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Blue Preferred Silver PPO’M 419
Blue Preferred 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 Prior Authorization 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.

BENEFIT PERIOD DEDUCTIBLE | e Network Provider Services — $4,100 per Benefit Period per Subscriber, or $12,300 for
all covered family members combined.

e  Out-of-Network Provider Services — $10,000 per Benefit Period per Subscriber, or
$20,000 for all covered family members combined.

Deductible amounts for Network Provider Services and Out-of-Network Provider Services do

not cross-apply except those amounts paid for Out-of-Network Emergency Services will be

applied to your Out-of-Pocket Limits for Network Provider Services.

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

OUT-OF-POCKET LIMIT e Network Provider Services — $7,000 per Subscriber, or $14,000 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  QOut-of-Network Provider Services — Unlimited.

Out-of-Pocket Limits for Network Provider Services and Out-of-Network Provider Services

do not cross-apply except those amounts paid for Out-of-Network Emergency Services will

be applied to your Out-of-Pocket Limits for Network Provider Services.

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 Prior
Authorization, as set forth in the Certificate.

BENEFIT PERCENTAGE The following chart shows the percentage of Allowable Charges covered by this Certificate
AMOUNT 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

Provider Services

Out-of-Network
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%

See the Certificate for details regarding “Emergency Care Services”.

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

All Inpatient services and certain Outpatient services are subject to Prior Authorization approval from the Plan. See the

Certificate for details regarding “Prior Authorization” requirements.

HOSPITAL SERVICES 80% 60%
SURGICAL/MEDICAL SERVICES 80% 60%
OUTPATIENT DIAGNOSTIC SERVICES 80% 60%
OUTPATIENT THERAPY SERVICES
Maximum of 25 Outpatient visits for Physical Therapy, Occupational
Therapy, Speech Therapy and Manipulative Therapy (combined) per
Benefit Period®, except for “Services Related to Treatment of Autism
and Autism Spectrum Disorders” as specified in this Certificate.
*Separate 25-visit maximums will apply to Outpatient Rehabilitation 80% 60%
Care and Outpatient Habilitation Care.
**You must obtain Prior Authorization approval from the Plan before
you receive Qutpatient Dialysis Treatment from an Out-of-Network
Provider. See the Certificate for details regarding “Prior
Authorization” requirements.
MATERNITY SERVICES 80% 60%
MASTECTOMY AND RECONSTRUCTIVE

80% 60%
SURGICAL SERVICES
SERVICES RELATED TO TREATMENT OF AUTISM AND AUTISM

80% 60%
SPECTRUM DISORDERS
AMBULANCE SERVICES 80% 80%
PRIV'A.TE DU'TY NURSING SERVICFS 0% 60%
85-visit maximum per Benefit Period
AMBULATORY SURGICAL FACILITY SERVICES 80% 60%
HUMAN ORGAN, TISSUE AND BONE MARROW TRANSPLANT 80% 60%
SERVICES
PSYCHIATRIC CARE SERVICES 80% 60%
REHABILITATION CARE AND HABILITATION CARE
30-day maximum per Beneﬁt Pe.riod for Inpatient care o 80% 60%
Separate 30-day maximums will apply to Inpatient Rehabilitation
Care and Inpatient Habilitation Care.
SKILLED Nl.JRSlNG FAcCILITY SEl.{VlCES 0% 60%
30-day maximum per Benefit Period
HONFE. HEAITTH CARE SERVICES . 80% 60%
30-visit maximum per Benefit Period
HOSPICE SERVICES 80% 60%
DENTAL SERVICES FOR ACCIDENTAL INJURY 80% 60%
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COVERED SERVICES

(Subject to the Comprehensive Health Care Services section)

BENEFIT PERCENTAGE OF ALLOWABLE
CHARGES COVERED BY THE PLAN

Network
Provider Services

Out-of-Network
Provider Services

DIABETES EQUIPMENT, SUPPLIES AND

SELF-MANAGEMENT SERVICES 80% 60%
SERVICES RELATED TO CLINICAL TRIALS 80% 60%
DURABLE MEDICAL EQUIPMENT

*For Durable Medical Equipment and supplies obtained from an Out-

of-Network Provider, either because your Provider deemed it

necessary that you receive it within twenty-four (24) hours, or because 80% 60%"
there wasn’t a Network Provider within fifteen (15) miles of your

home address, the cost-sharing requirements will be the same as if

they were obtained In-Network.

PROSTHETIC APPLIANCES 80% 60%
ORT.HOTIC DEVICES ' 80% 60%
Maximum of 15 per Benefit Period

WIG.S OR OTHER SCALP PROSTH.ESES 0% 60%
Maximum of One per Benefit Period

ALL OTHER COVERED SERVICES 80% 60%
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Blue Preferred Silver PPO’M 419

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. The Drug List also shows

the coverage tier for Covered Services:

e Tier 1 - includes mostly Generic Drugs (Preferred) and may contain some brand-name Prescription Drugs.

e Tier 2 — includes mostly Generic Drugs (Non-Preferred) and may contain some brand-name Prescription Drugs.
e Tier 3 — includes mostly Brand Drugs (Preferred) and may contain some Generic Drugs.

e Tier 4 — includes mostly Brand Drugs (Non-Preferred) and may contain some Generic Drugs.

e Tier 5 — includes mostly Specialty Drugs (Preferred)and may contain some Generic Drugs.

e Tier 6 — includes mostly Specialty Drugs (Non-Preferred) and may contain some Generic Drugs.

BENEFIT PERIOD

Calendar Year

DEDUCTIBLE

Your Benefits for Outpatient Prescription Drugs and related services purchased at a
Participating Pharmacy or Specialty Network Pharmacy are subject to the Benefit Period
Deductible for “Network Provider Services” set forth in the Schedule of Benefits for
Comprehensive Health Care Services.

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 Benefit Period Deductible for “Out-of-Network Provider Services” set forth
in the Schedule of Benefits for Comprehensive Health Care Services.

OUT-OF-POCKET LIMIT

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.

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.

Provider Services”.

provisions apply:

Pocket Limit; and

Identification Card.

Any Deductible, Copayment and Coinsurance amounts for Prescription Orders filled at a Participating Pharmacy or Specialty
Network Pharmacy will accumulate toward satisfaction of your Benefit Period Deductible and Out-of-Pocket Limit for “Network

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

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 Benefit Period Deductible or Out-of-

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.

Any amounts paid by you, or on your behalf, for a Covered Drug, will be used to calculate your cost-sharing requirements.

Certain Covered Drugs may be available at no cost through a Participating Pharmacy for the following categories of medication:
severe allergic reactions, hypoglycemia, opioid overdoses and nitrates. For further information, call the number on the back of your

NOTE: The amount you may pay for a covered insulin drug shall not exceed $30 per 30-day supply or $90 per 90-day supply.
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Copayment/Coinsurance Amounts per Prescription Order
For Which You Are Responsible, after the Benefit Period Deductible

Retail Pharmacy Preferred Participating Pharmacy Out-of-Network
Program (Up to a 30-Day Participating Pharmacy Pharmacy!
Supply)
. . 20% Coi 1
Tier 1 10% Coinsurance 20% Coinsurance 50% Oof A(ﬁf)lz:arli?eczﬁal;;es
. . 20% Coi 1
Tier 2 10% Coinsurance 20% Coinsurance 50% oof A?izi\tlefsil:z}’ialrl;es
. . 30% Coi 1
Tier 3 20% Coinsurance 30% Coinsurance 50% oof A?:E?:Eicéﬁaﬁzes
. . 40% Coi 1
Tier 4 30% Coinsurance 40% Coinsurance o Coinsurance plus

50% of Allowable Charges

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

Copayment/Coinsurance Amounts per Prescription Order
For Which You Are Responsible, after the Benefit Period Deductible

Extended Prescription Quantity Participating Extended Any Pharmacy other than a
Drug Supply Program Dispensed Supply Retail Pharmacy Participating Extended Supply
(Up to a 90-Day Supply) Retail Pharmacy
Tier 1 1 to 90 days 10% Coinsurance Not Covered
Tier 2 1 to 90 days 10% Coinsurance Not Covered
Tier 3 1 to 90 days 20% Coinsurance Not Covered
Tier 4 1 to 90 days 30% Coinsurance Not Covered

Copayment/Coinsurance Amounts per Prescription Order
For Which You Are Responsible, after the Benefit Period Deductible

Mail-Order Pharmacy Quantity Dispensed Participating Mail-Order Any Pharmacy other than a
Program Pharmacy Participating Mail-Order
(Up to a 90-Day Supply) Pharmacy
Tier 1 1 to 90 days 10% Coinsurance Not Covered
Tier 2 1 to 90 days 10% Coinsurance Not Covered
Tier 3 1 to 90 days 20% Coinsurance Not Covered
Tier 4 1 to 90 days 30% Coinsurance Not Covered

Copayment/Coinsurance Amounts per Prescription Order
For Which You Are Responsible, after the Benefit Period Deductible

Specialty Pharmacy Program Specialty Any Pharmacy other than a Specialty
(30-Day Supply)? Network Pharmacy Network Pharmacy!
. 40% Coinsurance plus
Tier 5 40% C
er 7 Coinsurance 50% of Allowable Charges
. 50% Coti 1
Tier 6 50% Coinsurance o Loinsurance pius

50% of Allowable Charges

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

2 Coverage for Specialty Drugs are limited to a 30-day supply. However, some Specialty Drugs have FDA approved dosing regimens
exceeding the 30-day supply limits and may be allowed greater than a 30-day supply. Cost share will be based on day supply (1-30-
day supply, 31-60-day supply, 61-90-day supply) dispensed.
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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 applies 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 website 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.
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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.

Sl i

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.



Introduction

Your HSA coverage is designed to be a “high deductible health Plan” as described in the Internal Revenue Code
(IRC) provisions governing Health Savings Accounts (HSAs). If you are eligible for the tax treatment of Health
Savings Account (HSA) contributions and distributions (in accordance with IRC regulations), you may elect to
establish and maintain as HSA to cover “qualified medical expenses” not covered under this Certificate.

If you elect to take full advantage of the HSA program, you will need to establish a Health Savings Account (HSA)
at a bank, insurance company or other entity specifically approved by the Internal Revenue Service (IRS) as an
HSA trustee. When you enroll under this HSA program, you will be given information regarding your Group’s
HSA program. You may choose any financial institution you wish to establish your HSA. Please read your account
agreement information carefully to be advised of eligibility and other HSA requirements. Funds in the HSA may
be used to help pay your Deductible, Coinsurance or other qualified medical expenses not covered under your HSA
coverage.

To be eligible to establish and maintain a Health Savings Account, you must meet the requirements in the
regulations established by the Internal Revenue Service. In order to participate in a Health Savings Account:

e You cannot be claimed as a Dependent under another person’s income tax return; and

e You cannot be covered by a health Plan, other than a qualifying high deductible health Plan, which provides
any of the same benefits as this HSA Plan.

To qualify under the IRC, your coverage must impose a specified minimum annual Deductible and a maximum
Out-of-Pocket Limit. These amounts may be adjusted by the United States Treasury and the Internal Revenue
Service to reflect cost-of-living increases. If these cost-of-living adjustments result in a change to your Deductible
or Out-of-Pocket Limit under this coverage, you will receive written notice from the Plan.

You are solely responsible for making sure your HSA arrangement complies with the Internal Revenue Code. Blue
Cross and Blue Shield of Oklahoma assumes no responsibility or liability in the event the Internal Revenue Service
or any other regulatory or enforcement agency finds that you have failed to comply with these requirements.

Keep in mind that Health Savings Accounts and high deductible health Plans are subject to rules set out in the IRC
and Internal Revenue Service regulations and can be affected by changes in the IRC and regulations and by any
regulatory or judicial interpretations. You are strongly encouraged to seek the advice of a qualified tax counselor
before establishing and using an HSA, and to help resolve any questions you might have about the appropriate use
of the account after it is established.



Important Information

PLEASE READ THIS SECTION CAREFULLY! It 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 Prior Authorization 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.

If you pay for Medically Necessary Covered Services and do not use your insurance, you may still be able to receive
credit towards your in-network or out-of-network Deductible, and/or your in-network or out-of-network Out-of-
Pocket Limit, if:

e  Your Provider does not submit a claim to Blue Cross and Blue Shield of Oklahoma;
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e The amount you paid your Provider is less than the average Allowed Amount that Blue Cross Blue Shield
of Oklahoma pays for that Covered Service, and

e You submit a completed claim form with an itemized receipt and proof of payment. Please visit
www.bcbsok.com for more information.

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
website 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://provider.bcbs.com. We will help you
locate the nearest Network Physician or Hospital. Remember, you are responsible for receiving Prior
Authorization, 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.



e 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.

e 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
website at http://provider.bcbs.com.

You are responsible for Prior Authorization, 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

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. The Pharmacy will then be reimbursed directly by the Plan
for the balance of the Allowable Charge.

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

HOW YOUR PRESCRIPTION DRUG PROGRAM WORKS
Show your Blue Cross and Blue Shield of Oklahoma Identification Card to your Pharmacy.

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

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

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 website 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.

UTILIZATION MANAGEMENT

Utilization management may be referred to as Medical Necessity review, utilization review (UR) or medical
management reviews. A Medical Necessity review for a procedure/service, Inpatient admission and length of stay
is based on BCBSOK Medical Policy and/or level of care review criteria. Medical Necessity reviews may occur
prior to services rendered, during the course of care, or after care has been completed for a Post-Service Medical
Necessity Review. Some services may require a Prior Authorization before the start of services, while other services
will be subject to a concurrent or Post-Service Medical Necessity Review. If requested, services normally subject
to a Post-Service Medical Necessity Review may be reviewed for Medical Necessity prior to the service through a
Recommended Clinical Review as defined below.

Refer to the definition of Medically Necessary in the Definitions section of this Certificate for additional
information regarding any limitations and/or special conditions pertaining to your Benefits.

Y ou may incur a Benefit reduction if you fail to obtain Prior Authorization for these Covered Services. The Covered
Services and Prior Authorization rules that impact them are described in the provision entitled “Failure to Obtain
Prior Authorization.”

PRIOR AUTHORIZATION

Prior Authorization establishes in advance the Medical Necessity or Experimental/Investigational nature of certain
care and services covered under this Plan. It ensures that the care and services described below for which you have
obtained Prior Authorization will not be denied on the basis of Medical Necessity or Experimental/Investigational.

If Prior Authorization is required, the review is not a guarantee of Benefits. Actual availability of Benefits is
subject to eligibility and the other terms, conditions, limitations, and exclusions of this Certificate. BCBSOK
recommends you confirm with your Provider if Prior Authorization has been obtained.

PRIOR AUTHORIZATION RESPONSIBILITY
PARTICIPATING PROVIDER (IN-NETWORK) PRIOR AUTHORIZATION

Y our Network Provider is responsible for obtaining Prior Authorization in those circumstances where authorization
may be required.

For additional information about Prior Authorization for services outside of our service area, see the section entitled,
“The BlueCard® Program” in General Provisions.

NOTE: Providers that Contract with other Blue Cross and Blue Shield Plans are not familiar with the Prior
Authorization requirements of BCBSOK. Unless a Provider Contracts directly with BCBSOK as a Participating
Provider, the Provider is not responsible for being aware of this Plan’s Prior Authorization requirements, except as
described in the section “The BlueCard® Program” in General Provisions.



NON-PARTICIPATING PROVIDER (OUT-OF-NETWORK) PRIOR AUTHORIZATION

If any Provider outside of Oklahoma (except for those Contracting as Network Providers directly with BCBSOK)
or any Out-of-Network Provider recommends an Admission or a service that requires Prior Authorization, the
Provider is not obligated to obtain the Prior Authorization for you. In such cases, it is your responsibility to ensure
that Prior Authorization is obtained. If authorization is not obtained before services are received, you may be entirely
responsible for the charges if determined to not be Medically Necessary. If the service is determined to be Medically
Necessary, Out-of-Network Benefits will apply. The Provider may call on your behalf, but it is your responsibility
to ensure that the Plan is called.

To determine if a specific service or category requires Prior Authorization, visit our website at
www.bcbsok.com/find-care/where-you-go-matters/utilization-management for the required Prior Authorization list,
which is updated when new services are added or when services are removed. You can also call BCBSOK Customer
Service at the toll-free number on the back of your Identification Card.

INPATIENT ADMISSIONS

Your Provider may need to obtain Prior Authorization from the Plan for an Inpatient admission if Inpatient
admissions are identified as needing a Prior Authorization. In the case of an elective Inpatient admission, if services
require an authorization, it is recommended that the call for Prior Authorization should be made at least two working
days before you are admitted unless it would delay Emergency Care. In an emergency, it is recommended that Prior
Authorization should take place within two working days after admission, or as soon thereafter as reasonably
possible.

Your Network Provider is required to obtain Prior Authorization for any Inpatient Admissions that may require
Prior Authorization.

If the Physician or Provider of services is not a Network Provider then you, your Physician, Provider of services,
or an authorized representative should obtain Prior Authorization by the Plan by calling one of the toll-free numbers
shown on the back of your Identification Card. The call should be made between 7:00 a.m. and 6:00 p.m., Central
Time, on business days. After business hours or on weekends, please call the toll-free number listed on the back of
your Identification Card. Your call will be recorded and returned the next business day. A benefits management
nurse will follow up with your Provider’s office. All timelines for Prior Authorization requirements are provided in
keeping with applicable state and federal regulations.

In-Network Benefits will be available if you use a Network Provider or Network Specialty Care Provider. If you
elect to use Out-of-Network Providers for services and supplies available In-Network, Out-of-Network Benefits
will be paid.

However, if care is not reasonably available from Network Providers as defined by applicable law, and BCBSOK
authorizes your visit to an Out-of-Network Provider to be covered at the In-Network Benefit level prior to the
visit, In-Network Benefits will be paid; otherwise, Out-of-Network Benefits will be paid.

When Prior Authorization of an Inpatient admission is obtained, a length-of-stay is assigned. Your Provider may
seek an extension for the additional days if you require a longer stay. Benefits will not be available for room and
board charges for medically unnecessary days. For more information regarding lengths of stay, refer to the Length
of Stay/Service Review subsection.



For Behavioral Health Inpatient Admissions, please see Contacting Behavioral Health Section below.

Prior Authorization not Required for Maternity Care and Treatment of Breast Cancer Unless Extension of
Minimum Length of Stay Requested

Your Plan is required to provide a minimum length of stay in a Hospital facility for the following:

e Maternity Care

- 48 hours following an uncomplicated vaginal delivery;

- 96 hours following an uncomplicated delivery by caesarean section.
e Treatment of Breast Cancer

- 48 hours following a mastectomy;

- 24 hours following a lymph node dissection.

You or your Provider will not be required to obtain Prior Authorization from BCBSOK for a length of stay less than
48 hours (or 96 hours) for Maternity Care or less than 48 hours (or 24 hours) for Treatment of Breast Cancer. If you
require a longer stay, you, your authorized representative, or your Provider must seek an extension for the additional
days by obtaining Prior Authorization from BCBSOK.

OUTPATIENT SERVICE REVIEW

If Prior Authorization is required, the review is not a guarantee of Benefits. Actual availability of Benefits is
subject to eligibility and the other terms, conditions, limitations, and exclusions of this Certificate. BCBSOK
recommends you confirm with your Provider if Prior Authorization has been obtained.

There may be general categories of Covered Services that require Prior Authorization.

To determine if a specific service or category requires Prior Authorization, visit our website at
www.bcbsok.com/find-care/where-you-go-matters/utilization-management for the required Prior Authorization list,
which is updated when new services are added or when services are removed. You can also call Customer Service
at the toll-free number on the back of your Identification Card.

For Behavioral Health Outpatient Service review, please see Contacting Behavioral Health Section below.
e Failure to Obtain Prior Authorization

If the Subscriber does not obtain Prior Authorization for Out-of-Network Inpatient services, these services
will be subject to a $500 reduction in Benefits if, upon receipt of a claim, it is determined by the Plan that
services were Medically Necessary. If it is determined that the services were not Medically Necessary or were
Experimental, Investigational and/or Unproven, it may be the Subscriber’s responsibility to pay the full cost of
the services received.

If the Subscriber fails to obtain Prior Authorization for other Outpatient services requiring Prior Authorization:

— The Plan will review the Medical Necessity of the treatment or service prior to the final Benefit
determination;

— If the Plan determines the treatment or service is not Medically Necessary or is Experimental,
Investigational and/or Unproven, Benefits will be reduced or denied.

To determine if a specific service or category requires Prior Authorization, visit our website at
www.bcbsok.com/find-care/where-you-go-matters/utilization-management ~ for  the  required  Prior
Authorization list, which is updated when new services are added or when services are removed. You can also
call Customer Service at the toll-free number on the back of your Identification Card.



¢ Response to Prior Authorization Requests

The Plan will provide a written response to your Prior Authorization request within 7 days of obtaining all
necessary information to make the decision. 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 7-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 Prior Authorization within 15 days following receipt of
the additional information.

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

¢ Response to Prior Authorization Requests Involving Urgent Care

A “Prior Authorization Request Involving Urgent Care” is any request for Medical Care or treatment with
respect to which the 7-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 Prior Authorization request.

The Plan will respond to you no later than 72 hours of obtaining all necessary information to make the decision.
If you fail to provide sufficient information, 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 “Prior Authorization 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.

LENGTH OF STAY/SERVICE REVIEW

Length of stay/service review is not a guarantee of Benefits. Actual availability of Benefits is subject to
eligibility and the other terms, conditions, limitations, and exclusions under this Certificate.

Upon completion of the Prior Authorization Process for Inpatient services or the Prior Authorization Requests
Involving Emergency Care review, the Plan will send a letter to you, your Physician, Behavioral Health Practitioner
and/or Hospital or facility with a determination on the approved length of service or length of stay.

An extension of the length of stay/service will be based solely on whether continued Inpatient care or other health
care service is Medically Necessary. If the extension is determined not to be Medically Necessary, the coverage for
the length of stay/service will not be extended, except as otherwise described in the Complaint/Appeal Procedure
section under this Certificate.

A length of stay/service review, also known as a concurrent Medical Necessity review, is when you, your Provider,
or other authorized representative may submit a request to the Plan for continued services. If you, your Provider, or
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authorized representative requests to extend care beyond the approved time limit and it is a request involving Urgent
Care or an ongoing course of treatment, the Plan will make a determination within 72 hours of receipt of the request.

RECOMMENDED CLINICAL REVIEW

Some services that do not require Prior Authorization may be subject to review for evidence of Medical Necessity
for coverage determinations that may occur prior to services rendered, during the course of care or after care has
been completed for a Post-Service Medical Necessity Review.

A Recommended Clinical Review is a Medical Necessity review for a Covered Service that occurs before services
are completed and helps limit the situations where you have to pay for a non-approved service. BCBSOK will
review the request to determine if it meets approved BCBSOK medical policy and/or level of care review criteria
for medical and behavioral health services. Once a decision has been made on the services reviewed as part of the
Recommended Clinical Review process, they will not be reviewed for Medical Necessity again on a retrospective
basis. Submitted services (subject to Medical Necessity review) not included as part of Recommended Clinical
Review may be reviewed retrospectively.

To determine if a Recommended Clinical Review is available for a specific service, visit our website at
www.bcbsok.com/find-care/where-you-go-matters/utilization-management for the Required Prior Authorization
and Recommended Clinical Review list, which is updated when new services are added or when services are
removed. You can also call Customer Service at the number on the back of your Identification Card.

Recommended Clinical Review is not a guarantee of Benefits. Actual availability of Benefits is subject to
eligibility and the other terms, conditions, limitations, and exclusions under this Certificate. Please
coordinate with your Provider to submit a written request for Recommended Clinical Review.

CONTACTING BEHAVIORAL HEALTH

You, your Physician or Provider of services or your authorized representative may contact the Plan for a Prior
Authorization or Recommended Clinical Review by calling the toll-free number shown on the back of your
Identification Card and following the prompts to the Behavioral Health Unit. During regular business hours (8:00
a.m. and 6:00 p.m., Central Time, on business days), the caller will be routed to the appropriate behavioral health
clinical team for review. Residential treatment and Outpatient requests should be requested during regular business
hours. After 6:00 p.m., on weekends, and on holidays, the same behavioral health line is answered by clinicians
available for acute Inpatient reviews only.

GENERAL PROVISIONS APPLICABLE TO ALL RECOMMENDED CLINICAL REVIEW
1. No Guarantee of Payment

A Recommended Clinical Review is not a guarantee of Benefits or payment of Benefits by the Plan. Actual
availability of Benefits is subject to eligibility and the other terms, conditions, limitations, and exclusions of
this Plan. Even if the service has been approved on Recommended Clinical Review, coverage or payment can
be affected for a variety of reasons. For example, the Subscriber may have become ineligible as of the date of
service or the Subscriber’s Benefits may have changed as of the date of service.

2. Request for Additional Information

The Recommended Clinical Review process may require additional documentation from the Subscriber’s health
care Provider or pharmacist. In addition to the written request for Recommended Clinical Review, the health
care Provider or pharmacist may be required to include pertinent documentation explaining the proposed
services, the functional aspects of the treatment, the projected outcome, treatment plan and any other supporting
documentation, study models, prescription, itemized repair and replacement cost statements, photographs, x-
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rays, etc., as may be requested by the Plan to make a determination of coverage pursuant to the terms and
conditions of this Plan.

POST-SERVICE MEDICAL NECESSITY REVIEW

A Post-Service Medical Necessity Review, sometimes referred to as a retrospective review or post-service claims
request, is the process of determining coverage after treatment has been provided and is based on Medical Necessity
guidelines. A Post-Service Medical Necessity Review confirms Subscriber eligibility, availability of Benefits at the
time of service, and reviews necessary clinical documentation to ensure service was Medically Necessary. Providers
should submit appropriate documentation at the time of a Post-Service Medical Necessity Review request. A Post-
Service Medical Necessity Review may be performed when Prior Authorization or Recommended Clinical Review
was not obtained prior to services being rendered.

GENERAL PROVISIONS APPLICABLE TO ALL POST-SERVICE MEDICAL NECESSITY REVIEWS
1. No Guarantee of Payment

A Post-Service Medical Necessity Review is not a guarantee of Benefits. Actual availability of Benefits is
subject to eligibility and the other terms, conditions, limitations, and exclusions of this Certificate. Post-Service
Medical Necessity Review does not guarantee payment of Benefits by the Plan, for instance a Subscriber may
become ineligible as of the date of service or the Subscriber’s Benefits may have changed as of the date of
service.

2. Request for Additional Information

The Post-Service Medical Necessity Review process may require additional documentation from the
Subscriber’s health care Provider or pharmacist. In addition to the written request for Post-Service Medical
Necessity Review, the health care Provider or pharmacist may be required to include pertinent documentation
explaining the services rendered, the functional aspects of the treatment, the projected outcome, treatment plan
and any other supporting documentation, study models, prescription, itemized repair and replacement cost
statements, photographs, x-rays, etc., as may be requested by the Plan to make a determination of coverage
pursuant to the terms and conditions of this Certificate.

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:

e 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.

e 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.
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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):

e 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 100% 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.

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.

e 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.
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Each of these amounts is calculated excluding any network or Contracting Provider Copayment or
Coinsurance imposed with respect to the Subscriber.

o  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:

e 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.

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

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

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

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 “Prior Authorization Request Involving Urgent Care”
(see “Prior Authorization” provisions), a health care professional with knowledge of your medical condition will

be permitted to act as your authorized representative.
QUESTIONS

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
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PO Box 655924
Dallas, TX 75265-5924

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, Hospital or other Provider;
e 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 website 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 their 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 their 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.

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.
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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.

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.
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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:

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

—  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.

—  When the coverage was previously declined:

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

o 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).

“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.
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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).

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).

e 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.

e 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.

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 website 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;

o the name and address of any child covered by the order;
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e areasonable description of the type of coverage to be provided to the child or the manner by which the coverage
1s 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
¢ 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.

e FElection 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 Eligible Dependent to lose coverage; or

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

* Consolidated Omnibus Budget Reconciliation Act of 1985, as amended
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e 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 non-disabled 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.

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 their job due to a trade-related reason may be entitled to a second 60-day COBRA
election 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:
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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 their Dependents shall remain insured under the Contract
for a period of 63 days after such termination, unless during such period the Employee and their 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.

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

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:

a period 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.

If your coverage ends because the Member terminates employment, or because the Group itself is terminated,
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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 terminat