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Welcome 

pro ';elecr Saver, from Blue 

Select Saver 

[Os, anJ Blue Shield ofTl'xa~ , offers Lhoicc and Hexihiltty for 

individual health care coverage. it i~ not a prep,l kagcd, c>ne-slze-fits-all health imurance plan. 

hIlt mther health ((!vcrage th(1L give. y(\U a selecril)n of hen '(It~ tn (j your health <:;.1.1'C coverage 

nCl'J~ now ~nd rhe flexibiliry to fit your net'd. III the futurt'. 

And because pro Select SLIver is JffereJ by BIlle Cross and BIlle Shiel,1 ,>fTexas, you know 

Yllu'r.:: gen ing coverdge YOII can count on fmm a compnoy YOli know ::llld trust . We l-elieve 

we lead (he insurance inJusrry in rrm [(ling qualil\' pr~)duu~ anJ customer service After all. 

Blue Cro:,s and Blue Shield f Texas ha;, heen providing health care coverage ro Texans 

sim:e 1939 and L~ .me of the hU'gc~l not-fur-rrlll it hefllrh coverage c(Jmpanie~ in 'he ~tate. 

servmg more than 4 rntllllJll renrle . 

With Select Saver you will have: 

• Affordable. cost effective health cowrage 

• Fr-:eJpm lO choose dnctors ane! hOSrilal5 

• Chotee of JcJuLHhles 

• Three-tLt'r rre~cnptlon Jrug rro~rall\ 

• IndiviJw,l . :.r(lUSe and ehtld{ren) eoveragc~ J\,~1iLthk 

If you kwe que~liClns "trer reviewing this hl)ukb, 'allus at (8881 697-0683 wI! free. 
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Plan Options 


Oplions I Calendar Year Oedudibles 

Individual Indlviduol femlly 
Netl'lllrl Out-oHletwork I Iwork 

Plan I S500 SI,OOO SI.500 

Plan II 51000 52,000 ~3,OOO 

Plan III SI,SoO S3,000 54,500 

Pion IV moo $5,000 57,500 
Plan Y S5.000 SIO,OOO S15 non 

At a Glance 

I Calendar Year Oul'cl·Pockel 
Maximum/Securily Provisions 

Family 

Out-ai-Network 


S3,000 


S6,000 

59,000 


S15,000 

530,000 


Individual 

Ilell,ork 


53,000 


53,000 

$3000 


53000 
$3000 

Individual 

Out-of-Network 


S5,000 


55,000 

$5,000 


S5,000 

55,000 


family 

Network 


~9 000 


S9,000 

S9,000 


59000 
59,000 

I Coinsurante' 

fomily 
Oul-ol-Nelwork 

~elWOlk Out of. 
Network 

Plan 
PQVl 

You 
Par 

Plan 
Poys 

You 
Pay 

S15,000 

515,000 
S15,000 

15% ,~, 60% 40% 

515,000 
SIS,OOO 

, r.:rn:nwg~~ dl'/'/) Cv WI'('Tl!d exJ~11~C5 aie,,)' calendar.ye<lT J<,JIU:ciJ,{.:.\ Hr,' mer. 
I.,jerllll<' maximum is:p2 .000,000 /"'r member. 

O · pHons I SeparateOedudib~s I Prescriplion Drug Card Program 

Individual 
(per (olendor yeor! 

(opoyment
Amounts 

Colendar Yeor 
Maximum Benefits 

Generic Preterred Non Preferred 

Planl 5100 SSO S65 51, 00 

Plan II S200 510 S50 565 SI,500 
Plan III 

plan IV 
PIon Y 

S300 SlQ 550 m SI,500 
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Value 

F'ature {,'r fl:arure,l'PO c.·lect Saver lIftCrs cumrreh~nsl\'e InllJor medicD ll11surancc (()f indlvidu(\l~ <'Iml the ir f:·lmilies 

• 	 ~2,OOO.OOO Iifellllle max imum b'nefit 

per memrer 

• 	 Inpatienl 1 1'1~ri,.1 1 henefits anJ 


prorcss ionai care 


• 	 Outpatient pmfessional care 

(includmg office vi~ i ts, X-ray~, !ah anJ 

JiagnoHic ~ervicc~) 

• 	 24-hOlIl, worldwi.le emergency Lare 

• 	 Wel l-child care (routine "hyslcal 

exam. and ueyd,'pmell1.ul a.ssessment; 

through age 7) 

• 	 lmmunization I)encfits (Lhrnugn age 7) 

• 	 Human organ and ti~sue Iran:rhmr 

henefits ($ 3l~O,OOO litcrnne maximum) 

• 	 Offiet: visit, and emergency room VISits 

~uhi ec t to JeJucrif,le ,mJ coinsuranLe 

Child-only coverage available 

• 	 HOffil' health carc, hospice and 

killed nursing faLility henefit::: 


(sllhject to limitations) 


• 	 Age banded fate' for chilJ only 

co\'cragc 

• 	 . ccc,~ lO one of the largest pro\' iJer 

networks in Lhe ,tate, BiueChllice 

• 	 Security of one of the must wIJely 

rCLoglli:cu insuratICt \:aru~-

Blue Cross and Blue hield of Texas 

• 	 Three tier pricing prcscriprion 

Jrug plan 

• 	 BlucCard prngram 

pro ~el<::ct S3Vt'r ab~) offers (If{, lrdahk, .tge-b;mdcd raLes [or chilJ-nnly coverage. Oth<::r health in ·ut,mcc <..arrkrs may requlre you 

or your spouse to pUrc.hdsc ~:overagc rll imurl' ylllir chiIJren Rur \\jLh PPO Select Sa 'Cr, prem iums for chilJ-nnly CI)\ ·crage are ha~eJ 

on the .tge d yom ~hild , n Jt wheilier )'011 purchase other c()"erage. 

For a complete dcscriptl!.)l1 llf benefits, Iimitari' ms, alld exdusion..'i, plcrI'ic refer 1< ) the Oudll1<:: of Covemgt..: included in this brochure . 

..fI -L 	 www.bcbstx.com 
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Select Saver Series IBenefit Highlights 

General Benefits 

Network Benefits 

• 	 PPO Select Saver pays 75% Jnd you pay 25<Y<1 of 
covered expenses after you meet your deductible. 

• NelWork providers will preauthorize your 
medical care. 

Out-oF-Network Benefits 

• 	 PPO ~e1ec( Saver pays 60% and you pay 40% or 
covered expenses after YOll meet your deduccible. 

• 	 You must preaurhorize ho. pital admissions and 
certain services. 

• Emergency room visit subjea to deduccible and • Emergency room VIsit subject to deductible and 
oinsurance - 75/25 coinsurance - 60/40 

.... 	 ~_ www.bcbstx.com 
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Concerning Your planNotices 

Befme reaJinO( [he Jescription of Y'0ur benefits, yOll shnulJ understand the temr 

uescribed hd(lw. 

Pre-existing Condition Limitation 

Benetits of this rbn are 11m ioIv;tilnhlc hlT carl' renJefed during tbe fiTh! 1 R months [\)l' 

Ll1ndiullOS l'xistmg within 18 months hefure the effcct!\e date of coverage. This exclusIOn 

dOl.':> n 'l apply to you if: 

• Y"u wen: cnntlnunu~ly covered fCIT an ng~'Teg,lte penod of 18 months under credimhk 

Ct)\'U'age it the previous cuverage wa~ in effell: up 10 ,1 J.lte not mure lh.m 6, Jay:, here re 

the effective datt' of your coverage IJnder this comraCl, cxcluJlng any wailing periuJs. 

If you do not have nggregtlte creJimhle CO\t.'ragc wtaling 11:\ mnnths, we will creJit rhe rime 

yOU were rreviou~ly c()vereJ unJer crediwhle <.:overage, if rhe prev ious coverage \Va.'; in effect 

;tL .lI1V liml' Juring [he lH Illnnrh, preceJing (a) the first ,lay coverage i, effective unde.r this 

contract, if there IS nor a waj(in~ period; or (b) the day you file a sub~1 :mlially complete 

aprltcflti()n for em crage, if there b n waiting periocl. 

Your Deductibles 

Each calendar year you must salisfy a deJlJCtihle befnre receiving ccnaill Iwnefirs IInder this 

1obey. After ymt hilve claims for covered ~ervices 111 a calendar year thaL .::xceed lhls deduct iblt 

nm0unt, "",lur henefits will begin. 

If you h:iVC famih coverage. emJ YI)\1I family has ~,-trI:,fieJ the family deductible amount, It 

will not be necessary for anyutle else in yOU! family to IlKd a deduLlihle ill rhat cakndar year. 

Thar i~, for the remdinJer of that calendar ycm. no other tamily members will he required III 

mel', the deJuc[ihl~' hdore receiving bendit"5. Nl more I hiln tj"" amount of rhe mJldJual 

deducl1ble can be applted to the fam. ily deductible by ,mY' une family member. 

Not all [he ' overed ~ervjces Je:crihed in this policy are suhjecl to 'OIJ[ deJuctible. 

• • i- www.bcbstx.com 
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Drug ProgramPrescription 

rn help m,mage increasing prescription drll~ cosr~, Blue Crus: and Rlue "hldJ of Texas' 

ph~lrmacy drug program cne. 'urage~ cosr-cffccti ve drug :;decr H 10 while o/tering finam.ial 

llexiHli[y 10 mernher... . 

B~ Il~il\g ~encric meJicatil1n' l)r drug~ III thc prdern:d br,ll1d-name drllg liM, YOII will he able 

to nhr lin dl(),e medications Ihat arc hi!:!" ljullity and C11, l effect in:. Rcnefits will be \\ ailah le 

for nearly all hmnJeJ preseriptitlll drug" \Vllh generic medi arilms ha\,lOg the lo~\Il'. (c('pay 

and Ilon-prt.ferred brand-namc JfI1~: having rhe hlghc~t C"P,IY. 

The Three-Tier Pharmacy Copay 

The rr(lgr:UIl include;, Ihree Ikrs (lfmcdicatl(ln~. 

Generic drugs - These arc rhe m~). t a((orddble drugs and (,Her members I he IllWC:t 

a\·all.lhle cIlpa'y. Genenc Jrug,' arc pharmaccutically and rherapclltlldlly cljuh'alent to 

hr,md-namc drugs. 

Preferred brond-nome drugs - You wtll £1.\), a sl ightly higher ell(lay \\ irl! preferreJ 

hrand-namc drugs than wilh genenc Jntg~, bur thiS rier consists of rhe V<l,t lI1ajority of 

high-l/ualif) hrandcJ Jnlgs on the mnrkcl. 

Non-preferred brond-nome drugs - The highest col'ay is rcqum:d when ~t'kcLing the 

nun-preferreJ hranJ-namc drug tier. TIlis I ier includes a ~m<111 numher 01 therapeul Ie Jnlg 

catl'g,)rics. N. m-preferrcd hrdlld-n::lnlc Jrllgs may nl)l offer clinical nr lllS I advantages over 

(II her drugs in the same Lherap 'uric (,;lregory. 

A It~t pI preferred brancl-n,lme drug~ I' 'l~.\i1able nn the Blue ern,s and B1ut' Shield or Texa~ 
\VeI. ~ite at ww\\.bcbstx.com/pharmacy . 

Prescription Drug Card Program 


Preseri plion Drugs 
 Calendar Year Maximum Benefill 

~---------+------------------~ 

AFTER Separate 

Oedu!lible of: 


S100 . Plan 1 
SI,500 iWrS200 . Plan II &III 
participantS300 . Plan IV &V 

S10 . Generic 

S50 . Preferred 

$65 Non·Preferred 


The three-tier 

pharmacy copay 

program retains 

the member's 

freedom of chOice 

because benefits 

will still be 

available for 

nearly all branded 

prescription drugs. 
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Care ServicesEmergency 

Emergency care 

I::mergcncy care 1m Iile-t1w:illening or severe medical condition., IS covered 24 hours a day. ~even. Jays H week. h)lh inside and 
flutsiJe your network service area . 

• 	 All treCiI I1lcnt received during dIe fH"t 4R hours foUl)\\ ing J. mcdic:11 emcrgenq will be ellgihle (or nctwllrk henC'fits. Aftl r 

48 hours, nNwork henchts will be lvallar-le ,)111'1 if y~HJ usc nenv,lrk proviJe!.). 

• A 	(0l'ilym<.:nt therl JedlH.. nhle and COinsurance will be required for frlc!lity·h.lrgcs (or each (llllpariellt" emer)!eno..:) won l visit, 

The c()payment will he wniveJ if you :lre dJmnrcd to the hn~plrall~'r rhe emergency cllnJillnn immcdintely (ollnwing the vi~ir. 

EII1l'rgenq care mC<lns !leah h care ~er\'iccs pro\'lded in ,1 hospital cmel1.{en 'j faciliry or comrRr>lhle facilil y ttt e\'altl:ttt~ anJ ~rabili:c 

medica l C(lnJlli,lIls n f CI recelll Ot15eL dlld ~c\'eriry, m~luJing hilt not limIted to severe pain, m~t wLluld lcad a prudent layper,,'!n, 

r,)sseSSIl1~ an averag..: knowlt'dj!l' of mediLmc ~mJ he.a lth, r,) hdleve that the per~,m's "onJiLil1n, " I ckm~s~, or Injury is of such a 

n.lture that j-;lIlure to gt'[ immedi~He medi cal Glre ""uld result in: 

• Pl'lcmg rhl:' ratlent's he:Jhh in serious .Ic\lparJv 	 • Seri,'us IInp:J.innent to hodily functions 

• 	 ....eri'lll· dys(undi"n ~)( any hnJ il ~ mgan lIr parr • ~eriou~ disfigurement 

• In the case lit a prcgnanL WOlTIfl!l, ,,:~now. JenparJy 

to I Itt.: hcnlth of tht' fetu" 

In the event of an emergency, you should do one of the following: 

• 	 If n.~.-lst'nab l v jl' lssille, (nma"l YOllr network l'nwlJer h",h)re gOLn),! t!, the hospiml emergency )t\\)Ill. 

·1 r tlnt rea~r)nahly pOSSible to com<1CI your nerw(xk rrovldtT. go tIl Ihe neare~l emergenq fa~ iltry, whether o r nOI: 

the iacility is iI nerwnrl.. prm'iJer 

• 	Contact your nelWl)fk rrovider "'irhm 48 hl1\JJ!:', or ,lS SlH)l1 ,J, n:;l~onahly posslhle, 

• I( hl,~pi(all:ari\ln b n~l.:ess()ry, the admiSSIOn must he :1uthuri:eJ \\ ithul twn working ,Ictys, ,lr ;1<; s()on a~ reasnl1ar- ly pOSSible. 

Remember: If an emergency occurs, call 911, your local ambulanl;e, or go to the o~arl!st emergency room. 

I Cov.e,red' I Net/~~ ,~..ik.· --  ,  Ou.t--of-N~.tl~o ' rk 
S e r V.I c e s Ben e fIt s ~ Ben e fit s 

. - - - - .----~~. -  -----=_. 

Emergency Care 
• Accidem & Medical 

Emergency wilhin 48 hours 
- r..l.Cility Charges 75% at Allowabk '\moum afrer Calendar-Year Deducrible 

- PhysiCian Ch.uges 75% or Allowable Amoun[ after Calendar-Year Deductible 

7,}% 01 Allu vahl· . ntl IlIIt: GOlll(, r \II WJbl Ant 1111 

hcr C.ill nJar-Yc-aJ"" 1 Jucdblc afrtr uld.tr-Ye r De luaible 

- Physician Ch.lrg " 

.." 	 L www~bcbstx.com 
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1nfonnationProvider 

BlueChoice PPO Provider Network Description 

The pro Sd~CI Solver fe~lfl1r<!~ the BlueChoicL network. tl!1~ of the lan~t.'~1 rre(err~·J Pm\'iJel 

Organizatilln (PPO) networks In the M,lte . The RlueCh!llcc nc[w(1[k ot cllnlraLlinjZ physi 

cians. speclaltsts. hospitals anJ other health care proviJer. h,1\'e ,lgrce,1 w reduce their fcc~ tor 

rr,) rlan ll1('mher" 

It's ~l good klea tn chuo,e :1 hC;1lth care provider iTl101 the network who call get [(1 know y\JU 

'mJ ynur II1cdk,t1 history Ly seeing J network rrovlder f(lr care , you will pay ll'SS, gel the 

plan's highl?s t level of benefits, rl'cei\'t' ['r(' \'enLi\'(' care, and h;~\'e your rrovider pre-authorize 

care and nIl' dHims t1l1 YPlll' I~hal(. 

Til ,ICCt~~~ dlt: RlueCh')lcc P['O llt'[\\,ork, gl) tlnline II) www.hch'IX,Cllt11 and ,elecr rnwlJer 

FinJe . pr cillI Lu,tonwr Sef\'icc at (888) 697-0683 tl,lt (ree, 

.." -.!- www.bcbstx.com 
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VS. Out-orNetwork BenefitsNetwork 
The nm<1LLllr of benefits pa id hy pro Selcl:r Sa 'cr coverage dept'nJ, on whether or nor YOll 

receive yt1l1f meJiLuJ (are throu~h the network. YOLL hilVC tbe ahdiry to hlloe, hut you pa~ 

le~s when you rc..:e ive L<ltc from (I network pwvider. 

Network 

Your network coverage begins. with your scleniun o( a BlueChoice network pf<)viJer. When 

Y{111 go 10 a BlueChoicc network provlJcr, you will: 

• Pay le~~ for care 

• R 'ceive thi , progro.m's highe. t Ievcl of henefits 

• H:lVC no claims to nle 

• Havc network proviJer' pte-authori:c care on YOUl bt:halt' 

Out-of-Network 

11 ' (lll prefer, Y)1I may chllose an~ pnwiJcr or h()spiral f~')r your care . If you ch use one nut 

parttclpating ill the BlueChoi e network, Ott will ' 

• R 'eei\ C ;1 1(1Wer level (hendi[~ 

• Pay a greater share 01' the costs 

• File y)tI[ lwn daim. 

• Be billed IiII' charge~ ,t\XlVC lh·, BeRSTX allowahle amoul1[ 

If you decide to go out-of-network or are not in a service area for medical care, 
you have two choices: 

• Use a ParPlan Lonl racted provider 

• Usc any licenseJ proviJer 

rarrlan contracteJ rr\1\'iJ~rs h.IVt! Hgrt:ed !() ,Kcepr the BCBSTX Jc[enn incd allowable 
~m(lLLn l dnJ/or negotiated rates tC)[ cO\'creJ ~erdces. Cll~1 ~ are more' preJiceahle, <inn; YOli 

will n r he tilled fN COM. maL exceeJ (he alkl\\'<lhle amoul1t . ParPbn prm iders may Ide 

Y(1ur cbims. and you will receive nut-of-network hen fit'>. 

If traveling, you 

may use the BlueCard 

program. Details on 

the next page. 

... ...!l.. www.bcbstx.com 
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ProgramBlueCard PPO 
Highlights of the BlueCard PPO Program 

Blue Cf()S~ ;mJ Blue Shield i, tllle of the most trustcO :md resp '\.teJ name, in rhe heCllth C;'lre henefit~ inJlIstTy, Thwugh lh~ 

Rlud..2rd Preferred Pr,wlJer Organi:mhm (PPO) program, BCR plans wllrk t'lgether to en.'lure our members can take .IJv<1!1t<lge 

t)f lh~r replItLltitm whenever neeJed aLmCl"t .1Ilvwherc ill rill:' UlliteJ Sta[e~. 

The BlucCard pro program linb )'pur pro network with nrher indl\'IJual RCBS nel wnrks across the c,1untrv to provIde V(\lI iKce<;~ 

(0 the hrgesL health care network in the nation. 

BIUl'C,ml ,tIs" glVC~ yllll the freedom to lise the Pfll\ iJer 01 ypur chuh..e, If your proviJer i~ in the BllleCar.1 PPO network, you 

n:ccwe network hen",fits for services aV;'lI l.lble through yuur plan, 

How 81ueCard PPO Works 

1) 	 Always CUrt}' your most current BllIl' eros, :mJ Rlue ShlelJ ('{ Texas ID curJ. 

2) 	\''(/hen ynu neeJ hefllth care. infont1Jrion aboll( the Blw.:l.._arJ rpo l,jogra1l1 IS nnly cJ phune call mvav. Ynll lIlay (lht<lin 

inll1llll:niotl regarding Blue Cross an.1 illul: ShidJ pro netwnrk rroviJers and bo"pita[., h~ calling BlueCarJ .Acces~ ar 

(800) 8tO-BLUE (2583), or Cu~tomer Sen lel':H (888) 697-0683 (iblt'd on the bad· of your ID o\r,l). 

) 	 CJlIlbe Rlue Cross :mJ Blue ShielJ plan phune numher \.111 your 10 GlrJ tm pre-H1Lhl1ri:anon pri,x to n.:celving care. excel' I 

III ,11 1eDlcrgel\C~', Refer in [he pre-aurhorLwtlon number, as it Jiner; {wm the BlueC8rJ Access numher. F,'r ellll'rgenC1es. call 

withm 48 hou!> tlllltl\\'ing your Lan.:-, Alrh"ugh network proviJcr~ otllside Tcx<l~ may pr(~-<Il1thom:e services (or YlJU, ir is \lllimard~ 

y,'ur resrllnsihililY [() ohtam pre-authorizarii1n. 

4) 	'\\'hen YOl! arrive al rhe , lllCwr's offiLt: (11 lHISrllal, present )'um 1[1 c;u.! ,Inc! the JIKr(l1 "r hO~Pltal wtll verity your meml'cr~hil' 

;mJ \.lwcrage infnrmatllln . 

S) 	After yuu receive meJicul arrenli"Il, ynur claim IS ruuteJ to ynur plan till pr,)cessillg All Joctms and ho.'>rirals are P<lIJ 

directly, re1ie\'tn.~ Y,IU of [he hassle anJ wnrry. mueC;-ml PfI)\ IJet:' have agreed tu Keepr the Blue Cr(l'~ :lnd Blue ~hlclJ 

I1ctwnrk's Ill"w;1bl~ ammmt ,lIlJ nnt bill yuu tor [he habm:e. 

6) 	YOll will pCly i,l[ n'1n-covered sen ice" ;IS well <1' J",ducLihlt:. copa't-ffi\'nt <lnJ ninslIrnnce ;.Jmoul1t . BIlle Crllss and Biue ShielJ 

otTexas will senJ ylIlI a clelaileJ t'xplananun of bencfirs. 

Advantages of 81ueCard PPO 

• FreeJ,lIn tL1 choose care pro\'iJers md h~ls! itab CdLh <lnd every tllne lOU need he;dth cart.: 

• Accl's<; to nne ,,1 rhe Idrgest Preferred Provider l)rgfUlL::<lt ion Ilerworb in the nation 

• 24-hour, worldwide coveragt' 

• PnwiJer~ pre-aulh, .rbe care and {ric dalll1" lin yllur hehalf 

• Security <If knnwing y\.lU h:t\'e ,'ne of the most rccogni3ed health care 10 C.I1Js 

, ... 	 J..Q. www.bcbstx.com 
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InformationPre-authorization 

About Pre-authorization 

Your pro Select S~wt:r plan n:qllir{'~ pr('-"urhori:<1tioll tor 

all Inl ariem ho"pltal uJmisSll)l)S, """ en~bll1l1sriLa l 

Slaw., extenJeJ Care ('xpenSt'S, home mlllSlon therar~ 

,JI)J nrg,lI1 ,lOd tisslIe transplants Pre-,1Ut!mri:all<lI' helps 
..n,ure thar y.,ur h lspmd stay IS ml' licillly neu:'sary 

::tnJ rcmCCh YUli frum UIIT1CCeSS<l1} pn1CcJlIIcs. 

How to Pre-authorize 

Tt. pre-aurhorIze, you, yflW I'hysidan, Ih' hospn:d 

or t.unily memher must c,lli the lull-tree numher 

II.sted on the h,ILk ,,1 yom ID .;arJ. A nurse 

will \"Irk \dtll tbe caller ttl cumplelt' the 

prc-,ltllh('\rization l'fI)Ct· s. It can U'>ually be 

raken care of with jllst l1n<" phone l...dl 

Points to Remember 

y, III are rcspl.lnSl\)le fill' prc-authori:at i(1n 

FJilure to pn:-.lIltb. 'ri~e vnur Lare hefnrc It IS 

;IJministereJ results in: 

• A ~250 rena1ry ';"r lI1-hn~pi[.ll 'lays 

• A 50% rl'l1<llty (up l O $5l)O ) tor cXlt:nJcd 

care ami home infll'iioll lher,lp), serv ice, 

• Yllnr claim mav he JcnicJ it' it i, Jelernlll1ed 

r,l h.. IIIt:dirJllr unnecc",aI)' 

In an Emergency 

\V1K'n II meJi'::I1 emt'll,!CI1CV • lCcur: , there is seldom 

rillle tl' pr~~-<1l1thl'rb: u hospital admissi.lO. Be ,life 

ro have Sl\l11c.~nt: .111 tIl allrh"rt:~ your ~ray wlthlll 

1\\ U d.IYs after YliU are aJmilll·ll. I're-,lIJrllOri;al inn 

c~lb III"Je rlfrt:r hU~ll\e~~ hllllrs are rCCI)rdcJ .mLl 

rl'IUn1t:J the next hLJs i l1~sS day . 

To pre-authorize, 

call toll free: 

(800) 441-9188 

(972) 783-4475 

in Dallas 

8 a.m. to 8 p.m. a 
Monday through Friday 

• " II www.bcbstx.com 
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General InformationMaking Changes 
The (allowing ch;mges ro your coverage sholl ld be reported to Bi lle Cross and BLue Shield of 

TexCl!; hi rrovidin~ rht;: new infonllarion on CI MI,cdlaneolls Change Fmm: 

Adding Dependents 

Evidence of insurahi lity is reqUireJ, except for newborn~, hy suhmitting it completed 

Miscell,lOeous Cbange Form. If iJpproved , coverage WIl! he effective on the first day of 

rhe next cOlltract month f( lluwing unJerwriting apprlwdl. 

• 	Newborns - No eVIdence of mSlIrahiltry I' requIred if a cmge is appltcd tor \vithin 3l days 

of the child\ hinh, The child will e aJdcJ 1<1 your I' )Iicy cH '([iv!! on the I:hilJ \ Jare of 

birth anJ premiums will accrue from that date. 

G Court-mandated Dependents - COl lrt-mcmJared coverage may he adJeJ for all digiblt;: 

Jepcndl:nt to <In existing pulicy upon submis~ion (If a Miscellaneous Change Fom1 an,1 a 

COry of the legal dm.:ument m;md:-tring coverage. Allhough e li gible couri-mandatc;d 

depel1llents are guarameed coverage , the coverage may he iS~(leJ wirh conJition riders. 

Coverage begins on the effective date of the court order if all reLluired documental Ion is 

rcceiv..:d wirhin 31 Jays fllllc)wing the date of rhe coLIn order If all LIllcumemalion is nO[ 

rece iveJ within 31 Jays, the dependenr IS suhJcct In mcdicalunderwriring approval. 

Deleting Dependents 

N()l ice of dr\'rring a depenJem mu~t he: ~ubmittcd using the Mi~cel1ane()u:) Change Form or 

by reqlll:,t: in \Hil il1g l.n by rhone. Tlw depenJt:nt will he CClllCciul etfecri\'e the first Jay of the 

next comract month fotlowinl:: receipe. 

Changing Information 

• 	Name Changes - Name change., must be slIhmicted in \Hiring ,mJ give a rea!;ol\ fm ,he 

changt: (i.e. marriage , divorce) . Change i~ immedtaw. (f you pay your premiums by Lh\: b,lOk 

draft rnt;:thod of raymem, a new bLink dmtr 3t1thorizar iol\ form should be mcludeJ with lhe 
requt'st for <J name changl: . 

• Address Change - A ch.mge.: in address mel)' reslilt in a change in premtIJU1. AJJre~~ 
chLlnge~ call be ~ubmilLed in writing nr may Ix: taken l lwr r1w telephone. It the <Jddres~ 

change results In <J premium change, £111:' new pretllllllll wtll be rd1('ued on the neXl 

rremillm Jate 'ifmemenT. 

Changing Coverage 

• Changing Deductible You may change the deduLtible 'n your plan ·it ,my lime, hut I..hangc, 

hecome effective on the firsr of the comrdd m,)nrh 1;)Il'lwin~ unJerwming <Jppnw<ll. TIle new 

Jeductible Will PC applied to all chlims uJClIITed on IIf rtfler rhe d(cc.tive dare lit rh . lh:mge. You 

can In TCi:lse your deducrihle \~ithollt cyidence ot insurability. A decrea~e , howe\'er, will requtre 

meJlcHllimlennitil1g rmd ilrprnval !ly BCBSTX All rcqucsb I1Il1~r he in writing. 

... 	 Q 

Notice of Ten~day Right 
to Examine ConlTads 

Within ten days after 
its delivery to the 
Subscriber, the Contract 
may be surrendered 
by delivering or mailing 
it to the Carrier's 
Administrative Office, 
Branch Office or Agent 
through whom it was 
purchased, Upon such 
surrender, any premiums 
paid will be returned. 
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Making Changes continued 


• 	Canceling Coverage - Cancellation requests may be made In wntlng or hy phone. 

Coveral(e, including al l dependen r: CllVer.lge, tenninarcs on I he lasl day of the contracr 

l1Ionth ill vhich the written requesl is received by Blue Cross and Blue Shield of Texas. 

If optional dental coverage had been 'dected, the dental coverage wd! al,() cancd at I be 

same ime. 

For proper identificarion and prompt handling nf a reqlll:.';red ch:ln~e, please he surl;! tll provide 

your ctlmpl<:rl' nmnt·, unique idcntLfiGltion nUll1her ,md the group or p(lllcy nllmber as iL appears 

on your Bille Cross and Blue hicld of Texa. health JD carJ 

Other Coverage Changes 

• 	Divorce If you hecome divorced .mJ YOllr bmily b covereJ unJer thi, p'llky, your cm'ered 

SpOll~C is 'nlitleJ 10 ha\' issued ro him or her, without Evidence ot lnsurabiliry, and WIthin 

30 days followrng the entry of the divurce Jecree, ,15 long a~ rhere ha~ been no lapse in 

coverage, a new policy llt ,he ~al1le IYre. Your Jerendenr hildren may eilher contll111C 

cover~ge w1der your poliCY, become covered under your Sr()use'~ new polic)' or change ro 

separate indi\' iJu<l1 cuver,lge policies. An" [1rc-cxi~tillg condition wal[ing perioJ ,1Pplicable 

to the new polic" (ies) shall he considered as heing met LO the extent rhat such waiting 

period W,IS satisfieJ under this (lolicy. A -:ol1linuation of Cuverage Applic<lrilln mu..~( be 

cOl1lpleteJ fllr each n(:'w (lolicy. 

o In the event of your death In the evenl of your Jealh, your cl)vered spo Ise is entitled m 

h:we i:sueJ 10 him or her, without EviJcnce ,I( Insurahtliry, a new policy of the ~ame type. 

A COl1linuaLion ot Covernge Application for such (lolicy must he made w(thm 60 Jay., of 

lhe Jate (,f Jeath In rhe event y )ur "pC)u',<~ dects imlivicllJ;~1 C(l\'crage and (here are alo 

dercnJcnt children overeJ U11cler this pnltcy, .hose depenJem children are entlded to have 

Issued to each of them, separate mdividll<11 -:\lverage pollcie~, Wltlwul Evidence of In'illrabllil) 

A .,eparale Continuarion nf 'o\'..:rage Application for such pnlicie_5 must hI.: mad· wirhin 

60 Jays of the date ot' your death . Any pre-existing conJltion waitmg penuJ arrllC<lble to 

the new 1'()li<-"'Y(ie~) shall be LOn~iJered as hClllg met [" the e,lenr that such waiting reri,,~1 

was satisfied under I hiS polil y. 

• 	Loss of eligibility of dependent children When (I (Overed JepenJem t.hdd become 

ineligible h')r coverage under this policy (Jue to rcaching the limiting age or marriage) he 

n[ she may change ro a scpar.llC individual «()veragt-' policy ()f rhe snnll.: ryp<: IIr with le~ser 

hcnef'irs. EviJel\u: l)f In~urahill[Y \ViII nDt he required ::mJ any pre-exi ting Lomlilion wail mg 

periud applicable to the new policy shall be consldereJ as being met to the extent that wch 

wHLling perioJ WH~ ' otisflt:J under chi policy. A C,nrirHl<lti.1n p(Cnn:rage Applic,ltion for 

this changt' must he ll1<1de wlthin '0 Jays of I-he Jate nt reaching the Illniting age or 

mJrriagc. If the former der..:ndenr chtld elecr~ ro dpplv f( r ,ltl inJlvi.lu:l1 covcr::Ij:(e p()liq 

wilh greHler hel1efirs, Evidcnce ot Insurability amI a new rtpplic:1l1nn will he requireJ. 
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Payment of premiums 

1) 	 Prem illms ,Ire due and r~ayahlt: on the due Jarc, which l, uepcndcllI "ron the ml'thoJ 

of payrncm , c1I.'Lled, 

2) 	The lI1llilll [1rI,:miulll i~l!' md!\ Idual c\1\'era.~t' i~ h,lsed (111 the plan YIlU SdCCl, Zlr code <lnJ 

your age ~It the tlme yllur ~()\'crage begin~, The in it t:lL prcmiul1l fllr (amll" coverage I~ h'l~eJ 

on dl\~ r \.1l1 you ~clect, ZIP codc, ',ge, your spollse's ,Igt! and any el igihle dependent children 

at tht! lImt' ~Il\'eragl. i~ ;l rr1led (or, 

3) 	 Bille Crvs, LmJ Blue Shield 1)1 Tcxn~ may eL,hlish <I new premlllm t()f ,my of the hellefir~ (.If 

rhl~ pnliq 1111 an\ 1)1 lhl' follll\\lll).{ dales or OCCurr"l1ce~: 

0) 	Llny premium due daLe, prnvided Rlue Cr,'s~ ,mJ Blue Shie ld ot T",':I~ not iltes you 

" f d1l: 111.'\\ premium ;!muune <It least 30 days in 'ld\ fmCl.' llf'ill 'h premium due (btl.' ; 

bl 	 "henevt!r you or VUUI' Sp')llSe ,llldin ,\11 age which reslills in a chal1[!e 


in lite premi11m ;l ml..llnt due for I hal ,lge categor" ,)( coverage; 


c) 	 wl1l:ncver the tIllmner nf persons ~r1\,t!reJ undl'f [hi~ rn[ky b chullgeJ; 

d) 	 Whell(;\'er 1"'U Ill! '\'e ')Juur res idence fr,l!lI ,)nt: gl~~'graphic'l l rarint; l-Irca [() anl)rhcr. 

4) 	 If 'y'l1l1 fad (0 ray I'remlllllh tIl Blue Crnss .mJ Blue ShlelJ of Texas within 31 ,,;~) ~ ,If rhe 

prt'lllium due dat(', thiS policy will uUlumallcally lenninme Reneflfs will nm be rm\'iJed 

tor expense:. Incurred J'lring th i~ 11·Jay grace PCriOc1l1f thereafter lIllle'~ Ihe r em ium, 

~ tn· pakl wLthm this period, 

Reinstatement 

If ~ll1Y premium i. ntH ["lid \\ 'i thin rhe time I.lranted you {ur paymem, d :illhsequcnl accept:lllcc 

o( premllllll hv Bille Crn~, allJ Blut: ~hidJ (.If Tl:X,1S or by an i' agent duly authon:cd hy rHU!..' 

Cros~ ;lI1J BIlle "hlcld ufTexa, to accepL slich pr 'millm, withuut TI:~Jldrim! a nUl' applkminI) 

in Cllnnectinll With Lhl: rr~'miullI pay'llIenl, shall rcinslJtc lhl:: plllicy, The relllsrared p • .IItI..Y 

"hall c,wer l~nly lu~~ resulung from slIch acc idl.,ntal injury.lS may h~ MlstaincJ .tfrel tilt' d,ltl.' (\\ 

rcinstatt'ment and l,,~~ dlle tIl ~tlLh illne.": as may begin Ill< 're [h,m [t'n dap ;I(rt'r ,Ul:h (bre, In 
ill\ nth~r re peets you will ha\'':: rill' ~,mle flgbts as )"Il had under the polICY imIl1l'Jiardy hdllre 

t he Jill: .I,Itt: 1)( r1w dl'f~lu1t<,J ['ft.:mllll1l, suhjecL tl' .my I'ft\\j~jnns ~'lldllrs..:J :'nd at [acheJ h"fet(1 

in (nnneclinn \\ilh rcm:taremenr, .Any l'rellllll!D accepted in cllnneLtioll wirh rt reinsraTement 

~hdll he applied tu ,\ perilKl t~l\' which premium IMs 11l1t h(:en pre\ l()usiV paid, hUl not tlJ :my 

pcri()d 111\)(<: than 00 days prior to the date of n:instatemenr. 

Certificate of Credible Coverage 

Urnn tenl1ll13tWI1 of your cllller.tge unde r rhi~ POliCY, you wdl he issueJ ~ I Ccrl itkmt' \If 
Cr..:Jtt<1hie e(l\' 'ragl' You tn~ly rt!que~t a Certificate llf Crcditahlt: C(\\'erage withm 24 montb" 

(Jf teruunation of YOllr or yom dCJ:.'emlelll', (if arrtlcahle) coverage under 1hi,' ('!lli y, 
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NoticePrivacy 

Confidentiality And Security 

Blue Cross ~I!lJ Blul' ,'hielJ pfTex(J~ ha, ~rnet rulic ics 

mJ prl)LC'dur6 to rroteet till' UlIltlJclltialil y pf rersnn<ll 

int~'rmJri(ln . We abo maimain physIcal, electronic. 

ancl rroccdural sategllarJs H' l'l'otCLI pcrsonal J.lt.! 
(rl1m UI1,llIlhl)ri; cJ BCCCSS 1nJ un,lIllkipnleJ [hn.>.It· 

or ha::.u Is. 

Information That May Be Collected 

Inf(lrm~ltIon is pnwlJcd by you on applkurt, illS, 

c!aim~ .!nJ "Iher fprl1l~. We also have rcrsl1nal 

IIlfllrmatiPrl (r<llll ynllf t ran,.K rl<ln~ wit hils. "ucI\ 

as informal ion about ynur r"ltcie~ I'remium~ 

.md claim~ . Thi ' intnnnalioll may come by 
ldcrhone, 111 \\ ri li llg nr rhrough C\ L,.mrutcr. 

III aJditllHl \\'~ Tllay rccelVl' int~)rmali(lll frollll 

your lwalth car... rr.wiJer , Ihrl,ugh dH: c.:nurse 

,.f l\IJna;.!in~ in~lIrancc ( nll1~,JCli{)n-; or {rllrn ,.Iur 

atfili lIe<; Ilr nther.,. e.g" t1hllranc.:e aJmirll~Lr'H'1rs, 

Lonsulrams. dC .• which 1l1,1~ be JIlin!.: Wllrk t~lr 

BIlle Crus, IIII I RIUt: ShIeld of Texas, 

Independent Insurance Agents 

1111: inJercnJcrt( irhllran.:< :1!;cl1r~ ;luthnnzed tv 

ell Bille Cru;,s and Rlue Shidd IlfT;·xa.> pr. llltllts 

<lnJ the- pfilJlIltS \l( nul' Jmlt'lte.~ arc not employces. 

Bceau~e they h~I\'e a Jlll4llC l'usin\.'s~ rd~ltitm,hir 

wlrh YIlU, t 1IC\ Il\;'lY ha\'c adJ llinlul persollal 

Information'lh(lul yllll .lIld/,,\, yllllr ramil) mcmbl"\'s 

l!tat lIe d" not have. Yuur agent may h.l\'l;' aeLt' ·, 

to inl~mll,ltinn ncel.kJ t(, I nwkk ~ervice to yuu. 

H<I\\'I:\'er, as a husine~s assoc i,lIe III' Bille Crll~" .111.1 

BIlle Shlckl (lfTcxa~. your ;Igcnr IS subject to the ,;lIne 

priV;)cy laws thal I{!lV~'rn II~, 

Your private records ond 

those of your covered 

family members are safe 

with Blue Cross and 

Blue Shield of Texas. 

The company has a 

longstanding policy 

that maintains the 

confidentiality of the 

personal data necessary 

to administer insurance 

and to proVide service. 

As you know, many 

companies sell the names 

of customers to others. 

We at Blue Cross and 

Blue Shield of Texas and 

our affjliates do not sell 

or rent your name or 

your records to any 

other organization or 

business concern. 
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We May DiscloseInformation 

Rlue Cross and Rlue Shield of TeXcls regards a ll pefsona l int0rmat iuI1 as (nfidential. Wc will 

not disclose your pe-r-ort<l l inf()fmati~ln unless we are alklwed or rcquired by law Lo mak ' the 

disclosu re , or if yelU tell us we can. These disclosures art' g'nera lly maJe to our <lffiliates, 

aJminl~tratQrs, c(lnsultant -, and regulatory or gm.-emmenml authori l ie~ . \Ve may also Jisclo~e 

infonmttiun as necessary [0 adminjster you r he<1ltll pl,m, pay claims Jnd\ as necessary, effect' 

lr,\nsactions in tile oTdmal) COUfse of our bus mess. Ollr affil iales are sllhject to the same 

POitClcS regarding privacy o r ur infonllalion as we are. 

Blue Cro,;s and Bille ' hielJ ofTexJ ' Sllmerimes works with ou[.side fimls tel help with ~ervices 

and marketing, As pcrmineJ by h~w, the~e finns may use CtTtain iJemifying and non-medical 

information . It i5 OUT policy to requirt' Qurstde firms to make'l written pledge to maintam the 

confidentiality of lhe persona! intnnna[ion and abidl: by all appl ic<lble pr ivacy laws. Thew 

firm. are prohihlt~J from using or JI closing personal m fonllation fl)r any plIrpo;;e other than 

the w<1rk r-hey are pClimming, <11' a~ required by law. 

Important Notice to Persons on Medicare - This Insurance Duplicates some 
Medicare Benefits 

This is not Medicare Supplement Insurance 

ThIS insurance provides lill1ited benefits il you meer the C IOditlons lisled in the policy, 

\[ d()c~ \1<Jt pay fnr your MedIcare deducr iblc~ or coinsur;:}ncc and is not a ~Uhst1llne for 

Medicure Supplement Insurance 

Thi~ insur,lJ). -c Juplicare~ Medicare benetils wh<'11 ir pay: rhe hen~fits 'laId m the polt.:y ~md 

coverage f\lr the santc CV~nL i.'i provided hy Medicare. MedIcare pays cxten~lve henL'fit~ rllr 

medlcLilly necessary services rcgardle's PI' rhe rea. on you nn~J them. Medlcarc gene rally p<'lys 

(or mllst Ill' aIL I)f (h~se expenses : 

• Hospirali:ation 

• Phyician services 

" HospICe 

• l)rhe r approved item" and sctyices 

Check the coverage In all 11cill[h insunlllcc pol iCies you tlrcaJy have. 

Before you buy this 

insurance 

For help in 

understanding your 

health insurance, 

contact your state 

insurance department 

or state senior 

insurance counsel ing 

program. 
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BlueCross BJueShield 
of Texas 

"IPAA NOTICE OF PRIVACY PRACTICES 


THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT 

YOU MAYBE USED AND DISCLOSED AND HOW YOU CAN GET 


ACCESS TO THIS INFORMATION. 


PLEASE REVIEW IT CAREFULLY. 


Our J{esponsibilities 

We nre reqUired by applicable federal am.l state 
lu\\· to m,tintam th.: pnvacy of your protected health 
infonnation. "Protected health m~onnation (PHI) is 
informatIOn about you , including Llcmogra£lhic 
IIlfOmmtlon. that may identify you and that relates to 
your past, present or future physical or mental hcalth 
or conditioll ,lIld related health care services. We arc 
also requircd to gil"c you thi ~ nutJce <I bout Ollr 

pnvacy pra tices. (IUr legal uulies. aUlI YOlLr righl~ 

concerning your PHI. We must fullo\\ thl: privacy 
pracliccs that are tlescrihed in thIS notice while it is in 

l1-':ct. This notice take!. effect Non:mb.:r 10, 2008 
and \\ ill remain in effect until we replace it. 

We re~\!f\e the right to change our privacy 
practices unu the tenns of this notic.: at any lime, 
pro\'ldcd such changes art' pennitteu by applicable 
law. We reserve the nght to make the change~ in our 
privacy practices and Lhc new renns of OLlr notice 
dIeeti,e for all PHl that we mlllOtain, mcludmg PHI 
we crcateu or recci\ed hefore we made the changes . 
Betore we make a significant ,hangc in our privacy 
practices, wc "'Ill change this notice and mak.: the 
new notice avai\abk upon rcqucst. 

For more inlom1atillll about our pri\ acy 
practices, or tor additional copIes of this nOLice. 
please contact us using the mfomlalion listed .u the 
end orlbis notice. 

Use' and Disclosure of Protected Health Information 

We usc dllU tll ' do~e PHI about you tor 
treatment. payment. and health care opcrutions. 
Following are examples ot the types of uses anu 
disclosures that we ar.: pemlitted to make 

Treatment: We may use Of di~close your PHI 
to a physiwm or other health care prm idcr providing 
lreaUll "nt to you. We mflY use or dIsclose your PH! 
Lo a health care pruviuer so Lhat wc ean make pnor 
Juthonzalion deCIsions undel yuur benefit plull. 

Payment: We may uSe amI disclose your PHI 
to make henelit payments for the health care services 
provl(.kd to you . We may disclose yoW' PIlI to 
another health plan, III a health care provider, or 
other entity suhJect to the fcd.:ral PrIvacy Rules fOJ 

their payment purpo~es Payment acti vii ICS may 
mclude processing claims. dctemlimng eligibility or 
coverage for "'aLm., IS -umg prerulwn billings, 
reviewing sen i,es for lll<!dical necessIty. and 
perfonnmg ulilization review of dail11~. 

Health Care Operalions: We may lise and 
dIsclose your PHI In connection \\ itll QUI' health cure 
operaLJons. I Le.ulth care operallol1<; illclude the 

.-1 Di\'i .\"iUIJ or /I(llltlh C~/rt,l )(,I TI l"( "" 

business liUlctions conducteu by a health insurer. 
These activitIes may include providing customer 
~ef\' ice~, re~ponding to complaints and appeals from 
member:;, providing cast' management and care 
coordination WIder the bene1it plans, conducting 
medical rc\ iew of claims and other qualllY 
as~essment and Improvement activities. eslahlishing 
premium rates tmd unuerwriting niles. fn certain 
instances. we may also proviue PH! to the plan 
spunsor of a gmup health plan. We Dlay also in our 
health care operation~ disclose PHI to business 
aSSoclates l 

\\ ith whom we have wnltcn agreements 
cOlllaining tenn" to protecllhc privacy of your PHl. 

I A "b\1sines, lIs.'ocia!c" is a p.:rsllll or .:ntiry who perform, 
or assists Blue (ros; Blu.: Shidd of Tc:>.as WIth an actl\"tly 
Involving the U5C or di,doslIn: ,If mc!di~ al information Ihul 
is protected ullllr.:r Ihe Privacy Rul.:s . 

r/ ,oralioll U .\Iawal L('~'Jal Re.'if"n'c ( ompalll ' 

.111 {ndt-'/)f.'lld.. III I.,cemet' (?/ lilt, 8111(' ( ras \ i /lld 81m' Shit!Jd A .\'S(){'lf1fioJt 
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We may disclose your PHI to anolher entity lhat 
is SlIblcct to the federal Privacy Rules ~nd that has a 
relationship vilh you for Its health care opel1ltions 
relating to quulity asses~ment Hnd improvement 
a~livlties. reviewing the cOlllpetencC' or qualiDl:ations 
of health care profes. ionab . case managemet1l and 
care coordimltlOn, or detecting or preventmg healtll 
care fraud ,md abuse. 

.Joint Operations: We may use amI ~Iisclo. e 
your PHI connected with a group health plan 
maintained. by your plan spon:;or with one or more 
other group health rlUll~ maintained hy the :;ame plan 
sronsor, in order to carry out the payment and heallb 
care operatilln~ of ~uch an organized health care 
arrungement. 

On Your Authorization: YllU may gi\c u~ 
wrillen authori7atlOn to use your PHlm to Jisc!llse it 
to another person and for the purpose you designate. 
If yuu give us an authonzatlOn. VOli may withdraw it 
in writillg at ,my time . Your withdrawal v. ill not 
affect any lise or disdosures pemlilled by your 
authorizallUn while 11 wa.s ill effect. Lnles. you give 
llS 0 written aLlthorizallon. we cannot usc or disclose 
your PHI for any reason except dIOse described In 

tim. notice. 

We will m,1k<: disclosures of allY psychoLherapj 
nlltes we may have only if you provide u~ witl1 a 
:reci lic wnllen authorization or wh':l1 dIsclosure is 
requlled by law. 

Personal Representatives: We will disclose 
your PH r ttl your persomli represenlallve when the 
personal representative has been properly de~lgnalcd 
by you and the existence of yom personal 
representalh e IS documenlt:J to us 10 wriling throug.h 
a written aULhorization. 

Disaster Relief: We may use or disclose your 
PHI to a public or private entity authOrized by low or 
by its charter to assist in uisaster relict efforts 

lIeallh Related Services: We may use your 
Pili to contact you with intonnmioll ahout hcalth
rdated benetits and services or about treatment 
alternatives tllllt may he o! intere~t to you. We may 
disclose your Pill to a business a.~sociiltc 10 assist LIS 

III these acti'-1ties. We may use or disclose YOUl PHI 
to encourage OLI to purchase or use a product or 
service hy face-to-face comrnwlicallOI1 or to pro\ Ide 
you with promotIOnal gilh. 

Public Benefit: We may lL~e or disclose your 
PIli as autllorized by law for the following purposes 
deemed to be in the public interest or benefit: 

• 	 as required by law: 
• 	 for public heallh actiVities, includi.ng disease and 

vita.l stallsllc rerol"ting, child ahu. e reportll1g, 
certain Food anu Drug Administration (fDA) 
overSight purposes wllh respect to an fDA
regulated product or activity. and (0 employers 
regardmg work-related Illness or injury required 
under the OCclipritiollt11 Safety and Health Act 
(OSIIA) or lltlll.·r. imilar laws; 

• 	 to report auul! abuse, neglect, ur domestic 
VIOlence; 

• 	 to health oversight t1gem;les; 
• 	 in response ttl our! and administrative order!' 

ont.! other lawful processes; 
• 	 to law enforcement ollicials pursu,un to 

subpoenas and other lawful processes, 
concerni.ng t:riOle vi,tiIllS, suspicious dealils 
uime.' on our premises. reporting crimes in 
o!lllergencles. amI for purposes ot it.!entitying or 
locating a suspect or other person: 

• 	 to 3wrt a ~erlllUS Lhreat to health or safety; 
• 	 to the milil'lI)' and to ledeT'll ()fficitlls for lawful 

IIltelligt'nce c()unterintell igcnce. and nat ional 
security actlvltie~ ; 

• 	 10 c(lmxtionul IIlsrittitions regarding inmates; 
anu 

c 	 as authOrized by ant.! tu the extent necessary to 
comply wlill state worker's compensatlOll laws . 

We will make disclosures lor the tollO\"ing puhlil: 
interest purposes, only If you rrovide liS with a 
written authorization or \\ hen disclosure IS required 
by law 

• 	 to coroners, medical cxanliners. and fun em I 
directors; 

• 	 tn all organ procurement orgalli.t.alion; and 

• 	 in C\11ll1ectillll with l:crtain rcscnrch 'Icri\ ities. 

Use and Disclosure of Ce-rtain Types of Medical 
Information: For cenain types of PHI we may be 
required to protect your privacy in ways more strict 
than we have discusseJ in this notice We must ubidc 
by the following rules for our usc or <.Iisclosure llf 
certain lypes llL your PITI. 

HIV T(!~t Rt'm{r~. We ma} nol disclose the 
result oj" any ITTV test unless required by law or 
the disclosure IS to you. your personal 
representative, a physician or other person who 
ordered the test. or a health care worker who has 
a legitimate need ttl know the results of the test 
for safety purposes: or pW'suant to an 
authorization signed by you providlllg liS 

pemlission to disclose til till insur.ance medical 

A Dit';\'imr oj"}{"ldth CUI'I' Serdct::. Cm1J{)t'dlltM, /l \,flliliat r.A~g,,1 Rf'\CI'Wl CumpaJuJ 
an IIjJlpl!lIl{"nll.in·n~·t!'" I" tilt' RIUE" ere', Y ('}1I<1 B'/J~ Shield Asto(' iati,JIT 
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information exchange. a reinsurer. or 10 Ollr 
attOl11cys. 

• 	 Genetit [1I(imIlCltioll It' any genet ie test 
info1111ation is induded III claims or reeon.ls we 
receive, we may not use or disclose your genctic 
intormation unless the use or di ·c lo~;un.: IS 

authorized by law r you provide us \ ith written 
pennission to disclose such intormation. 

S/a/II. as Vi( /illl of Fllmi/)' l 'io/l?lIce. V./e may 
110[ dJsclose yom status as a victim of family 
violence unles:i the disclosllre is to von: to a 
physician or health care provider for the 
pro ision of" health care sel> ices: to a lil'ettsed 
phys ician designated by you; as requlIcd by law 
or pmsuant to an order or the T .xas Insurance 
Commissil1ncr or a coun order; to our attorneys: 
or when necessary for our payment and health 
care operations if to a reinsurer. " pal1y to II sale 
of all or part ot om btl~ iness or to medical and 
claims personnel we contract With, providlllg we 
cannot without undue 11<Irdship first segregate the 
medical inlomlatinn in a way th~t does nnt 
disclose YOlii status as a victim ()[ family 
violenc..:. 

• 	 Mellla/ Health Info rmation We may not 
disclose your mental hc"dth infonnatil1n except 
fllr the same purposes for which we recei\ ed the 
information or as may be required by law. 

• 	 CIifJ/idel/liul COII/mllllica/ialrs jrnm a Physician. 
We may nllt disclose ronfidenlial infornull10n 
about you that we receivc rrom a rhy~ieian for 
any purpose otiler than for which we received 
Lhe infomlation or as may be required by la\\'. 

J\lcdieal rlljomwlioN We Receil'e While 
f'er(orl11l17g U/ilization Review If we collect ('r 
receive your medical m f01111at ion whIle 
perfl1nning utili:l.!ltion review activities, we may 
not UI5Cio. e that infornlation unless the 
disclosure is required by law or to an individual 
or entity that we have contrac ted with to aide us 
in perfll1TIllllg ut 11 iwt ion review . 

Individual rughts 

You may cnnlllcl us using the infonnation at the 
end of thi~ notice to obtnm the forms de~cnbed !Jere. 
explanations on how to submLl a request or other 
additional infonnaliO[l. 

Access: You have the right. with ill1l1ted 
exceptions. to look at or get rurie~ of your P111 
contained 111 a Jesignatcd r.:cord set A '\.I.:signateu 
record set" contains recorJs ,;vc maintain SUl:h as 
enrollment, claJm processing. and case management 
r<:curds. You may reque t that W pro\ idt: copies in 0 
turmat other thun photocupies . VI'e will use tht: 
format you request unless wc cannnt practirably do 
so, YOll must make a request in writing to Ilhtail1 
access to our PHI and may obt:lin a request form 
from u· [f we deny your rt:LJueSI we Will provide 
you a written cxplanaLil11l and will tell you if the 
reasons for the dental can be reviewed and how to 
ask for such a review or If the denial connut be 
reviewed. 

Disclosure .\.ccounting: VOli have the right to 
reeei\e a list o[ instances fnr the 6-y\!ar period. but 
nut bclore Apn I I-t 2003 In wh ich \\ e \lr OUT 
business associates dlsdose<.l your PHI ['ur purposes, 
other than treatment, payment. heallh care opcn.ttions. 
or as authori7cd by yO\l, and fin certain olher 
activitics, If you rCljm!sl thi' accollntin~ mure than 

once in it 12-month period, we may charge you a 
reasonabk. cost-based fee for responding to these 
addilional request~ We will prO\ ide you v. ith more 
infonnation on our ree structure at your request. 

Restriction: VOIl h:lve the nght to request that 
we place additional restrictions on OUf use or 
dl~dosure of your PIn We arc not required to agree 
to these additional restlictions, but if WI! do, we will 
abide by our agreemcnt (except in all emergency) 
Any agreement we Ulay mllke to a request for 
additional restrictiollS must be in writing signed by a 
person authl)rizcd to make sud! an agreement nn our 
behalf. We will 110t be bound unless our agreement 
i~ in writing. 

Conndentilll Communication: You have Ihe 
righ t to request that we comlllunicate with you about 
youI' PH] by alternative means OJ' to alternative 
lllcations. You must. mako: your request 111 writing. 
Thl" right only applies if tht' information could 
endanger you If it is not commul1lcaled by the 
alternatIve means or (0 the allernatiVt' location you 
want. You III not have It.) .:xpJa\l1 the b<lsis for your 

. j !lit ill!1l' "r/h',lith (',11, 'l'I'nr,' ('''/ I<)l'w)('n. II I/lltll(l/ LotS'" H,'suI" COfllfl,ml' 
Illllmicj.lI'lId.'nl LirTItS('( ' ~jf fIll, Htru' (",.os ... and 81th' 'Y/J;("ld 'h,~Qci(llj()1I 
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request. bllt y()U must state that the information could 
endanger you i f the comJDunication means or 
location is no t changed. We mllst acconunodate your 
request If It I~ reasonable, specilies the alterna tive 
mean ' or location, and pro\ ides satisfactory 
explullation huw payments lNili be hundled tmder the 
a l tcrnal1ve means or location you request. 

Amendment: You have tlu: right, with limited 
exceptions, W request that we amend yom PIli . 
Your request must be in writing, and it must explain 
why the infonnatlon should be amended. We may 
deny your request i f we did not create tht: 
infonlJalion you want amended and the originator 
remains availabl.: or fQr c.:rtain other reasons. If we 
deny your request, we 

wi ll provide you 11 written explanation . You may 
respond \\ ilh a statement of disagreement to bc 
attached to the infilrmalion you wanted amcnd.:d. Ir 
we accept yow' request to amend the mfonnation. we 
will make reasonable efforts tu inrornl others. 
including people you name, oflhe amendment alld [0 

include the changes III any future disclo ures of that 
information . 

Right to Receive II Copy of the Notice: YOll 

may reqllesl a copy or our notice at any tllllC by 
contacting Ihe Privacy Office or by using our 
website, www.bcbsh.com. If you receive this notice 
on our web site or by e lectronic mati (e-mail) , you 
are ab(1 enlirl.:d to request a paper copy of the not lc:e. 

Questions and Complaints 

If you wam more intormation about our privac). Department of' Healtb and Humiln CrvICCS: see 
pmctices or have l]uestiuns or concerns. please infonnalion ,It its website' W\v,\ .hhs.gov . If you 
contact liS using tho.; infonllnlilln listed at the end of requcst, we will providc you wilh the address to file 
this notice. your complaint wnh the l . . Departmcnt uf' I-Ie.illh 

and Human ervH.:Cs. 
If you are concerned lhat we may have viulated 

your privacy rights. you may complain to usmg thc We support your right Ie the privacy of your 
contacl iniomlation listed at the end (1 f this notice. PHI. We will not retaliate in any way if you chuose 
You also may submit a written complaint to the U.S. to [ile " complall1t With us or wilh tllC U S. 

Department of lleallh and I [uman Sen ices. 

Contact: 	 Director. Privacy Office 
Bluc Cross Blue ShIeld of Texas 
P.O. Box 804836 

Cbicago, TL 606R04 I 10 


You may (liso contact liS /isi"g tlte toll-free lIIimber locuted 1)11 the blu'k (I/your BCBSTX's member identificatioll 
cartL 

I DiI 'i",m Q) ""'" llh ··m...· ~/'ITil'(O CO/'l'Vl'cllion , 11 .\flfrl/('l l e~al Rew'I I'': (on/pain 
,m IlIrlep~"dmII.IC('me, oj Ihe 1Ji1l< C,,,,,, {l1U1 BIII~ SllIcid A.'·.H)('iali(lI/ 
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Frequently AskedQuestions 

What if my regular doctor isn't in the BlueChoice Network? 

You Lan ~ril! see YOU I- l\On-network prnvkh', hut you will receive om-of network benetits for 


covered services. 


What jf I need to be admitted to a hospital? 

All hosriwl ;1 J.m is. ions mll~t be rn:-allrhpri:ed, Ii YOI! are uing :-I m:rwllIk pro\'ider, in ill()::.1 c..ase~, 


rher will rrl'·:-l.ud1.\lri~~' y,)11[ care. You are responsible lex pre-aulhori:ing any carc rc\.eiveJ (Jllr-I l

ne[Work. Call rhe roll-free numher llll the hack II yum In I:nrd t<\ rre-authorize YUlIr care, 


What if my BlueChoice network provider does not pre-authorize my care? 
RlueChoict: ncrwork proviJcr1- arL expl'ucJ to hanJIt;' I'rt:-aUlhon;:;l1 ion for members . 

11<1w"\,er, Y')U :1[e uLtimately responsible ';)r ensuring pn:-311t.huri.:<ltion IS Jnne ,mJ tn.l } 

hI.: chargeJ a penalty if p[e-<1urhnri:atiol1 is not done . 

What will happen if I don't pre-authorize my care? 
You will ht.: rc"ponsihle tor d $250 penalty te)r inp;.1tlent hospital carl' or;1 5 ')% pen dry Lip 10 

$500 f,)r extended (;.m~ and hnme i.nfusion 1hl'r.~[ y ~er\,ICt:~ , AI ...( , if yuur care IS JetermmeJ to he 

not meJically 11t'(Csary, your heneflts may be reduced Llr Jenied. Benefils m;!y .ILsD he reduced or 

Jellied it any extended hllSplld[ ~1<lY 1r tr.m~ier frum facility ro fa illry i: nor pre-authorized. 

What happens if I need emergency care? 
CJeL car immediarely. Your coverage includes heneflts fm t'meq:!'enc) care Be sure to have 

someone ca ll the pre-authori.:ation number within tWI' Jays uf any hOSPIl,d admission . 

What do I do when I'm on vacation and need medical care? 

Your rbn covers YOll , whcmcr you arc at hllllle or .I\vay. Iril IS ;111 emergency, ~eek Girl' 


Ilnmediarcly. In tlt>n-em 'rgencies, c;tll Member :,crvice to Identify a BllieChoice ncrwork 


proVider almllst anYlA'hcfe in Texa, II ) rel.cive ncrw'1rk level hellcfirs. 


What coverage is available for my dependent child living away from home? 

Your chtld will n:ceive network henefit ' if he. or ~he got', r,' ,l BlueCh,) iLe network pnwider. 


If ytlur child gcu::, r,) an out-llt-nc[Work prOVider. he or ~hc will recen!..:: um-of-uerwnrk hendll~. 


1(1 get a di.rector) o f BlueChlliec network rrnvlden; where your Lhild li\'cs, cOnLacc ~tember 


Service or visit our Web site at www.hchsl.x.L.ml . 


What happens if I go to a ParPlan contracted provider instead of a BlueChoice 
network provider? 
Y~)u will r<:ceivc out-of-network hen.:6t~, lOduJmg r"~ m~ twice me nC[w(lrk deduct ible. r <lrrlan 


comracteJ proviJers ofrer cost aJvanr<lgcs hy :1!"lTeeing W 'lCeepl the RCBSTX Jelcnnined ;ll1,)wahle 

,tmOLIm f~)r covered :;ervice. and rna)' tile your cimms, hUl usually an: nol diglhk t~ 'r nel,\\,urk benefir". 


How do I locate a network prOVider? 

Call Mcmher ef'. ice or liM: Prm ider Finder. our Inrcrner-based rft IV ider J irellnry. Pr,,\ ider 


pinder glve~ you I\C(o"~ t·o cOlllpureri:ed miips '!I,d In\ II1g directions to pbyslcwm , ~pccwltst~ 


md hos(lltclls WIthin the BlucChOice ncrwl'rk across rhr sl~ltt' T. •.Kces~ Pro"ider Fillder, \'Lll 

'lUI' Weh ,ire .It www hch~L .CWII 

-
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Questions continued 

Do I need a referral to see a specialist? 
Nu. Yt)lI can, tC ;my liccn ed provider you cI l) lSt:. I-itlwl'ver, it is to your aJvantagc to usc a 

BlucChlHCt' network provkkr m re~elve y~'ur prnhlTam's highest level of bent:fiL. 

What if my doctor refers me to a specialist or lab that is not in the BlueChoice network? 
You will receivc ben~fi[! .It the (Iul-nf-uctw,irk level. In order to receive me highest level of 

henefits, VI u must see a BlucChoilt~ network rrovidt·r. Y(lur directory hsn. all BlueChoicl' 

network J,l(tor~, sreciali~t~, h,' SPlta6, labs and nrher faLililies in rhe network. Ynu ~hould ask 

your docwr to refer you to ,\ BlueChllice network provider. 

What if my doctor is listed in the BlueChoice network directory, but the office 
I want to go to is not listed? 
YOli should ,'crify thar the rrovld(' r you -elect i~ a BlueCh{licc nelwllrk prm'lder <If [he locntiL1n 

where you W<1nt [II ro;;ceivc care. It the h .:a riol1 has not contracted III be tn the BlueChl1ice 

m:rwork, ytlU w.tl receive benefit~ at the out-o(-nen>"llrk level. 

What if I have an appointment to see my BlueChoice network doctor, but 

his/her assistant sees me instead? 

I( the C1ssist,lnt is::l l3lueChclice network physlCUln, YOL! will rect:ive network It:vd of benefits. 


H'-IWeyer, if the as,~ i'tanL hCl~ thlr con lnlcted With BCBSTX tl) he in the BlueChuiu:.: network, 


ynu will cect'iVl' (lut-of-network benefir levels. As!" y()ur Joctnr whu ebt~ in the office is a 


BlueChnice m:twnrk rro\,idl'r 


What if my BlueChoice network doctor wants me to have an operation in a 

hospital that is no] listed in my directory? 

Y\lll "houlJ hLlve yuur doctor refer v.1L! to a BllleChoil.:e network faciltlY. Otherwi~(', your 


tl\)spir<ll :\Od surgical e,'rem!;, wlll he paid [It the nut-nf-nt;!w.lrk level YOUf directory lists <lll 


JOl.rnrs, specialists, ho~ritals, lahs and nth'r faciltues that are in the BlueChuice netwNk 


How do I know if the assistant and anesthesiologist are BlueChoice network providers? 

In orJer to rece ive I he h ighe~1 k\'el nf henerl [S, you must use BlueChnicc Ill'nvurk [lCll\' ickrs. 

I [ave yom dOl.tnr 1\, c only proViders tn I he BlueCIHlic" nenvork, Yom dlreuory "st~ all doctors, 


specialists, 11!l~l'i tals, I"h. and I)[ht:r fae1 1i tie" that arc in the Blul'Choice nerwor!". Call 


Memher Ser\'kc or "1sir our Weh site II I recei\'c the 1Me.., I BlueChtllCe network in(mnatlnn. 


What if there is no specialist near where I live? 

nCR ~TX ha~ m,IJe every effort to ensure there i ' adequate acces~ to all types nl pnwiders 


Ivr nUl" Itl<';mhers. If yllli !let'.] :ls,i,srancc in locat in,1{ <I rrdviJer Ul ~nur are.l, Lallllllr Member 


Sen'ice D('panmem o r \'hit I.lllr Weh site l , l :lcee" IJllf ProVIder FlI1dcr sen'lce. 


What if my regular dactor leaves the network? 

If YI)lIr proVider re,Nlnably bdkvt's Ihilt JIS,,'ntinllll1l,{ the GlfL that he (lr ,he i: pr<\\'iding 


tI' y.)lI J1\:ly GllJSt' harm l!' you, RCBSTX 11l00y still plllvide Cl)\'cr,lg-e (Of up to 90-days:lt the 


network hcneilr level. Surne t.>xall\rle~ of -;JlU<.ltlnns neeJmg;t cllntinu;ltiotl ar' a persnn 


wirh a di:,ahihr), ,In GCuLe conJirillIl, or a !ik-[hrerirenlll~ ill[I\!". 
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How do I file a claim? 
In order tD Uht.11ll yom henellt~ under rhi policy, It is nCLes~ary for a d:JIIll ru he filed wlrh 

11111t' <. :ross anJ Blue Shield 01 Texas. To (ile a dairn, usually ,dl YOII will h,I\'e ro do is show 

yom Blut.: Cro~~ ;mJ Blul" Shid,1 ,lTexa ID ~ard [() your ht)'pil'll. The) willlile VIIUI' dllm 

Inr \<1U Remember, however, it is Yllur [esron~lhility fOl'mure rhar Ih(' necessury claim 

information has h:en rr"\"IJeJ It) Blue Cross and Blue hielJ \)1 Tex,h. 

Onct' Rlue Cross [lnd Blul Shield ufTex,\'i rt.:cei\'e~ YPlI!' claim, II' \\'ill he processeJ, The hellefit 

]1Jymcl\I fil[ digihle c1.1ims will be sem directly rt) the hO"l'il,,1 ~'r rhYS1Li;H1 , Y(1U will receiyl" n 

,Wtl"ment telllOg yOIl hl)W mULh W.IS p:.lid, In cen,lin situ IllOlh, you \\'il1 have h) file yuur own 

d.!Ims. 'TIlls I~ rrimanly true when Y"11 arc receiving ~t:T\ ICes or slIPl'ites frut1l providers 'Jlhl"r 

rhan a 11\l~pilal "t l,hysici,l!\ . 

An 'x.lmple w,ll1lJ he when you h;1\'c haJ ilmbulanct' ~X! Cl1.'it:~. T" filt' )'l1l1r llwn Clallll , 

("llow I he'l:: imrruci i<ln~: 

11 	 Cnmrl~It:;1 ~1clJnr Medical Claim (onn, TIleS\! are 'I\'adable fr!1m Bille Cross and 

FIlm' Shidd d( Tl'xas, Y\~l1 may "I~" \ ISlt our Weh ~ile: w\\,\\"hchslx.Lom 

21 	 An,lCh copIes or all bill~ (0 he LLJnsid~n:J h)r henc(n", lllt','':: hill "mll~t mclude lhe 

pf<)vider\ mlll1e and aJdrc,~, the p<1til"nt's na.me, the diagm,~i" the date, If ~ervice, 

" Jescripti(>n of th':'ervicc and the cl.lilll charge. 

3) l.lil rhe Cl)IIIp\ereJ Cbi1l1 Form wilh a(tachmenr~ r,): 

Blue Cross and Blue Shield of Texas 


P.O. Bo" 660044 

Dalla!>. Texas 75266-0044 


In allY l,lse, claim' mll'lt he ftleJ Wlrh Billc Cross anJ Rlue Shield ()( Texas nn llf ht'fnre 

Dt:cel11hcr 31st of tlw calendar year flllkl\\lI1g rhe ye,lr in \\l1iLh your covereJ ,cl'"i..:e 

WC1s rendered, (A covl'n,'d service fllrnish~J 111 lh" last monrh llf Il'anic..t1l.u calenJur yea! 

shall be Li'n,iJereJ r,) have been furnls\wJ 11\ the ,uc(.eeding calendar year,) 

, houl,1 'lOll have ,my questions ahollt filing claims, plea)\? call Blue Cros~ anJ Blue Shield 
o(Tcxas u ing thl' Melllb~r Service ldcl'h')IH! numher on [he b<1~k or YPlir ID undo 
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Questions continued 

CLAIM REVIEW PROCEDURES 
If your ~laiOl i~ denied (In \\hnlc or m part), you wIn reCClve.1 wrill~n 'xl'l(tnation .,(tbe 

denin!. ~hnuld your claim he dt"nit::J (~)r if 180-J:IY. have elapscd since It was !tleJ and 

yllll hJ\>,' !ll)t rCt"!:,ivcJ a written decision), you may have Yllur d,1l1ll re\ lewe..1. 'ft. J" so, you 

mu~t request ,J revi~'w n,l later Ih;\1) fi~-jay, clfrer rhe denial (or nIter the ,'ml \It rhe IHO-day 

perh)d) by wnttn~ LQ: 

Claim Review Section 


Blue Cross and Blue ShielJ llf Texas 

P.O. Box 660044 


Dallas. TX 75266·0044 


Once you have rl'qlle~reJ rhb reVlCW, you may submit adJLlional iniuml'Hion and cl1mments 

PII your claIm co Blue Cross and Blul' ShielJ ll(Texas as l(m~ ,lS Y0l! d0 so within 30-Jay~ of 

the: J.He YIJU a,k~d for a revie\,', Also, during dlb 10-Jav I'l.'ri\Jd, Y()U Illay rcvie\\ any rerrmenr 

Jocument held 11',' Rlue eros, <lnJ Rille Sll1e1.] LlfTl.'xa, , ifvllU make an arrl'llltmem in writing 

t\) J ~n 

Within 6l~-Jdy' of reLei, ing YOllr reqllest fllr reVIew, Blue Cross and Blue Shield ()fTex~s will 

~end V,)l1 Its ueLISlon un the claim, In unusual sjruHrin[lS, ,m "clJil ion,,1 60-uJYs may he needeJ 

tor t1w rt'view and yuu will be 11Iltifteu of thi:; dunng the liN nO-d'IY peril l " In nny ca~t:, hy 
h.\W, no more thnn 120-Jays can ho.: tak.m tnr the [e\ kw, even It yuur request. 

Ynu may h:1\ e .~lmleIII\C eI C ft:pre.:,ent y,)U in this review prnct:Jurc :lS I,mg a you infllrm 

Blllc Crllss and Blue ~hield at Texas, ill writ mg, 01 thl~ l1all)O;: lit the pel ,011 who WIll 

rt:rr~'~ent YOli YOli may contact the Tex:)s Dcpartment ,,1' Imllranc:t! ll. Ohl,lill in(,'nnat10n 

on companies, Cu\ erage, right, I.lf o.:l,mpbilH at: 

Texas Department of Insurance 


P.O. Box 149104 

Austin, Texas 7 714·9104 


(800) 252-3439 £oil free 

Fax (512) 475-1771 
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Automatic Premium Payment Authorization Agreement 

Take these simple steps for hassle-free monthly premium payments: 	 Bluc ross BlucShicld 
• Verify with your financial institution that they can accept automated electronic withdrawals. orll as 

• Complete, sign and return this authOrization form. 
• If submitting by fax. please fax this form toll-free to: (888) 697-0686 
• 	 If submitting by mail , please send to: 


Blue Cross and Blue Shield of Texas 

P.O. Box 3236 

Naperville, IL 60566-7236 


If you have any questions about this program. please call our Customer Service Department toll-free at (888) 697-0683. 

AGREEMENT 

I request and authorize Blue Cross and Blue Shield of Texas (BCBSTX) andlor its designee to obtain payment of amounts becoming 
due by inihating charges to my account in the form of checks, share drafts. or electronic debit entries. and I request and authorize the 
Financial Institution named below to accept and honor the same to my account. As the account holder. by signing below. I also certify, 
in the event that this draft is being drawn from a company checking account. that I am authorized to approve this transaction, that the 
company is not paying any portion of the premium for this subscriber, either directly, or through reimbursement, and that the 
employer/company is not deducting any part of the premium from gross income under section 106 or section 162 of the Internal 
Revenue Code. I understand that both the financial institution and BCBSTX reserve the right to terminate this payment program andlor 
my participation therein I also understand that I may discontinue this payment program (except for SelecTEMP~ PPO) at any time 
with at least 10 days advance notice to Blue Cross and Blue Shield of Texas by telephone prior to a scheduled withdrawal date. 

Please complete the following - Print or Type information 

DYes 0 No Deduct ongOing monthly premium payments from my designated checking or savings account. Drafts will be drawn on 
the preferred draft day specified below (does not apply to SelecTEMP PPO). For SelecTEMP PPO and when a preferred draft day Is 
not specified for other products, drafts will be drawn on the premium due date. If the draft date falls on a non-bUSiness day or a holiday, 
the premium payment will be deducted from my account on the next business day. (Please note that coverage cannot be issued until 
the first month of premium has been received in our office, unless you have authorized Blue Cross and Blue Shield of Texas 10 deduct 
the Initial payment upon receipt of your application) 

_____,---__-:-_ Preferred Draft Day. It must be on or prior to the premium due day. If the selected preferred draft day falls 
after the premium due day, the monthly premium will be drawn on the day premium is due. (Cannot be the 29th, 30th or 31.1 

) 

DYes 0 No Please deduct a $30.00 Non-Refundable application fee from my checking account upon receipt of my application for 
permanent coverage. The application will not be processed without the non-refundable application fee 

DYes 0 No Upon receipt of my application, deduct the initial premium payment from my checking or savings account. 

DYes 0 No For SelecTemp PPO applicants only: upon receipt and approval of my SelecTEMP PPO application. please deduct the 
premiums due for the designated benefit period. SelecTEMP PPO premiums are non-refundable. 

Policy Identification Number/Applicant's SOCial Security Number: ____________ 

Please check one: o Checking Account o Savings Account 

Name of applicant/member: _______________________________ 

Name of depositor(s) If other than the applicant: _ ___ _________________ _ 

Name of bank where account Is authorized: _________________________ 

Addressofbank: ____________________________________ 

Bank transit number: _____ ___ _____ _ Memo 
~1;-1~8~4~OO~2=7~6~3~1:--~1~45=~~O~7~270~1~1.---

DepOSitor's account number: _ ___ _____ _ _ 
1 i 

Bank Transit Number Depositor's Account 

I have read and accept the above agreement. 

Depositor's signature: ______________________ Date: _ ___ ___ ___ _ _ 

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company. 
an Independent Ucensee of the Blue Cross and Blue Shield Associahon 

51436.0409 
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Find Out More in Less Time with Provider Finder® 

HilHt I"U iH,u\", .. }J Want to find 

a network 
dodor, 

~ ..fhtu 

!ilep, hospital or 
.. 	 SQ ptl II ~(dllh PI.irV'j~h't'OI ' other health 

care provider 
t:il"_":-"'~,,,~,, 

S!e~, 2 

For the most lJr~ro-date listing go to 
St.Jtel bV " .•rnu 

24 hours OJ day,

• seven JdY~ a week, and click on 

Provider Finder. Select your Health 
Plan/Nt-twork C(1vcrage type from the 

Jrop-down mt'nl1 ,-\l1d search by Name 

(l[ PnwlJcr Type, (hen click IGo I. 

You can see and prin l pages from the 
Once you select your heallh plan directory of doctors, hospitals and 
coverage Iype, Provider Finder other health core providers In your
lets you search by Nome, or region. Click your color-coded region 
Provider Type, and print a list of 

on the map of Texas on the Provider providers matching your specific 
Finder screen The regional directory needs. The customized Provider 
is updated twice every month Finder information is updoted daily. You'll also find 

useful information, such as· 
• 	The doctor's, hospital's or 

other health care provider's 
phone number and address Provider Directory {You must select a pion end regiiln.:
that you can send d irectly to 
your phone 	 ',II ,'"Ii :he lobei w;II-· 11"1(> 

Name~___________________________• Amap to the ~cafion nClI)l; -lIlei Clddrc:' where 
• The practice IImilations, ye ll <'/'Ir,nr yr1ur dilec~Gjy' 18 

languages spoken, gender, Address _______________ 
~ '.;; ;,err I remov

professional affiliations and 
the loki.whether or not new patients City State ___ Zip ___ 

are accepted Select your Health .. : Ir 
BluoChoice" BlueChoice' Soluhons 

Select a Region
'N, ·tne'lsl Dire<:lory 
DFW, Tyler, Wichila Fatls, Shennan, lilxorkana and surrounding areas 

Central Direclor 
Auslin , Son Antonio, Waco, Corp\!. Christl, McAllen and ,urroundmg areas 

We' ,I 0., <It ,ry 
Amarillo, Lubbock, EI Poso, Midland , Odessa, San AngekJ, Abilene cnd surrounding areas 

'"1 	 s"'ulhl...(I$t Dmx:lor, 
Houston, Beaumont, Hunl&vitle and surroundmg creas 



., BlucCJ'usS BJueShield or Texas 

['Xi" nelllt', \ Vel/Ill'.''' , EFerYlI'hm:.' 

Finding a Doctor Has Never Been So Easy 

A DtvhH-'llllt' Ht.·,ltt, C'!fI~ s-."lVI{t: t~"\rpc..;..fariort. a Mutual L"'lCd Rc»Cn'~ t "umpallYj 

all Inlj!"'pr.nJL'lll LI~cn:.l:'(, ,"'!t ,ht::' I\lu~ Cn~~:> ~rh l Billt.~ 5hkl~1 A~~,,, :!<1riUlt 

NO PO~TAGE+ V ~UUf'( ros~ U1ueSlueld "C 'I'c::\.a, NECESSARYT ~ I,;.\-ri.'r/Oi" hd!IJL'.5. f \'(,r)'wlh;" MAllfD 
'" THE 

UI\'TW STAT 

PUSTAGE WILL BE PAID BY ')DDRbSEE 

BLUE CROSS AND 
BLUE SHiElD OF TEXAS ' Return the aHoched postage--poid 
PO BOX 650266 

card and a directory will be sentDAclAS TX i'l16,) «'573 
to you. 

II, •• 1.1,1 ...1.1.11".1.1,1,1...1.1.1",1"11,,, .111 43742,0409 
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NOTICE 


Th is Contract is subject to: (l) rnaXlIllum lifetime benefits; (2) premium increases as specified in Article VIII ; (3) tcnnination 
of coverage in accordance wilh Article VT, and (4) precel1ifj(';alion requirements. 

NOTICE OF TEN-DAY RIGHT TO EXAMINE CONTRACT 

Within ten days aner Its delivery to You, this Contract may be surrendered by delivering or mailing it to Us at Our 
Administrative OlTice, branch office, or agent through whom it was pun.:hased . Upon sllch Sllrrender. any premiums paid will 
be retumed. 

Blue Cross and Blue Shield of Texas· 

Herein alled (We, Us. Our) 

Administralive Ot11ce: Richardson. Dallas County, Texas 


Has issued Ihis indivIdual 


PREFERRED PROVIDER CONTRACT 

provIding 


Comprehensive Major Medical Expense Coverage 


to 


The Subscdber named on the Identification Card enclosed with this ContTact. 

This Contract is effective from 12:01 a.m. on the Effective Date shown on Ihl: luentilicalion Card. 

In Consideration of the payment ofprenlltUllS in accordance with the provisions hereot. We agree to provide benefits to the 
Subscdber under thc tenns of this Contract as recited on this and the following pages from the Effective Dale ofthis Contract 
and for conseculive premium payment periods thereafter. unle 's this Contract is krmmated at> provided in Article VI. 

This Contract is issued in the State of Texas and is governed in accordance with the laws uftllls Stale. 

Please review this Contract carefully. I t details the necessary requirements and procedures that are important for You to know 
to receIve maximlllll benefits under thi Contract. 

PresIdent 

TillS'S NOT!\ CONTRACT OF WORKER. 'COMP t ATIO INSURANCE. THE EMPLOYER DO S 'OT• 

B t COl 'IE A SUB ClUBER TO TilE ORKEUS' ,OMPE ·...,ATlON SY TEM BY PURe:l: lNG', HI 
CO TRACT, D 1«' TIE EI1PLOYER IS A 0 -SUBSCRIBER. TilE EM LO ER LO ES THOSE 
BE EFITS WHICH WOULD OTHERWISE ACCRUE UNDERTHE WORKER.' OMPEN ATION LAW', THE 
EMPLOYER MUST COMPLY WITH HE WORKERS'OMPENSAl'ION L W • IT PERT I TO NO -
SlTBSCRIBER . 1''1) THE REQUIRED '0 HCATION THJ T III T BE f'ILED A 0 POSTED. 

Form o. PPO-SELSA VER 0009.288-60Q 
• Divhilln of Hellith Care Service 'orporalioo, a Mutual Legal Reserve Company, 1111 lodependent L ice'ISC(> of tbe Blue Cross (IUd Blue Shield sociutioll 
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IMPORTANT NOTICE 	 AVISO IMPORTANTE 

To obtain infonnation or make a complainL: 	 Para obtener informacion 0 para someter una 
tjueJa: 

• 	 YOli may call Blue Cross and Blue Shield of 
Texas toll-fTee telephone number for infonllalion 
or 10 make a complaint at 

1-888-697-0683 

• 	 You may also write to Blne Cross and Blue 
Shield of Texas at: 

P. O. Box 3236 
Napervilh:, IIlinOls 60566-7236 

• 	 You may contact the Texas Department of 
(nsmance to obtalO infonnation on companies, 
coverages. rights or complaints at: 

1-800-252-3439 

• 	 You may writ the Texas Department of 
In urance at: 

P. O. Box 149104 

Austin, Texas 78714-9104 


fax: (512)475-1771 

Web: hllp:/fwww.tdi.state.tx.us 

E-mail: ConsumerProtection@tdi.state.tx.us 

• 	 PREMIUM OR CLAIM DISPUTES: 
Should you have a dispute conct:ming your 
premium or about a clain1. you should contact Ibe 
company first. If the di pute i . not resolved, you 
may contact Ihe Texas Department of Insurance. 

• 	 ATTACH THI NOTICE TO YOUR 
POLICY: Thi' notice is for infonnation only and 
does not become a part or condition of the 
attached document. 

• 	 sted puedc Hamar al nUnlcro de tclcfono 
gratis de Blue Cross and Blue Shield of Texa'i 
para informacion 0 para someter una queja al: 

t -888-697 -0683 

• 	 Usted tambien puedc escribir a Blue Cross 
and Blue Shield of Texas al: 

P. O. Box 3236 
Naperville, Illinois 60566-7236 

• 	 Puede cOl11unicarse con el Departamento d~ 
Seguro' de Texas para obtener infonnacion 
acerca de companias. cobel1uras. derechos 0 

quejas al : 

1-800-252-3439 

• 	 Puede escribir al Departmento de Seguros de 
Texas: 

P. O. Box 149104 

Austin, Texas 7R714-9104 


Fax: (512)475-1771 

Web: http://www.tdi.state.lx.L1~ 


E-mail: ConsumerProtection@tdi.state.tx.u · 


• 	 DJSPUTAS SOBRE PRIMA 0 
RECLAl'VrOS: Si liene una disputa 
conccmiente a su prima 0 a un reclamo, debe 
cOlllunicarsc con e) la compania primero. I 

no se resuel ve la disputa. pucde entonccs 
cotnunicarse on eI departamento (TOT). 

• 	 UNA ESTE AVISO A SU POLIZA: Este 
aviso es solo para propo. ito de infomlacion y 
no e convierte en parte 0 eondicion del 
uocumento adjunto. 

TOLL FREE-B - 2009 

mailto:ConsumerProtection@tdi.state.tx.u
http:http://www.tdi.state.lx.L1
mailto:ConsumerProtection@tdi.state.tx.us
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Article (-Definitions 

A.\ IIsed ill this Comraa· 

J. 	 Accidental InjUJ-Y means an accitlental bodily injury 
resultmg, direct Iy anti inderendent Iy of all other 
causes, in initial 11I;cessary carl' provided by a 
Physician or Professional Other ProvIder withlll 30 
days after the occurrence. 

2. 	 Allowable Amount means the maximum amount 
determined by Us 10 be eligible for conslderalion or 
payment for a particular service, supply or procedure 

a. 	 For Hospitals and Facility Other Pro~'iders, 

Physicians alld Professional Other Provider, .. 
COIl/racling with BCBSTX, ill Texas or lmy oilier 
Bille Cros." ami Bille Shield plall - The 
Allowabk Amount IS based on Ihe terms of the 
Provider l:ontract and the payment methodology 
in effed on the date or service. 1 he payment 
methodology used Illay include diagnosis-related 
groups (DRG), rce schedule. pclLkage pricing, 
global pricing. per diems, case-fates. discounts or 
other payment mcthodologies. 

b. 	 For Hospitals alld Facility Otlter Prtwider" 'Wi 
con/rat:t;llg ",ith V." ill Tcxll." or any other BIlle 
Crass anti Bille Silieid Plan outside of Texas 
The Allowabk Amount WIll be the amowlt 
BCBSTX would have consiuered for payment for 
the sallle procedure service, or supply at an 
equ ivalent contracting Ho pita! or Facility Other 
Provider, using Texas regional or 'tate fee 
schedules or rate anu payment methodologies. 
J'or Hospitals or Facility Other Providers 'Where 
fee sl:hcduJes or rate pLlyments are not 
appropnate the Allowable Amount WIll be the 
lesser of billed charge or a per diem established 
by BeB TX. 

c. 	 For procedures, sen'ices or wlpplie.,· provided ill 
Texfl.\ by Physicians alld Professional Ollter 
Providers 1101 cOlltructi"g with UI1 - The 
AIlo\>"able Amount shall b~ tbe lesser of the hilleJ 
charge or lhe amount We would bave considered 
for payment for the same covered procedure. 
servIce or supply if perronllcd or provided by a 
Physician or ProfeSSIOnal Other Provider with 
simtlar experience and/or skill . 

If We do not have sufficient data to calculate the 
Allowable Amount ror a particular procedure, 
service or supply, We will determine an Allowable 
Amount based on the complcxlty of the procedure. 
servLce or supply and any unusual circumstances or 
medical complications specifically brought to Our 
altention, which require adtlitiona I experience. ' kill 
and/or time. 

tI. 	 For procedures, sen'ices or supplies performed 
uutside of Texas by PhYSlci(lIIs or Professiollal 
Other Protliders 1101 contracting with Us, or all)' 

other BIlle Cross and Bille Shield Plall - We will 
establish an Allowable Amount Llsing, .It Our option 
Texas regional; or stak allowable applicable to 
proc.~edurc::s, services or slIppl ies of Physicians or 
Professional Other Providers WIth Similar skills anti 
experience. 

e. 	 For mll/lip/e .\'lIrgerie~ -The Allowable Amount for 
all surgical procedures perfom1cd on lhe ame 
patient 011 the same day v. ill he the amount for the 
single procedure with the highest Allowable 
AmounlpillS one-half of t hc Allowable A ll10tUlt jilr 
each of the olher procedures pel-formed. 

f. 	 For dfllg.\' admi"istere(l by (I HOllie Infusioll 
Therapy Prol'itier- The Allowable Amollnt will be 
the lesser or (I) tbe actual charge, or (2) the 
Aerage Wholesale Price (A WP) plus a 
predetenmnecl percentage mark-up or mark uown 
lrom the Awr wholesale price cstablished by 
BCBSTX and updated on a periodic basis. 

3. 	 Average Wholesale Price means anyone of the 
reco!,'llIZed publisiH:J a\ erages ofthe prlees charged by 
wholesalers in the United States for the tlrug products 
they sell to a Pharmacy 

4. 	 Calendar Year means the period. commencing on it 

January 1 and ending on the next succeeding December 
31. 

5. 	 Cbemical Dependency means the abuse of or 
psychuloglcal or phYSIcal dependence on or addiction 
to alcohol or a controlled substance. 

6. 	 Clinical Ecology means the inpatient or outpatient 
diagnosis or treatment or allergic. symptoms by: 

Furm No. PPO-SEL. AVER 



a. 	 Cytotoxil:ity testing (testing the result of food or 
inhalant by whether or not it reduces or kill. white 
blood cells); or 

b. 	 Urine auto injection (injecting on\;'s uwn urine 
into the tissue of the body): or 

c. kin ilTital ion by Rinkel method; or 

d. 	 Subcutaneous provocali e and neutralization 
testing (injecting the patient with allergen); or 

c. 	 Sublingual provocative te ling (droplets of 
allergeniC extracts ar placeo in mouth). 

7. 	 Coinsurance Amount means the cumulative uollar 
amOlUlt ofEligiblc Expense incurred by a Participant 
eluring a Calendar Year to be applied toward the 
Coinsurance Amount Stop-Loss benefits as described 
in the "Coinsurance top-Loss" section 111 Artich.: IV of 
this Contrat:l. 

8. 	 Complications of Pregnancy means: 

a. 	 Conditions (when the pregnancy is not 
lcnninated) 'i hose diagnoses arc distinct from 
pregnancy but arc adversely affected by 
pregnancy or are caused by pregnancy, such as 
nephritis. nephrosis, cardiac decompensation, 
missed abortion. and sllllllar medical and surgical 
conditions 01" comparable severity, but shall not 
include false labor. occasional spotting. 
Physician-prescribed rest dunng the period of 
pregnancy, 110rning sickness. hyperemesis 
gravicJamm. preecl.unpsla, eclampsia, and similar 
conditions associated with the management or a 
ditTicult pn.:gnancy not constituting a 
nosologically distinct complication ofpregnancy. 

b. 	 Terrnination of pregnancy by nonelective 
ccsarean section. termination of ectopic 
pregnanl:y, and spontaneous lcrmin(ltion of 
prct,'1lancy occurring duri ng a period of gestation 
in which a viable birth is not posslblc_ 

9. 	 Compound Drugs means those drugs which meet the 
following requirements: 

a. 	 The drugs in the compounded product have to be 
Food and Dmg Administration (FDA) approved; 
and 

b. 	 The approved product must have an assigned 
National Drug Code (NDC). 

10. Contract Month mean ' each succct,;;ding m nthly 
period beginning on the Effective Date. 

11 . Copaymcnt Amount mean the lixed dollar amollnt 
paid by the Participant for each Prescription Order 
dispensed or refillt:d at a Participating Phannacy. 

12. 	 Cosmetic., Reconstructive or Plastic Surgery means 
surgery that: 

a_ 	 Can be expected or IS llltended to improve the 
physica I appearance of a Partic ipant, or 

b. 	 Is pCrf0n11ed for psychological purpose ; or 

c 	 Restores form but docs not on'ect or materially 
restore a bodily function. 

13. 	 Covered Drugs means any Legend Drug or injectable 
dmg, including insulin. disposable syringes and needles 
needed for self-administration: 

a. 	 Which is Med ically Nece sary and j. ordered by a 

Provider naming a Participant as the recipicnt; 

b. 	 For which a written or verbal Prescription Order is 
preparcd by a Provider; 

c. 	 For which a separate charge is customarily made, 

d. 	 Which IS 110t entirely conswned at the lime and 
place that the PrescriptIon Order is written; 

e. 	 For which the Food and Dmg Administration 
(I7DA) has given approval for at least one 
indication; and 

1". 	 Which is dispenscd by a Pham1acy and is received 
by llle Participant while covered under this 
Contract, except when received from a Provider's 

nice, or dUring confinement while a patient in (I 

Hospital or other acute care institution or facility. 

14. 	 Creditable Coverage means coverage under any onc 
of the folio\', ing: 

a. 	 A self-funded or self-insured employee weJn:lre 
benei1t plan that provides health benefits and is 
establi hed in accordance with the Employee 
Retirement Income Secunty Act of 1974 (29 
U.S .C. Section 1001 et seq.); or 
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b. 	 Any group or individual health benetit plan 
provided by a health Il1surance carrier or health 
maintenance organi/ation; or 

c. 	 Part A or Part B oj" Title XVIII of the Social 
Security Act (MedIcare); or 

d. 	 Title XIX of the Social Security Ad. oiller than 
coverage consisting solely of benefits under 
Section 192R; or 

e. 	 Chapter 55 of Title 10, United States Code; or 

f 	 A medical care program of the Indian Health 
Service or of a tribal organization; or 

g. 	 A state health benefits risk pool, or 

h. 	 A plan offered under Chapler 89 ofTitle 5, United 
tate ' Code; or 

1. 	 A public heal1h plan as deCtned by federal 
regulations; or 

.I. 	 A health benefit plan under Seclion 5(e) of the 
Peace Corps Act (21 U.S.C. Section 2504(c)) ; or 

k. 	 Short-term limited duration co\erage. 

Creditable Coverage does 1101 ;IIdude: 

(1 ) Accident only, disability Income insurance, 
or a comblllntion thereof; 

(2) 	 Coverage issued as u supplement lo liability 
Insurance; 

(3) 	 LiabilJty insurance , including general 
liabiiJty insurance and automobile liability 
insural1Lc. 

(4) Workers' ('ompensat lOll or similar 
In Sll ram:e; 

(5) Credit-only insurance; 

(6) 	 Coverage for onsite medical dinlcs; 

(7) 	 Coverage for limited-scope dental or VISIOI1 

benefits: 

(8) 	 Long-teml care, Ilursing home care, home 
heallh care, or community-bused care 
coverage or benefits, or any LombinatJOn 
thereor; 

(9) 	 Coverage for a specified disease or illness; 

(10) 	 Hospital indemnity or other fixed 
indemnity insurance; or 

(11) 	 Mt:dicare supplemental health 111 surance, 
supplemental to the group coverage 
provided under Chapter 55, Title 10. United 
';;;tntes Code (10 U.S,C. Section 1071 el. 
s..:;q.), and similar supplemenlal coverage 
provided under 'j group plan; 

(11) 	 Other similar coverage specified in Federal 
regulations, wlder which benefits ror 
medical care are secondary or incidental III 
other insurance benefits; and 

(13) 	 Alltomobile payment insurance. 

15. 	 Custodial Care means eare comprised of services and 
supplies. IIlcluding room and board and other 
inslllulional scrvil:es, provided lo a Participant 
primarily 10 assist in activities of daily living and to 
mainlain life and/or com1ort with no reasonable 
expectation of cure or improvement of sickness or 
injury. elistOf/iat Care is care which is not a necessary 
part of medical Ireatment for recovery, and shall 
include but not be limited 10, helping a Participant 
walk. bathe. dress, eat prepare special diels, and take 
med ica ti 1Il 

16. 	 Deductible means the dollar amounl of Eligible 
i:.xpl:l1ses Ihat must be incurred by a Participant before 
benefits lItldi:l this Contract will be available. 

17. 	 Dependent I11t:Ul1S: 

a. 	 A Subscriber's spouse: or 

b. 	 Any unmarried child who is under 25 years of 
age. 

Child means: 

a. 	 The natural ch.ild of the Subscriber: or 

b. 	 J\ legally adopted child of the Subscriber 
(Illdudlllg;l child for whom the Subscriber is a 
party In a suit in which the adoption of the child is 
being sought); or 
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c. stepchild; 22 . Environmental Sensitivity means the inpatient or 

d. A child for whom the Subscriber has rece ived a outpatient treatment of allergic symptoms by: 

court order or an order requiring that Partieipanl 
IUl',e financial responsibility for providing health a. Control led environment; or 

insurdnce; or b. Sanitizing the :sulTowldmg , removal of toxic 

e. A grandchild of the Subscriber who is dependent 
matenals; or 

lIpon the Subscriber for Federal Income lax c Use of special nonorgall1c, non-repetitive dIet 
purposes at tht: time application [or cnverage is techniques. 
made. 

23 ExperimentalllnHstigatiooal means the use of any 
1 R Dietary and Nutritional Services means lhe treatmenl. procedure, facility, equipment, drug, device 

educalion, counseling, or training of a Particlpalll or slIpply not accepted a<; standard mcdicallreatmcnt of 
(including prinled material) regarding: the l-Olldition being trealed or any of sllch Items 

requiring federal or other governmental agency 
a. Diet; approval 110t brranted at the lime services were 

h. Regulation or management of diet; or 
provided. Approwd by a Federal agency means that the 
treatment, pmcedure, faciltty, equipment, drug or 

c. The assessment or management urnulritioll . supply has been approveJ for the condition being 
treated and. in the case ofa cinlg, in the dosage lIsed on 

19. Durable .\ledical Equipment Pro\'ider means a the patient. 
Provider thaI provides thcrHpeutlc supplies and 
rehabilttatlve equipment. As L1sed herein, medical fretltmellt Includes mewcal. 

surgIcal or denlal treatment. Standard medical 
20. Eligible Expenses means either Inpatient flospital treatment means the services or supplies that are ill 

E\pcflse, Jvft'dicoi-S"rgico/ F\j1f'flSI!. or E\'(el/ded ( are gelleral usc in the medical community In the United 
Expellse, all as speclfied in Article IV, Section J, or States, and: 
this Contract. 

il . Have been demonstrated III peer revIewed 
21 . EmergenC) Care mealls health care :sen lcl!S prm Idl!d literalure to have scientifically e.labltshcd 

in a J-Lospit~1 emergency faciltty orcom[1arable facility rm:Jical value for curing or alleviating the 
to evaluate and . tabihze medIcal conditions ora rec~nt conJitlon being trealeJ: 
oo:set and severity, including but not lunited 10 severe 
pam. thaI would lead a pntdcnL layperson , posses 'mg 
an average knowledge ot mcdH.: tnl! and health, to 

h. Are appropriale for the 1I05pltai or FaCility Olher 
'Pfl)\,iJcr in which they were pclionned; and 

believe that the person ' s condilion, 'ilckness. or injury c. The PhYSICian or Proressional Othcr Provider has 
IS of such a naturl! that failure 10 get immcdiate medical had the appropriate tfnining anJ experience to 
care could result in: provide the treatment or pr )ceuure. 

a. Placing the patient's health in serious jeopardy; Our mcdical staff shall determine whether any 
b. Serious impaimlcnl to bodily functIOns, trcarment, procedure, facililY, equipment. dmg, device, 

c. Senous dysfunction of any bodily organ or part, 
or supply is ExpcrirnelltaIlTnve.ligational, and will 
conSIder the guidelines and practices of Mctlkare. 

d. Seriolls disfiguremcnt. or Medlc~id or other govcnlmenl-financed progrdm 111 

c. In the case ora pregnant woman senous jeopardy makll1g Our determinalion . 

to the health or the fe tus. 
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Although a Physician or Professional Other Provider 
may have prescribed treatment and the services or 
supplies may have been provided as the treatment of 
last resort, We still may detennine slII:h services or 
supplies to be Expenmental/Investigational within thIS 

definition. Treatment provided as part o1'a clinical trial 
or a research study is Experimentalilnvestlgational. 

24. 	 E ·tended Care Expense means the services and 
supplIes provided by a Skilled ursing Facility. a 
Home Health Agency. or a Hospice as descnbed in this 
Contract. 

25. 	 Generic Drug means u drug, which IS phann<lCelli ically 
and therapcllllcally equivalent to the brand name drug 
prescribed. 

26. 	 Generic Drug Copayment Amount means the 
Copayment Amount applicable when a Gcnel;c Drug is 
dispensed. Thi Copayment Amount is less than lhe 
Preferred Drug Copayrnent AtnowlL and Non-Preferred 
Drug Copayment Amount. 

27. 	 Health tatus Related Factor means: 

a. 	 Health status; 

b. 	 Medical comlitJOI1, includmg both physical and 
mental illness; 

e. 	 Claims experience; 

d. 	 Receipt of health care; 

e. 	 Medical history: 

f. 	 Genelle infonnation; 

g. 	 Evidence or insurability, ineludmg conditions 
arising Olll of acts of family violence; and 

h. 	 Disability. 

28. 	 Home Health Agency means a busmcss lhat pro\ ides 
Home Health Care and IS licensed by the Department 
of Healt.h. A Home lIealth Agency located in another 
state must be licensed, approved, or eerti lied by the 
appropriate agen y or the state In which it is located 
and be certilied by Medicare as a suppllcr of lIome 
Health Care. 

29. Home Health Care means the health care services for 
which benefits are provided under this Contract when 
sud services are provided durmg a visit by a Home 
Health Agency to patient confined at home due to a 
<;ickucss or injury requiring skilled health are services 
on an Il1tcnnittent. part-time basis. 

10. 	 Home Infusion Therapy means the administration of 
Ouids, nutrition or medication (including all additives 
and chemotherapy) by intravenous or gastrointestinal 
(enteral) infusion or by intravenolls mjection in the 
home selling. Hom\! lnfusion Therapy shall include: 

a. Drugs and rv St)1utions; 

b. Pharmacy compounding and dispensing services, 

c. All equIpment and ancillary ~upplics necessitated 
hy the defined therapy; 

d. Delivery services: 

e. Patient and family ~dllcation; 

r. Nursing services. 

Over-the-cowHer products which do not reqUIre a 
PhYSIcian's or Professional Other PrOVider's 
preSCription, including but not lil111ted 10 standard 
nutritional fOn11lllations used for enteral nulritlon 
therapy, are not included witbin this defmltion. 

~ I. 	 Home Infusion Therapy Provider means an entity 
that IS duly licensed by the appropriate stale agency 10 
provide f10me Infusion Therapy 

32. 	 Hospice means a facility or agency primarily engaged 
m providing skilled nursing scrvlces and other 
Iherapeuttc services for tenninally III patients and 
\\ 111(:11: 

a. 	 Is licensed in accordance with state law (where 
the stale law provides lor such licensing); and 

b. 	 b. certified by Medlcare as a supplier of Hospice 
( are. 

33. 	 Hospice Care means services lor which benefits are 
provided lU1der this Contract when prOVided by a 
HospIce to pallents confined at home or i.n a Hospice 
facility due 10 a tenninal sickness or temlinal injury 
reqUIring skilled health care services . 
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34. Hospital means a short-term acute care facility which: 

a. Is dulv licensed as a Hospital by the state in whil:h 
it is located and meets the standards establisbed 
for such licensing. or is certilied as a Hospital 
provider under Medicare; 

b. Is primarily engaged in providing inpatient 
dlagll)Slic and tberapl.::uric sen' ices for the 
diagnosi.. lreatmem, and carl.! of injllfed anti sick 
persons by or under rhe supervIsion of'Physicians 
fbr compensation from its pat icnts, 

c. Has organized departments or medicine. 
uiagnostlc. major surgery. and maintains clinIcal 
records on all patients; 

d. Provides 24-hour nursing services by or under the 
supervision of a registered nurse; 

e. Is not. other than llH!lUcntally, a Skilled Nursll1g 
Facility, nursing home, custodial Cilre home, 
health resort, spa or sanitarium. place for rest, 
place for the aged, Of a Ho).picl . 

35. 	 Hospital Admission means the period between the 
time uf a Participant's entry mlo d Ho:o;pitClI as a bed 
patient ~lOd the lime of discontinuance of bcd-patienl 
care or discharge by the admitung Physician or 
Professional Other Provider, \It hichever first occurs. 
TIle day of entry, but n)1 the <.I.IY of discharge or 
departure, shall be conSIdered in ddemlining the length 
ora Ilospilal Admission. Ira Partlclp~Ult IS admittetllo 
and discharged from a Hospital within a 24-hour period 
but is con fined as ;l bed patient In a hed 
accommodatlon uuring Ihl: period of tIme he is 
confined In the Hospital, We shall consider the 
admiSSion a Hospital Admission . 

Bet! patiellt means confinement in a bed 
accommodation located in a portIon uf a Hospital 
wllll:h is designed, staffed amI operated to proVide 
acute, shorl-tenn 1Iospltai care on a 24-hour ba.-is. the 
tern1 does not mclude confinement in a portion or the 
Hospital designed, staffed and operaled to provide 
long-term inslJtutional care on a reSidential basls. 

36. 	 Identification Card means the card isslied to the 
. ubsl.!nber indicatmg pcrtinenllnlonnatiun applicable 

to his coverage under this Contract inclutill1g 
applicable Prescnption Drug Copaymenl Amounts and 
PrescriptIOn Dnlg Deductible. 

37. 	 Imaging Center means a fac ility Other Provider that 
can furnish technical or total services with respect to 
diagnostic imaging scr:-vices and IS licensed through the 
Texas State Radiation Control Agency. 

3g. 	 Independent Laboratory means a Medicare certified 
laboratory that provides technical and profc sional 
anatomical andlor cJinicallaboratory service:. 

39. Inpatient Ho pital Expense means charges incurred 
for the Medically Necessary items orscrvice or supply 
listed below for the care of a ParlJeipant: provided that 
slich Items arc: (a) fumishl.!d at the ("rCCllOn or 
prescription of a Physician or ProfeSSIOnal Other 
ProVIder: (b) provided by a Ilospltal; and (c) furnished 
to and lIsed by the Participant during a Hospital 
AdmiSSIOn 

An expense shall be deemed to have be.:n incurred on 
tht: date of pro\'ision of the service for which the 
charge IS made. Inpatiellt Jlospital E.'pense shall 
induue' 

a. Room anu buard charges. It' [he Participant is 
conlineo in a pnvate room. the amount of the 
room charge in eXl:es or the Hospital's overage 
scmipnvatc room charge will 1701 be an Higible 
I'.'pensc 

b. A II other usual lIuspital services which are 
J'vkdlcLllly Necessary and consi ·tent with the 
condition or the PartiCipant. Personal items are 
not included as Eligible Expen:;es. 

40. 	 Legend Drugs means drugs, bIOlogIcals, or compound 
pre<;criptions which are required by law to have a laoel 
stutll1g "CautiOJr--Federal Law Problbits Dispensing 
Without a Prescription" alld which are approved by rhe 
U.S. rood and Drug: Administration (FDA) lor alleasl 
one indication. 

41. 	 Marriage and Family Therapy means the proviSIOn 
01 professional therapy services to individuals, 
ramilies. or married couples, slIlgly or in groups, and 
involves the professional applicatIOn offamily ystems 
theones and techniques in the delivery of therapy 
scrv'ices to those persons. The term includes lhe 
evaluation and rcmedialiun of cogl1ltive. affective , 
behavioral or relational dysfunction within the context 
or marriage or family systems. 
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42. 	 Matcmity Care means care and services provided for f. Dietary formula'> necessary for the treatment of 
treatment of the conditloll of pregnancy. other than phenylketonUria (PKU) or other heritable 
Complications of Pregnancy. uiseascs. 

g. 	 Rental ofJurahle medical equipment required for
43. 	 Medical Social Services means those social services 

therapeutic use unless We require purchase of 
relating to the treatment of a Participant's medical 

such 	eql1lpment. is required by Us. The term
condition. uch services inllude, but are not limited durable medical equipmellt shall not mclude: 
to: 

(1) Equipment primarily desi.b'lled for 
a. 	 Assessment 01" thl: social and emotional factors 

alleviation or pain or proVIsion of patient
related to the Partic:ipant's sickness, need for care, 

comfort, or 
response 10 treatment and adjustment tll care: anJ 

(2) Home alr-lluidized bed lherapy.
b. 	 Assessment of the relationship of the Participant's 


medical and nursing requiremenb to the home 

Examples of /Ton-covered equipmenllllclude, but 

situation, financial resource., and 3\ailab1c 
are not limited to air conditioners, air purifiers,

community re~murCl: . 
humidifiers. physical filness equipment and 
wlllflpool balh equipment

44 	 I\tedical-Surgical Expense means the Allowable 
AmounlmcuITeu 1'01' the Medically Necessary items 0(' h. ProCessional local !"rfOlmd ambulance service or 

service or suprl~ listed below for the care 01 a air ambulance service as described III Article IV. 

Participant, provided such Items arc. (a) funllshed by Section I Subsection m (3), of thIS Contract. 

or at the directlOll or presl:ription of a Physician or 
I. 	 Anesthc:t1cs und admillistra1ion when perfonned

Prolessional Other Provider; and (b) not induded as an by someone other than the operating Physician or 
item of Inpotiellt Huspita/ Erpelll'e or Ex/elided Care Professional Other ProvieJer 
Erpellsf! in this Contract. 

J . o.),:ygen and Its administTation prO\ idecl the 
A service or supply is filmlshed at the dlrl:cilon of a oxygen IS actuall)" used. 
Physician or Professional Other ProVider if the Listed 

scmce or supply is' (a) provided by a persoll employed k. Blood. II1cluding I.:ost ofblood, blood plasma ancl 


by the directing Physician or ProfeSSIOnal Olher blood plasma expanders, Which IS not replaced by 


PrO\ ider; (b) provided at the usual plal:e ofbusilles: of or [ur the Participant. 


the direclmg PhYSician or Professional Olher Provider; 
 1. Prosthetic Appliances. exclllding all replacement" 
and Ie) billed to the patient by the directll1g Physician ol slich devices other tbun those neccs~)Jtaled by 
or Protessional Other Provider growth to maturity 01 the Panicipant. 

An expense shall be deemed to have been lIlcurred on 111. Orthopedic braces (I.e .. an ortilopcdlC appliance
the dale of provision of the selvice for whkh lile used to SUppOI1. align. or hllld bodily parts in a 
charge is made correct pmntlOll) and cmtches, including rigid 

back leg or neck braces. casts fc)r treatment ofMediccJ!-SlII'glcnl E\pellse shall include 
any part of the legs, arms, shoulders, hips or back; 

u. 	 Services of PhYSicians or Professional Other special surgical and back corsets, Pbysician

Providers. 	 prescnbed, directed, or apphed dressings. 
bandages, trusses. and splints which arl: custom 

b. 	 Services ofacertified registered nurse-anesthetist. designed for the purpose orassisting the function 

c Physical Medic:ine ervices as described in of a jOlI1l. 

Article rv, Section 1, Subsection 111(2). ot this n. Home Infusion Therapy. Any ilem oC Home 
Contract. Infusion Therapy covered under thIS subsection 

u. DlagollstiL x-ray and laboratory procedures will not be eligibJe for benefits under any other 
prov ision of this Contract. 

e . 	 Radiation therapy . 
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o. Services or supplies used by a Participant during 
an outpatient visit to u Hospital or a Therapeutic 
Center. 

p. OutpatIent Contraceptive Services 
prescriptive contraceptIOn devices 

ami 

q. TelehealLh Services and 
Services. 

felemedicinc Medical 

45 . 	 MedicaUy Nect'ssar)' or Medical l'iece~slt) ml.::tns 
those .:;ervices or supplies covered herelUJdcr whIch arc: 

a . 	 Essential to, consistent with, and provided for the 
diagnosis or the dIrect care and treatment of the 
conditIon, sickness, diseasl..", injury, or bodily 
malfunctIOn: and 

b. 	 Provided in accordance with and are consistent 
with generally accepted standards of meuical 
practice in the Unitedtates; and 

c. 	 Not primarily for the conVCl11ence of the 
Participant, his Physician. his Hospital. or his 
Other PrOVider; and 

d. 	 The most ecollomjcal 'uppLes or levels 01 
SCfVlcec; that are appropriatL tc)r the sale and 
effective treatment of the Participant. When 
applied to hospitallLation tl1l5 further mean that 
the Part IClpant reqUIres acute care as a bed patient 
due to the nature of the servIces provideu or tbe 
Partlcipant"s condition. and the Participant cannot 
receive safe or adequate care as an outpatient. 

Our medical taff will dcternullc whether a sen ice or 
supply is Meuical\y Necessary and , ... iU cOllsider the 
views of the state and natlOl1al medical communitIes, 
the guidelines and practices ofMcdicare. Medicaid, or 
other govcmment-fmal1ced programs. and pL'er 
reVIewed literatun:. Altbough a Physician or 
Prole sional Olher ProVider may have prescribed 
treatmCIH. such treatment n1HY not be Medtcall) 
Necessary \\ itbill this defi11ltioll. 

-+0 . 	 National Drug Code (NDC) means <1 national 
c1asslticatloll system for lhl: identification of drugs. 

47. Network means a group of Physicians. specialist'>, 
Ilospitals and other hcallh care lacilities who ha\e 
executed a managed care agreement with Us for the 
provision of health care to Participants covered under 
thi::. Contract. 
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48, 	 ~etwork Benefits means the benefits available w1der 
lhls Contract [or services and sllppl ics that are provided 
by a Network Provider. 

49. 	 Network Physician means a PhYSician or Protessional 
Other Provider who has executed a managed care 
agreement with Us for the provision of health care to 
Participants covered under this Contract. 

50 	 Network Provider means a Hospital. Physician, or 
Other Provider lhat has executed a managed care 
agreement with Us for Ihe provIsion of care to 
Participanls covered under thiS ContnH;t 

51. 	 NOD-Participating Pharmacy means a Pharmacy 
which ha.') not entered into an agreeme11l to provide 
prescription drug services to Participants under the 
Prescription Drug ProgTam, 

52, 	 Non-Preferred Brand Name Drug means a brand 
name drug which dues not appear on the Preferred 
Brand Name Drug List but has a therapeutic equivalent 
that is llstcd in the Preferred Drug List 

53. 	 Non-Preferred Brand Name Drug Copayment 
Amount means the Copaymcnl Amount applicable 
when a Non-Preferred Brand Name Drug is dispensed. 
This Copaymcnl Amount is lugher (han the Generic 
Drug CopHyment and Preferred Brand Name Drug 
Copayment Amount. 

54. 	 Oral ~urgery means maxillofacial surgical procedures 
limited to: 

a. 	 ExciSIon of non-dental related neoplasms, 
including benign tumors and cysts and all 
malignant and premaltgnanltesions and growths; 

b. 	 111Cislon and drarnage ot facial abscess; 

c. 	 urgical procedmes rnvolving salJvary glands 
and ducts and non-dental related prm;euures of 
the accessory sillllse.:;; and 

d. 	 Reduction or a dislocatIOn of, excision of. and 
injection oftile ll: mporomandibularJOInt. except 
as excluded in Article V, of this Contract. 

Organic Brain Disease means the diagnosIs or 
treatment ot a mental di:-.ease, disorder or c ndilion as 
defined by the American P,\:rcJuatric Association;/1 the 
Diagllostic and Slal/stiea! Manllal lIf-R or the 



IlIternaliOlwl Classification ofDfS(.J(I'Ies. Ninlh Rel'isioll 
(ICD-9) Diagnostic Codes 21.)0-29--1- and 310. 

56. Other Provider means a person or entity, other than J 

Hospital or Physician, that is licensed 'Where required 
to ftUllish to a Participant an item of service or supply 
described herein as Eligible Expenses. "Other 
Provider" shall includ\?: 

a. 	 Facility Other Provider - an Institution or 
entity. only as listed: 

( I) 	 Durabk Medical Equipment Provider 
(2) 	 Home Health Agency 
(3) 	 Ilomc Infusion Therapy Provider 
(4) 	 rlospke 
(1) 	 Imaging Center 
(6) 	 [ndependenl Laboratory 
(7) 	 Prosthetic/Orthotics Provider 
(R) 	 Renal Dialysis Center 
(9) 	 Skilbl NurSing Facility 
( 10) 	 1 hempeutie Center 

b. 	 Professional OthcJ' Pro\'ider - a person or 
practItioner. when al.!ing \\ithin Ihe scope of his 
license and who is appropriately certilied, mly 
as listed: 

(I) dvanced Practke Nurse 
(2) 	 Doctor ofClllropractic 
(3) 	 Doctor 01 Dentistry 
(4) 	 Doctor of Oplometrv 
(5) 	 Dodor of Podiatry 
(6) 	 Doctor in Psychology 
(7) 	 Licensed Acupunclurist 
(8) 	 Licensed Audiologist 
(9) 	 Licenst~d Ilearing Instrument Fitkr and 

Dispenser 
(1 (» Licensed Physica I Therapist 
(11) 	 [Icensed OccupatIOnal fhcrapist 
(12) 	 licensed Speech-Language Pathologist 
(13) 	 Nurse First ASSistant 
(14) 	 Physician Assistant 

Such tern): as llsed herem. un less otherwise defined ll1 

this Contract. shall have the meaning clssigned to them 
by Ihe Texas Illsuranc!! Code. In states where there is a 
licensure requin:ment. such Other Providers musl b~ 
hcenseJ by the appropriate stalc aJminislrative agency. 

57. 	 Out-of-Network Benefit mean. the benefits available 
under this Contract for services and supplies thal arc 
provided by an Out-of-Network Provider. 

58. 	 Out-or-Network Provider means a Hospital, 
PhysiCian, or Other Provider, as defined 11) thiS 
Conlract, that has not executed a managed care 
agreement wllh Us for the provision ofhcallh care to 
Participants covered under this Contract. 

59. 	 Outpatient Contraceptive Services means a consul
tatioll, eX<.lmination. procedure or medical servicc that 
is provided on an olltpatient basis and that is related to 
the usc or a drug or device intended 10 prevent 
pregnancy. 

60. 	 Participant means the Subscriber or a Dependent. as 
delinet! herem, for whom application has been made by 
tbe Subscriber and accepted by Us. 

61. 	 Participatinl! Pharmal,) means a Pharmacy which has 
entered into an agreement to prOVide prescription dntg 
ser\ ices to Participants under the Prescription Dntg 
Program. 

62. 	 Pharmacy means ' 

a. 	 !\ stale licensed establishment where the practice 
of pham)Hcy occurs thaI IS physically separate 
.tnd apan from any Provider's office. and 

b. 	 Where Legend Drugs and devices are displ:l1Sed 
under Prescription Orders to the general public 
by a phannacist licensed to dispense such dnlgs 
and devices lmder the laws of the state in which 
he practices. 

n3. 	 Physic.lI Medicine Services means those modalities, 
pmccdures, tests, al1d mea~lIrcmen!s listed 10 the 
Ph),sicians' ClIr}' /If Procedllral TerllJinology Ha11l1ll1 
(Procedure Codes 970 I0-97799) wheLher the service 
or ",upply IS provided by a Physician or Professional 
Other Provider licensed physil:altherapist or licensed 
occlIpmionulthcrapist. and inclmks. but IS not limited 
to. physieal therapy, occlipatlOnalthcrapy, hot or cold 
packs, ", hirlpool, diathermy, electrical slimulation, 
massage, ultra-sound. manipulation, muscle or strength 
testing, and orlhotics or prosthetic train1l1g. 
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64. 	 Physician means a person. when acting within the 71 . 
scope of his license, who is a Doctor of Mt!dici~e. or 
Doclor ofOsleopalhy. Tht! terms Doctor of Medlcmc 
or Doctor of Osteopathy shall have the meaning 
assigned 10 them by the Te,·o\ Insllrance Code . 

65. 	 Plan Service Area means the geographical area Ihal 
We desib'llate which delCmuncs C\igibi lily for Network 
Bendit as shown on the Lip code listing attached to amI 
made a part of this Contract. 

72. 
66. 	 Preexisting Condition means the existence of 

symptoms which would caus~ an ordinarily pmdent 
person LO seek diagnosis, can: or treatment within the 
two-year period Immediately preceding the Effective 
Date of the PartiCipant's coverage hereunder or a 
condition for which medical advice or treatment was 
recommended by a PhYSician or ProfeSSIOnal Other 
Provider or received from a Physician or Professional 
Other Provider WIthin the h~o-year period immediately 
preceding the Effective Date of the PartICipcm1's 

73 . 
coverage hereunder 

67 . 	 Preferred Brand ame Drug means a brand nume 
drug which appears on thl.: PrefelTl~d Brand Name Drug 

74.
List. 

Preferred Brand Name Drug Copayment Amount 
meam; th~ Copayment Amount applicable when a 
Preferred Brand Name DruJ is dispensed. This 

75.
(opaymcnt ArnOlUl! is higher than the Generic Drug 
Copaymcnl Amount. 

69. 	 Preferred Brand Name Drug List means a sample 
listing ofthe most commonly prescribed medications 

76. 
avail;bJe in the Preferred Brand Name category. This 
\ist IS developed LI ·jng mono.::-rraphs wntten by the 
Amencan Medical As~oeiatiol1. Academy or Managed 
Care Phcmnacies, and other pha011ucy ami medical 
related orgntllzattol1s. describing clinical outcomes, 
drug cffic;cy; and SIde effect profiles. 

70. 	 Prescription Order means a wrirten or verbal onkr 77.
from a PhysiCIan and/or ProfeSSIonal Other Provider to 
a Phan11a-cist for a drug or devie,.; to be dispensed. 
Orders written by a Physician and/or Protcsslonal 
Other Provider located outSIde the United States to be 
dispensed in the United Slates are not covered lInder 
Ihis Contract. 
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Proof of Loss means written evidence of a claim 
inclU(Ung: 

a. The fom1 011 which the claim is made; and 

h. Bills and statements reflecting service..s and Items 
furnished to a Participant and amounts charged for 
those services and items that are covered by the 
claim, and correct diagnosis code(s) and 
procedure codets) for the services and items. 

Prosthetic Appliances means artifiCial devices 
including limbs or eyes . braces or SImilar prosthetic or 
orthopedic devices, which replace all or part of an 
absent body organ (including contiguous tis!>"1le) or 
replace all or part of the function of a pemlanel:tly 
inoperative or malfunctioning body organ (excludll1g 
dental appliances and the replacement of cataract 
lenses). FOI PW]JOWS o/flJis definitioll. a ,l"ig 01" 

hai1l)iece is /101 considered a Prostheflc Appliance 

Prosthetic/Orthotics Provider means a certified 
prosthetist that upplies both standard and customiLcd 
prosthe es and orthotic suppllcs. 

rovider means aBo. pital. Physician, Other Provider, 
or any other pcr~oJl. company, or ins! Itlltion furnishing 
to a PartiCipant a service or supply listed as an Eligible 
Expense In thiS Contract. 

Renal Dialysis Center means a facility \\-hich is 
Medicare ce·nlficd as an end-stage renal disease facility 
providll1g stMr assisted dialysis and trainmg for home 
and self-dialysis. 

Skilled Nursing Facilit) means a faCIlity primarily 
engaged in providing skilkd nursing services and other 
therapeutic serVlces and which· (a) is ticense~ in 
accordance wilh state In\\. (where the stare law prOVides 
for IIccnsmg of slich facility); or (b) is Medicare or 
Medicaid eligible as a supplier of skilled inpatIent 
Illtrsing carc. 

Speech aDd Hearing Services means t1~e l11ea"i~~em~nt. 
testing, evaluation, prediction. coun clIng, habilitatIOn, 
rehabilitation, or IOstruction related to the development 
and disorders of speech, vOice or language. or to 
bearing or dis()rders of hearing. 



71.~ . ubscriber means the person named on the Article II - Effective Date of 
Identification Card enc losed with thIs Conlract. Dependent Coverage 

79. 	 Telehealtb Service means a health $t:rvice, other than a 1 
1. 	 Newborn Child 

tclemedicine medical service, delivered by a licensed or 
certified health professional acting within the scope of' 
the health care professIOnal's license or certilication 
who docs nol pedonn a lelemedicine medical service 
that requires the use of advanced telecommunications 
technology. other than by telephone or facsllnile, 
including: 

a. 	 Compressed digital interactive video. audio, or 
data transmission, 

b. 	 Clinical data transmission uS1I1g computer 
imaging by way of still-image capture and store 
and fOT\vard; and 

c. 	 Other technology that facilitates access to health 
care services or medical speCIalty expertise. 

XO. 	 Telemetlicine Medical Service means a health care 
servicl! initiated by a PhYSICian or provided by a health 
professional acting under Physician delegation and 
superviSIon for purpose!; of patient asscssmcnt by a 
health professional. diagnosis or consultation by a 
Physician, treatmcnt. or the tTansfer of medical data, 
that requires the usc of advanced telecommunications 
technology, other than by telephone or facsimile. 
includIng: 

a. 	 Compressed digital interactive video. audio or 
data lran. l11i!>sion; 

b. 	 Clinical data transmis"ioll u. rng computer 
imaging by \vay of till -image capture; alld 

c. 	 Other technology that iacilltates access to health 
care services or medical speCialty expertise. 

R 1. 	 Therapeutic Center means an institution which is 
appropriately licensed. cerhlieu. or approved by thl. 
state in which it IS locateu and which is: (a) an 
ambulatory (day) surgery facility: or tb) a Irccstamling 
radiation therapy center. 

R2. 	 You, Your, Yourself means the person named on the 
Identification Card enclosed with this Contiact. 
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Coverage of Your natural I:hild bam after Your 
Effective Date will be in erfect from the date of birth 
through the 31 st day following the date or birlh. 

To continue coverage beyond this 31-day period. You 
must notlly Us within 31 days of the birth and pay Ijle 
required premium within the first 31 days following 
the date of birth. If You wait until ailer this 3 I-day 
period to add the hild, coverage shall be contingent 
upon ¥ou making applil::ation tor slIch coverage on a 
fonn approved by Us. 

The applicatIon fonn and satisfactory evidence of 
insurability must be slIbnntted to Us at Our 
Admilllstr;tive Office. Subject to Our approval ofthc 
applicatIon, eVIdence of insurability, and payment of 
(h~ required premiulll, coveragl: shall become 
etfecti\ e on the first day of the C ntracl Month 
followmg the datc We approve the application. 

Court Ordered Coverage for Dependents 

If You have coverage under thi . Contrad and if You 
arc required to provide coverage for a minor child as a 
result or a medical Sllpport order issued lUlder the 
requirements of Scctlon 14.061, Family Code, 
coverage will be automatic for lhe first 31 days 
followlI1u'=' the date 011 which the court order is Issued. 

fo continue coverage beyond 31 days, ¥ou must 
make appllCi.ltloll for coverage on a form approved by 
BCBSTX and pay the required premium wilhin that 
31-day period. 1 f notIfication IS received by BCBSTX 
after the J I-day period. coverage shall be contingent 
upon the Subscriber's making applicatIon for such 
coverage on a foml approved by B BSTX. Thl! 
application form and salis factory evidence of 
insurability musl be submitted to the Admilllstrative 
Office ofl3CBS1X. Subjcd to BCBSTXapproval or 
the application eVidence of insW'aoility, and payment 
of the tirst full month's premium. coverage hall 
become elfeetive of the Ii.rst day of the Contract 
Month folh wing the date BCBSTX approves the 
application. 



3. 	 Other Dependents 

a 	 Coverage Cor a Dependent (other than a natural 
newborn child. an adopted child or a chilli 
invoh'ed in a suit 1'01' adoption, or cOllrt ordered 
child) shall be contingent upon You making 
application for such coverage on a fOIl11 

approved by Us. The application foon mllst bc 
submillell to Us at Our Administrative Office. 
Subject to Our approval of the application and 
payment of the required prcmi tim. coverage for 
each Dependent listed on the initial application at 
the same time as the Sub criber, shall become 
effective on the Effective Date of tillS Contract. 

b 	 Coverage for a Dependent (other than a natural 
newborn child. or an adopted child l)r a dlild 
invol\'ed III a SUit I'm aJoption lIr a court ordered 
dllld) of a Subscriber already huving coverage 
under this Contract ~hall be contingent upon You 
making application for sllch coverage on a form 
approved by Us , The application [onn and 
satisfactol) cviut!nee of insurability must be 
submlltcd to Us at OUf Administrative ornec. 

ubjeCl to Our approval of' the appli~atinn, 

evidence of insurability, und the: required 
premium, coverage shall become effective on the 
first day of the Contract Month lolh wing the. 
date We approve the applI~allOn 

Article Ill-Payment or Benefits; 
Participant/Provide.. Relationship 

1. 	 Pa) ment of Benefits 

a. 	 W11cn bendits arc payable, We may choose to pay 
You or the ProVIder with certum exceptions \\1 nttcn 
contracts hclween Us and certain Provider~ may 
require payment directly to tht!m. Payment to the 
PrOVider uischarges Our responsibility to the 
Participant for any benefits available unuer this 
Contract. 

b_ 	 Except as proVided above, the nght and benelits or 
this Contract shall not be assignable, either b~rore 01 

after services and supplic:s arc provided. However, if 
a written assignment of benetits is madc by a 
Parlicipantlo a Provider and the written aSSt!,rnmenl 
is delivered to Us With the claim for benefit~, We 
will make any payment directly to the ProVider. 

c. 	 It is understood and agreed that the allowances 
described in rticle [V tor services and supplies 
fumished by a Provider whom We do not directly 
contract with: () are not intended to and do not fix 
their value of the 'ervices of the Provider; and (2) 
relate to or rcgulate thclr value. The Provider may 
make its regular charge. The allowances are merely 
to apply as eredtts 

d. 	 Any beneliL" payable to You shall, ifunpaid at Your 
death, be paiJ to Your stlrvi ving spouse, as 
bencfiLiary: If there IS no survivlllg spouse, then 
such benefits sha 11 be paid to Your estate. 

2. 	 ParticIpant/Provider Relationship 

The choice or a health care Provider shoulu be made 
solely by You or Your Dependents. We are not liable 
for any act or omiSSIOn by any health care ProVIder 
We 	do not have any responsibility for a health care 
PrOVider's railure or refusal to provide 'ervices or 
supplies to You or Your Dependents. 

A rticle IV - Benefits Provided 

I. 	 Subject to the conditions described below and the 
Medical limItations and Exclusions in llllS Contract, 
when any PartIcipant whIle covered hcrewlder incurs 
Eligible Expenses, benefits shall be detennined as 
folJoow .-: 

u. 	 Jntroduction 

We have establ ishcd a network of PrOVIders to 
<;crve PUlilcipant - throughout Texas. By using 
Providers in [he Network, You ow i \I maximize the 
henefils available LO You under rhis COnLfact. Y()u 
will receive a directory when You enroll listing 
Network PrOVider" in Your Plan Service Area. To 
get a current directory or inquire about a Network 
Provider. call Our Customer Service Helpline. 

You have the freedom [0 lise any healll1 care 
Provider outside the Network and sttll receive 
benefits for covered services under this Conlract 
However, YOll V>11l receive the lower level or 
bencfits See below for disclission on PurPlon 
Providers. 
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b. 	 How the Medical Plan Works 

(l) 	 To receive Network Bene1it under this 
Contract, care must be provided by a 
Network Provider. Refer to the PrO'; ider 
Directory to make Your selections. YOli 
are generally not required to submit claim 
Conns v. ben You use a Net\vork Pro idt'r. 

(f YOll choose a Network Prmidcr, the 
Provider will bill Us - not YOli - for 
services provided. TIle Network Provider 
has agreed to accept as payment in Culllhc 
least of: 

(8) 	 The billed charges, 

(b) 	 The A..llowable Amowlt as 
detemuned by Us, or 

(c) 	 Other contractually dctennined 
payment amounts, 

and the Deductible. and (oln~urance 

Amounts You are responsible for paying. 
Y llU are also responsible lor ltmited or non
covered services, precerli lication, and any 
penalty reqnired when precertification IS 

not ohtained. 

(2) 	 (f Your Network Physician admits You to 
an out-of-nctwork facility. Nctwork 
Benefits will be available lor the Net\vork 
PhYSician's charges and Out-of-Network 
Benefits will be aVCliluble for the facility 
charges . 

(3) 	 If Yuu choose a Provider outside the 
Net\vork, benefits Will be provided at the 
Out-of-Network Bcnciits level. except as 
de 'cnbed lUluer Emergency Care. 

You may havc to submit y"our 0\,.11 claims 
forms for reimbursement ofoul-of-ndwork 
expenses. 

You will be respOIl . ible for billed charges 
above Our payment amount. Loinsurance 
Amouots, Deductibles, limited or nOll

covered services, precertltication and any 
penalLIes for no! precertlfylllg care when 
required. 

(4) 	 If You eboose a Physician outside the 
Network and he admits You to a facility 
participating in the Network. Olll-of
Network Benefits will be available for the 
PhYSician cbarges and Network Benetits 
will be available Cor the facility charges 

(5) 	 If You require ervices that are not 
available from a Network Provlder. 
Network Benefits will be provided when 
YOll u e Out-of-Network Provider 

Medical Necessity 

All services and supplies for which benefits arc 
avatlable under this Contract must be Medically 
Necessary as determined by Us. Charges for 
services and supplies that We determine are not 
Medically Necessary WIll not be eligible for 
bene lit consideration and may not be lIsed to 
satisfy Deductibles or apply to the Coinsurancc 
Amount. 

ParPlan Proyjders 

When You consult an Out-of-Network PhYSician 
or Professional Other Provider, You should 
inquire if he participates in the BCBSTX 
ParPlall .. .asimple direct-payment arrangement. 11' 
the Physician or ProfeSSional Other PrOVIder 
pm"ticipatcs in the ParPlan , he agrees to: 

• 	 FIle all claims for You, 

• 	 Accept Our Allowable Amount 
detennination as payment for Medically 
Necessary services, and 

• 	 Not bi \I You for services over the 
Allowable Amount determination. 

You \\> ill be responsible for any applicable 
Deductlbles and Coinsurance Amount , and 
services that are limited or nol covered under this 
Conlrnct. 

If Your Physician or ProCessional Other Provider 
does not participate in tbe PmP/(/T1, You \VJ II be 
respol1 ' iblc for filing all clam1" for services 
rendered and You may be billed for services 
above Our Allowable Amount determination . 
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e. 	 Precerlitication Requirements 

Precertilication j required for all Hospital 
Admissions, Extellded Care Expense, and [lome 
Infusion Therapy. and organ and l1ssue 
transplants. 

PrecertificatlOu cstablJshes in advallc~ the 
Medical Necessity of certain care and services 
covered wldcr this Contract. IL ellsures that the 
precertified care and service' as described below 
'A ill not be denied on [he basis of Medical 
Necessity. Precerti lication docs not guarantee 
payment of benefits. 

( I ) 	 Hospital Admissions 

You arc reqlllrcd to have Your admission 
prccertilied at leastl,"o working days prior 
to actual admission unless It would delay 
Emergency Care. In an emergency, 
precerti Gcalion Sh0uld take place withlD 
two working days "ner the admission or as 
soon as reasonably possible. 

When a Hospital Admissiun IS prccerllfied. 
a length-of-stay is a~signed. ThiS Contract 
lS required to proVide a minimum length of 
stay in a Hospital for treatment of breast 
cancer of: 

• 	 48 hours rollowing a ma:lcctomy, and 
• 	 24 hours foIlowl11g a lymph node 

dIssectIon . 

IrYou require a longer stay than \,,"'as first 
prcccrtitied, Your Providt:r may request an 
extension tor the addiLional inpatient day . 
If an admission extension is not 
precertitkd, benefits may be reduced or 
denied. 

Precerti fication is also requm;J If YOli 
transfer to 'mother racillty or to or from a 
specialty unit wilhm the facility. 

Ifan admission is not precertificd. benefits 
may bc reduced or denied ifWe determine 
tbat thc admission is not Medically 
Necessary. 

Failure to precertify will result in a penalty 
in the amount 0[$250 that will be deducted 
from any benefits WhlCh may be finally 
determined to be available for the Hospital 
Admission. This penalty amount cannol be 
uc;ed to satisfY Deductibles or to apply 
toward the Coinsurance Amount. 
Additionally, We Will review tbe Medical 

ecessity of Your claim. 

(2) 	 Extended Cat'e ~ "pense and Home 
Infusion Therapy 

Pre\:crtification is required for Medically 
Necessary Skilled Nursmg Facility 
services, Home HealLh Care, HospIce Care 
or Home Infusion Therapy. 

Preccrtificatlon for Extended Care Expeme 
and Home Infusion Therapy must be 
obtained by havmg the agency or facility 
providing the services submit a treatment 
plan to Us on a PrccertificatlOl1 Review 
Foml. TIle Precertification ReView Form 
must be completed: 

• 	 Before the start of Extel1ded Care 
E'Jlellse or I-lome rnfusion Therapy; 

• 	 [<or periodic recertification or 
[~\-tellded Care Expense or Home 
Infusion Therapy, and 

• 	 When the treatment plan is altered. 

If Extended Care Expense or Home 
Infusion Therapy is to lake place in less 
than one week, the agency or facility should 
call the precert i licalion telephone number 
on the back orYonr Identification Carel. 

We will review the information submitted 
prior to the start ofExtellded Care E,pel1se 
or Home Infusion Therapy_ Alctter will be 
sent to You and the agency or [acility 
confirmmg precertification or denying 
benelits. If Ex/ended Care Expense or 
Home Infusion Therapy is scheduled to 
occur within 72 hours. We will notify the 
agency or lacil1ty by telephone. No 
benefits will be available for charges 
incurred wben the corresponding 
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treatment plan has been previously 
denied based on the information 
submitted. 

Failure to precel11fy wIll resull in <l penally 
in the amounl of 50% not to exceed $500 
which will be deducted from any benefits 
which may be linally determined to be 
available 10r Extended Care Expense or 
Hom\: Infusion Therapy. 

(J) 	 Organ and fissue Transplants 

Precertification is requIred for any organ or 
[issue transplant. Preccrti fica lion of an 
organ or tissue transplant is the process by 
whkh the Medical Nccessl1y of the 
transplant and the length of stay of the 
admIssIOn is approved or denied 
Precerttlication does not guarantee paym~nt 
ora claim but doe ensure that payment for 
the covered room and board charges for the 
precerufied length of slay \vilL not be 
dented on the basis of Medical Necc:-.sity. 

At th(: time of precerttlication, We will 
assIgn a length-of- lay lor the admission if 
We detemline thaL Ihe admission is 
Medically Necessary. Upon reqllcsl, the 
length-of-slay lllay be extencll.!d it We 
determIne that an eXlension is Medically 
Necessary. 

f. 	 Deductibles 

The benefits of this ontract will be available 
after satisfaction of the Dcductibles for Network 
8enefits and Out-ai-Network Benefits. 

(1 ) The Deductible amounts indicated 111 YOllr 
applicatIOn for th,S Contract WIll be 
subtracted once during each Calendar Year 
from the Participant's total combined 
il/patiellt Ho pital Expense and/or l\t[e£iica/
Slirgical Expense incuned for that Calendar 
Year. 

(2) 	 Any Eligible Expenses applied toward 
satisfying the Out-of-Network Deductible 
will apply toward satisfying the Network 
Deductible. 

(3) 	 Any Eligible Expen e. applied toward 
satisfying the Network Deductible will not 
apply towards the Out-of-Network 
Deductible. 

(4) 	 Wllen the tOlal amount of the Deductible 
Incurred in a Calendar Year by Participants 
under Your coverage equals three times 
individual Deductible ammlDt indicated in 
the application for th.is Contract. all sllch 
Participants will have satisfied their 
Deductible for the remainder of that 
Calendar Year. No Participant will be 
allowed 10 contribute more than the 
mdividual Deductible amount to the family 
Deductibk amount. 

g. 	 Coinsurance Amounts 

(l) 	 When a Participant's Coinsurance Amounl 
during a Calendar Year equals the 
mdividual amount II1dicated on Your 
application for coverage under this 
Contract for Network or Out-of- etwork 
Benefits, the benelit percentages 
automalically become 100% [or purposes 
of detenuining the benefits available tor 
additional Eligible Expenses inClined by 
that Participant during the remainder ofthat 
Calendar Year. 

(2) 	 When the rotal amount of the COlllsurance 
Amounts It1curred in a Calendar Year by 
PartIcipants under Your coverage equals 
the family Coinsurance Amounts indicated 
on Your application lor coverage under tlill> 

ontract, all 'iuch Participants will have 
satisfied their Coinsurance Amount for the 
remainder of that Calendar Year. No 
Participant will be allowed lo conlribulL: 
more than the indIvidual Coinsurance 
Amount 10 the Lamily Coinsurance Amount. 
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(3) 	 Any Eligible Expenses applied toward 
satisfying the Out-of-Network COlDsurance 
Amount will apply toward salisfaction 01" 
the Network Coinsurance Amount. 

(4) 	 Any I::Jigible Expenses applied toward 
satisfying the ctwork Coinsurance 
Amount will not apply toward satisfaction 
of the Out-of-Network COinsurance 
Amount. 

(5) 	 Most of Your payment ohligations are 
considered as Coinsurance Amounts and 
are applied to the Coinsurance Amount 
Such Eligible Expenses do not include: 

(a) 	 Services, suppl ics, and charges 
limited or excluded by tilis Contract, 
or 

(b) 	 J-;xpcnses not covered because a 
benefit maximllm has been reached: 
or 

(c) 	 Dt:ductibles for Network Benefits 
and Out-oC-Network Beneiits: nr 

(d) 	 Any Copaymcnt Amounts under the 
PrescrIption Dlug Program. or 

(c) 	 Pcnalties for nol preccrtitying 
II/potiellt IImpital E.rpe/l.le 
Ex/elided Curl:' E.\jJellse or Home 
Infusion Therapy. 

h. 	 Maximum Benefits 

(1) 	 The total amount of henefits available 
during the lifetnne of anyone Participant 
under this Contract shall not exceed 
S2,O()(),OOO. 

(2) 	 The maximum lifetime benefit amount 
includes all payments made uncle! any 
bcnefit provision of this Contract for 
Network Benefits and Om-of-Network 
Benefits. 

(3) 	 The maximum lifetime benefit amount is 
reduced in the amoulll of an} benefits 
provided under the Subscriber's ">elect 
2000'" Plan Contract, the PPO Select'" Plan 
Contract, and PPO Select Advanlagc'" Plan 

Contract held with Us immediately plior to 
a Participant's effective date under this 
Contract. 

(4) All benefit payment made by Us for 
Phy ieal Medicine Services, ground or air 
ambulal1l:e ervice', Extended Care 
Expel/se , and prescription drugs, whether 
under the Network Benefits level or Out-or
Network Benefits level, will apply toward 
the Cakndar Year benetit maxu11W11S under 
both levels of benetits. 

Benefits for Inpatient Hospital Expense 

It Inpotlell! Hospital I::'..'pclIse is incurred during 
each Iiospital Admission in excess of the 
applicable Deductible above as indicated on Your 
tlpplication for coverage under [his Contract, 
benefits will be provided at 75% ofthe Allowable 
Amount for servict!s received in a Network 
lIol>pilal: or 60% of the Allowable Amount for 
services provided in an Out-oC-Network Ilospitai. 

Btmefits for Medical-Surgical Expen e 

If a Participant Il1curs Medical-SurKica/ E'penu 
in excess of' the Deductible, benefits will be 
reimbursed at 75% of the Allowable Amollnt for 
Network Benctits and 60% lor Out-of-Network 
Benelits. The rcmajning unpaid MeJical-Swgicuf 
Expel7se in excess of the Deductible will be 
applied to the Coinsurance Amounts ior Network 
and Out-of-Network Benefits. 

l·c 	 Benefits for Extended Care Expense 

Wllen t rtel1ded Care Expense 1S precc11ified, as 
previollsly explained under Arttcle IY. Section 
le(2), ortlus ContracL We Will provide benefits 
at: (a) 100%) of the Allowable Amount for 
Network Benefits, and (b) 70% of the Allowabk 
Amount [OJ Out-or-Network Benefits, up to the 
amount of the combmed benefit maxnnums 
shown below lor each category of Extended Cure 
E\jJi?/I.\·(! The Dedllctible will not apply to 
Extel1ded Care E'peme. 

Any Ilome Heallh Care or home Hospice Care 
charges for drugs (including antibiotic therapy) 
and laboratory services will not be Extended Care 
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(3) Hospice Care-Lifetime maximllm benefit 
Erpense but will be considered Afedical-Swgicof -$1 (),O{)O jor each PorficipOIIf 
Expense. 

(a) For Home Hospice Carc: 
Services and supplies for Ex/cnded Corc Expense: 

(i) Part-time or intermittent 
(1) For Skilled NUf'ing Facility  Co/em/llI nursing care by a registered 

Yem maximulII helle/if - $5,000 per nurse (R N ) or by a licensed 
PartICipant vocational nurse (L Y.N.); 

(a) All usual nursing care b) a registered 
nurse ~R.N. ) or by a licensed 
vocallOnalnurse (L VN.): 

(ii) Part-tllne or intcn1littent bome 
health aide services which 
con ist primarily uf caring for 
the patient 

(b) Room and board and 011 routIne 
servIces. suppl ies. and cql1 ipmcnt 
provided by the Skilled Nursing 
Facility; 

(iii) Physical, ·peech. anu 
respiratory therapy services by 
licensed therapists. 

(c) Physical , occupational, speech, and 
respiratorv therapy servlccs by 
licensed therapIsts. 

(iv) Homemaker and counseling 
sen Ices routinely provided by 
the Hospice agency, including 
bereavement counseling. 

e) For Home Ill.lalth Care 
maximllm belle/i! 

Calendar 
$5,000 

rcaI' 

per 
(b) For Fadlity "osrice Care : 

Parlh';panl: (i) All usual nursing care by a 

(a) Part-time or intermittent nursing care 
regi tered nurse (R. N.) or by a 
Iieensed vocational nurse 

(b) 

hy '\ registered nurse (R N.) or by a 
licensed vocational tlllrSL (L.V.N .); 

Pall-lime or intemlittel1l home health 
aide servlU::s which con~ist pnmanly 
of caring for the patient: 

li i) 

(L.V N .): 

Room and boa rd and aII 
routine services. supplies, and 
equirm~nl proYJded by the 
Hospice lacilily; 

(e) PhYSIcal occupational. speech. and 
rCsfmutory therapy scn iCt:: by 
licensed therapists; 

(1lI) PhYSical. speech. and 
respiratory thcrapy services by 
licensed therapIsts. 

(u) Supplies and equipment routinely 
pru\'idcu by lht! Home lkallh I. Case Manaf?;ement 
Agency. 

(e) Benefits will not bL provided for 
JIOl11e Health Care for the folloWlllg: 

Case management Identific' PartJcipants with 
speci fiL chronic or acute illnesses or IIlj unes who 
have len .. thv and complicated treatment plans. eo • 

(i) Food or home dcliwTed meals: 
(il) ocial casework or homemaker Under certain circumstances. We may offer 

services: benetits for expenses. which are not otherwise 
(iii) Services provided primarily ror Fligibk Expenses under this Contract. We, at 

Custodial Care; Our sole discretIon, may offer such bcncfits it': 
(iv) I ranspnrtation Sl;:rYICCS: 

(v) Home Infusion Therapy, ( I) The Participant his ramily, and the 
(vi) Durabk medical equipment. Physician agree: and 
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(2) 	 The beneJits arc cost dfective; and 

(3) 	 We anticipate future expenditures for 
Eligible Expenses, which may be reduced 
by such bencLits, 

Any decision We make to provide slIch benelits 
shall be made on a casc-by-case basIs. Our case 
coordinator \\ ill initiate case management in 
appropriate situations Our detelmination to 
provide alternative benefits in one instance shall 
neither commit Us to pro\ ide the same or similar 
alternative benefits foJ' the same Participant many 
other Participant nor calle Us Lo waive Our right 
to strictly apply the express proviSions of llus 
Contract in the future, 

rn, 	 Special Benefit Provisions 

Bendits available under thiS section are generally 
deteTl11lned on the same basis as for other 
Inpatient Ilospi(a/ E.'jJense, Aledlcal-Surgical 
Erpem(!, and Extended Care Expel7Sl?, except to 
the extent described in the tollowlng subsections, 

(I) 	 Benefits for Treatment of Complications 
of Pregnancy 

(a) 	 Benefits l'or Eligible Expenses 
incurr~d lor lr\;almenl of 
Complications of Pregnancy will be 
the same as for tn;aLmcnt ofsickness. 

(b) 	 Services and . uppllcs Incurred by a 
Participant fOl delivery of a child 
shall be considered MatemilY Care 
and arc not covered under this 
Contract. 

(2) 	 Benefits for PhysicaJ I\ledicine Sen ice 

If a Participant incurs Vee/ical-Sllrgical 
Expense for Physical Medicine SerVices, 
benefits will be prOVIded on the ,ame basIs 
as any other Sickness lor Network Benefits 
and Out-or-Network Benefits lip to a 
maximum benefit amount of $1.000 per 
Calendar Year for each Participant. The 
Deductible will be applied. 

(3) 	 Benefits for Ground and Air Ambulance 
ervices 

Lf Medical-Surgical Expense i incurred for 
professional local ground ambulance or air 
ambulance s\:rviec to the nearest Hospital 
appropriately equipped and sLaffed t'or 
treatment of the Participant s condition. 
benefits will be provided at the Network 
Benefits level, lip to a ma-..;imul11 benefit 
amount ot $1,000 per Calendar Year for 
each Participant The Dedu~tlble will bc 
applied 

(4) 	 Benefits fOI' Mammograpby Screening 

If a female Participant 35 years of age or 
older incurs Medical-Surgical Expense for 
a routine screening by low-dose 
mammohrraphy t'or the presence of occult 
breast cancer, benefit:> will be dcternlined 
on th~ same basis us other Medical-Surgicul 
Expe/lse l'or Network Benefits and Out-o(
Network Benefits, except thaI beneJits will 
not be available for more than one 
manmlOgraphy screening each Calendar 
Year, The Deductible \\il! apply, 

(5) 	 Benefits for Certain Tests for Detection 
of Prostate Cancer 

If a male Participant IIIcurs Medical
SurgIcal Expense tor diagnostic medical 
procedures im:urred In conducting an 
annual medically recognized diag;oslic 
examinatlon f'or the detection of prostate 
cancer. benefits Will be deternlined on the 
same basis as for any other sickne. s, 
Beneflts will be provided only for a' 

• 	 Physical examination for the 
detection of prostate cancer; and 

• 	 Prostate-spcci fie antigen test used tor 
the detection of prostate cancer lor 
each male PartiCipant under this 
Contract who IS at least: 
(a) 	 50 years of age and 

asymptomatic; or 

(b) 	 40 years of age with a family 
hI tory of prostate cancer or 
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another prostate cancer risk in th is Contract for the followi ng services 
factor. only: 

(6) 	 Benefits for Certain Tests for Detection (a ) Treatment provided for the COlTCCtiOIl 

of Colorectal Cancer of defects incurred in an Accidental 
Injury sustained by the Part icipant 

Benefi Is fo r Nfedical-Surgica/ Expense wh iIe covered under this Contract; or 
incurred for a diagnost ic medically 
recognized screening examination for the (b) Treatment provided for recon
detection of colorectal cancer for structive surgery following cancer 

Partic ipants 50 years or age or older and surgery. whi le the Participant IS 

who are at normal risk for developmg colon covered under this Contract; or 
cancer will be determined on the same basi ' 
as any other sickness for a: (c) Surgery perf0l111ed on a newborn 

child for the treatment or correction 

(a) 	Fecal occult blood test perfonncd 01 a congenital defect; or 

annually and fleXIble sigmoidoscopy 
performed every iive years: or (d) Surgery performed Oil a Dependent 

ch ild (other than a newbonl child) 
(b) 	Colonoscopy perfOnllCd every ten under the age or 19 for the treatment 

year, . or correction of a congenital defect 
other than condition." of the breast. 

(7) 	 Benefits for Treatment of Acqui,'ed 

Brain Injury 
 (e) Reconslmction f the brea t on 

which rnasll!ctomy has been 
Benefits for Eligible Expenses 1l1curred for performed; surgery and 
Medically Neccssmy trealment 01 Acquired rcconstnlcllon of the other breast to 
Brailllnjury WII! be detennined on the same achieve a symmetrical appearance;
basis a' tTeatment for any other conditIoll . and prostheses and trea tment of 
El igible Fxpen~es include the lollowing physical complications, including 
services as a result of and related to an lymphedema,. at all stages of the 
acquired brain injury: ma.stectomy. 

• 	 Cognitive rehabIlItation therapy, (f) Reconstnlctive surgery performed on 
• 	 Cogllltivc comlllW11cal ion therapy, a Dependen t child under the age of 
• 	 NClU"ocognilivc therapy and 19 uue to cranIofacial abnOnllalities 

rehabilitation, lo Improve the function of, or allempt 
• 	 Ncurobeha vioral. neuro-physioil)gical, to create a nonn[11 appearance of an 

nemo-psychological, and p:ycho abnonnal Slructmc caused by 
physiological testing or treatment, congen ital defects, developmental 

• 	 Neurofeedback therapy, ucfonnilics, trauma, tumors 
• 	 RemediatIOn. infections or disease . 
• 	 Post-acute transition services, or 
• 	 Community reintegration sen1lces. (9) 	 Benefits for Dental Services 

(8) 	 Benefits for Cosmetic, Recon tructive, or (a) ff a Participant incurs Eligible 
Plastic Surgery Expenses for the dental serv ices 

listeu below, benefilS will be the 
Bendits for Cosmetic, Reconstructive or same as for tr atmenl of allY other 
Plastic urgery will be the same as for sickness as described III [his 
treatment orany other 'ickness as described 
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Contract. Benefits will be provided 
only for: 

(i) Oral urgery. as defined in 
Article [ of this Contral:l; or 

(ii) Services provided to a 
Dependent child which are 
necessary for treatment or 
correction of a congenital 
defect: or 

(b) 

or federal law to be provJded 111 the 
emergency department ora Hospital, 
which is necessary to determine 
whether an emergency medical 
condit ion exists; 

Necessary Emergency Care services 
including the treatment and 
stabilization of an emergency 
medical condition; and 

(i i i) The correctIOn of damage 
caused solely by extcmal, 
violent Accidental Injury to 
healthy, lU1restorcd natural 
teeth and slIpporlUlg tissues 
occurring while tilt: Participant 
\vas covered under this 

(c) Services originating in a Hospital 
emergency department following 
treatment or stabilization of' an emer
gency medical condition 

(II) Benefits for Well-Child Care 

Contract and lUl1Iteu to slIch 
service~ anu slIpplies proviu\.:d. 

a) For 24 months from the 
uatt!' ofaccitknt, or 

WeI/-Child Care means a program of 
periodic physical examinatIOn and 
developmental assessment for a child 
through age 7. 

b) To the tCl1Tlination date 
of this Cantrall, 

Whichever occurs first; except 
that an injury stlstamed (1<; a 
result of blting or chcI,ving 
shall not be considered an 
Accidental Injury . 

If a Dependent child through age 7 Incurs 
Aledical-SlJIg/{'ol £.'pense for rVell-Child 
Care, bcnclits will be provided on the same 
basis as for sickness. 

(12) Required Benefits for Childhood 
I mmuuizatioDs 

(b) Except as excluded 111 Article V, 
, cellon I . of' tillS Contract for any 
other dental service for which a 
Participant incurs inpotiel1T Hospital 
Expense for a Medically Nccl!ssary 
Ilospltal Admission, benefil~ will be 
determin~d as Jcsl:ribed in the 
subsection entitled Benefits for 

BenefIts for kledicvl-SIIIXical txpensl! 
incurred by a Dependent child through age 
7 for childhood immunizations will bc 
dctcnnined at 100% of the Allowable 
Amount for Network ami Out-oF-Network 
Benefits . The Deductible, and Coinsurance 
Amount, if any. will not be applicable. 

Inpatient Hospital Expense. Benefits are available for: 

(10) Benefits for Emergency Care 

Benefits for the rollowing Emergency Care 
services shull be provided at the Network 
Benefits level until the patient can 
reasonably be expected to transf'er to a 
Network Hospital: 

(a) Any medIcal screening examination 
or other evaluatIon required by state 

(a) 
(b) 
(e) 
(d) 
(e) 
( I) 
(g) 
(h) 
(i ) 
U) 

Diphthcna. 
lIemophilus inl1uenza type b, 
HepatItis B, 
Mcasles, 
Mumps, 
Perl lIs:; is, 
Polio, 
Rubella, 
Tetanus. 
Varicella, and 
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(k) 	 Any other inWltll1izarion that 1S 
required by la\\' for the child. 

Allergy injections are not considered 
immunizations underthis benefit provision. 

(13) 	Required Benetits for Newborn 
Screening Test for Hearing Impairment 

Benetits are available lor Medical-SI/I''<;C(/! 
Expense incurred by a Dependent child: 

(a) 	 For a screening lest lor hearing loss 
fwm biJ1h through the datI! the child 
is 30 days old; and 

(b) 	 Necessary diagnostic follow-up care 
related to the screenlllg tcst from the 
date orbilih through the date that the 
child is 24 months old. 

The Deductible will not apply. However. 
benefits will be subJect to all other 
contractual provisions. 

(14) Benefits for T"eatment of Diabetes 

Benefits are provided for those Medically 
Necessary items of Medical-Surgical 
£ypense associated wilh the treatment of 
diabetes.. uch items, when oblained for a 
qualified partidptlllt, shalllOc!ude but not 
be limited to the following. 

a. Diahetic Equipme11t 

(1) 	 Blood glucose monitors (im:lud
ing monitors [or the blind); 

(2) 	 Insulin pumps (both exlcmal ano 
implantable) and associah.:d 
appurtenances, which include' 

• 	 Battcril.:s, 
• 	 Skin preparalloll i(elllS, 

• 	 Adhesive supphes, 
• 	 infusion sets, 
• 	 Insulin cartridges. 
• 	 Durable and disposable 

devices to assist in the 
injt:clioD of insulin, and 

• 	 Other required disposable 
supplies; 
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(3) 	 Insulin infusion devices; and 

(4) 	 Podiatric appliances. including 
up to two pairs of therapeutic 
roop-vcar per Calendar Year, for 
the prevention of complications 
associated with diabetes. 

b. Diabeti(' Supplies 

(I ) Test strips lor blood glucose 
monitors, 

(2) 	 Visual reading and urine test 
strips and tablets tor glucose, 
ketones and protein, 

(3) 	 Lancets and lancet devices. 

(4) 	 Insulin and insulin analogs 
preparations, 

(5) 	 Inj\;ction aids, including devices 
llsed to assist witb insulin 
injection and needleless systems, 

(6) 	 Biohazard disposable containers. 

(7) 	 Insulin syringe , 

(8) 	 Pre criptiw and non-prescriplive 
oral agents for controiJing blood 
sugar levels, and 

(9) 	 Glucagon emergency kIts . 

However, insulIn and insulin analog 
preparatIOns, IIlsulin syringes necessary 
l'or self-administration, prescnptive and 
non-rrcscriptiH~ oral agents will be 
covered under the Prescription Drug 
Program. 

c. 	Repairs and necessary maintenance of 
insulin pumps not otherWIse prOVided 
for under the manutacturer s warranty 
or purchase agreement, rental fees for 
pumps during the repair and necessary 
maintenance of insulin Ptll11P~, neither 
of which shall exceed the pmchase 
price of a :imilar replacement pump. 

d. 	New and improved treatment and 
monitoring equipment or supplies 
which arc approved by the U. S. Food 



and Drug Administration if it IS transplant maximum, Network Benefits 
detennined to be Medically Necessary and OUI-oC-Network Benefits [or 
and appropriate by the treating covered services and supplies provided 
Physl(;ian or ProFessional Other to a Participant (donor andlor recipient) 
Provider. by a Hospital. Physician. or Other 

Provider related to an organ r tissue 
c. lviedical-Surg/ca/ E.'l)ellse provided [or transplant will be ddermined as 

the nutritional, educational and follows, but only if: 
psychosocial treatment of the diabetic 
paticnt. Such management is limited to (i) The transplant procedure is not 
the following services when rendered ExperimcntaVInvestigational In 

by or under the direction of a nature; 
Physician. 

(ii) Donated human organ,<; r ti sue 

Inittal and follow-up in'truction 
are llsed; 

concerning: (Iii) The recipient is a Partieipantunder 
this Contract. BeneLits are also 

( 1) The physical cause and process of avai.lablc to a live donor to the 
diabetes; extent that benefits remalll under 

(2) Nutntion, eXt;rci,>c, medications, 
monitoring of luboratory values 
and the interaction of these in the 

the recipient's contract after 
benetits COl the recipient's 
expenses have been provided: 

effective sel r-maJ1agement of ( i v) The transplant procedure is 
diabetes: precerti tied as provided in Section 

(3) Prevention and treatment oLpecial 
health problems for the diabetic 

J, Subsection e(3J. or this Article 
IV; 

patient; (v) The Participant meets all of the 

(4) Adjustment to 
modifications; and 

lifestyle 
critena established by Us in Our 
writh.:n medical policy guidelines; 
and 

C-) Family im olvement in the care and 
treatment of the diabetic patient 
[he family will be included ill 
certain session:,; of instruction for 
the pallent. 

(vi) The Participant meets all of the 
protocols established by the 
HospitalllJ which the transplant is 
pcrtonnecl. 

A qualifiedparticipant means an individual Covered services and supplies related 
eligible for coverage under lhls Contract to an organ or tissue transplants 
who ha ' been diagnosed with (a) insulin include. but are not limited lO, x-rays, 
dependent or l1on-insullll dependent laboratory, chemotherapy, radiation 
dinbetes. (b) elevated blood gluwsc levels therapy, prescription dmgs, and 
induced by pregnancy, or (c) another complications arising from such 
medical condition associated with elevated transplant. 
blood glucose levels. 

(b) Benefits are available and will be 
(15) Benefits for Org~," and Tissue determined on the same basis as any 

Transplants other sickness for when the transplant 
procedure is for the: 

(a) Subject to the conditions described 
below, tIlcluding the organ and ttssue (i) Liver; 
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(ii) 	 I-leart; 
(Ii i) Heart-Lung (hetlrt and one lung 

r heart and two lungs); 
(iv) 	 Kidney; 
(v) 	 Comea; 
(vi) 	 Lung; or 
(vii) 	 Bone Marrow. 

(c) 	 Covered services and supplies include 
services and supplIes provided. 

(1) 	 For the evaltlation of orga1l' or 
tissues including, but not limited 
to, the dl.!tenllination of tissue 
malches: 

Oi) 	For the removal of organs or 
tissues frol11 deceased donors, and 

(iii) For the transportation and storage 
of donated organs or tissues. 

(d) 	 No benefits are available for a 
Participant for the following services or 
supplIes; 

(i) 	 LIving and/or travel expenses of 
the live donor or recipient: 

(il) 	Donor search and accept-ability 
testing of potential Living dOllors; 

(iii) Expcn es relakd to maintenance of 
life for purposes of organ or tiswe 
donation: and 

(IV) Purchase of the organ or tisslIe. 

(e) 	 No benetits are available for any organ 
or tissue transplant procedure (or the 
sel"'< ices perronned in preparati.on for. 
or in conjuncti.on with. such procedure) 
which BCBSTX considers to be 
Experimental/ Investigational. 

(I) 	 The total amount of benefits for organ 
ano tis:uc transplants available to any 
one Participant under this Contract 
-hall not exceed a $300.000. This 
maximum shall include benefits 
providetl for prescription tlmg used 
wllLle in the Hospital. Benefits 

provided for prescription dmgs lIsed on 

an olltpatient basis will be provided 
under the Prescription Drug Program 
anti will be subject to the Calendar 
Ycar maximum beneli t amount 
specified in Article IV, Section 2b(3). 
of this Contract. 

2. 	 Prescription Drug Program 

3. 	 Your Identtilcation Card 

The Identification Card You received is the key 
to Your use of the Prescription Drug Program. It 
tells Pal1Jcipating Pham18cies that You arc 
entitled to prescription drug benefits under the 
Prescription Drug Program. Participating 
Phannacies are not permitted to file claims with 
the Carrier unless You present the Tdenti fication 
Card with Your Prescription Order. 

Note. If You do not have Your Idcnti fication 
Card. YOll must pay the Participating Phannacy 
directly for Your prescription charges. You must 
file a claim with the CalTier. YOll will then be 
rcimbw-scd for Your payments less the 
Deductible, If applicablc, the appropriate 
Copayment Amount and any applacabJe pricing 
difference . 

Any time a change in Your family takes place It 
may be necessary [or a new Identification Card 
to be issued to You. Upon receipt of the change 
mJomlution. a new Identificalion Card will be 
Issued to YOll . 

Unauthorized. Fraudulellt, Improper Qr 
Abllsh'e Use 01 Identification Cards 

1. 	 The unauthorized, fraudulenl. improper or 
abusive use of Identification Cards issued 
to you and your covered family members 
wi 1J include, but not be limited to: 

a . 	 Use of the Tdenti1ication Card prior 
to Your Effective Dale; 

b. 	 Use of tbe Identification Card after 
your date of lcmlination of coverage 
under this Contrad; 
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c. 	 Obtaining prescription drugs or other 
benefits for persons not covered 
under this Contract, 

d. 	 Obtai ni ng prescri plion drugs or other 
benefits which arc not covered tmder 
this Contract; 

c. 	 Obtaining Covered Dmgs for resale 
or for use by any person othcr than 
the person for whom the Prescription 
Order is written, even though the 
person is other"" ise covered under 
this Cuntract: 

f. 	 Obtammg Covered Drugs without a 
Prcscliption Order or through the use 
or a forged or altered Prescription 
Order; 

g. 	 Obtaining quantities of prescription 
drugs in excess of MedIcally 
Nec\:!ssary or prudent standards or 
use or in circumvention of the 
ljuantity limitations of this Contract. 

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

l. 	 Obtail1lng prescription drugs from 
multiple Pham1acies through usc of 
the same Prescription Order. 

") 	 The unauthorized, fraudulcLlLlmproper or 
abusive use ofldcntification Cards by any 
Participant can rt:sult in, but IS not limited 
to, the following sanctions betng appl ied 
to all Pm1icipanls covered under your 
coverage: 

a. 	 Denialofbenelits; 

b. 	 Cancellation of coverage under this 
Contract for all Participants undt:r 
your coverage, 

c 	 Limitallon 011 th~ use of 
Identification Card to une deSignated 
Participating Pham1ucy of your 
choice: 

d. 	 Recoupment from you or any ofyour 
covered family mem ers of any 
benefit payments made: 

e. 	 Pre-approval of dntg purchases for 
all Participants covered under our 
coverage; 

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

b. 	 How It Works 

When You need a Prescription Ordcr filled, You 
can elect to go to a Participating Pham1acy or 
Non-ParticIpating Pharmacy. It IS usually 
financially beneficlal to You to utilize 
PartiCIpating Pham1Hcics. 

(1) 	 Participating Pharmacy 

Whcn YOll go to a Participating Pha1l11acy: 

• 	 present Your Identificat ion Card to 
the pharmacist along with Your 
Prescription Order, 

• 	 provide the phal11lacist with the 
birth date and relationship of lhe 
patient, 

• 	 sIgn the insurance claim log, 

• 	 pay the Pharmacy Deductible, if 
applicable, and 

• 	 pay the appropriate Copayment 
Amount rorcach Prescription Order 
CLUed or refilled and the pricing 
difference. if any. 

ParllClpatmg Pharmacies have agreed not 
to bill You l'or any covered prescripLtoll 
drug expenses III excess ot the Pharmacy 
Deductible, ifnol previously satislied, and 

opayment mount pIli ' any pricmg 
d i ITerence. 

lfYou are lmSlIre whether a pharmacy is a 
Participating Pharmacy, You may contact 
the Customer Service Helpline. You must 
present Your Identification Card to Your 
PartlcipatingPharmacy in order to receive 
full Contract benefits. 
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(2) NOIl-POI·ticipatillg Pharmacy 

Iryou have a Prescription Order filled at a 
Non-Participating Pharmacy, You must 
pay the Phannacy the full amount of its 
bill and submit to the Camer a claim fonn 

(5) 

After the Phannacy Deductible is met, 
You wJlI pay the appropnate Copayment 
Amount as described below. 

Copaymel1t Amollnts 

(3) 

and Itemized receipt \critYlIlg thai the 
prescription was filled. We will pay 
benefits equal to ~O% of the billed charge 
(but not more than 1W'i'\1 0f the Average 
Whoksale Price, plu a dispensing fce) 
less the appropriate Phannacy Deductible. 
Copaymcnt Amount and any appliL:uhlc 
pncing differences. 

llfaximulIl Prescription Dmg Benefit 

The nUIXllllUtll amount of bl.:ncfits 
available under the Prog.ram is 1.500 per 
Calendar Year l'or each Partillpant 
regardless or \vhether or not benefits are 
recei"ed at a Participating Pham1ucy or 
Non-Participating Pharmacy. 

There are three Copayment Amounts 
~ho\Vn on Your application for coverage 
under this Contract for retail pham1ucy. 
rhe amount YOll pay depends on the type 
o I'drug dispensed . If the drugdispensecl is 
a: 

a. Genertc Drug - Y Oll pay Ihe generic 
drug Copayment Amoullt , 

b. 

c. 

Pn.:fcrrcd Brand Name Drug - You 
pay the Preferred Brand Name Drug 
CopuYll1ent Amount and any pricing 
di rlcrem;e dl.!scribed bclow, if 
applicable 

on-Preferred Brand Name Drug 
YllU pay the Non-Pn.fcned Brand 
Name Drug Copayment Amount. 

(4) Decl'J(:lible.t; 

The Phammcy Deductible, based on Your 
Plan selection, IS :-.hown on Yuur 
appliL:ation for cm t:rage under Ihis 
Contract, must be mct by each Participant 
each Calendar Year. Thl: Pharmacy 
Deductible will he Hpplit.!J to ~ad1 

Prescription Order filled l)[ refilkd until it 
is satisfi~d . 

" Ir You lise a Participal' ng 
Phannacy, the Plulnnacy Deductible 
will be applied against lhe price of 
the drugs as agreed to by the 
Partil:ipatmg Pharmacy. 

" If You lise a Non-Participating 
Pharmae), the Phammcy Deductible 
will be appliGd against the rclailcost 
of the drugs. 

The pham1aeist can tell You once the 
Pharmacy Deductibk has been satistieu or 
You may Lontact Ihe Customcr Service 
Helpline. 

(6) 

(7) 

Preferred Brand Name Drug Li~1 

A Preferred Brand ame Dntg List is a 
sal1lpk listing of the mos t commonly 
prescribed medicaLions available in thc 
Prefem.:d Brand Name Drug category Thi:-. 
list docs nut include all of the Preferred 
Brand Name Dnlgs. Ifa medication is not 
on th\: Preferrcd Brand Nume Dntg List, 
You may call the Customer Service 
JleIpI inc to lind out which drugs arc on the 
List and tn detennint: Your hendit level. 

ThiS Llsl will be updated from time to time 
to add nev" Preterred Brand Name Drugs. /\. 
new Preferred Brand Name Drug List ,\ ill 
be provided 10 each Subscriber at least 
annually. 

HoII' Copaymellt Amounts Apply 

When Your Physician has marked the 
Prescription Order "Dispense As Vv ritten" 
(DAW) the phamlaclst may {Jn~v dispense 
the brand name dnIg and You pay the 
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appropriate Brand Nam~ Copayment 
Amount. 

If the Physician has not stipulated DAW, 
You may still choose to buy the brand 
name drug instead ofthe Generic Dnlg. If 
tbe brand name dntg dispensed is on the 
Preferred Brand Name Dnlg List, You will 
pay the Preferred Brand Name Drug 
Copayment Amount plus the difference 
betw en the Generic Drug and the 
Preferred Brand mnc Drug. 

If the brand name drug is a Non-Preferred 
Brand Name Drug, You pay the Non
Preferred Brand Name Drug Copayment 
Amount. 

(8) 	 Gelleric Drugs 

ll1e Program provides an incentive for 
using Generic Drugs. You are encouraged 
to take advantage of this IllCentlve when 
Your prescribing Provider and phannacist 
feci il is safe to do so and where state or 
federal laws permit. Genenc Drugs offer 
Participants the lowest available Copay
ment Amount 

(9) 	 AmOIll1f ofYollr Payment 

The amount 01' Your payment under the 
Program depends on whether: 

(a) 	 Thl: Prescription Order is filleJ at a 
Participating Pharmacy; and 

(b) 	 A Generic Dnlg or brand name drug 
is dispensed. 

Limitations on Quantities Dispensed 

This Contract will pay for thi! dispensing of up 
to a 90-day supply of a Covered Drug on each 
occasion when You have a Prescnption Order 
filled or rdilled. A 'opayment Amounl applies 
to each 30-day quantity of dmgs dispensed. 
This means when You receive a 90-day supply 
of dnlgs, You will pay three Copayment 
Amounts and any pricing differences. 

Payment for benefits covered under this 
ContTact may be denied if drugs are dispensed 
or delivered in a manner intended to change, or 
hav ing the etTeet ofchanging or circumventing. 
the quantity limitations described above. For 
instance, if You obtain multiple refills 1'01' the 
same Prescription Order before U1e original 
supply is consumed. 

Article V - Limitations and Exclusions 

1. 	 The bene}it.\' a.fi described ill Article IV, Section 1. of 
this COil/rae/lire no/ available for: 

a. 	 Any services r supplies which are not 
Medically Necessary and essential to the 
diagnosis or direct care and treaLment or a 
sickness, injury, condition, disease, or bodily 
malfunction; or any Experimental! 
Investigational 'ervices and supplies . 

b. 	 Any services and . upplies provided to any 
Participant for Maternity Care. 

c. 	 Any portion ora charge for a service or supply 
that is in excess of the Allowable Amount as 
determined by Us. 

d. 	 Any services and supplies for which benefits 
are, or could upon proper claim be, pro ided 
lmder the Worker" Compensation law; or any 
sel ice.:; or supplies for which benefits are. Qr 
could upon proper claim be, provided under any 
pre:sent or future laws enacted by the 
Legislature of any stale, or by the Congress of 
the United States. mcluding but not limited to, 
any services or supplies for which benefits are 
payable under Part A and Part B ofTitle XVIII 
or the ociai Security Act (Medicare), or any 
laws, regulations or established procedures of 
any county or lIlunicipallty, except as provided 
in Article V111. Section 8. This Subsection 1 d 
shall not be applicable to any legislation. which 
specifies that the benefits Oflhis Contract shall 
b~ deducted from the benefits available under 
such legislation. 

e. 	 Any charges for services and supplies provided 
which require Our approval when approval is 
not given. 

r. 	 Any services or :upplies tbr which a Participant 
is not required to make payment or tbr which a 
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Participant would have no legal obligation to 
pay in the absence of this or any similar 
coverage, (except treatment of mental illness or 
mental retardation by a tax supported 
institution ). 

g. 	 Any services or supplies provided by a person 
who is related to the Participant by blood or 
marriage. 

h. 	 Any services r supplies provided for injuries 
sustained: (J) as a result of war, declared or 
undeclared, or tmy act of war: or (2) while on 
active or reserv duty in the arnled forces of 
any country or international authority . 

1. 	 Any charges as a result of suicide or attempted 
suicide, or intentionally self-inflicted injury, 
whih: sane or insane. 

J. 	 Any charges: (I) resulting from the failure to 
keep a scheduled ViSit with a Physician or 
Professional Other Provider; or (2) for 
completion of any insurance fonns; or (3) lor 
acquisition of medical records. 

k. 	 Room and board charges incurred dUring a 
Hospital Admission for diagnostic or evaluation 
procedures unless the tests could not hav\! been 
pcrfonneu on an outpatient basis without 
adversely affecting the Particlpanl's physical 
condition or the quality of medical care 
provided. 

I. 	 Any services or supplies provided during the 
course fa Hospital Admission or an admission 
in a Facility Other Provider which conunences 
before lhe patient is co ered as a Participant 
hereunder; or any 'crvices or supplies provided 
after the tennination of the Pmticipant's 
coverage, except as may be provided in Article 
Vl, Section I. Subsection t: or this Contract. 

m . 	 Any services or supplies pro tided for Dietary 
and Nutritional Services, except for all inpatient 
nutritional assessment program provided In and 
by a I lospital and approved by Us: any services 
or supplJes provided by a Licensed Dietitian. 

n. 	 Any services or supplies for Custodial Care. 

o. 	 Any services or suppl icl. provided in cOlmection 
with a routine physical examination (including 
a routine Pap smear), diagnostic scre(.'ning, or 
immunizations This exclusion does not apply 

to the following except a may be provided for 
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in the pecial Benefit Provision section JI1 

Atticle IV, OfthLs Contract: 

1. 	 Mammography Screening; 

2. 	 Well-Child Care, 

3. 	 Childhood Immunizations; 

4. 	 Ccnalll Test for the Detection of 
Prostate Cancer; 

5. 	 Newborn Screening Tests for Hearing 
Impairnlent; and 

6. 	 Certain Tests for the Detection Colorectal 
Cancer Screening. 

p . 	 Any services and supplies (except for 
cuically Necessary dlagno tic and slu'gical 

procedures) for treatment or related services to 
the temporomandibular Uaw) joint or jaw
related neuromuscular conditions with oral 
appliances, oral splints, oral orthotics. devices, 
prosthetics. dental restorations, orthodontics. 
physical therapy, or alteration of the occlusal 
relationships of the tecth or jaws to eliminate 
pain or dysfunction of the temporomandibular 
joint and all adjacent or related muscles and 
nerve,' . 

q. 	 AllY services or supplies provided for 
orthognathic surgery after the Participant's 19th 
birthday. Orthognathic surgery includes, bullS 
not limited to, olTection of congenital. 
developmental or acquired maxillofacial 
skeletal dcfom1ities of the mandible and 
maxilla. 

r. 	 Any items of Medical- 'lII-gica/ Expense 
inclIlTed for dental care and trealments, dental 
surgery, or dental appliances. except a, 
provided in Article IV. Section L of th is 
Contract. 

s 	 Any. crvicc or supplies provided for Cosmetic, 
Rl:constructive. or Plaslic Surgery, except as 
may be provided for in Article IV, Section I, of 
Ihis Contract. 

t. 	 Any services or supplies provided for : 

( 1) 	 Trealment or myopia and other errors of 
refraction, including refractive surgery: 
or 

(2) 	 Orthoptic::; or isual training; or 



(3) Eyeglasses, contact lenses or hearing 
aids, provided iliat intraocular lenses and 
'och lear implant devices shall be 
speci fie exceptions to this exclusion: or 

(4) Examinations [or the prescliption or 
fittillg of eyeglasses, contacl lenses or 
hearing aids. except as may be provided 
for in the pecial Benefit Provision 
section in Article I V of this Contracl. 

1I. Any :-tcrvices or supplies [or mental and nervous 
disorders, except for Organic Brain Disease as 
defined in Article I of this Contract 

v. Any services or supplies provIded by a 
Licensed Hearing Instrument Aid Filter 'mel 
DIspenser 

w, E:xccpt as spccilically includt:d as an Eligible 
Expense, any Mcuical Social ~ef\'ices: any 
outpatient family counseling and/or therapy, 
bereavement counsel ing, vocational cOllnsclmg. 
Marriage and Family Therapy andlor 
counseling; any services provided by a 
Licensed Master Social-Worker Advancl,;d 
Clinical Practilloner, a Licen~ed Profc~sional 
COLlnselor, or a Marriage and Famtiy 1 heraplst 

x. Any services or uppl ies pro" itkd for trealment 
of adolescent behavior disorders. Including 
conduct disorders and oppositional disorder~. 

y. Any services or supplies provided for treatment 
of Chemical Dependency unless an acute tire
threatening condition occurs, in wbich case 
benelits (or Eligible Expenses incurred in a 
I losplt,,1 during the acutc life-threatening stage 
only will be provided on the same basis as for 
any othcr sickness: any services or supplies 
provided by a Licensed Chemical Dependency 
Counselor or a LIcensed Psychological 
Associate. 

z, Any occupational therapy .'crvlces which do not 
consist of traditIonal physical therapy 
modalities and which are not palt 01 an active 
mull i-discipl ina!)' pbyslca I rebahi lttation 
program designed to restore lost or impaireJ 
body function 

aa. Tr3vd, whcther or not recommended by a 
PhYSician or ProfessionaL Other Provider, 
except ('or local ground ambulance service or 

air ambulance service otherwise covered 
hereunder. 

bb. 	 Any services or supplies provided for reduction 
o[ obesity or weight. illcluuing surgical 
procedures. even if the Participant has other 
health conditions which might be helped by a 
reduction of obesity or weight. 

ce, 	 Any services or supplies provided primarily ror: 

( I ) 	 Lnvironmental ensitivity, or 

(2) 	 Climcal Ecology or any similar 
treatment not recognized as safe and 
effective by the Amcrican Academy of 
Allergists and Immunologists; or 

(3) 	 Inpatient allergy testing or treatment. 

dd. 	 Any erviees or suppItes provided a'i, or in 
conjunction wiLh, chelation therapy, except for 
treatment of acute metal poisoning. 

ee. 	 Any services 01 supplies provided for. in 
preparation for, or in conjunction with, 

(I) 	 Sterihlution rever'ial (male or female); 

(2) 	 Trans 'exual surgery: 

(3) 	 Sexual dysfunction; 

(4) 	 1n vitro fertilization services, and 

(5) 	 PromOlion of fertility through extra
coital reproductive technologies 
including, but not limited to. artificial 
insenunation. mtrautenne insemination, 
super ovulation uterine capacitation 
enhancement, d Ifcct-intrapcritonea1 
ll1semination. trans-utenne tuba I 
mscmination, gamete intrafallopian 
transfer, pronucl~ar oocyte stage 
transfer, zygote intrafallopwn transfer, 
and tubal embryo transrer. 

ff. 	 A.ny SCI"\ Ices or supplies tor routine (oot care, 
such as: 

(I ) The cutting or removal of corns or 
callouses. the tnmming: of nails 
(includmg mycotic nails) and other 
hygienic and preventive maintenance 
care in the realm of -elf-care, such as 
cleaning and soaking the reet, the llse of 
skin creams to maintain skin tone o[ both 
ambulatory or bedfast patients; and 
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(2) 	 Any .. ervil:~s perfomled in the absence of 
localized illness. injury, r symptoms 
in lolv ing the loot; and 

(3) 	 Any treatment uf a fungal (mycotic) 
infectiQn oftlle toenail in tho: absence of: 

(a) 	 Clinical evidence ofmycosis of the 
toenaiL 

(b) 	 Comr ~lling medic<11 evidence 
documenting that the patient 
either: 

(i) 	 Has a marked limitation of 
ambuiation requiring active 
treatment o[the root; or 

Oi) 	 In the' case of a non
ambulatory patient, has a 
(.;ondition that is likely 10 

result in significant medical 
complications III the absence 
of sllch treatment; and 

(iii) Excision 	 of a nail without 
using an injectable or gcneral 
anesthetic. 

gg. 	 Any drugs and medicines, except as may be 
provided under the Pre::.cription Drug Program, 
that are. 

• 	 Di pen. ed by a Phannacy and rccelved by 
thc Participant while covered wlder this 
Contract. 

• 	 Dispensed 111 a Provider's ol'lke or uuring 
confinement in a Hospital or other acute care 
institution or l~\cilily and received by the 
Participant for usc on an outpatient basi~. 

• 	 Over-lhe-counter drugs and medicines: or 
drugs for winch no charge is made. 

• 	 Prescription antiseptic or Lluoridc 
mouthwashes. moulh rinse::;, or topical oral 
solutions or preparatIOns, 

Rctin-A or phannacological similar topical 
drugs, or 

• 	 Smoking cessation prescription drug products 
requiring a Prescription Order. 

hb. 	 Any Speech anu Hearing Services. This 
exclusion does not apply to tbe following 
except as provided for in the peciaJ Benefit 
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Provisions section in Article IV Section 1, of 
this Contract: 

(I) 	 Extended Gare Expen<;e: 

(2) 	 Well-Child Care, and 

(3) 	 Newhom Screening Test for Hearing 
Impairment. 

II. 	 Any services or supplies for Eligible Expenses 
incurred for a Preexisting Condition during a 
period of 24 months beginning itb the 
Participant" s Effective Date under this Contract. 
This PreexLsting Condition exclusion 'hall not 
apply to a Participant: 

(1) Who was continuollsly covered for an 
aggregate of 18 monrhs under Creditable 
Coverage if the pre ious coverage wa<; in 
effect up to a date not more than 63 days 
before the Effective Dale of the 
Participant's coverage under tlus 
Contract, excluding any wailing periods; 
ancl 

(2) 	 Whose most recent Creditable Coverage 
was under a group health plan, a 
governmental plan, or a church plan. 

If a Participant's most recent Creditable 
Coverage was und!.:f a group health plan, a 
govemmental plan, or a church plan. but the 
Participant does not have aggregate Creditable 
Coverage totalmg 18 months, We will aeclit the 
time the Participant was rreviously covered 
under Creditable Coverage if the previous 
coverage Wfl. in effect at any time Juring the 18 
months precedmg (I) the first day coverage is 
effective under this Contract II there is not a 
wailing period. or (2) the day the applicant files 
a substantially complete application for 
coverage if U1ere is a wailing period. 

.IJ. 	 Any servil.:es or upplie for reduction 
mammoplasty. 

kk. 	 Any services or supplies provided for the 
("ollowing treatment modalities: (I ) 
acupuncture; (2) video-tluoroscopy; (3) 
intersegmental traction; (4) surface EMGs; (5) 
manipulatiun under anesth~sia; and (6) muscle 
testing till" ugh computerized kinesiology 
machme::. such as Isostation. Digital Myograph 
and Dynatron. 



I/. 	 Orthodontic or other dental appliances; splints 
or bandages provided by a Physician in a 11011

hospital setting or purchased "over-the-counter' 
for support of strains and sprains; olihopedic 
shoes which arc a eparable part of a covered 
brace, specially ordered, custom-made orbuilt 
lip shoes, cast shoes, shoe inserts designed to 
support the arcb or affect changes in the foot or 
[001 alignment, arch supports, elastic stockings 
and garter belts. This exclusion does not apply 
to podiatric appliances as described in Article 
IV. ection I m( 12), of tlus Contract. 

mm. 	 Any services or supplies provided ('or or in 
conjunction with a condition ..\bich has been 
specifically excluded Cor a Participant as 
indicated in the application which is attached to 
and made a part of this Contract. 

nn. 	 Any services or supplies not specifically 
defined as an Eliglblc Expense under Article 
IV, Section I, orthis Contract. 

2. 	 The benefits as described ill Article IV, Section 2, of 
thi... Contract lIre /lot flvailable for: 

a. 	 Drugs which do not by law require a Prescription 
Order from a Prov ider (except injectable insulin); 
and drugs, or cowred devices for which no valid 
Prescription Order is obtained. 

b. 	 Dl:vices or durable medical equipment ofany type 
(even though slIch dev ices may require a 
Prescription Order), such as, but not limited to, 
contraceptive devices, thenlpctltic devices, 
artIficial appliances, or similar devices (except 
disposable hypodermic needles and syringes [or 
self·administered injections.) 

c. 	 Administration or injection rany drugs. 

d. 	 Vitamins (except those vitamins which by law 
require a Prescription Order ,mel Cor which there is 
no non-prescription alternative). 

e. 	 Drugs dispensed in a Physic ian ' s office or during 
continement while a patient in a Hospital . or other 
acute care institution or facility, including take
home drugs; and drugs dispensed by a nursing 
home r cu todial or chronic eare institution or 
facility . 

f. 	 Covered Drugs, devices, or other Phamlacy 
services or supplies for which benclits are, or 
could upon proper claim be, provided under any 

present or furure Jaws enacted by the Legislarure 
of any state, or by the Congress of the United 

tates (including but not limited lo, any 'ervices 
or suppLies for which benefits are payable under 
Part A ami Part B of Title XVlIl of the Social 
SecLU-ily Act (Medicare), or the laws, regulations 
or established procedure of any county or 
municipality, cxcepl any program which is a state 
plan for medical assIstance (Medicaid), or any 
prescription dnlg which may be properly obtained 
without charge under local, state, or federal 
programs, unless 'uch exclusion is expressly 
prohibited by law; provided, however, lhat the 
exclusions of this ection (D ' hall Dot be 
applicable to any coverage held by the Participant 
for prescription dntg expenses which is written as 
a part of or in conjunction with any automobile 
casualty insurance policy . 

g . 	 Any services provided or items furnished for 
which the Phannacy nomlally does not charge 

h. 	 Ontgs for which the Phamlacy's usual and 
customary charge to the general public is less than 
or equal to the Copayrnent Amount provided 
under this Contract. 

I. 	 Contraceptive devices, non-prescriptive 
contraceptive matclials. infertility medication, 
and I'ertility medication (except oral contraceptive 
medications which are Legend Drugs). However, 
cont.raceptive devices are covered under the 
medicaL portion of lhis Contract. 

J. 	 Any prescnpllOll antiseptic or fluoride 
mouthwashes, mouth rinse. , or topical oral 
solutions or preparations. 

k. 	 Drugs required by law to be labeled : "Caution
Limited by Federal Law 10 Investigational Use," 
or experimental dnlgs. even though a charge is 
made for (be drugs. 

I. 	 Covered Drugs di. pensed in quantitie in excess 
of the amounL" stipulated in Article IV, Section 
2c, r this Contract. or refills ofany pre criptions 
in excess of the number of refills specilied by the 
Physician or by Jaw, or any dnlgs or medicines 
di pensed more than one year following the 
Prescription Order dale. 

Ill. 	 Legend Drugs which are not approv d by the U.S. 
food and Drug Administration (FDA). 
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n. 	 Fluids, solutions, nutrients, or medications 
(including all additives and chemotherapy) used 
or intended to be used by intravenous or 
gastrointestinal (enteral) infusion or by 
intravenous injection in the home ctting; drugs 
given through routes other than subcutaneously JI1 

the home setting. Thi exception does not apply 
LO dietary fomlULa necessary for the treatment or 
phenylketonuria (PKU) or other heritable 
diseases. 

o. 	 Drugs pre cribed and dispensed for the treatment 
of obesity or ror use in any program of weight 
reduction. weight loss. or dietary ontrol. 

p. 	 Drugs the use or intended use of which would be 
illegal. unetillcai. impmdent. abusive, not 
Medically ccessary, or othelwise improper. 

q . 	 Drugs obtained by unauthoril.ed, fraudulent, 
abUSIVe, r improper use of the IdentificatIOn 
Card. 

r. 	 Drugs used or intended to be used in thl: treatment 
ofa condition, sickness. disease. injury. or bodily 
malfunctlOll which is not covered under this 
Contract, or for which benefits have been 
exhausted. 

s. 	 Rogaine, nlinoxidil or any other dnlgs. 
medications, solutions or preparations lIsed Of 
intended for use in the rrealment ofllair loss, haif 
thinning or any related {;ondition, whether to 
facilitate or promote hair growth, to replace lost 
ha ir, or otherwise. 

t. 	 Any smoking cessation products requiring a 
Prescription Order. 

u. 	 Compounded drugs that do not meet the definition 
of CompOlmd Dnlgs as defined Article I of this 
ContracL 

Article VI- Termination of Coverage 

1. 	 The coverage of the Subscriber and all covered 
Dependents under this Contract will tcrm.inate on the 
earliest oftlle following dates: 

a. 	 On the la t Jay or the last period for whieh tbe 
premium [orthi ootract has been pald to Us. 
subject to the grace period provideJ in Article 
VII, Section 3; or 

b. 	 On the last day of any Contract Month upon 
written request for tcnnination of this Contract 
made by the Subsci-iber and received b Us 
prior thereto; or 

c. 	 On the Contract Date for fraudulent or 
intentional misrepresentation ofa material fact; 
or 

d. 	 On the date of death of the Sub, criber; or 

e. 	 Ou lhe last day orany Contract Month in which 
a Subscriber no longer resides. lives, or works 
in an area for which We are authorized to do 
business; but only if coverage is tCIDlinatcd 
uni fonnly without regard to any I Iealth Status 
Related Factor; or 

f. 	 On the date following 90 days advance notice 
by Us to the Subscriber, but only if We are 
terminating all other Form No. PPO
S -LSAVER Plan Contracts; provided that We 
offer auy hospital. medil:al or surgical insurance 
co rerage on a guaranteed issue basis to all 
applicants at the lime of discontinuance of this 
Contract. 

g . 	 Tn the event this Contract is terminated in 
accordance with the pro isions of Sub ection g 
abo e. a Participant does not elect to purchase 
another individual hospital, medical or surgical 
insmance policy, coverage for any continuoll. 
illness or injury of a Participant which 
commenced while lhis onlract was in force 
shall, at tennination, continuc during tbe 
continuous Total Disability of the Participant 
and shall be limited 10: 

( L) The duration of the policy bencfit 
period : or 

(2) 	 Payment or maximum benefits under 
this Contract; or 

(3) 	 A period not less than 90 days. 

Total Disability, for purposes ofthis Subsection 
g, means the complete inability of a Participant 
as a result of injury or sickness to perfoml the 
usual tasks 0(" his occupation, provided such 
Participant is not otherwise gainfully employed 
for wage or profit and is under the regular care 
of <l Physician or Professional Other Provider. 

h. 	 We may elect to tenninate all individual 

hospital, medical or surgical coverage plans 
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delivered or issued fOT delivery in tuis State, but 
only if We : 

(l ) Notily the Texas Department of 
Insurance Commission~r not later than 
[80 days prior to the date coverage 
wlder the first individual hospital, 
medical or surgical health benefit plan 
terminates; 

(2) 	 Notify each covered Participant not 
later than 180 days prior to the date on 
which coverage terminates for that 
Participant: and 

(3) 	 Act Ulllronnly witJlOUt reganl to any 
Health- tatus Related Factor of 
covered individuals or Dependents or 
covered indiViduals wbo may become 
eligible for coverage. 

In addition ( lbe provisions of Sect toll t, above. the 
coverage of any Dependent tmder this Contract shall 
tcrnllnatc 011 the earliest of the [ollo\\ ing dates. 

3. 
a. 	 At the end of the Contract ylonth III which the 

Dependent ecases to be a Dependent a.'i defined 
in Arttcle L Section 17, of this Contract. 
provideJ that : 

(1) ff such dale falls 
which We have 

within a 
accl;;pted 

period for 
premium, 

4. 

coveragl! shall not tenninate until the Jast 
day of sllch period, or 

(2) Coverage for any unmarned child who is 
medically certi ned as Di 'abled and 
dependent upon You shall not tcrllllOate 
upon reaching age 25 if the c1111d 
wntinues to be both: (n) Disabled, and 
(b) dependent upon You for more than 
one-hal f nfhis support as defined by the 
Internal Revenue Code of the nited 
States. 

Disabled means any medically 
detcnninablc physical or menral 
condition that prevents the child frolll 
engaf,rlng in self-sustaining employmellt. 
The disability must begin while the child 
is covered under this Contract and before 
the cruld attains 25. YOLl must submit 
satisfactory proof of the disability ami 
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dependency to Us within 31 days 
following the child's attainment of age 
25. As a condition to the continued 
coverage of a child as a disabled 
Dependent beyond age 25, We may 
require periodic certification of the 
child's physicaJ or mental l:ondition but 
not more frequently than annually alier 
the two-year period following the child's 
attainment of age 25. 

b. 	 On the date of death of the Dependent: or 

c. 	 On the last day of any Contract Month on 
written request for tennination of the 
Dependent's coverage made by the Subscriber 
and received by U~ prior thereto; or 

d. 	 On the last day of any Contract Month in whIch 
a Dependent no longer resides. lives. or work 
in an area for which We are authorized to do 
busincss; bllt un)y if coverage is tenninated 
unironnly without regard to any Health Status 
Relaled Factor. 

Notwithstanding the provisions of Section I. above, 
withlll 30 days of the death of the Subscriber. all 
remaining eligible Dependents may jointly elect 10 

written notice to Us to continue this Contract with the 
eldest Dependent as Subscriber. 

Notwithstanding the proviSions of Section 2. above, 
\vithin 30 days of a divorce, marriage of a child, or a 
child allalning age 25, the fonner Dependent losing 
coverage may elect to apply for coverage in his own 
name. 

Upon timely application, We will allow coverage 
under the name of the applicant WIthout evidence of 
insurability at lhe then prevailing premium rat for 
persons or the same age, sex and geographical 
lo~allon . 

In the case of a change in marital status, the new 
Contract will have the ame Effective Date as the 
Contract under which coverage was afforded prior to 
the loss of coveragt.:. The rights provided under tlti . 
Section 4 shall temlinate if We do not receive the 
application within the 30-day period. 



Article VII- Standard Provisions 

1. 	 Claim Forms: We will furnish to the Subseriher, thc 
flo pita!. and/or the Participanfs Physician or Other 
Provider. upon receipt of a notice of claim or prior 
thereto, such fonl1s as We usually tiJrnish for til 109 
Proof of Loss. Ifsuch fonns are not fUllll';hed within 
15 days aftcr receipt of such notice by Us. the 
Participant shall be deemed to have complied with the 
requirements of this Contract as to ProofofLoss lIpon 
submitting, within the time fixed in the Contract for 
filing such Proof of Loss. wrirten proof covering the 
occurrence, the character. and the extent of the loss for 
which claim i made 

2. 	 Contract; Amendments: 

a. 	 This Con Lrac I and the application or 
applicatIOns for coverage by the Subscriber and 
any amendments, riders. or endorsements 
attached hereto. shall constituh: the entire 
Contract. Any statemenb made shall be 
deemcu representations and not walTanties. and 
no statement made by the Subscriber in the 
applicatIOn for this Contract. hall be used in 
any comest or in ddense of a claim hereunder 
lInkss a copy of the application is attached to 
this ( on tract wl1l.:n issued 

b. 	 Only Our Presldent. Vice Presidl:nt. Secretary, 
or an Assistant Secretary has tile power to 
change. modlly, or waive the prO' isions oftlus 
Contract, and then only in writing prepnrcd at 
thc Administrative OtTIc\.: and attached or 
endorsed hereto. We shall nor be bound by an)' 
promise or representation heretofore or 
hereafter made by or to any agent other than as 
specified above. 

3. 	 Grace Period A grace period of: (a) tcn days lor 
monthly. ur (b) 31 days for quarterly paym~nt of" 
premiums shall be allowed from the due date of each 
premium paymeut, during which grace penod this 
Contrad will contll1uc in force, subject to its 
lI:nnination in accordance with the provisions hereof. 

4. 	 LegaJ Actions: No action at la\\ or III equity shall be 
brought to recover on tillS 'ontracl prior to the 
expiration of 60 day~ uftcr \vritten Proof orr oss ha~ 
been filed In aCl:ordancc With the requirements herl!tn 
and no such action ~hall be brought at all unless 

brought within three year' from the expiration of the 
time within which written Proof of Loss is required to 
be furnished by this Contract. 

5. 	 Misstatement of Age: in the event the age of a 
Partieipanl has been misstated. thc premium rate for 
such person shall be dctermined according to the 
correct age as provided in this Contract and there shall 
be an equitable adjustment of premium rate made so 
that We will be paid the premium rate at the true age 
or the Part icipant. 

6 . 	 Notice of Claim: You shall give or calise to be given 
written nollce to Us at Our Administrative Oflice at 
Richardson, Dallas County, Texas or Our duly 
authorized agent wi1hin 30 days or as soon as 
reasonably possible after any Participant receives any 
of the services for which benefits are provided herein. 
Nul ice gIven to any Hospital by the Participant at the 
time of admission as a pattcnt shall satisfy this 
requirement. 

7. 	 PhYSical Euminations and Autopsy: We, at Our 
own expense shall have the right and opportunity to 
examine the person ofthe Participant for "",bam dail11 
is made. "\then and so often as We may reasonably 
require during the pendency ofa claim hereunder and 
also in case of death. the right and opportunily to 
make an autopsy where it is not prohibited by law 

8. 	 Proof of Loss: 

a. 	 Except for services or supphes proVided by a 
Network PrOVider. wrillen Proof of Loss mu. t 
be furni<;hed to Our Administrative Office at 
Richardson, Dallas County, Texas. Of Our duly 
authorized agent no later than 90 days from lhe 
date that the services or supplies are provided to 
the PartiCipant. failure to furnish such proal 
withlll the time required shall nOI invalidate or 
reduce any claim if il was not reasonably 
possible to furnish such proofwithin such time, 
provided such proof is furnished us soon as 
reasonably possible and. in 110 event. except 111 

Ule absence oflegal capacity of the Subscriber, 
later than one year from the time proof is 
othenvise requireu. 

b. 	 Written Proof of Loss for services or upplies 
provided by a Ndwork Provider must be 
lumisbcd to Us by the Network Provider in 
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strict compliance with the written contract 
between BCBSTX or another Blue Cross Plan 
and the Network Provider. In the ev ot such 
written contract docs not contain a time 
limitation for furnishing Proof of Loss, the 
provisions of Sub 'ection a, above. shall be 
applicable. 

9. 	 Reinstatement: If default be made in the stipulated 
premium payments for tltis Contract. the subsequent 
acceptance of such premium payments by BCBSTX 
of Our duly authorized agents shall reinstate the 
Contract. For purposes oftbis Section 9. mere receipt 
and/or negotiation of a late premium payment does 
not constit-ute acceptance. The reinstated Contract 
shall cover only los resulting from Accidental Injury 
as Dlay be ustained after the date of reinstatement and 
loss due to sickness as may begin more than ten days 
after such date . In aU other respects, the Subscriber 
and BCBSTX shall havt; the same rights hereunder as 
they had under the Contract immediately before the 
due date of the defaulted pr mium ', including the 
right of the Subscriber to apply tbe period oftime this 
COlltract was in effect immediaLely before the due date 
of the defaulted premiums toward satisfaction of any 
waiting periods for benefits, , ubject to any provisions 
endorsed hereon or atlached hereto in connection with 
the rein taLement. Any premium payment accepted 
ill connection with a reinstatement ball be applied to 
a period for which premiums have not been previously 
paid_but not to any period more than 60 days prior to 
the date of reinstatement. 

JO. 	 Time Limit 00 Certain Defenses: 

a . 	 After two years from the I::.ffective Date of 
coverage for any Participant, no misstatements 
or omissions, except fraudulent misstatements 
or omissions, made in his application for 
coverage shall be used to void his coverage or 
to deny a claim for benefits on accOlmt of 
hospitalization or medical-surgical services 
provided after the expiration of such two-year 
period. 

b _ 	 No claim for loss incurred with respect to any 
Participant under this Contract on account of 
hospitalization or medical-surgical services 
provided after the Iwo-year period from the date 
of issue of this Contract shall be reduced or 
denied on the ground that a disease or physical 

condition not excluded from coverage by name 
or specific descliption effective on the date of 
loss had existeu prior to the Participant's 
Effective Date ofcoverage under this Contract. 
This Sub ection b shall not apply to a uisease or 
physical condition for which a fraudulent 
misstatement or omission was made by the 
Subscriber in his application for coverage.. 

Article VllI - General Provisions 

1. 	 Disclaimer: We will not be liable for any act or 
omission by any Hospital, Physician, or Other 
Provider, their agents or employes. in caring for a 
Participant receiving services covered under this 
Contract, and no responsibility attaches hereunder for 
inability orany Hospital, Physician, or Other Provider 
to 11.mlish accommodations or services. Benefits are 
subject to the rules and regu lations of the Hospital. 
facility or other institution selected by the Participant, 
and are available only for sickness or injury 
acceptable to such Ilospital, facility, or other 
institution_ 

2. 	 Disclosure Authorization: 

u. 	 In consideration ofOw- having waived physical 
exanunation in connection with the application, 
You, on behalf of Yourself and Your 
Dependents, shall be deemed to have authorized 
any attcnding Physician, Other Provider r 
I [ospital to fumish Us all information and 
records or copIes r records relating to the 
diagnosis, treatment, or care of any Participant 
included under this Contract: and such 
Participants shall. by asserting claim for 
benefits hereunder. be deemed to have waived 
all provisions of law forbidding the disclosure 
of such information and records . 

b. 	 As a condi tIon to the continued coverage of a 
child as a disabled Dependent beyond the age o[ 
25 . We shall have the right to require periodic 
certification of the ebild's physical or mental 
condition and dependency, but not more 
frequently than annually after the two-year 
peliod fOllowing the child's attainment of age 
25. 

3. 	 Gender: Use herein of a personal pronoun in the 

masculine gcnder shall be deemed to include Lhe 

Form No. PPO-SELSAVER 	 34 



feminine unless the context clearly lOdicates the 
contrarY. 

Non-AgenC): You understand that this Contract 
constitutes a contract solely between You and Blue 
Cross and Blue Shield ofTexas (BCBSTX). BCBSTX 
is DIvision of Health Care Service Corporation, a 
Mutual Legal Reserve Company, an Independent 
License!.! of the Blue Cross and Blue Shield 
Association. The license trorn the Association pemlits 
Blue Cross and Blue Shield of Texas to USc the Blue 
Cross and Bille Shield _ ervlce Marks in the State of 
Texas. BCBSTX is not contracllng a:. the agent or the 
Association, You al. 0 lInderstamJ that You have not 
enteret.l into this Contract based upon representations 
by any person other than BCBSTX. No per..;on, entity, 
or organization other than BCBSTX 'hall be helt.! 
accountable or liable to YOll for any of its obligations 
created under this Contract. fhis Section 4 shall 110t 

create any additional obligations whatsoever on the 
palt BCBSTX other than those obltgations created 
Llnd~r other provisions orlhi:. Contract. 

5-	 Premiums: 

a. 	 The premium applicable 10 tillS Contract is 
dClen11lned by Your age and sex. Your pla(;c of 
residence on each premium due dat . ccrtain 
health conditions or a combination of such 
health conditions, mcluding but not limited tn. 
whether or not You or a rami Iy member IS a 
smoker or user of tobacco products, ano lilt! 

number and classitication of the family 
members coven.~d hereunder in accordance with 
the schedules liIed with the Texas Department 
oj Insurance. If hoth husband and wife :lr~ 

included on till: same membership, Yow' 
premium will be based on the age ofeach adult. 

You shall notify Us in writing orany change in 
Your place of residence with in 30 days 0 r the 
date of change. 

Your plaee of residence means the add res 
where You principall residc and reglllarl:v 
maintain physkal presence. 

b. 	 otwithstanuing the pr )ViSIOns ofSubsec lion a, 
above, of this S~ction 5: 

(I) 	 Change in Premium Upon Notice: We 
reserve the right to adjust the prellllUm 
upon 30 days notice to You. Such 
adjustments in rates 'hall become 
effective on the date ~pecified in said 
notice. Except for a change in the 
number and classlllcalion or a family 
member, or I:hanges in premium resulting 
from a change in residence or age under 
Paragraph (2) and/or (3). below. 110 

adjustment in premium rate shall be made 
'Within six months or the initial premium 
rate. 

(1) 	Change of Residence: If You change 
Your place ofresldence and such change 
resuHs in a change in premium, the 
premium applicable to this Contract shall 
automatically change to the rate 
applicable to the new place of resilience 
e!Tcclive on the first day of the Contract 
Month following the date ofslIch change 
in residenle. Ifsuch change is to a lower 
premiulll rate and YOLI fail to notiry Us in 
wnlmg of slIch change prior to the dale 
or change, Your right to refund or 
overpayment shall be limited to the 
overpayment for the six months 
immediately preceding the date of 
noti ficatlOn to Us. 

(3) 	A~e: If YOll and/or Your spouse attain 
an age whIch results ill an Increased 
premium rate, the prenuum applicable to 
this Contract shall automatically change 
to the rate applicable to the new age 
erfective on the first day of the Contract 
Month following Your and/or Your 
spouse's birthday. 

6. 	 Refund of Benefit Payments: If and when We 
determine that benefit payments hereunder have been 
made en'oneollsly but in good faith , We reserve the right 
to seck recovery of such benefit payments rrom the 
Paliicipanl. any other insurance company, or Provider of 
services to whom such payments were made . We 
re crve the right 10 offset subsequent benetit payments 
otherwise payable by the amount of any such 
overpayment. 
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7 Review of Claim Determinations: 	 The Participant will be notified in writing of 

a. 	 When a claim is submitted rroperly and 
received by Us, it will be prol'cssed 10 

detemline \.',;hether and in what amount benefits 
should be paid. ~ome claims take longer to 
process than others do becau 'C they require 
infomlation not providt:d with the claim. 
Examples ofsuch matters include dctennination 
of Medical Necessity. 

A ncr processing the claim, We will delenlline 
und notify the Partil:ipa11l of the exact amount. 
ifallY, being paid on the claim; that the claim is 
being denied in whole or in part ano the reason 
for denial; or that We require additional 
infomlation before We can ueterrninc Our 
IlUbility. Ifadditional informatIOn is requested, 
it must be i'unllShcd before processing of the 
claim can be completed. 

b. 	 Any Participant (or a parent If he is a minor) 
has th~ right to seek anu obtain a full and fuir 
review by Us or any delermination of a claml. 
or any othcr dctenTIlnation made by LIs of the 
Participant's benefits under this Contract. 

[t' a Partlcipanl bdieves We incorrectly denieJ 
all or part of his charges and want" to obtam a 
review or the benefit delcnninatlOl1 , he must· 

(I) 	 Submit a written reqllest for review 
mailed to Us or Our Auminlslratlve 
Office in RlcharJson, Dallas County, 
Texas. The requesl must state the 
Participant's thll name and Subscriber 
Identification number and the charges un 
the claim he \-vants reviewed. 

(2) 	 Include in the written request the items ot 
conccrn regarding Our detennioatlQI1 and 
all additional infomUllion (including 
medical ini"ommtion) thallhe Participant 
believes has a bearing on why the 
delernlinalion was incon'ecL 

00 the basis ortbe infonn<llion supplied with 
the request for reView, together WIth any 
other inlomlation uvail ,lblc to Us, We will 
review OUI prior determination for 
correctness and make u new detemlmatioll 

Our oecision and the reasons for it within 60 
days of Our receipt orthe request for review. 
This detcm1ination will be final unless 
additional information. which has not 
previously been available for review, is 
provided within 60 days of the Participant's 
receipt of the determinatIon 

State Government Programs: 

n. 	 Benefits for services or supplies l1nder this 
Contract shall not be excluded olely because 
benefits are paid or payable for such services or 
supp]ie under a stale plan ror medical 
assistance (Medicaid) made pursuant to 42 

.S.c., Section 1346 et seq., as amended. Anv 
benefits payable tmder sllch state plan for 
medical assistance shall be payable to the Texas 
Department of Human Services to the extent 
required by Article 21.4910 of the Texas 
Insurance Code. 

b. 	 All benetits paid 011 behalfora child or children 
unJer this Contract mllst be paid to the Texas 
Depal1mcnt of Human Services where: 

(1 ) 	 The Tc,as Department of Human 
ervices is paying benefits pursuant to 

Chapter 31 or 32 of the IIumon 
Re 'ources Code, anu 

(2) 	 The parent who is covered by this 
Contract has possession or access to the 
child pursuant to a ourt order, or is oot 
entitled to access or possession of the 
child and is required by the coul1 to pay 
child suppon: and 

(3) 	 We receive writlen notice at Our 
Administrative omce, affixed to the 
benefit claim when the claim is lin 
submilled, that the benefits claimed l11ust 
be paid directly to the Texa Department 
of Human Services 

Subrogation : If We payor proville benefits for You 
or Your Dependents under thIs Contract, We are 
subrogated to all rights of recovery whieh You or 
Your Dependent has in contract, lort or otherwise 

against any person, organization or insurer for the 
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cUllount of benetits We have paid or provided. That 
means We Dlay use Your right to recover money 
through judgment, settlement or otherwise from any 
person, organization or insurer. 

For the purposes ofthis provIsion, Subrogation means 
the substitution of one person or entity (BCBSTX) in 
the place of another (You or Your DependeIlt) with 
reterence 10 a lawful claim. demamlor right, so that he 
or shl.' who is substituted ul.:cccds to the rights of the 
other in relation to the debt or claim. and its rights or 
remedies . 

Right ofReimbursement 

In jurisdictions where subrogation rights are not 
recognized, or where subrogation rights are precluded 
by factual circumstances, We will have a righ t of 
reimbursement. 

lfYou or Your Dependent recovers money from any 
person. organization or insurer for an injury or 
condition for which We paid benefits under this 
Contract, You or Your Dependent agrees to reimbmse 
Us 1rom the recovcn;d money for the amount of 
benefits paid or provided by Us. That means You or 
Your Dependent will pay U. Ihe amount of money 
recovered through judgment, setllemem or otherwise 
from the third party or their ll1surer, as well as from 
any person, organization or in urer, up to the amount 
of benefits We paid or provided. 

RiKht to Re('overy by SlibrogaJion or Reimb"rsement 

You or Your Dependent agrees to promptly furn ish to 
Us all inforn1utiol1 cOl1ccmjng Your or Your 
Depcndcnt's right' of recovery from any person, 
organization or iIl.,<;urcr and to fully assist and 
cooperate with Us in protecting and obtaining its 
reimbursement and subrogalion rights. Your, Your 
Dependent or Your attorney \\ iU noti fy Us before 
settling any claim or suit so as to enable Us to enforce 
Our rights by participating In the settlement of the 
claim or suit. You or Your Depem.h.::nt further agrees 
not to allow the reimbursement and subrogation rights 
BCBSTX to be limited or hamled by any acts or 
failure to act on the part of You or Your Dependent. 
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Amendments 



An Amendment 

Effective January 1.2003 
To be attached to and made a part of your Blue Cross and Blue Shield of Texas* Individual Plan 

Insurance Contnct. 


Your Coll/racl i,\ amended as follows: 


Article I of this Contract is nmendetl by adding the followmg new Professional Other Provider: 

• Surgical Assistant 

- ?a:fo.iu,,"-~~~ 
. Presi~U 

h1nn No 0009.040 0009.040-103 
*A Dlvi ion of Health Care Service CoqJoration. a Mutual Legal Reserve Company. An Independent Lil:ensee ortile Blue Cross and 
Rlue 'hield Association 



An Amendment 

Effective Date Januarv 1. 2004 

To be attached to and made a part of your Blue Cross and Blue Shield of Texas* PPO 
Select Saver Plan )nsurancc Contract. 

1. 	 Article I, Section 56, of this Contract is amended by deleting Subsection b In its entirety 
and substituting the following: 

b. 	 Professional Other Provider - a person or practitioner. when acting within the 
scope of his license and who i appropriately certified. only as Ii ted: 

(1) 	 Advanced Practice Nurse 
(2) 	 Doctor of Chiropractic 
(3) 	 Doctor of Dentistry 
(4) 	 Doctor of Optometry 
(5) 	 Doctor of Podiatry 
(6) 	 Doctor in Psychology 
(7) 	 Licensed Acupuncturist 
(8) 	 Licensed Audiologist 
(9) 	 Licensed Clinical Social Worker 
(10) 	 Licensed Dietitian 
(11) 	 Licensed Hearing Instrument FiHer and Dispenser 
(12) 	 Licensed Physical Therapist 
(13) 	 Licensed Occupational Therapi t 
(14) 	 Licensed Speech-Language Pathologist 
(15) 	 Nur e First As istant 
(16) 	 Physician Assistant 
(17) 	 Surgical A sistant 

2. 	 Article N of this Contract as previously amended, is anlended by deleting the section 
entitled Bellefits for Acquired Brain Injury in its entirety and substitUting the following: 

Benefits for Treatment of Acquired Brain Injury 

Benefit for Eligible Expenses incurred for Medically Necessary treatment of Acquired 
Brain Injury will be delermined on the same basis as treatment for any other physical 
condition. Eligible Expen. es include the follOWing services as a resuH of and related to an 
Acquired Brain Injury: 

• 	 Cognitive rehabilitation therapy - Service designed to address therapeutic cognitive 
activities. based on an assessment and understanding of the individual' brain 
behavioral deficits. 
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• 	 Cognitive communication therapy - Services designed to address modalities of 
comprchellsion and expression. including understanding. reading. writing. and verbal 
expression of information. 

• 	 Neurocognitive therapy and rehabilitalion services - (1) Therapy designed to address 
neurological deficits in infom13tional processing and to facilitate the development of 
higher level cognitive abilities and (2) Services designed to assist cognitively impaired 
jndividuals to compensate for deficits in cognitive functioning by rebuilding cognitive 
skills and/or developing compensatory strategies and techniques. 

• 	 Neurobehaviorallrealment -Interventions that focus on behavior and the variables that 
control behavior. 

• 	 Ncw-obehavioral testing - An evaluation of the history of neurological and psychiatric 
difficulty. current symptoms. cmrent mental status, and pre-morbid history. including 
the identification of problematic behavior and the relationship between behavior and 
Ihe variables that control behavior This may include interviews of the individual, 
family. or others. 

• 	 NellTo-physiological testing - An evaluation of the functions of the nervou system. 

• 	 Neuropsychological testing - The administering of a comprehensIve ballery of tests to 
evaluate neurocognilive. behavioral, and emotional trengths and weakne ses and their 
relationship to normal and abnoffi1al central nervous system functioning. 

• 	 Neuro-psychological treatment - Interventions designed to improve or minin1ize 
deficits in behavioral and r.ognitivc processes 

• 	 Neuro-physiologicaltreatment - Interventions that focus on lhe on the functions of the 
nervous system. 

• 	 Psychophysiological testing - An evaluation of the interrelationsWps between the 
nervous system and other bodily organs and behavior. 

• 	 Psychophysiological U'ealment - interventions de. igned to alleviate or decrease 
abnormal physiological respon es of tlle nervous system due to behavioral or emotional 
factors. 

• 	 New-ofeedback therapy - Services that utilizes operant conditioning learning 
procedure based on electroencephalographs (EEG) parameters. and which are designed 
to result in improved mental performance and behavior. and stabilized mood. 

• 	 Remediation - The proces (es) of restoring or improving a specific function. 

• 	 Post-acute transition services - Services that facilitate the continuum of care beyond 
the initial neurological insult through rehabilitation and community reintegration 

• 	 Commwlity reintegration services - Services that facilitate the continuum of care as 
an affected individuallransiUons into the community. 

Services means the work of testing, treatment, and proViding lherapies to an individual with 
an Acquired Brain Injury. 

Tllerapy means the scheduled remedial treatment provided tllfough direct interaction with 
the individual to improve a pathological condition resulting from an Acquired Brain Injury. 
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3. 	 Article IV, of tlIis Contract is amended by adding the following new benefit provision: 

Certain TbeTapies for Children with Development De/ays 
Medical-Surgical Expense benefits arc provided for a Dependent child under three years of age willi 
developmental delays for the nece sary rehabilitative and habilitativc therapies in accordance with an 
individualized family service plan issued by the Texas Interagency Council on Early Childhood 
Intervention under Chapter 73, Texas Human Resources Code. Such therapies include: 

• 	 Occupational therapy evaluation and services, 

• 	 Physical therapy evaluations and services, 

• 	 Speech therapy evaluations and service ; and 

• 	 Dietary or Ilutritional evaluations. 

The i11dividualized family service plan must be submitted to Us prior to the commencement of 
services, and when the individualized family serl'ice plan is altered. 

Developmental delays means a siglllficant variation in normal development as measured by 
appIOpriate diagnostic instruments and procedures. ill OD£' or more of the following areas: 

• 	 Cognitive development; 

• 	 Physical development; 

• 	 Communication development: 

• 	 Social or emotional development; or 

• 	 Adaptive development. 

Individualized family service plcUl mrans an initial and ongoing treatment plan developed by the 
Texas Interagency CowlCil on Early Childhood Intervention. 

After the age of three. when services under the individualized family service plan are completed, 
Eligible Expenses, as otherwise coverage under tl-us Contract. will be available. All contractual 
provision of this Contract will apply. including hut not limited tom defined terms, limitations and 
exclusions, and benefit maximums. 

4. 	 Article Y, Section 1, of this Contract is amended by deleting the wording of subsections m, 0 

w, and hh in their entirety and substituting the following: 

m. 	 Any services or supplies provided for Dietary and Nutritional Services, except as may be 
provided in this Contract for' 

1. 	 An inpatient nutritional assessment program provided in and by a Hospital and 
approved by Us: 

2 	 Treatment of Diabetes; and 

3. 	 Dietary or nutritional evaluations provided in conjunction with Certain Therapies for 
Children with Deve/opmenl1l/ Delay. 

o. 	 Any services or supplies provided in connection with a routine physical examination 
(including a routine Pap smear), diagnostic screening. or immunizations. This exclusion 
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does not apply to !he following except as provided for in !he Special Benefit Provisions 
section in Article IV. of this Contract for: 

1. 	 Mammography Screening. 
2. 	 Well Child Care: 
3. 	 CIliJdhood ImnlUnizations; 
4. 	 Cel'tain Tests for the Detection ofProstate Cancer. 
5. 	 Newborn Screening Tests for Hearing Impairment. 
6. 	 Certain Tests for the Detection ofColor ectal Cancer, and 
7. 	 Certain T1Jerapies for Children with Developmental Delay. 

w. 	 Except as specifically included as an Eligible Expense. any Medical Social Services; any 
olllpatient family coun eling and/or therapy bereavement counseling. vocational 
counseling. Marriage and Family Therapy and/or cOlmseling: any services provided by a 
Licensed Clinical Social Worker, a Licensed Professional Counselor. or a Marriage and 
Family TherapiSt. 

hh. 	 Any Speech and Hearing Services. Thl exclu ion does not apply to the following except 
as provided in the Special Benefit Provisions ection of Article IV, Section 1, of this 
Contract: 

(1) 	 Extended Care Expense: 
(2) 	 WeJJ-CJJiJd Care, 
(3) 	 Newborn Screelling Tests for HeariIlg Impairment, and 
(4) 	 Cel'lain Therapies for ChiJdrell wit II Developmental Delay. 

?(bftUULL-~~
President of Blue' Cross afuJ Rhle Shield of Texas 
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An 	Amendment 
Effective January 1, 2006 and thereafter 

To be attached to and made a part of your Blue Cross and Blue Shield of Texas individual 
health insurance Contract 

Your Contract is amended as follows: 

Article I of this Contract is amended by deleting the de[mition of "Creditable Coverage" in its 
entirety and substituting the following: 

Creditable Coverage means coverage under anyone of the following: 

a. 	 A group health plan that is a sdf-fundcd or selr-insW"ed employee welfare benefit plan 
that provides health benefits and that is established in accordance with the Employee 
Retirement Income Security Act or] 974; 

b. 	Health insurance coverage consisting of medical car (provided directl , through 
insurance or reimbursement. or otherwise) under any hospital or medical service policy 
or certificate, hospital or medical service plan contract, or HMO contract offered by a 
health insurance issuer. Health insurance coverage includes: 
(I) 	group health insmance coverage: 
(2) 	uldividual hcalth msurance coverage; and 
(3) short-term. l.imited-duration insurance· 

c. 	 Part A or Part B of TItLe XVlH of the Social Security Act (Medicare); 

d. 	Tille XIX of th" SOCIal SecurilY Act (Medicaid), other than coverage consisting solely of 
benefils under section 1928 of the Social Secunty Act (the program for distribution of 
pediatnc vaccines): 

e. 	Title J0 Chapter 55, United Stales Code (medical and <.lental care for members and 
ecrtain fOnllCr member of the uniformed services, and for their dependellts) ; 

f. 	 A medical care program of the Indian Health Service or ofa tribal organization · 

g. 	 A Stalc health benefits risk pool : 

h. 	A health plan offered under TllIe 5 U.S.c. Chapter 89 (the Federal Employees Health 
Benefits Program); 

1. 	 A public health plan. For purposes f this section, a public health plan mean any plan 
established or maintained by a State, the U.S. government, a foreign country, or any 
political subdivision or a Slat, the U.S. government, or a foreign country that provides 
heath coverage to individuals who are enrolled in the plan; 

.J. 	 A health benefit pJan under :"ection 5(e) of the Pcace Corps Act (22 U.S.C. 2504(e»; or 

k. 	 Title XXl of the ocial Security Act (Stale Children's Health Insurance Program.) 

Creditable Coverage doe!; nol include. 
a. 	 Coverage only for accident (ineludmg accidental death and di memberrnent); 

b. 	 Disability income coverage; 

c. 	 Liability insurance, including general liability insurance UIId automobile liability 
insurance; 

d. 	 Coverage issued a, a supplement to liabi]jty insurance~ 

e. 	 Workers ' ompensation or similar coverage; 
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r. Automobile medical payment insurance: 

g C'redjt-only insurance (fur example, mortgage insurance); 

h. Coverage for onsite medical clinics; 

1. Limited 'cope dental benefits, visions benefits. or long-tern1 care benefits ifihey are 
provided under a separate polIcy. certificate, or contract of insurance; 

J. 	 Flexible spending accounts (FSAs) iflhcy meet the detinillon 01 a heallh FSA in IRe 
Sec I06(c)(~) and (a) the maximum heneli! payable lor the employee under the FSA 
for thl year does not exceed two times the employee's sa I at)' reduction election under 
the F A ror the year and (b) the employee has other coverage available under a 
group health plan 01 the employer for the year: and (c) tbe other coverage is not 
limited to benefits that are excepted benefits; 

k. 	 Coverage for onl} a specified disease or Illness or lIospital indcnmity or other fixed 
indemnity insurance: 

1. 	 Medicar\! ~upplemental health insurance (a~ defined under section J882(g)( J)of the 
Social Security Act; also known as i\1edigap or MedSupp insurance): 

m. 	 Coverage supplt!rnental to the coverage provic.led limIer Chapter 55, Tille) 0, United 
Stales Code (also kno,vn as TRICARE supplemental programs); and 

n. Imilar supplemental coverage provided 10 coverage under a group health plan 

Except as changed by thi5 amendment, allienns, conditions. limitations and exclusions of 
the Contract to which Ihis amendment is attached wIll remain 111 full force and effect. 
This amendment shall become effectIve on the date stipulated above. 

Bille Cross and Blue ShJCld of Texas 

By: 
PreSIdent 

Date: 



An Amendment 

Etl'ective Date January 1, 2006 

To be attached to and made a part of your Blue Cross and Blue Shield of Texas* PPO Select Saver 
Plan Insurance Contract. 

1.. 	 ArtIcle rv ot this Contrat't is amended by aduing the following new henefit provision: 

Benefits for Certain Tests (b.' Detection of Human PapillonulVirus (HPV) and Cervical Cancer 

If a female Participant ll:) yems of agt: or okkr incurs Medical- Swgica/ I:xpel/se for all annual medically 
recogntzed diagnllstic examination for the carly detedJ()n or cavical cancer, benl-fits provlued under thiS 

Contract shall meitH.!c: 

• 	 A convtnlional Pap smear screening or a screeOll1g using liquid-based cYlOlogy methods, as approved by 
the United ~tates Foou and Drug Administrallon (rnA), alone or ill combination with a test approved by the 
rnA for the detection of humLln Papillomavirus, 

• 	 Such screening test must be performed in al'l'ordance ""ith the guidelines adopted by: 

(a) 	TIle American College of obstetricians and Gynecologists, or 
(b) 	Another ::.imilar natl(lIlru organization of medical professionals, 

2. 	 Ankle v, Section 1, of this Contract is amended by deleting the wording of s\lbsection 0 III it<; entirety and 
suhslitutIng the following: 

o. 	 Any services or supplies provided in connection with a routine pbyskal examinat ion. diagnostIc screening, 
01 immunizations. This exclusion does not apply to the following except as may be provided tor in the 
Special Benefit Provision section in Article IV, of this Contmcl: 

I. 	 Mammography Screening; 

2. Well-Child Care: 


3, Childhood ImmunizatIOns: 


4. 	 Certain Tests for the Del(;clion of Prostate Cancer, 

5 . 	 Newborn Sl..reening Test, for Hearing Jmpaimlent: 

o 	 Certain Tests for the Deteclion Colorectal Cancer Screening; 

7. Certain Therapies for Children with Developmental Dday.,; and 


X, Certain Tests for Detection of Human Papillomavirus (HPV) amI Cervical Cancer. 


Prc~ident of Blue Cross and 13Iue Shield o[ Texas 

. A Divi~iol1 of Health Care ServIce Corpuration, a Mutual Legal Reserve Company, un Independent Licensee Ill' the Blu~ Cm~~ and 

Blue ~h it:l u A~s()ci atiol1 
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An Amendment 
Effective July 1,2007 

To be attached to and made a part of your Blue Cross and Blue Sbield of Texas* Individual Plan 
Insurance Contract. 

Your Contract is amended O!.follows: 

1. 	 ARTICLE 1- DEFINITIONS Section ofYou Contract is amended by deleting the definition ofHeaJth Status 
Related Factor and adding [he following new defmition: 

Health tatus Related actor means : 

a. 1-1 ea lth status: 

b. Medical condition, including both physical ano mental illness: 

c. Claims experience; 

d . Receipt of health care; 

e. Medical history ; 

f. 	 Genetic mfonnation; 

g. Evidence of insurability: and 

h. Disability . 

2. 	 ARTICLE 111 - PAYMENT OF BENEFITS; PARTICIPANT/PROVIDER RELATIONSHIP Section ofYour 
Contra t is amended by deleting the last item of the Payment of Benefits subsection and replacing it with the 
following new item: 

d. 	 Any benefits payable to YOLI shall, if unpaid at Your d\!ath, be paid to Your beneficiary: if there is no 
beneficiary, then slich b uetits shall be paid to Your estate. 

3. 	 ARTICLE VI- TERMINATIOl\ OF COVERAGE, Section I , ofY )ur Contract i' amended by deleting the 
following wording in its entirety: 

On the la ' \ day ofany Contract Month in which a Subscriber no longer resides, lives, or works in an area for which 
We are authorized to provide coverage. but only ifcoveragc is not renewe<l or not continued uniformly without 
regard to any Health Status Rclat-ed Factor f covered indiviuuals; or 

and r~placing it with the following: 

On the last day ofany Contract Month in which a Subscriber no longer resides. Ii es. or works in an area in which 
We are authonzed 10 provide coverage, but ouly ifall policies arc Dot renewed or not olltillued unifonnly without 
regard t any Health-Status Related Factor of covered individuals; or 
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4. 	 ARTICLE VJ - TERM), ATION OF COVERACE, Section 2, of Your Contract IS amended by deleting the 
following wording in its entu"ety: 

On the la t day ofany Contract Month in which a Dependent Jl ) longer resides, lives, or works in an area for which 
We are authorized to provide cm"crage, bUI only if coverage is nol renewed or not continued wlirormly without 
regard to any Jlealth Status Related Factor of covered individuals. 

and rcplacing it WiOl the tollo, ing: 

On the last day OrallY Contract 'v1onlh in which u Dependent no longer resides, lives, or works in an area in hich 
We are authorized to prO\ iuc coverage, but only ifall policies arc not renewed or not l:onlinued tmifomlly without 
regard (0 any Heahh-Status Related Factor of covered indIviduals; or 

5. 	 ARTICLE Vl1 - STANDARD PROVISIONS ofYour Contract is amemled by adding the following provision : 

Time of Payment of Claims: Benefits payable under this policy for any loss will be paid immediately upon 
receipt of due written prool" of such loss. 

President of Blue Cross Blue Shield of rcxas 
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An Amendment 

Effective Date January I , 2008 

To be attached to and made a part of your Blue Cross and Blue Shield of Texas* Individual 
Health Insurance Contract. 

Article rv of this Cl>ntract, as prevIOusly amended, is amended by deleting the section entitled 
Bmejits jiJr Acquired Bra;n Injury in it. entirety and substituting the tollowing: 

Benefits fnr Treatmellt ojAcl[uired Brain Illjury 
Benefits 101' E/igih/e E'pe11l'es incurred for Medically Necessary treatment of Acquired Brain InjlllY 
will be dett!rrnint:u on the sam\: basis as treatment for <illy ()thcr physical condition. Eligible Expenses 
include the following services as a resull or and related to an Acquired Brain Injury: 

• 	 Cogniti\'e rehabilitation therapy - SCrvlCCS designed to address therapeutIc cognitive activities, 
based on an assessment and understanding or the individuars bram-behavioral ddicits. 

• 	 Cognitive communication therapy - ~enlces designed to address modalities of comprehension 
and expreSSIOn. including understanding, reading. writing, and verbal expression ofinfonnation. 

• 	 Neurocognitive therapy and rehabilitation services - (I) Therapy designed to address 
neurological defiCits 111 informallonal procl:ssmg and to facilitate the development of higher level 
cognitIve abilihes and (2) Services deSigned to assist cognitively impaired indlviduals to 
compensate Lor deficits in co~..nitive flln~tioning by rebuilding cogllltivc skills and/or devcloping 
compensatory strategies and tedmlques. 

• 	 Ncurobehavioral treatment - Interventions that focliS on behavior and the variables that control 
behavior. 

• 	 Neurobehavioral testing - An evaluatiun of the history of neurological amI psychiatric difLiculty, 
current symptoms, current mcntal slatus. and pre-morbid history, inciudmg the identification of 
problematiC behavior and the relationship hctween behavior and the variables that control 
behavior Thi~ may Itldude interviews of the indiVIdual. family, or others . 

• 	 Ncuro-physlOlogical testing - An evaluation orthe functions of th~ nervous system. 

• 	 Nl!uropsychological tCslmg - The administering of a comprehensive battery of tests to evaluate 
neurocognilive, behavioral, and emotional strengths and weaknesses and their relationship to 
normal and abnonnal central nervous system fl1nctioning . 

• 	 Neuro-psychological treatment - Interventions dcsih'llcd to improve or minimize de[icits 111 

behavioral and cognitive processes. 

• 	 Neuro-phy<;iulogical Ircatmcnl - Intcrventions that fOCllS on the function of tbe nervous system. 

• 	 Psychophysiological testIng - An evaluation of th~ interrelationships between t.he ner ous 
system and other bodily organs and behavior. 

• 	 Psychophysiological treatment -- interventions designed to alleviate or decrease abnormal 
phySIOlogical responses oftbe nervous systcm due to bchuvioral or emotIOnal factors. 

• 	 Neurofeedback therapy - Services that utilizes operant conditioning learning procedure based on 
electroencephalob'Taphs (EEG) parameters, and which arc designed to re. ull in improved mental 
perf0n11anCe and bl!havior. and stabilized mood. 
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• 	 Remediation - The proccss( es) of restoring or improving a specific function. 

• 	 Post-acute transition services - Services that facilitate tbe continuum of care beyond the initial 
ncw'ological insult through rehabilitation and community rl.':integratlOn, including outpatient day 
treatment or other post-acUle care treatmcnt. This shalt include coverage for reasonable expenses 
related to pcnodic reevaluation of the care of an mdivldual covered lIncl\!r this plan who: 

has incurred an Acquired Brain Injury; 
has been unresponsive to treatmo::nt; and 
becomes responsive to treatment at a later date. 

• 	 CooUllUnity reintcf,'Tation services - Services tbat facilttate the continuum of care as an affectcd 
individual lnmsitions into the commw)ity, including outpatient day trealment or other post-acute 
care treatment. 

Sen'ice~' meaD' the work of testll1g, treatment. ano providing therapies to an individual with an 
Acquired Brain fnjury. 

Therapy means the scheduled remedial trealment provided through direct mteraction with the 
individual to improve a pathological condition resu/tlllg from an Acquired Brain lnjury. 

Treatment for an Acquired Brain Injury may be provided at a Hospital, an acute or post-acute 
rehabilitation hospital , an assisted living facility or any other facility at which appropriate services or 
Therapies may be provided. 

The Limitation and Exclusion section of Your ContTact is amended by deleling the exclusion 
n:garding "Preexisting Conditions" in entirety and substituting the following : 

Any services or supplies for Eltgible Expenses incurred for a Preexisting Condition dUling a period of 
24 months beginnmg with the Participant's J:ffective Date under this Contract. ThIS Preexisting 
CondItion exclusion shall not apply to a Par1icipanl who was continuously covered for an aggregate 
of IR months under Creditable Coverage irthe pre\ ious coverage was in effect ltP to a date not more 
than 63 days before the Effective Date of the Participant's coverage under this Cuntract. excluding 
any waitmg periods. 

If a Participant does not have aggregate Creditable Coverage totaling 18 months, BCBSTX will credit 
the time the Participant was previow;ly covered under Creditable Coverage if tbe previous coverage 
was in effect at any time during the 18 months preceding (a) the fIrst day coverage is effective under 
this Contract, ifthere is not a waiting period; or (b) the day the applicant files a substantially complete 
application for coverage, if there is a watting period. 

President of Blue Cross and Blue Shield of Texas 
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An Amendment 

To be attached to and made a part of your Blue Cross and Blue Shield of Texas* Individual 
Health Insurance Contract. 

Your Contract is amended asJollows: 

I. 	 The Benefits Provided section of Your Contract is amended addlllg the following new Section, 
Use of Non-Contracting Providers. 

Use of Non-Contracting Providers 

When you choose to r~ceive services, supplies, or car 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 reimbur cd based 011 the BCBSTX nOI1 
contracting Allowable Amollnt, which in most cases is less than the Allowable Amount 
applicable Lor 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-conh'acting Allowable Amount as 
payment in full and may balance biU you for the difference between the BCBSTX non
contracting AUowable Amount and the non-contracting Provider's billed charges. You will 
be responsible for this bnlancc bill amount, which may be considerable. You will also be 
responsible for charges [or services. supplies and procedures limited or not covered under the 
Plan and any applicable Deductibles, Coinsuran~e Amounts. and Copayment Amounts. 

2. 	 fhe Definitions section of Your Contract is amended by deleting the definition o[ Allowable 
Amount in its entirety and replacing it with the following: 

AJlowable Amount means the maximum amount determined by BCBSTX to he eligible for 
consideratiOn )fpayment for a particular service. supply. or procedure. 

• 	 For Ho.'~pilal,'· amI Fucility Olher Providers, Physicialls, and Professional Other Providers 
contracting with BCBSTX ill Te....:a.\· or allY olher Bille Cross alld Bille Shield Pia" - The 
Allowable Amount is based on the tem1S of the Provider contract and the payment 
methodology in effect on the date of service. The payment mclhodol( gy used may include 
diagnosis-related groups (DRG). fee schedule. package pricing, global pricing. per diems, 
case-rates, discounts, or other payment methodologies. 

• 	 For Hospital .. and Facility Other PrOl.iders, Physiciull,\', ami Professional Other Providers 
not cOlltractinK with BCBSTX in Texa,\' or any other BIlle Cross and Bille Shield Plall 
()llt.<;ide of Te..l:llS (noli-contracting Allowable AmmmtJ - The Allowable Amount will be the 
Ie ser of the Provider's billed charges or the BCBSTX non-contracting Allowable Amount. 
The non-contracting Allowable Amount is developed using BCBSTX network Allowable 
Amount data for similar Network Providers at a service level identified by standard 
contracting identification methods. The Allowable Amount for 110n- ontracting Providers 
represents the average contract rate for Network Providers adju ted b a predetermined factor 
established by BCBSTX and updated on a periodic basis. Such factor shall not be less than 
75 % and will be updated not less frequently than once every two years. The non-contracting 
Allowable Amount does not equate to the Provider's billed charges and 
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Participants receiving servicl!s from a Don-contracting Proviuer will be responsible for the 
dlfTcrencc between the non-contraLting Allowable Amount and the nOll-contracting 
Provider's billed charge, and this d,rrl.!renCL lllay be considerable. To iind out the BCBSTX 
non-contracting Allowable Amount for a particular sef\'lce. Participants may call customer 
service at the numl)er on the hack your BCBSTX ldentrlication Card. 

For mllitiple sflrgerie.. - The Allowabk Amount for all surgical procedures per[onned on the 
same palio::nl on Ihe wlIIe day will be the amoun( for the ~ingle procedure with the highest 
Allowable Amount pIlls a uetcnl1lned perccnlagl: or (he Allowable Amount for each or the 
other covered proceuLlTes pl.!rformed. 

• 	 Fill' drugs administered hy a /fome infusion Therapy Prol'ider - The Allowable Amount 
will be the lesser of (I) tlte actual ~harge. or (2) the Average Wholesale Pril'e (AWP) plus a 
prcdetermined pcrcentagL mark-up or mark down frol11 the A WP wholesale pnce established 
by BCB~TX and updl:lted on a periodiC hasis. 

• 	 For Cm'el'ed Drug~ (I,\' IIpplieti 10 Participatillg and NOIl-Partidpatillg Pharmacies - The 
AJIl)\vable Amount for Participating Pharmacies will be based Oil th~ proviSIOns of the 
contract bL'twecn BCBSTX and the Partlclpatmg Phannacy in effect on tbe date or service. 
The Alluwable Amount for Nlln-Particlpating Phanm.lclcs will be based on th~ Average 
Wholesale Price. 

Except as changed by amendment, all terms, conditions, Limitations and exclu ions of the Contract 
to which this Amendment is attached will remain in full force and effect. fhi amendment shall 
become effective immediately. 

J. Darren Rodgers 
President of Blue Cross and Blue Shield of Texas 
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An Amendment 
 
 Effective Date January 1, 2010 
To be attached to and made a part of your Blue Cross and Blue Shield of Texas* Individual 
Health Insurance Contract. 

 
Form No.  52657 1 52657.0110 

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

 
The Definitions Section of Your Contract is amended as follows: 
 

By adding the following new definitions: 
 
Research Institution means an institution or Provider (person or entity) conducting a phase I, phase II, 
phase III, or phase IV clinical trial. 
 
Routine Patient Care Costs means the costs of any Medically Necessary health care service for which 
benefits are provided under the Plan, without regard to whether the Participant is participating in a clinical 
trial. 

Routine patient care costs do not include: 

1. The cost of an investigational new drug or device that is not approved for any indication by the 
United States Food and Drug Administration, including a drug or device that is the subject of the 
clinical trial; 

2. The cost of a service that is not a health care service, regardless of whether the service is required in 
connection with participation in a clinical trial; 

3. The cost of a service that is clearly inconsistent with widely accepted and established standards of 
care for a particular diagnosis; 

4. A cost associated with managing a clinical trial; or 
5. The cost of a health care service that is specifically excluded from coverage under the Plan. 
 
2. By adding the following subsection to the definition of Medical-Surgical Expense: 
 
Amino acid-based elemental formulas, regardless of the formula delivery method, used for the diagnosis 
and treatment of: 
 

(1) Immunoglobulin E and non-immunoglobulin E mediated allergies to multiple food proteins; 

(2) Severe food protein-induced enterocolitis syndromes; 

(3) Eosinophilic disorders, as evidenced by the results of biopsy; and  

(4) Disorders affecting the absorptive surface, functional length, and motility of the gastrointestinal 
tract.  

A Prescription Order from your Health Care Practitioner is required. 

 
The Benefits Provided Section of Your Contract is amended:  
 

1.  By adding the following new sections: 
 
Benefits for Routine Patient Costs for Participants in Certain Clinical Trials 
 
Benefits for Eligible Expenses for Routine Patient Care costs are provided in connection with a phase I, 
phase II, phase III, or phase IV clinical trial if the clinical trial is conducted in relation to the prevention, 
detection, or treatment of a life-threatening disease or condition and is approved by: 
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• the Centers for Disease Control and Prevention of the United States Department of Health and 
Human Services; 

• the National Institutes of Health; 
• the United States Food and Drug Administration; 
• the United States Department of Defense; 
• the United States Department of Veterans Affairs; or 
• an institutional review board of an institution in this state that has an agreement with the Office 

for Human Research Protections of the United States Department of Health and Human Services. 
 
Benefits are not available under this section for services that are a part of the subject matter of the clinical 
trial and that are customarily paid for by the Research Institution conducting the clinical trial. 
 
Benefits for Early Detection Tests for Cardiovascular Disease  

Benefits are available for one of the following noninvasive screening tests for atherosclerosis and 
abnormal artery structure and function every five (5) years when performed by a laboratory that is 
certified by a recognized national organization: 
 

(1) Computed tomography (CT) scanning measuring coronary artery calcifications; or 
(2) Ultrasonography measuring carotid intima-media thickness and plaque. 

 
Tests are available to each Participant who is (1) a male older than 45 years of age and younger than 
76 years of age, or (2) a female older than 55 years of age and younger than 76 years of age.  The 
individual must be a diabetic or have a risk of developing coronary heart disease, based on a score 
derived using the Framingham Heart Study coronary prediction algorithm that is intermediate or 
higher. 
 
Benefits are limited to a $200 maximum benefit amount every five (5) years. 

 
2.  By deleting the Section Precertification Requirements in its entirety and replacing it with the             
following: 

 
Precertification is required for all Hospital Admissions, Extended Care Expense, and Home Infusion 
Therapy, and organ and tissue transplants.  
 
Precertification establishes in advance the Medical Necessity or Experimental/Investigational nature of 
certain care and services covered under this Contract.  It ensures that the precertified care and services as 
described below will not be denied on the basis of Medical Necessity or Experimental/Investigational.  
Precertification does not guarantee payment of benefits.   
 
(1) Hospital Admissions   

 
You are required to have Your admission precertified at least two working days prior to actual 
admission unless it would delay Emergency Care.  In an emergency, precertification should take 
place within two working days after the admission or as soon as reasonably possible.   
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When a Hospital Admission is precertified, a length-of-stay is assigned.  This Contract is required to 
provide a minimum length of stay in a Hospital for treatment of breast cancer of:   
 
• 48 hours following a mastectomy, and   
• 24 hours following a lymph node dissection.   
 
If You require a longer stay than was first precertified, Your Provider may request an extension for 
the additional inpatient days. If an admission extension is not precertified, benefits may be reduced or 
denied.   
 
Precertification is also required if You transfer to another facility or to or from a specialty unit within 
the facility.   
 
If an admission is not precertified, benefits may be reduced or denied if We determine that the 
admission is not Medically Necessary or is Experimental/Investigational.   
 
Failure to precertify will result in a penalty in the amount of $250 that will be deducted from any 
benefits which may be finally determined to be available for the Hospital Admission.  This penalty 
amount cannot be used to satisfy Deductibles or to apply toward the Coinsurance Amount. 
Additionally, We will review the Medical Necessity or Experimental/Investigational nature of Your 
claim.   
 

(2) Extended Care Expense and Home Infusion Therapy   
 
Precertification is required for Medically Necessary Skilled Nursing Facility services, Home Health 
Care, Hospice Care or Home Infusion Therapy.   
 
Precertification for Extended Care Expense and Home Infusion Therapy must be obtained by having 
the agency or facility providing the services submit a treatment plan to Us on a Precertification 
Review Form.  The Precertification Review Form must be completed:      
 
• Before the start of Extended Care Expense or Home Infusion Therapy;     
 
• For periodic recertification of Extended Care Expense or Home Infusion Therapy, and    
 
• When the treatment plan is altered.   
 
If Extended Care Expense or Home Infusion Therapy is to take place in less than one week, the 
agency or facility should call the precertification telephone number on the back of Your Identification 
Card.   
 
We will review the information submitted prior to the start of Extended Care Expense or Home 
Infusion Therapy.  A letter will be sent to You and the agency or facility confirming precertification 
or denying benefits.  If Extended Care Expense or Home Infusion Therapy is scheduled to occur 
within 72 hours, We will notify the agency or facility by telephone.  No benefits will be available for 
charges incurred when the corresponding treatment plan has been previously denied based on the 
information submitted.   
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Failure to precertify will result in a penalty in the amount of 50% not to exceed $500 which will be 
deducted from any benefits which may be finally determined to be available for Extended Care 
Expense or Home Infusion Therapy.   
 

(3) Organ and Tissue Transplants   
 
Precertification is required for any organ or tissue transplant. Precertification of an organ or tissue 
transplant is the process by which the Medical Necessity of the transplant and the length of stay of the 
admission is approved or denied. Precertification does not guarantee payment of a claim but does 
ensure that payment for the covered room and board charges for the precertified length of stay will 
not be denied on the basis of Medical Necessity or Experimental/Investigational.   
 
At the time of precertification, We will assign a length-of-stay for the admission if We determine that 
the admission is Medically Necessary.  Upon request, the length-of-stay may be extended if We 
determine that an extension is Medically Necessary. 

 
 
The Limitations and Exclusions Section of Your Contract is amended by deleting the exclusion 
regarding “Fluids, solutions, nutrients, or medications” in its’ entirety and substituting the 
following: 
 
Fluids, solutions, nutrients, or medications (including all additives and chemotherapy) used or intended to 
be used by intravenous or gastrointestinal (enteral) infusion or by intravenous injection in the home 
setting; drugs given through routes other than subcutaneously in the home setting. This exception does 
not apply to dietary formula necessary for the treatment of phenylketonuria (PKU) or other heritable 
diseases.  This exception also does not apply to amino acid-based elemental formulas, regardless of the 
formula delivery method, used for the diagnosis and treatment of immunoglobulin E and non-
immunoglobulin E mediated allergies to multiple food proteins, severe food protein-induced enterocolitis 
syndromes, eosinophilic disorders, as evidenced by the results of biopsy and disorders affecting the 
absorptive surface, functional length, and motility of the gastrointestinal tract. A Prescription Order from 
your Health Care Practitioner is required. 
 
The General Provisions  Section of Your Contract is amended By deleting the Section Review of 
Claim Determinations in its entirety and replacing it with the following: 
 

Review of Claim Determinations: 
 
a. When a claim is submitted properly and received by Us, it will be processed to determine whether 

and in what amount benefits should be paid. Some claims take longer to process than others do 
because they require information not provided with the claim.  Examples of such matters include 
determination of Medical Necessity.   

 
After processing the claim, We will determine and notify the Participant of the exact amount, if 
any, being paid on the claim; that the claim is being denied in whole or in part and the reason for 
denial; or that We require additional information before We can determine Our liability.  If 
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additional information is requested, it must be furnished before processing of the claim can be 
completed. 

 
b. Any Participant (or a parent if he is a minor) has the right to seek and obtain a full and fair review 

by Us of any determination of a claim, or any other determination made by Us of the Participant's 
benefits under this Contract.   

 
 If a Participant believes We incorrectly denied all or part of his charges and wants to obtain a 
 review of the benefit determination, he must: 
 

(1) Submit a written request for review mailed to Us at Our Administrative Office in Richardson, 
Dallas County, Texas. The request must state the Participant's full name and Subscriber 
identification number and the charges on the claim he wants reviewed.  

(2) Include in the written request the items of concern regarding Our determination and all 
additional information (including medical information) that the Participant believes has a 
bearing on why the determination was incorrect.   

 
On the basis of the information supplied with the request for review, together with any other 
information available to Us, We will review Our prior determination for correctness and make a 
new determination.  The Participant will be notified in writing of Our decision and the reasons for 
it within 60 days of Our receipt of the request for review. This determination will be the final 
internal determination by Us unless additional information, which has not previously been 
available for review, is provided within 60 days of the Participant's receipt of the determination. 

 
  
 
 
 President of Blue Cross and Blue Shield of Texas 
 



Notices 




NonCE OF ANNUAL MEETING 

You are hereby notified that you are a Member of Health Care Service Corporation a Mutu.al Legal Reserve Company, and 
you are entiLled to vote in person, or by proxy. at all meetings of Health Care Service Corporation. The annual meeting is held 
at our principal office at 300 East Randolph. Chicago, Illinois at 12:30 p.m. on the last Tuesday in October. 



NOTICE TO BLUE CROSS AND BLUE SHIELD OF TEXAS 

CONTRACTHOLDER 


BlueCard 

l ike all Blue Cross and Blue Shield LIcensees. the Plan participates in a program called ··BlueCard." Whenever 
Participants access health care services outside the Plan's service area, the claims for those services may be processed 
through I:3lucCard and presented to the Plan for payment in conformity with network access rules of' lhe BlueCard 
Policies then in etfecl (""Policies") . Under BlucCard, when Participants receive covered servIces within the geographic 
area served by an on-site Blue Cross and/or BluL Shidd Licensee ("Host Blue"). the Plan will remain responsible to the 
C(1ntraclholder for fulfilling the Plan' contract obligations. 

Howe, er, the Host Blue will only be respon · iblc. in accordance with applicable BlucCard Policies. if any. lor 
providing such services as contracting with Its purtlcipating PrO\ iuers, handl ing all Illteractioll WIth its participating 
Providers. llH~ financial tenns of RlueCan.l are described gcnerally below. 

Liability Calculation Method Per Claim 

The calculation ofthl.: PartiCIpant's liability on claims for covered ervices incurred olltside the Plan's service area and 
processed through BlucCard will be based on the lowcr lfthe Provider's btlled charges or the negotIated price the Plan 
pays the Host Blue. 

The method~ employed by a Host Blu\! to dctcnllU1C a negotiated pnce will vary among Host Blues based on the tem1s 
of each Ho:'l( Blue's Provider contracts. fhe Ilegotlated price paid to a Host Blue by the Plan on a claim for health care 
serVlces proccs ed through BlucCard may represent 

(i) 	 The actual price pall.! Oil the claim y the Hosl Blue to the health care ProVider ("Actual Price'"), or 

(Ii) 	 An estimated price, determined by the Ilost Blue III accordance with RlueCard Policics, based on the Actual 
Price increased or reduced to renect aggregate payments expected t() result from settlements. withholds. any 
other contingent paymcnt arrangements and non-claims Iran actions WIth all of the Ilost Blue's health care 
Providers or onc or morc particular PrO\ ider:; ("Estimated Price"), or 

(iii) 	 An average pnce. deten11ined by Ihe I lost Blue In accordance wl1h BlucCard Policies. based on a bilkd charges 
dIscount representing the H()~t Blue's tl\"(::"rage savings expected aller settlements witWwlds any other contingent 
payment arrangements und non-claims transactIOns for all of its Providers or for a specified grOllp of Providers 
("Average Price"). An Average Price may result in greater variation LO the PartICIpant and the Conu·aetholder 
from the Actual Price than would an EstImated Price . 

Host Blues u:'ling either the Estimated Price or an Average Price will. in accordance vilh BlueCard Policies, 
prospectively increase or reduce the Estimated Pnce or Average Price to correct fllr over - or lUlderestimation of past 
prices. However. the amount paid by the Participant is a final price and viII not be affected by such prospective 
adjustment. 

Statutes In a small number of states may requirc a Host Blue either (I) to lise a basis fOT calculating the Participant'~ 
liability lor covered services that does not reflect the enLire savings realIZed, or expected to be realized. on H particular 
claim or (2) to add a surcharge. Should any state statutes mandate liability calcuJulion methods that differ from the 
negotiated price Il1dhodology or require a surcharge, the I lost Blue would then calculate thl: Participant's liability for 
any covered sen ices conslstcnt with the applicable state statute in effect at (he time the Participant received those 
covered service~. 

Return of Overpayments 

Under BlueCard, recoveries from a Host Bille or from parlicipating Providers of a liosl Blue ('un arise in several ways, 
including but not limited to anti-fraud alld abuse audits, Provider/ hospital audits, credit balance audits. utilization 
review refunds, and unsolicited refunds . In some cases, the Host Blue will engage third parties to assist in discovery or 
colkction ofrecovcry amOl1nts . Thc fees ol"such a third party are netted against [he recovery. RecovclY amounts, net of 
fees, if any, will be applied in accordance with appltcable BlueCard Policks, which generally require orrection on a 
claim-by-claim or prospective baSIS, 

Fom1 No. 0009.447 	 Stock No. 0009.447.1006 



IMPORTANT INFORMATION ABOUT COVERAGE UNDER THE TEXAS LIFE, ACCIDENT, 

HEALTH AND HOSPITAL SERVICE INSURANCE GUARANTY ASSOCIATION 


(For Insurers declared insolvent or impaired on or after September 1, 2005) 


Texas law establishes a system, administered by the Texas Life, Accident, Health and Hospital Service 
Insurance Guaranty Association (the "Association"), to protect Texas policyholders if their life or health 
insurance company fails. Only the policyholders of insurance companies which are members of the 
Association are eligible for this protection which is subject to the terms, limitations, and conditions of the 
Association law. (The law is found in the Texas Insurance Code, Chapter 463.) 

It is possible that the Association may not cover your policy in full or in part due to statutory 
limitations. 

Eligibility for Protection by the Association 

When a member insurance company is found to be insolvent and placed under an order of liquidation 
by a court or designated as impaired by the Texas Commissioner of Insurance, the Association 
provides coverage to policyholders who are: 

Residents of Texas at that time (irrespective of the policyholder's residency at policy issue) 
• 	 Residents of other states, ONLY if the following conditions are met: 

1. 	 The policyholder has a policy with a company domiciled in Texas; 
2. 	 The policyholder's state of residence has a similar guaranty association; and 
3. 	 The policyholder is not eligible for coverage by the guaranty association of the policyholder's 

state of residence. 

Limits of Protection by the Association 

Accident, Accident and Health, or Health Insurance: 
For each individual covered under one or more policies: up to a total of $500,000 for basic hospital, 
medical-surgical, and major medical insurance, $300,000 for disability or long term care insurance, 
and $200,000 for other types of health insurance. 

Life Insurance: 
Net cash surrender value or net cash withdrawal value up to a total of $100,000 under one or more 
policies on anyone life; or 
Oeath benefits up to a total of $300,000 under one or more policies on anyone life; or 
Total benefits up to a total of $5,000,000 to any owner of multiple non-group life policies. 

Individual Annuities: 
Present value of benefits up to a total of $100,000 under one or more contracts on anyone life. 

Group Annuities: 
Present value of allocated benefits up to $100,000 on anyone life; or 
Present value of unallocated benefits up to a total of $5,000.000 for anyone contractholder 
regardless of the number of contracts. 

Aggregate Limit: 
$300,000 on anyone life with the exception of the $500,000 health insurance limit, the $5,000,000 
multiple owner life insurance limit, and the $5,000,000 unallocated group annuity limit. 

Insurance companies and agents are prohibited by law from using the existence of the 
Association for the purpose of sales, solicitation, or inducement to purchase any form of 
insurance. When you are selecting an insurance company, you should not rely on Association 
coverage. 

Texas Life. Accident. Health and Hospital Texas Department of Insurance 
Service Insurance Guaranty Association P.O. Box 149104 

6504 Bndge Point Parkway, Suite 450 Austin, Texas 78714-9104 
Austin, Texas 78730 800-252-3439 or www.tdi.state.tx.us 
800-982-6362 or www txlifega.org 

Rev.3i2008 

http:txlifega.org
http:www.tdi.state.tx.us


NOTICE OF MANDATED BENEFITS 


This notice I tll advise YOLI ()f certain coveragc uncVor benclils provided in your hl!alth plan insured by Blue Cross and Blue 
ShieklofTexa . This notice is required by legislation to be providl!d to you {(l"OlI/lll\'e (1lies/iol1s regarding this notice. call 
BIlle Cross ([lid Bllie SllIeld o(Texlis at 1-800-521-1227 or write liS al P.O. /3ox 655730 Dallas, Texas 75165. 

Mastectomy or Lymph Node Dissection 

Minimum Inpatient Slay: If due to treatment of breast 
cancer, any person covered by this plan has either a 
mastectomy or a lymph node dis:.ecl ion, this plan will 
proVide (Overage for inpatient care for u IlllDimum of: 

u. 4X hours follmv I ng u mastectomy' and 
b 24 hours following a lymph node tllssccllon. 

The mill101um number ofmpatJent hours is not required ir lhe 
covered person receiving the treatment and the attendmg 
physician detl;!rmme that u shorter period Ilf inpatient care i:; 
appropriate. 

Prohibitions: We may not (a) deny any covered person 
eligibility or continued eligibility or rail to renew this piau 
solely to avoid prOViding th~ Dlll1imutn inpatient hours; (b) 
provide money payments or rebates to encourage any covered 
person to m.:cept less than the minimum inpattent hours ; (c) 
reduce or limit the amount paId to the attending physician, or 
otherwise penalize the physician, because the physiCian 
reqUIred a covered per 'Oll to receive the minimum inpatient 
hours, or (d) provide financial or other incentivl:5 to the 
alLending physician to encourage the physician to proVide care 
that is less lhan the minimum hours. 

Reconstructive urgery After Mastectomy 

Coverage and/or benefits are provided to each covered person 
for reconstructive surgery after mastcctomy, indlldlOg: 

:i. All stages of the reconstruction of the hrea. t on w ieh 
mastectomy has been performed; 

b. Surgery and rcconstruction oflhe other breast to achieve a 
symmetncal appearance; (lod 

c. Prostheses and treatment of physical complications, 
including lymphedemus, at all stages of mastectomy. 

The coverage andlor benl.!lilS must be provided in a 
manner detennined to be appropriate in coosuit,ltion 
with the covered pcr<;on and the attending physician . 
Deductibles. coin 'uranct! and copayment amounts will 
be the same as those applied to other similarly covered 
11/patient Hospital Expense or Medica/-Surgical 
Expense, as shown on the Schedule of Coverage. 

Prohibitions: We may not (a) olTer the covered 
person a financial incentive to forego breast 
reconstructIon or waive the coverage and/or bcndits 
shown above; (b) condition.limll or deny any covered 
person'~ eligibility or continued eligibility to enroll in 
the plan or fail to rl!oew this plan solely to aVOid 
providing the coverage and/or benefits shown above, 
or (c) reduce or limit the amount paid to the phy ician 
or provider, nor otherWise penalize, or provide a 
financwl incentive to induce the physician or provider 
to prOVide cm'e to a covered person in a manner 
illCOIl istent with the coverage andlor benefits shown 
abovc. 

Prostate Cancer Detection Examinations 

Bcnefi ts are !)fO\ ided for each CO\ ered male for an 
annual medically recogni7ed diagnostic examination 
for the detection of prostate cancer. Benefit· include: 

• 	 A physica l examination for the detection of 
prostate cancer; and 

'" 	 A prostate-specIfic antigen test for each covered 
male who is: 

- At least 50 years of age: or 

- At least 40 years ofage with a family history or 
prostate cancer or other prostate cancer risk 
ractor. 

Cont'd 
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Inpatient Stay Following Bir-tb of a Child 

For each person covered for maternity/ childbirth benefits, 
we will pro\'ide inpatient care fo.' the motilrr and her 
newborn child in a health care facility for a minimum of: 

a. 4R hOlliS follov. ing an uncomplicated vaginal delivery: and 
b. 96 hours following an uncomplicated delivery by Cesarean 

Sl:ction. 

This benefit docs not reqUIre a covered female who is eligible 
for maternity/childbIrth benefits to. 

a. 	 give birth ina hospital or other health care facilIty; or 
b. 	 remain in a hospital or olher health care facility for the 

millllllUI11 number of homs tollowing birth of the child. 

I f a covered mother or her newborn child is discharged before 
the 48 or 96 hours has expired, we will provide coverage for 
post-delivery care. Post-delivery care includ.es parent 
educatIOn. assistance and training in breast-reeding and bottle
feeding and the perfonnance ofany necessary and appropriate 
clinical tests. Care will be provided by a physician, registered 
nurse or other appropriately licensed health care proyider, and 
the mother \ViII have the option of receIving the care at her 
home, the health care provIder's office or a health care facility 

Probibitions: We may not (a) modify the teollS of Ihis 
coverage basl.:d on any covered person requesting less than the 
minimum coverage required; (b) offer the molher [lIlancial 
incentives or other compensation for vaiver of the 111ll1imul11 
number of hours reqUIred; (c) refuse to accept a physiCian's 
recommendation for a specified period or inpatient care made 
in consultation with the mother ifth\;; period recommended by 
the physician does not exceed guidelines for prenatal care 
developed by nationally recognized pr )fessional associatiDns 
of obstetriCIans and gynecologists or pediatricians; (d) reduce 
payments or rcimbursements below the usual and customary 
rate: or (i) penalize a physician for recomll1cnding inpatient 
care for the mother or the ncwbOlll child 

Coverage for Tests for Detection of 

Colorectal Cancer 


Benefits are pro\. ided, for each person enrolled in the 
plan who is 50 years ofage or older and at norn1al risk 
for developing colon cancer, for expenses incurred in 
conducting a medically recognized screening 
examination for tht! detection of colorectal canCer. 
Benefits include the chOIce of: 

(a) 	a r cal occult blood test perfomlt!d annually and a 
flexible sigmoidoscopy perfonned every five 
years, or 

(b) 	a e%noscopy performed evcry ten years. 

0009. 322-102 
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NOTICE OF CERTAIN MANDATORY BENEFITS 


This notice is to advise you of certain coverage and/or benefits provided by your Contract with 
Blue Cross and Blue Shield of Texas, a Division of Health Care Services Corporation. 

Coverage of Tests for Detection of Human Papillomavirus and Cervical Cancer 

Coverage is provided, for each woman enrolled in the plan who is 18 years of age or older, for 
expenses incurred in conducting an annually medically required diagnostic examination for the 
early detection of cervical cancer Coverage required under this section includes at a 
minimum a conventional Pap smear screening or screening using liquid-based cytology 
methods as approved by the United States Food and Drug Administration for the detection of 
human Papillomavirus . 

If any person covered by this Plan has a question concerning the above, please call Blue 
Cross and Blue Shield of Texas at: 1-888-697-0683, or write to us at: P. O. Box 2035, Aurora, 
Illinois 60507-2035. 

Form Number 1370 Human Papillomavirus and Cervical Cancer Screening Stock Number 43921 .0207 
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NOTICE OF COVERAGE FOR ACQUIRED BRAIN INJURY 


This notICe IS to adv ise YOll of certa in t:overagc and/or benefils provided in your health plan lllsured by Blue Cross 
and Blue Shield of Texas. This notice is required by legislation to be provided to YOLI. I/yoll /ral'e I/ue:sliolls 
rcgardillg !his notic.:e, call Bille Cross alld BIlle Shield o/Texas at 1-888-697-0683 or lI'rift; /IS a/ P.o. Box 2034. 
Auro/'a, IL 60507-2035. 

Your health benefit plan coverage for an acquired brain injury includes the following services: 

• 	 Cognitive rehabilitation therapy; 

• 	 Cognitive communication therapy; 

• 	 Neurocognitive therapy and rehabilitation; 

Neurobeha\ iorial. neurophysiological, neuropsychological and psychopbysiological testing and 
treatment; 

• 	 Neurofeedback therapy aJld remediation; 

• 	 Post-acute transition services and community reintegration services, mcluding olltpatient day 
treatment services or other post-acute care treatment services: and 

• 	 Rea onable expcn:es related to periodic reevaluatlOll of the care of an individual covered under 
the plan who bas incurred an acquired brain injury, has been unresponsIve LO treatment. and 
becomes responsive to treahncnt at a lakr date, at which tnne the cognitive rehabilitation 
services would be a covered henefit. 

The fact that all acquired brain injury does not result in hospitalization or acute care treatment does not 
affect the right or the insured or the enrollee to receive the preceding treatments or services 
commensurate WIth their condition. Post-acute care trealment or services may be obtained in any [acility 
where stich services may legally be proVided, including acute or post-acute rehabilitation hospitals and 
assisted living facilities regulated under the I Teahh and Satety Code. 

Form Number 19 1Q Acqui red Brain Inj ury 	 Stock Number 44007.0 108 



NOTICE 


ALTHOUGH HEALTH CARE SERVICES MAY BE OR HAVE BEEN PROVIDED TO YOU AT A HEALTH CARE 
FACILITY THAT IS A MEMBER OF THE PROVIDER NETWORK USED BY YOUR HEALTH BENEFIT PLAN , 
OTHER PROFESSIONAL SERVICES MAY BE OR HAVE BEEN PROVIDED AT OR THROUGH THE FACILITY 
BY PHYSICIANS AND OTHER HEALTH CARE PRACTITIONERS WHO ARE NOT MEMBERS OF THAT 
NETWORK. YOU MAY BE RESPONSIBLE FOR PAYMENT OF ALL OR PART OF THE FEES FOR THOSE 
PROFESSIONAL SERVICES THAT ARE NOT PAID OR COVERED BY YOUR HEALTH BENEFIT PLAN. 

Form Number NTC-1731-0907 Stock Number 43984.0907 



IMPORTANT TO YOUR COVERAGE 

To pay less out-of-pocket expenses and to receive the higher level of benefits for your health care costs, it is to 
) our advantage to use Network Providers. If VOIl liSt' Network Providel's, you will not be responsible for any 
charges OHr the Allowable Amount as determined by BCBSTX. Wha t follows is ~In exampl(> of how mucb you 
would pay if you usc a Network Providel" and how much you "ould pay if you use a non-contracting Out-of
Network Provider. To make the exampl(> easier to follow, assume the Allowable Amount is tbe same, (NOTE: 
In most cases, however, the non-contracting Allowable Amount will be less tban the contn.cting Allowable 
Amount, meaning your totaJ payment responsibility will be even greater.) 

EXAMPLE ONLY 

Amount Billed 

Allowable Amount 

Deductible Amount 

Plan"s Coinsurance Amount 

YOUI' COlllsurance Amount 

Non-Comracting Provider's additional 
charge to you 

YOUR OTAL PAYMENT 

In-Nehlork 
75% o[ eligible charges 

$500 Deductible 

$20.000 

$5.000 

$500 

$3.375 

$1,125 

None 

$1,625 
10 a Network Provider 

Out-or-Network 
60'lIu of eligible charge:; 

$1,000 DeductIble 

$20.000 

$5,000 

$1,000 

$2.400 

51,600 

$15.000 1 

$17~600 
to a NOD-contracling Out-of~ 

Network Provider 

Evcll wben you consult a Network Provider, ask questions about an) of tbe Providers rendering care to you. If 
you are scheduled for surgery, for example, ensure tbat your Network surgeon will be nsing a Network facility 
for )'our procedure and a Network P.-ovider for your anesthesia services. 

1 If you choose to receive services from an Out-of-Network Provider. inquire if he participates in a contractual 
arrangement with BCBSTX. Providers who do not contract with BCBSTX or any other Blue Cross and Blue 
Sbield plan will bill the patient for expenses over the Allowable Amount. Please refer to tbe section entitled 
PARPLAN in the Contract. 

Al lowable Amount Example Notice - 2009 



Contact I Information 

For questions about Select Saver Series I, call : 

Service 

New Business/ Enrollment Information 

Member Service Benefjts or Claims Questions 

Visit our Web site to find a BlueChoice network provider 

Numbers to Remember 

(800) 531 -4456 toll free 

(972) 766-5218 Dallas area 

Hours: 9 a.m . to 5 p.m. a , Monday-Thursday; 

9 a.m. to 4:30 p.m. CT, Friday 

OR Your Local Insurance Agent 

(888) 697-0683 toll free 

Hours: 8 a .m. to 8 p.m.) a Monday-Friday 

www.bcbstx.com 

Information and brochures for all our individual products can be obtained through one of our independent agents authorized 

to sell BCBSTX products, BCBSTX Consumer Markets, or d irectly from our Web site. 

http:www.bcbstx.com


BlueCross BlueShield of Texasi~; ••@\W Experience. Wellness. Everywhere.sM 
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