treatment where making a determination under other
than normal time frames could seriously jeopardize the Member's life or health or the Member’s ability to
regain maximum function, or, in the opinion of a licensed medical doctor or oral surgeon with knowledge
of the Member's medical condition, would subject the Member to severe pain that could not adequately
be managed without the care or treatment that is the subject of the claim.

USERRA: the Uniformed Services Employment and Reemployment Rights Act of 1994, as amended.

Utilization Management: the use of techniques, such as step therapy, that allow the Corporation to
manage the cost of