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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.
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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 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:

* BlueCard PPO

» Participating Hospitals

» Hospital Choice Network

» Preferred Outpatient Facilities

» Participating Ambulatory Surgical Centers

» Participating Renal Dialysis Providers



» Participating CRNA

* Pharmacy Vaccine Network

* AccessONE Retail Network

* AccessONE ESN Network

» Prime Participating Pharmacy Network
*  ValueONE Network

*  PreferredONE Retail Network
* PreferredONE ESN Network
* ChoiceONE Retail Network

*  ChoiceONE ESN Network

* Pharmacy Select Network

» Preferred DME Supplier

« Participating Air Ambulance

To locate Alabama in-network providers, go to www.AlabamaBlue.com.
1. Click “Find a Doctor.”

2. Select a healthcare provider type: doctor, hospital, dentist, pharmacy, other healthcare provider, or
other facility or supplier.

3. Enter a search location by using the zip code for the area you would like to search or by selecting a
state.

4. Use the drop-down menu in the Network and Plans filter to select a specific provider network (as
noted above).

Search tip: If your search returns zero results, try expanding the number in the Maximum miles for
search 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 the BlueCard PPO Provider Finder website at http://provider.bcbs.com.
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




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




« 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:

* You are an employee and are treated as such by your group. Examples of persons who are not
employees include independent contractors, board members, and consultants;

* Your group has determined that you work on average 30 or more hours per week (including vacation
and certain leaves of absence that are discussed in the section dealing with termination of coverage)
in accordance with the Affordable Care Act;

* You are in a category or classification of employees that is covered by the plan;
* You meet any additional eligibility or participation rules established by your group; and,

e You satisfy any applicable waiting period, as explained below.

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

Enrollment Waiting Periods

There may be a waiting period under the plan, as determined by your group. You should contact your
group to determine if this is the case. Your group will also tell you the length of any applicable waiting
period. Under federal law, any waiting period established by your group cannot be longer than 90 days.

Coverage will begin on the date specified below under Beginning of Coverage, but in no event later than
the 91st day in which you first meet the eligibility or participation rules established by your group (other
than any applicable waiting period).

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 employers provide for electronic online enroliment. Check with your group to see if this
option is available.

Eligible Dependents

Your eligible dependents are:
* Your spouse;
* Your married or unmarried 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.

The child may be the employee's natural child; stepchild; legally adopted child; child placed for adoption;
or eligible foster child. An eligible foster child is a child that is placed with you by an authorized
placement agency or by court order.

You may cover your grandchild only if you are eligible to claim your grandchild as a dependent on your
federal income tax return.



Beginning of Coverage
Annual Open Enrollment Period

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

Regular Enroliment 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



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.

» 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 Benefits.

In determining the size of your group for purposes of the following provisions, certain related corporations
(parent/subsidiary and brother/sister corporations) must be treated as one employer. Special rules may
also apply if your group participates in an association plan.

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
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,



On 30-days advance written notice from your group to us.
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Calendar Year Out-of-
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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, 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 will be responsible for these charges if you use an out-of-network provider.

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.

12

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:

» The billed covered charges for your covered services; or

» 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. 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.

D. 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.

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 BlueCard Worldwide 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.

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
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.
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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 natification 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:

» The baby is transferred to another facility from the original facility; or,

* 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 the following outpatient hospital benefits, physician benefits and other
covered services. You can find a list of any additional outpatient hospital benefits, physician benefits and
other covered services that require precertification at www.AlabamaBlue.com/precert. This list will be
updated quarterly. You should check this list prior to obtaining any outpatient hospital services, physician
services and other covered services.

Examples of services that require precertification at the time of the printing of this booklet include:

» Certain outpatient diagnostic lab, X-ray, and pathology when services are rendered in the state of
Alabama; and,

* Intensive outpatient services and partial hospitalization.

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

» Home health and hospice when services are rendered outside the state of Alabama.
For precertification, call 1-800-821-7231 (toll free).

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

14


https://www.alabamablue.com/precert

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 www.AlabamaBlue.com/web/pharmacy/drugguide.html. This list will be updated
monthly.

Provider-administered drugs are drugs that must typically be administered or directly supervised by a

15
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require that a provider obtain authorization from the plan or insurance issuer for prescribing a length of
stay not in excess of 48 hours (or 96 hours).

Outpatient Hospital Benefits

Attention:

Precertification is required for certain outpatient hospital benefits.
You can find more information about this in the Medical Necessity and

Precertification section of this booklet.

SERVICE OR SUPPLY

IN-NETWORK
PLAN PAYS

OUT-OF-NETWORK
PLAN PAYS

Outpatient surgery (including ambulatory
surgical centers)

100% of the allowed amount, subject to a
$125 outpatient facility copayment

80% of the allowed amount, subject to
the calendar year deductible

Emergency room — medical emergency

100% of the allowed amount, subject to a
$125 outpatient facility copayment

100% of the allowed amount, subject to a
$125 outpatient facility copayment

Emergency room — accident

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

100% of the allowed amount, no
deductible or copayment

100% of the allowed amount, no
deductible or copayment when services
are rendered within 72 hours of the
accident; after 72 hours 80% of the
allowed amount, subject to the calendar
year deductible

80% of the allowed amount, subject to
the calendar year deductible when
services are rendered after 72 hours of
the accident and not a medical
emergency as defined by the plan

Outpatient diagnostic lab, X-ray, and
pathology

100% of the allowed amount, no
deductible or copayment

80% of the allowed amount, subject to
the calendar year deductible

Outpatient dialysis, IV therapy,
chemotherapy, and radiation therapy

100% of the allowed amount, no
deductible or copayment

80% of the allowed amount, subject to
the calendar year deductible

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

80% of the allowed amount, subject to
the calendar year deductible

80% of the allowed amount, subject to
the calendar year deductible

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

80% of the allowed amount, subject to
the calendar year deductible

80% of the allowed amount, subject to
the calendar year deductible

Intensive outpatient services and partial
hospitalization for mental health
disorders and substance abuse

100% of the allowed amount, subject to a
$60 copayment

80% of the allowed amount, subject to
the calendar year deductible

Attention:

If you receive outpatient hospital services in an out-of-network
hospital in the Alabama service area, no benefits are payable under the plan
unless services are to treat an accidental injury or medical emergency.

Outpatient hospital benefits include provider-administered drugs. You can find more information about
provider-administered drugs in the Medical Necessity a