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CERTIFICATE OF COVERAGE

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve
Company, an Independent Licensee of the Blue Cross and Blue Shield Association
(herein called “BCBSTX” or “Carrier”)

Hereby certifies that it has issued a Group Managed Health Care, and Pharmacy Benefits Contract (herein
called the “Plan”). Subject to the provisions of the Plan, each Employee (Subscriber) to whom a Blue Cross and
Blue Shield Identification Card is issued, together with his eligible Dependents for whom application is initially
made and accepted, shall have coverage under the Plan, beginning on the Effective Date shown on the Identification
Card, if the Employer makes timely payment of total premium due to the Carrier. Issuance of this Benefit Booklet
by BCBSTX does not waive the eligibility and Effective Date provisions stated in the Plan. Any reference to
“applicable law” will include applicable laws and rules, including but not limited to statutes, ordinances, and
administrative decisions and regulations.

James Springfield
President of Blue Cross and Blue Shield of Texas

The Schedule(s) of Coverage enclosed with this Benefit Booklet indicate benefit percentages,
Deductibles, Copayment Amounts, maximums, and other benefit and payment issues that apply
to the Plan.

The Schedule(s) of Coverage specify benefits for:
Managed Health Care (In-Network) and (Out-of-Network) coverage
Pharmacy Benefit coverage

NOTICE OF SEPARATE AVAILABLE COVERAGE

This notice is required by Texas legislation to be provided to you. It is to inform you, the Employee,
that your Employer has selected this health benefit coverage. BCBSTX does not offer a rider or
separate insurance contract through your Employer that would provide coverage in addition to the
coverage under this Contract.

THE INSURANCE CONTRACT UNDER WHICH THIS BENEFIT BOOKLET IS ISSUED IS
NOT A CONTRACT OF WORKERS' COMPENSATION INSURANCE. YOU SHOULD
CONSULT YOUR EMPLOYER TO DETERMINE WHETHER YOUR EMPLOYER IS A
SUBSCRIBER TO THE WORKERS’ COMPENSATION SYSTEM.

TX-G-P-2023



Have a complaint or need help?

If you have a problem with a claim or your premium, call your insurance company or HMO first. If you can't
work out the issue, the Texas Department of Insurance may be able to help.

Even if you file a complaint with the Texas Department of Insurance, you should also file a complaint or
appeal through your insurance company or HMO. If you don't, you may lose your right to appeal.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal
Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
To get information or file a complaint with your insurance company or HMO:

Call: Blue Cross and Blue Shield of Texas

Toll-Free: 1-800-521-2227

Email: BCBSTXComplaints@bcbstx.com

Mail: P. O. Box 660044, Dallas, TX 75266-0044

The Texas Department of Insurance
To get help with an insurance question or file a complaint with the state:
Call with a question: 1-800-252-3439
File a complaint: www.tdi.texas.gov
Email: ConsumerProtection@tdi.texas.gov
Mail: MC 111-1A, P.O. Box 149091, Austin, TX 78714-9091

. Tiene una queja o necesita ayuda?

Si tiene un problema con una reclamacion o con su prima de seguro, llame primero a su compaiiia de seguros
o HMO. Si no puede resolver el problema, es posible que el Departamento de Seguros de Texas (Texas
Department of Insurance, por su nombre en inglés) pueda ayudar.

Aun si usted presenta una queja ante el Departamento de Seguros de Texas, también debe presentar una
queja a través del proceso de quejas o de apelaciones de su compaiiia de seguros o HMO. Si no lo hace,
podria perder su derecho para apelar.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal
Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
Para obtener informacion o para presentar una queja ante su compaiia de seguros o HMO:

Llame a: Blue Cross and Blue Shield of Texas

Teléfono gratuito: 1-800-521-2277

Correo electronico: BCBSTXComplaints@bcbstx.com

Direccion postal: P. O. Box 660044, Dallas, TX 75266-0044

El Departamento de Seguros de Texas

Para obtener ayuda con una pregunta relacionada con los seguros o para presentar una queja ante el estado:
Llame con sus preguntas al: 1-800-252-3439 Presente una queja en: www.tdi.texas.gov
Correo electronico: ConsumerProtection@tdi.texas.gov
Direccion postal: MC 111-1A, P.O. Box 149091, Austin, TX 78714-9091
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Schedule of Coverage

(Blue Choice Silver PPOSM 146)

exclusions.

BlueCross BlueShield
@ @ of Texas

The following information summarizes the benefits available under the Managed Health Care Benefits section of your coverage. To get the most out
of your coverage, it is important that you carefully read your Benefit Booklet so you are aware of plan requirements, provisions and limitations and

Blue Choice PPO°" Network

Overall Payment Provisions

In-Network Benefits

Out-of-Network Benefits

by applicable law

Copayment Amounts, Deductibles and Out-of-Pocket Maximums are subject to change or increase as permitted

Deductibles

Calendar Year Deductible
Applies to all Eligible Expenses

$7,900 Individual/$15,800 Family

$15,800 Individual/$31,600 Family

Out-of-Pocket Maximum

$7,900 Individual/$15,800 Family

Unlimited Individual/Unlimited

charges only)

Per —admission Copayment Amount

Outpatient Hospital emergency room visit

Imaging Services

$250 per-admission Copayment
Amount

$500 outpatient Hospital emergency
room visit Copayment Amount

$300 Copayment Amount

Family
Copayment Amounts Required
Primary Care Copayment Amount for office $45 Primary Care Copayment
visit/consultation when services rendered by a Family Amount
Practitioner, OB/GYN, Pediatrician, Behavioral Health
Practitioner or Internist and Physician Assistant or
Advanced Practice Nurse who works under the
supervision of one of these listed Physicians
Specialty ~ Copayment ~ Amount  for  office | $90 Specialty Copayment Amount
visit/consultation when services rendered by a
Specialty Care Provider.
Telehealth and Telemedicine Services Copayment $45/$90 Copayment Amount
Amount
Virtual Visits Copayment Amount $45 Copayment Amount
Urgent Care center visit $75 Copayment Amount
Infusion Therapy in the home, office, or in an Infusion $50 Outpatient Infusion Therapy
Suite Copayment Amount
Outpatient Infusion Therapy - Hospital Setting $500 Outpatient Infusion Therapy
Copayment Amount
Outpatient surgery Copayment Amount (facility $200 Copayment Amount $300 Copayment Amount

$350 per-admission Copayment
Amount

$500 outpatient Hospital
emergency room visit Copayment
Amount

* Benefits used In-Network and Out-of-Network will apply toward satisfying any day, visit, Calendar Year Maximum amounts indicated

****After the age of 3, when services under the individualized family service plan are completed, Eligible Expenses, as otherwise covered under the Policy, will be available. All contractual

provisions of the Policy will apply, including but not limited to, defined terms, limitations and exclusions, and benefit maximum.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and

Blue Shield Association

Form No. SOC-CB-SG-MHC-0123



Schedule of Coverage

(Blue Choice Silver PPOSM 146)

BlueCross BlueShield
@ @ of Texas

Blue Choice PPO°" Network

Inpatient Hospital Expenses

In-Network Benefits

Out-of-Network
Benefits

Inpatient Hospital Expenses

All usual Hospital services and supplies, including
semiprivate room, intensive care, and coronary care

100% of Allowable Amount after
$250 per admission Copayment
Amount and after Calendar Year

80% of Allowable Amount after
$350 per-admission Copayment
Amount and after Calendar Year

units. Deductible Deductible
Penalty for failure to prior authorize services None $250
. . Out-of-Network
Medical/Surgical Expenses In-Network Benefits i
Benefits

Primary Care office visit/consultation when services
rendered by a Family Practitioner, OB/GYN,
Pediatrician, Behavioral Health Practitioner or Internist
and Physician Assistant or Advanced Practice Nurse
who works under the supervision of one of these listed
Physicians.

Specialty office visit/consultation when services

100% of Allowable Amount after $45
Primary Care Copayment Amount

100% of Allowable Amount after $90

80% of Allowable Amount after
Calendar Year Deductible

80% of Allowable Amount after

rendered by a Specialty Care Provider. Specialty Copayment Amount Calendar Year Deductible

Outpatient Surgery facility charges 100% of Allowable Amount after 80% of Allowable Amount after
$200 Outpatient Surgery Copayment $300 Outpatient Surgery
Amount and after Calendar Year Copayment Amount after
Deductible Calendar Year Deductible

Lab & x-ray 100% of Allowable Amount after 80% of Allowable Amount after
Calendar Year Deductible Calendar Year Deductible

Inpatient visits 100% of Allowable Amount after 80% of Allowable Amount after
Calendar Year Deductible Calendar Year Deductible

Imaging Services 100% of Allowable Amount after 80% of Allowable Amount after
$300 Copay Amount Calendar Year Deductible

Home Infusion Therapy 100% of Allowable Amount after 80% of Allowable Amount after
Calendar Year Deductible Calendar Year Deductible

Infusion Therapy in the home, office, or in an Infusion
Suite

Outpatient Infusion Therapy Drug (non-maintenance)

Outpatient Infusion Therapy - Hospital Setting

100% of Allowable Amount after $50
Outpatient Infusion Therapy
Copayment Amount

100% of Allowable Amount after
Calendar Year Deductible

100% of Allowable Amount after

80% of Allowable Amount after
Calendar Year Deductible

80% of Allowable Amount after
Calendar Year Deductible

80% of Allowable Amount after

$500 Outpatient Infusion Therapy Calendar Year Deductible
Copayment Amount
Physician surgical services performed in any setting 100% of Allowable Amount after 80% of Allowable Amount after
Calendar Year Deductible Calendar Year Deductible

* Benefits used In-Network and Out-of-Network will apply toward satisfying any day, visit, Calendar Year Maximum amounts indicated

****After the age of 3, when services under the individualized family service plan are completed, Eligible Expenses, as otherwise covered under the Policy, will be available. All contractual
provisions of the Policy will apply, including but not limited to, defined terms, limitations and exclusions, and benefit maximum.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and
Blue Shield Association

Form No. SOC-CB-SG-MHC-0123



Schedule of Coverage

(Blue Choice Silver PPOSM 146)

BlueCross BlueShield
of Texas

Blue Choice PPO°" Network

Extended Care Expenses

In-Network Benefits

Out-of-Network Benefits

Certain Services will require Prior Authorization

Skilled Nursing Facility
Home Health Care

Hospice Care

Hospice Care that is provided in a Hospital will include
charges as described in Inpatient Hospital Expense

100% of Allowable Amount after
Calendar Year Deductible

80% of Allowable Amount after
Calendar Year Deductible

25 days per Calendar Year*

60 visits per Calendar Year
Unlimited

Special Provisions

In-Network Benefits

Out-of-Network Benefits

Behavioral Health Services

Certain Services will require Prior Authorization

Treatment of Chemical Dependency (Substance Use Disorder (SUD))

Inpatient Services

Inpatient treatment must be provided in a Chemical
Dependency (SUD) Treatment Center / Hospital
(facility)

Penalty for failure to prior authorize inpatient services
(facility) same as for medical services

Behavioral Health Practitioner services

Outpatient Services

Behavioral Health Practitioner
setting)

expenses (office

100% of Allowable Amount after

$250 per admission Copayment

Amount and after Calendar Year
Deductible

None

100% of Allowable Amount after
Calendar Year Deductible

100% of Allowable Amount after $45
Copayment Amount

80% of Allowable Amount after
$350 per admission Copayment
Amount and after Calendar Year

Deductible

$250

80% of Allowable Amount after
Calendar Year Deductible

80% of Allowable Amount after
Calendar Year Deductible

Other outpatient services

100% of Allowable Amount after
Calendar Year Deductible

80% of Allowable Amount after
Calendar Year Deductible

Certain Services will require Prior Authorization

Mental Health Care (Including Serious Mental lliness)

Inpatient Services
Hospital services (facility)

Penalty for failure to prior authorize inpatient services
(facility) same as for medical services

Behavioral Health Practitioner services

100% of Allowable Amount after

$250 per-admission Copayment

Amount and after Calendar Year
Deductible

None

100% of Allowable Amount after
Calendar Year Deductible

80% of Allowable Amount after
$350 per-admission Copayment
Amount and after Calendar Year

Deductible

$250

80% of Allowable Amount after
Calendar Year Deductible

* Benefits used In-Network and Out-of-Network will apply toward satisfying any day, visit, Calendar Year Maximum amounts indicated

****After the age of 3, when services under the individualized family service plan are completed, Eligible Expenses, as otherwise covered under the Policy, will be available. All contractual
provisions of the Policy will apply, including but not limited to, defined terms, limitations and exclusions, and benefit maximum.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and
Blue Shield Association

Form No. SOC-CB-SG-MHC-0123



Schedule of Coverage % @ BlueCross BlueShield

of Texas

(Blue Choice Silver PPOSM 146) Blue Choice PPO™" Network
Outpatient Services 100% of Allowable Amount after $45 80% of Allowable Amount after
Behavioral Health Practitioner expenses (office Copayment Amount Calendar Year Deductible
setting)

Other outpatient services 100% of Allowable Amount after 80% of Allowable Amount after
Calendar Year Deductible Calendar Year Deductible

Emergency Room

Emergency Care (including Emergency Care for
Accidental Injury and Emergency and Non-Emergency
Care for Behavioral Health Services )

Facility charges 100% of Allowable Amount after $500 outpatient Hospital emergency room

(excluding Certain Diagnostic Procedures) Copayment Amount (waived if admitted, and Inpatient Hospital Expenses
will apply) after Calendar Year Deductible

Physician charges 100% of Allowable Amount after Calendar Year Deductible

Lab & x-ray charges 100% of Allowable Amount after Calendar Year Deductible

Non-Emergency Care

Facility charges 100% of Allowable Amount after 80% of Allowable Amount after
(excluding Certain Diagnostic Procedures) $500 outpatient Hospital emergency $500 outpatient Hospital
room Copayment Amount (waived if emergency room Copayment
admitted, and Inpatient Hospital Amount (waived if admitted, and
Expenses will apply) after Calendar Inpatient Hospital Expenses will
Year Deductible apply) after Calendar Year
Deductible
Physician charges 100% of Allowable Amount after 80% of Allowable Amount after
Calendar Year Deductible Calendar Year Deductible
Lab & x-ray charges 100% of Allowable Amount after 80% of Allowable Amount after
Calendar Year Deductible Calendar Year Deductible

Urgent Care Services

Urgent Care center visit 100% of Allowable Amount after $75 80% of Allowable Amount after
Copayment Amount Calendar Year Deductible (Urgent
Care Copayment Amount will apply
to Accidental Injury and
Emergency Care services provided

Out-of-Network)
Services received during an Urgent Care visit 100% of Allowable Amount after 80% of Allowable Amount after
Calendar Year Deductible Calendar Year Deductible
Ambulance Services 100% of Allowable Amount after Calendar Year Deductible
Retail Health Clinic
Paid as any other Primary Care 80% of Allowable Amount after
Copayment Amount Calendar Year Deductible

* Benefits used In-Network and Out-of-Network will apply toward satisfying any day, visit, Calendar Year Maximum amounts indicated
****After the age of 3, when services under the individualized family service plan are completed, Eligible Expenses, as otherwise covered under the Policy, will be available. All contractual
provisions of the Policy will apply, including but not limited to, defined terms, limitations and exclusions, and benefit maximum.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and
Blue Shield Association

Form No. SOC-CB-SG-MHC-0123



Schedule of Coverage

(Blue Choice Silver PPOSM 146)

of Texas

29

Blue Choice PPO°" Network

Telehealth and Telemedicine Services

100% of Allowable Amount after
$45/$90 Copayment Amount

80% of Allowable Amount after
Calendar Year Deductible

Virtual Visits

100% of Allowable Amount after $45
Copayment Amount

XXXKXXXXKXX

Preventive Care Services

100% of Allowable Amount

80% of Allowable Amount after
Calendar Year Deductible

Speech and Hearing Services

Services to restore loss of or correct an impaired
speech or hearing function with hearing aids

Benefits for Autism Spectrum Disorder will not apply
towards and are not subject to any speech services
visits maximum.

Hearing Aids

Hearing Aids maximum

Covered as any other sickness

100% of Allowable Amount after
Calendar Year Deductible

Covered as any other sickness

80% of Allowable Amount after
Calendar Year Deductible

Limited to one hearing aid per ear each 36-month period*

Cardiovascular Tests

One of the following early detection tests for
cardiovascular disease will be covered for a Participant
who meets the age requirements and is a diabetic or
has been determined to have a risk of developing
coronary heart disease:

Maximum benefit of 1 test every 5 years*

o Computed tomography (CT) scanning measuring
coronary artery calcification

¢ Ultrasonography measuring carotoid intima-media
thickness and plaque.

100% of Allowable Amount after
$300 Copayment Amount

100% of Allowable Amount after
Calendar Year Deductible

80% of Allowable Amount after
Calendar Year Deductible

80% of Allowable Amount after
Calendar Year Deductible

Habilitation Services

Habilitation Services (includes, but is not limited to
physical, occupational, and manipulative therapy)

Calendar Year maximum

100% of Allowable Amount after
Calendar Year Deductible

80% of Allowable Amount after
Calendar Year Deductible

35 visits each

The visit limit does not apply to an indivi

Calendar Year*

idualized family service plan as issued by

the Texas Interagency Council on Early Childhood Intervention as provided for in

the benefit for Certain Therapies for C

Fkkkk

hildren with Developmental Delays

This limit does not apply to services associated with Autism Spectrum Disorder

This limit does not apply to services
This limit does not apply to services as

associated with Acquired Brain Injury
sociated with Behavioral Health Services

* Benefits used In-Network and Out-of-Network will apply toward satisfying any day, visit, Calendar Year Maximum amounts indicated

BlueCross BlueShield

****After the age of 3, when services under the individualized family service plan are completed, Eligible Expenses, as otherwise covered under the Policy, will be available. All contractual
provisions of the Policy will apply, including but not limited to, defined terms, limitations and exclusions, and benefit maximum.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and

Form No. SOC-CB-SG-MHC-0123
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of Texas

Schedule of Coverage % @ BlueCross BlueShield

(Blue Choice Silver PPOSM 146) Blue Choice PPO™" Network
Rehabilitation Services
Rehabilitation Services (includes, but is not limited to 100% of Allowable Amount after 80% of Allowable Amount after
physical, occupational, and manipulative therapy) Calendar Year Deductible Calendar Year Deductible

Calendar Year maximum 35 visits each Calendar Year

The visit limit does not apply to an individualized family service plan as issued by
the Texas Interagency Council on Early Childhood Intervention as provided for in
the benefit for Certain Therapies for Children with Developmental Delays***

This limit does not apply to services associated with Autism Spectrum Disorder
This limit does not apply to services associated with Acquired Brain Injury

This limit does not apply to services associated with Behavioral Health Services

Prior Authorization Requirements In-Network Out-of-Network

Inpatient Admissions

Penalty for failure to prior authorize inpatient admissions None $250
shown in the Prior Authorization Requirements section
of the Benefit Booklet

* Benefits used In-Network and Out-of-Network will apply toward satisfying any day, visit, Calendar Year Maximum amounts indicated
****After the age of 3, when services under the individualized family service plan are completed, Eligible Expenses, as otherwise covered under the Policy, will be available. All contractual
provisions of the Policy will apply, including but not limited to, defined terms, limitations and exclusions, and benefit maximum.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and
Blue Shield Association

Form No. SOC-CB-SG-MHC-0123



Schedule of Coverage

BlueCross BlueShield

@ @ of Texas

The following chart summarizes the pharmacy benefits available under your coverage. To get the most out of your
coverage, it is important that you carefully read the PHARMACY BENEFITS section of your Benefit Booklet so you are
aware of plan requirements, provisions, limitations and exclusions.

Pharmacy Benefits
Retail Pharmacy Preferred Participating Participating Non-Participating
Pharmacy Pharmacy Pharmacy
One Copayment Amount per 30-day supply, $0 Copayment Amount — $10 Copayment Amount — 50% of Allowable
up to a 30-day supply. Tier 1 Tier 1 Amount minus
B _ | Participating Pharmacy
$10 Copayment Amount $20 Copayment Amount Copayment Amount
Tier 2 Tier 2
$50 Copayment Amount— | $70 Copayment Amount -
Tier 3 Tier 3
$100 Copayment Amount* - | $120 Copayment Amount*
Tier 4 - Tier4
Extended Prescription Drug Preferred Participating Participating Pharmacy Non-Participating
Supply Program Pharmacy Pharmacy
One Copayment Amount per 30-day supply, $0 Copayment Amount —
up to a 90-day supply. Tier 1
$10 Copayment Amount —
Tier 2
XXXXXXXXXXXXXX XXXXXXXXXXXXXX
$50 Copayment Amount —
Tier 3
$100 Copayment Amount* -
Tier 4
Mail-Order Program Mail-Order Program Other Pharmacy
$0 Copayment Amount — Tier 1
y $30 Copayment Amount — Tier 2
One Copayment Amount per 90-day supply, y XXOOKKXXKXXK
up to a 90-day supply $150 Copayment Amount — Tier 3
$300 Copayment Amount* — Tier 4
Specialty Drugs Specialty Pharmacy Provider Other Pharmacy
Available In-Network through Specialty
Pharmacy Program
One Copayment Amount per 30-day supply — $150 Copayment Amount — Tier 5 50% of Allowable
limited to a 30-day supply $250 Copayment Amount — Tier 6 Amount minus
Copayment Amount
Select Vaccinations obtained through Pharmacy Vaccine Network Pharmacy Other Pharmacy
Pharmacies**
$0 Copayment Amount 50% of Allowable
Amount minus
Copayment Amount

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue

Form No. SOC-CB-SG-RX-0123
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of Texas

Schedule of Coverage % @ BlueCross BlueShield

Diabetes Supplies are available under the Pharmacy Benefits portion of your Plan. All provisions of this portion of the Plan
will apply including any Deductibles, Copayment Amounts Coinsurance Amounts, and any pricing differences.

The Copayment Amount for insulin included in the Drug List will not exceed $25 per prescription for a 30-day supply,
regardless of the amount or type of insulin needed to fill the prescription.

*If you receive a Brand Name Drug when a Generic Drug is available, you may incur additional costs. Refer to the Pharmacy
Benefits portion of your booklet for details.

**Each Participating Pharmacy that has contracted with BCBSTX to provide this service may have age, scheduling, or other
requirements that will apply, so you are encouraged to contact them in advance.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue
Cross and Blue Shield Association

Form No. SOC-CB-SG-RX-0123



INTRODUCTION

This Plan is offered by your Employer as one of the benefits of your employment. The benefits provided are intended
to assist you with many of your health care expenses for Medically Necessary services and supplies. Coverage
under this Plan is provided regardless of your race, color, national origin, disability, age, sex, gender identity or
sexual orientation. There are provisions throughout this Benefit Booklet that affect your health care coverage.
Changes in state or federal law or regulations, or interpretation thereof, may change the terms and conditions of
coverage. It is important that you read the Benefit Booklet carefully so you will be aware of the benefits and
requirements of this Plan. In the event of any conflict between any components of this Plan, the Small Employer
Benefit Program Application prevails.

The defined terms in this Benefit Booklet are capitalized and shown in the appropriate provision in the Benefit
Booklet or in the DEFINITIONS section of the Benefit Booklet. Whenever these terms are used, the meaning is
consistent with the definition given. Terms in italics may be section headings describing provisions or they may be
defined terms.The terms “you” and “your” as used in this Benefit Booklet refer to the Employee. Use of the
masculine pronoun “his,” “he,” or “him” will be considered to include the feminine unless the context clearly
indicates otherwise.

Managed Health Care
In-Network Benefits

To receive In-Network Benefits as indicated on your Schedule of Coverage, you must choose Providers within the
Network for all care (other than for emergencies). The Network has been established by BCBSTX and consists
of Physicians, Specialty Care Providers, Hospitals, and other health care facilities to serve Participants throughout
the Network Plan Service Area. Refer to your Provider directory or visit the BCBSTX website at www.bcbstx.com
to make your selections. The listing may change occasionally, so make sure the Providers you select are still
Network Providers. An updated directory will be available at least annually or you may access our website,
www.bcbstx.com, for the most current listing to assist you in locating a Provider.

If you choose a Network Provider, the Provider will bill BCBSTX - not you - for services provided.

The Provider has agreed to accept as payment in full the least of...
e The billed charges, or
e The Allowable Amount as determined by BCBSTX, or
e  Other contractually determined payment amounts.

You are responsible for paying any Deductibles, Copayment Amounts and Coinsurance Amounts. You may be
required to pay for limited or non-covered services. No claim forms are required.

Managed Health Care
Out-of-Network Benefits

If you choose Out-of-Network Providers, only Out-of-Network Benefits will be available. If you go to a Provider
outside the Network, benefits will be paid at the Out-of-Network Benefits level. If you choose a health care Provider
outside the Network, you may have to submit claims for the services provided.

You will be responsible for...

Billed charges above the Allowable Amount as determined by BCBSTX,
Coinsurance Amounts, and Deductibles,

Prior Authorization, and

Limited or non-covered services.

Pharmacy Benefits

e Benefits are provided for those Covered Drugs as explained in the PHARMACY BENEFITS section and
shown on your Schedule of Coverage in this Benefit Booklet. The amount of your payment under the

TX-G-P-2023 1
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INTRODUCTION

Plan depends on where the Prescription Order is filled, the type of drug dispensed and if your Plan
includes a Deductible.

Important Contact Information

Resource Contact Information Accessible Hours

Customer Service Helpline 1-800-521-2227 Monday — Friday
8:00 a.m. — 8:00 p.m.

Website www.bcbstx.com 24 hours a day
7 days a week

Medical Prior Authorization 1-800-441-9188 Monday - Friday
Helpline 6:00 a.m. — 6:00 p.m.
Mental Health/Chemical 1-800-528-7264 24 hours a day
Dependency (SUD) 7 days a week

Prior Authorization Helpline

Customer Service Helpline

Customer Service Representatives can:
e Identify your Plan Service Area;
Give you information about Network and ParPlan, and Other Providers contracting with BCBSTX;;
Distribute claim forms;
Answer your questions on claims;
Assist you in identifying a Network Provider (but will not recommend specific Network Providers);
Provide information on the features of the Plans;
Record comments about Providers;
Assist you with questions regarding Physician after-hours access;
Assist you with questions regarding the PHARMACY BENEFITS.

Customer Service can also assist you with special communications needs. If your first language is not English, you
can ask to speak to a bilingual staff member (English or Spanish). Some written materials are available in Spanish
through Customer Service. Members may also ask for access to a telephone-based translation service to assist with
other languages.

BCBSTX provides TDD/TTY services and language assistance for incoming callers for deaf, hard-of-hearing and
speech-disabled members. Members can utilize their TeleTYpewriter (TTY) or Telecommunication Device (TDD)
to access a teletype operator.

BCBSTX Website

Visit the BCBSTX website at www.bcbstx.com for information about BCBSTX, access to forms referenced in this
Benefit Booklet, and much more.

Mental Health/Chemical Dependency (SUD) Prior Authorization Helpline

To satisfy Prior Authorization requirements for Participants seeking treatment for Mental Health Care, Serious
Mental Illness, or Chemical Dependency (SUD), you, your Behavioral Health Practitioner, or a family member may
call the Mental Health/Chemical Dependency (SUD) Prior Authorization Helpline at any time, day or night.

Medical Prior Authorization Helpline

To satisfy all medical Prior Authorization requirements, call the Medical Prior Authorization Helpline.
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Eligibility Requirements for Coverage

The Eligibility Date is the date a person becomes eligible to be covered under the Plan. A person becomes eligible
to be covered when he becomes an Employee or a Dependent under the Plan. The Eligibility Date is:

1. The date the Employee, including any Dependents to be covered, completes the Waiting Period, if any,
for coverage;

2. Described in the Dependent Enrollment Period section for a new Dependent of an Employee already
having coverage under the Plan.

No eligibility rules or variations in premium will be imposed based on your health status, medical condition, claims
experience, receipt of health care, medical history, genetic information, evidence of insurability, disability, or any
other Health Status Related Factor. Coverage under this Plan is provided regardless of your race, color, national
origin, disability, age, sex, gender identity, sexual orientation, political affiliation or expression. Coverage under
this Plan does not require documentation certifying a COVID-19 vaccination or require documentation of post-
transmission recovery as a condition for obtaining coverage or receiving benefits under this plan. Variations in the
administration, processes or benefits of this Plan that are based on clinically indicated, reasonable medical
management practices, or are part of permitted wellness incentives, disincentives and/or other programs do not
constitute discrimination.

Employee Eligibility

Any person eligible under this Contract and covered by the Employer’s previous Health Benefit Plan on the date
prior to the Contract Date, including any person who has continued group coverage under applicable federal or state
law, is eligible on the Contract Date. Otherwise, you are eligible for coverage under the Plan when you satisfy the
definition of an Employee and you reside or work in the Plan Service Area.

Dependent Eligibility
If you apply for coverage, you may include your Dependents. Eligible Dependents are:

1. Your spouse or your Domestic Partner (Note: Domestic Partner coverage is available at your Employer’s
discretion. Contact your Employer for information on whether Domestic Partner coverage is available for
your Group.); or

2. A child under the limiting age shown in the definition of Dependent; or

A child of any age who is medically certified as Disabled and dependent on the parent; or

4. A child of your child who is your Dependent for federal income tax purposes at the time application for
coverage of the child is made; and

5. Any other child included as an eligible Dependent under the Contract. A detailed description of Dependent
is in the DEFINITIONS section of this Benefit Booklet.

An Employee must be covered first in order to cover his eligible Dependents. No Dependent shall be covered
hereunder prior to the Employee’s Effective Date.

W

Effective Dates of Coverage

In order for an Employee’s coverage to take effect, the Employee must submit enrollment for coverage for himself
and any Dependents.

The Effective Date is the date the coverage for a Participant actually begins. The Effective Date under the Contract
is shown on your Identification Card. It may be different from the Eligibility Date.

Timely Applications
It is important that your application for coverage under the Plan is received timely by the Carrier.
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If you apply for coverage and pay any required premium for yourself or for yourself and your eligible Dependents
and if you:

1. Are eligible on the Contract Date and the application is received by the Carrier prior to or within 31 days
following such date, your coverage will become effective on the Contract Date; or

2. Enroll for coverage for yourself or for yourself and your Dependents during an Open Enrollment Period,
coverage shall become effective on the Contract Anniversary.

Initial Enrollment for New Employees

The Carrier must receive your written application within 31 days of your date of employment unless you have a
Waiting Period in excess of 31 days. If your Waiting Period exceeds 31 days, the Carrier must receive your written
application within 31 days after the end of the Waiting Period. Your coverage will become effective on the first day
of the Contract Month following: (1) the date the written application for coverage for you and any Dependents is
received; and (2) any Waiting Period, if applicable, has been satisfied, unless otherwise agreed upon by your
Employer and the Carrier.

Effective Dates - Delay of Benefits Provided

Coverage becomes effective for you and/or your Dependents on the Contract Date upon completion of an
application for coverage. If you or your eligible Dependent(s) are confined in a Hospital or Facility Other Provider
on the Contract Date, your coverage is effective on the Contract Date. However, if this Contract is replacing a
discontinued Health Benefit Plan or self-funded Health Benefit Plan, benefits for any Employee or Dependent may
be delayed until the expiration of any applicable extension of benefits provided by the previous Health Benefit Plan
or self-funded Health Benefit Plan.

Effective Dates - Late Enrollee

If your application is not received within 31 days from the Eligibility Date, you will be considered a Late Enrollee.
You will become eligible to apply for coverage during your Employer’s next Open Enrollment Period. Your
coverage will become effective on the Contract Anniversary.

Loss of Other Health Insurance Coverage
An Employee who is eligible, but not enrolled for coverage under the terms of the Plan (or/and a Dependent, if the
Dependent is eligible, but not enrolled for coverage under such terms) shall become eligible to apply for coverage
if each of the following conditions are met:

1. The Employee or Dependent were covered under a Health Benefit Plan, self-funded Health Benefit Plan,
or had other health insurance coverage at the time this coverage was previously offered; and

2. Coverage was declined under this Plan in writing, on the basis of coverage under another Health Benefit
Plan or self-funded Health Benefit Plan; and

3. There is a loss of coverage under such prior Health Benefit Plan or self-funded Health Benefit Plan as a
result of:

a. Under Title X of the Consolidated Omnibus Budget Reconciliation Act (COBRA) of 1985, as
amended, or the applicable continuation provisions of the Texas Insurance Code have been
exhausted; or

b. Cessation of Dependent status (such as divorce or attaining the maximum age to be eligible as a
dependent child under the Plan), termination of employment, a reduction in the number of hours of
employment, or employer contributions toward such coverage were terminated; or

c. Termination of the other plan’s coverage, a situation in which an individual incurs a claim that
would meet or exceed a lifetime limit on all benefits, a situation in which the other plan no longer
offers any benefits to the class of similarly situated individuals that include you or your Dependent,
or, in the case of coverage offered through an HMO, you or your Dependent no longer reside, live,
or work in the service area of that HMO and no other benefit option is available; and

4. Yourequest to enroll no later than 31 days after the date coverage ends under the prior Health Benefit Plan
or self-funded Health Benefit Plan or, in the event of the attainment of a lifetime limit on all benefits, the
request to enroll is made not later than 31 days after a claim is denied due to the attainment of a lifetime
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limit on all benefits. Coverage will become effective the first day of the calendar month following receipt
of the application by the Carrier.

If all conditions described above are not met, you will be considered a Late Enrollee.

Loss of Governmental Coverage

An individual who is eligible to enroll and who has lost coverage under Medicaid (Title XIX of the Social Security
Act), other than coverage consisting solely of benefits under Section 1928 of that Act (42 U.S.C. Section 1396s) or
under the Texas Children’s Health Insurance Program (CHIP), Chapter 62, Health and Safety Code, is not a Late
Enrollee provided appropriate enrollment application/change forms and applicable Premium payments are received
by the Carrier within sixty (60) days after the date on which such individual loses coverage. Coverage will be
effective the day after prior coverage terminated.

Health Insurance Premium Payment (HIPP) Reimbursement Program

An individual who is eligible to enroll and who is a recipient of medical assistance under the state of Texas Medicaid
Program or enrolled in CHIP, and who is a participant in the state of Texas HIPP Reimbursement Program may
enroll with no enrollment period restrictions. If the individual is not eligible unless a family member is enrolled,
both the individual and family member may enroll. The Effective Date of Coverage is on the first day of the month
after the Carrier receives (1) written notice from the Texas Health and Human Services Commission, or (2)
enrollment forms, from you, provided such forms and applicable Premium payments are received by the Carrier
within sixty (60) days after the date the individual becomes eligible for participation in the HIPP Reimbursement
Program.

Dependent Enrollment Period

1. Special Enrollment Period for Newborn Children
Coverage of a newborn child will be automatic for the first 31 days following the birth of your newborn
child or your Dependent daughter’s newborn child. For coverage to continue beyond this time, you or your
Dependent daughter must notify the Carrier within 31 days of birth and pay any required premium within
that 31-day period or a period consistent with the next billing cycle. Coverage will become effective on the
date of birth. If the Carrier is notified after that 31-day period, the newborn child’s coverage will become
effective on the Contract Anniversary following the Employer’s next Open Enrollment Period.

2. Special Enrollment Period for Adopted Children or Children Involved in a Suit for Adoption
Coverage of an adopted child or child involved in a suit for adoption will be automatic for the first 31 days
following the adoption or date on which a suit for adoption is sought. For coverage to continue beyond this
time, the Carrier must receive all necessary forms and the required premium within the 31-day period or a
period consistent with the next billing cycle. Coverage will become effective on the date of adoption or date
on which a suit for adoption is sought. If you notify the Carrier after that 31-day period, the child’s coverage
will become effective on the Contract Anniversary following the Employer’s next Open Enrollment Period.

3. Court Ordered Dependent Children
If a court has ordered an Employee to provide coverage for a child, coverage will be automatic for the first
31 days after the date the Employer receives notification of the court order. To continue coverage beyond
the 31 days, the Carrier must receive all necessary forms and the required premium within the 31-day
period. If you notify the Carrier after that 31-day period, the Dependent child’s coverage will become
effective on the Contract Anniversary following the Employer’s next Open Enrollment Period.

4. Court Ordered Coverage for a Spouse
If a court has ordered you, the Employee, to provide coverage for a spouse, enrollment must be received
within 31 days after issuance of the court order. Coverage will become effective on the first day of the
month following the date the application for coverage is received and the required premium is paid within
the 31-day period. If application is not made within the initial 31 days, your spouse’s coverage will become
effective on the Contract Anniversary following the Employer’s next Open Enrollment Period.
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5. Other Dependents

Application must be received within 31 days of the date that a spouse or Domestic Partner or child first
qualifies as a Dependent. If the application is received within 31 days, coverage will become effective on
the date the child or spouse or Domestic Partner first becomes an eligible Dependent. If application is not
made within the initial 31 days, then your Dependent’s coverage will become effective on the Contract
Anniversary following the Employer’s Open Enrollment Period.

If you ask that your Dependent be insured after having canceled his or her coverage while your Dependent
was still entitled to coverage, your Dependent’s coverage will become effective in accordance with the
provisions for Late Enrollees.

In no event will your Dependent’s coverage become effective prior to your Effective Date.

Other Employee Enrollment Period

L.

As a special enrollment period event, if you acquire a Dependent through birth, adoption, or through suit
for adoption, and you previously declined coverage for reasons other than under Loss of Other Health
Insurance Coverage, as described above, you may apply for coverage for yourself, your spouse or
Domestic Partner, and a newborn child, adopted child, or child involved in a suit for adoption. If the
application is received within 31 days of the birth, adoption, or suit for adoption, coverage for the child,
you, or your spouse or Domestic Partner will become effective on the date of the birth, adoption, or date
suit for adoption is sought.

If you marry or enter into a domestic partnership and you previously declined coverage for reasons other
than under Loss of Other Health Insurance Coverage as described above, you may apply for coverage
for yourself and your spouse or Domestic Partner. If the application is received within 31 days of the
marriage or establishment of a domestic partnership, coverage for you and your spouse or Domestic
Partner will become effective on the first day of the month following receipt of the application by the
Carrier.

If you are required to provide coverage for a child as described in Court Ordered Dependent Children
above, and you previously declined coverage for reasons other than under Loss of Other Health Insurance
Coverage, you may apply for coverage for yourself. If the application is received within 31 days of the date
your Employer receives notification of the court order, coverage for you will become effective on the date
your Employer receives notification of the court order.

Employee Application/Change Form

Use this form to:

Notify the Plan and BCBSTX of a change to your name;

Add Dependents (other than a newborn child where notification only is required);

Drop Dependents;

Cancel all or a portion of your coverage; or

Notify BCBSTX of all changes in address for yourself and your Dependents. An address change may result
in benefit changes for you and your Dependents if you move out of the Plan Service Area of the Network.

You may obtain this form from your Employer, by calling the BCBSTX Customer Service Helpline telephone
number shown in this Benefit Booklet or on your Identification Card, or by accessing the BCBSTX website. If a
Dependent’s address and zip code are different from yours, be sure to indicate this information on the form. After
you have completed the form, return it to your Employer.
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Changes in Your Family

You should promptly notify the Carrier in the event of a birth or follow the instructions below when events, such
as but not limited to, the following take place:

1. If you are adding a Dependent due to marriage or establishment of domestic partnership, adoption, or a
child being involved in a suit for which an adoption of the child is sought, or your Employer receives a
court order to provide health coverage for a Participant’s child or your spouse, you must submit an
Employee Application/Change Form and the coverage of the Dependent will become effective as described
in Dependent Enrollment Period.

2. When you divorce or terminate a domestic partnership, your child reaches the age indicated in the definition
of Dependent, or a Participant in your family dies, coverage under the Plan terminates in accordance with
the Termination of Coverage provisions selected by your Employer.

Notify your Employer promptly if any of these events occur. Benefits for expenses incurred after
termination are not available. If your Dependent’s coverage is terminated, premium refunds will not be
made for any period before the date of notification. If benefits are paid prior to notification to BCBSTX,
refunds will be requested.

Please refer to the Continuation Privilege subsection in this Benefit Booklet for additional information.
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Allowable Amount

The Allowable Amount is the maximum amount of benefits BCBSTX will pay for Eligible Expenses you incur
under the Plan. BCBSTX has established an Allowable Amount for Medically Necessary services, supplies, and
procedures provided by Providers that have contracted with BCBSTX or any other Blue Cross and/or Blue Shield
Plan, and Providers that have not contracted with BCBSTX or any other Blue Cross and/or Blue Shield Plan. When
you choose to receive services, supplies, or care from a Provider that does not contract with BCBSTX, you will be
responsible for any difference between the BCBSTX Allowable Amount and the amount charged by the non-
contracting Provider. You will also be responsible for charges for services, supplies, and procedures limited or not
covered under the Plan, Deductibles, any applicable Coinsurance Amounts, Out-of-Pocket Maximum amounts and
Copayment Amounts.

Review the definition of Allowable Amount in the DEFINITIONS section of this Benefit Booklet to understand
the guidelines used by BCBSTX.

Federal Balance Billing and Other Protections

This section is based upon the No Surprises Act, a federal law enacted in 2020 and effective for Plan Years
beginning on or after January 1, 2022. Unless otherwise required by federal or Texas law, if there is a conflict
between the terms of this Federal Balance Billing and Other Protections section and the terms in the rest of
this certificate, the terms of this section will apply.

1. Protections from Unexpected Costs for Medical Services from Non-participating Providers

Your certificate contains provisions related to protection from surprise balance billing under Texas law.
The federal laws provide additional financial protections for you when you receive some types of care from
Providers who do not participate in your network. If you receive the types of care listed below, your in-
network cost-sharing levels will apply to any in-network deductible and out-of-pocket maximums.
Additionally, for services below that are governed by federal law (instead of state law), your cost-share
amount may be calculated on an amount that generally represents the median payment rate that BCBSTX
has negotiated with participating Providers for similar services in the area.

e Emergency Care from facilities or Providers who do not participate in your network; and
e Care furnished by non-participating Providers during your visit to a participating facility; and

e Air ambulance services from non-participating Providers if the services would be covered with a
participating Provider.

Non-participating Providers may not bill you for more than your deductible, coinsurance or copayment for
these types of services. There are limited instances when a non-participating provider of the care listed
above may send you a bill for up to the amount of that provider’s billed charges. You are only responsible
for payment of the non-participating provider’s billed charges if, in advance of receiving services, you
signed a written notice form that complies with applicable state and/or federal law.

The requirements of federal law that impact your costs for care from non-participating Providers may not
apply in all cases. Sometimes, Texas law provisions relating to balance billing prohibitions may apply. You
may contact BCBSTX at the number of the back of your identification card with questions about
claims or bills you have received from Providers.

To the extent state and federal regulations are adopted or additional guidance is issued by federal regulatory
agencies that alter the terms of this section, the regulations and any additional guidance will control over
conflicting language in this section.
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Case Management

Under certain circumstances, the Plan allows BCBSTX the flexibility to offer benefits for expenses which are not
otherwise Eligible Expenses. BCBSTX, at its sole discretion, may offer such benefits if:

e The Participant, his family, and the Physician agree;
e Benefits are cost effective; and
e BCBSTX anticipates future expenditures for Eligible Expenses which may be reduced by such benefits.

Any decision by BCBSTX to provide such benefits shall be made on a case-by-case basis. The case coordinator for
BCBSTX will initiate case management in appropriate situations.

Continuity of Care

In the event a Participant is under the care of a Network Provider at the time such Provider stops participating in
the Network (for reasons other than failure to meet applicable quality standards, including medical incompetence
or professional behavior, or for fraud), BCBSTX will continue providing coverage for that Provider’s services at
the In-Network Benefit Level if the participant has special circumstances or one of the following is met:

e Participant is undergoing a course of treatment for a serious and complex condition,

e Participant is undergoing institutional or inpatient care,

e Participant is scheduled to undergo nonelective surgery from the Provider (including receipt of
postoperative care from such Provider with respect to such surgery),

e Participant is pregnant or undergoing a course of treatment for the pregnancy, or

e Participant is determined to be terminally ill.

A serious and complex condition is one that (1) for an acute illness, is serious enough to require specialized
medical treatment to avoid the reasonable possibility of death or permanent harm (for example, Participant is
currently receiving chemotherapy, radiation therapy, or post-operative visits for a serious acute disease or
condition), and (2) for a chronic illness or condition, is (i) life-threatening, degenerative, disabling or potentially
disabling, or congenital and (ii) requires specialized medical care over a prolonged period of time.

Special circumstances means a condition such that the treating Physician or health care Provider reasonably believes
that discontinuing care by the treating Physician or Provider could cause harm to the Participant. Special
circumstances shall be identified by the treating Physician or health care Provider, who must request that the
Participant be permitted to continue treatment under the Physician’s or Provider’s care and agree not to seek
payment from the Participant of any amounts for which the Participant would not be responsible if the Physician or
Provider were still a Network Provider.

The continuity of coverage described under this subsection shall continue until the treatment is complete but shall
not extend for more than ninety (90) days, or more than nine (9) months if the Participant has been diagnosed with
a terminal illness, beyond the date the Provider’s termination from the Network takes effect. However, for
Participants past the 13" week of pregnancy at the time the Provider’s termination takes effect, continuity of
coverage may be extended through delivery of the child, immediate postpartum care, and the follow-up check-up
within the first six (6) weeks of delivery.

You have the right to appeal any decision made for a request for benefits under this subsection as explained in the
CLAIM FILING AND APPEALS PROCEDURES section of this Benefit Booklet.

Coverage Determinations

Certain services are covered pursuant to BCBSTX medical policies and clinical procedure and coding policies,
which are updated throughout the Calendar Year. The medical policies are guides considered by BCBSTX when
making coverage determinations and lay out the procedure and criteria to determine whether a procedure, treatment,
facility, equipment, drug or device is Medically Necessary and is an Eligible Expense or is
Experimental/Investigational, cosmetic, or a convenience item. The clinical procedure and coding policies provide
information about what services are reimbursable under the Plan. The most up-to-date medical and clinical
procedure and coding policies are available at www.bcbstx.com, or contact customer service at the toll-free number
on the back of your Identification Card.
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Freedom of Choice

Each time you need medical care, you can choose to:

See a Network Provider

See an Out-of-Network Provider

ParPlan Provider
(refer to ParPlan, below, for more
information)

Out-of-Network Provider
that is not a contracting
Provider

e You receive the higher level of
benefits (In-Network Benefits)

e You are not required to file
claim forms

e You are not balance billed;
Network Providers will not bill
for costs exceeding the
BCBSTX Allowable Amount for
covered services

e Your Provider will Prior
Authorize necessary services

You receive the lower level of
benefits (Out-of-Network Benefits)
You are not required to file claim
forms in most cases; ParPlan
Providers will usually file claims for
you

You are not balance billed; ParPlan
Providers will not bill for costs
exceeding the BCBSTX Allowable
Amount for covered services

In most cases, ParPlan Providers
will Prior Authorize necessary
services

You receive Out-of-
Network Benefits (the
lower level of benefits)
You are required to file
your own claim forms

You may be billed for
charges exceeding the
BCBSTX Allowable Amount
for covered services

You must obtain Prior
Authorization of necessary
services

Identification Card

The Identification Card tells Providers that you are entitled to benefits under your Employer’s Health Benefit Plan
with BCBSTX. The card offers a convenient way of providing important information specific to your coverage
including, but not limited to, the following:

o Your Subscriber identification number. This unique identification number is preceded by a three character
alpha prefix that identifies Blue Cross and Blue Shield of Texas as your Carrier.
o Your group number. This is the number assigned to identify your Employer’s Health Benefit Plan with

BCBSTX.

e Any Copayment Amounts that may apply to your coverage.

o Important telephone numbers.

Always remember to carry your Identification Card with you and present it to your Providers or Participating
Pharmacies when receiving health care services or supplies.

Please remember that any time a change in your family takes place it may be necessary for a new Identification
Card to be issued to you (refer to the WHO GETS BENEFITS section for instructions when changes are made).
Upon receipt of the change in information, the Carrier will provide a new Identification Card.

Unauthorized, Fraudulent, Improper, or Abusive Use of Identification Cards

1. The unauthorized, fraudulent, improper, or abusive use of Identification Cards issued to you and your
covered Dependents will include, but not be limited to, the following actions, when intentional:

opoos

Use of the Identification Card prior to your Effective Date;
Use of the Identification Card after your date of termination of coverage under the Plan;
Obtaining prescription drugs or other benefits for persons not covered under the Plan;

Obtaining prescription drugs or other benefits that are not covered under the Plan;

Obtaining Covered Drugs for resale or for use by any person other than the person for whom the

Prescription Order is written, even though the person is otherwise covered under the Plan;

)

Prescription Order;

Obtaining Covered Drugs without a Prescription Order or through the use of a forged or altered

g. Obtaining quantities of prescription drugs in excess of Medically Necessary or prudent standards

of use or in circumvention of the quantity limitations of the Plan;

h. Obtaining prescription drugs using Prescription Orders for the same drugs from multiple

Providers;
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i.  Obtaining prescription drugs from multiple Pharmacies through use of the same Prescription
Order.

2. The fraudulent or intentionally unauthorized, abusive, or other improper use of Identification Cards by
any Participant can result in, but is not limited to, the following sanctions being applied to all Participants
covered under your coverage:

Denial of benefits;

Cancellation of coverage under the Plan for all Participants under your coverage;

Recoupment from you or any of your covered Dependents of any benefit payments made;
Pre-approval of drug purchases and medical services for all Participants receiving benefits under
your coverage;

e. Notice to proper authorities of potential violations of law or professional ethics.

;oo

Medical Necessity

All services and supplies for which benefits are available under the Plan must be Medically Necessary as determined
by BCBSTX. Charges for services and supplies which BCBSTX determines are not Medically Necessary will not
be eligible for benefit consideration and may not be used to satisfy Deductibles or to apply to the Out-of-Pocket
Maximum.

ParPlan

When you consult a Physician or Professional Other Provider who does not participate in the Network, you should
inquire if he or she participates in the Carrier’s ParPlan...a simple direct-payment arrangement. If the Physician or
Professional Other Provider participates in ParPlan, he or she agrees to:

e File all claims for you;
e Accept the Carrier’s Allowable Amount determination as payment for Medically Necessary services; and
e Not bill you for services over the Allowable Amount determination.

You will receive Out-of-Network Benefits and be responsible for:

e Any Deductibles;
e (Coinsurance Amounts; and
e Services that are limited or not covered under the Plan.

Note: If you have a question regarding a Physician’s or Professional Other Provider’s participation in ParPlan,
please contact the BCBSTX Customer Service Helpline.
Specialty Care Providers

A wide range of Specialty Care Providers is included in the Network. When you need a specialist’s care, In-Network
Benefits will be available, but only if you use a Network Provider.

There may be occasions however, when you need the services of an Out-of-Network Provider. This could occur if
you have a complex medical problem that cannot be taken care of by a Network Provider.

e If the services you require are not reasonably available from Network Providers, In-Network Benefits will be
provided when you use Out-of-Network Providers. Refer to the Allowable Amount Notice in the NOTICES
section of this Benefit Booklet for additional information.

e If you elect to see an Out-of-Network Provider and if the services could have been provided by a Network
Provider, only Out-of-Network Benefits will be available.

Tobacco User

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

Use of Non-Contracting Providers

When you choose to receive services, supplies, or care from a Provider that does not contract with BCBSTX (a non-
contracting Provider), you receive Out-of-Network Benefits (the lower level of benefits). Benefits for covered
services will be reimbursed based on the BCBSTX non-contracting Allowable Amount, which in most cases is less
than the Allowable Amount applicable for BCBSTX contracted Providers. Please see the definition of non-
contracting Allowable Amount in the DEFINITIONS section of this Benefit Booklet. The non-contracted
Provider is not required to accept the BCBSTX non-contracting Allowable Amount as payment in full and
may balance bill you for the difference between the BCBSTX non-contracting Allowable Amount and the
non-contracting Provider’s billed charges. You will be responsible for this balance bill amount, which may
be considerable. You will also be responsible for charges for services, supplies and procedures limited or not
covered under the Plan and any applicable Deductibles, Coinsurance Amounts, and Copayment Amounts.

If benefits are provided at a participating Hospital, at a participating surgery center or other participating treatment
center, and services are provided by a non-participating anesthesiologist (including a certified registered nurse
anesthetist), pathologist, radiologist, neonatologist, or emergency room Physician, assistant surgeon (if the primary
surgeon is a Network Provider) or other Hospital-based Physician, the Participant will incur no greater out-of-
pocket costs than would have been incurred if the benefits were provided by a Network Provider. For services
provided by a Texas-licensed non-participating Provider, unless Participant has signed a written notice and
disclosure, in the form and following the requirements adopted by the Texas Department of Insurance, allowing the
non-participating Provider to bill Participant for amounts above the non-contracting Allowed Amount, the non-
participating Provider may not bill the Participant for the difference between payment by the Plan and the Provider
charges plus in-network Deductible, Coinsurance and/or Copayment. For services provided by a non-participating
Provider not licensed in Texas, the non-participating Provider may bill the Participant for the difference between
payment by the Plan and the Provider charges plus in-network Deductible, Coinsurance and/or Copayment. Please
call Customer Service if you have been balance billed by the non-participating Provider, or if you have any questions
about the benefits described in this section (paragraph) or how your claims have been processed.
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Utilization Management

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

Refer to the definition of Medical Necessity or Medically Necessary in the DEFINITIONS section of this
Benefit Booklet for additional information regarding any limitations and/or special conditions pertaining to
your benefits.

Prior Authorization

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

Some Texas licensed Providers may qualify for an exemption from required Prior Authorization requirements
for a particular health care service if the Provider met criteria set forth by applicable law for the particular
health care service. If so, Prior Authorization is not required for a particular service where an exemption applies
and will not be denied based on Medical Necessity or medical appropriateness of care. Other Providers
providing your care may not be exempt from such requirements. Exemptions do not apply for services that are
materially misrepresented or where the Provider failed to substantially perform the particular service.

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

Prior Authorization Responsibility
Network Provider Prior Authorization

Y our Network Provider is responsible for obtaining Prior Authorization, in those circumstances where authorization
may be required. If Prior Authorization is not obtained and the services are denied as not Medically Necessary, the
Participating Provider will be held responsible and will not be able to bill the Member for the services.

For additional information about Prior Authorization for services outside of our service area, refer to the Other Blue
Cross and Blue Shield Plans Separate Financial Policies Compliance Disclosure Requirements Notice in the
NOTICES section of this Benefit Booklet.

Note: Providers that contract with other Blue Cross and Blue Shield Plans are not familiar with the Prior
Authorization requirements of BCBSTX. Unless a Provider contracts directly with BCBSTX as a Network Provider,
the Provider is not responsible for being aware of this Plan’s Prior Authorization requirements.

Out-of-Network Prior Authorization

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

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

Your Network Provider is required to obtain Prior Authorization for inpatient admissions that may require Prior
Authorization. If Prior Authorization is not obtained for inpatient services and the services are denied as not
Medically Necessary, the Participating Provider will be held responsible and will not be able to bill the Member for
the services.

If the Physician or Provider of services is not a Network Provider then you, your Physician, Provider of services,
or an authorized representative should obtain Prior Authorization by the Plan by calling one of the toll-free numbers
shown on the back of your Identification Card. The call should be made between 6:00 a.m. and 6:00 p.m., Central
Time, on business days and 9:00 a.m. and 12:00 p.m., Central Time on Saturdays, Sundays and legal holidays. Calls
made after these hours will be recorded and returned not later than 24 hours after the call is received. We will follow
up with your Provider’s office. After working hours or on weekends, please call the Medical Prior Authorization
Helpline toll-free number listed on the back of your Identification Card. Your call will be recorded and returned
the next working day. A benefits management nurse will follow up with your Provider’s office. All timelines for
Prior Authorization requirements are provided in keeping with applicable state and federal regulations.

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

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

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

For Behavioral Health Inpatient Hospital Admissions, please see Contacting Behavioral Health section below.

Prior Authorization not Required for Maternity Care and Treatment of Breast Cancer Unless Extension of
Minimum Length of Stay Requested
Your Plan is required to provide a minimum length of stay in a Hospital facility for the following:

e Maternity Care

- 48 hours following an uncomplicated vaginal delivery; or

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

- 48 hours following a mastectomy; or

- 24 hours following a lymph node dissection.

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

Outpatient Service Review
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If Prior Authorization is required, the review is not a guarantee of benefits. Actual availability of benefits is
subject to eligibility and the other terms, conditions, limitations, and exclusions of this Benefit Booklet.
BCBSTX recommends you confirm with your Provider if Prior Authorization has been obtained.

There may be general categories of covered services that require Prior Authorization.

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

For Behavioral Health Outpatient Service review please see Contacting Behavioral Health section below.
Extension of Length of Stay/Service Review (Concurrent Review)

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

An extension of a previously approved length of stay/service will be based solely on whether continued
Inpatient care or other health care services are Medically Necessary. If the extension is determined not to be
Medically Necessary, the coverage for the length of stay/service will not be extended, except as otherwise
described in the CLAIM FILING AND APPEALS PROCEDURES section of this Benefit Booklet.

An extension of length of stay/service review, also known as a concurrent Medical Necessity review, is when
you, your Provider, or other authorized representative may submit a request to BCBSTX for continued
services. If you, your Provider or authorized representative requests to extend care beyond the approved time
limit, BCBSTX will make a determination on the request within the timeframes described in the Review of
Claim Determinations provision of this Booklet.

Recommended Clinical Review Option

There are services that do not require a Prior Authorization that may be subject to a post-service medical necessity
review before the claim is paid. There is an option for your Provider to request a Recommended Clinical Review to
determine if the service meets approved PPO medical policy and/or level of care review criteria before services are
provided to you. Once a decision has been made on the services reviewed as part of the Recommended Clinical
Review process, the same services will not be reviewed for Medical Necessity after they have been performed.

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

In the event a Recommended Clinical Review determines the proposed services are not medically necessary,
you have the right to file an appeal as described in the COMPLAINT AND APPEAL PROCEDURES section.
All appeal and review requirements related to medical necessity determinations, including independent
review, apply to services where your Provider requests a Recommended Clinical Review.

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

Contacting Behavioral Health

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

General Provisions Applicable to All Recommended Clinical Reviews

1.

No Guarantee of Payment

A Recommended Clinical Review is a determination of the medical necessity of a proposed service, but it
is not a guarantee of benefits or payment of benefits by BCBSTX. Actual availability of benefits is subject
to eligibility and the other terms, conditions, limitations, and exclusions of this Plan. Even if the service has
been approved on Recommended Clinical Review, coverage or payment can be affected for reasons other
than medical necessity. For example, you may have become ineligible as of the date of service or the
member’s benefits may have changed as of the date of service.

Request for Additional Information

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

Post-Service Medical Necessity Review

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

General Provisions Applicable to All Post-Service Medical Necessity Reviews

L.

No Guarantee of Payment

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

Request for Additional Information

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

If Prior Authorization for Medical and Behavioral Health inpatient services, medical outpatient and home services,
any of the specific outpatient procedures/services listed above, and specified outpatient treatment of Chemical
Dependency (SUD), Serious Mental Illness and Mental Health Care is not obtained:

e BCBSTX will review the Medical Necessity of your treatment or service prior to the final benefit
determination.
o If BCBSTX determines the treatment or service is not Medically Necessary or is
Experimental/Investigational, benefits will be reduced or denied.
e You may be responsible for a penalty in connection with the following Covered Services, if indicated on
your Schedule of Coverage:
— Inpatient admission; and
— Inpatient treatment of Chemical Dependency (SUD), Serious Mental Illness, or Mental Health
Care including partial hospitalization programs and treatment received at Residential Treatment
Centers.

Network Providers are responsible for satisfying the Prior Authorization requirements for any inpatient admissions.
If Prior Authorization is not obtained, the Network Provider will be sanctioned based on the BCBSTX contractual
agreement with the Provider, and no penalty charges will be deducted.

Prior Authorization Renewal Process
Renewal of an existing Prior Authorization issued by BCBSTX can be requested by a Physician or health care
Provider up to 60 days prior to the expiration of the existing Prior Authorization.
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CLAIM FILING PROCEDURES
Filing of Claims Required
Notice of Claim

You must give written notice to BCBSTX within 20 days, or as soon as reasonably possible, after any Participant
receives services for which benefits are provided under the Plan. Failure to give notice within this time will not
invalidate or reduce any claim if you show that it was not reasonably possible to give notice and that notice was
given as soon as it was reasonably possible.

Claim Forms

When BCBSTX receives notice of claim, it will furnish to you, or to your Employer for delivery to you, the Hospital,
or your Physician or Professional Other Provider, the claim forms that are usually furnished by it for filing Proof of
Loss. If the forms are not furnished within 15 days after receipt of notice by BCBSTX, you have complied with the
requirements of the Plan for Proof of Loss by submitting, within the time fixed under the Plan for filing Proof of
Loss, written proof covering the occurrence, the character, and the extent of the loss for which claim is made.

BCBSTX must receive claims prepared and submitted in the proper manner and form, in the time required, and
with the information requested before it can consider any claim for payment of benefits.

Who Files Claims

Providers that contract with BCBSTX and some other health care Providers (such as ParPlan Providers) will submit
your claims directly to BCBSTX for services provided to you or any of your covered Dependents. At the time
services are provided, inquire if they will file claim forms for you. To assist Providers in filing your claims, you
should carry your Identification Card with you.

Contracting Providers

When you receive treatment or care from a Provider or Covered Drugs dispensed from a Pharmacy that contracts
with BCBSTX, you will generally not be required to file claim forms. The Provider will usually submit the claims
directly to BCBSTX for you.

Non-Contracting Providers

When you receive treatment or care from a health care Provider or Covered Drugs dispensed from a Pharmacy that
does not contract with BCBSTX, you may be required to file your own claim forms. Some Providers, however, will
do this for you. If the Provider does not submit claims for you, refer to the subsection entitled Participant-filed
claims below for instruction on how to file your own claim forms.

Mail-Order Program

When you receive Covered Drugs dispensed through the Mail-Order Program, you must complete and submit the
mail service prescription drug claim form to the address on the claim form. Additional information may be obtained
from your Employer, from the Carrier, off of the BCBSTX website at www.bcbstx.com/member/rx_drugs.html, or
by calling the Customer Service Helpline.

Participant-filed claims

e Medical Claims
If your Provider does not submit your claims, you will need to submit them to BCBSTX using a Subscriber-
filed claim form provided by BCBSTX. Your Employer should have a supply of claim forms or you can
obtain copies from the BCBSTX website at www.bcbstx.com, or by calling Customer Service at the toll-
free number on your Identification Card. Follow the instructions on the reverse side of the form to complete
the claim. Remember to file each Participant’s expenses separately because any Deductibles, maximum
benefits, and other provisions are applied to each Participant separately. Include itemized bills from the
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health care Providers, labs, etc., printed on their letterhead and showing the services performed, dates of
service, charges, and name of the Participant involved.

e Prescription Drug Claims
When you receive Covered Drugs dispensed from a Participating or non-Participating Pharmacy, a
Prescription Reimbursement Claim Form must be submitted. This form can be obtained from the Carrier,
at www.bcbstx.com, or by calling Customer Service at the toll-free number on your Identification Card, or
your Employer. This claim form, accompanied by an itemized bill obtained from the Pharmacy showing
the prescription services you received, should be mailed to the address shown below or on the claim form.

Instructions for completing the claim form are provided on the back of the form. You may need to obtain
additional information, which is not on the receipt from the pharmacist, to complete the claim form.

Bills for Covered Drugs should show the name, address, and telephone number of the pharmacy, a
description and quantity of the drug, the prescription number, the date of purchase and most importantly,
the name of the Participant using the drug.

VISIT THE BCBSTX WEBSITE FOR SUBSCRIBER CLAIM FORMS AND OTHER USEFUL INFORMATION

www.bcbstx.com

Where to Mail Completed Claim Forms

Medical Claims Prescription Drug Claims
Blue Cross and Blue Shield of Texas Blue Cross and Blue Shield of Texas
Claims Division c/o Prime Therapeutics LLC
P. O. Box 660044 P. O. Box 25136
Dallas, Texas 75266-0044 Lehigh Valley, PA 18002-5136

Who Receives Payment

Benefit payments will be made directly to contracting Providers when they bill BCBSTX. Written agreements
between BCBSTX and some Providers may require payment directly to them. Any benefits payable to you, if unpaid
at your death, will be paid to your beneficiary or to your estate, if no beneficiary is named.

Except as provided in the section Assignment and Payment of Benefits, rights and benefits under the Plan
are not assignable, either before or after services and supplies are provided.

Benefit Payments to a Managing Conservator
Benefits for services provided to your minor Dependent child may be paid to a third party if:

e The third party is named in a court order as managing or possessory conservator of the child; and
BCBSTX has not already paid any portion of the claim.

In order for benefits to be payable to a managing or possessory conservator of a child, the managing or possessory
conservator must submit to BCBSTX, with the claim form, proof of payment of the expenses and a certified copy
of the court order naming that person the managing or possessory conservator.

BCBSTX may deduct from its benefit payment any amounts it is owed by the recipient of the payment. Payment to
you or your Provider, or deduction by BCBSTX from benefit payments of amounts owed to BCBSTX, will be
considered in satisfaction of its obligations to you under the Plan.

An Explanation of Benefits summary is sent to you so you will know what has been paid.
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When to Submit Claims

All claims for benefits under the Plan must be properly submitted within 90 days of the date you receive the services
or supplies. Claims not submitted and received by BCBSTX within twelve (12) months after that date will not be
considered for payment of benefits except in the absence of legal capacity.

Receipt of Claims by BCBSTX

A claim will be considered received by BCBSTX for processing upon actual delivery to the BCBSTX
Administrative Office in the proper manner and form and with all of the information required. If the claim is not
complete, it may be denied or BCBSTX may contact either you or the Provider for the additional information.

REVIEW OF CLAIM DETERMINATIONS
Claim Determinations

When BCBSTX receives a properly submitted claim, it has authority and discretion under the Plan to interpret and
determine benefits in accordance with the Plan provisions. You have the right to seek and obtain a review by
BCBSTX of any determination of a claim, any determination of a request for Prior Authorization, or any other
determination made by BCBSTX of your benefits under the Plan.

Note: If BCBSTX is seeking to discontinue coverage of prescription drugs or intravenous infusions for which you
are receiving health benefits under the Plan, you will be notified no later than the 30" day before the date on which
coverage will be discontinued.

If a Claim Is Denied or Not Paid in Full

If the claim is denied in whole or in part, you will receive a written notice from BCBSTX with the following
information, if applicable:

e The reasons for the determination;

o A reference to the benefit Plan provisions on which the determination is based, or the contractual,
administrative or protocol basis for the determination;

e A description of additional information which may be necessary to perfect the claim and an explanation of
why such material is necessary;

e Subject to privacy laws and other restrictions, if any, the identification of the claim, date of service, health
care Provider, claim amount (if applicable), and a statement describing denial codes with their meanings
and the standards used. Upon request, diagnosis/treatment codes with their meanings and the standards used
are also available;

e An explanation of BCBSTX’s internal review/appeals and external review processes (and how to initiate a
review/appeal or external review) and a statement of your right, if any, to bring a civil action under Section
502(a) of ERISA following a final denial on internal review/appeal;

¢ In certain situations, a statement in non-English language(s) that written notice of claim denials and certain
other benefit information may be available (upon request) in such non-English language(s);

e In certain situations, a statement in non-English language(s) that indicates how to access the language
services provided by BCBSTX;

e The right to request, free of charge, reasonable access to and copies of all documents, records and other
information relevant to the claim for benefits;

e Any internal rule, guideline, protocol or other similar criterion relied on in the determination, and a
statement that a copy of such rule, guideline, protocol or other similar criterion will be provided free of
charge on request;

e An explanation of the scientific or clinical judgment relied on in the determination as applied to claimant’s
medical circumstances, if the denial was based on Medical Necessity, experimental treatment or similar
exclusion, or a statement that such explanation will be provided free of charge upon request;
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In the case of a denial of an Urgent Care Clinical Claim, a description of the expedited review procedure
applicable to such claim. An Urgent Care Clinical Claim decision may be provided orally, so long as a
written notice is furnished to the claimant within 3 days of oral notification; and

Contact information for applicable office of health insurance consumer assistance or ombudsman.

Timing of Required Notices and Extensions

Separate schedules apply to the timing of required notices and extensions, depending on the type of claim. There
are three types of claims as defined below.

Urgent Care Clinical Claim is any Pre-Service Claim that requires Prior Authorization, as described in
this Benefit Booklet, for benefits for medical care or treatment with respect to which the application of
regular time periods for making health claim decisions could seriously jeopardize the life or health of the
claimant or the ability of the claimant to regain maximum function or, in the opinion of a Physician with
knowledge of the claimant’s medical condition, would subject the claimant to severe pain that cannot be
adequately managed without the care or treatment.

Pre-Service Claim is any non-urgent request for benefits or a determination with respect to which the terms
of the benefit Plan condition receipt of the benefit on approval of the benefit in advance of obtaining medical
care.

Post-Service Claim is notification in a form acceptable to BCBSTX that a service has been rendered or
furnished to you. This notification must include full details of the service received, including your name,
age, sex, identification number, the name and address of the Provider, an itemized statement of the service
rendered or furnished, the date of service, the diagnosis, the claim charge, and any other information which
BCBSTX may request in connection with services rendered to you.

Urgent Care Clinical Claims”

Type of Notice or Extension Timing

If your claim is incomplete, BCBSTX must notify you within: 24 hours

If you are notified that your claim is incomplete, you must then
provide completed claim information to BCBSTX within:

48 hours after receiving notice

BCBSTX must notify you of the claim determination (whether adverse or not):

if the initial claim is complete as soon as possible (taking into account
medical exigencies), but no later than:

72 hours

if your claim involves post-stabilization treatment subsequent to
emergency treatment or a Life-Threatening Condition, BCBSTX will
issue and transmit a determination indicating whether proposed
services are Prior Authorized within:

the time appropriate to the
circumstances relating to the delivery
of the services and your condition,
but in no case to exceed one hour
from the receipt of the request”

If the request is received outside the period during which BCBSTX is required to have personnel available to provide
determinations, BCBSTX will make the determination within one hour from the beginning of the next time period
requiring appropriate personnel to be available. You do not need to submit Urgent Care Clinical Claims in writing.
You should call BCBSTX at the toll-free number listed on the back of your Identification Card as soon as possible to
submit an Urgent Care Clinical Claim.

Note: If a proposed medical care or health care service requires Prior Authorization by BCBSTX, a determination will be
issued no later than the third calendar day after BCBSTX’s receipt the request. If you are an inpatient in a healthcare
facility at the time the services are proposed, BCBSTX will issue the determination wi