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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 Preferred 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  $45 for each Network Provider’s office visit, Retail Health Clinic visit or Virtual Visit.

e  $45 for each Network Provider’s office visit or Virtual Visit for Psychiatric Care
Services.

e  $65 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
Therapy Copayment
(maintenance drugs)

e  $50 for Outpatient Infusion Therapy performed in a Network Physician’s office,
infusion suite or in the home.

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

$650 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 $300 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 $400 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 $300 for each Network Hospital Admission or Hospice admission.

Admission e $400 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 — $4,000 per Subscriber, or $12,000 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?! 70% 70%

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? 70% 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 70% 60%
OUTPATIENT DIAGNOSTIC SERVICES? 70% 60%
OUTPATIENT THERAPY SERVICES?
Maximum of 25 Outpatient visits for Physical Therapy,
Occupational Therapy and Speech Therapy (combined) per

- B . 70% 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) 70% 60%
MATERNITY SERVICES’ 70% 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 70% 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
70% 60%
SURGICAL SERVICES!
HUMAN ORGAN, TISSUE AND BONE MARROW TRANSPLANT
1 70% 60%
SERVICES
AMBULATORY SURGICAL FACILITY SERVICES 70% 60%!
SERVICES RELATED TO TREATMENT OF
70% 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 70% 60%
AMBULANCE SERVICES 70% 70%
1
PRI\{A'TE DU.TY NURSING SERVIC'ES 70% 60%
85-visit maximum per Benefit Period
REHABILITATION CARE AND HABILITATION CARE?!
. . . 70% 60%
30-day maximum per Benefit Period for Inpatient care?
1
SKILLED NI.JRSING FACILITY SEI.IVICES 70% 60%
30-day maximum per Benefit Period
1
HON'IE. HEA].;TH CARE SERVICES ' 70% 60%
30-visit maximum per Benefit Period
HOSPICE SERVICES! 70% 60%
DENTAL SERVICES FOR ACCIDENTAL INJURY 70% 60%
DIABETES EQUIPMENT, SUPPLIES AND
Q 70% 60%
SELF-MANAGEMENT SERVICES
SERVICES RELATED TO CLINICAL TRIALS 70% 60%
DURABLE MEDICAL EQUIPMENT 70% 60%
PROSTHETIC APPLIANCES 70% 60%
ORTHOTIC DEVICES
. . 709 609
Maximum of 15 per Benefit Period o o
WIGS OR OTHER SCALP PROSTHESES
709 609
Maximum of One per Benefit Period o o
ALL OTHER COVERED SERVICES 70% 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 70% of Allowable Charges after satisfaction of the Deductible.
3 Separate 30-day maximums will apply to Inpatient Rehabilitation Care and Inpatient Habilitation Care.
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Blue Preferred Gold PPOM 402
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.
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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!
$20 Copayment plus
Tier 1 10C t 20 C t
ter $ opaymen $ opayment 50% of Allowable Charges
. $30 Copayment plus
Tier 2 $20 Copayment $30 Copayment

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 Opaymen 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)
1 to 30 days $10 Copayment Not Covered
Tier 1 31 to 60 days $20 Copayment Not Covered
61 to 90 days $30 Copayment Not Covered
1 to 30 days $20 Copayment Not Covered
Tier 2 31 to 60 days $40 Copayment Not Covered
61 to 90 days $60 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 $30 Copayment Not Covered
Tier 2 $60 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.
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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.
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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 Servic