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BlueCross BlueShield of Tennessee
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Please read this Evidence of Coverage carefully and keep it in a
safe place for future reference. It explains Your Coverage from
BlueCross BlueShield of Tennessee.

If You have questions about this Evidence of Coverage or any matter
related to Your membership in the Plan, please write or call Us at:

Customer Service Department
BlueCross BlueShield of Tennessee
1 Cameron Hill Circle
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1-(800) 565-9140
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1.

Get the Most from Your Benefits

Please Read Your Evidence of Coverage. This Evidence of Coverage (this “EOC”) is part of the Group
Agreement between BlueCross BlueShield of Tennessee, Inc. (BlueCross, Our, We, Us, or the “Plan”),
and Your Group. “You” and “Your” mean a Subscriber. “Subscriber” means the individual to whom
We have issued this EOC. “Member” means a Subscriber or a Covered Dependent. “Coverage”
means the insurance benefits Members are entitled to under this EOC. This EOC describes the
terms and conditions of Your Coverage from the Plan through the Group, and includes all riders and
attachments, which are incorporated herein by reference. It replaces and supersedes any EOC that
You have previously received from the Plan.

Please read this EOC carefully. It describes Your rights and duties as a Member. It is important to
read the entire EOC. Certain services are not Covered by the Plan. Other Covered Services are
limited.

The Group has delegated discretionary authority to the Plan to make any benefit or eligibility
determinations. It has also granted the authority to construe the terms of Your Coverage to the
Plan. The Plan shall be deemed to have properly exercised that authority unless it abuses its
discretion when making such determinations, whether or not the Group’s benefit plan is subject to
ERISA. “ERISA” means the Employee Retirement Income Security Act.

Any Grievance related to Your Coverage under this EOC must be resolved in accordance with the
Grievance Procedure section of this EOC.

Questions: Please contact one of the Plan’s consumer advisors at the number on the back of Your
Member ID card, if You have any questions when reading this EOC. Our consumer advisors are also
available to discuss any other matters related to Your Coverage from the Plan.

How A PPO Plan Works - You have a PPO plan. BlueCross BlueShield of Tennessee contracts with a
network of doctors, hospitals and other health care facilities and professionals. These Providers,
called Network Providers, agree to special pricing arrangements.

Your PPO plan has two levels of benefits. By using Network Providers, You receive the highest level
of benefits. However, You can choose to use Providers that are not Network Providers. These
Providers are called Out-of-Network Providers. When You use Out-of-Network Providers, Your
benefits will be lower. You will also be responsible for amounts that an Out-of-Network Provider
bills above Our Maximum Allowable Charge and any amounts not Covered by Your Plan.

Attachment A details Covered Services and exclusions, and Attachment B lists services excluded
under the Plan. Attachment C: Schedule of Benefits, shows how Your benefits vary for services
received from Network and Out-of-Network Providers. Attachment C also will show You that the
same service might be paid differently depending on where You receive the service.

By using Network Providers, You maximize Your benefits and avoid balance billing. Balance billing
happens when You use an Out-of-Network Provider and You are billed the difference between the
Provider’s price and the Maximum Allowable Charge. This amount can be substantial.

Your BlueCross BlueShield of Tennessee Identification Card. Once Your Coverage becomes
effective, You will receive a BlueCross BlueShield of Tennessee, Inc. Member identification (ID) card.
Doctors and hospitals nationwide recognize it. The Member ID card is the key to receiving the
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10.

benefits of the health plan. Carry it at all times. Please be sure to show the Member ID card each
time You receive medical services, especially whenever a Provider recommends hospitalization.

Our customer service number is on the back of Your Member ID card. This is an important phone
number. Call this number if You have any questions. Also, call this number if You are receiving
services from Providers outside of Tennessee or from Out-of-Network Providers to make sure all
Prior Authorization procedures have been followed. See the section entitled “Prior Authorization”
for more information.

If a Member ID card is lost or stolen, or another card is needed for a Covered Dependent not living
with the Subscriber, use Member self-service on bcbst.com, or call the toll-free number listed on the
front page of this EOC. You may want to record Your identification number for safekeeping.

Important: Please present Your BlueCross BlueShield of Tennessee ID card at each visit to a
physician’s office, hospital, pharmacy or other health care Provider.

Always carry Your Member ID card and show it before receiving care.

Always use Network Providers, including pharmacies, durable medical equipment suppliers, skilled
nursing facilities and home infusion therapy Providers. See Attachment A for an explanation of a
Network Provider. Call the Plan’s consumer advisors to verify that a Provider is a Network Provider
or visit bcbst.com and click Find a Doctor.

If Your doctor refers You to another doctor, hospital or other health care Provider, or You see a
covering physician in Your doctor’s practice, please make sure that the Provider is a Network
Provider. When using Out-of-Network Providers, You will be responsible for the difference in the
Provider’s billed charge and the Maximum Allowable Charge. This amount can be substantial.

Ask Our consumer advisors if the Provider is in the specific network shown on Your Member ID
card. Since BlueCross has several networks, a Provider may be in one BlueCross network, but not in
all of Our networks. Check out Our website, bcbst.com, for more information on Providers in each
network.

To find out if BlueCross considers a recommended service to be Medically Necessary, please refer to
Our Medical Policy Manual at bcbst.com. Search for Medical Policy Manual. Note that decisions
about whether a service is experimental/investigational or medically necessary are for the purposes
of determining what is Covered under the EOC. You and Your doctor decide what services You will
receive.

Prior Authorization is required for certain services. See page 15 for a partial list. Make sure Your
Provider obtains Prior Authorization before any planned hospital stays (except maternity
admissions), skilled nursing and rehabilitative facility admissions, certain outpatient procedures,
Advanced Radiological Imaging services, and before ordering certain Specialty Drugs , and Durable
Medical Equipment. Call Our consumer advisors to find out which services require Prior
Authorization. You can also call Our consumer advisors to find out if Your admission or other service
has received Prior Authorization.

To save money when getting a prescription filled, ask if a generic equivalent is available.

In a true Emergency it is appropriate to go to an Emergency room (see Emergency definition in the
Definitions Section of this EOC.) However, most conditions are not Emergencies and are best
handled with a call to Your doctor’s office.
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You also can call the 24/7 Nurseline, where a registered nurse will help You decide the right care at
the right time in the right place. Call toll-free 1-800-818-8581 to speak one-on-one with a registered
nurse or for hearing impaired dial TTY 1-888-308-7231.

11. Ask that Your Provider report any Emergency admissions to BlueCross within 24 hours or the next
business day.

12. Get a second opinion before undergoing elective Surgery.

13. When You are contemplating Surgery or facing a medical decision, get support and advise by calling
1-800-818-8581 or for hearing impaired dial TTY 1-888-308-7231. Many conditions have more than
one valid treatment option. Our nurses can help You discuss these treatment options with Your
doctor so that You can make an informed decision. Some common conditions with multiple
treatment options include:

e Back pain;

e Heart bypass surgery and angioplasty;

e Women’s health including uterine problems, hysterectomy, maternity, menopause, hormone
replacement, and ovarian cancer;

e arthritis of the major joints;

e Men'’s health, including benign prostatic hyperplasia, cancer, and PSA testing;

e Breast cancer and ductal carcinoma in situ, including surgical and other therapy, and
reconstruction.

14. Notify Your Employer within 31 days of a qualifying event if changes in the following occur for You or
any of Your dependents:Name
e Address
e Telephone number
e Employment (change companies or terminate employment)

e Status of any other health insurance You might have
e Birth of additional dependents
e Marriage or divorce
e Death
e Adoption
BCBST — Small Group EHB Plan Page 3
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Enrolling in the Plan

Eligible Employees may enroll for Coverage for themselves and their eligible dependents as set forth in
this section. No person is eligible to re-enroll, if the Plan previously terminated his or her Coverage for
cause. Your Group chooses the classes of Employees who are eligible for Coverage under the Plan.
Please refer to Attachment D: Eligibility for details.

A. Initial Enrollment Period

Eligible Employees may enroll for Coverage for themselves and their eligible dependents within the

first 31 days after becoming eligible for Coverage. The Subscriber must: (1) include all requested

information; (2) sign; and (3) submit an Enrollment Form to the Plan during that initial enrollment
period.
B. Open Enrollment Period

Eligible Employees shall be entitled to apply for Coverage for themselves and eligible dependents

during the Group’s Open Enrollment Period. The Subscriber must: (1) include all requested

information; (2) sign; and (3) submit an Enrollment Form to the Plan during that Open Enroliment

Period. Employees who become eligible for Coverage other than during an Open Enrollment Period

may apply for Coverage for themselves and eligible dependents within 31 days of becoming eligible

for Coverage, or during a subsequent Open Enrollment Period.
C. Adding Dependents

After the Subscriber is Covered, he or she may apply to add a dependent, who became eligible after

the Subscriber enrolled, as follows:

1. A newborn child of the Subscriber or the Subscriber’s spouse is Covered from the moment of
birth. A legally adopted child, (including children placed with You for the purposes of adoption),
will be Covered as of the date of adoption or placement for adoption. Children for whom the
Subscriber or the Subscriber’s spouse has been appointed legal guardian by a court of
competent jurisdiction, will be Covered from the moment the child is placed in the Subscriber’s
physical custody. The Subscriber must enroll the child within 31 days from the date that the
Subscriber acquires the child.

If the Subscriber fails to do so, and an additional Premium is required to Cover the child, the
Plan will not Cover the child after 31 days from the date the Subscriber acquired the child. If no
additional Premium is required to provide Coverage to the child, the Subscriber’s failure to
enroll the child does not make the child ineligible for Coverage.

However, the Plan cannot add the newly acquired child to the Subscriber’s Coverage until
notified of the child’s birth. This may delay claims processing.

2. Any other new family dependent, (e.g. if the Subscriber marries) may be added as a Covered
Dependent if the Subscriber completes and submits a signed Enrollment Form to the Group
representative within 31 days of the date that person first becomes eligible for Coverage.

3. An Employee or eligible dependent who did not apply for Coverage within 31 days of first
becoming eligible for Coverage under this Plan may enroll if:

a. he orshe had other health care coverage at the time Coverage under this Plan was
previously offered; and
BCBST — Small Group EHB Plan Page 4
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b. he or she stated, in writing, at the time Coverage under this Plan was previously offered,
that such other Coverage was the reason for declining Coverage under this Plan; and

c. such other Coverage is exhausted (if the other coverage was continuation Coverage under
COBRA) or the other coverage was terminated because he or she ceased to be eligible due
to involuntary termination or employer contributions for such Coverage ended; and

d. he or she applies for Coverage under this Plan and the administrator receives the change
form within 31 days after the loss of the other Coverage.

D. Late Enrollment

Employees or their family dependents who do not enroll when becoming eligible for Coverage under
(A), (B) or (C), above, may be enrolled:

1. During a subsequent Open Enrollment Period; or

2. Ifthe Employee acquires a new dependent, and the Employee applies for Coverage within 31
days.

E. Enrollment Upon Change in Status

If You have a change in status, You may be eligible to change Your Coverage other than during the
Open Enrollment Period. Subscribers must, within the time-frame set forth below, submit a change
form to the Group representative to notify the Plan of any changes in status for themselves or for a
Covered Dependent. Any change in Your elections must be consistent with the change in status.

1. You must request the change within 31 days of the change in status for the following events: (1)
marriage or divorce; (2) death of the Employee’s spouse or dependent; (3) change in
dependency status; (4) Medicare eligibility; (5) Coverage by another Payor; (6) birth or adoption
of a child of the Employee; (7) termination of employment, or commencement of employment,
of the Employee’s spouse; (8) switching from part-time to full-time, or from full-time to part-
part status by the Employee or the Employee’s spouse.

2. You must request the change within 60 days of the change in status for the following events: (1)
loss of eligibility for Medicaid or CHIP coverage, or (2) becoming eligible to receive a subsidy for
Medicaid or CHIP coverage.
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When Coverage Begins

If You are eligible, have enrolled and have paid or had the Premium for Coverage paid on Your behalf,
Coverage under this EOC shall become effective on the earliest of the following dates, subject to the
Actively at Work Rule set out below:

A. Effective Date of Group Agreement

Initial Coverage through the Plan shall be effective on the effective date of the Group Agreement, if
all eligibility requirements are met as of that date; or

B. Enrollment During an Open Enrollment Period

Coverage shall be effective on the first day of the month following the Open Enrollment Period,
unless otherwise agreed to by the Group and the Plan; or

C. Enrollment During an Initial Enrollment Period

Coverage shall be effective on the first day of the month following the Plan’s receipt of the eligible
Employee’s Enrollment Form, unless otherwise agreed to by the Group and the Plan; or

D. Newly Eligible Employees

Coverage will become effective after You become eligible, having met all the eligibility requirements
as specified in the Group Agreement; or

E. Newly Eligible Dependents

1. Dependents acquired as the result of a marriage — Coverage will be effective on the day of the
marriage unless otherwise agreed to by Group and the Plan;

2. Newborn children of the Subscriber or the Subscriber’s spouse - Coverage will be effective as of
the date of birth;

3. Dependents adopted or placed for adoption — Coverage will be effective as of the date of
adoption or placement for adoption, whichever is first.

For Coverage to be effective, the dependent must be enrolled, and the Plan must receive any
required Premium for the Coverage, as set out in the “Enrollment” section; or

F. Eligibility For Extension of Benefits From a Prior Carrier

If the Plan replaces another group health plan and a Member is Totally Disabled and eligible for an
extension of Coverage from the prior group health plan, Coverage shall not become effective until
the expiration of that extension of Coverage; or

G. Actively at Work Rule

If an eligible Employee, other than a retiree (who is otherwise eligible), is not Actively at Work on
the date Coverage would otherwise become effective, Coverage for the Employee and all of his/her
Covered Dependents will be deferred until the date the Employee is Actively at Work. An employee
who is not at work on the date Coverage would otherwise become effective due to a health-related
factor shall be treated as Actively At Work for purposes of determining eligibility.
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When Coverage Ends

A. Termination or Modification of Coverage by the Plan or the Group

The Plan or the Group may modify or terminate the Group Agreement. Notice to the Group of the
termination or modification of the Group Agreement is deemed to be notice to all Members of the
Group. The Group is responsible for notifying You of such a termination or modification of Your
Coverage.

All Members’ Coverage through the Agreement will change or terminate at 12:00 midnight on the
date of such modification or termination. The Group’s failure to notify You of the modification or
termination of Your Coverage shall not be deemed to continue or extend Your Coverage beyond the
date that the Group Agreement is modified or terminated. You have no vested right to Coverage
under this EOC following the date of the termination of the Group Agreement.

B. Loss of Eligibility

Your Coverage will terminate if You do not continue to meet the eligibility requirements agreed to
by the Group and the Plan during the term of the Group Agreement. See Attachment D for details
regarding Loss of Eligibility.

C. Termination of Coverage For Cause

The Plan may terminate Your Coverage for cause, if:

1. The Plan does not receive the required Premium for Your Coverage when it is due. The fact that
You have paid a Premium contribution to the Group will not prevent the Plan from terminating
Your Coverage if the Group fails to submit the full Premium for Your coverage to the Plan when
due; or

2. You fail to make a required Member Payment; or
3. You fail to cooperate with the Plan as required by this EOC; or

You have made a material misrepresentation or committed fraud against the Plan. This
provision includes, but is not limited to, furnishing incorrect or misleading information or
permitting the improper use of the Member ID card.

D. Right To Request A Hearing

You may appeal the termination of Your membership for cause, as explained in the Grievance
Procedure section of this EOC. The fact that You have appealed shall not postpone or prevent the
Plan from terminating Your Coverage. If Your Coverage is reinstated as part of the Grievance
Procedure, You may submit any claims for services rendered after Your Coverage was terminated to
the Plan for consideration, in accordance with the “Claims Procedure” section of this EOC.

E. Payment For Services Rendered After Termination of Coverage

If you receive Covered Services after the termination of Your Coverage, the Plan may recover the
amount paid for such Services from You, plus any costs of recovering such Charges, including
attorneys’ fees.

F. Extended Benefits

If a Member is hospitalized on the date the Group Agreement is terminated, benefits for Hospital
Services will be provided: (1) for 60 days; (2) until the Member is Covered under another Plan; or (3)
until the Member is discharged, whichever occurs first. The provisions of this paragraph will not
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apply to a newborn child of a Subscriber if an application for Coverage for that child has not been
made within 31 days following the child’s birth.
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Continuation of Coverage

A. Continuation of Coverage - Federal Law

If the Group Agreement remains in effect, but Your Coverage under this EOC would otherwise
terminate, the Group may be required to offer You the right to continue Coverage. This right is
referred to as “Continuation Coverage” and may occur for a limited time subject to the terms of this
Section and the federal Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA).

1. Eligibility

If You have been Covered by the Plan on the day before a qualifying event, You and Your
dependents may be eligible for COBRA Continuation Coverage. The following are qualifying
events for such Coverage if, under the terms of this EOC, the event causes You or Your spouse or
dependent to lose coverage:

a. Subscribers
Loss of Coverage because of:
i. The termination of employment except for gross misconduct.
ii. Areduction in the number of hours worked by the Subscriber.
b. Covered Dependents
Loss of Coverage because of:
i. The termination of the Subscriber’s Coverage as explained in subsection (a), above.

ii. The death of the Subscriber.
iii. Divorce or legal separation from the Subscriber.

iv. The Subscriber becomes entitled to Medicare. (Note: Medicare entitlement rarely
qualifies a dependent for COBRA.)

v. A Covered Dependent reaches the limiting age.
2. Enrolling for COBRA Continuation Coverage
The Group shall notify You of Your rights to enroll for COBRA Continuation Coverage after:

a. the Subscriber’s termination of employment, reduction in hours worked, death or
entitlement to Medicare Coverage; or

b. the Subscriber or Covered Dependent notifies the Group, in writing, within 60 days after any
other qualifying event set out above.

You have 60 days from the later of the date of the qualifying event or the date that You receive
notice of Your right to COBRA Continuation Coverage to enroll for such Coverage. The Group
will send You the forms that should be used to enroll for COBRA Continuation Coverage. If You
do not send the Enrollment Form to the Group within that 60-day period, You will lose Your
right to COBRA Continuation Coverage under this Section. If You are qualified for COBRA
Continuation Coverage and receive services that would be Covered Services, before enrolling
and paying the Premium for such Coverage, You will be required to pay for those services. The
Plan will reimburse You for Covered Services, less required Member Payments, after You enroll
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and pay the Premium for Coverage, and submit a claim for those Covered Services as set forth in
this EOC.

3. Premium Payment

You must pay any Premium required for COBRA Continuation Coverage to the Group, which will
send that Premium to the Plan. The Group may also direct You to send Your Premium directly to
the Plan, or a third party. If You do not enroll when first becoming eligible, the premium due for
the period between the date You first become eligible and the date You enroll for COBRA
Continuation Coverage must be paid to the Group within 45 days after the date You enroll for
COBRA Continuation Coverage. After enrolling for COBRA Continuation Coverage, all Premiums
are due and payable on a monthly basis as required by the Group. If the Premium is not
received by the Plan on or before the due date, whether or not the Premium was paid to the
Group, Coverage will be terminated, for cause, effective as of the last day for which Premium
was received as explained in the Termination of Coverage Section.

4. Coverage Provided

If You enroll for COBRA Continuation Coverage You will continue to be Covered under the Group
Agreement and this EOC. The COBRA Continuation Coverage is subject to the conditions,
limitations and exclusions of this EOC and the Group Agreement. The Plan and the Group may
agree to change the Group Agreement, and/or this EOC, and the Group may also decide to
change insurers. If this happens after You enroll for COBRA Continuation Coverage, Your
Coverage will be subject to such changes.

5. Duration of Eligibility for COBRA Continuation Coverage
COBRA Continuation Coverage is available for a maximum of:

a. 18 months if the loss of Coverage is caused by termination of employment or reduction in
hours of employment; or

b. 29 months of Coverage. If, as a qualified beneficiary who has elected 18 months of COBRA
Continuation Coverage, You are determined to be disabled within the first 60 days of COBRA
Continuation Coverage, You can extend Your COBRA Continuation Coverage for an
additional 11 months, up to 29 months. Also, the 29 months of COBRA Continuation
Coverage is available to all non-disabled qualified beneficiaries in connection with the same
qualifying event. “Disabled” means disabled as determined under Title Il or XVI of the Social
Security Act. In addition, the disabled qualified beneficiary must:

i. Notify the Employer or the administrator of the disability determination within 60 days
after the determination of disability and before the close of the initial 18-month
Coverage period; and

ii. Notify the Employer or the administrator within 30 days of the date of a final
determination that the qualified beneficiary is no longer disabled; or
c. 36 months of Coverage if the loss of Coverage is caused by:

i. the death of the Subscriber;
ii. loss of dependent child status under the Plan;
iii. the Subscriber becomes entitled to Medicare; or

iv. divorce or legal separation from the Subscriber; or
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d. 36 months for other qualifying events. If, a Covered Dependent is eligible for 18 months of
COBRA Continuation Coverage as described above, and there is a second qualifying event
(e.g. divorce), You may be eligible for 36 months of COBRA Continuation Coverage from the
date of the first qualifying event.

Termination of COBRA Continuation Coverage

After You have elected COBRA Coverage, Your COBRA Coverage will terminate either at the end
of the applicable 18-, 29- or 36-month eligibility period or, before the end of that period, upon
the date that:

a. The Premium for such Coverage is not paid when due; or

b. You become Covered as either a Subscriber or dependent by another group health care
plan; or
c. The Group Agreement is terminated; or

d. You become entitled to Medicare Coverage; or

e. The date that a disabled Member, who is otherwise eligible for 29 months of COBRA
Coverage, is determined to no longer be disabled for purposes of the COBRA law.

The Trade Adjustment Assistance Reform Act of 2002 (TAARA) may have added to Your COBRA
rights. If You lost Your job because of import competition or shifts of production to other
countries, You may have a second COBRA Continuation election period. If You think this may
apply to You, check with Your Employer or the Department of Labor.

B. State Continuation Coverage

If the Group Agreement remains in effect, but Your Coverage under this EOC would otherwise
terminate, the Group may offer You the right to continue Coverage for a limited period of time
according to State law (“State Continuation Coverage”). If You are eligible for COBRA Continuation
Coverage, You may elect either COBRA continuation or State Continuation Coverage, but not both.

1. Eligibility
You have been continuously covered under the Group’s health plan, or a health plan that the
Group’s health plan replaced, for at least 3 months prior to the date prior to the termination of
Your Coverage under the Group Agreement, for any reason, except for the termination of the
Group Agreement.

2. Enrolling for State Continuation Coverage
The Group will notify Members eligible for State Continuation Coverage about how to enroll for
such Coverage on or before the date their Coverage would otherwise terminate under the
Group Agreement. You must request State Continuation Coverage, in writing, and pay the
Premium for that Coverage, in advance, as required by the Group.

3. Premium Payment
You must pay the monthly Premium for State Continuation Coverage to the Group at the time
and place specified by the Group.
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4. Coverage Provided

Members enrolled for State Continuation Coverage will continue to be Covered under the Group
Agreement and this EOC, for the remainder of the month during which Coverage under the
Group Agreement would otherwise end and the greater of:

a. 3 months; or

b. 6 months after the end of a pregnancy that began before Your Coverage under the Group
Agreement would have ended (before applying any continuation coverage); or

c. 15 months if Your Coverage under the Group Agreement would end because of divorce or
the death of the Subscriber.

5. Termination of State Continuation Coverage

State Continuation Coverage will terminate upon the earliest of the following:
a. The end of the applicable period specified in subsection 4, above;
b. The end of the period for which You paid the Premium for Coverage; or
c. The termination date of the Group Agreement; or
d. The date You become eligible for coverage under another group health benefits plan; or
e. The date You become entitled to Medicare coverage.

C. Conversion Coverage

If Your Coverage under this EOC terminates for any reason other than: (1) You fail to pay a required
Premium contribution; (2) You become eligible for Medicare; or (3) the Group Agreement is
replaced by similar group Coverage within 31 days; You may be eligible for Conversion to Individual
Coverage. This subsection does not continue Coverage under the Group Agreement. Conversion
Coverage is individual health care coverage from the Plan (“Conversion Coverage”).

Conversion Coverage shall be:

1. The type of individual Coverage offered to converting Members as of the date of the
termination of their Coverage under the Group Agreement;

2. Issued without evidence of insurability; and

3. Effective as of the date of the termination of Your Group Coverage. The Plan shall provide an
Enrollment Form and information about that Conversion Coverage upon written request from
You. You must submit a completed Enrollment Form and the Premium for Conversion Coverage
to the Plan, within 31 days after the termination of Your Coverage under the Group Agreement.

D. Subscriber Interplan Transfers

If You move out of Tennessee into an area served by another BlueCross and/or BlueShield Plan (the
“Other Plan”), and You wish to obtain Coverage thru that state’s plan, Your Coverage can be
transferred to the Plan serving Your new address. The Other Plan must offer You at least its
“conversion” Plan through the Subscriber Interplan Transfer program.

The conversion Plan will provide Coverage without a medical exam or a health statement. If You
accept the conversion Plan:
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1. You will receive credit for the length of Your enrollment with BlueCross under this Plan toward
the conversion Plan’s waiting periods, if any exist; and

2. Any physical or mental conditions Covered by BlueCross will be provided by the conversion Plan
without a new waiting period, if one is required, if the conversion Plan offers this Coverage to
others carrying the same Plan.

However, the premium rates and benefits available from the Other Plan may vary significantly from
those offered by BlueCross.

The Other Plan may also offer You Coverage outside the Subscriber Transfer program. Because
these additional coverages are outside the program, that Plan may not apply time enrolled in Your
BlueCross Plan waiting periods, if any exists.

E. Continued Coverage During a Family and Medical Leave Act (FMLA) Leave of Absence
Under the Family and Medical Leave Act, Subscribers may be able to take:

1. upto 12 weeks of unpaid leave from employment due to certain family or medical
circumstances, or

2. insome instances, up to 26 weeks of unpaid leave if related to certain family members’ military
service related hardships.

Contact the Employer to find out if this provision applies. If it does, Members may continue health
coverage during the leave, but must continue to pay the conversion options portion of the premium
that the Subscriber would pay if he or she were actively working. Coverage will be subject to
suspension or cancellation if the Subscriber fails to pay the premium on time. If the Subscriber takes
a leave and Coverage is cancelled for any reason during that leave, Members may resume Coverage
when the Subscriber returns to work without waiting for an Open Enrollment Period.

F. Continued Coverage During a Military Leave of Absence

A Subscriber may continue his or her Coverage and Coverage for his or her Dependents during
military leave of absence in accordance with the Uniformed Services Employment and
Reemployment Rights Act of 1994. When the Subscriber returns to work from a military leave of
absence, the Subscriber will be given credit for the time the Subscriber was Covered under the Plan
prior to the leave. Check with the Employer to see if this provision applies. If it does, Members may
continue health coverage during the leave, but must continue to pay the conversion options portion
of the premium that the Subscriber would pay if he or she were actively working. Coverage will be
subject to suspension or cancellation if the Subscriber fails to pay the premium on time.

G. Continued Coverage During Other Leaves of Absence

Your Employer may allow Subscribers to continue their Coverage during other leaves of absence.
Continuous coverage during such leave of absence is permitted for up to 6 months. Please check
with Your Employer to find out how long a Subscriber may take a leave of absence.

A Subscriber will also have to meet these criteria to have continuous Coverage during a leave of
absence:

1. Your Employer continues to consider the Subscriber an Employee, and all other Employee
benefits are continued;

2. The leave is for a specific period of time established in advance; and
3. The purpose of the leave is documented.
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You may apply for Federal or State Continuation or Conversion, if the Subscriber’s leave lasts longer
than the permitted amount of time.

Members may continue health coverage during the leave, but must continue to pay the conversion
options portion of the premium that the Subscriber would pay if he or she were actively working.
Coverage will be subject to suspension or cancellation if the Subscriber fails to pay the premium on
time.
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Prior Authorization, Care Management, Medical Policy
and Patient Safety

BlueCross provides services to help manage Your care including: performing Prior Authorization of
certain services to ensure they are Medically Necessary, Concurrent Review of hospitalization,
discharge planning, lifestyle and health counseling, catastrophic medical and transplant case
management and the development and publishing of medical policy.

The Plan does not make medical treatment decisions under any circumstances. You may always
elect to receive services that do not comply with the Plan’s health Care Management requirements
or medical policy, but doing so may affect the Coverage of such services.

A. Prior Authorization

Some Covered Services must be Authorized by the Plan in advance in order to be paid at the
Maximum Allowable Charge without Penalty. Obtaining Prior Authorization is not a guarantee of
Coverage. All provisions of the EOC must be satisfied before Coverage for services will be provided.

Services that require Prior Authorization include, but are not limited to:

e Inpatient Hospital stays (except maternity admissions)

e  Skilled nursing facility and rehabilitation facility admissions

e certain Outpatient Surgeries and/or procedures

e certain Specialty Drugs

e certain Prescription Drugs

e Advanced Radiological Imaging services

e Durable medical equipment (DME)

e Prosthetics

e Orthotics

e Certain musculoskeletal procedures (including, but not limited to spinal surgeries, spinal
injections and hip, knee, and shoulder surgeries).

e Other services not listed at the time of publication may be added to the list of services that
require Prior Authorization. Notice of changes to the Prior Authorization list will be made via
Our Web site and the Member newsletter. You may also call Our consumer advisors at the
number on the back of Your ID card to find out which services require Prior Authorization.

Refer to Attachment C: Schedule of Benefits for details on benefit penalties for failure to obtain
Prior Authorization.

Network Providers in Tennessee will request Prior Authorization for You.

You are responsible for requesting Prior Authorization when using Providers outside Tennessee
and Out-of-Network Providers, or benefits will be reduced or denied.

For the most current list of services that require Prior Authorization, call Our consumer advisors or
visit Our website at bcbst.com.

The Plan may authorize some services for a limited time. The Plan must review any request for
additional days or services.

Network Providers in Tennessee are required to comply with all Plan medical management
programs. The Member is held harmless (not responsible for Penalties) if a Network Provider in
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Tennessee fails to comply with Care Management program and Prior Authorization requirements,
unless the Member agreed that the Provider should not comply with such requirements.

The Member is not held harmless if:

1. A Network Provider outside Tennessee (known as a BlueCard PPO Participating Provider) fails to
comply with Care Management program and Prior Authorization requirements, or

2. Member obtains services from an Out-of-Network Provider.

If You use an Out-of-Network Provider, or a Provider outside Tennessee, such as a BlueCard PPO
Participating Provider, You are responsible for ensuring that the Provider obtains the appropriate
Plan Authorization prior to treatment. Failure to obtain the necessary authorization may result in
additional Member Payments and reduced Plan payment. Contact Our consumer advisors for a list
of Covered Services that require Prior Authorization.

B. Care Management

A number of Care Management programs are available to Members, including those with low-risk
health conditions, potentially complicated medical needs, chronic illness and/or catastrophic
illnesses or injuries.

Lifestyle & Health Education - Lifestyle & health education is for healthy Members and those with
low-risk health conditions that can be self-managed with educational materials and tools. The
program includes: (1) wellness, lifestyle and condition-specific educational materials; (2) an on-line
resource for researching health topics; and (3) a toll-free number (800-656-8123) for obtaining
information on more than 1,200 health-related topics.

Lifestyle Coaching inspires, engages, and guides individuals to make lasting changes in their lives to
improve their health and well-being. Through this voluntary program, You have access to a personal
health assessment and personal wellness report, and a wellness portal filled with interactive health
trackers and resources, as well as self-directed programs designed to support and motivate You to
take charge of Your health. You also have unlimited access to Your dedicated lifestyle health coach.
Communicate with Your coach via secure email or phone. Your lifestyle health coach can work with
you on weight loss or weight management, improving nutrition, optimizing fitness, stress
management, blood pressure management, cholesterol management, and tobacco cessation. To
speak with a lifestyle health coach, call toll free 1-800-818-8581, select option 3.

Low Risk Case Management - Low risk case management, including disease management, is
performed for Members with conditions that require a daily regimen of care. Registered nurses
work with health care Providers, the Member and primary care givers to coordinate care. Specific
programs include: (1) pharmacy Care Management for certain populations; (2) Emergency services
management program; (3) transition of care program; (4) condition-specific care coordination
program; and (5) disease management.

Healthy Focus Disease Management - The Healthy Focus Disease Management Program is a
voluntary program available to members with Coronary Artery Disease, Chronic Obstructive
Pulmonary Disease, Congestive Heart Failure, Diabetes, and Asthma. Through this program, You
may receive outreach from our nurses. With this program, You may receive extra resources and
personalized attention to help manage chronic health conditions and help You take better care of
Yourself. To speak with a nurse today about your chronic condition, call toll free 1-800-818-8581,
select option 1, or for hearing impaired dial TTY 1-888-308-7231.
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Healthy Focus Nurseline - 24/7 Nurseline - This program offers You unlimited access to a registered
nurse 24/7/365. Our nurses can assist you with symptom assessment, short term care decisions, or
any health related question or concern. You may also call for decision support and advice when
contemplating surgery, considering treatment options, and making major health decisions. Call toll
free 1-800-818-8581, select option 2, or for hearing impaired dial TTY 1-888-308-7231.

Catastrophic Medical and Transplant Case Management - Members with terminal illness, severe
injury, major trauma, cognitive or physical disability, or Members who are transplant candidates
may be served by Our catastrophic medical and transplant case management program. Registered
nurses work with health care Providers, the Member, and primary caregivers to coordinate the most
appropriate, cost-efficient care settings. Case managers maintain regular contact with Members
throughout treatment, coordinate clinical and health plan Coverage issues, and help families utilize
available community resources.

After evaluation of the Member’s condition, the Plan may, at its discretion, determine that
alternative treatment is Medically Necessary and Appropriate.

In that event, the Plan may elect to offer alternative benefits for services not otherwise specified as
Covered Services in Attachment A. Such benefits shall not exceed the total amount of benefits
under this EOC, and will only be offered in accordance with a written case management or
alternative treatment plan agreed to by the Member’s attending physician and the Plan.

Emerging Health Care Programs - Care Management is continually evaluating emerging health care
programs. These are processes that demonstrate potential improvement in access, quality,
efficiency and Member satisfaction.

When We approve an emerging health care program, approved services provided through that
program are Covered, even though they may normally be excluded under the EOC.

Care Management services, emerging health care programs and alternative treatment plans may be
offered to eligible Members on a case-by-case basis to address their unique needs. Under no
circumstances does a Member acquire a vested interest in continued receipt of a particular level of
benefits. Offer or confirmation of Care Management services, emerging health care programs or
alternative treatment plans to address a Member’s unique needs in one instance shall not obligate
the Plan to provide the same or similar benefits for any other Member.

C. Maedical Policy

Medical policy looks at the value of new and current medical science. Its goal is to make sure that
Covered Services are safe and effective, and have proven medical value.

Medical policies are based on an evidence-based research process that seeks to determine the
scientific merit of a particular medical technology. Determinations with respect to technologies are
made using technology evaluation criteria. “Technologies” include devices, procedures, medications
and other emerging medical services.

Medical policies state whether or not a technology is Medically Necessary, Investigational or
cosmetic. As technologies change and improve, and as Members’ needs change, We may reevaluate
and change Medical Policies without formal notice. You may check Our medical policies at
bcbst.com. Enter “medical policy” in the search field.

Medical policies sometimes define certain terms. If the definition of a term defined in Our medical
policy is different from a definition in this EOC, medical policy controls.
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D. Patient Safety

If You have a concern with the safety or quality of care You received from a Network Provider,
please call Us at the number on the back of Your Member ID card. Your concern will be noted and
investigated by Our Clinical Risk Management department.
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INTER-PLAN PROGRAMS

Out-of-Area Services

BlueCross BlueShield of Tennessee (BlueCross) has a variety of relationships with other Blue Cross and/or
Blue Shield Licensees ("Inter-Plan Programs"). Whenever You obtain healthcare services outside of
BlueCross's service area ("Service Area"), the Claims for these services may be processed through one of
these Inter-Plan Programs, which includes the BlueCard Program.

Typically, when accessing care outside the Service Area, You will obtain care from healthcare providers that
have a contractual agreement (i.e., are "participating providers") with the local Blue Cross and/or Blue
Shield Licensee in that other geographic area ("Host Blue"). In some instances, You may obtain care from
non-participating providers. BlueCross’s payment practices in both instances are described below.

A.

BlueCard® PPO Program

When You are outside the Service Area and need healthcare services or information about Network
doctors or hospitals, call 1-800-810-BLUE (2583).

Under the BlueCard® PPO Program, (“BlueCard”) when You access Covered Services within the area
served by a Host Blue, BlueCross will remain responsible for fulfilling BlueCross’s contractual obligations
under this Agreement. However, the Host Blue is responsible for contracting with and generally
handling all interactions with its participating providers.

Whenever You access Covered Services outside BlueCross’s service area and the claim is processed
through BlueCard, the amount You pay for Covered Services is calculated based on the lower of:

e The Covered Billed Charges for Your Covered Services; or
e The negotiated price that the Host Blue makes available to BlueCross.

Often, this “negotiated price” will be a simple discount that reflects an actual price that the Host Blue
pays to Your healthcare provider. Sometimes, it is an estimated price that takes into account special
arrangements with Your healthcare provider or provider group that may include types of settlements,
incentive payments, and/or other credits or charges. Occasionally, it may be an average price, based on
a discount that results in expected average savings for similar types of healthcare providers after taking
into account the same types of transactions as with an estimated price.

Estimated pricing and average pricing, going forward, also take into account adjustments to correct for
over- or underestimation of modifications of past pricing for the types of transaction modification
noted above. However, such adjustments will not affect the price BlueCross uses for Your claim
because they will not be applied retroactively to claims already paid.

Laws in a small number of states may require the Host Blue to add a surcharge to Your calculation. If
any state laws mandate other liability calculation methods, including a surcharge, We would then
calculate Your liability for any Covered Services according to applicable law.

REMEMBER: You are responsible for receiving Prior Authorization from Us. If Prior Authorization is not
received, Your benefits may be reduced or denied. Call the number on the back of Your Member ID card
for Prior Authorization. In case of an Emergency, You should seek immediate care from the closest health
care Provider.
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B. Non-Participating Healthcare Providers Outside BlueCross’s Service Area

1.

Member Liability Calculation

When Covered Services are provide outside of BlueCross’s Service Area by non-participating providers,
the amount You pay for such services will generally be based on either the Host Blue’s non-
participating provider local payment or the pricing arrangements required by applicable law. In these
situations, You may be liable for the difference between the amount that the non-participating
provider bills and the payment BlueCross will make for the Covered Services as set forth in this
paragraph.

Exceptions

In certain situations, BlueCross may use other payment bases, such as Covered Billed Charges, the
payment We would make if the healthcare services had been obtained within Our Service Area, or a
special negotiated payment, as permitted under Inter-Plan Programs Policies, to determine the
amount BlueCross will pay for services rendered by non-participating providers. In these situations,
You may be liable for the difference between the amount that the non-participating provider bills
and the payment BlueCross will make for the Covered Services as set forth in this paragraph.

C. BlueCard Worldwide® Program

If You are outside the United States, Puerto Rico and the U.S. Virgin Islands, You may be able to take
advantage of the BlueCard Worldwide Program when accessing covered health services. The BlueCard
Worldwide Program is unlike the BlueCard Program in certain ways, in that while the BlueCard
Worldwide Program provides a network of contracting inpatient hospitals, it offers only referrals to
doctors and other outpatient providers. When You receive care from doctors and other outpatient
providers, You will typically have to pay the doctor or other outpatient provider and submit a claim to
obtain reimbursement for these services.

BCBST — Small Group EHB Plan Page 20

04/2013



Claims and Payment

When You receive Covered Services from a Network Provider, the Provider will submit a claim to the
Plan. If You receive Covered Services from an Out-of-Network Provider, either You or the Provider must

submit

a claim form to the Plan. If You receive Covered Services from an Out-of-Network Pharmacy, You

must submit a claim form to the Plan. We will review the claim, and let You, or the Provider, know if We
need more information, before We pay or deny the claim. We follow our inter