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Blue Advantage PPO M Network

Schedule of Benefits for Comprehensive Health Care Services

This schedule shows the Deductibles, Copayments and/or Coinsurance amounts that apply to Covered Services described in the
Comprehensive Health Care Services section of your Certificate. Deductibles, Copayments, Coinsurance amounts and Out-of-Pocket
Limits may be subject to change or increase as permitted by applicable law. All Inpatient services and many Outpatient services
require Preauthorization approval from the Plan, as set forth in your Certificate. Please note that services must be Medically
Necessary, as determined by the Plan, in order to be covered.

BENEFIT PERIOD Calendar Year

NETWORK PROVIDERS To receive maximum Benefits under your Certificate, you must receive services from
Blue Advantage Providers in Oklahoma or BlueCard Providers outside the state of
Oklahoma.

Refer to www.bcbsok.com or call a Customer Service Representative at the number
shown on your Identification Card to find a Network Provider near you.

COPAYMENTS

Office Visit The following Copayments will apply:

Copayments e  $30 for each Network Provider’s office visit, Retail Health Clinic visit or Virtual Visit.

e  $30 for each Network Provider’s office visit or Virtual Visit for Psychiatric Care
Services.

e  $50 for each visit to a Network Specialist’s office.

e  $50 for each visit to a Network Urgent Care facility or provided by a Network Urgent
Care Provider.

NOTE: For Covered Maternity Services. Copayment applies to initial prenatal visit only

(per pregnancy).

The Copayment applies to charges which are billed as part of the visit, except for:

Preventive Care Services received from a Network Provider;

Annual mammography screening;

Covered childhood immunizations (for Subscribers under age 19);

Surgical services;

Outpatient Diagnostic Services;

Physical Therapy, Occupational Therapy and Speech Therapy.
Copayments do not apply to services received from Out-of-Network Providers.

Allowable Charges are not subject to the Benefit Period Deductible or Coinsurance.

Outpatient Infusion e  $50 for Outpatient Infusion Therapy performed in a Network Physician’s office,

Therapy Copayment infusion suite or in the home.
(maintenance drugs) e $500 for Outpatient Infusion Therapy performed in a Network Outpatient facility.

Allowable Charges are not subject to the Benefit Period Deductible or Coinsurance.

*Copayment does not apply for non-maintenance drugs. Outpatient Infusion
Therapy for non-maintenance drugs is subject to the Benefit Period Deductible and
Coinsurance.
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Emergency Room

$400 for each visit to a Hospital emergency room. This Copayment is waived if you are

Copayment admitted to the Hospital through the emergency room visit.
In addition to the Copayment, the remaining Allowable Charges are subject to the
Benefit Period Deductible and Coinsurance.
Outpatient Surgery e $200 for each visit to a Network Outpatient facility for Surgery. This Copayment
Copayment applies to surgical procedures received in a Hospital Outpatient department,

Ambulatory Surgical Facility or other freestanding Outpatient facility.

e $300 for each visit to an Out-of-Network Outpatient facility for Surgery. This
Copayment applies to surgical procedures received in an Out-of-Network Hospital
Outpatient department, Ambulatory Surgical Facility or other freestanding Outpatient
facility.

In addition to the Copayment, the remaining Allowable Charges are subject to the
Benefit Period Deductible and Coinsurance.

Inpatient Per

e $250 for each Network Hospital Admission or Hospice admission.

Admission e $350 for each Out-of- Network Hospital Admission or Hospice admission.
Copayment .. .. .
In addition to the Copayment, the remaining Allowable Charges are subject to the
Benefit Period Deductible and Coinsurance.
BENEFIT PERIOD o Network Provider Services — $2,000 per Benefit Period per Subscriber, or $6,000
DEDUCTIBLE for all covered family members combined.

e  Out-of-Network Provider Services — $4,000 per Benefit Period per Subscriber, or
$12,000 for all covered family members combined.

Deductible amounts for Network Provider Services and Out-of-Network Provider
Services do not cross-apply.

The Benefit Period Deductible is in addition to the Outpatient Infusion Therapy
Copayment, Emergency Room Copayment, and Inpatient Per Admission Copayment and
Outpatient Surgery Copayment described above.

The Benefit Period Deductible applies to all Covered Services, except:

e Network Provider services that are subject to the Office Visit Copayment.

e Network Provider services that are subject to the Outpatient Infusion Therapy)|
Copayment (maintenance drugs).

e Preventive Care Services received from a Network Provider. Preventive Care Services
received from an Out-of-Network Provider are subject to Deductible, except for:
— Annual mammography screening;

— Annual prostate cancer screening;

— Covered childhood immunizations (for Subscribers under age 19);

—  Any other state or federally mandated Benefits which stipulate a Deductible
may not be required.
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OUT-OF-POCKET LIMIT

e Network Provider Services — $6,000 per Subscriber, or $17,100 for all covered
family members combined. When this limit has been paid (including any Copayment
and/or Deductible amounts) for Covered Services provided by Network Providers
during a Benefit Period, the amount of Allowable Charges covered by the Plan for
such Subscriber will increase to 100% during the remainder of the Benefit Period for
Covered Services received from Network Providers.

e Out-of-Network Provider Services — Unlimited.

Out-of-Pocket Limits for Network Provider Services and Out-of-Network Provider
Services do not cross-apply.

This Out-of- Pocket Limit does not include any of the following:

e Services, supplies or charges limited or excluded by this Certificate;

e Expenses not covered because a Benefit maximum has been reached;

e Any penalty incurred due to your failure to follow the Plan’s requirements for
Preauthorization, as set forth in the Certificate.

BENEFIT PERCENTAGE
AMOUNT

The following chart shows the percentage of Allowable Charges covered by this
Certificate through payments and/or contractual arrangements with Providers. These
percentages apply only after your Deductibles and/or Copayment amounts have been
satisfied.

NOTE: Any services classified as “Preventive Care Services” are paid at 100% of
the Allowable Charge and are not subject to Deductibles, Copayments and/or
Coinsurance, provided such services are received from Network Providers.
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COVERED SERVICES

(Subject to the Comprehensive Health Care Services section)

BENEFIT PERCENTAGE OF ALLOWABLE CHARGES
COVERED BY THE PLAN
Network Out-of-Network
Provider Services Provider Services

PREVENTIVE CARE SERVICES

Annual Mammography Screening 100% 100%
Covered Childhood Immunizations 100% 100%
All Other Covered Preventive Care Services 100% 70%
EMERGENCY CARE SERVICES?! 80% 80%

THE FOLLOWING BENEFIT PERCENTAGES APPLY TO SERVICES THAT ARE NOT CLASSIFIED AS
PREVENTIVE CARE SERVICES OR EMERGENCY CARE SERVICES, AS DETERMINED BY THE PLAN

HOSPITAL SERVICES? 80% 60%

SURGICAL/MEDICAL SERVICES?

Pl.ly.swlan s Office V.1$.1t/Reta11 Health Clinic Visit/ Virtual 100%3 70%
Visit/Urgent Care Visit
All Other Covered Surgical/Medical Services 80% 60%
OUTPATIENT DIAGNOSTIC SERVICES? 80% 60%
OUTPATIENT THERAPY SERVICES?
Maximum of 25 Outpatient visits for Physical Therapy,
Occupational Therapy and Speech Therapy (combined) per

- B . 80% 60%°
Benefit Period®, except for “Services Related to Treatment of
Autism and Autism Spectrum Disorders” as specified in this
Certificate
OUTPATIENT INFUSION THERAPY SERVICES?
Outpatient Infusion Therapy (maintenance drugs) 100%°6 70%
Outpatient Infusion Therapy (non-maintenance drugs) 80% 60%
MATERNITY SERVICES’ 80% 60%

! See the Certificate for details regarding “Emergency Care Services”.
2 All Inpatient services and certain Outpatient services are subject to Preauthorization approval from the Plan. See the Certificate

for details regarding “Preauthorization” requirements.
3 Applicable only to Covered Services which are subject to the Office Visit Copayment. For services which are not subject to the
Office Visit Copayment, this percentage amount is reduced to 80% of Allowable Charges after satisfaction of the Deductible.

4 Separate 25-visit maximums will apply to Outpatient Rehabilitation Care and Outpatient Habilitation Care.
3 You must obtain Preauthorization approval from the Plan before you receive Outpatient Dialysis Treatment from an Out-of-

Network Provider. See the Certificate for details regarding “Preauthorization” requirements.
6 Subject to Copayment based on place of treatment.
7 Copayment applies to initial prenatal visit (per pregnancy) to a Network Provider. Deductible and Coinsurance apply to

subsequent visits and to all Out-of-Network Provider Services.
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COVERED SERVICES

(Subject to the Comprehensive Health Care Services section)

BENEFIT PERCENTAGE OF ALLOWABLE
CHARGES COVERED BY THE PLAN
Network Out-of-Network
Provider Services Provider Services
MASTECTOMY AND RECONSTRUCTIVE
80% 60%
SURGICAL SERVICES!
HUMAN ORGAN, TISSUE AND BONE MARROW TRANSPLANT
1 80% 60%
SERVICES
AMBULATORY SURGICAL FACILITY SERVICES 80% 60%!
SERVICES RELATED TO TREATMENT OF
80% 60%
AUTISM AND AUTISM SPECTRUM DISORDERS
PSYCHIATRIC CARE SERVICES!
Physician’s Office Visit/Retail Health Clinic Visit/ Virtual Visit 100%? 70%
All Other Covered Psychiatric Care Services 80% 60%
AMBULANCE SERVICES 80% 80%
1
PRI\{A'TE DU.TY NURSING SERVIC'ES 0% 60%
85-visit maximum per Benefit Period
REHABILITATION CARE AND HABILITATION CARE?!
) . ) 80% 60%
30-day maximum per Benefit Period for Inpatient care?
1
SKILLED NI.JRSING FACILITY SEI.IVICES R0% 60%
30-day maximum per Benefit Period
HOME HEALTH CARE SERVICES!
o ] . 80% 60%
30-visit maximum per Benefit Period
HOSPICE SERVICES! 80% 60%
DENTAL SERVICES FOR ACCIDENTAL INJURY 80% 60%
DIABETES EQUIPMENT, SUPPLIES AND
Q 80% 60%
SELF-MANAGEMENT SERVICES
SERVICES RELATED TO CLINICAL TRIALS 80% 60%
DURABLE MEDICAL EQUIPMENT 80% 60%
PROSTHETIC APPLIANCES 80% 60%
ORTHOTIC DEVICES
. . 809 609
Maximum of 15 per Benefit Period o o
WIGS OR OTHER SCALP PROSTHESES
809 609
Maximum of One per Benefit Period o o
ALL OTHER COVERED SERVICES 80% 60%

U All Inpatient services and certain Outpatient services are subject to Preauthorization approval from the Plan. See the Certificate for
details regarding “Preauthorization” requirements.

2 Applicable only to Covered Services which are subject to the Office Visit Copayment. For services which are not subject to the Olffice
Visit Copayment, this percentage amount is reduced to 80% of Allowable Charges after satisfaction of the Deductible.
3 Separate 30-day maximums will apply to Inpatient Rehabilitation Care and Inpatient Habilitation Care.

OK-GP-PPO-SOB-GD-112-BA21 5



Blue Advantage Gold PPOSM 112
Schedule of Benefits
for Outpatient Prescription Drugs and Related Services

This schedule shows any Deductible, Copayment and/or Coinsurance amounts that apply to the Covered Services described in the
Outpatient Prescription Drugs and Related Services section of your Certificate. Deductibles, Copayments, Coinsurance amounts and
Out-of-Pocket Limits may be subject to change or increase as permitted by applicable law. Please note that services must be Medically
Necessary, as determined by the Plan, and must be included on the Drug List in order to be covered.

BENEFIT PERIOD Calendar Year

DEDUCTIBLE None.

Your Benefits for Outpatient Prescription Drugs and related services are not subject to the
Benefit Period Deductible set forth in the Schedule of Benefits for Comprehensive Health Care
Services.

OUT-OF-POCKET LIMIT e Your Benefits for Outpatient Prescription Drugs and related services purchased at a
Participating Pharmacy or Specialty Network Pharmacy are subject to the Out-of-Pocket
Limit for “Network Provider Services” set forth in the Schedule of Benefits for
Comprehensive Health Care Services.

e Your Benefits for Outpatient Prescription Drugs and related services purchased at an Out-of-
Network Pharmacy or any Pharmacy other than a Specialty Network Pharmacy are subject to
the Out-of-Pocket Limit for “Out-of-Network Provider Services” set forth in the Schedule of
Benefits for Comprehensive Health Care Services.

COPAYMENT/COINSURANCE The Copayment/Coinsurance amount applicable to each Prescription Order is set forth below.

Any Deductible, Copayment and Coinsurance amounts for Prescription Orders filled at a Participating Pharmacy or Specialty

Network Pharmacy will accumulate toward satisfaction of your Out-of-Pocket Limit for “Network Provider Services”.

When Prescription Orders are filled at an Out-of-Network Pharmacy or any Pharmacy other than a Specialty Network Pharmacy, the

following provisions apply:

e you are responsible for 50% of Allowable Charges, plus the applicable Copayment or Coinsurance shown below. Only the
Copayment or Coinsurance will accumulate toward satisfaction of your Out-of-Network Out-of-Pocket Limit; and

e in addition, to your Copayment and/or Coinsurance amounts, you will be responsible for the cost difference, if any, between the
Pharmacy’s billed charges and the Allowable Charge determined by the Plan.

OK-GP-PPO-RX-SOB-GD-112-BA21 1



Copayment/Coinsurance Amounts per Prescription Order
For Which You Are Responsible

Retail Pharmacy Program Preferred Participating Pharmacy Out-of-Network
(30-Day Supply) Participating Pharmacy Pharmacy!
$10 Copayment plus
Tier 1 No C t 10C t
ter © ~-opayment $ opayment 50% of Allowable Charges
20 C t pl
Tier 2 $10 Copayment $20 Copayment s opayfment prus

50% of Allowable Charges

$70 Copayment plus 50% of

Ti
ier 3 $50 Copayment $70 Copayment Allowable Charges
$120 Copayment plus 50% of
Tier 4 100 C t 120 C t
ter 5 opaytien s opaytien Allowable Charges
Copayment/Coinsurance Amounts
per Prescription Order
For Which You Are Responsible
Extended Prescription Quantity Participating Extended Any Pharmacy other than a Participating
Drug Supply Program Dispensed Supply Pharmacy Extended Supply Pharmacy
(90-Day Supply)

Tier 1 1 to 90 days No Copayment Not Covered

1 to 30 days $10 Copayment Not Covered
Tier 2 31 to 60 days $20 Copayment Not Covered

61 to 90 days $30 Copayment Not Covered

1 to 30 days $50 Copayment Not Covered
Tier 3 31 to 60 days $100 Copayment Not Covered

61 to 90 days $150 Copayment Not Covered

1 to 30 days $100 Copayment Not Covered
Tier 4 31 to 60 days $200 Copayment Not Covered

61 to 90 days $300 Copayment Not Covered

! In addition to any Copayment and/or Coinsurance amounts, you are also responsible for any charges which exceed the Allowable
Charges determined by the Plan.
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Copayment/Coinsurance Amounts per Prescription Order
For Which You Are Responsible

Mail-Order Pharmacy Participating Mail-Order Any Pharmacy other than the Participating
Program Pharmacy Mail-Order Pharmacy
(90-Day Supply)
Tier 1 No Copayment Not Covered
Tier 2 $30 Copayment Not Covered
Tier 3 $150 Copayment Not Covered
Tier 4 $300 Copayment Not Covered

Copayment/Coinsurance Amounts per Prescription Order
For Which You Are Responsible

Specialty Pharmacy Program Specialty Any Pharmacy other than a Specialty Network
(30-Day Supply) Network Pharmacy Pharmacy!
. $150 Copayment
T 1
fer 5 $150 Copayment plus 50% of Allowable Charges
2 t
Tier 6 $250 Copayment $250 Copaymen

plus 50% of Allowable Charges

Brand Name Drug Selection

If you receive a Brand Name Drug when a Generic Drug equivalent is available, you will be responsible for the difference between
the Allowable Charge for the Brand Name Drug and the Allowable Charge for the Generic Drug equivalent. This amount is in
addition to any Deductible, Copayment and/or Coinsurance amount set forth in this Schedule of Benefits.

Exceptions to this provision may be allowed for certain preventive medications (including prescription contraceptive medications) if
your health care Provider submits a request to the Plan indicating that the Generic Drug would be medically inappropriate, along with
supporting documentation. If the Plan grants the exception request, any difference between the Allowable Charge for the Brand
Name Drug and the Generic Drug equivalent will be waived.

Prescription Drug List

The Drug List is available on the Plan’s Web site at www.bcbsok.com. This list shows many commonly prescribed and clinically
useful Generic Drugs and Brand Drugs to provide coverage for a broad range of diseases. Brand Drugs may be included when a
Generic Drug is not available to treat a specific medical condition or the Brand Drug offers a significant advantage over available
Generic Drugs as determined by the Plan. This listing is maintained by a committee, which is made up of current and previously
practicing physicians and pharmacists from across the country, some of whom are employed by or affiliated with Blue Cross and Blue
Shield. You may call a Customer Service Representative to request an updated listing at the number shown on your Identification
Card.

' In addition to any Copayment and/or Coinsurance amounts, you are also responsible for any charges which exceed the Allowable
Charges determined by the Plan.
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Certificate

This Certificate is issued according to the terms of your Group Health Plan.

If a word or phrase starts with a capital letter, it has a special meaning in this Certificate. It is defined in the
Definitions section, where used in the text, or it is a title.

Your Group has contracted with Blue Cross and Blue Shield of Oklahoma (called the Plan, we, us, or
our) to provide the Benefits described in this Certificate. Blue Cross and Blue Shield of Oklahoma, having
issued a Group Contract to the Group, certifies that all persons who have:

e applied for coverage under this Certificate;

e paid for the coverage;

o satisfied the conditions specified in the Eligibility, Enrollment, Changes & Termination section; and
e been approved by the Plan;

are covered by this Certificate. Covered persons are called Subscribers (or you, your).

Any reference to “applicable law” will include applicable laws and rules, including, but not limited to,
statutes, ordinances and administrative decisions and regulations.

Beginning on your Effective Date, we agree to provide you the Benefits described in this Certificate.

President of Blue Cross and Blue Shield of Oklahoma

Your Subscriber Identification Number:

WARNING: ANY PERSON WHO KNOWINGLY, AND WITH INTENT TO INJURE,
DEFRAUD OR DECEIVE ANY INSURER, MAKES ANY CLAIM FOR THE PROCEEDS OF
AN INSURANCE POLICY CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING
INFORMATION IS GUILTY OF A FELONY.



Important Information

PLEASE READ THIS SECTION CAREFULLY! 1t explains the role the Blue Cross and Blue Shield of Oklahoma
Provider networks play in your health care coverage. It also explains important cost containment features
in your health care coverage. Together, these features allow you to receive quality health care in cost-
effective settings, while helping you experience lower out-of-pocket expenses.

By becoming familiar with your coverage, you will be assured of receiving the maximum Benefits possible
whenever you need to use your health care services.

YOUR PARTICIPATING PROVIDER NETWORK

Your coverage is a Preferred Provider Organization (PPO) plan that offers a wide selection of network
doctors and Hospitals. The Plan has negotiated special agreements with Hospitals, Outpatient facilities,
Physicians and other health care professionals from many specialties. These participating health care
Providers work with the Plan to help keep down the cost of health care. Although you are free to choose
any health care Provider for your services, your coverage will provide the highest level of Benefits if you
use a Network Provider.

Network Providers are not employees, agents or other legal representatives of Blue Cross and Blue
Shield of Oklahoma.

How YOUR COVERAGE WORKS

Your coverage is designed to give Subscribers some control over the cost of their own health care.
Subscribers continue to have complete freedom of choice in their Provider selection. However, the coverage
offers considerable financial advantages to Subscribers who choose to use a Network Provider.

This coverage operates around a group of Hospitals, Physicians and other Providers who have agreed to
accept no more than a reasonable, predetermined fee for their services. When Subscribers use these Network
Providers, they will have less out-of-pocket expense.

In contrast, when care is received from a Provider who is not a Network Provider, higher Deductibles,
Copayments and/or Coinsurance amounts and out-of-network Preauthorization requirements may
apply to your coverage. Refer to the Schedule of Benefits in the front of this Certificate for additional
details regarding your Benefits.

Through other network contracts with Blue Cross and Blue Shield of Oklahoma, many Oklahoma Hospitals,
Physicians and other Providers outside your network have also agreed to work together to help hold the line
on health care cost increases. Although your Benefits will be reduced when you do not use Network
Providers, using another contracting Provider offers some of the same advantages available to you within
the Provider network:

e The Provider will file your claims for you (just as a Network Provider would do).
e Payment for Covered Services will be sent directly to the Provider.

e These Providers have agreed to charge Plan Subscribers no more than a “Maximum Reimbursement
Allowance” for Covered Services. If your Provider charges more than our Allowable Charge for
Covered Services, you are not responsible for the difference. However, you will be responsible for
the difference, if any, between the contracting Provider’s Allowable Charge and the “Allowable
Charge” which a Network Provider would have accepted for the same services.



IMPORTANT: Keep in mind that all Covered Services (including ancillary services such as x-ray
and laboratory services, anesthesia, etc.) must be performed by a Network or BlueCard Provider in

order to receive the highest level of Benefits under this Certificate. If your Physician prescribes these
services, request that he/she refer you to a Network or BlueCard Provider whenever possible.

If Benefits are provided at a participating Hospital, at a participating Surgery center or other
participating treatment center, any Benefits provided by a non-participating anesthesiologist
(including a certified registered nurse anesthetist), pathologist, radiologist, or emergency room
Physician, assistant surgeon (if the primary surgeon is a Network Provider) or other hospital-based
Physician, the Subscriber will incur no greater out-of-pocket costs than would have been incurred if
the Benefits were provided by a Network Provider, except that the non-participating Provider may
bill the Subscriber for the difference between payment by the Plan and the Provider charges plus in-
network Deductible, Copayment and/or Coinsurance. Please call Customer Service if you have any
questions about the Benefits described in this section or how your claims have been processed.

COST SHARING FEATURES OF YOUR COVERAGE

As a participant in this Group Health Plan, you have the responsibility for sharing in a portion of your health
care costs. You are responsible for the applicable Deductible, Copayment and/or Coinsurance provisions
of your coverage, as well as any charges for which Benefits are not provided. You may also be responsible
for a portion of your health care premiums, depending upon the terms of your Group Health Plan. Check
with your Group Administrator for specific premium amounts applicable to the coverage you have selected
for you and your family.

A Tobacco User may be subject to a premium increase of up to 1.5 times the rate applicable to those who
are not Tobacco Users, to the extent permitted by applicable law, provided that the Plan will provide an
opportunity to offset such premium variation through participation in a wellness program to prevent or
reduce Tobacco Use, if required by applicable law.

SELECTING A PROVIDER

A listing of Oklahoma Network Providers is available on-line through the Blue Cross and Blue Shield of
Oklahoma Web site at www.bcbsok.com. You may also call a Customer Service Representative for
assistance in locating a Network Provider. Simply call the toll-free number shown on your Identification
Card.

Remember that you receive the highest level of Benefits under this Certificate when you use a Network
Provider.



THE BLUECARD® PROGRAM

As a Blue Cross and Blue Shield Plan Member, you enjoy the convenience of carrying your Identification
Card — The BlueCard. The BlueCard Program allows you to use a Blue Cross and Blue Shield Physician or
Hospital outside the state of Oklahoma and to receive the advantages of Network Provider Benefits and
savings.

Finding a Physician or Hospital

When you’re outside of Oklahoma and you need to find information about a Blue Cross and Blue
Shield Physician or Hospital, just call the BlueCard Doctor and Hospital Information Line at 1-800-
810-BLUE (2583), or you may refer to the BlueCard Doctor and Hospital Finder at

http://www .bluecares.com. We will help you locate the nearest Network Physician or Hospital.
Remember, you are responsible for receiving Preauthorization, if applicable, from Blue Cross and
Blue Shield of Oklahoma. As always, in case of an emergency, you should seek immediate care from
the closest health care Provider.

Available Care Coast to Coast

Show your Identification Card to any Blue Cross and Blue Shield Physician or Hospital across the
USA. The Physicians and Hospitals can verify your membership eligibility and coverage with Blue
Cross and Blue Shield of Oklahoma and submit your claims for you.

Remember to Always Carry the BlueCard

Make sure you always carry your Identification Card —The BlueCard. And be sure to use Blue Cross
and Blue Shield Physicians and Hospitals whenever you are outside the state of Oklahoma and need
health care.

Some local variations in Benefits do apply. If you need more information, call Blue Cross and Blue Shield
of Oklahoma today.

NOTE: Blue Cross and Blue Shield of Oklahoma may postpone application of any Deductible,
Copayment and/or Coinsurance amounts whenever it is necessary in order to obtain Provider
discounts for Covered Services you receive outside the state of Oklahoma.

How THE BLUECARD PROGRAM WORKS

You’re outside the state of Oklahoma and need health care.

Call 1-800-810-BLUE (2583) for information on the nearest PPO Physicians and Hospitals, or visit
the BlueCard Web site at http://www.bluecares.com.

You are responsible for Preauthorization, if applicable, from Blue Cross and Blue Shield of
Oklahoma.

Visit the PPO Physician or Hospital and present your Identification Card.

The Physician or Hospital verifies your membership and coverage information.

After you receive medical attention, your claim is electronically routed to Blue Cross and Blue Shield
of Oklahoma, which processes it and sends you a detailed Explanation of Benefits. You are only
responsible for meeting your Deductibles, Copayments and/or Coinsurance payments, if any.

All PPO Physicians and Hospitals are paid directly.




YOUR PRESCRIPTION DRUG PROGRAM

To receive the highest level of Benefits, always have your prescriptions filled by a Preferred Participating
Pharmacy.

Blue Cross and Blue Shield of Oklahoma has contracted with a network of Participating Pharmacies to help
control the increasing costs of Prescription Drugs. When you present your Identification Card to your
Participating Pharmacy, your claim will be processed electronically. Your pharmacist will be able to tell
immediately which charges count toward your Deductible, Copayment and/or Coinsurance amounts and
will collect the appropriate amount from you at the time of purchase. The Pharmacy will then be reimbursed
directly by the Plan for the balance of the Allowable Charge.

HOW YOUR PRESCRIPTION DRUG PROGRAM WORKS

v Show your Blue Cross and Blue Shield of Oklahoma Identification Card to your Pharmacy.

v If you choose a Participating Pharmacy, you pay any Deductible, Copayment and/or Coinsurance
amounts and your claims are filed automatically!

v If your Pharmacy is not a Participating Pharmacy, you will have to file your own claim.

v/ Claims for Prescription Drugs purchased from a Preferred Participating Pharmacy are
processed at the highest level of Benefits.

NOTE: Prescription Drugs must be listed on the Drug List to be covered under this Certificate, unless

coverage is specifically provided elsewhere in this Certificate and/or is required by applicable law or

regulation. Please refer to the Plan’s Web site at www.bcbsok.com for a list of Covered Drugs.

REMEMBER — Using Participating Pharmacies can save you time and money. If you have any questions

about your Prescription Drug coverage, please call a Customer Service Representative at the number shown
on your Identification Card.

If you find it necessary to purchase your prescriptions from an Out-of-Network Pharmacy, or if you do not
have your Identification Card with you when you purchase your prescriptions, it will be your responsibility
to pay the full cost of the Prescription Drugs and to submit a claim form (with your itemized receipt) to
receive the Benefits available under this Certificate.

MEDICAL NECESSITY LIMITATION

THE FACT THAT A PHYSICIAN OR OTHER PROVIDER PRESCRIBES OR ORDERS A SERVICE DOES
NOT AUTOMATICALLY MAKE IT MEDICALLY NECESSARY OR A COVERED SERVICE.

This coverage provides Benefits for Covered Services that are determined by the Plan to be Medically
Necessary. “Medically Necessary” is generally defined as health care services that a Hospital,
Physician or other 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:

e in accordance with generally accepted standards of medical practice;

e clinically appropriate, in terms of type, frequency, extent, site and duration, and considered
effective for the patient’s illness, injury or disease; and
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¢ not primarily for the convenience of the patient, Physician or other health care Provider, and 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.

PREAUTHORIZATION

The Plan has designated certain Covered Services which require “Preauthorization” in order for you to
receive the maximum Benefits possible under this Certificate.

You are responsible for satisfying the requirements for “Preauthorization”. This means that you must
request Preauthorization or assure that your Physician, Provider of services, or a family member complies
with the requirements below. Failure to Preauthorize services may result in a reduction in Benefits as
described below under “Failure to Preauthorize”.

If you utilize a Network Provider for Covered Services, that Provider may request Preauthorization for the
services. However, it is the Subscriber's responsibility to assure that the services are Preauthorized before
receiving care. You or your Provider may request Preauthorization by calling the Preauthorization number
shown on your Identification Card before receiving treatment.

e Preauthorization Process for Inpatient Services

For an Inpatient facility stay, you must request Preauthorization from the Plan as soon as possible, but
no later than one business day before your scheduled admission. The Plan will consult with your
Physician, Hospital, or other facility to determine if Inpatient level of care is required for your illness
or injury. The Plan may decide that the treatment you need could be provided just as effectively in a
different setting (such as the Outpatient department of the Hospital, an Ambulatory Surgical Facility,
or the Physician's office). If the Plan determines that your treatment does not require Inpatient care, you
and your Provider will be notified of that decision.

If you proceed with an Inpatient stay without the Plan's approval, or if you do not ask the Plan
for Preauthorization, your Benefits under this Certificate will be reduced, as described below
under “Failure to Preauthorize”, provided the Plan determines that Benefits are available upon
receipt of a claim. This reduction applies in addition to any Benefit reduction associated with your use
of an Out-of-Network Provider, if applicable. For Inpatient services received outside of our service
area, see the section entitled, “The BlueCard® Program” in General Provisions.

NOTE: Group Health Plans and health insurance issuers generally may not, under federal law, restrict
Benefits for any Hospital length of stay in connection with childbirth for the mother or newborn child
to less than 48 hours following a vaginal delivery, or less than 96 hours following a cesarean section.
However, federal law generally does not prohibit the mother's or newborn's attending Provider, after
consulting with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96
hours as applicable). In any case, plans and issuers may not, under federal law, require that a Provider
obtain authorization from the plan or the issuer for prescribing a length of stay not in excess of 48 hours
(or 96 hours).

e Preauthorization Process for Inpatient Psychiatric Care Services

All Inpatient services (including partial hospitalization programs), related to treatment of Mental
Illness, drug addiction, or alcoholism must be Preauthorized by the Plan.

6



Preauthorization Requests Involving Emergency Care

If you are admitted to the Hospital for Emergency Care and there is not time to obtain Preauthorization,
you will not be subject to the Preauthorization “penalty” (if any) outlined in your Certificate, if you or
your Provider notifies the Plan within two business days following your emergency admission.
Preauthorization Process for Certain Outpatient Services

Y ou must request Preauthorization from the Plan at least two business days prior to receiving any of
the following Outpatient services:

— Outpatient Surgery performed at a Hospital or Ambulatory Surgical Facility (Out-of-Network
Services only);

— Dialysis Treatment (Out-of-Network Services only);
— Molecular genetic testing;
— Radiation Therapy;
— Home Infusion Therapy;
— Human Organ and Tissue Transplant services;
— Private Duty Nursing Services;
— Hospice Services;
— Home Hemodialysis;
— Home Health Care Services;
— Medically Necessary reconstructive Surgery;
— Outpatient Provider administered drug therapies, Cellular Immunotherapy, and Gene Therapy;
— Any of the following Psychiatric Care Services:
o Psychological testing;
o Neuropsychological testing;
o Electroconvulsive therapy;
o Intensive Outpatient Treatment;

o Repetitive Transcranial Magnetic Stimulation.
The following additional Outpatient procedures/services:

— Cardiac (heart related):
o Lipid Apheresis.
— Ears, Nose and Throat (ENT):
o Bone Conduction Hearing Aids;
o  Cochlear Implant;
o Nasal and Sinus Surgery.
— Gastroenterology (Stomach):

o Qastric Electrical Stimulation (GES).



— Neurological:
o Deep Brain Stimulation;
o Sacral Nerve Neuromodulation/Stimulation;
o Vagus Nerve Stimulation (VNS).
— Orthopedic (Musculoskeletal):
o Artificial Intervertebral Disc;
o Autologous Chondrocyte Implantation (ACI) for Focal Articular Cartilage Lesions;
o Femoroacetabular Impingement (FAI) Syndrome;
o Functional Neuromuscular Electrical Stimulation (FNMES);
o Joint and Spine Surgery;
o Lumbar Spinal Fusion;
o Meniscal Allografts and Other Meniscal Implants;
o  Orthopedic Applications of Stem-Cell Therapy.
— Pain Management:
o  Occipital Nerve Stimulation;
o Surgical Deactivation of Headache Trigger Sites;
o Interventional Pain Management;
o Percutaneous and Implanted Nerve Stimulation and Neuromodulation;
o Spinal Cord Stimulation.
— Radiology:

o Advanced Imaging Services: MRI, Magnetic Resonance Angiogram (MRA), PET, PET-CT,
CT, Computed Tomography Angiography (CTA), Nuclear Medicine.

— Surgical Procedures:
o  Orthognathic Surgery; Face reconstruction;
o Mastopexy; Breast lift;
o Reduction Mammoplasty; Breast Reduction.
— Wound Care:
o Hyperbaric Oxygen (HBO2) Therapy.

For specific details about the Preauthorization requirement for the above referenced services, please
call the Customer Service number on the back of your Identification Card. The complete list of Covered
Services requiring Preauthorization is subject to review and change by Blue Cross and Blue Shield of
Oklahoma. The Plan reserves the right to no longer require Preauthorization during the Benefit Period
for any or all the above listed Outpatient services.

Failure to Preauthorize

If neither you nor your Provider request Preauthorization for Inpatient services, your coverage
will be subject to a $500 reduction in Benefits. If, upon receipt of a claim, it is determined that any



services you received were not Medically Necessary or were Experimental, Investigational and/or
Unproven, it may be your responsibility to pay the full cost of the services received.

e Response to Preauthorization Requests

The Plan will provide a written response to your Preauthorization request no later than 15 days
following the date we receive your request. This period may be extended one time for up to 15
additional days, if we determine that additional time is necessary due to matters beyond our control.

If the Plan determines that additional time is necessary, we will notify you in writing, prior to the
expiration of the original 15-day period, that the extension is necessary, along with an explanation of
the circumstances requiring the extension of time and the date by which the Plan expects to make the
determination.

If an extension of time is necessary due to our need for additional information, we will notify you of
the specific information needed, and you will have 45 days from receipt of the notice to provide the
additional information. We will provide a written response to your request for Preauthorization within
15 days following receipt of the additional information.

The procedure for appealing an adverse Preauthorization determination is set forth in the section
entitled, Complaint/Appeal Procedure.

¢ Response to Preauthorization Requests Involving Urgent Care

A “Preauthorization Request Involving Urgent Care” is any request for Medical Care or treatment
with respect to which the 15-day review period set forth above:

— could seriously jeopardize the life or health of the Subscriber or the ability of the Subscriber to
regain maximum function; or

— in the opinion of a Physician with knowledge of the Subscriber's medical condition, would subject
the Subscriber to severe pain that cannot be adequately managed without the care or treatment that
is the subject of the Preauthorization request.

The Plan will respond to you no later than 72 hours after receipt of the request, unless you fail to provide

sufficient information, in which case, you will be notified of the missing information within 24 hours
and will have no less than 48 hours to provide the information. A Benefit determination will be made
as soon as possible (taking into account medical exigencies) but no later than 72 hours after the initial
request, or within 48 hours after the missing information is received (if the initial request is incomplete).

The Plan's response to your “Preauthorization Request Involving Urgent Care”, including an adverse
determination, if applicable, may be issued orally. A written notice will also be provided within three
days following the oral notification.

Please keep in mind that any treatment you receive which is not a Covered Service under this
Certificate, or is not determined to be Medically Necessary, will be excluded from your Benefits.
This applies even if Preauthorization approval is requested or received.

CONCURRENT REVIEW

Whenever it is determined that Inpatient care or an ongoing course of treatment may no longer be Medically
Necessary, you, your Provider or other authorized representative may submit a request to the Plan for
continued services. If you, your Provider or authorized representative requests to extend care beyond the
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approved time limit and it is a Request Involving Urgent Care or an ongoing course of treatment, the Plan

will make a determination on the request/appeal as soon as possible (taking into account medical exigencies)
but no later than 72 hours after it receives the initial request, or within 48 hours after it receives the missing

information (if the initial request is incomplete).

ALLOWABLE CHARGE

To take full advantage of the negotiated pricing arrangements in effect between the Plan and our Network
Providers, it is imperative that you use Network Providers in Oklahoma and BlueCard Providers whenever
you are out of state. Using a Network Provider offers you the following advantages:

Network Providers have agreed to hold the line on health care costs by providing special prices for our
Subscribers. These Providers will accept this negotiated price (called the “Allowable Charge”) as
payment for Covered Services. This means that, if a Network Provider bills you more than the
Allowable Charge for Covered Services, you are not responsible for the difference.

The Plan will calculate your Benefits based on this “Allowable Charge”. We will deduct any charges
for services which are not eligible under your coverage, then subtract any Deductibles, Copayments
and/or Coinsurance amounts which may be applicable to your Covered Services. We will then
determine your Benefits under this Certificate and direct any payment to your Network Provider.

REMEMBER ...
You receive the maximum Benefits allowed whenever you utilize the services of an Oklahoma

Network Provider or a BlueCard Provider outside the state of Oklahoma.

The following method will be used for determining the Allowable Charge for Providers who do not
have a Participating Provider agreement with the Plan (Non-Contracting Providers):

The Allowable Charge for Non-Contracting Providers for Covered Services will be the lesser of:
1. the Provider's billed charges; or

2. the Plan’s Non-Contracting Allowable Charge.
The Non-Contracting Allowable Charge is developed from base Medicare reimbursements, excluding

any Medicare adjustments using information on the claim, and adjusted by a predetermined factor
established by the Plan. Such factor will not be less than 60% of the base Medicare reimbursement rate.
However, in no event will the reimbursement exceed 90% of the lowest amount the Plan would have
paid a Network Provider for the same services.

For services for which a Medicare reimbursement rate is not available, the Allowable Charge for Non-
Contracting Providers will represent an average contract rate for Network Providers adjusted by a
predetermined factor established by the Plan and updated on a periodic basis. Such factor shall not be
less than 90% of the average contract rate. Blue Cross and Blue Shield of Oklahoma will utilize the
same claim processing rules and/or edits that it utilizes in processing Participating Provider claims for
processing claims submitted by Non-Contracting Providers which may also alter the Allowable Charge
for a particular service. In the event the Plan does not have any claim edits or rules, the Plan may utilize
the Medicare claim rules or edits that are used by Medicare in processing the claims. The Allowable
Charge will not include any additional payments that may be permitted under the Medicare laws or
regulations which are not directly attributable to a specific claim, including, but not limited to,
disproportionate share and graduate medical education payments.

10



Any change to the Medicare reimbursement amount will be implemented by the Plan within 145 days
after the effective date that such change is implemented by the Centers for Medicaid and Medicare
Services, or its successor.

In the event the Non-Contracting Allowable Charge does not equate to the Non-Contracting Provider’s
billed charges, you will be responsible for the difference, along with any applicable Deductible,
Copayment and/or Coinsurance amounts. This difference may be considerable. To find out an estimate
of the Plan’s Non-Contracting Allowable Charge for a particular service, you may call the Customer
Service number shown on the back of your Identification Card.

Notwithstanding anything in the Group Health Plan to the contrary, for Out-of-Network Emergency
Care Services rendered by Non-Contracting Providers, the Allowable Charge shall be equal to the
greatest of the following three possible amounts—not to exceed billed charges:

1. the median amount negotiated with network or contracting Providers for the Emergency Care
Services furnished;

2. the amount for the Emergency Care Services calculated using the same method the Plan generally
uses to determine payments for Out-of-Network Provider services, but substituting the in-network
or contracting cost-sharing provisions for the Out-of-Network or Non-Contracting Provider cost-
sharing provisions; or

3. the amount that would be paid under Medicare for the Emergency Care Services.
Each of these amounts is calculated excluding any network or contracting Provider Copayment or

Coinsurance imposed with respect to the Subscriber.

Whenever Covered Services are received outside the state of Oklahoma from a Provider who does not
have a written agreement with Blue Cross and Blue Shield of Oklahoma or with the local Blue Cross
and Blue Shield Plan, the “Allowable Charge” may be determined by the Blue Cross and Blue Shield
Plan (Host Plan) servicing the area. Please refer to “Out-of-Area Services” in the General Provisions
section for additional information.

Whenever services are received from an Out-of-Network Provider, you will be responsible for the
following:

Charges for any services which are not covered under your Group Health Plan.
Any Deductible, Copayment and/or Coinsurance amounts that are applicable to your coverage.

The difference, if any, between your Provider's “billed charges” and the “Allowable Charge”
determined by the Host Plan.

CONTINUITY OF CARE

If you are under the care of a Network Provider who stops participating in the Plan’s network, (for reasons
other than misconduct, breach of contract, loss of license or other similar reason), you may be able to
continue coverage for that Provider’s Covered Services, at the in-network Benefit level for the following:

An ongoing course of treatment for a serious acute disease or condition requiring complex ongoing care
that you are currently receiving (for example, you are currently receiving Chemotherapy, Radiation
Therapy or post-operative visits for a serious acute disease or condition);

An ongoing course of treatment for a life-threatening disease or condition and the likelihood of death
is probable unless the course of the disease or condition is interrupted;

An ongoing course of treatment for the second and third trimester of pregnancy through the postpartum
period; or

An ongoing course of treatment for a health condition for which a treating Provider attests that
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discontinuing care by the Network Provider who is terminating from the network would worsen the
condition or interfere with anticipated outcomes.

Continuity coverage described in this provision shall continue until the treatment is complete (or postpartum)
but will not extend for more than 90 days beyond the date the Provider’s termination takes effect.

You have the right to appeal any decision made for a request for Benefits under this provision, as explained
in the Complaint/Appeal Procedure section of this Certificate.

AMENDMENTS

The Plan reserves the right to amend the provisions, language and Benefits set forth in this Certificate.

Because of changes in federal or state laws, or changes in your coverage, or the special needs of your
Group, provisions called amendments may be added to your Certificate.

Be sure to check for an amendment. It amends provisions or Benefits in your Certificate.

IDENTIFICATION CARD

You will get an Identification Card to show the Hospital, Physician, Pharmacy, or other Providers when
you need to use your coverage.

Your Identification Card shows the coverage through which you are enrolled and includes your own
personal identification number. All of your covered Dependents share your identification number.
Duplicate cards can be obtained for each covered member of your family.

Carry your card at all times. If you lose your card, you can still use your coverage. You can replace your
card faster, however, if you know your identification number. The Certificate page has a space to record it.

Legal requirements govern the use of your card. You cannot let anyone who is not enrolled in your coverage
use your card or receive your Benefits.

DESIGNATING AN AUTHORIZED REPRESENTATIVE

The Plan has established procedures for you to designate an individual to act on your behalf with respect to
a Benefit claim or an appeal of an adverse Benefit determination. Contact a Customer Service
Representative for help if you wish to designate an authorized representative. In the case of a
“Preauthorization Request Involving Urgent Care” (see “‘Preauthorization” provisions in this section), a
health care professional with knowledge of your medical condition will be permitted to act as your
authorized representative.

QUESTIONS

Whenever vou call our offices for assistance, please have vour Identification Card with you.

You usually will be able to answer your health care Benefit questions by referring to this Certificate. If you
need more help, please call a Customer Service Representative at the number shown on your Identification
Card.

Or, you can write to:
Blue Cross and Blue Shield of Oklahoma
P.O. Box 3283
Tulsa, Oklahoma 74102-3283
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When you call or write, be sure to give your Blue Cross and Blue Shield of Oklahoma Subscriber
identification number which is on your Identification Card. If the question involves a claim, be sure to give:
e the date of service;

e name of Physician or Hospital;

o the kind of service you received; and

e the charges involved.
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Eligibility, Enrollment, Changes & Termination

This section tells:

How and when you become eligible for coverage;
Who is considered an Eligible Dependent;

How and when your coverage becomes effective;
How to change types of coverage;

How and when your coverage stops; and

What rights you have when your coverage stops.

WHO IS AN ELIGIBLE PERSON

Unless otherwise specified in the Group Contract, the Benefits described in this Certificate will be provided

to persons who:

Meet the definition of an Eligible Person as specified by the Group Contract;
Have applied for this coverage and received an eligibility determination from the Group and/or the Plan;
Reside, live or work in the geographic area (“Network Service Area”) designated by the Plan;

Have received a Blue Cross and Blue Shield of Oklahoma Identification Card.

You may contact the Customer Service Department at the number shown on your Identification Card to
determine if you are in the Network Service Area, or access the Web site at www.bcbsok.com.

The date you become eligible is the date you satisfy the eligibility provisions specified by your Group.
Check with your Group Administrator for specific eligibility requirements which apply to your coverage.

WHO IS AN ELIGIBLE DEPENDENT

An Eligible Dependent is defined as:

your spouse or Domestic Partner. NOTE: Domestic Partner coverage is available at your Group’s
discretion. Contact your Group Administrator for information on whether Domestic Partner coverage is
available for your Group.

your Dependent child. Wherever used in this Certificate, “Dependent child” means your natural child, a
stepchild, an eligible foster child, an adopted child or child Placed for Adoption (including a child for
whom you, your spouse or your Domestic Partner (provided your Group covers Domestic Partners) is a
party in a legal action in which the adoption of the child is sought), under 26 years of age, regardless of
presence or absence of a child’s financial dependency, residency, student status, employment status,
marital status, eligibility for other coverage, or any combination of those factors. A child not listed above
who is legally and financially dependent upon the Member or his/her spouse or Domestic Partner is also
considered a Dependent child under the Group Health Plan, provided proof of dependency is provided to
the Plan, as appropriate.

A Dependent child who is medically certified as disabled and dependent upon the Member or his/her
spouse or Domestic Partner (provided the Group covers Domestic Partners) is eligible to continue
coverage beyond the limiting age, provided the disability began before the child attained the age of 26.
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The Plan reserves the right to request verification of a Dependent child's age, dependency, and/or
disability status upon initial enrollment and from time to time thereafter as the Plan may require.

If two Eligible Persons are married to each other, or in a Domestic Partnership (provided the Group covers
Domestic Partners), one may enroll as a Member and the other as a Dependent, or both may enroll as
Members. Their child or children may be covered as Dependents under either person’s coverage, but not
under both.

APPLYING FOR COVERAGE
You may apply for coverage in a Group Health Plan for yourself and/or your Dependents.

No eligibility rules or variations in premium will be imposed based upon your health status, medical
condition, claims experience, receipt of health care, medical history, genetic information, evidence of
insurability, disability, or any other health status related factor. You will not be discriminated against for
coverage under this Plan on the basis of race, color, national origin, disability, age, sex, gender identity, or
sexual orientation. Variations in the administration, processes or Benefits of this Certificate that are based
on clinically indicated, reasonable medical management practices, or are part of permitted wellness
incentives, disincentives and/or other programs do not constitute discrimination.

You may enroll in or change Group Health Plans for yourself and/or your Dependents during one of the
following enrollment periods.

INITIAL AND ANNUAL OPEN ENROLLMENT PERIODS/EFFECTIVE DATE OF COVERAGE

Your Group will designate initial and annual open enrollment periods during which you may apply for or
change coverage in a Group Health Plan for yourself and/or your Dependents. Your and/or your Dependents’
Effective Date will be assigned by the Plan, according to the provisions of the Contract in effect for your
Group.

If your Group has a waiting period prior to the Effective Date of your coverage, such waiting period may
not exceed 90 days, unless permitted by applicable law. If our records show that your Group has a waiting
period that exceeds the time period permitted by applicable law, then we reserve the right to begin your
coverage on a date that we believe is within the required period. Regardless of whether we exercise that
right, your Group is responsible for your waiting period. If you have questions about your waiting period,
please contact your Group Administrator.

This section “Initial and Annual Open Enrollment Periods/Effective Date of Coverage ” is subject to change
by the Plan and/or applicable law, as appropriate.

SPECIAL ENROLLMENT PERIODS/EFFECTIVE DATE OF COVERAGE

Your Group Health Plan includes special enrollment periods during which individuals who previously
declined coverage are allowed to enroll in or change coverage in a Group Health Plan for yourself and/or
your Dependents.

You must provide acceptable proof of a special enrollment event. “Special Enrollment Events” are
described in detail below. The Plan will review this proof to verify your eligibility for special enrollment.
Failure to provide acceptable proof of a special enrollment event will delay or prevent enrollment under
this Certificate. Please call the Customer Service number shown on your Identification Card for additional
information.
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e Special Enrollment Events

You must apply for coverage within 31 days from the date of any of the following Special
Enrollment Events:

You gain a Dependent or become a Dependent through marriage or the establishment of a Domestic
Partnership (provided your Group covers Domestic Partners). New coverage for you and/or your
Dependents will be effective on the date determined by the Plan.

You gain a Dependent through birth, adoption or Placement for Adoption or court-ordered
Dependent coverage. New coverage for you and/or your Dependents will be effective on the date
of birth, adoption, or Placement for Adoption.

If your membership includes at least one Dependent, coverage for the newborn will be effective on
the date of birth and continue for 31 days. In order to extend the coverage beyond 31 days, your
application to add coverage for the newborn must be received by the Plan within 31 days following

the child's birth; and you must make the required contribution for such coverage from the date of
birth.

Subject to the Exclusions, conditions and limitations of this Certificate, coverage for an adopted
child will include the actual and documented medical costs associated with the birth of an adopted
child who is 18 months of age or younger. You must provide copies of the medical bills and records
associated with the birth of the adopted child and proof that you have paid or are responsible for
payment of the medical bills associated with the birth and that the cost of the birth was not covered
by another health care plan, including Medicaid.

You gain access to a new Group Health Plan as a result of a permanent move.

You and/or your Dependents experience a loss of other coverage and you meet the following
requirements:

o You and/or your Dependent must otherwise be eligible for coverage under the terms of the
Group Health Plan.

o When coverage under this Group Health Plan was previously declined, you and/or your
Dependent must have been covered under another Group Health Plan or must have had other
health insurance coverage.

o When the coverage was previously declined:

' you and/or your Dependent had COBRA Continuation Coverage under another plan and
COBRA Continuation under that other plan has since been exhausted; or

v if the other coverage that applied to you and/or your Dependent when enrollment was
declined was not under a COBRA continuation provision, either the other coverage has
been terminated as a result of loss of eligibility for the coverage or employer contributions
towards the other coverage have been terminated.

For purposes of the above provision, “exhaustion of COBRA Continuation Coverage”
means that the individual’s COBRA Continuation Coverage has ceased for any reason
other than failure to pay premiums on a timely basis, or for cause (such as making a
fraudulent claim or an intentional misrepresentation of material fact in connection with the
plan).
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“Loss of eligibility for coverage” includes a loss of coverage as a result of any of the
following:

' Legal separation, divorce, death, or dissolution of a Domestic Partnership (if applicable);

' Loss of Dependent status, such as attaining the limiting age to be eligible as a Dependent
child under this Certificate;

'  Termination of employment, reduction in the number of hours of employment, or loss of
coverage due to a policy no longer offering benefits to the class of similarly situated
individuals that includes you and/or your Dependents;

' Loss of coverage through an HMO in the individual market because you and/or your
Dependents no longer reside, live or work in the HMO service area;

' Loss of coverage through an HMO or other arrangement in the group market because you
and/or your Dependents no longer reside, live or work in the HMO service area, and no
other coverage is available to you and/or your Dependents; or

*  You incur a claim that would meet or exceed a lifetime limit on all benefits.

' Loss of eligibility does not include a loss due to failure of the individual or the participant
to pay premiums on a timely basis or termination of coverage for cause (such as making a
fraudulent claim or any intentional misrepresentation of material fact in connection with
the plan).

o Your application for special enrollment must be received by the Plan within 31 days following
the loss of other coverage.
Coverage under special enrollment will be effective no later than the first day of the month
after the Plan receives your application for enrollment for yourself or on behalf of your
Dependent(s).

Special Enrollment for Court-Ordered Dependent Coverage

An Eligible Dependent is not considered a late enrollee if the Member’s application to add the
Dependent is received by the Plan within 31 days after issuance of a court order requiring coverage be
provided for a spouse or minor or Dependent child under the Member’s coverage. The Effective Date
will be determined by the Plan in accordance with the provisions of the court order.

Special Enrollment Related to Medicaid and Child Health Insurance Program (CHIP) Coverage

A 60-day Special Enrollment Period occurs when Employees and Dependents who are eligible but not
enrolled for coverage in the Group Health Plan experience either of the following Qualifying Events:

— The Employee’s or Dependent’s Medicaid or CHIP coverage is terminated as a result of loss of
eligibility; or

— The Employee or Dependent becomes eligible for a Group Health Plan premium assistance subsidy
under Medicaid or CHIP.
An Employee must request this special enrollment into the Group Health Plan within 60 days of the

loss of Medicaid or CHIP coverage, and within 60 days of the Employee or Dependent becoming
eligible for a Group Health Plan premium assistance subsidy under Medicaid or CHIP.
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Coverage resulting from any of the “Special Enrollment Events” outlined above is contingent upon
timely completion of the application and remittance of the appropriate premiums in accordance
with the guidelines as established by the Plan.

This section “Special Enrollment Periods/Effective Date of Coverage” is subject to change by the Plan
and/or applicable law, as appropriate.

NOTIFICATION OF ELIGIBILITY CHANGES

It is the Subscriber’s responsibility to notify the Plan, of any change to a Subscriber’s name or address. An
address change may result in Benefit changes for you and your Dependents if you move out of the Plan’s
Network Service Area. You may call Customer Service at the number shown on your Identification Card
or visit our Web site at www.bcbsok.com.

QUALIFIED COURT ORDERS FOR MEDICAL COVERAGE FOR DEPENDENT CHILDREN

The Plan will honor certain qualified medical child support orders (QMCSO). To be qualified, a court of
competent jurisdiction must enter an order for child support requiring coverage under the Group Health
Plan on behalf of your children. An order or notice issued through a state administrative process that has
the force of law may also provide for such coverage and be a QMCSO.

The order must include specific information such as:

e your name and address;
e the name and address of any child covered by the order;

e areasonable description of the type of coverage to be provided to the child or the manner by which
the coverage is to be determined;

e the period to which the order applies; and
e cach Group Health Plan to which the order applies.

To be a qualified order, the order cannot require the Plan to provide any type or form of Benefits or any
option not otherwise provided by the Group Health Plan, except as otherwise required by law. You will be
responsible for paying all applicable premium contributions, and any Deductible, Copayment and/or
Coinsurance or other cost sharing provisions which apply to your and your Dependent’s coverage.

The Plan has to follow certain procedures with respect to qualified medical child support orders. If such an
order is issued concerning your child, you should contact a Customer Service Representative at the number
shown on your Identification Card.

DELETING A DEPENDENT

You can change your coverage to delete Dependents. The change will be effective at the end of the month
and/or billing period during which eligibility ceases.

COBRA CONTINUATION COVERAGE

THIS PROVISION MAY NOT APPLY TO YOUR GROUP’S COVERAGE. PLEASE CHECK WITH YOUR
GROUP ADMINISTRATOR TO DETERMINE IF YOUR GROUP IS SUBJECT TO COBRA*
REGULATIONS.

* Consolidated Omnibus Budget Reconciliation Act of 1985, as amended
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Eligibility for Continuation Coverage

When a Qualifying Event occurs, eligibility under this Certificate may continue for you and/or your
Eligible Dependents (including your widow/widower, your divorced or legally separated spouse, and
your children) who were covered on the date of the Qualifying Event. A child who is born to you, or
Placed for Adoption with you, during the period of COBRA Continuation Coverage is also eligible to
elect COBRA Continuation Coverage.

You or your Eligible Dependent is responsible for notifying the Employer within 60 days of the
occurrence of any of the following events:

— your divorce or legal separation; or
— your Dependent child ceasing to be an Eligible Dependent under the Plan; or

— the birth, adoption or Placement for Adoption of a child while you are covered under COBRA
Continuation Coverage.

A Domestic Partner is not recognized as a spouse for certain federally regulated programs, such as
COBRA Continuation Coverage and Medicare.

Election of Continuation Coverage

You or your Eligible Dependent must elect COBRA Continuation Coverage within 60 days after the
later to occur of:

- the date the Qualifying Event would cause you or your Dependent to lose coverage; or

- the date your Employer notifies you, or your Eligible Dependent, of your COBRA Continuation
Coverage rights.

COBRA Continuation Coverage Period

You and/or your Eligible Dependents are eligible for coverage to continue under your Group’s
coverage for a period not to exceed:

— 18 months from the date of a loss in coverage resulting from a Qualifying Event involving your
termination of employment or reduction in working hours; or

— 36 months from the date of a loss in coverage resulting from a Qualifying Event involving:

o your death, divorce or legal separation, or your loss of coverage due to becoming entitled to
Medicare; or

o the ineligibility of a Dependent child;

provided the premiums are paid for the coverage as required.

Disability Extension

— COBRA Continuation Coverage may be extended from 18 months to 29 months for you or an
Eligible Dependent who is determined by the Social Security Administration to have been disabled
on the date of a Qualifying Event, or within the first 60 days of COBRA Continuation Coverage.
This 11-month disability extension is also available to nondisabled family members who are
entitled to COBRA Continuation Coverage.

— To request the 11-month disability extension, you or your Dependent must give notice of the
disability determination to the Employer before the end of the initial 18-month COBRA
Continuation Coverage period, and no later than 60 days after the date of the Social Security
Administration’s determination. In addition, you or your Dependent must notify the Employer
within 30 days after the Social Security Administration makes a determination that you or your
Dependent is no longer disabled.
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e  Multiple Qualifying Events

In the event an Eligible Dependent experiences a second Qualifying Event after onset of COBRA
Continuation Coverage resulting from your termination or reduction in work hours, the maximum
period of coverage is 36 months from the date of a loss in coverage resulting from the first Qualifying
Event. This extension is available to the Eligible Dependent only.

e Special TAA/ATAA Election Period

An Employee who loses his/her job due to a trade-related reason may be entitled to a second 60-day
COBRA celection period if the Employee did not elect COBRA Continuation Coverage when initially
eligible to do so. In order to qualify for this election period, the U. S. Department of Labor (or a state
labor agency) must issue a certification showing that the job loss was due to trade-related reasons and
that the Employee is entitled to “trade adjustment assistance” (TAA) or “alternate trade adjustment
assistance” (ATAA). The special 60-day election period begins on the first day of the month in which
the Employee becomes eligible for trade adjustment assistance, as determined by the Department of
Labor or state labor agency. The Employee is not eligible for the special election period if the
TAA/ATAA eligibility determination is made more than six months after termination of employment.

WHEN COVERAGE UNDER THIS CERTIFICATE ENDS

When a Subscriber is no longer an Eligible Person or Eligible Dependent, coverage stops at the end of the
month and/or billing period during which eligibility ceases, except in the following cases:

In the case of an Employee whose coverage is terminated under a Group Health Plan that is not subject to
COBRA Continuation Coverage, such Employee and his/her Dependents shall remain insured under the
Contract for a period of 63 days after such termination, unless during such period the Employee and his/her
Dependents shall otherwise become entitled to similar insurance from some other source.

When a Subscriber ceases to be an Eligible Dependent by reason of death, coverage for that Subscriber
will cease on the date of death.

A Subscriber’s COBRA Continuation Coverage, when applicable, will cease on the earliest to occur of
the following dates:

— the date the billing period ends following expiration of the 18-month, 29-month or 36-month
COBRA Continuation Coverage period, whichever is applicable;

— the first day of the month that begins more than 30 days after the date of the Social Security
Administration’s final determination that the Subscriber is no longer disabled (when coverage has
been extended from 18 months to 29 months due to disability);

— the date on which the Group stops providing any Group Health Plan to any Employee;

— the date on which coverage stops because of a Subscriber’s failure to pay to the Group any
premiums required for the COBRA Continuation Coverage;

— the date on which the Subscriber first becomes (after the date of the election) covered under any
other Group Health Plan which does not contain any exclusion or limitation with respect to a
preexisting condition applicable to the Subscriber (or the date the Subscriber has satisfied the
preexisting condition exclusion period under that plan); or

— the date on which the Subscriber becomes (after the date of the election) entitled to benefits under
Medicare.
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Your coverage will terminate retroactive to your Effective Date if you or the Group commits fraud or
intentional misrepresentation of material fact in applying for or obtaining coverage under the Group
Contract. Your coverage will end immediately if you file a fraudulent claim.

If your premiums are not paid, your coverage will stop at the end of the month and/or billing period for
which your premiums have been paid.

Termination of the Group Contract automatically ends all of your coverage at the same time and date. It is
the responsibility of your Group to tell you of such termination.

WHAT WE WILL PAY FOR AFTER YOUR COVERAGE ENDS

e If your coverage terminates for any reason under a Group Health Plan that is not subject to COBRA
Continuation Coverage, Benefits under this Certificate will end on the effective date and time of such
termination. However, termination will not deprive you of any Benefits to which you would otherwise
be entitled for Covered Services incurred during the course of a Hospital confinement that began before
the date and time of termination. Benefits will be provided only for a period of time which is the lesser
of:

— aperiod of time equal to the length of time you were covered under this Certificate; or
— the duration of the Hospital confinement; or

— 90 days following termination of coverage; or

— the date you become entitled to similar insurance through some other source.

e If your coverage ends because the Member terminates employment, or because the Group itself is
terminated, Benefits under this Certificate will end on the effective date and time your coverage is
terminated, except as provided below:

— In the event the Group Health Plan is not subject to COBRA Continuation Coverage, a Subscriber
who was insured under this Certificate for six months prior to the date coverage is terminated will
be entitled to an extension of Benefits under this Certificate if:

o Covered Services are incurred due to illness or injury because of which the Subscriber is
Totally Disabled at the date and time such coverage is terminated; or

o the Subscriber has not completed a plan of surgical treatment (including maternity care and
delivery expenses) which began prior to the date and time of such termination of coverage.

— Coverage for the extension of Benefits shall be limited to a period which is the lesser of:

o the duration of the uninterrupted existence of such Total Disability or completion of a plan of
surgical treatment; or

o the payment of maximum Benefits; or
o six months following the date and time of termination of coverage.

*  Your premiums must be submitted to the Plan during the period of the extension of Benefits and will
be the same premiums which would have been charged for the coverage provided under this Certificate
had termination not occurred.

e The Plan shall have no liability for any Benefits for Covered Services incurred after the termination of
this Certificate, except as provided above.

e Benefits are not provided, even if Preauthorization was received from the Plan, after a Subscriber’s
coverage under this Certificate is terminated.
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TRANSFERS OUT OF THE NETWORK SERVICE AREA

A Member and his or her Eligible Dependents, if any, who move outside the Network Service Area may
no longer be eligible for coverage under this Certificate. You may contact a Customer Service
Representative for other coverage options that are available to you.

WHEN YOU TURN AGE 65
Plan coverage is available to you and/or your spouse or Domestic Partner (provided your Group covers
Domestic Partners) over age 65. However, the type of coverage you receive will depend upon whether you

continue to work and the rules in effect for your particular Group, including federal regulations which apply
to working people age 65 and older.

Y our coverage may include:
e a continuation of Group Benefits;
e acombination of Group Benefits and Medicare; or

e one of our Medicare Supplement Policies.

Check with your Group Administrator for details regarding the coverage options available to you and
your Dependents (if any).

WHEN YOU RETIRE

When you retire at or after age 65 and have applied for Medicare, you may apply for one of our Medicare
Supplement Policies within 31 days of the day you retire.

When you become age 65, you may apply for one of our Medicare Supplement Policies. Check with your
Group Administrator for more information.

NOTE: Some Groups have special eligibility provisions regarding retired Employees. Check with your Group
Administrator for retiree eligibility provisions unique to your Group’s coverage.

IMPORTANT: You are eligible for Medicare on the first day of the month you become age 65.

You should apply for Medicare at least three months before your birthday.
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Comprehensive Health Care Services

This section lists the Covered Services under your Certificate. Please note that services must be
determined to be Medically Necessary by the Plan in order to be covered under this Certificate.

Please note: All Inpatient services and many Outpatient services listed in this section are subject to
the “Preauthorization” requirements set forth in the Important Information section of this Certificate.
If you fail to comply with these requirements, Benefits for Covered Services may be reduced or
denied.

PREVENTIVE CARE SERVICES
Any of the following Covered Services performed by a Provider.

Preventive Care Services received from Network or BlueCard Providers are not subject to Deductible,
Copayment, Coinsurance and/or dollar maximum. Preventive Care Services received from Out-of-
Network Providers may be subject to Deductible, Copayment and/or Coinsurance, except for certain state
or federally mandated Benefits (for example, covered childhood immunizations for Subscribers under
age 19).

1. Evidence-based items or services that have in effect a rating of “A” or “B” in the current
recommendations of the United States Preventive Services Task Force (“USPSTF”);

2. Immunizations recommended by the Advisory Committee on Immunization Practices of the Centers
for Disease Control and Prevention (“CDC”) with respect to the individual involved;

3. Evidenced-informed preventive care and screenings provided for in the comprehensive guidelines
supported by the Health Resources and Services Administration (“HRSA”) for infants, children, and
adolescents; and

4. With respect to women, such additional preventive care and screenings, not described in item 1 above,
as provided for in comprehensive guidelines supported by the HRSA. Such services will include the
following:

e Breast-feeding Support, Services and Supplies — Benefits will be provided for breast-feeding
counseling and support services rendered by a Provider for pregnant and postpartum women.
Benefits include the rental (or, at the Plan’s option, the purchase) of manual or electric breast-
feeding equipment, limited to one electric breast pump per Benefit Period.

e Contraceptive Services — Benefits will be provided for the following contraceptive services when
prescribed by a licensed Provider for women with reproductive capacity:

— contraceptive counseling;
— FDA-approved prescription devices and medications;
— over-the-counter contraceptives; and

— sterilization procedures (including, but not limited to, tubal ligation), but not including
hysterectomy.

Coverage includes contraceptives in the following categories:
—progestin-only contraceptives;

— combination contraceptives;
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— emergency contraceptives;

— extended-cycle/continuous oral contraceptives;
— cervical caps;

— diaphragms;

— implantable contraceptives;

— intra-uterine devices;

— injectables;

— transdermal contraceptives; and

— vaginal contraceptive devices.

NOTE: Prescription contraceptive medications are covered under the Quepatient Prescription
Drugs and Related Services section of your Certificate, if applicable.

The contraceptive drugs and devices listed above may change as FDA guidelines are modified.
Deductible, Copayment and/or Coinsurance amounts will not apply to FDA-approved
contraceptive drugs and devices on the Contraceptive Drug List. To determine if a specific drug is
on the Contraceptive Drug List, you may access the Web site at www.bcbsok.com or contact
Customer Service at the toll-free number on your Identification Card.

When obtaining the items noted above, you may be required to pay the full cost and then submit a claim
form with itemized receipts to the Plan for reimbursement. Please refer to the Claims Filing Procedures
section of your Certificate for claims submission information.

Covered Preventive Care Services received from Out-of-Network Providers and/or Out-of-Network
Pharmacies, or other routine Covered Services not provided for under this provision may be subject to any
Deductibles, Copayments, Coinsurance and/or Benefit maximums applicable to your coverage.

For purposes of this Benefit, the current recommendations of the USPSTF regarding breast cancer screening
and mammography and prevention will be considered the most current (other than those issued in or around
November 2009).

Preventive Care Services will be implemented in the quantities and within the time periods allowed under
applicable law. The Preventive Care Services described in items 1 through 4 above may change as the
USPSTF, CDC, and HRSA guidelines are modified. For more information you may access the Web site at
www.bcbsok.com or contact Customer Service at the toll-free number listed on your Identification Card.

If a recommendation or guideline for a particular Preventive Care Service does not specify the frequency,
method, treatment or setting in which it must be provided, the Plan may use reasonable medical
management techniques to apply Benefits or determine coverage.

If a covered Preventive Care Service is provided during an office visit and is billed separately from the
office visit, you may be responsible for any applicable Deductible, Copayment and/or Coinsurance amounts
for the office visit only. If an office visit and the Preventive Care Service are not billed separately and the
primary purpose of the visit was not the preventive health service, you may be responsible for any applicable
Deductible, Copayment and/or Coinsurance amounts for the office visit including the Preventive Care
Service.

Examples of Covered Services included are: (1) routine annual physicals, including immunizations, well-
child care, cancer screening mammograms, annual routine obstetrical/gynecological examinations, annual
In Home Health Assessment, bone density tests; and screening for prostate cancer and colorectal cancer;
(2) tobacco use counseling and interventions (including a screening for tobacco use, counseling and FDA-
approved tobacco cessation medications); and (3) healthy diet counseling and obesity screening/counseling.
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NOTE: Tobacco cessation medications are covered under the Quipatient Prescription Drugs and Related
Services section of this Certificate when prescribed by a Network Provider.

Examples of covered immunizations included are Diphtheria, Haemophilus influenzae type b, Hepatitis B,
Measles, Mumps, Pertussis, Polio, Rubella, Tetanus, Varicella and any other immunization that is required
by law for a child. Allergy injections are not considered immunizations under this Benefit provision.

Covered Services not included in items listed above may be subject to any Deductibles, Copayments,
Coinsurance and/or Benefit maximums applicable to your coverage.

Covered Preventive Care Services received from Out-of-Network Providers may be subject to any
Deductible, Copayment and/or Coinsurance amounts applicable to your coverage.

Coverage for the Preventive Care Services specified in items 1 through 4 above shall be provided in
accordance with the terms and conditions of the appropriate Benefit section of this Certificate (for example:
“Hospital Services”, “Surgical/Medical Services”, “Outpatient Diagnostic Services” or QOutpatient
Prescription Drugs and Related Services).

’

EMERGENCY CARE SERVICES

Services provided in a Hospital emergency department (emergency room) or other comparable facility for
treatment of an injury, illness or condition manifesting itself by acute symptoms of sufficient severity,
including severe pain, such that a reasonable and prudent layperson could expect the absence of medical
attention to result in:

e serious jeopardy to the Subscriber’s health (or, with respect to a pregnant woman, the health of the
woman or her unborn child);

e serious impairment to bodily function; or
e serious dysfunction of any bodily organ or part; or
e with respect to a pregnant woman who is having contractions:
— there is inadequate time to effect a safe transfer to another hospital before delivery; or

— transfer may pose a threat to the health or safety of the woman or the unborn child.

Services provided in an emergency room that are not Emergency Care may be excluded from emergency
coverage, although these services may be covered under “Surgical/Medical Services”, if applicable. Non-

emergency services provided in an emergency room for treatment of Mental Illness will be paid the same as

Emergency Care services.

Coverage for Emergency Care shall be provided in accordance with the terms and conditions of the
appropriate Benefit section of this Certificate (for example: “Hospital Services” and “Surgical/Medical
Services”).

HOSPITAL SERVICES

We pay the scheduled amounts for the following Covered Services you receive from a Hospital or other

Provider.

Bed and Board
— Bed, board and general nursing service in:
— A room with two or more beds;

— A private room (private room allowance is equal to the most prevalent semiprivate room charges of
your Hospital). Private room charges in excess of the semiprivate room allowance will not be eligible
for Benefits unless the patient is required under the infection control policy of the Hospital to be in
isolation to prevent contagion;
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— A bed in a Special Care Unit which gives intensive care to the critically ill.

Inpatient services are subject to the “Preauthorization” requirements of this Certificate (see
Important Information section). If you fail to comply with these requirements, Benefits for Covered
Services rendered during your Inpatient confinement will be reduced by $500, provided the Plan
determines that Benefits are available upon receipt of a claim.

Ancillary Services
- Operating, delivery and treatment rooms;

- Prescribed drugs;

Whole blood, blood processing and administration;

- Anesthesia supplies and services rendered by an employee of the Hospital or other Provider;
Medical and surgical dressings, supplies, casts and splints;

- Oxygen;

Subdermally implanted devices or appliances necessary for the improvement of physiological
function;

Diagnostic Services;
- Therapy Services.

Emergency Accident Care

Outpatient emergency Hospital services and supplies to treat injuries caused by an accident.

Emergency Medical Care

Outpatient emergency Hospital services and supplies to treat a sudden and acute medical condition
that requires prompt Medical Care.

Surgery

Hospital services and supplies for Outpatient Surgery furnished by an employee of the Hospital or
other Provider other than the surgeon or assistant surgeon.

Outpatient Surgery performed at an Out-of-Network Hospital is subject to the
“Preauthorization” requirements of this Certificate (see Important Information section).

Routine Nursery Care

Inpatient Hospital Services for Routine Nursery Care of a newborn Subscriber.

Routine Nursery Care does not include treatment or evaluation for medical or surgical reasons
during or after the mother's maternity confinement. In the event the newborn requires such
treatment or evaluation while covered under this Certificate:

o the infant will be considered as a Subscriber in its own right and will be entitled to the same
Benefits as any other Subscriber under this Certificate; and

o aseparate Deductible will apply to the newborn's Hospital confinement.
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SURGICAL/MEDICAL SERVICES

We pay the scheduled amounts for the following Covered Services you receive 