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WELCOME

Thank you for choosing healthcare coverage from the Capital Blue Cross family of companies. We are
eager for this opportunity to help you and your family on your health and wellness journey.

This Benefits Booklet (also known as “Certificate of Coverage”) is provided to you as part of the group
contract entered into between the contract holder and us. It explains the benefits provided to you under
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IMPORTANT NOTICES

There are a few important points that you need to know about your coverage before you continue
reading the remainder of this Benefits Booklet:

This plan may not cover all your healthcare expenses. You should read this Benefits Booklet
carefully to determine which healthcare services are provided as benefits under your coverage.

To receive ce

yotYour
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rtain benefits and pay the least for your healthcare, use in-network providers.
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DEFINITIONS

The terms below have the following meanings whenever italicized in your Benefits Booklet or the group
contract:

Allowed Amount
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Definitions

Form CLVAICPO110124.docx 5



Definitions

The study or investigation is a drug that is exempt from having such an investigational new drug
application.

Coinsurance: The percentage of the allowed amount you pay for certain benefits. Coinsurance
percentages, if any, are identified in the Summary of Cost Sharing and Benefits section or in the
applicable rider to this Benefits Booklet.

Contract Holder: The organization or firm, usually an employer, union, or association, that contracts
with us to provide or administer the coverage offered under your group health plan.

Copayment (Copay): A fixed amount you pay for certain benefits at the time of the service.
Copayments, if any, are identified in the Summary of Cost Sharing and Benefits section or in the
applicable rider to this Benefits Booklet.

Cosmetic Procedure: An elective procedure performed primarily to restore a person’s appearance by
surgically altering a physical characteristic that does not prohibit normal function, but is unpleasant or
unsightly.

Cost Sharing Amount: The amount of covered services that you must pay. We subtract this amount
from the allowed amount when we make payment to the provider for benefits. Cost-sharing amounts
include: copayments, deductibles, and coinsurance.

Coverage: The program offered and/or administered by us which provides benefits for members
covered under the group contract.

Custodial Care:
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Definitions

Identification (ID) Card: The card issued to the member that evidences coverage under the terms of
the group contract.

Immediate Family: The subscriber's or member's spouse, domestic partner, parent, step-parent,
brother, sister, mother-in-law, father-in-law, sister-in-law, brother-in-law, daughter-in-law, son-in-law,
child, step-child, grandparent, or grandchild.

Independent Freestanding Emergency Department: A health care facility that is geographically
separate and distinct and licensed separately from a hospital under applicable state law, and provides
any emergency services.

Infusion Therapy Provider: An entity that meets the necessary licensing requirements and is legally
authorized to provide home infusion/IV therapy services.

In-Network Provider(s):
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Definitions

Any consent document you have signed or will be asked to sign, in order to undergo the treatment
or procedure.

The referred medical or scientific literature regarding the treatment or procedure at issue as applied
to the injury or illness at issue.

Regulations and other official actions and publications issued by the federal government.

The opinion of a third-party medical expert in the field, obtained by us, with respect to whether a
treatment or procedure is investigational.

Licensed Practical Nurse (LPN): A nurse who has graduated from a formal practical or vocational
nursing educations program and licensed by the appropriate state authority.

Medicaid: Hospital or medical insurance benefits financed by the United States government under Title
XIX of the Social Security Act of 1965 and its related regulations, each as amended.

Medical Necessity (Medically Necessary): means the following

Services or supplies that a physician exercising prudent clinical judgment would provide to a member
for the diagnosis and/or direct care and treatment of the member’s medical condition, disease, ilines
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Definitions

Mental lliness/Disorder: A health condition characterized by alterations in thinking, mood, or behavior
(or some combination thereof), that are all mediated by the brain and associated with distress and/or
impaired functioning.

Negotiated Arrangement a.k.a., Negotiated National Account Arrangement: An agreement
negotiated between a Control/Home Licensee and one or more Par/Host Licensees for any National
Account not delivered through the BlueCard Program.

Opioid Treatment Program (OTP): A program that provides opioid use disorder treatment services
and may include medication-assisted treatment, counseling, drug testing, and individual and group
therapy. Counseling and therapy services are covered in person and/or by using 2-way audio/video
communication technology.

Out-of-Network Provider(s): A provider that is not under contract with us or a provider who is not a
BlueCard in-network provider.

Out-of-Pocket Maximum: A specified limit to the cost-sharing amount that you or your dependents
may incur for covered services in a benefit period. The amount of, and types of cost-sharing applied to,
the out-of-pocket maximum is described in the Summary of Cost Sharing and Benefits section.

Outpatient: A member who receives services or supplies while not an inpatient. This term may also
describe the services rendered to such a member.

Partial Hospitalization: The provision of planned and regularly scheduled medical, nursing,
counseling, or therapeutic services in a hospital or nonhospital facility licensed as a mental health or
substance use disorder treatment program by the Pennsylvania Department of Health, designed for a
patient or client who would benefit from more intensive services than are offered in outpatient treatment
but who does not require inpatient care. To qualify, the partial hospitalization services must be provided
for a minimum of four hours, with a maximum of 12 hours per day without incurring a charge for an
overnight stay.

Physician: A person who is a Doctor of Medicine (M.D.) or a Doctor of Osteopathic Medicine (D.O.),
licensed, and legally entitled to practice medicine in all its branches, and/or perform surgery and
prescribe drugs.

PPACA: The Patient Protection and Affordable Care Act of 2010 and its related regulations, as
amended. It is often called the Affordable Care Act (ACA).

Preauthorization: An authorization (or approval) from us or our designee that results from a process
used to determine your eligibility at the time of the request, benefit coverage and the medical necessity
of the proposed medical services before delivery of services. Preauthorization is required for the
procedures identified in the Preauthorization Program attachment to this Benefits Booklet.

Professional Provider: A person or entity licensed and approved to supply healthcare services,
support, or supplies. Includes any of the following:

Audiologist Licensed Dietitian-Nutritionist
Autism Service Provider Licensed Social Worker
Behavior Specialist Occupational Therapist
Certified Registered Nurse Anesthetist Oral Surgeon

Certified Registered Nurse Midwife Physical Therapist
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Definitions

Certified Registered Nurse Practitioner Physician’s Assistant
Chiropractor Podiatrist

Clinical or Physician Laboratory
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Definitions

Primary focus on short-term stabilization, rehabilitation or crisis services;

Medical necessity determination for this level of care;

The development and implementation of a comprehensive and individualized treatment plan for
each member through a multidisciplinary team approach which incorporates active treatment;

and
The provision of individual, group and family counseling and other services/interventions in
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HOW TO ACCESS BENEFITS

ID Card

Your ID card is the key to accessing the benefits provided under this coverage with us.

You should show your ID card and any other ID cards for other coverage each time you seek medical
services. Pr

Form CLVAICPO110124.docx 15



How to Access Benefits

including specifically excluded services (e.g. cosmetic procedures, etc.), or services in excess of benefit
lifetime maximums and benefit period maximums. The in-network provider must inform you before
performing the noncovered services that you may be liable to pay for these services, and you must
agree to accept this liability.

The status of a provider as an in-network provider may change from time to time. It is the
member’s responsibility to verify a provider’s current network status. A list of in-network
providers is available 24-hours a day on our website at CapitalBlueCross.com. This information
includes:

Name, address, telephone numbers
Professional qualifications
Specialty

Medical school attended

Residency completion

Board certification status

Services Provided by Out-of-Network Providers

An out-of-network provider is a provider who does not contract with us or with another Host Blue to
provide benefits to you.

For out-of-network provider performing: (1) emergency services in the emergency department of a
hospital (or independent freestanding emergency department), (2) nonemergency services at certain in-
network facilities (hnamely, hospitals, hospital outpatient departments, critical access hospitals, or
ambulatory surgical facilities), or (3) air ambulance services, you will be subject to in-network cost-
sharing, calculated based on the recognized amount, and the provider generally will be prohibited from
balance billing you (
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How to Access Benefits

knowledge of health and medicine, could reasonably expect the absence of immediate medical
attention to result in any of the following:

Placing your health, or, with respect to a pregnant woman, the health of the woman or her unborn
child, in serious jeopardy.
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How to Access Benefits

When you access covered healthcare services outside Capital’s service area and the claim is

processed through the BlueCard Program, the amount you pay for covered healthcare services is
calculated based on the lower of
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How to Access Benefits

Blue Cross Blue Shield Global® Core

If you are outside the United States, the Commonwealth of Puerto Rico, and the U.S. Virgin Islands
(hereinafter “BlueCard service area”), you may be able to take advantage of the Blue Cross Blue Shield
Global Core when accessing covered healthcare services. The Blue Cross Blue Shield Global Core is
unlike the BlueCard Program available in the BlueCard service area in certain ways. For instance,
although the Blue Cross Blue Shield Global Core assists you with accessing a network of inpatient,
outpatient and professional providers, the network is not served by a Host Blue. As such, when you
receive care from providers outside the BlueCard service area, you will typically have to pay the
providers and submit the claims to obtain reimbursement for these services.

If you need medical assistance services (including locating a doctor or hospital) outside the BlueCard
service area, you should call the service center at 800.810.BLUE (2583) or call collect at 804.673.1177,
24 hours a day, seven days a week. An assistance coordinator, working with a medical professional,
can arrange a physician appointment or hospitalization, if necessary.

Inpatient Services

In most cases, if you contact the service center for assistance, hospitals will not require you to pay for
covered inpatient services, except for the cost sharing amounts (deductibles, coinsurance, etc.). In
such cases, the hospital will submit the claims to the service center to begin claims processing.
However, if you pay in full at the time of service, you must submit a claim to receive reimbursement for
covered healthcare services. You must contact us to obtain precertification for nonemergency
inpatient services.

Outpatient Services

Physicians, urgent care centers and other outpatient providers located outside the BlueCard service
area will typically require you to pay in full at the time of service. You must submit a claim to obtain
reimbursement for covered healthcare services.

Submitting a Blue Cross Blue Shield Global Core Claim

When you pay for covered healthcare services outside the BlueCard service area, you must submit a
claim to obtain reimbursement. For institutional and professional claims, you should complete a Blue
Cross Blue Shield Global Core claim form and send the claim form with the provider’s itemized bill(s) to
the service center (the address is on the form) to initiate claims processing. Following the instructions
on the claim form will help ensure timely processing of the claim. The claim form is available from us,
the service center or online at www.bcbsglobalcore.com. If you need assistance with a claim
submission, call the service center at 800.810.BLUE (2583) or call collect at 804.673.1177, 24 hours a
day, seven days a week.

Continuity of Care

Transitional Period for New Members

New members may continue an ongoing course of treatment with an out-of-network provider for a
transitional period of up to 60 days from the effective date of the coverage when approved by us in
advance of receiving services. We, in consultation with the member and the healthcare provider, may
extend this transitional period if determined to be clinically appropriate. If the new member is in the
second or third trimester of pregnancy, the transitional period will be extended to postpartum care
related to the delivery. Members wishing to receive continuing care from an out-of-network provider for
a transitional period must obtain preauthorization for the requested services from us. All terms and
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How to Access Benefits

conditions of this Benefits Booklet, including preauthorization requirements, will apply during any
transitional period. Additionally, the out-of-network provider must agree to accept our reimbursement as
payment in full.

Transitional Period for Group Contract or In-Network Provider Terminations

In the event of termination of an in-network provider contract, except in the case where an in-network
provider has been terminated for cause, you may continue active treatment with the in-network
provider, at your option and at in-network cost-sharing amounts, for a transitional period of up to 90
days from the date of the termination of the group contract or in-network provider’s termination. For
purposes of this continuity of care section, active treatment means:

an ongoing course of treatment for a serious and complex condition, defined as one of the
following: an acute illness that is serious enough to require specialized medical treatment to
avoid the reasonable possibility of death or permanent harm (including but not limited to
chemotherapy, radiation therapy, or post-operative visits); a chronic iliness or condition that is
life threatening, degenerative, potentially disabling or congenital; or chronic iliness that requires
specialized medical care over a prolonged period of time;

a course of institutional or inpatient care from the provider;

scheduled for nonelective surgery from the provider, including postoperative care related to the
surgery;

an individual who is pregnant and undergoing a course of treatment for the pregnancy from the
provider;

receiving treatment for a terminal iliness (as determined under section 1861(dd)(3)(A) of the
Social Security Act) from such provider; or

an ongoing course of treatment for a health condition for which a treating provider attests that
discontinuing care by that provider would worsen the condition or interfere with anticipated
outcomes.

After consultation with you and your provider, we may
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Summary of Cost Sharing and Benefits

facilities.

SUMMARY OF COST SHARING AND MEDICAL BENEFITS

You will be responsible for paying the deductible, copayments and coinsurance percentage reflected in
this chart. Unless otherwise stated, services that apply a copayment do not require that the deductible
be satisfied first. Out-of-network providers may balance bill you, which would be additional costs to
you over and above any deductible, copayments and coinsurance, except as required by law for
emergency services, air ambulance services, and other services received in certain in-network

Amounts You Are Responsible

Limits,

When you reach your out-of-pocket
maximum, we pay all subsequent
claims during the remainder of the
benefit period at 100% of the allowed
amount, except that coinsurance
continues to apply for out-of-network
facility providers.

$10,000 per family

The in-network out-of-
pocket maximum includes
all deductible, copayments,
and coinsurance for
benefits received from in-
network providers. !

This out-of-pocket
maximum amount is
combined with the out-of-
pocket maximum amount
reflected in the
Prescription Drug Benefits
Booklet. This combined
out-of-pocket maximum
can be satisfied with
eligible amounts incurred
for medical benefits,
prescription drug benefits
or a combination of the
two. The Prescription Drug
Plan is not administered by
Capital. A member should
check with the contract
holder regarding the
coverage under the
Prescription Drug Plan.

$15,000 per family

Only coinsurance for out-of-
network professional
providers applies to the out-
of-network, out-of-pocket
maximum.

The following expenses do
not apply to the out-of-
network out-of-pocket
maximum:

Deductible
Copayments

Facility provider
Coinsurance

For: Maximums, and
Other Important
Information
In-Network Out-of-Network
Providers Providers
OUT-0OF-POCKET MAXIMUM
Out-of-Pocket Maximum $5,000 per member $7,500 per member The following expenses do not

apply to either the in-network or
the out-of-network out-of-pocket
maximum:

Expenses incurred after a
benefit period or lifetime
maximum has been
exhausted do not apply to
the out-of-pocket
maximum.

Charges exceeding the
allowed amount
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Summary of Cost Sharing and Benefits

SUMMARY OF COST SHARING AND MEDICAL BENEFITS

You will be responsible for paying the deductible, copayments and coinsurance percentage reflected in
this chart. Unless otherwise stated, services that apply a copayment do not require that the deductible
be satisfied first. Out-of-network providers may balance bill you, which would be additional costs to
you over and above any deductible, copayments and coinsurance, except as required by law for
emergency services, air ambulance services, and other services received in certain in-network

facilities.
Amounts You Are Responsible Limits,
For: Maximums, and
Other Important
Information
In-Network Out-of-Network
Providers Providers
HOME HEALTHCARE SERVICES
Benefits Covered in full after 20% coinsurance after 90 visits per benefit period
deductible deductible visit limits not applicable to
mental health and substance
use disorder services
HosPicE CARE
Benefits Inpatient hospice covered | 20% coinsurance after

(includes Residential Hospice Care)

in full after deductible

Outpatient hospice
covered in full after
deductible

deductible

IMMUNIZATIONS AND INJECTIONS (NONPREVENTIVE)

Benefits Covered in full after 20% coinsurance after
deductible deductible
INFUSION THERAPY
Benefits Covered in full after 20% coinsurance after
deductible deductible
INTERRUPTION OF PREGNANCY
Benefits Covered in full after 20% coinsurance after

deductible

deductible

MAMMOGRAMS

Screening Mammogram

Covered in full deductible
waived

20% coinsurance,
deductible waived

Diagnostic Mammogram

Covered in full deductible
waived

20% coinsurance,
deductible waived

MATERNITY SERVICES

Benefits for Prenatal Services,
Delivery and Postpartum Services

(NonPreventive)

Covered in full after
deductible

20% coinsurance after
deductible

Form CLVAICPO110124.docx

26







Summary of Cost Sharing and Benefits

SUMMARY OF COST SHARING AND MEDICAL BENEFITS

You will be responsible for paying the deductible, copayments and coinsurance percentage reflected in
this chart. Unless otherwise stated, services that apply a copayment do not require that the deductible
be satisfied first. Out-of-network providers may balance bill you, which would be additional costs to
you over and above any deductible, copayments and coinsurance, except as required by law for
emergency services, air ambulance services, and other services received in certain in-network
facilities.

Amounts You Are Responsible Limits,

For: Maximums, and
Other Important
Information

In-Network Out-of-Network
Providers Providers
Outpatient Office Visit, Consultations, | $25 copayment per visit 20% coinsurance after Includes in-person and
Clinic, and Telehealth Visits when provided by any deductible telehealth visits.
other family practitioner,
general practitioner,
internist, or pediatrician
$35 copayment per visit for
all other professional
providers
Retail Clinic $15 copayment per visit 20% coinsurance after
deductible
VirtualCare Visits delivered via the $10 copayment per visit Not applicable Service provided by a
Capital Blue Cross VirtualCare when provided by a family contracted vendor and
platform practitioner, general delivered via the Capital Blue
practitioner, internist, or Cross VirtualCare platform
pediatrician
$35 copayment per visit for
all other professional
providers
ORTHOTIC DEVICES
Benefits Covered in full after 20% coinsurance after
deductible deductible
PREVENTIVE CARE SERVICES
Pediatric Preventive Care Covered in full
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Summary of Cost Sharing and Benefits

SUMMARY OF COST SHARING AND MEDICAL BENEFITS

You will be responsible for paying the deductible, copayments and coinsurance percentage reflected in
this chart. Unless otherwise stated, services that apply a copayment do not require that the deductible
be satisfied first. Out-of-network providers may balance bill you, which would be additional costs to
you over and above any deductible, copayments and coinsurance, except as required by law for
emergency services, air ambulance services, and other services received in certain in-network
facilities.

Amounts You Are Responsible Limits,

For: Maximums, and
Other Important
Information

In-Network Out-of-Network
Providers Providers

Foot Care Covered in full after 20% coinsurance after Refer to Foot Care benefit
deductible deductible description.

Orthodontic Treatment of Congenital Covered in full after 20% coinsurance after

Cleft Palates deductible deductible

Routine Costs Associated with Covered in full after 20% coinsurance

Approved Clinical Trials deductible
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COST SHARING DESCRIPTIONS

This section of the Benefits Booklet describes the cost sharing that may be required under your
coverage with Capital.

Because cost-sharing amounts vary depending on your specific coverage, it is important that you refer
to the Summary of Cost Sharing and Benefits section. That section shows the services that are
covered and the applicable cost-sharing amounts (copayments, deductibles, and coinsurance) for each
benefit.

Application of Cost Sharing

The allowed amount is the amount upon which your cost-sharing amount (other than a copayment) is
based, and in many cases, the maximum amount that we will pay for benefits under this coverage.
Before we make payment, any applicable cost-sharing amount is subtracted from the allowed amount.

Payment for healthcare benefits may be subject to any of the following cost sharing:

Deductibles
Copayments
Coinsurance

In addition, you are responsible for paying (except where prohibited by law) any:

Balance billing charges, which are amounts due to an out-of-network provider that exceed the
allowed amount.

Services for benefits not provided under your coverage, regardless of the provider's network status.

Under certain circumstances, if we pay the healthcare provider amounts that are your responsibility,
such as deductible, copayments or coinsurance, we may collect such amounts directly from you. You
agree that we have the right to collect such amounts from you.

Copayment

A copayment is a fixed dollar amount that you must pay directly to the provider for certain benefits at
the time of service. Copayment amounts may vary, depending on the type of healthcare service for
which benefits are being provided and/or the type of provider performing the service.

Refer to the Summary of Cost Sharing and Benefits section to determine if any copayments apply to
your coverage.

Covered Service Location Cost Sharing

Certain benefits
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Cost Sharing Descriptions

Deductible

A deductible is a dollar amount that an individual member or a subscriber’s entire family must incur
before benefits are paid under this coverage. The allowed amount that we otherwise would have paid
for benefits is the amount applied to the deductible. Depending on the member’s coverage, there may
be a deductible amount applicable only to benefits received for services provided by in-network
providers and a separate deductible amount applicable only to benefits received for services provided
by out-of-network providers.

Each member must satisfy the individual deductible applicable to this coverage every benefit period
before benefits are paid. Once the family deductible has been met, benefits will be paid for a family
member regardless of whether that family member has met his/her individual deductible. In calculating
the family deductible, we
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Cost Sharing Descriptions

Benefit Period Maximum

A benefit period maximum is the limit of coverage placed on a specific benefit(s) provided under this
coverage within a benefit period. Such limits on benefits may be in the form of visits, days, or dollars;
and there may be more than one limit on a specific benefit. This coverage has no dollar limits on
Essential Health Benefits, as that term is defined by PPACA.

Refer to the Summary of Cost Sharing and Benefits section to determine if any benefit period
maximums apply to your coverage.

Benefit Lifetime Maximum

A benefit lifetime maximum is the maximum amount for a specific benefit(s) payable by us during the

duration of your coverage under the group contract or other group contracts from the Capital Blue

Cross family of companies. This coverage has no benefit lifetime maximums on Essential Health

Benefits,12 792 re1 0 0 1 427.78 526.39 TmQ gl G[)-4(t)6(he)3( )]TIETQHNL00000912 0 612 792 reW*nBTIF1 11.(
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BENEFITS DESCRIPTIONS

Subject to the terms, conditions, definitions and exclusions specified in this Benefits Booklet and
subject to the payment of the applicable cost sharing amounts, if any, you shall be entitled to receive
coverage for the benefits listed below. Services will be covered by us only if: a) they are medically
necessary, b) they are preauthorized (if required) by us or our designee, and c) if you are actively
enrolled at the time of the services.

It is important to refer to the Summary of Cost Sharing and Benefits section to determine
whether a healthcare service described in this section is a covered benefit. Also reference the
Summary of Cost Sharing and Benefits section to determine the cost-sharing amounts you are
responsible for paying to providers and whether any benefit limitations/maximums apply to this
coverage.

Certain healthcare services require preauthorization by us or our designee. Please see the
Preauthorization Program attachment to this Benefits Booklet for the list of services that require
preauthorization.

Acute Care Hospital Room and Board and Associated Charges

Benefits for room and board in an acute care hospital include bed, board, and general nursing services
when you occupy any of the following:

A semi-private room (two or more beds).
A bed in a specialized care unit.

A private room, if medically necessary or if no semi-private accommodations are available. A
private room is not medically necessary when used solely for your comfort or convenience.

Benefits for associated services include, but are not limited to, the following:

Drugs and medicines provided for use while an inpatient
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skilled rehabilitation services are provided in accordance with a physician’s order. We must agree with
the physician's certification that the care and the inpatient setting are both medically necessary.

Allergy Services

Benefits for allergy services include testing, immunotherapy, and allergy serums.
Testing

Benefits for tests used in the diagnosis of allergy to a particular substance include direct skin testing
(i.e., percutaneous, intracutaneous, intradermal) as well as in vitro techniques (i.e., RAST, MAST,
FAST).

Immunotherapy

Immunotherapy refers to the treatment of disease by stimulating the body’s own immune system and
involves injections over a period of time in order to reduce the potential for allergic reactions.

Benefits for immunotherapy include therapy provided to individuals with a demonstrated
hypersensitivity that cannot be managed by avoidance or environmental controls.

However, certain methods of treatment, which are investigational, as well as items that are for personal
convenience (for example, pillows, mattress casing, air filters) are not covered.

Allergy Serums

Benefits for allergy serums include the immunizing agent (serum) used in immunotherapy injections as
long as the immunotherapy itself is covered.

Blood and Blood Administration

Benefits for blood and blood administration include: whole blood, the administration of blood, blood
processing and blood derivatives used to treat specific medical conditions.

Diabetic Services, Supplies and Education

Unless otherwise covered under a prescription drug program, benefits for diabetic drugs and supplies
include drugs, including insulin, equipment, agents, and orthotics used for the treatment of insulin-
dependent diabetes, insulin-using diabetes, gestational diabetes, and noninsulin-using diabetes when
prescribed by a provider legally authorized to prescribe such items. Diabetic supplies do not include
batteries, alcohol swabs, preps or gauze.

Equipment, agents, and orthotics include the following:
Injectable aids (e.g., syringes)
Pharmacological agents for controlling blood sugar
Blood glucose monitors and related supplies
Insulin infusion devices

Orthotics (e.qg., diabetic shoes and foot orthotics mandated by Pennsylvania state law are covered)

Diabetes Education
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Benefits for diabetes self-management training and education include participation in a diabetes self-
management training and education program approved by the American Diabetes Association or
American Association of Diabetes Educators under the supervision of a licensed healthcare
professional with expertise in diabetes, and subject to the criteria determined by us. These criteria are
based on certification programs for diabetes education developed by the American Diabetes
Association or American Association of Diabetes Educators.

Diagnostic Services

Diagnostic services are procedures ordered by a physician because of specific symptoms to determine
a definitive condition or disease, not for screening purposes. Benefits for diagnostic services include,
but are not limited to: radiology tests, laboratory tests, and medical tests. Some high-risk conditions
may result in a service being considered diagnostic, rather than screening.

Laboratory Tests

Benefits for laboratory tests include diagnostic pathology and laboratory tests for the diagnosis or
treatment of a disease or condition.

In certain situations, an additional cost sharing amount may be associated with a lab service performed
by a provider that is not an inde-t
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Placing the health of the member, or with respect to a pregnant woman, the health of the woman
and her unborn child, in serious jeopardy.

Serious impairment to bodily functions.
Serious dysfunction of any bodily organ or part.
Other serious medical consequences.

Benefits for
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Regardless of the percentage of nutritional intake,
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No home healthcare benefits are provided for any of the following:

Drugs provided by the home health care agency with the exception of intravenous drugs
administered under a treatment plan we approved.

Food or home delivered meals.

Homemaker services such as shopping, cleaning and laundry.
Maintenance therapy.

Custodial care.

Home Healthcare Visits Related to Mastectomies

Benefits for home healthcare visits related to mastectomies include one home healthcare visit, as
determined by your physician, received within 48 hours after discharge, if such discharge occurs within
48 hours after an admission for a mastectomy.

Home Healthcare Visits Related to Maternity

Benefits for home healthcare visits related to maternity include one home healthcare visit within 48
hours after discharge when the discharge occurs prior to 48 hours of inpatient care following a normal
vaginal delivery or prior to 96 hours of inpatient care following a cesarean delivery. Home healthcare
visits can include, but are not limited to: parent education, assistance and training in breast and bottle
feeding, infant screening and clinical tests, and the performance of any necessary maternal and
neonatal physical assessments. A licensed healthcare provider whose scope of practice includes
postpartum care must make such home healthcare visits. At the mother’s sole discretion, the home
healthcare visit may occur at the facility of the provider. Home healthcare visits following an inpatient
stay for maternity services are not subject to copayments, deductibles, or coinsurance, if applicable to
this coverage.

Hospice Care
Hospice care involves palliative care to terminally ill members and their families with such services
being centrally coordinated through a multi-disciplinary hospice team directed by a physician. Most

hospice care is provided in the member’s home or facility that the member has designated as home
(i.e. assisted living facility, nursing h
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Family counseling services.
Respite care.

Continuous home care provided only during a period of crisis in which a patient requires continuous
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Benefits Descriptions

Delivery

Benefits for deliveries include facility and professional services for vaginal and cesarean section
deliveries.

Group health plans and health insurance issuers offering group health insurance coverage generally
may not restrict benefits for any hospital length of stay in connection with childbirth for the mother or
newborn child to less than 48 hours following a vaginal delivery, or less than 96 hours following a
delivery by cesarean section.
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Telehealth Visits

Your cost sharing for telehealth services is the same as for in-person visits with that provider. Not all
services are eligible for telehealth coverage.

For more information on the types of providers approved for telehealth, visit CapitalBlueCross.com.

Telehealth coverage does not include the following:

Email communications for reporting or discussions of laboratory or other diagnostic and
screening results

Nurse call centers/advice centers
Services involving remote invasive treatment and/or diagnostic testing
Group counseling

Capital Blue Cross VirtualCare

Capital Blue Cross VirtualCare offers
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In addition, the use of initial and subsequent prosthetic devices to replace breast tissue removed due to
a mastectomy is covered. Glasses, cataract lenses, contact lenses, and scleral shells prescribed after
cataract or intra-ocular surgery without a lens implant, or used for initial eye replacement (i.e., artificial
eye) are also covered.

The replacement of cataract lenses (except when new cataract lenses are needed because of
prescription change) and certain dental appliances are not covered. Wig prosthetics are not covered.

Skilled Nursing Facility

Benefits for skilled nursing facilities include services provided when you require inpatient skilled nursing
services on a daily basis and these skilled nursing services

Form CLVAICPO110124.docx 50






Benefits Descriptions

developmentally disabled. Anesthesia and all related benefits for an eligible dental patient are subject
to all applicable cost sharing amounts.

Other Surgeries
Benefits for other specialized surgical procedures include the following services:

Routine neonatal circumcisions.

Sterilization and reversal of sterilization procedures.

Therapy Services

Rehabilitative Services are healthcare services and devices that are provided to help a person regain,
maintain, or improve skills or functioning for daily living that have been acquired but then lost or
impaired due to iliness, injury, or disabling condition.

Habilitative services are healthcare services and devices that are provided for a person to attain,
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Benefits for occupational therapy include rehabilitative and habilitative services.
Physical Therapy

Benefits for physical therapy include evaluation and treatment by physical means or modalities, such
as: mechanical stimulation, heat, cold, light, air, water, electricity, sound, massage, mobilization, and
the use of therapeutic exercises or activities performed to relieve pain and restore a level of function
following disease, illness or injury.

Benefits for physical therapy include rehabilitative and habilitative services.
Radiation Therapy

Benefits for radiation therapy (also known as radiation oncology or therapeutic oncology) include the
inpatient or outpatient treatment of a disease by X-ray, gamma ray, accelerated particles, mesons,
neutrons, and radium or radioactive isotopes, including the cost of the radioactive material.

Respiratory/Pulmonary Rehabilitation Therapy

Benefits for respiratory therapy include the treatment of acute or chronic lung conditions using
intermittent positive breathing (IPPB) treatments, chest percussion, and postural drainage.

Pulmonary therapy includes treatment through a multi-disciplinary program. This program combines
physical therapy with an educational process directed towards the stabilization of pulmonary diseases
and the improvement of functional status.

Maintenance respiratory and pulmonary therapy is not covered.
Speech Therapy

Benefits for speech therapy include those services necessary for the evaluation, diagnosis, and
treatment of certain speech and language disorders as well as services required for the diagnosis and
treatment of swallowing disorders.

Benefits for speech therapy include rehabilitative and habilitative services.
Transplant Services

Benefits for transplant services are provided for inpatient and outpatient services related to human
organ and tissue transplants that we have found not to be investigational.

Pre-Transplant Evaluation

Benefits for pre-inve00000912 0 612 792 reW*n[072 0 612 792e 15/Lang.84.0100000912 0 612)13(m)rae co-4(i)5s
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Acquisition and Transplantation

Benefits for acquisition and transplantation include the removal of an organ from a living donor or
cadaver and implantation of the organ or tissue into a recipient.

When the transplant requires surgical removal of the donated part from a living donor and we cover
both the recipient and donor, we provide benefits to both, each pursuant to the terms of each
person’s respective contract.

If we cover only the transplant recipient, we provide benefits for the recipient and for the donor, but
only to the extent that donor benefits are not available under any other health benefit plan or paid
by a procurement agency. Benefits provided for the donor are charged against, and limited by, the
recipient's coverage.

If we cover the transplant recipient and the donor is deceased, the costs of recovering the organ or
tissue (including the cost of transportation) will be paid if billed by a hospital. Such costs are
charged against, and limited by, the recipient's benefits under this coverage.

Donor charges accumulate towards the recipient’s benefit period maximums or any other applicable
limits and maximums.

Payment will not be made for the purchase of human organs that are sold rather than donated to the
recipient.

Transplantation of placental umbilical cord blood stem cells from related or unrelated donors may be
considered medically necessary in patients with an appropriate indication for allogeneic stem-cell
transplant.

Collection and storage of cord blood from a neonate may be considered medically necessary when an
allogeneic transplant is imminent in an identified recipient with a diagnosis that is consistent with the
possible need for allogeneic transplant.

Transplantation of cord blood stem cells from related or unrelated donors is considered investigational
in all other situations.

Post-Transplant Services
Benefits for post-transplant services include post-surgical care.
Blue Distinction Centers for Transplant (BDCT)

Blue Distinction Centers for Transplant are a cooperative effort of the Blue Cross and/or Blue Shield
Plans, the Blue Cross Blue Shield Association and participating medical institutions to provide patients
who need transplants with access to leading transplant centers through a coordinated, streamlined
program of transplant management.

When a transplant is performed at a BDCT facility designated for that transplant type, certain benefits
are provided for travel and lodging expenses for you and one support companion. Items that are not
covered include, but are not limited to, alcohol, tobacco, car rental, entertainment, meal expenses for
persons other than you and your companion, telephone calls, and personal care items.
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When cataract surgery is performed, benefits for vision services include lens implants, with limitations,
as described in the Prosthetic Appliances section.

Routine eye care examinations, refractive lenses (glasses or contact lenses) and routine tests are not

covered. Replacement refractive lenses (glasses or contact lenses) prescribed for use with an intra-
ocular lens transplant are not covered.
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Exclusions

Cosmetic Surgery Cosmetic procedures or services related to cosmetic procedures
performed primarily to improve the appearance of any portion of
the body and from which no significant improvement in the
functioning of the body part can be expected, except as
otherwise required by law. This exclusion does not apply to
cosmetic procedures or services related to cosmetic procedures
performed to correct a deformity resulting from birth defect,
medical condition or disease, or accidental injury. For purposes
of this exclusion, prior surgery is not considered an accidental

injury.
Court Ordered Court ordered services when not medically necessary or not a
Services covered benefit
Custodial Care Custodial care, domiciliary care, residential care, protective care,

and supportive care, including educational services, rest cures,
convalescent care, or respite care not related to hospice services

Dental Care All dental services after stabilization in an emergency following
an accidental injury, including but not limited to, oral surgery for
replacement teeth, oral prosthetic devices, bridges, or
orthodontics
Services directly related to the care, filling, removal, or
replacement of teeth; orthodontic care; treatment of injuries to or
diseases of the teeth, gums, or structures directly supporting or
attached to the teeth; or for dental implants, except where
mandated by law or as specifically provided in this Benefits

Booklet
Durable Medical Back-up or secondary DME and prosthetic appliances, except
Equipment ventilators
(DME)/Supplies DME requested specifically for travel purposes, recreational or

athletic activities, or when the intended use is primarily outside
the home, except as specified in this Benefits Booklet
Replacement of lost or stolen DME, including prosthetic
appliances, within the expected useful life of the originally
purchased DME

Continued repair of DME after its useful life is exhausted
Replacement of defective or nonfunctional DME when the
manufacturer’s warranty covers the equipment

Upgrade or replacement of DME when the existing equipment is
functional, except when there is a change in your health such
that the current equipment no longer meets your medical needs
Madifications and adjustments to and accessories for DME,
orthotics, prosthetics, and diabetic shoes that do not improve the
functionality of the equipment

DME intended for use in a facility (hospital grade equipment)
Home delivery, education, and set-up charges associated with
purchase or rental of DME, as such charges are not separately
reimbursable and are considered part of the rental or purchase
price
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Items including but not limited to items used as safety devices
and for elastic sleeves (except where otherwise required by law),
thermometers, bandages, gauze, dressings, cotton balls, tape,
adhesive removers, face masks, replacement batteries or alcohol
pads

Supportive environmental materials and equipment such as
handrails, ramps, telephones, and similar service appliances and
devices

Education Services provided at unapproved sites, for a member’'s
individualized education program (IEP), or as part of a member’'s
education, except as may be required by statue or explicit legal
requirement

Eligibility Services incurred prior to your effective date of coverage
Services incurred after your coverage termination date except as
provided for in this Benefits Booklet

Eligible Provider
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in this Benefits Booklet

Foot Care Routine foot care, unless otherwise mandated by law. Routine
foot care involves, but is not limited to, hygiene and preventive
maintenance (e.g., cleaning and soaking of feet, use of skin
creams to maintain skin tone); treatment of bunions (except
capsular or bone surgery), toe nails (except surgery for ingrown
nails); corns, removal or reduction or warts, calluses, fallen
arches, flat feet, weak feet, chronic foot strain, or other foot
complaints;

Supportive devices of the feet, unless otherwise mandated by
law and when not an integral part of a leg brace. Supportive
devices of the feet include foot supports, heel supports, shoe
inserts, and all foot orthotics, whether custom fabricated or sold
asis.

Genetic Testing At-home genetic testing, including confirmatory testing for
abnormalities detected by at-home genetic testing, and genetic
testing performed primarily for the clinical management of family
members who are not members and are, therefore, not eligible
for coverage

Hearing Aids Hearing aids, examinations for the prescription or fitting of
hearing aids, and all related services

Immunizations Immunizations required for travel or employment except as
required by law
Immunizations administered at a pharmacy are not eligible under
the medical benefit

Legal Obligation Services received in a country with which United States law
prohibits transactions
Services which you would have no legal obligation to pay
Services not permitted by state law
Supplying medical testimony

Medically Necessary Services not medically necessary as determined by our Medical
Director(s) or his/her designee(s)

Medicare Items or services paid for by Medicare when Medicare is primary,
consistent with the Medicare Secondary Payer Laws for any
member who is enrolled in Medicare. This exclusion does not
apply to the extent the contract holder is obligated by law to offer
the member the benefits of this coverage as primary to Medicare.

Medications All prescription and over-the-counter drugs dispensed by a
pharmacy or provider for your outpatient use, whether or not
billed by a facility provider, except for allergy serums, mandated
pharmacological agents used for controlling blood sugar, FDA-
approved drugs for the treatment of substance use disorder, and
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All prescription and over-the-counter drugs dispensed by a home
health care agency provider, with the exception of intravenous
drugs administered under a treatment plan that we approved

Military Services Services received by veterans and active military personnel at
facilities operated by the U.S. Department of Veterans Affairs or
by the Department of Defense, unless payment is required by
law

Miscellaneous Care of conditions that federal, state, or local law requires to be
treated in a public facility
Any services rendered while in custody of, or incarcerated by any
federal, state, territorial, or municipal agency or body, even if the
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MEDICAL CLINICAL MANAGEMENT PROGRAMS

We offer Clinical Management programs intended to provide a personal touch to the administration of
your benefits available under this coverage. We focus program goals on providing you with the skills
necessary to become more involved in the prevention, treatment and recovery processes for your
specific condition, illness or injury.

Clinical Management programs include:
Utilization Management
Population Health Management

Quiality Improvement

All of our standard products include the full array of these programs.
Utilization Management

The Utilization Management program is a primary resource to identify members for timely and
meaningful referral to other Clinical Management programs and includes Preauthorization, Concurrent
Review, and Retrospective Review. Preauthorization, Concurrent Review, and Retrospective Review
use a medical necessity and/or investigational
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Retrospective Review

Our clinicians conduct retrospective review through the review of medical records to determine whether
the care and services provided and submitted for payment were medically necessary. Retrospective
review is performed when we receive a claim for services that have already been provided. Claims that
require retrospective review include, but are not limited to, claims incurred any of the following ways:

Under coverage that does not include the preauthorization program.

In situations such as an emergency when securing an authorization within required time frames is
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The Complex Case Management resources can help members manage complex health needs and
improve quality of life.

Chronic Condition/Disease Management

The Chronic Condition/Disease Management program is an interdisciplinary, collaborative program that
assesses the health needs of members with chronic conditions and provides customized member
education, counseling, and information to increase the member’s ability to self-manage their
condition(s).

The goal of chronic condition management is to improve the following:
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Transplant Case Management

Registered nurses experienced in transplant care provide assessment, education, and support during
the transplant process. Core goals of this program include education and support regarding treatments,
medical benefit plan, and Blue Distinction Centers for Transplants®.

Health Education and Wellness

Our Health Education and Wellness programs are provided through various areas/services at Capital
Blue Cross. We believe that motivating individuals to adopt healthier lifestyles results in better
outcomes when individuals have access to comprehensive and accurate health and wellness
information.

Navigation and Advocacy
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standards to facilitate processes that keep our medical policies up-to-date. A committee of local
practicing physicians representing various specialties evaluates the use of new medical technologies
and new applications of existing technologies. This committee is known as the Clinical Advisory
Committee. The physicians on this committee provide clinical input to us concerning our medical
policies, with an emphasis on community practice standards. The Committee, along with our Medical
Directors and Medical Policy staff, look at issues such as the effectiveness and safety of the new
technology in treating various conditions, as well as the associated risks.

The Clinical Advisory Committee meets regularly to review information from a variety of sources,
including technology evaluation bodies, current medical literature, national medical associations,
specialists and professionals with expertise in the technology, and government agencies such as the
FDA, the National Institutes of Health, and the CDC. The five key criteria used by the Committee to
evaluate new technology are:

1. The technology must have final approval from the appropriate governmental regulatory bodies.

2. The scientific evidence must permit conclusions concerning the effect of the technology on health
outcomes.

The technology must improve the net health outcome.
The technology must be as beneficial as any established alternatives.
The improvement must be attainable outside the investigational setting.

After reviewing and discussing all of the available information and evaluating the new technology based
on the criteria listed above, the Clinical Advisory Committee makes final determinations concerning
medical policy after assessing provider and member impacts of recommended policies.

Our medical policies are developed to assist us in administering benefits and do not constitute medical
advice. Although the medical policies may assist you and your provider in making informed healthcare
decisions, you and your treating providers are solely responsible for treatment decisions. Benefits for all
services are subject to the terms of this coverage.

Alternative Treatment Plans

Notwithstanding anything under this coverage to the contrary, the contract holder, in its sole discretion,
may elect to provide benefits pursuant to an approved alternative treatment plan for services that would
otherwise not be covered. Such services require preauthorization from Capital. All decisions regarding
the treatment to be provided to a member remain the responsibility of the treating physician and the
member.

If the contract holder elects to provide alternative benefits in one instance, it does not obligate the

contract holder to provide the same or similar benefits in any other instance, nor can it be construed as
a waiver of Capital’s right to administer this coverage
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MEMBERSHIP STATUS

To be considered a subscriber, child, or dependent under this coverage, an individual must meet
certain eligibility requirements and enroll (apply) for coverage within a specific timeframe.

There is a limited period of time to submit an enrollment application for initial enrollment and
enrollment changes. Subscribers should consult with the contract holder to determine the specific
time frames applicable to them.

Subscribers who fail to submit an enrollment application within these specific time frames may not
be allowed to enroll themselves and/or their newly eligible dependents until the next annual
enrollment period. Subscribers should refer to the Timelines for Submission of Enroliment
Applications section for more details.

Eligibility

Individuals must meet specific eligibility requirements to enroll or to continue being enrolled for
coverage, unless otherwise approved in writing by us in advance of the effective date of coverage.

Nondiscrimination

We will not discriminate against any subscriber or member in eligibility, continued eligibility or variation
in premium amounts by virtue of any of the following: (i) the subscriber or member taking any action to
enforce his/her rights under applicable law; (ii) on the basis of race, color, national origin, disability, sex,
gender identity or sexual orientation; or (iii) health status-related factors pertaining to the subscriber or
member. Factors include health status, medical condition, claims experience, receipt of healthcare,
medical history, genetic information, evidence of insurability and disability.

Subscriber

An individual must meet all eligibility criteria specified by the contract holder and approved by us to
enroll in this coverage as a subscriber. These criteria include meeting all requirements to participate in
the contract holder’s health benefit program, including compliance with any probationary or waiting
period established by the contract holder.

Dependent® Spouse

An individual must be the lawful spouse of the subscriber to enroll in this coverage as a dependent
spouse.

We reserve the right to require that a spouse of a subscriber provide documentation demonstrating
marriage to the subscriber, including, but not limited to, marriage certificate, court order or joint
statement of common law marriage as determined by us.

Dependent® Domestic Partner

To enroll in this coverage as a
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Membership Status
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Membership Status

First day of the month following enrollment after an individual loses other minimum essential
coverage.

Except as set forth above, coverage will begin the first day of the first calendar month beginning after
the date we receive the request for enrollment following a life status change.
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TERMINATION OF COVERAGE

This section explains when and why your coverage with us may end.

Termination of Group Contract

When the group contract ends, coverage with us is automatically terminated for all members in that
group. The terms and conditions related to the termination and renewal of the group contract are
described in the group contract, a copy of which is available for inspection at the office of the contract
holder during regular business hours.

Termination of Coverage for Members

You cannot be terminated based on health status, healthcare need, or the use of our adverse benefit
determination appeal procedures.

However, there are situations where a member’s coverage is terminated even though the group
contract is still in effect. These situations include, but are not limited to the following:

Subscriber — Coverage ends on the date a subscriber is no longer employed by, or a member of,
the company or organization sponsoring this coverage. When coverage of a subscriber is
terminated, coverage for all of the subscriber’'s dependents is also terminated.

Dependent Spouse — Coverage of a dependent spouse ends on the date the dependent spouse
ceases to be eligible under this coverage.

Dependent Domestic Partner — Coverage of a dependent domestic partner ends on the date the
dependent domestic partner ceases to be eligible under this coverage.

Child — Coverage of a child ends on the date the child is no longer eligible as described in the
Enrollment section. However, coverage of a child may continue as a dependent disabled child as
described in the Membership Status section.

Dependent Child Age 26 or Older with a Disability — Coverage of a dependent child age 26 or older
with a disability ends when the subscriber does not submit to us, through the contract holder, the
appropriate information as described in the Membership Status
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Termination of Coverage

The actual termination date is the date specified by the contract holder and approved by us. Members
should check with the contract holder for details regarding specific termination dates. Except as

provided for in this Benefits Booklet, if a member’s benefits under this coverage are terminated under
this section, all rights to receive benefits
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CONTINUATION OF COVERAGE AFTER TERMINATION

The Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA)
Coverage

COBRA is a federal law, which requires that, under certain circumstances, the contract holder give the
subscriber and the subscriber’'s dependents the option to continue under this coverage.

Members should contact the contract holder if they have any questions about eligibility for COBRA
coverage. The contract holder is responsible for the administration of COBRA coverage.

Members should refer to the section below for any other coverage they may be eligible for if they do not
qualify for COBRA coverage or when COBRA coverage ends.

Eligibility for Continuation of Coverage

A member whose coverage is about to terminate may be eligible for enrollment in individual products
on or off the Marketplace.

Examples of situations in which a member may be eligible include, but are not limited to the following:

Termination of employment.

Ineligibility to remain on this coverage due to a divorce, reaching a specific age limit, or a change in
job status.

Termination of the group contract due to the contract holder's nonpayment of fees.
We are not liable for the cost of benefits provided to members after the date of termination.

Enroliment forms are available from our Member Services department and can be obtained by calling
the Member Services number located on the back of the ID card.

Applying for 10 1 221.69 303.65 T3"[113.30100000912 0 612 792 reWTBTIF1 9.96 TfI0 0 1 221.69
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CLAIMS REIMBURSEMENT FOR MEDICAL BENEFITS

Claims and How They Work

To receive payment for benefits under your coverage, a claim for benefits must be submitted to us. The
claim is based upon the itemized statement of charges for healthcare services and/or supplies provided
by a provider. After receiving the claim, we will process the request and determine if the services and/or
supplies provided under this coverage are benefits provided by your coverage, and if applicable, make

payment on the claim. The method by which we receive a claim for benefits is dependent upon the type
of provider from which y
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Claims Reimbursement for Medical Benefits

Obtain a copy of this claim form at CapitalBlueCross.com or by calling Member Services at the number
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Claims Reimbursement for Medical Benefits

Time Frames Applicable to Medical Claims

If your claim involves a medical service or supply that has not yet been received (pre-service claim), we
will process the claim within 15 days of receiving the claim.

If your claim involves a medical service or supply that was already received (post-service claim), we will
process the claim within 30 days of receiving the claim.

We may extend the 15 or 30-day period one time for up to 15 days for circumstances beyond our
control. We will notify you prior to the expiration of the original time period if we need an extension. We
may also mutually agree to an extension if either of us requires additional time to obtain information
needed to process the claim.
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Claims Reimbursement for Medical Benefits

When benefits are provided in the form of services, the reasonable cash value of each service shall be
deemed the benefit
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Claims Reimbursement for Medical Benefits

Custodial Parent: Custodial parent is the parent awarded custody by a court decree or, in the absence

of a court decree, is the parent with whom the child resides more than one half of the calendar year
excluding any temporary visitation.
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Claims Reimbursement for Medical Benefits

If a court decree states that both parents are responsible for the child’s
healthcare expenses or coverage, the provisions of Subparagraph (i) determine
the order of benefits;

If a court decree states that the parents have joint custody without specifying that
one parent has responsibility for the healthcare expenses or coverage of the
child, the provisions of Subparagraph (i) determine the order of benefits; or

If there is no court decree allocating responsibility for the child’s healthcare
expenses or coverage, the order of benefits for the child is as follows:

The Plan covering the Custodial Parent;

The Plan covering the spouse of the Custodial Parent;
The Plan covering the noncustodial parent; and then
The Plan covering the spouse of the noncustodial parent.

(iif) For a child covered under more than one Plan of individuals who are not the parents of
the child, the provisions of Subparagraph (i) or (ii) above shall determine the order of
benefits as if those individuals were the parents of the child.

c. Active Employee or Retired or Laid-off Employee.

The Plan that covers the member as an active employee is the Primary Plan. The Plan covering
that same member as a retired or laid-off employee is the Secondary Plan. The same would
hold true if the member is a Dependent of an employee covered by the active, retired or laid-off
employee.

If the other Plan does not have this rule, and as a result, the Plans do not agree on the order of
benefits, this rule is ignored. This rule does not apply if the “Non Dependent or Dependent “rule
can determine the order of benefits.

d. COBRA or State Continuation Coverage.

If a member whose coverage is provided pursuant to COBRA or under a right of continuation
provided by state or other federal law is covered under another Plan, the Plan covering the
member as an employee, subscriber or retiree or covering the member as a Dependent of an
employee, subscriber or retiree is the Primary Plan. The COBRA or state or other federal
continuation coverage is the Secondary Plan.

If the other Plan does not have this rule, and as a result, the Plans do not agree on the order of
benefits, this rule is ignored. This rule does not apply if the “Non Dependent or Dependent” rule
can determine the order of benefits.

e. Longer or Shorter Length of Coverage.

The Plan that covered the member as an employee, policyholder, subscriber or retiree longer
(as measured by the effective date of coverage) is the Primary Plan and the Plan that covered
the member the shorter period of time is the Secondary Plan. The status of the member must be
the same for all Plans for this provision to apply. The same primacy would be true if the member
is a dependent of an employee covered by the Longer or Shorter length of coverage.

Form CLVAICPO110124.docx 86



Claims Reimbursement for Medical Benefits

If the preceding rules do not determine the order of benefits, the Allowable Expense is shared equally

between the Plans. In addition, This Coverage will not pay more than it would have paid had it been the
Primary Plan.

Effect on the Benefits of This Coverage
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Claims Reimbursement for Medical Benefits

group contract. Benefits are not available if the workers’ compensation carrier rejects a claim for any of
the following reasons:

The employee did not use the provider specified by the employer or the workers’ compensation
carrier,

The workers’ compensation timely filing requirement was not met;

The employee has entered into a settlement with the employer or workers’ compensation carrier to

Form CLVAICPO110124.docx 90



APPEAL PROCEDURES

This section explains your right to appeal a decision we make about the benefits under coverage.

An adverse benefit determination is a denial, reduction, or termination of, or a failure to provide or make
payment (in whole or in part) under your coverage with us for a service:

Based on a determination of your eligibility to enroll under the group contract.
Resulting from the application of any utilization review.
Not provided because it is determined to be investigational or not medically necessary.

If you disagree with an adverse benefit determination with respect to benefits available under this
coverage may seek review of the adverse benefit determination by submitting a written appeal within
180 days of receipt of the adverse benefit determination.

To Appeal an Adverse Benefit Determination

An adverse benefit determination is any of the following: a denial, reduction, or termination of, or a
failure to provide or make payment (in whole or in part) for a benefit, including any such denial,
reduction, termination of, or a failure to provide or make payment that is based on a determination of a
member’s eligibility to participate under the group contract; and including a denial, reduction, or
termination of, or a failure to provide or make payment (in whole or in part) for a benefit resulting from
the application of any utilization review, as well as a failure to cover an item or service for which
benefits are otherwise provided because it is determined to be experimental or investigational or not
medically necessary. A rescission of coverage also constitutes an adverse benefit determination.

Internal Appeal Process

Whenever you disagree with an adverse benefit determination, you may seek internal review of that
determination by submitting a written appeal. At any time during either the internal or external appeal
process, you may app