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WELCOME TO BLUE OPTIONS

Welcome to Blue Cross and Blue Shield of North Carolina's Blue Options plan!

As a MEMBER of the North Carolina Bar Association Health Benefit Trust with a Blue Options plan administered
by Blue Cross and Blue Shield of North Carolina (BCBSNC), you will enjoy quality health care from a network
of health care PROVIDERS and easy access to SPECIALISTS. You also have the freedom to choose health care
PROVIDERS who do not participate in the Blue Options network.

You may receive, upon request, information about Blue Options, its services and DOCTORS, including this benefit
booklet with a benefit summary, and a directory of IN-NETWORK PROVIDERS.

Please note: This health benefit plan was not specifically designed to be a high deductible health plan
("HDHP'") under the Tax Code, and therefore is not intended to be paired with a health savings account
(""HSA'"). Check with a tax advisor to ensure qualification before you pair this health benefit plan with an
HSA.

How To Use Your Blue Options Benefit Booklet
This benefit booklet provides important information about your benefits and can help you understand how to
maximize them.

If you are trying to determine whether coverage will be provided for a specific service, you may want to review
all of the following:

¢ "Summary Of Benefits" to get an overview of your specific benefits, such as DEDUCTIBLE, COINSURANCE,
copayments and maximum amounts

® "COVERED SERVICES" to get more detailed information about what is covered and what is excluded from
coverage

® "UTILIZATION MANAGEMENT" for important information about when PRIOR REVIEW and CERTIFICATION are
required

® "What Is Not Covered?" to see general exclusions from coverage.

If you still have questions, you can call Customer Service at the number listed on your ID CARD or in "Whom Do
I Contact?"

As you read this benefit booklet, keep in mind that any word you see in small capital letters (SMALL
CAPITAL LETTERS) is a defined term and will appear in "Glossary" at the end of this benefit booklet.
Common insurance terms involving your financial responsibility, such as "copayment, "coinsurance,"
coinsurance maximum," and "deductible" are defined in "Understanding Your Share Of The Cost."

You will also want to review the following sections of this benefit booklet:

"How Blue Options Works" explains the coverage levels available to you

"When Coverage Begins And Ends" tells you, among other things, how and when to enroll in the PLAN
"What If You Disagree With Our Decision?" explains the rights available to you when the CORPORATION makes
a decision and you do not agree.

AVISO PARA AFILIADOS QUE NO HABLAN INGLES

Este manual de beneficios contiene un resumen en inglés de sus derechos y beneficios que le ofrece el Plan. Si
usted tiene dificultad en entender alguna seccién de este manual, por favor llame al Administrador del Plan para
recibir ayuda.



WHOM DO | CONTACT?

Web Site

To view your claims, get benefit information, claim forms, health and wellness information, drug FORMULARY
updates, find a DOCTOR, change your address, and request new ID CARDS, visit the Web site:
bcbsne.com/members/ncbar.

Customer Service
For questions about your benefits or claims, ID CARD requests, or to voice a complaint:
CUSTOMIET SEIVICE. .. .eiiieiiiieeiiieeeiiieeeeiieeeesteeeestteeestaeeesssteeeesssaeeeasseesssssaeesassseeeesssenennnes 1-877-275-9787 (toll free)

Mental Health And Substance Abuse Services

The CORPORATION delegates the administration of these benefits to Magellan Behavioral Health. Magellan
Behavioral Health is not associated with the CORPORATION. You must contact Magellan Behavioral Health directly
and request PRIOR REVIEW for inpatient and certain outpatient services, except in EMERGENCIES. In the case of an
EMERGENCY, please notify the vendor as soon as reasonably possible:

Magellan Behavioral Health............ccooiiiiiiiiiiiiiiiieeee e 1-800-359-2422 (toll free)

Out Of North Carolina Care
For help obtaining care outside of North Carolina and outside of the U.S., visit the national Blue Cross Blue Shield
Association Web site at bebs.com or call:

BlueCard® PPO Program.........cooviiiiiiiiiieeee e 1-800-810-2583 (toll free)

HealthLine Blue™
To receive confidential, up-to-date health information 24 hours a day from specially trained nurses:

HealthLine BIUE..........vvviiiiiiiieiie e e e et e e e e eeaaneeeas 1-877-477-2424 (toll free)
COBRA Administrator
TASC ...ttt et e et e et e et e e e teeete e e taeeteeeeteeeereeeareas 888-269-2518 (toll free)

PRIOR REVIEW

Some services require PRIOR REVIEW and CERTIFICATION by the CORPORATION. The list of these services may
change from time to time. Please visit the Web site at bchsnc.com/members or call Customer Service at the
number listed above for current information about which services require PRIOR REVIEW. See “Prospective
Review/PRIOR REVIEW” in “UTILIZATION MANAGEMENT” for information about the review process. To request
PRIOR REVIEW, call:

PROVIDERS......uuveiiieiiiiiiteeeeeeeeeeiteeeeeeeeeesisaeeeeeeeeessaeneeeseseessssseseeeseeassseeeeeeeesnssreneeeeesennnsens 1-800-672-7897 (toll free)
IMEMBERS. ...ttt ettt ettt eeeeeeeeeeeeeeeaeeeeeeetaaeeeeaeaeteaeseaasssasaeaasnnnnnnnnnnararrnrraranaan 1-877-275-9787 (toll free)




IMPORTANT NOTICE - PRESCRIPTION DRUG COVERAGE AND MEDICARE

Important Notice from NC Bar Association Health Benefit Trust About Your Prescription
Drug Coverage and Medicare

Please read this notice carefully and keep it where you can find it. This notice has information about your
current prescription drug coverage with NC Bar Association Health Benefit Trust and prescription drug
coverage available for people with Medicare. It also explains the options you have under Medicare
prescription drug coverage and can help you decide whether or not you want to enroll. At the end of this
notice is information about where you can get help to make decisions about your prescription drug coverage.

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare through Medicare
prescription drug plans and Medicare Advantage Plans that offer prescription drug coverage. All Medicare
prescription drug plans provide at least a standard level of coverage set by Medicare. Some plans may also offer
more coverage for a higher monthly premium.

2. NC Bar Association Health Benefit Trust has determined that the prescription drug coverage is, on average for
all plan participants, expected to pay out as much as the standard Medicare prescription drug coverage will pay
and is considered Creditable Coverage.

Because your existing coverage is on average at least as good as standard Medicare prescription drug
coverage, you can keep this coverage and not pay extra if you later decide to enroll in Medicare prescription
drug coverage.

Individuals can enroll in a Medicare prescription drug plan when they first become eligible for Medicare and each
year from November 15th through December 31st. Beneficiaries leaving employer/union coverage may be eligible
for a Special Enrollment Period to sign up for a Medicare prescription drug plan.

You should compare your current coverage, including which drugs are covered, with the coverage and cost of the
plans offering Medicare prescription drug coverage in your area.

If you do decide to enroll in a Medicare prescription drug plan and drop your NC Bar Association Health
Benefit Trust prescription drug coverage, be aware that you and your dependents may not be able to get
this coverage back.

Please contact us for more information about what happens to your coverage if you enroll in a Medicare
prescription drug plan.

You should also know that if you drop or lose your coverage with NC Bar Association Health Benefit Trust
and don't enroll in Medicare prescription drug coverage after your current coverage ends, you may pay more (a
penalty) to enroll in Medicare prescription drug coverage later.

If you go 63 days or longer without prescription drug coverage that's at least as good as Medicare's prescription
drug coverage, your monthly premium will go up at least 1% per month for every month that you did not have
that coverage. For example, if you go nineteen months without coverage, your premium will always be at least
19% higher than what many other people pay. You'll have to pay this higher premium as long as you have Medicare
prescription drug coverage. In addition, you may have to wait until the following November to enroll.

For more information about this notice or your current prescription drug coverage. ..

For further information contact the NC Bar Association Health Benefit Trust at 919-677-8900. You will receive
this notice annually and at other times in the future such as before the next period you can enroll in Medicare
prescription drug coverage, and if this coverage through NC Bar Association Health Benefit Trust changes.
You also may request a copy.




IMPORTANT NOTICE - PRESCRIPTION DRUG COVERAGE AND MEDICARE

(cont.)

For more information about your options under Medicare prescription drug coverage. ..

More detailed information about Medicare plans that offer prescription drug coverage is in the "Medicare & You"

handbook. You'll get a copy of the handbook in the mail every year from Medicare. You may also be contacted

directly by Medicare prescription drug plans. For more information about Medicare prescription drug plans:

® Visit www.medicare.gov

® Call your State Health Insurance Assistance Program (see your copy of the Medicare & You handbook for
their telephone number) for personalized help,

® Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

For people with limited income and resources, extra help paying for Medicare prescription drug coverage is
available. Information about this extra help is available from the Social Security Administration (SSA) online at
www.socialsecurity.gov, or you call them at 1-800-772-1213 (TTY 1-800-325-0778).

Remember: Keep this notice. If you enroll in one of the new plans approved by
Medicare which offer prescription drug coverage, you may be required to provide
a copy of this notice when you join to show that you are not required to pay a higher
premium amount.

Name of Entity/Sender: NC Bar Association Health Benefit Trust
Contact--Position/Office: Benefits Department
Address: 8000 Weston Parkway, Suite 200, Cary, NC 27513
Phone Number: 919-677-8900



SUMMARY OF BENEFITS

This section provides a summary of your Blue Options benefits. A more complete description of your benefits is
found in “COVERED SERVICES.” General exclusions may also apply please see “What Is Not Covered?” As you
review the “Summary Of Benefits” chart, keep in mind:

Services subject to a copayment are not subject to deductible and coinsurance

Copayment amounts are fixed dollar amounts the MEMBER must pay for some COVERED SERVICES

Multiple OFFICE VISITS or emergency room Vvisits on the same day may result in multiple copayments
Coinsurance percentages shown in this section are the part of the ALLOWED AMOUNT that the PLAN covers.
Coinsurance percentages under PRESCRIPTION DRUGS are the portion of the ALLOWED AMOUNT that the MEMBER
must cover.

Deductible and coinsurance amounts are based on the ALLOWED AMOUNT

Services applied to the deductible also count toward any visit or day maximums

To receive IN-NETWORK benefits, you must receive care from a Blue Options IN-NETWORK PROVIDER. However,
in an EMERGENCY, or when IN-NETWORK PROVIDERS are not reasonably available as determined by the
CORPORATION'S access to care standards, you may also receive IN-NETWORK benefits for care from an
OUT-OF-NETWORK PROVIDER. Please see '""OUT-OF-NETWORK Benefit Exceptions'' and "EMERGENCY
Care'' for more information. Access to care standards are available on the Web site at
bcbsnc.com/members/ncbar or by calling Customer Service at the number listed on your ID CARD or in
"Whom Do I Contact?"

If you see an OUT-OF-NETWORK PROVIDER, you will receive OUT-OF-NETWORK benefits unless otherwise
approved by the CORPORATION.

Please Note: The list of IN-NETWORK PROVIDERS may change from time to time, so please verify that the PROVIDER
is still in the Blue Options network before receiving care. Find a provider on the Web site at
bcebsne.com/members/ncbar or call Customer Service at the number listed on your ID CARD or in “Whom Do |
Contact?”

SPECIAL NOTICE IF YOU CHOOSE AN OUT-OF-NETWORK PROVIDER

Your actual expenses for COVERED SERVICES may exceed the stated coinsurance percentage or copayment
amount because actual PROVIDER charges may not be used to determine the health benefit plan’s and
MEMBER’S payment obligations. For OUT-OF-NETWORK benefits, you may be required to pay for charges
over the ALLOWED AMOUNT, in addition to any copayment or coinsurance amount.

Plan 2 Summary, 6/10



SUMMARY OF BENEFITS (cont.)

BENEFIT PERIOD - October 1, 2010 through September 30, 2011

Benefit payments are based on where services are received and how services are billed.

Benefits IN-NETWORK {  OUT-OF-NETWORK

PROVIDER'S Office

If practice is under an Outpatient CLINIC contract, deductible and coinsurance may apply. Please check with your
PROVIDER. See Outpatient for OUTPATIENT CLINIC or HOSPITAL-based services. OFFICE VISITS for the evaluation and
treatment of obesity are limited to a combined IN- and OUT-OF-NETWORK maximum of four visits per BENEFIT PERIOD.
Any visits in excess of these BENEFIT PERIOD MAXIMUMS are not COVERED SERVICES.

OFFICE VISIT Services
PRIMARY CARE PROVIDER $30 copayment 70% after deductible

SPECIALIST’E $50 copayment 70% after deductible
Includes office SURGERY, x-rays and lab tests.

CT Scans, MRIs, MRAs and PET Scans 90% after deductible : 70% after deductible

PREVENTIVE CARE SERVICES

This benefit is only for services that indicate a diagnosis of preventive or wellness. Also see "PREVENTIVE CARE"
in "COVERED SERVICES."

State-mandated PREVENTIVE CARE
: 100% i 70% after deductible

This includes: gynecological exams, cervical cancer screening, ovarian cancer screening, screening mammograms,
colorectal screening, bone mass measurement, prostate-specific antigen tests, and newborn hearing screening.

Other PREVENTIVE CARE 100% i Benefits not available

Therapy Services

SHORT-TERM REHABILITATIVE THERAPIES $50 copayment 70% after deductible
Combined IN- and OUT-OF-NETWORK BENEFIT PERIOD MAXIMUMS apply to home, office and outpatient settings. 30
visits per BENEFIT PERIOD for physical/occupational therapy, including chiropractic services. 30 visits per BENEFIT
PERIOD for speech therapy. Any visits in excess of these BENEFIT PERIOD MAXIMUMS are not COVERED SERVICES.

OTHER THERAPIES Provided in a Physician's Office | 100% . 70% after deductible
Includes chemotherapy, dialysis and cardiac rehabilitation. See Outpatient for OTHER THERAPIES provided in an
outpatient setting.

INFERTILITY SERVICES
PRIMARY CARE PROVIDER $30 copayment 70% after deductible
SPECIALIST: $50 copayment 70% after deductible
Combined IN- and OUT-OF-NETWORK LIFETIME MAXIMUM of $5,000 per MEMBER for INFERTILITY services, provided in
all places of service. Any services in excess of this LIFETIME MAXIMUM are not COVERED SERVICES.

Routine Eye Exam $30 copayment Benefits not available




SUMMARY OF BENEFITS (cont.)

Benefits IN-NETWORK {  OUT-OF-NETWORK

URGENT CARE Centers and Emergency Room

URGENT CARE Centers $50 copayment $50 copayment
PREVENTIVE CARE services received in an URGENT 100% iBenefits not available, except
CARE Center for State-mandated services
: covered at 70% after
deductible

This benefit is only for services that indicate a diagnosis of preventive or wellness. For a list of State-mandated
services, see "PREVENTIVE CARE Services" under "PROVIDER'S Office" above. Also see "PREVENTIVE CARE" in
"COVERED SERVICES."

Emergency Room Visit $150 copayment $150 copayment

If admitted to the HOSPITAL from the emergency room, the emergency room copayment does not apply; instead,
inpatient HOSPITAL benefits apply to all COVERED SERVICES provided in both the emergency room and during inpatient
hospitalization. If held for observation, the emergency room copayment does not apply; instead, outpatient benefits
apply to all COVERED SERVICES provided in both the emergency room and during observation. If you are sent to
the emergency room from an URGENT CARE Center, you may be responsible for both the emergency room copayment
and the URGENT CARE copayment.

IAMBULATORY SURGICAL CENTER

Ambulatory Surgical Services ! 90% after deductible i  70% after deductible
Preventive Care Services 100% Benefits not available, except
{ {for State-mandated services,
i covered at 70% after
: deductible
This benefit is only for services that indicate a diagnosis of preventive or wellness. For a list of State-mandated
services, see "PREVENTIVE CARE Services" under "PROVIDER'S Office" above. Also see "PREVENTIVE CARE" in
"COVERED SERVICES."




SUMMARY OF BENEFITS (cont.)

Benefits

IN-NETWORK

OUT-OF-NETWORK

Outpatient

Physician Services

HOSPITAL and HOSPITAL-based Services
Outpatient cLINIC Services

Therapy Services

90% after deductible
90% after deductible
90% after deductible
90% after deductible

70% after deductible
70% after deductible
70% after deductible
70% after deductible

Includes SHORT-TERM REHABILITATIVE THERAPIES, and OTHER THERAPIES including dialysis; see PROVIDER'S Office
for visit maximums.

Benefits not available, except
i for State-mandated services
i covered at 70% after

: deductible
This benefit is only for services that indicate a diagnosis of preventive or wellness. For a list of State-mandated
services, see "PREVENTIVE CARE Services" under "PROVIDER'S Office" above. Also see "PREVENTIVE CARE" in

PREVENTIVE CARE Services 100%

"COVERED SERVICES."

Outpatient Diagnostic Services:
Outpatient lab tests and mammography, when
performed alone

(physician and HOSPITAL-based services)g 100% 70% after deductible
Outpatient lab tests and mammography, when
performed with another service :
Physician Services! 100% 70% after deductible
HOSPITAL and HOSPITAL-based services;  90% after deductible 70% after deductible
Outpatient x-rays, ultrasounds, and other 90% after deductible 70% after deductible
diagnostic tests, such as EEGs, EKGs and
pulmonary function tests
CT scans, MRIs, MRAs and PET scans 90% after deductible 70% after deductible
Inpatient
Physician Services 90% after deductible 70% after deductible
HOSPITAL and HOSPITAL-based Services 90% after deductible 70% after deductible

Includes maternity delivery, prenatal and post-delivery care. If you are in a HOSPITAL as an inpatient at the time
you begin a new BENEFIT PERIOD, you may have to meet a new deductible for COVERED SERVICES from DOCTORS
Oor OTHER PROFESSIONAL PROVIDERS.




SUMMARY OF BENEFITS (cont.)

Benefits

IN-NETWORK

OUT-OF-NETWORK

Skilled Nursing Facility

SKILLED NURSING FACILITY Services

Combined IN- and OUT-OF-NETWORK maximum of 60 days per BENEFIT PERIOD. Services applied to the DEDUCTIBLE

90% after deductible

70% after deductible

count towards this day maximum. Any services in excess of these BENEFIT PERIOD MAXIMUMS are not COVERED

SERVICES.

Other Services

Includes ambulance, DURABLE MEDICAL EQUIPMENT, HOSPICE services, MEDICAL SUPPLIES, orthotic devices, private

duty nursing, PROSTHETIC APPLIANCES, and HOME HEALTH care. Orthotic devices for correction of POSITIONAL
PLAGIOCEPHALY are limited to a LIFETIME MAXIMUM of $600. Any services in excess of this LIFETIME MAXIMUM are

not COVERED SERVICES.

Mental Health And Substance Abuse Services

MENTAL HEALTH OFFICE SERVICES

Mental Health Inpatient Services

Mental Health Outpatient Services

Physician Services
HOSPITAL and HOSPITAL-based Services:

Physician Services!
HOSPITAL and HOSPITAL-based Services:

$50 copayment

90% after deductible
90% after deductible

90% after deductible
90% after deductible

70% after deductible

70% after deductible
70% after deductible

70% after deductible
70% after deductible

Substance Abuse Office Services

Substance Abuse Inpatient Services

Physician Servicesi
HOSPITAL and HOSPITAL-based Services

Substance Abuse Outpatient Services

Physician Services
HOSPITAL and HOSPITAL-based Services!

$50 copayment

90% after deductible
90% after deductible

90% after deductible
90% after deductible

70% after deductible

70% after deductible
70% after deductible

70% after deductible
70% after deductible




SUMMARY OF BENEFITS (cont.)

Benefits IN-NETWORK :{  OUT-OF-NETWORK

LIFETIME MAXIMUM, Deductible, and Coinsurance Maximum

[The following deductibles and maximums apply to the services listed above in the “Summary Of Benefits” unless
otherwise noted.

LIFETIME MAXIMUM Unlimited Unlimited

Unlimited for all services, except orthotic devices for POSITIONAL PLAGIOCEPHALY, INFERTILITY, and INFERTILITY drugs.
If you exceed any LIFETIME MAXIMUM, additional services of that type are not covered. In this case, you may be
responsible for the entire amount of the PROVIDER'S billed charge.

Deductible
Individual, per BENEFIT PERIOD $1,000 $2,000
Family, per BENEFIT PERIOD $2,000 $4,000

[The BENEFIT PERIOD deductible does not apply to services when a copayment applies.

Coinsurance Maximum

Individual, per BENEFIT PERIOD $2,000 $4,000
Family, per BENEFIT PERIOD : $4,000 $8,000
Copayments, deductibles, amounts over ALLOWED AMOUNTS and noncovered services are not included in the
coinsurance maximum.

CERTIFICATION Requirements

Certain services, regardless of the location, require PRIOR REVIEW and CERTIFICATION by the CORPORATION in order
to receive benefits. If you go to an IN-NETWORK PROVIDER in North Carolina, your PROVIDER will request PRIOR REVIEW|
when necessary. If you go to an OUT-OF-NETWORK PROVIDER in North Carolina or to any PROVIDER outside of North
Carolina, you are responsible for requesting or ensuring that your PROVIDER requests PRIOR REVIEW by the
CORPORATION. Failure to request PRIOR REVIEW and receive CERTIFICATION may result in allowed charges being
reduced by 25% or a full denial of benefits. See "Covered Services" and "Prospective Review/PRIOR REVIEW"
in "UTILIZATION MANAGEMENT."

[The CORPORATION delegates administration of mental health and substance abuse benefits to Magellan Behavioral
Health. Magellan Behavioral Health is not associated with the CORPORATION. PRIOR REVIEW and CERTIFICATION by
Magellan Behavioral Health are required for inpatient and certain outpatient mental health and substance abuse
services received from an IN-NETWORK PROVIDER, except for EMERGENCIES. Please see the number in “Whom Do |
Contact?”




SUMMARY OF BENEFITS (cont.)

Benefits IN-NETWORK OUT-OF-NETWORK

Prescription Drugs

GENERIC Drugs Tier 1 $10 COPAYMENT i COPAYMENT + charge over
{IN-NETWORK ALLOWED AMOUNT

Preferred BRAND NAME Drugs Tier 2 $35 COPAYMENT i COPAYMENT + charge over
{IN-NETWORK ALLOWED AMOUNT

BRAND NAME Drugs Tier 3 $50 COPAYMENT i COPAYMENT + charge over
{IN-NETWORK ALLOWED AMOUNT

SPECIALTY BRAND NAME Drugs Tier 4 25% 25% + charge over IN-NETWORK
: ALLOWED AMOUNT

Diabetic Supplies, SPACERS AND PEAK FLOW METERS; 25% 25% + charge over IN-NETWORK
{ { ALLOWED AMOUNT

One copayment for up to a 30-day supply. 31-60-day supply is two copayments, and 61-90-day supply is three
copayments. For each 30-day supply of a Tier 4 SPECIALTY BRAND NAME DRUG, you will pay a minimum of $50 in
coinsurance, but not more than $100.

INFERTILITY drugs are limited to a combined IN- and OUT-OF-NETWORK LIFETIME MAXIMUM of $5,000 per MEMBER.
Any services in excess of this LIFETIME MAXIMUM are not COVERED SERVICES.




HOW BLUE OPTIONS WORKS

Blue Options gives you the freedom to choose any PROVIDER - the main difference will be the cost to you. Benefits
are available for services from a PROVIDER that is recognized by the corporation as eligible. For a list of eligible
PROVIDERS, please visit the Web site at bchsnc.com/members/ncbar or call Customer Service at the number
listed in “Whom Do I Contact?” The CORPORATION contracts with a broad network of North Carolina PROVIDERS
to deliver COVERED SERVICES to MEMBERS of the PLAN. IN-NETWORK PROVIDERS include:

® DOCTORS - classified as PRIMARY CARE PROVIDERS or SPECIALISTS

speech pathologist, clinical social workers and nurse practitioners
HOSPITALS - both general and specialty hospitals

NONHOSPITAL FACILITIES - such as SKILLED NURSING FACILITIES, AMBULATORY SURGICAL CENTERS and
chemical dependency treatment facilities.

Here’s a look at how it works:

Type of PROVIDER

ALLOWED AMOUNT
VS.
Billed Amount

Referrals

Care Outside of North Carolina

IN-NETWORK

IN-NETWORK PROVIDERS are health
care professionals and facilities that
have contracted with the
CORPORATION, or a PROVIDER
participating in the Blue Options
PI'OgI‘am.IN-NETWORK PROVIDERS
agree to limit charges for COVERED
SERVICES to the ALLOWED AMOUNT.

The list of IN-NETWORK PROVIDERS
may change from time to time.
IN-NETWORK PROVIDERS are listed
on the CORPORATION Web site at
bcbsnc.com/members/ncbar, or
call Customer Service at the number
listed in “Whom Do I Contact?”

If the billed amount for COVERED
SERVICES is greater than the
ALLOWED AMOUNT, you are not
responsible for the difference. You
pay only the applicable
copayment, deductible,
coinsurance, and non-covered
expenses.

You are not required to obtain any
referrals.

Your ID CARD gives you access to
participating PROVIDERS outside the
state of North Carolina through the

Blue Card® Program, and benefits
are provided at the IN-NETWORK
copayment or coinsurance.

OTHER PROVIDERS - health care professionals, such as physical therapists, occupational therapies, audiologist,

OUT-OF-NETWORK

OUT-OF-NETWORK PROVIDERS are
not designated as a Blue Options
PROVIDER by the CORPORATION.
Also see “OUT-OF-NETWORK
Benefit Exceptions.”

Please note that some services are
only covered IN-NETWORK..

You may be responsible for paying
any charges over the ALLOWED
AMOUNT in addition to the
applicable COPAYMENT deductible,
coinsurance, non-covered expenses
and CERTIFICATION penalty
amounts, if any.

You are not required to obtain any
referrals.

If you are in an area that has
participating PROVIDERS and you
choose a PROVIDER outside the
network, you will receive the lower
OUT-OF-NETWORK benefit. Also see
“OUT-OF-NETWORK Benefit
Exceptions.”



HOW BLUE OPTIONS WORKS (cont.)

PRIOR REVIEW IN-NETWORK PROVIDERS in North You are responsible for requesting
Carolina will request PRIORREVIEW  or ensuring that your
when necessary. If you receive OUT-OF-NETWORK PROVIDER
services outside of North Carolina  requests PRIOR REVIEW by the
(even if you see an IN-NETWORK CORPORATION. Failure to request
PROVIDER), you are responsible for ~ PRIOR REVIEW and obtain
requesting or ensuring that your CERTIFICATION may result in a
PROVIDER requests PRIOR REVIEW partial or full denial of benefits.
by the CORPORATION. PRIOR REVIEW is not required for
. ired f an EMERGENCY or for an inpatient
PRIOR REVIEW s not re.qu“e, Oran HoSPITAL stay for 48 hours after a
EMERGENCY or for an inpatient . .
vaginal delivery or 96 hours after
HOSPITAL stay for 48 hours after a .
i . a Cesarean section.
vaginal delivery or 96 hours after a
Cesarean section.
Filing Claims IN-NETWORK PROVIDERS in North You may have to pay the

Carolina are responsible for filing
claims directly with the
CORPORATION.

OUT-OF-NETWORK PROVIDER in full
and submit your own claim to the
CORPORATION; also see “How To

File A Claim.”

OUT-OF-NETWORK Benefit Exceptions

In an EMERGENCY, in situations where IN-NETWORK PROVIDERS are not reasonably available as determined by the
CORPORATION'S access to care standards, or in continuity of care situations, OUT-OF-NETWORK benefits will be
paid at the IN-NETWORK copayment or coinsurance. However, you may be responsible for charges billed separately
by the PROVIDER which are not eligible for additional reimbursement. If you are billed by the PROVIDER, you will
be responsible for paying the bill and filing a claim with the CORPORATION.

For more information, see “EMERGENCY Care,” “Continuity Of Care” in “UTILIZATION MANAGEMENT.”
For information about the Corporation’s access to care standards, see the Web site at
bcbsnc.com/members/ncbar. If you believe an IN-NETWORK PROVIDER is not reasonably available,
you can help assure that benefits are paid at the correct benefit level by calling the CORPORATION before
receiving care from an OUT-OF-NETWORK PROVIDER.

Carry Your IDENTIFICATION CARD
Your ID CARD identifies you as a Blue Options MEMBER. Be sure to carry your ID CARD with you at all times and
present it each time you seek health care.

ForID CARD requests, please visit the Web site at bchsnc.com/members/ncbar or call Customer Service
at the number listed in “Whom Do | Contact?”

Making An Appointment

Call the PROVIDER’S office and identify yourself as a Blue Options MEMBER. Please ask the receptionist if the
provider’s office is HOSPITAL-owned or operated or provides HOSPITAL-based services. If so, your medical services
may be covered under the OUTPATIENT CLINIC Services benefit and are listed as OUTPATIENT CLINIC Services in
“Summary Of Benefits.” If you need nonemergency services after your PROVIDER’S office has closed, please call
your PROVIDER’S office for their recorded instructions. You may also contact the nurse advice line, HealthLine
Blue, for assistance.

If you cannot keep an appointment, call the PROVIDER’S office as soon as possible. Charges for missed appointments,
which PROVIDERS may require as part of their routine practice, are not covered.

The Role Of A PRIMARY CARE PROVIDER (PCP) or SPECIALIST
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HOW BLUE OPTIONS WORKS (cont.)

It is important for you to maintain a relationship with a PCP, who will help you manage your health and help you
make decisions about your care. If you change PCPS, be sure to have your medical records transferred, especially
immunization records, to provide your new DOCTOR with your medical history. You should participate actively
in all decisions related to your health care and discuss all treatment options with your health care PROVIDER
regardless of cost or benefit coverage. PCPS are trained to deal with a broad range of health care issues and can
help you to determine when you need a SPECIALIST.

PROVIDERS from medical specialties such as family practice, internal medicine and pediatrics may participate as
PCPS.

Please visit the Web site at bchsne.com/members/ncbar or call Customer Service to be sure the
PROVIDER you choose is available to be a PCP. You may want to confirm that the PROVIDER is in the
network before receiving care.

If your PCP or SPECIALIST leaves the CORPORATION’S PROVIDER network and they are currently treating you for
an ongoing special condition, see “Continuity Of Care” in "UTILIZATION MANAGEMENT."

Upon the request of the MEMBER and subject to approval by the CORPORATION, a SPECIALIST treating a member
for a serious or chronic disabling or life-threatening condition can act as the MEMBER'S PCP. The selected SPECIALIST
would be responsible for providing and coordinating the member's primary and specialty care. The selection of a
SPECIALIST under these circumstances shall be made under a treatment plan approved by the SPECIALIST, and the
CORPORATION, with notice to the PCP if applicable. A request may be denied where it is determined that the
SPECIALIST cannot appropriately coordinate the MEMBER'S primary and specialty care.

To make this request or if you would like the professional qualifications of your PCP or IN-NETWORK
SPECIALIST, you may call Customer Service at the number listed in 'Whom Do | Contact?"

HealthLine Blue

You may call a HealthLine Blue nurse to assist you with medical questions, offer support, and/or send you free
information on health topics appropriate for your condition. MEMBERS may ask to speak with the same nurse on
an ongoing basis. You may also visit the Web site at bchbsne.com/members/ncbar to search a library of current
health topics, send secure messages to the HealthLine Blue nurses, learn about symptoms and medications and
use tools that guide you through important health care decisions. See the number listed in "Whom Do I Contact?"
to speak to a HealthLine Blue nurse.

How To File A Claim

When you file a claim, mail the completed claim form as follows:
For mental health and substance abuse services:

BCBSNC

Claims Department

PO Box 35

Durham, NC 27702-0035

For prescription drugs:
Medco Health Solutions, Inc.
PO Box 14711

Lexington, KY 40512

For all other medical services:
BCBSNC

Claims Department

PO Box 35

Durham, NC 27702-0035



HOW BLUE OPTIONS WORKS (cont.)

Mail claims in time to be received within 18 months of the date the service was provided. Claims not received
within 18 months from the date the service was provided will not be covered, except in the absence of legal capacity
of the MEMBER.

You may obtain a claim form, including international claim forms, by visiting the Web site at
bcbsnc.com/members/ncbar or call Customer Service at the number listed in "Whom Do I Contact?"
For help filing a claim, call Customer Service or write to:

BCBSNC

Customer Service

PO Box 2291

Durham, NC 27702-2291



UNDERSTANDING YOUR SHARE OF THE COST

This section explains how you and the PLAN share the cost of your health care.

COPAYMENTS

A COPAYMENT is a fixed dollar amount you must pay for some COVERED SERVICES. The PROVIDER usually collects
this amount at the time the service is received. One COPAYMENT covers most services at a PROVIDER’S office.
COPAYMENTS also apply to URGENT CARE and emergency room services. COPAYMENTS are not credited to the
individual or family COINSURANCE MAXIMUM or to the BENEFIT PERIOD DEDUCTIBLE. See “Summary Of Benefits”
for your specific COPAYMENT amounts.

DEDUCTIBLES

A deductible is the dollar amount you must incur for COVERED SERVICES in a BENEFIT PERIOD before benefits are
payable under the PLAN. The deductible does not include coinsurance, charges in excess of the ALLOWED AMOUNT,
amounts exceeding any maximum, and expenses for noncovered services. If one or more DEPENDENTS are covered,
you each have an individual deductible and your family has a combined family deductible. Refer to "Summary Of
Benefits" for specific deductible amounts.

The BENEFIT PERIOD deductible does not apply to services where a copayment applies. Note these special rules:
® Charges for inpatient newborn care for a well baby do not apply to the BENEFIT PERIOD deductible

® Amounts applied to your OUT-OF-NETWORK deductible are credited to your IN-NETWORK deductible

® However, amounts applied to your IN-NETWORK deductible are not credited to your OUT-OF-NETWORK deductible.

COINSURANCE

COINSURANCE is the sharing of charges by the PLAN and the MEMBER for COVERED SERVICES, after you have
satisfied your BENEFIT PERIOD deductible.

Here is an example of what your costs could be for IN-NETWORK or OUT-OF-NETWORK services. The scenario is
a total outpatient HOSPITAL bill of $5,000. (NOTE: Deductible and coinsurance amounts are for example only,
please refer to “Summary Of Benefits” for your benefits.)

In-Network Out-of-Network
A. Total Bill $5,000 $5,000
B. ALLOWED AMOUNT $4,250 $4,250
C. DEDUCTIBLE Amount $250 $500
D. ALLOWED AMOUNT Minus DEDUCTIBLE (B-C) $4,000 $3,750
E. Your COINSURANCE Amount (% times D) (10%) $400 (30%) $1,125
F. Amount You Owe Over ALLOWED AMOUNT $0 $750
(IN-NETWORK charges |(difference between
limited to ALLOWED Total Bill and
AMOUNT) ALLOWED AMOUNT)
G. Total Amount You Owe (C+E+F) $650 $2,375

Deductible and coinsurance amounts are for example only, please refer to ''Summary Of Benefits'' for your
benefits.

Coinsurance Maximum
The coinsurance maximum is the dollar amount of coinsurance you pay for COVERED SERVICES in a BENEFIT
PERIOD before the PLAN pays 100% of COVERED SERVICES.

Note these special rules:

® Copayments, deductibles, charges over ALLOWED AMOUNTS and charges for noncovered services are not
included in the coinsurance maximum

Charges applied to your OUT-OF-NETWORK coinsurance are credited to your IN-NETWORK coinsurance maximum.
However, charges applied to your IN-NETWORK coinsurance are not credited to your OUT-OF-NETWORK
coinsurance maximum.

BENEFIT PERIOD MAXIMUMS
The BENEFIT PERIOD MAXIMUM is the maximum dollar amount paid or the maximum number of visits in a BENEFIT
PERIOD covered by the PLAN for certain services for each MEMBER. See "Summary Of Benefits" for your BENEFIT
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UNDERSTANDING YOUR SHARE OF THE COST (cont.)

PERIOD MAXIMUMS including visit and day maximums. Services in excess of a BENEFIT PERIOD MAXIMUM are
not COVERED SERVICES, and the MEMBER may be responsible for the entire amount of the PROVIDER'S billed charge.

LIFETIME MAXIMUM

The LIFETIME MAXIMUM is the maximum dollar amount paid by the PLAN for certain services for each MEMBER
during their lifetime. See "Summary Of Benefits" for your LIFETIME MAXIMUM. Services in excess of a LIFETIME
MAXIMUM are not COVERED SERVICES, and the member may be responsible for the entire amount of the PROVIDER'S

billed charge.




COVERED SERVICES

The PLAN covers only those services that are MEDICALLY NECESSARY. Also keep in mind as you read this section:
® Certain services require PRIOR REVIEW and CERTIFICATION in order for you to avoid a partial (penalty)
or full denial of benefits. General categories of services are noted below as requiring PRIOR REVIEW.

Also see ""Prospective Review/PRIOR REVIEW'' in "UTILIZATION MANAGEMENT" for information about
the review process, visit the Web site at bcbsnc.com /members/ncbar or call Customer Service to ask
whether a specific service requires PRIOR REVIEW and CERTIFICATION.

¢ Exclusions and limitations apply to your coverage. Service-specific exclusions are stated along with the benefit
description in "COVERED SERVICES." Exclusions that apply to many services are listed in "What Is Not Covered?"
To understand the exclusions and limitations that apply to each service, read "COVERED SERVICES," "Summary
Of Benefits" and "What Is Not Covered?"

® You may also receive, upon request, information about the procedure and medical criteria used by the
CORPORATION to determine whether a procedure, treatment, facility, equipment, drug or device is MEDICALLY
NECESSARY and eligible for coverage, INVESTIGATIONAL or EXPERIMENTAL, or requires PRIOR REVIEW and
CERTIFICATION by the CORPORATION . The CORPORATION'S medical policies are guides considered by the
CORPORATION when making coverage determinations. If you need more information about medical
policies, see the Web site at bcbsnc.com/members/nchbar, or call Customer Service at the number listed
in ""Whom Do I Contact?"

Office Services

Care you receive as part of an OFFICE VISIT or house call is covered with a copayment, except as otherwise noted
in this benefit booklet. Some PROVIDERS may receive items such as supplies or drugs from third parties. In these
cases, you may be billed directly by the supplier. Benefit payments for these services will be based on the type of
supplier and how the services are billed.

The PLAN also provides benefits for a total of six nutritional visits per BENEFIT PERIOD to an IN- or OUT-OF-NETWORK

PROVIDER for those MEMBERS who participate in the CORPORATION'S Member Health Partnership®™ programs.
The nutritional counseling visits may include counseling specific to achieving or maintaining a healthy weight.
If you see an IN-NETWORK PROVIDER, any applicable copayment, coinsurance or deductible is waived for these
six visits. If you go to an OUT-OF-NETWORK PROVIDER, deductible and coinsurance will apply.

A copayment will not apply if you only receive services, such as allergy shots or other injections, and are not
charged for an OFFICE VISIT.

Certain diagnostic imaging procedures, such as CT scans, PET scans and MRIs, are subject to COINSURANCE and
any applicable DEDUCTIBLE, and may require PRIOR REVIEW and CERTIFICATION or services will not be covered.

Some DOCTORS or OTHER PROVIDERS may practice in OUTPATIENT CLINICS or provide HOSPITAL-based services
in their offices. These services are covered as Outpatient Services and are listed as OUTPATIENT CLINIC Services
in "Summary Of Benefits." The PROVIDER search on the Web site at bcbsne.com/members/ncbar indicates which
PROVIDERS will collect deductible and coinsurance, or you can call Customer Service at the number listed in
"Whom Do I Contact?" for this information.

Office Services Exclusion

® Certain self-injectable PRESCRIPTION DRUGS that can be self-administered. The list of these drugs may
change from time to time. See the Web site at bchbsnce.com/members/ncbar or call Customer Service for
a list of these drugs excluded in the office. Also see "PRESCRIPTION DRUG Benefits" for information about
purchasing self-injectable PRESCRIPTION DRUGS at a pharmacy.

PREVENTIVE CARE

Your health benefit plan covers PREVENTIVE CARE services that can help you stay safe and healthy. When you
receive covered preventive care services from an IN-NETWORK PROVIDER in an office-based, outpatient, or
AMBULATORY SURGICAL SETTING, or URGENT CARE center, there is no cost to you. Please note, this benefit is
only for services that indicate a diagnosis of preventive or wellness. Otherwise, services will be subject to your
IN-NETWORK benefit level for the location where services are received.



COVERED SERVICES (cont.)

Please log on to the CORPORATION'S Web site at becbsne.com/preventive or call Customer Service at the number
in "Whom Do I Contact" for the most up-to-date information on PREVENTIVE CARE that is covered under the PLAN,
including over-the-counter medications that may be available to certain individuals.

PREVENTIVE CARE COVERED SERVICES include:

Routine Physical Examinations And Screening
Routine physical examinations and related diagnostic services and screening are covered for members as
recommended with an A or B rating by the United States Preventive Services Task Force (USPSTF).

Well-Baby And Well-Child Care
These services are covered for each MEMBER including periodic assessments and immunizations as recommended
by the Health Resources and Services Administration (HRSA).

Immunizations

The full series of standard immunizations recommended by the Centers for Disease Control and Prevention
(CDC) and the American Academy of Family Physicians (AAFP) is covered. This benefit is only available
IN-NETWORK, except for meningococcal vaccine which is also available OUT-OF-NETWORK.

Immunizations Exclusions
® Immunizations required for occupational hazard
® Immunizations required for international travel.

Routine Eye Exams
Benefits are only available IN-NETWORK.

Coverage is provided for routine eye exams only when the PROVIDER is in the Blue Options network. Let the
DOCTOR know that you are a Blue Options MEMBER and show your ID CARD. If you need assistance selecting
a DOCTOR who is a member of this network, you may visit the Web site at bcbsnc.com/members/ncbar or
call Customer Service.

The PLAN provides coverage for one routine comprehensive eye examination per BENEFIT PERIOD. Diagnosis
and treatment of medical conditions of the eye, and drugs administered for purposes other than for a visual
examination, are not considered to be part of a routine eye exam and are subject to the benefits, limitations and
exclusions of the PLAN.

Routine Eye Exams Exclusions
® Fitting for contact lenses, glasses or other hardware
® Diagnostic services that are not a component of a routine vision examination.

See "Summary Of Benefits'' for the following services, since benefits may vary depending on where services
are received. The following benefits are available IN-NETWORK and OUT-OF-NETWORK:

Gynecological Exam And Cervical Cancer Screening

The cervical cancer screening benefit includes the examination and laboratory tests for early detection and
screening of cervical cancer, and DOCTOR'S interpretation of the lab results. Coverage for cervical cancer
screening includes Pap smear screening, liquid-based cytology, and human papilloma virus detection, and shall
follow the American Cancer Society guidelines or guidelines adopted by the North Carolina Advisory Committee
on Cancer Coordination and Control.

Ovarian Cancer Screening

For female MEMBERS ages 25 and older at risk for ovarian cancer, an annual screening, including a transvaginal

ultrasound and a rectovaginal pelvic examination, is covered. A female MEMBER is considered "at risk" if she:

® Has a family history with at least one first-degree relative with ovarian cancer; and a second relative, either
first-degree or second-degree with breast, ovarian, or nonpolyposis colorectal cancer; or

® Tested positive for a hereditary ovarian cancer syndrome.

Screening Mammograms



COVERED SERVICES (cont.)

The Plan provides coverage for one baseline mammogram for any female member between the ages of 35 and
39. Beginning at age 40, one screening mammogram will be covered per female MEMBER per BENEFIT PERIOD,
along with a DOCTOR'S interpretation of the results. More frequent or earlier mammograms will be covered as
recommended by a DOCTOR when a female MEMBER is considered at risk for breast cancer.

A female MEMBER is "at risk" if she:

Has a personal history of breast cancer

Has a personal history of biopsy-proven benign breast disease

Has a mother, sister, or daughter who has or has had breast cancer, or
® Has not given birth before the age of 30.

Colorectal Screening

Colorectal cancer examinations and laboratory tests for cancer are covered for any symptomatic or asymptomatic
MEMBER who is at least 50 years of age, or is less than 50 years of age and at high risk for colorectal cancer.
Increased/high risk individuals are those who have a higher potential of developing colon cancer because of a
personal or family history of certain intestinal disorders. Some of these procedures are considered SURGERY,
such as colonoscopy and sigmoidoscopy, and others are considered lab tests, such as hemoccult screenings.

The PROVIDER search on the Web site at bcbsnc.com/members/ncbar can help you find
office-based PROVIDERS or you can call BCBSNC Customer Service at the number listed
in "Whom Do | Contact?" for this information.

Prostate Screening
One prostate specific antigen (PSA) test or an equivalent serological test will be covered per male MEMBER
per BENEFIT PERIOD. More PSA tests will be covered if recommended by a DOCTOR.

Diagnostic Services

Diagnostic procedures such as laboratory studies, radiology services and other diagnostic testing, which may
include electroencephalograms (EEGs), electrocardiograms (ECGs), Doppler scans and pulmonary function tests
(PFTs), help your DOCTOR find the cause and extent of your condition in order to plan for your care.

Certain diagnostic imaging procedures, such as CT scans, PET scans, and MRIs, may require PRIOR REVIEW and
CERTIFICATION or services will not be covered.

Your DOCTOR may refer you to a freestanding radiology center for these procedures. Separate benefits for
interpretation of diagnostic services by the attending DOCTOR are not provided in addition to benefits for that
DOCTOR'S medical or surgical services, except as otherwise determined by the CORPORATION.

Benefits may differ depending on where the service is performed and if the service is received with any other
service or associated with a surgical procedure. See "Summary Of Benefits."

Bone Mass Measurement Services

The PLAN covers one scientifically proven and approved bone mass measurement for the diagnosis and evaluation
of osteoporosis or low bone mass during any 23-month period for certain qualified individuals only. Additional
follow-up bone mass measurement tests will be covered if MEDICALLY NECESSARY. Qualified individuals
include MEMBERS who have any one of the following conditions:

Estrogen-deficient and at clinical risk of osteoporosis or low bone mass

Radiographic osteopenia anywhere in the skeleton

Receiving long-term glucocorticoid (steroid) therapy

Primary hyperparathyroidism

Being monitored to assess the response or effect of commonly accepted osteoporosis drug therapies
History of low-trauma fractures

Other conditions, or receiving medical therapies known to cause osteoporosis or low bone mass.

EMERGENCY Care
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COVERED SERVICES (cont.)

The PLAN provides benefits for EMERGENCY SERVICES. An EMERGENCY is the sudden and unexpected onset of a
condition of such severity that a prudent layperson, who possesses an average knowledge of health and medicine,
could reasonably expect the absence of immediate medical attention to result in any of the following:

Placing the health of an individual, or with respect to a pregnant woman the health of the pregnant woman or
her unborn child, in serious jeopardy

Serious physical impairment to bodily functions

Serious dysfunction of any bodily organ or part

Death.

Heart attacks, strokes, uncontrolled bleeding, poisonings, major burns, prolonged loss of consciousness, spinal
injuries, shock and other severe, acute conditions are examples of EMERGENCIES.

What To Do In An EMERGENCY

In an EMERGENCY, you should seek care immediately from an emergency room or other similar facility. If
necessary and available, call 911 or use other community emergency resources to obtain assistance in handling
life-threatening EMERGENCIES. PRIOR REVIEW is not required for EMERGENCY SERVICES. If you are unsure if
your condition is an EMERGENCY, you can call HealthLine Blue; and a HealthLine Blue nurse can provide
information and support that may save you an unnecessary trip to the EMERGENCY room.

If you go to an EMERGENCY room for treatment of an EMERGENCY, your COPAYMENT will be the same, whether
you use an IN-NETWORK or OUT-OF-NETWORK PROVIDER. When you receive these services from an
OUT-OF-NETWORK PROVIDER, benefits are based on the billed amount. However you may be responsible for
charges billed separately by the PROVIDER which are not eligible for additional reimbursement, and you may
be required to pay the entire bill at the time of service, and file a claim with the CORPORATION.
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COVERED SERVICES (cont.)

What are my benefits when I receive services in the emergency room?

Services will
You go to the o[ this an No be covered as
EMergency room IEMERGENCY? an autpatient
service

1

Is the HOSPITAL Yes
fin-NETWORK?

You pay applicable
| copayment or
coinsurance

Mo

our benefits will be paid at the in-nETWORK level and
ased on the billed amount. You may be responsible
‘or charges billed separately which are not eligible for
dditional reimbursement, and you may be required to
ay the entire bill at the time of service and file a claim
ith the CORPORATION.

Inpatient HosFITAL benefits apply to all covERED SERVICES received
v in both the emergency room and during inpatient hospitalization.
Admitted to the hospital Ves F"F{IDF\_' REVIEW and CERTIFICATION are requ_wed for |npat|ent
. hospitalization and other selected services following EMERGENCY
from the ER following ) . ; L .
EMERCENCY SERVICES? sERVICES (including screening and stabilization) in order to avoid a
i penalty. You may need to transfer fo an IN-NETWORK HOSPITAL
nce your condition has been stabilized in order to continue
receiving iN-NETWORK benefits,
Held for Yes | Outpatient benefits apply to all coveReD sErRvICES received in both
observation? M the em ergency room and during the cbservation

l

Meed follow-up care .
(such as OFF! c[é VISITS o To receive IN-NETWORK benefits, you must use IN-NETWORK
therapy) once you left Yes | PROVIDERS. Follow-up care related to the EMERGENCY condition is
the EFFJtyur wer; I not considered an EMERGENCY and will be treated the same as a

discharged? normal health care benefit.

After EMERGENCY SERVICES are received in an EMERGENCY room, you may be held for observation or admitted
to the HOSPITAL. In each of these cases, the emergency room COPAYMENT does not apply. If you are held for
observation, outpatient benefits apply to all COVERED SERVICES received in both the EMERGENCY room and
during observation. If you are admitted to the HOSPITAL from the EMERGENCY room immediately following
EMERGENCY SERVICES, inpatient benefits apply to all COVERED SERVICES received in both the EMERGENCY
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COVERED SERVICES (cont.)

room and during the inpatient hospitalization. See “Summary Of Benefits.” In addition, any nonemergency
service provided in an emergency room will be covered as an outpatient service.

PRIOR REVIEW and CERTIFICATION by the CORPORATION are required for INPATIENT hospitalization and other
selected services following EMERGENCY SERVICES (including screening and stabilization) in order to avoid a
penalty. You may need to transfer to an IN-NETWORK HOSPITAL once your condition has been STABILIZED in
order to continue receiving IN-NETWORK benefits.

Care Following EMERGENCY SERVICES
In order to receive IN-NETWORK benefits for follow-up care related to the EMERGENCY (such as OFFICE VISITS
or therapy once youleave the emergency room or are discharged from the HOSPITAL), you must use IN-NETWORK
PROVIDERS. Follow-up care related to the emergency condition is not considered an EMERGENCY and will be
treated the same as a normal health care benefit.
URGENT CARE
The PLAN provides benefits for URGENT CARE services. When you need URGENT CARE, call your PCP, a SPECIALIST
or go to an URGENT CARE PROVIDER. If you are not sure if your condition requires URGENT CARE, you can call
HealthLine Blue.

URGENT CARE includes services provided for a condition that occurs suddenly and unexpectedly and requires
prompt diagnosis or treatment such that, in the absence of immediate care, the MEMBER could reasonably be
expected to suffer chronic illness, prolonged impairment or the need for more serious treatment. Fever over 101
degrees Fahrenheit, ear infection, sprains, dizziness and some lacerations are examples of conditions that would
be considered urgent.

Family Planning
Maternity Care
Maternity care benefits, including prenatal care, labor and delivery and post-delivery care, are available to all
female MEMBERS. Maternity benefits for DEPENDENT CHILDR