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OVERVIEW OF THE PLAN

The following provisions of this booklet contain a summary in English of your rights and benefits
under the plan. If you have questions about your benefits, please contact our Customer Service
Department at 1-800-633-8052. If needed, simply request a translator and one will be provided to
assist you in understanding your benefits.

Las siguientes disposiciones de este folleto contienen un resumen en inglEs de sus
derechos y beneficios bajo el plan. Si usted tiene preguntas acerca de sus beneficios, por
favor pUngase en contacto con nuestro Departamento de Servicio al Cliente al 1-800-633-
8052. Si es necesario, basta con solicitar un traductor de espaOol y se le proporcionar- uno
para ayudarle a entender sus beneficios.

Purpose of the Plan

The plan is intended to help you and your covered dependents pay for the costs of medical care. The
plan does not pay for all of your medical care. For example, you may be required to contribute through
payroll deduction before you obtain coverage under the plan. You may also be required to pay
deductibles, copayments, and coinsurance. Coverage is provided under this plan pursuant to applicable
laws and is limited to those services, supplies and/or drugs that may be legally performed, prescribed or
dispensed by a licensed health care provider, supplier or pharmacy.

We comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color,
national origin, age, disability, or sex.

Using myBlueCross to Get More Information

By being a member of the plan, you get exclusive access to myBlueCross — an online service only for
members. Use it to easily manage your healthcare coverage. All you have to do is register at
AlabamaBlue.com/Register. With myBlueCross, you have 24-hour access to personalized healthcare
information, PLUS easy-to-use online tools that can help you save time and efficiently manage your
healthcare:

e Download and print your benefit booklet or Summary of Benefits and Coverage.
¢ Request replacement or additional ID cards.

o View all your claim reports in one convenient place.

e Find a doctor.

e Track your health progress.

e Take a health assessment quiz.

o Get fitness, nutrition, and wellness tips.

e Get prescription drug information.

BlueCare Health Advocate

By being a member of the plan, you have access to a BlueCare Health Advocate who serves as a
personal coach and advisor. Your BlueCare Health Advocate can explain your benefits, help you to locate
a doctor or specialist and help you make an appointment, research and resolve hospital and doctor billing
issues, assist you in finding support groups and community services available to you, and much more. To
find out more or to contact your BlueCare Health Advocate, call our Customer Service Department at the
number on the back of your ID card.


http://www.alabamablue.com/register

Definitions

Near the end of this booklet you will find a section called Definitions, which identifies words and phrases
that have specialized or particular meanings. In order to make this booklet more readable, we generally
do not use initial capitalized letters to denote defined terms. Please take the time to familiarize yourself
with these definitions so that you will understand your benefits.

Receipt of Medical Care

Even if the plan does not cover benefits, you and your provider may decide that care and treatment are
necessary. You and your provider are responsible for making this decision.

Generally, after-hours care is provided by your physician. They may have a variety of ways of addressing
your needs. You should call your physician for instructions on how to receive medical care after the
physician’s normal business hours, on weekends and holidays, or to receive non-emergency care for a
condition that is not life threatening, but requires medical attention.

If you are in severe pain or your condition is endangering your life, you may obtain emergency care by
calling 911 or visiting an emergency room.

Having a primary care physician is a good decision:

Although you are not required to have a primary care physician, it is a good idea to establish a
relationship with one. Having a primary care physician has many benefits, including:

e Seeing a physician who knows you and understands your medical history.
e Having someone you can count on as a key resource for your healthcare questions.
e Help when you need to coordinate care with specialists and other providers.

Typically, primary care physicians specialize in family medicine, internal medicine or pediatrics. Find a
physician in your area by visiting AlabamaBlue.com/FindADoctor.

Seeing a specialist or behavioral health provider is easy:

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

Beginning of Coverage

The section of this booklet called Eligibility will tell you what is required for you to be covered under the
plan and when your coverage begins.

Limitations and Exclusions

In order to maintain the cost of the plan at an overall level that is reasonable to all plan members, the plan
contains a number of provisions that limit benefits. There are also exclusions that you need to pay
particular attention to as well. These provisions are found through the remainder of this booklet. You
need to be aware of these limits and exclusions to determine if the plan will meet your healthcare needs.

Medical Necessity and Precertification

The plan will only pay for care that is medically necessary and not investigational, as determined by us.
We develop medical necessity standards to aid us when we make medical necessity determinations. We
publish these standards at AlabamaBlue.com/providers/policies. The definition of medical necessity is
found in the Definitions section of this booklet.

In some cases, the plan requires that you or your treating physician precertify the medical necessity of
your care. Please note that precertification relates only to the medical necessity of care; it does not mean
that your care will be covered under the plan. Precertification also does not mean that we have been paid
all monies necessary for coverage to be in force on the date that services or supplies are rendered. The
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section called Medical Necessity and Precertification later in this booklet tells you when precertification is
required and how to obtain precertification.

In-Network Benefits

One way in which the plan tries to manage healthcare costs is through negotiated discounts with in-
network providers. As you read the remainder of this booklet, you should pay attention to the type of
provider that is treating you. If you receive covered services from an in-network provider, you will
normally only be responsible for out-of-pocket costs such as deductibles, copayments, and coinsurance.
If you receive services from an out-of-network provider, these services may not be covered at all under
the plan. In that case, you will be responsible for all charges billed to you by the out-of-network provider.
If the out-of-network services are covered, in most cases, you will have to pay significantly more than
what you would pay an in-network provider because of lower benefit levels and higher cost-sharing. As
one example, out-of-network facility claims will often include very expensive ancillary charges (such as
implantable devices) for which no extra reimbursement is available as these charges are not separately
considered under the plan. Additionally, out-of-network providers have not contracted with us or any Blue
Cross and/or Blue Shield plan for negotiated discounts and can bill you for amounts in excess of the
allowed amounts under the plan.

In-network providers are hospitals, physicians, pharmacies, and other healthcare providers or suppliers
that contract with us or any Blue Cross and/or Blue Shield plans (directly or indirectly through, for
example, a pharmacy benefit manager) for furnishing healthcare services or supplies at a reduced price.

Examples of the plan’s Alabama in-network providers are:
e BlueCard PPO

o Participating Hospitals

¢ Hospital Choice Network

e Preferred Outpatient Facilities

e Participating Ambulatory Surgical Centers

e Participating Renal Dialysis Providers

e Preferred Medical Doctors (PMD)

e Preferred Medical Laboratories

e Bariatric Surgery Network

e Select Lab Network

e Blue Choice Behavioral Health Network

e Expanded Psychiatric Services

e Participating Chiropractors

e Participating Physician Assistants

e Participating Nurse Practitioners

e Preferred Occupational Therapists

o Preferred Physical Therapists

o Preferred Speech Therapists

e Blue Achievement-Knees and Hips Network
e Participating CRNA

e Participating Ground Ambulance

o Participating Licensed Registered Dietitian Network

e Pharmacy Vaccine Network



e AccessONE Network

e Prime Participating Pharmacy Network
e ValueONE Network

o PreferredONE Retail Network

o PreferredONE ESN Network

e ChoiceONE Retail Network

e ChoiceONE ESN Network

e Pharmacy Select Network

e Preferred DME Supplier

e Participating Air Medical Transport
e Preferred Home Health Network

e Preferred Home Infusion Network

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

1. In the search box, you can select the category you would like to search under (doctor, hospital,
dentist, pharmacy, etc.) or keep on All Categories to search all. Type in the provider's name to search
or leave blank to see all results.

2. In the “Network or Plan” section, use the drop down menu to select a specific provider network (as
noted above).

Search tip: If your search returns zero results, try expanding the number in the “Distance” drop-down.

A special feature of your plan gives you access to the national network of providers called BlueCard PPO.
Each local Blue Cross and/or Blue Shield plan designates which of its providers are PPO providers. In
order to locate a PPO provider in your area, you should call the BlueCard PPO toll-free access line at 1-
800-810-BLUE (2583) or visit AlabamaBlue.com/FindADoctor and log into your myBlueCross. Search for
a specific provider by typing their name in the Search Term box or click Search to see all in-network
providers for your plan. To receive in-network PPO benefits for lab services, the laboratory must contract
with the Blue Cross and/or Blue Shield plan located in the same state as your physician. When you or
your physician orders durable medical equipment (DME) or supplies, the service provider must participate
with the Blue Cross and/or Blue Shield plan where the supplies are shipped. If you purchase DME
supplies directly from a retail store, they must contract with the Blue Cross and/or Blue Shield plan in the
state or service area where the store is located. PPO providers will file claims on your behalf with the
local Blue Cross and/or Blue Shield plan where services are rendered. The local Blue Cross and/or Blue
Shield plan will then forward the claims to us for verification of eligibility and determination of benefits.

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

Continuity of Care

If you qualify as a continuing care patient, and your healthcare provider or facility is no longer in
your network due the termination of a contractual relationship, you may request to continue
treatment with such provider or facility until your treatment is complete or for 90 days from
notification, whichever is shorter, at in-network cost-sharing rates under the plan. A continuing care
patient is defined as an individual who:

Is or was determined to be terminally ill and is receiving treatment for such illness;
Is undergoing a course of treatment for a serious and complex condition;

Is pregnant and undergoing a course of treatment for the pregnancy;

Is undergoing a course of institutional or inpatient care; or


http://www.alabamablue.com/
http://alabamablue.com/FindADoctor

e |s scheduled to undergo non-elective surgery, including receipt of post-operative care, with
respect to such a surgery

Under these circumstances, the provider or facility cannot bill you for amounts in excess of the in-
network allowed amounts under the plan. Continuity of care does not apply if your provider or
facility was involuntarily terminated from your network for failure to meet applicable quality
standards or for fraud.

If you have successfully transitioned to another in-network provider, if you have met or exceeded
benefit limitations of the plan, or if care is not medically necessary, you will no longer be eligible for
this continuity of care. If we deny your request for continuity of care, you may file an appeal
following the procedures described in the Claims and Appeals section of this booklet.

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

Blue Cross and Blue Shield of Alabama is an independent corporation operating under a license from the
Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield
plans. The Blue Cross and Blue Shield Association permits us to use the Blue Cross and Blue Shield
service marks in the state of Alabama. Blue Cross and Blue Shield of Alabama is not acting as an agent
of the Blue Cross and Blue Shield Association. No representation is made that any organization other
than Blue Cross and Blue Shield of Alabama and your employer will be responsible for honoring this
contract. The purpose of this paragraph is for legal clarification; it does not add additional obligations on
the part of Blue Cross and Blue Shield of Alabama not created under the original agreement.

Claims and Appeals

When you receive services from an in-network provider, your provider will generally file claims for you. In
other cases, you may be required to pay the provider and then file a claim with us for reimbursement
under the terms of the plan. If we deny a claim in whole or in part, you may file an appeal with us. We
will give you a full and fair review. Thereafter, you may have the right to an external review by an
independent, external reviewer. The provisions of the plan dealing with claims, appeals, and external
reviews are found further on in this booklet.

Changes in the Plan

From time to time it may be necessary to change the terms of the plan. The rules we follow for changing
the terms of the plan are described later in the section called Changes in the Plan.

Termination of Coverage

The section below called Eligibility tells you when coverage will terminate under the plan. If coverage
terminates, no benefits will be provided thereafter in most cases, even if for a condition that began before
the plan or your coverage termination. Under certain circumstances, you may exercise your right to
Continuity of Care if your group’s coverage with us terminates. Continuity of Care is explained in detail
earlier in this booklet. In some cases you will have the opportunity to buy COBRA coverage after your
group coverage terminates. COBRA coverage is explained in detail later in this booklet.



Your Rights

As a member of the plan, you have the right to:

¢ Receive information about us, our services, in-network providers, and your rights and responsibilities.
¢ Be treated with respect and recognition of your dignity and your right to privacy.

o Participate with providers in making decisions about your healthcare.

e A candid discussion of appropriate or medically necessary treatment options for your conditions,
regardless of cost or benefit coverage.

¢ Voice complaints or appeals about us, or the healthcare the plan provides.
o Make recommendations regarding our member rights and responsibilities policy.

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

Your Rights and Protections Against Surprise Medical Bills

When you get emergency care or are treated by an out-of-network provider at an in-network hospital or
ambulatory surgical center, you are protected from balance billing. In these cases, you shouldn’t be
charged more than your plan’s copayments, coinsurance and/or deductible.

What is “balance billing” (sometimes called “surprise billing”)?

When you see a doctor or other health care provider, you may owe certain out-of-pocket costs, like a
copayment, coinsurance, or deductible. You may have additional costs or have to pay the entire bill if
you see a provider or visit a health care facility that isn’t in your health plan’s network.

“Out-of-network” means providers and facilities that haven’t signed a contract with your health plan to
provide services. Out-of-network providers may be allowed to bill you for the difference between what
your plan pays and the full amount charged for a service. This is called “balance billing.” This amount
is likely more than in-network costs for the same service and might not count toward your plan’s
deductible or annual out-of-pocket limit.

“Surprise billing” is an unexpected balance bill. This can happen when you can’t control who is involved
in your care—like when you have an emergency or when you schedule a visit at an in-network facility
but are unexpectedly treated by an out-of-network provider. Surprise medical bills could cost thousands
of dollars depending on the procedure or service.

You’re protected from balance billing for:

Emergency services

If you have an emergency medical condition and get emergency services from an out-of-network
provider or facility, the most they can may bill you is your plan’s in-network cost-sharing amount (such
as copayments, coinsurance, and deductibles). You can’t be balance billed for these emergency
services. This includes services you may get after you're in stable condition, unless you give written
consent and give up your protections not to be balanced billed for these post-stabilization services.

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

When you get services from an in-network hospital or ambulatory surgical center, certain providers
there may be out-of-network. In these cases, the most those providers can bill you is your plan’s in-
network cost-sharing amount. This applies to emergency medicine, anesthesia, pathology, radiology,
laboratory, neonatology, assistant surgeon, hospitalist, or intensivist services. These providers can’t
balance bill you and may not ask you to give up your protections not to be balance billed. If you get
other types of services at these in-network facilities, out-of-network providers can’t balance bill you,
unless you give written consent and give up your protections.
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You’re never required to give up your protections from balance billing. You also aren’t required
to get out-of-network care. You can choose a provider or facility in your plan’s network.

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

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

»  Generally, your health plan must:

o Cover emergency services without requiring you to get approval for services in advance
(also known as “prior authorization”).

o Cover emergency services by out-of-network providers.

o Base what you owe the provider or facility (cost-sharing) on what it would pay an in
network provider or facility and show that amount in your explanation of benefits.

e Count any amount you pay for emergency services or out-of-network services toward your
in-network deductible and out-of-pocket limit.

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

Visit https://www.cms.gov/nosurprises/consumers for more information about your rights under
federal law.
Visit https://www.aldoi.gov for more information about your rights under Alabama law.

Your Responsibilities
As a member of the plan, you have the responsibility to:

e Supply information (to the extent possible) that we need for payment of your care and your providers
need in order to provide care.

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

¢ Understand your health problems and participate in developing mutually agreed-upon treatment
goals, to the degree possible.

ELIGIBILITY

Eligibility for the Plan
You are eligible to enroll in this plan if all of the following requirements are satisfied:

e You are an active full-time non-student employee and your most recent appointment period is
continuous for a minimum of one year (nine or twelve months as appropriate to the appointment).
Examples of persons who are not employees include independent contractors, board members, and
consultants;

e You are in a category or classification of employees that is covered by the plan due to University
policy.

You must continue to meet these eligibility conditions for the duration of your participation in the plan.

Eligible Dependents
Your eligible dependents are:

e Your spouse (as recognized by the State of Alabama);


https://www.cms.gov/nosurprises
https://www.cms.gov/medical-bill-rights
https://www.aldoi.gov/

e Your child up to age 26; and,

e Your unmarried, incapacitated child who (1) is age 26 and over; (2) is not able to support himself; and
(3) depends on you for support, if the incapacity occurred before age 26.

o A Sponsored Dependent who meets the Sponsored Dependent requirements specified below.
An eligible child must be your natural child; stepchild (as recognized by the State of Alabama); legally
adopted child; child placed for adoption or other child for whom you have permanent legal custody.

Sponsored Dependents

You may also enroll a Sponsored Adult and/or Sponsored Child Dependent in the plan as long as the
dependent meets the following requirements:

Sponsored Adult Dependent

You may add one Sponsored Adult Dependent for benefit coverage if the Sponsored Adult Dependent
meets all of the following requirements:

e Shares a primary residence with you, other than a tenant/renter, and has lived with you for at least
the 12 continuous months immediately prior to the effective date of coverage under the Plan;

o |s atleast age 19 as of the effective date of coverage;
e |s not your relative;

e |s not currently employed by you and was not employed by you at any time during the period of the
shared residence;

e Neither the Sponsored Adult Dependent nor you are currently married (as recognized by the State of
Alabama) and neither was married (as recognized by the State of Alabama) at any time during the
period of shared residence.

Sponsored Child Dependent

You may add a dependent child of the Sponsored Adult Dependent for benefit coverage if the child meets
the following requirements:

e |s the natural born child of the Sponsored Adult Dependent, or

e Is alegally adopted child of the Sponsored Adult Dependent, or

e |s a child in the permanent legal custody of the Sponsored Adult Dependent; and
e |sunder age 26, or

e |s an unmarried, incapacitated child who (1) is age 26 and over, (2) is not able to support himself, and
(3) depends on you and/or the Sponsored Adult Dependent for support, if the incapacity occurred
before age 26.

Tax Implications

You may be subject to State and/or Federal taxes due to the value of the benefits provided to your
Sponsored Adult and/or Sponsored Child Dependents. The value of the benefits provided for a person
who is not your dependent for State and/or Federal income tax purpose is considered a taxable
employer-provided benefit to you. This added “employer-provided benefit” is imputed income to you and
is taxed for State and/or Federal tax purposes as additional compensation, as required.

If the Sponsored Adult and/or Sponsored Child Dependent qualifies as a dependent as defined by
Section 152 of the Internal Revenue Code the value of the benefits may not be imputed. This is not
intended as tax advice but rather to alert you of a potential tax consequence. You are strongly
encouraged to consult with a qualified tax advisor before declaring that a Sponsored Adult and/or
Sponsored Child Dependent satisfies the requirement to be considered a qualifying dependent under
Section 152.

Other situations may occur where the value of the benefits may be imputed for State tax purposes only
and not for federal purposes due to the requirements of the Internal Revenue Service.
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Waiting Period for Coverage under the Plan

There is no waiting period under the plan. Coverage will begin as of your eligibility date for coverage as
soon as possible after you enroll in the plan. In no event will coverage begin later than the first day of the
calendar month following the end of your 30-day Regular Enroliment period.

The Regular Enroliment period is specified below under Beginning of Coverage.

Applying for Plan Coverage

Fill out an application form completely and give it to your group. You must name all eligible dependents
to be covered on the application. Your group will collect all of the employees' applications and send them
to us. Some groups provide for electronic online enrollment. Check with your group to see if this option
is available.

If we accept your application, you will receive an identification card. If we decline your application, all the
law requires us to do is refund any fees paid.

Beginning of Coverage
Annual Open Enrollment Period

If you do not enroll during a regular enrollment or a special open enrollment period described below, you
may enroll only during your group's annual open enrollment period, if any. Your coverage will begin on
the date specified by your group following your enroliment.

Regular Enrollment Period

If you apply within 30 days after the date on which you meet the plan's eligibility requirements (including
any applicable waiting periods established by your group), your coverage will begin as of the date
thereafter specified by your group but in no event later than the 91st day in which you first meet the
eligibility requirements established by your group (other than any applicable waiting periods). If you are a
new employee, coverage will not begin earlier than the first day on which you report to active duty.

Special Enrollment Period for Individuals Losing Other Coverage

An employee or dependent (1) who does not enroll during the first 30 days of eligibility because the
employee or dependent has other coverage, (2) whose other coverage was either COBRA coverage that
was exhausted or coverage by other health plans which ended due to "loss of eligibility" (as described
below) or failure of the employer to pay toward that coverage, and (3) who requests enroliment within 45
days of the exhaustion or termination of coverage, may enroll in the plan. Coverage will be effective no
later than the first day of the first calendar month beginning after the date the plan receives the request
for special enrollment.

Loss of eligibility with respect to a special enrollment period includes loss of coverage as a result of
divorce, cessation of dependent status, death, termination of employment, reduction in the number of
hours of employment, and any loss of eligibility that is measured by reference to any of these events, but
does not include loss of coverage due to failure to timely pay premiums or termination of coverage for
cause (for example, making a fraudulent claim or intentional misrepresentation of a material fact).

Special Enrollment Period for Newly Acquired Dependents

If you have a new dependent as a result of marriage, birth, placement for adoption, or adoption, you may
enroll yourself and/or your spouse and your new dependent as special enrollees provided that you
request enroliment within 45 days of the event. The effective date of coverage will be the date of birth,
placement for adoption, or adoption. In the case of a dependent acquired through marriage, the effective
date will be no later than the first day of the first calendar month beginning after the date the plan receives
the request for special enrollment.



Special Enrollment Period Related to Medicaid and SCHIP

An employee or dependent who loses coverage under Medicaid or a State Children’s Health Insurance
Plan (SCHIP) because of loss of eligibility for coverage may enroll in the plan provided that the employee
or dependent requests enrollment within 60 days of the termination of coverage. An employee or
dependent who becomes eligible for premium assistance under Medicaid or SCHIP for coverage under
the plan may also enroll in the plan provided that the employee or dependent requests enrollment within
60 days of becoming eligible for such premium assistance. Coverage will be effective no later than the
first day of the first calendar month beginning after the date the plan receives the request for special
enroliment.

Qualified Medical Child Support Orders

If the group (the plan administrator) receives an order from a court or administrative agency directing the
plan to cover a child, the group will determine whether the order is a Qualified Medical Child Support
Order (QMCSO). A QMCSO is a qualified order from a court or administrative agency directing the plan
to cover the employee's child regardless of whether the employee has enrolled the child for coverage.
The group has adopted procedures for determining whether such an order is a QMCSO. You have a
right to obtain a copy of those procedures free of charge by contacting your group.

The plan will cover an employee's child if required to do so by a QMCSO. If the group determines that an
order is a QMCSO, we will enroll the child for coverage effective as of a date specified by the group, but
not earlier than the later of the following:

¢ If we receive a copy of the order within 30 days of the date on which it was entered, along with
instructions from the group to enroll the child pursuant to the terms of the order, coverage will begin
as of the date on which the order was entered.

o If we receive a copy of the order later than 30 days after the date on which it was entered, along with
instructions from the group to enroll the child pursuant to the terms of the order, coverage will begin
as of the date on which we receive the order. We will not provide retroactive coverage in this
instance.

Coverage may continue for the period specified in the order up to the time the child ceases to satisfy the
definition of an eligible dependent. If the employee is required to pay extra to cover the child, the group
may increase the employee's payroll deductions. During the period the child is covered under the plan as
a result of a QMCSO, all plan provisions and limits remain in effect with respect to the child's coverage
except as otherwise required by federal law.

While the QMCSO is in effect we will make benefit payments — other than payments to providers — to the
parent or legal guardian who has been awarded custody of the child. We will also provide sufficient
information and forms to the child's custodial parent or legal guardian to allow the child to enroll in the
plan. We will also send claims reports directly to the child's custodial parent or legal guardian.

Relationship to Medicare

You must notify your group when you or any of your dependents become eligible for Medicare. Except
where otherwise required by federal law (as explained below), the plan will pay benefits on a secondary
basis to Medicare or will pay no benefits at all for services or supplies that are included within the scope
of Medicare's coverage, depending upon, among other things, the size of your group, whether your group
is a member of an association, and the type of coordination method used by your group. For example, if
this plan is secondary to Medicare in accordance with the rules explained below, this plan will pay no
benefits for services or supplies that are included within the scope of Medicare's coverage if you fail to
enroll in Medicare when eligible. For more information about how this plan coordinates with Medicare,
please read the section entitled Coordination of Benéefits.

Individuals Age 65 and Older

If your group employs 20 or more employees and if you continue to be actively employed when
you are age 65 or older, you and your dependents will continue to be covered for the same
benefits available to employees under age 65. In this case, the plan will pay all eligible expenses
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primary to Medicare. If you are enrolled in Medicare, Medicare will pay for Medicare eligible
expenses, if any, not paid by the plan.

If both you and your spouse are over age 65, you may elect to enroll in Original Medicare or a
Medicare Advantage plan and/or a Medicare Part D prescription drug plan and disenroll
completely from the plan. This means that you will have no benefits under the plan. If you enroll
in Original Medicare, you may also purchase a Medicare Supplement contract. In addition, the
group is prohibited by law from purchasing your Medicare Supplement contract for you or
reimbursing you for any portion of the cost of the contract. If you enroll in a Medicare Advantage
plan, you may not purchase a Medicare Supplement contract.

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

Disabled Individuals

If you or a dependent is eligible for Medicare due to disability and is also covered under the plan
by virtue of your current employment status with the group, Medicare will be considered the
primary payer (and the plan will be secondary) if your group normally employed fewer than 100
employees during the previous calendar year. If your group normally employed 100 or more
employees during the previous calendar year, the plan will be primary and Medicare will be
secondary.

End-Stage Renal Disease

If you are eligible for Medicare as a result of End-Stage Renal Disease (permanent kidney
failure), the plan will generally be primary and Medicare will be secondary for the first 30 months
of your Medicare eligibility (regardless of the size of the group). Thereafter, Medicare will be
primary and the plan will be secondary.

Medicare Part D Prescription Drug Coverage

If the plan does not provide "creditable" prescription drug benefits — that is, the plan's prescription
drug benefits are not at least as good as standard Medicare Part D prescription drug coverage,
you should enroll in Part D of Medicare when you become eligible for Medicare. Your group will
tell you whether the plan's prescription drug benefits are at least as good as Medicare Part D.

If you have any questions about coordination of your coverage with Medicare, please contact your group
for further information. You may also find additional information about Medicare at www.medicare.gov.

Retired Civil Service Employees Not Eligible for PEEHIP

The plan coverage for retired employees and dependents, age 65 and older, will supplement your
Medicare coverage. Medicare will be the primary plan and this plan will pay secondary. The plan will
subtract any benefits available under Medicare from the plan benefits you receive or could have received
upon proper application to Medicare. All regulations are subject to change upon approval of the plan
administrator.

Termination of Coverage

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

o The date on which the employee fails to satisfy the conditions for eligibility to participate in the plan,
such as termination of employment or reduction in hours (except during vacation or as otherwise
provided in the Leaves of Absence rules below);

e For spouses, the date of divorce or other termination of marriage;
e For children, the date a child ceases to be a dependent;

o For Sponsored Adult and/or Sponsored Child Dependents, the date the adult or child ceases to
satisfy the requirements to be a Sponsored Adult and/or Sponsored Child Dependent;
11



e For the employee and his or her dependents, the date of the employee's death;
¢ You fail to pay your group any contribution amount due within 30 days after the day due; or
e Upon discovery of fraud or intentional misrepresentation of a material fact by you.

In all cases, the termination occurs automatically and without notice. All the dates of termination assume
that payment for coverage for you and your dependents in the proper amount has been made to that
date. Ifit has not, termination will occur back to the date for which coverage was last paid.

Our contract with your group (and your coverage as administered by us) will end as a result of the first to
occur of the following (generally, coverage will continue to the end of the month in which the event
occurs):

e Your group fails to pay us the amount due within 30 days after the day due;

e Upon discovery of fraud or intentional misrepresentation of a material fact by your group;
e When none of your group's members still live, reside or work in Alabama; or,

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

In all cases except the last item above, the termination occurs automatically and without notice. All the
dates of termination assume that payment for coverage for you and all other employees in the proper
amount has been made to that date. If it has not, termination will occur back to the date for which
coverage was last paid.

Leaves of Absence

If your group is covered by the Family and Medical Leave Act of 1993 (FMLA), you may retain your
coverage under the plan during an FMLA leave, provided that you continue to pay your premiums. In
general, the FMLA applies to employers who employ 50 or more employees. You should contact your
group to determine whether a leave qualifies as FMLA leave.

You may also continue your coverage under the plan for up to 6 months during an employer-approved
leave of absence, including sick leave. Contact your group to determine whether such leaves of absence
are offered. If your leave of absence also qualifies as FMLA leave, your 30-day leave time runs
concurrently with your FMLA leave. This means that you will not be permitted to continue coverage
during your 30-day leave time in addition to your FMLA leave.

If you are on military leave covered by the Uniformed Services Employment and Reemployment Rights
Act of 1994, you should see your group for information about your rights to continue coverage under the
plan.

COST SHARING

IN-NETWORK OUT-OF-NETWORK
Calendar Year Deductible $500 individual $500 individual
(three per family) (three per family)
Calendar Year Out-of-Pocket Maximum | $9,450 individual (including the calendar There is no out-of-
year deductible) pocket maximum for out-of-
$18,900 family (including the calendar network services
year deductible)

Calendar Year Deductible

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

e The individual calendar year deductible must be satisfied on a per member per calendar year basis,
subject to the family calendar year deductible maximum.
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o When covered charges are applied towards the deductible for services rendered in October,
November, or December, we will credit those covered charges towards the calendar year deductible
for the following year.

¢ Only one individual calendar year deductible is required when two or more family members have
expenses resulting from injuries received in one accident.

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

Calendar Year Out-of-Pocket Maximum

The calendar year out-of-pocket maximum is specified in the table above. All cost-sharing amounts
(deductible, copayment and coinsurance) for covered in-network services and out-of-network mental
health disorders and substance abuse services for medical emergencies that you or your family are
required to pay under the plan apply to the calendar year out-of-pocket maximum. Once the maximum
has been reached, you will no longer be subject to cost-sharing for covered expenses of the type that
count toward the calendar year out-of-pocket maximum for the remainder of the calendar year.

There may be many expenses you are required to pay under the plan that do not count towards the
calendar year out-of-pocket maximum, and that you must continue to pay even after you have met the
calendar year out-of-pocket maximum. The following are some examples:

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

e Amounts paid for non-covered services or supplies;

e Amounts paid for services or supplies in excess of the allowed amount (for example, an out-of-
network provider requires you to pay the difference between the allowed amount and the provider's
total charges);

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

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

The calendar year out-of-pocket maximum applies on a per member per calendar year basis, subject to
the family calendar year out-of-pocket maximum amount. Once a member meets their individual calendar
year out-of-pocket maximum, affected benefits for that member will pay at 100% of the allowed amount
for the remainder of the calendar year.

The family calendar year out-of-pocket maximum is an aggregate dollar amount. This means that all
amounts that count towards the individual calendar year out-of-pocket maximum will count towards the
family calendar year out-of-pocket maximum amount. Once the family calendar year out-of-pocket
maximum is met, affected benefits for all covered family members will pay at 100% of the allowed amount
for the remainder of the calendar year.

Other Cost Sharing Provisions

The plan may impose other types of cost sharing requirements such as the following:

1. Per admission deductibles: These apply upon admission to a hospital. Only one per admission
deductible is required when two or more family members have expenses resulting from injuries
received in one accident.

2. Copayments: A copayment is a fixed dollar amount you must pay on receipt of care. The most
common example is the office visit copayment that must be satisfied when you go to a doctor’s office.

3. Coinsurance: Coinsurance is the amount that you must pay as a percent of the allowed amount.
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Amounts in excess of the allowed amount: As a general rule, the allowed amount may often be
significantly less than the provider’s actual charges. You should be aware that when using out-of-
network providers you can incur significant out-of-pocket expenses as the provider has not contracted
with us or their local Blue Cross and/or Blue Shield plan for a negotiated rate and they can bill you for
amounts in excess of the allowed amount. As one example, certain out-of-network facility claims may
include very expensive ancillary charges (such as implantable devices) for which no extra
reimbursement is available as these charges are not separately considered under the plan. This
means you could be responsible for these charges if you use an out-of-network provider.

Specialty Drug Financial Assistance: Only the amount you pay out-of-pocket for your specialty
drugs will apply to your cost-sharing responsibilities or out-of-pocket limit. The dollar amount of any
financial assistance provided to you by providers or manufacturers will not count towards
coinsurance, copays, or deductible cost-sharing responsibilities or out-of-pocket limit.

Out-of-Area Services

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

When you receive care outside of our service area, you will receive it from one of two kinds of providers.
Most providers (“participating providers”) contract with the local Blue Cross and/or Blue Shield Plan in that
geographic area (“Host Blue”). Some providers (“nonparticipating providers”) don’t contract with the Host
Blue. We explain below how we pay both kinds of providers.
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A. BlueCard® Program

Under the BlueCard® Program, when you receive covered healthcare services within the geographic
area served by a Host Blue, we will remain responsible for doing what we agreed to in the contract.
However, the Host Blue is responsible for contracting with and generally handling all interactions with
its participating providers.

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

o The billed covered charges for your covered services; or
e The negotiated price that the Host Blue makes available to us.

Often, this “negotiated price” will be a simple discount that reflects an actual price that the Host Blue
pays to your healthcare provider. Sometimes, it is an estimated price that takes into account special
arrangements with your healthcare provider or provider group that may include types of settlements,
incentive payments, and/or other credits or charges. Occasionally, it may be an average price, based
on a discount that results in expected average savings for similar types of healthcare providers after
taking into account the same types of transactions as with an estimated price.

Estimated pricing and average pricing also take into account adjustments to correct for over- or
underestimation of past pricing of claims, as noted above. However, such adjustments will not affect
the price we have used for your claim because they will not be applied after a claim has already been
paid.

B. Negotiated (non-BlueCard Program) Arrangements

With respect to one or more Host Blues, instead of using the BlueCard Program, we may process
your claims for covered healthcare services through Negotiated Arrangements for National Accounts.
The amount you pay for covered healthcare services under this arrangement will be calculated based
on the lower of either billed covered charges or negotiated price (refer to the description of negotiated
price under Section A., BlueCard Program) made available to us by the Host Blue.



C. Special Cases: Value Based Programs
BlueCard Program

We have included a factor for bulk distributions from Host Blues in your premium for Value-Based
Programs when applicable under this agreement.

Negotiated Arrangements

If we have entered into a Negotiated Arrangement with Host Blue to provide Value-Based Programs
to your members, we will follow the same procedures for Value-Based Programs as noted above for
the BlueCard Program.

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

Federal or state laws or regulations may require a surcharge, tax or other fee that applies to self-
funded plans. If applicable, we will include any such surcharge, tax or other fee as part of the claim
charge passed to you.

E. Nonparticipating Providers Outside Our Service Area
1. Member Liability Calculation

When covered healthcare services are provided outside of our service area by nonparticipating
providers, the amount you pay for such services will normally be based on either the Host Blue's
nonparticipating provider local payment or the pricing arrangements required by applicable state
law. In these situations, you may be responsible for the difference between the amount that the
nonparticipating provider bills and the payment we will make for the covered healthcare services
as set forth in this paragraph. Federal or state law, as applicable, will govern payments for out-of-
network emergency services.

2. Exceptions

In certain situations, we may use other payment methods, such as billed covered charges, the
payment we would make if the healthcare services had been obtained within our service area, or
a special negotiated payment to determine the amount we will pay for services provided by
nonparticipating providers. In these situations, you may be liable for the difference between the
amount that the nonparticipating provider bills and the payment we will make for the covered
healthcare services as set forth in this paragraph.

F. Blue Cross Blue Shield Global® Core

If you are outside the United States, the Commonwealth of Puerto Rico, and the U.S. Virgin
Islands (hereinafter “BlueCard service area”), you may be able to take advantage of the Blue
Cross Blue Shield Global® Core service when accessing covered healthcare services. Blue
Cross Blue Shield Global® Core is not served by a Host Blue.

If you need medical assistance services (including locating a doctor or hospital) outside the
BlueCard service area, you should call the Blue Cross Blue Shield Global® Core service center
at 1-800-810-BLUE (2583) or call collect at 1-804-673-1177, 24 hours a day, seven days a week.
An assistance coordinator, working with a medical professional, can arrange a physician
appointment or hospitalization, if necessary.

¢ Inpatient Services

In most cases, if you contact the service center for assistance, hospitals will not require you to
pay for covered inpatient services, except for your cost-share amounts. In such cases, the
hospital will submit your claims to the service center to begin claims processing. However, if you
paid in full at the time of service, you must submit a claim to receive reimbursement for covered
healthcare services. You must contact us to obtain precertification for non-emergency inpatient
services.

¢ Outpatient Services

Physicians, urgent care centers and other outpatient providers located outside the BlueCard
service area will typically require you to pay in full at the time of service. You must submit a claim
to obtain reimbursement for covered healthcare services.
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e Submitting a Blue Cross Blue Shield Global® Core Claim

When you pay for covered healthcare services outside the BlueCard service area, you must
submit a claim to obtain reimbursement. For institutional and professional claims, you should
complete a Blue Cross Blue Shield Global® Core claim form and send the claim form with the
provider’s itemized bill(s) to the service center (the address is on the form) to initiate claims
processing. Following the instructions on the claim form will help ensure timely processing of your
claim. The claim form is available from us, the service center or online at
http://www.bcbsglobalcore.com. If you need assistance with your claim submission, you should
call the service center at 1-800-810-BLUE (2583) or call collect at 1-804-673-1177, 24 hours a
day, seven days a week.

MEDICAL NECESSITY AND PRECERTIFICATION

The plan will only pay for care that is medically necessary and not investigational, as determined by us.
The definitions of medical necessity and investigational are found in the Definitions section of this booklet.

In some cases described below, the plan requires that you or your treating provider precertify the medical
necessity of your care. Please note that precertification relates only to the medical necessity of care; it
does not mean that your care will be covered under the plan. Precertification also does not mean that we
have been paid all monies necessary for coverage to be in force on the date that services or supplies are
rendered.

In some cases, your provider will initiate the precertification process for you. You should be sure to check
with your provider to confirm whether precertification has been obtained. It is your responsibility to
ensure that you or your provider obtains precertification.

Inpatient Hospital Benefits

Precertification is required for all hospital admissions (general hospitals and psychiatric specialty
hospitals) except for medical emergency services and maternity admissions.

For medical emergency services, we must receive notification within 48 hours of the admission.

If a newborn child remains hospitalized after the mother is discharged, we will treat this as a new
admission for the newborn. However, newborns require precertification only in the following instances:

e The baby is transferred to another facility from the original facility; or,
e The baby is discharged and then readmitted.
For precertification call 1-800-248-2342 (toll-free).

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

There is only one exception to this: If an in-network provider’s contract with the local Blue Cross/Shield
plan permits reimbursement despite the failure to obtain precertification, benefits will be payable for
covered services only if the in-network hospital admission and related services are determined to be
medically necessary on retrospective review by the plan.

Outpatient Hospital Benefits, Physician Benefits, Other Covered Services

Precertification is required for certain outpatient hospital benefits, physician benefits and other covered
services. The general categories or descriptions of outpatient hospital benefits, physician benefits and
other covered services that require precertification at the time of the filing of this booklet are set forth
below. Examples are for illustrative purposes only. You can find more information about the specific
services that require precertification at AlabamaBlue.com/Precert. This list will be updated no more than
twice per calendar year. You should check this list prior to obtaining any outpatient hospital services,
physician services and other covered services.

e Certain advanced imaging (such as, for example, MRA, MRI, CT, CTA and PET);

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

e Certain select procedures (such as, for example, implantable bone conduction hearing aids, knee
arthroplasty, lumbar spinal fusion, and surgery for obstructive sleep apnea);

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

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

e Certain reconstructive procedures (such as, for example, blepharoplasty; rhinoplasty, and surgery
for varicose veins);

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

If precertification is not obtained, no benefits will be payable under the plan for the services.
e Certain durable medical equipment;

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

If precertification is not obtained, no benefits will be payable under the plan for the services.
¢ Home health and hospice when services are rendered outside the state of Alabama;
For precertification, call 1-800-821-7231 (toll free).

e Certain radiation therapy management services (such as, for example, proton beam therapy,
cyberknife and stereotactic radiosurgery);

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

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

e Certain genetic laboratory testing (such as, for example, breast cancer (BRCA) testing and
genetic carrier screening); and

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

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

Provider-Administered Drugs

Precertification (also sometimes referred to as prior authorization) is required for certain provider-
administered drugs. You can find a list of the provider-administered drugs that require precertification at
AlabamaBlue.com/ProviderAdministeredPrecertificationDrugList. This list will be updated monthly.

Provider-administered drugs are drugs that must typically be administered or directly supervised by a
provider generally on an outpatient basis in a hospital, other medical facility, physician