City of Gallatin
BlueCross BlueShield of Tennessee
Effective 10-1-2012

Benefits Option 1 Option 2 Option 3
PPO NETWORKS Basic (S Network) Enhanced (P Network) Basic (S Network)
Individual Deductible (2x Family) $1,500 _ $1,500 _ $1,250 _
($1,000 Employee + $500 City) | ($1,000 Employee + $500 City) | ($750 Employee + $500 City)
Coinsurance (In Network) Ins. 80% / Employee 20% Ins. 80% / Employee 20% Ins. 90% / Employee 10%
(Out of Network) Ins. 60% / Employee 40% Ins. 60% / Employee 40% Ins. 70% / Employee 30%

$2,500 (Includes Deductible) $2,500 (Includes Deductible) $2,500 (Includes Deductible)

Individual Out of Pocket ) ; ;
($2,000 Employee + $500 City) | ($2,000 Employee + $500 City) | ($2,000 Employee + $500 City)

Preventive Care Office Visit Copay 100% (No Copay) 100% (No Copay) 100% (No Copay)
Sickness/Injury Office Visit Copay(1) $20 $20 $20
Sickness/Injury Office Visit Copay(2) $40 $40 $40
Outpatient Surgery Deductible/Coinsurance Deductible/Coinsurance 100%
Inpatient Hospitalization Deductible/Coinsurance Deductible/Coinsurance Deductible/Coinsurance
(Ff_c;l‘)t\'lcgrls I?(?:]ac;/sst,ltzes'[c.) 100% 100% 100%
?hi\é?né?rd F?Ilzazlgnl\cl’jg::esar, MRA) Deductible/Coinsurance Deductible/Coinsurance Deductible/Coinsurance
Emergency Room Copay $250 $250 $250
Prescription Drug Card $10/$25/50 $10/$25/50 $10/$25/50

*You will be able to get a 3 month supply of your maintenance drugs for the cost of a 2 month supply. (Applies to all options)
Mental Health Outpatient: $20 Copay Outpatient: $20 Copay Outpatient: $20 Copay
Substance Use Disorder Inpatient: Ded/Coinsurance Inpatient: Ded/Coinsurance Inpatient: Ded/Coinsurance
Preventive Health Care Services 100% 100% 100%
Vision Coverage Vision Care #2 ($20 copay) Vision Care #2 ($20 copay) Vision Care #2 ($20 copay)
Ambulance Services Deductible/Coinsurance Deductible/Coinsurance Deductible/Coinsurance
Durable Medical Equipment Deductible/Coinsurance Deductible/Coinsurance Deductible/Coinsurance
Hearing Aids (frequency every 2 yrs) Deductible/Coinsurance Deductible/Coinsurance Deductible/Coinsurance
Home Health Care (60 visits) Deductible/Coinsurance Deductible/Coinsurance Deductible/Coinsurance
Hospice Care 100% 100% 100%
Prosthetic Devices Deductible/Coinsurance Deductible/Coinsurance Deductible/Coinsurance
?:rlxl/?ge’:lzgs(;ndgags(;gryy% Rehab Facility Deductible/Coinsurance Deductible/Coinsurance Deductible/Coinsurance
Therapeutic Services (Physical, Speech,
Chiropf)ractic, etc.) 30-é6 v)i/sits P $40 $40 $40
E:iﬁg?g:dgggrfgj (Dialysis, Deductible/Coinsurance Deductible/Coinsurance Deductible/Coinsurance
Transplantation Services Deductible/Coinsurance Deductible/Coinsurance Deductible/Coinsurance
Lifetime Max. (In & Out) Unlimited Unlimited Unlimited

Option 1 Option 2 Option 3
Monthly  Biweekly Monthly  Biweekly Monthly Biweekly

EE Only $0.00 $0.00 |EE Only $41.05  $20.53 |EE Only $41.87  $20.94
EE + SP $244.22 $122.11 |[EE+SP  $330.42 $165.21 |EE + SP $332.15 $166.07
EE + CH $220.23 $110.12 |[EE+CH  $295.35 $147.68 |EE + CH $296.84 $148.42
EE/SP/CH $305.35 $152.68 |EE/SP/CH $429.94 $214.97 |EE/SP/CH $432.43 $216.22

Employee Rates

(1) The $20 copay applies to Family Practice, General Practice, Internal Medicine, OB/GYN, Pediatrics, Nurse Practitioners/Physician Assistants.
(2) The $40 copay applies to Specialists.

Only the P network includes Tri-Star/HCA Facilities such as Centennial, Skyline, Summitt, and Hendersonville Med. Ctr.
Dependent Children Age Limit to age 26.
The above reflects In-Network benefits only. Out-of-Network benefits are different.
Some Prescription Drugs may be in lower or higher co-pay tiers than presently.
BCBST does have a separate higher copay for specialty drugs.
*This is for summary purposes only. Refer to the Certificate of Coverage (COC) for exact details.*



BlueCross BlueShield of Tennessee

City of Gallatin

Effective 10-1-2012

Employee

BCBST OPTION 1 Firm Monthly City Monthly Employee Monthly Biweekly
Employee Only 1/E $403.99 $403.99 $0.00 $0.00

Employee + Spouse 1/E+SP $847.69 $603.47 $244.22 $122.11

Employee + Child/ren 1/E+CH $738.78 $518.55 $220.23 $110.12

Full Family 1/F $1,224.83 $919.48 $305.35 $152.68

Employee

BCBST OPTION 2 Firm Monthly City Monthly Employee Monthly Biweekly
Employee Only 2/E $445.04 $403.99 $41.05 $20.53

Employee + Spouse 2/E+SP $933.89 $603.47 $330.42 $165.21

Employee + Child/ren 2/E+CH $813.90 $518.55 $295.35 $147.68

Full Family 2/F $1,349.42 $919.48 $429.94 $214.97

Employee

BCBST OPTION 3 Firm Monthly City Monthly Employee Monthly Biweekly
Employee Only 3/E $445.86 $403.99 $41.87 $20.94

Employee + Spouse 3/E+SP $935.62 $603.47 $332.15 $166.07

Employee + Child/ren 3/E+CH $815.39 $518.55 $296.84 $148.42

Full Family 3/F $1,351.91 $919.48 $432.43 $216.22




j Out-of-Network Benefits !

$3,000

Individual

Family $8,000
Annual Out-of-Pocket Maximum

Individual $7,500

Family $15,000

Lifetime Maximum
Dependent Age Limit

Pre-Existina Condition Waitina Perlod ¥
4th Quarter Deductible Carryover Provision

Office Visits
Office Visits ™ 60% afier Deductible
Office Surgery 9171 60% after Deductible

60% after Deduclible
60% after Deductible
60% afler Deductible

Routine Diagnostic Lab, X-Ray & Injeclions
Advanced Radiological Imaging 517719

Tﬂnxﬂﬁ;ﬁdn% sterad Snﬁf.l,a- Ity Drgg U4
reventive Health Care Services

Well Child Care (o age 6)

Annual Well Woman Exam

Annual Mammography Screening, age 40+
Annual Cervical Cancer Screening

Annual Prostale Cancer Screening, age 50+
Immunizations

Well Care Services (ages 6 and up)'?
Services Received at a Facility (includes professional and facllity
Inpatient Services /17

Oulpatient Surgery 111711

Routine Diagnostic Services-Oultpatient
Advanced Radiological Imaging-Outpatient 17119

60% after Deductible
60% after Deductible
60% after Deduclible
60% after Deductible
60% after Deduclible
60% after Deductible

60% after Deductible

60% after Deductible
60% after Deductible
60% after Deductible
60% after Deductible

Provider-Administered Specialty Drugs 1! 60% after Deductible
Other Outpatient Services % 60% after Deductible
i $250 ER Copay

Emergency Care Services
) 80% alter Deductible

e |
Medical Equipment
Durable Medical Equipment
Prosthetics
Orthotic Appliances
Behavioral Health
Inpatient: Unlimited days per annual benefit period
Outpatlent: Unlimited visits per annuat benefit period
Therapeutic Services '

Therapy (Lim#ed ta 20-386 visits per annual benefit period per therapy type)
Skilled Nursing Facility & Rehabilitation Facility Services I
Limited to 60 days combined

Home Health Services ¥

Limited to 60 visits per annual benefit period

Hospice Services

Ambulance Service

Pharmacy
Prescriplion Dru
Specialty Drugs
Notes:

1. Il your BCBST HRA plan becomss effective in a month othor Lhan January, your annual allocation may ba prarated.

2. HIPAA regulations apply. A Graup enrolles’s pra-existing condilion waillng paiiod can ba reduced by the enrsllos’s appli “credil covarags'. Pre-axisling condilion wailing period does not apply lo enrallaes under aga 19,

3, The lower copay applies to Family Practice, General Praclice, Internal Medicine, OB/Gyn, Pediatrics, Nurse Preciilioners and Physician Assistanls,
4, Out-ol-network benelil payment based on BlueCross BlusShiald of Tennessas maximum silowable chargs. You are responsible for paying any amount exceeding the maximum allowable chargs.

5. Requiras prior aulharization,
8, Certain Ouipalicnt Surgeries and/er procedures may require prior aulhorization,

60% after Deductible
60% after Deduclible
60% after Deduclible

60% after Deductible
60% after Deductible

60% alter Deductible

60% after Deduclible

60% after Deducgble
60% after Deductible
§0% after Deductible

[13]115]
ﬂ§l a1119)

7. If pricr authorizalion s ruquired, when using network provis outside T and all out-of-nal k provi , bensfils will be reduced to 50% if prior aulharization is nol ottained and servicos are medically nacessary. It sarvices ara not
medically necassary no benofils will be provided.
8, Surgarles include incisions, excisions, biopsies, in;action treatmants, fracluss treaiments, applicalions of c2sls and splints, sutures, and invasiva diagnosiic services (a.g., cak y. sigmoi and ¥).

9. CAT scans, PET Sc¢ans, MRIs, nuclaar medicina and othar similar tachnologiss.

10, Includes services such as chemolherapy, radialion Iheraoy, and m=nal dialysis,

11. Physical, speech, manipulative, and accupalional therapies are limiled to 20 visits per therapy type por annual benalil period. Cardlac and pulmanary rehabililolive therapies are limded lo 36 visils por therapy lype per annual benefit pariod,
12. Copay, if applicable, waived if 2dmilted to hospitat,

13. Seo allached rider for Pharmacy exclusions and Specially Drug vendors,

14, Refer Lo wwv.bcbst com for Spacialty Pharmacy Drug List.
15. Copay per prescriplion, up to 30 day supply.

16. Services include: annual physical, i ded adull i izalions, vision and hearing screenings porformed by Ihe physician during the preventive health exam.
17. This is a grandfathered heallh plan, as permilted by the Alfordabla Care AQ. Please refer to your employer and your Evidenca of Coverage for mora infermation,
BlucCross BlucShicld of T Inc., an Independ:nt Licensee of he BlueCross BlucShicld Association

% Regisiered inarks of the BlueCross BlueShield Association, an A iation of Independent BlueCross BlueShiekl Plans
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' Out-of-Network Benefits !

=€l

Annual Deductlble

Individual $3,000
Family $6,000
Annual Out-of-Pocket MaxImum
Individual It ; $7,500
Family ; 5,001 $15,000
Lifetime Maximum G limite
Dependent Age Limit

Pre-Existina Condition Waitina Period !
4th Quarter Deductible Carryover Provision

ce
Office Visits ™!

Offlce Surgery 1?17
Routine Diagnostic Lab, X-Ray & Injections

60% after Deductible
60% after Deduclible
60% after Deductible
60% after Deductible
60% alter Deductible

60% after Deduclible
60% after Deductible
60% after Deductible
60% after Deductible
60% after Deductible
60% after Deductible

60% after Deductible

Well Child Care (to age 6)
Annual Well Woman Exam
Annual Mammography Screening, age 40+
Annual Cervical Cancer Screening
Annual Prosiate Cancer Screening, age 50+
Immunizations
Well Care Services (ages 6 and up)""®
Services Recelved at a Facility {Includes professional and facility ¢!
Inpatient Services 11
Outpatient Surgery @11
Routine Diagnostic Services-Outpatient
Advanced Radiological Imaging-Outpatient #7111
Provider-Administered Specialty Drugs '
Other Outpatient Services "
Emergency Care Services ['?

memency Cae Advanced Radiologlical Imaging i
Medical Equipment
Durable Medical Equipment
Prosthetics
Orthotic Appllances
[Behavioral Health
Inpatient: Unlimited days per annual benefit period
Oulpatient: Unlimited visits per annual benefit period
Therapeutic Services [
Therapy {Limited to 20-36 visits per annual benefit period per therapy lype)
Skilled Nursing Facilitv & Rehabilitation Facility Services 181171
Limited to 60 days combined

Home Health Services 71
Limited to 60 visits per annual benefit period

60% after Deductible
60% after Deductible
60% after Deductible
60% after Deductible
60% after Deductible
60% after Deductible
$250 ER Copay
80% after Deductible

60% after Deductible
60% after Deductible
60% afler Deductible

60% after Deductible
60% after Deductible

60% after Deductible

60% after Deductible

60% after Deductible
60% after Deductible
80% after Deductible

rescri (131115}
gpacmi?}%‘mcull' nagag

“Notes:

1.1f your BCBST HRA plan becomes effective In a month olher than Janusry, your annual atlocation may be prorated

2. HIPAA ragulations apply. A Group enrcllee’s pre-exisling condition waiting period can be reducad by the anrollas’'s ble ge’. P isling condition weiling period does nol apply to enrollags under age 19.
3, Tha lower copay applias to Family Praclica, General Praclics, Internsl Medicine, OB/Gyn, iatrics, Nurse P i and Phy: i

4, Out-of-network banalil payment based on BlueCross iald of Tt i ls charge. You ara responsible for paying any amount exceeding the maximum allowable charga,

5. Requiras prior authorizttion,
6. Carlaln Qupalient Surgeries andfor procedures may require prior authorization

7. 1f prior autharization is required, when using nelwork providers oulside T and all oul-of-nelwork providers, benefils will bo reducad to 50% if prior avthorizalion is nol obtained and services are medically necessary. If serviees are not
medically necessary no benefils will be provided.
8, Surgerias includa incisions, excisions, biopsies, injection , fraciure ppli of casts and splints, sulures, and invasive diagnosiic services (s.g., igmoi and )

9 CAT scans, PET Scans, MRs, nuclear medicine and olher similar lechnologies
10, Includes services such as chemotherapy, radiation Lharapy, and ranal dialysis,
11, Physical, speech, manipulative, and occufational therapies are limited 10 20 visits pac therapy type per annual benefil period. Cardiac and primanary rehabililativa therapies are limiled (o 36 visils per Lherapy lypa per annual benefit peniod.
12 Copay, it applicable, waived if admilted 1o hospital.
13, See atlachad rider for Phaimacy exclusions and Spacially Drug vandors.
14, Refer 1o www,bcbst.com for Specially Pharraacy Drug List,
15, Copay per prescription, up to 30 day supply
6. Sarvicas include: annual physical, chil immunizali adult immt vision and hearing screenings pedormed by the physician during tha pravenlive health exam.
17. . his is a grandfalhered healtn plan, as parmitiad by the Affordable Care Act, Plaase refer lo your employer and your Evidence of Coverags for more information.

BlucCross BlucShicld of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association

® Registered marks of the BlueCross BlueShield Associalion, an Association of Independent BlueCross BlueShield Plans




Effectivi Date: ;!-”a‘ftl‘-.:ﬂ'

HI

Benefit Highlights |

HRA Reimbursen
Annual Deductible
Individual
Family
Annual Out-of-Pocket Maximum
Individual
Family
Lifetime Maximum
Dependent Age Limit
Pre-Existina Condition Waiting Period ¥
4th Quarter Deductible Carryover Provision
Office Visits

Office Visits ©
Office Surgery ©1{71®
Routine Diagnosiic Lab, X-Ray & Injections

Advanced Radiological Imaaing 179

5 e i Susel 1 Drugs ™
Preventive Health Care Services

Well Child Care (lo age 8)
Annual Well Woman Exam
Annual Mammography Screening, age 40+
Annual Cervical Cancer Screening
Annual Prostale Cancer Screening, age 50+
Immunizations
Well Care Services (ages 6 and up
Services Received at a Facllity (Includes professional and facility ch
Inpatient Services /1!
Outpatient Surgery (11719
Routine Diagnostic Services-Oulpatient
Advanced Radiological Imaging-Outpatient
Provider-Administered Specialty Drugs 1"
Other Outpatient Services '
Emergency Care Services ['?

meraency Care Advanced <adig oqaica Eana
Medical Equipment
Durable Medical Equipment
Prosthetics
Orthotic Appliances
|Behavioral Health
Inpatient: Unlimited days per annual benefit period
Outpatient: Unlimited visils per annual benefit period
Therapeutic Services '
Therapy {Limited 1o 20-36 visits per annual benefit period per therapy tvpe -90% after Dedu e 70% after Deductible
Skilled Nursing Facility & Rehabilitation Facility Services 1171 i |
Limited to 60 days combined

Home Health Services !
Limited to 60 visils per annual benefit period

70% after Deductible
70% after Deductible
70% after Deductible
70% after Deductible
70% after Deductible

70% after Deductible
70% after Deductible
70% after Deductible
70% after Deductible
70% after Deductible
70% afler Deductible

e 70% after Deductible

70% after Deductible
70% after Deductible
70% afler Deduclible
70% after Deduclible
70% after Deduclible
70% afler Deductible
$250 ER Copay
90% afler Deductible

(8171(9)

9]

70% after Deductible
70% after Deduclible
70% after Deductible

70% after Deductible
70% after Deductible

70% aflter Deductible

70% after Deductible

Hospice Services i s : i 70% after Deduclible
Ambulance Service . 0% afler ot 90% after Deduclible
Pharmacy S . i T Fioanans
Prescription Drugs  F110181 : -
Specialty Drugs "1t iEe!]]

o5
1. If your BCBST HRA plan becomas affactive in 8 month olher than January, your annual allocalion may be proratad,
2, HIPAA reguiations apply, A Group enrlies’s pre-axisting condilion waiting pariod can be raducad by tha enrolles’s applicable 'ereditable coverage' Pre~sxlsting condilion wailing paricd does nat apply to enrollees urder ags 19,
3. The lower copay applies to Family Practice, General Praclice, Inlernal Medicine, 0B/Gyn, Pediatrics, Nursa Praciiti and Physi
4, Oul-ol-nelwork banefil payment basad on BlusCross BlusShield of Tennessea maximum sllowable chargs. You are responsible for paying any amount exceeding lhe maximum aflowabla charge

5, Requires prior authorization.
8. Certain Outpali ies andior may require prior authorization.
7. It prior aulhorization is r=quired, when using nelwork providers oulside Tennessea ond all out-of-network providers, benelils will ba reducad ta 50% il prior authorization is not obtained and services are medically necassary, If sarvices are nat
medically necessory no banofils will be provided.
8. Surgeries includs incisions, excisions, biopsies, injestion Ircatments, fracture reatments, applicationa of casls and splinls, sutures, and invasive diagnoslic services (a.g,, Y, si i and er ).
9. CAT seans, PET Scans, MRIs, nuclear medicina and ofher similar tachnologies
0. Includes services such a5 shomolherapy, radialion Lherapy, and renal dialysis.
11, Physical, speech, manipuative, and occupalional lherapies are limited to 20 visits per Iherapy lype per annual benefit period, Cardiac and pulmonary rehabililative therapies are limited to 36 visils per therapy typo per annual bapefit period.
12. Copay, f applicable, waived it admilted to hospitsl.
13, See allached rider lor Pharmacy exclusions and Specially Drug vendars
14, Rafer to vawv.bebst com for Specially Pharmacy Drug List.
15, Copay per prescriplion, up lo 30 day supply.
16, Sarvices include; annuai physical, chil adult immunizalions, vision and hearing screenings performed by the physician during Lhe prevenlive heallh axam,
17 This is a grandfalhered heallh plan, as permilted by the Aflfordabls Care Adt. Please refer to your employer and your Evidence of Covaraga for mare Informalion,
BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCrass BlueShicld Association

u Registered inarks of the BlucCross BlueShield Associahion, an Associatios of Independent BlueCross BlueShield Plans,




'Exclusions From
Coverage

« Services or supplies not isted as Covered
Services In the Evidence of Coverage (EOC);

« Services or supplles hat are determined to be
not Medicafly Necessery and Appropriate.

= Chelatlon therapy, except for control of

= Donor services Includlng scresning and

ventricular arrhythmias or heart block
with digitalis toxicity; Emergency ireaiment of
hypercalcemia; axtrems conditions of metal
toxlcity, including thalassemia with
hemosiderosis; Wilson's disease
(hepatoienticular degeneration); and lead
polsoning;

«Vggus nerve stimutation for the treatment of
dapression;

» Services or supplies that are |\ ']

« lliness or injury resulting from war, that
occurred before Your Coverage began undar this
EOC and that Is Coverad by: veteran'a benefit;
or other coverage for which You are legally
entltied;

« Self \reatment or tralning:

« Stalf consuitations required by hospital or other
facllity niles;

= Sarvices that ars free;

» Treatment of work relaled #ness or Injury;

« Persond, physical fithess, recreational or
convenience lems and services, even If ordered
by a Practiioner;

» Services or supplies, including those related to
a Hospital Confinement, received before Your
effeciive dale for Coverage with thls Plan;

« Services or supplies recelved after Your
Coverage under this Plan ceases for any reason,
This is true even though the expenses relate to a
conditlon that began while You were Covered;

» Services or supplies recelved In a dental or
medical departmant maintained by or on behalf
of the employer, mutual benefit association,
labor unlon or similar group;

« Senvices or charges to complete a claim form
or to provide medical records or other
administrative functions;

» Telephone consuliations, e-mail or web based
consultalons or charges for faliure to keep a
schaduled appolntment:

« Court ordered examinations and treatment,
unless Medically Necessary;

« Room, board and general nursing care
rendered on the dalte of discharge, unless
admission and discharge occur on the same day,
« Benefils for Pre-existing Conditions are
sxcluded untll any Pre-existing Condition Walting
Periods have been met;

Al bl

Ball plasty for of chronle
sinusitis;
« Treatment for benign gynecomastia;
-Treatmenl for hypemm-nsus.

Aopiasty to treat di i
badt paln. This procedurn provides comroﬂed
dellvery of heat to the interveriebral disc through
an etectrode of Coil;

« Offica visits, physical exams and related
Immunizations and tests, when required
uldy for: sports; camp; omploymml. travel;
rriage or legal p

» Routine foot care for the treatmant of: fiat
Jaet; coins; bunlons; calluses; toenalls;
{fallen arches; and wesh faei or chronle foot
straln;
« Dentel procedures, except as otherwise
lndlat-d In the Eoc~

slays p iy for therapy (such
as physlcal ar oceunaﬁonol therapy);
« Services that could be provided in a less
Intensive setting;
« Private room whan not Authorized by the
Pian snd room and board charges are In
oxcess of semt-private oom;
+ Emergency trestment of a chronlc, non-
Emergency condlition, where the symptoms
hav. cxlshd over a plrlod of ime, and a

pr that have not received
Prlor Authorization:
= Removal of an organ from a Member for
purposes of transplantation Inta anolher parson,
excapl as Covered by the Donor Organ
Procuremeni provision;
« Routine dental care and related services;
» Treatmant for correction of underblte,
overhnn, and misalignmant of the t
= Ext of Imp d {eeth, includl
wisdom teelh;
» Dlagnostic services that are not Medically
Necessary and Appropriate;
» Dlagnostic services not ordered by a
Praciitioner;
* Pharmaceuticals purchased with a
prescription sxcept those dispensed at a
participating facility, unless listed in a
scparau rider;

h 4

that may be p
wllhoul a prescriptiony

» Selt-administered Speclalty Drugs as
Kentified on the Plan’s Spaclalty Drug list,
except as Covered by a supplemental Rider;
» FDA-approved drups used for purposes
other than those approved by the FDA,
uniess the drug fs recognized for the
treatment ol m particular lndlcauon In one
ol the

ices, surgeries and supplies to detect
or correct refractive errors of the eyes;
» Eyeglasses, contact lenses and
axaminations for the fitting of eyeglasses and
contact lenses;
« Eye exercises and/or therapy;
e Visual tralning;
o Charges exceeding the total cost of the
Maximum Allow-:rll Charge to purchase

lverng- knowl.dg- o' hoalth and
would not belisva it to be an Emergency;
« Ambulance ransportation for Your

that is not il \o reduce
the probability of harm ta You oy when You are
not transporied 1o a facllity;

« Behavioral Health Services except as
specified In seperate Rider;

« Services or supplies that are designed to
:run a pregnancy, enhance fertility or

« Charges in excess of the Maximum /
Charge for Covered Services;

» Any service stated In the EQC as a non-
Covered Service or limitation;

» Charges for services performed by You or Your
spouse, or Your or Your spouse’s parent, sister,
brother ar child;

= Any charges for handling fees;

» Nicotine replacement therapy and aids to
smoking cessation Including, but nol lmited to,
patches;

« Safely items, or items to affect performance
primarlly in sporis-related acliviles;

» Services or supplles, Including bariatric
Surgery, for weight loss or to treat obesity, even
if You have oiher health conditions thal might be

ption quality;
. thrnh of steriilzatlons;
« Induced abortion unless: the health care
Practitioner cesrtifles n writing that the
pregnancy would andanger the life of the
mother, or; the fetus is not viabla or; the
pregnancy Is a result of rape or incest, or: the
fatus has been dagnosed with o lethal or
olherwise significant abnermality;
« Services, supplies or prosthetics primarily
to Improve appesvancs;
» Surgeriss to correct or repalir the results of
a prior Surgical Procedurs, the primary
purpose of which was to Improve
appearance, svan If that prior procedure was
a Coversd Service;

helped by welght loss or fon of ob

= Services or supplles related lo reatment uf
{except C of

Pregnancy) that are a direct or closely related

result of a Member's refusal to accept treatment,

medicines, or a course of treatment that a

Provider has recommeanded or has been

detefmined to be Medically Necessary, Including

leaving an Inpatient medical facillty against the

advice of the treating physician;

» Cosmetic senvices;

» Blspharoplasty and browplasly;

= Charges relating to surrogate pregnancy,

Including but nat limited to maternity and defivary

charges, whether or not the surrogate mother is

Covered under the plan;

« Sperm preservalion;

. Servrces or supplies Ior onhognathlc Surgery

ries and related services to change
gend.r {transsexual Surgery);
» Custodial, domiclllary or privale duty
nursing services;
« Cognitive rehabllitation;

b 4

sl y repale, ad or
replacement or dupllutes of any such
squipment;
« Supplies and accessories that are not

y for the etfacth laning of the
Coversd equipment;
» tems ta replace those that wers lost,
damaged, stolen or prescribed as a result of
new technology;
® Ium: hat require or are dependent on

tion of home, workplace or
transportation vehicle;
« Motorized Ise equip
hot tubs, pool, suunas'
« "Daluxe” or “enhanced” squipment;
= Computerized or gy Ie moblilty

systems, roll about chairs, geriatric chairs,
hip chairs, and seat lifts of eny kind;

= Patlent lifts, auto tilt chairs, alr fluidized
beds, or alr flatalion beds, unless approved
by Case Management for a Member who Is In
Case Management;

« Portable ramp for a wheslchalr;

* Non-wearable external deflbriflator;

s Diabetl or that are not
prescribed and certified by a Practitioner as
being Medically Necessary;

= Dlabetic supplles not required by state
statute;

. Proulholl:s primnrlly for cosmatlc

s Therapy/Rehabllitative y
what csn reasonably be expected to
slgnmcamly improve health, includmg

for
mllnlnnlnco or palllative care;
s Enhancement therapy that Is designed to
Improve Your physical status beyond Your
pre-Injury or pre-lllnnss state;
« Compl and
snrvlces, Indudlng. but not limited to:

ding bul not limitad to wigs,

or other halr prosthesis or transplants;
= Replacements of contacts after the Initial
palr have been provided following cataract
Surgery;
« Foot orthotics, shos inserts and custom
made shoas except as required by law for
diabellc patients or as a part of a leg brace;

« Itams such as non-treatment services or;
rouuru iransportation; homemaker or

ge therapy; al
therapy: cognitive rehahllltauan: vision
exercisa therapy; and neuromuscular

a to illcally reat
Onhognalhlc surgsry Is not surgery to treat cleft
palate;

= Mainlenanca Cars;

 Privale duty nursing;

» Treatment of sexual dysfunclion, regardless of
cause;

s Therapy modalities that da not require the
attendance or supervision of alicensed
theraplst;

« Behavioral therapy, play therapy,
communlcaﬂon lherapy, and therapy for self
as part of

Y, physlcal therapy or

« Services or relaled Lo e« 1s of
cosmetlc procedures, complications of bariatric
Surgery; re-operation of bariatric Surgery or
bady remodeling after weight lass;

o Cranial orthosis, including helmet or headband,
for the treatment of non-synostotic
plagiocephaly;

% Registered marks of the BlueCrass BlucShicld A

occupnllonal therapy programs;

s Duplicate therapy;

» Organ fransplant and relaled services that did
not recelve Prior Authorization through transplant
¢ase mansgement;

« Transplant relaled charges In excess of the

T Allowable Charge;

g services; behavioral
9; Supp A

[ Cara or C
Care; social casework; meal delivary;
personal hyglene; and convenience ltams;
« Services such as: homemaker or
housekeeping services; meals; convenience
or comfort items not related to the lliness;
supportive environmental equipment; private
duty nursing; routine transportation; and
ﬂmer:l or financlal counsaling;

that can be Ined a

prescrlpllon pt for )

tondlal

Please refer to the
Evidence of Coverage for
Complete description of
benefits and exclusions.

dent BlueCross BlueShield Plans,
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$10/$25/$50 Prescription Drug Plan
$20/$50/$100 Specialty Drug Plan

Prescription Contraceptive Drugs 100% coverage per prescription, up to 30 day supply
Generic Drugs $10 Copay per prescription, up to 30 day supply
Preferred Brand Name Drugs $25 Copay per prescription, up to 30 day supply
Non-preferred Brand Name Drugs  $50 Copay per prescription, up to 30 day supply

The copayment is the amount you pay to a network pharmacy for each prescription you have filled.
Your copayment is dependent upon which brand level of drug you choose.

Prescription Contraceptive Drug

In accordance with the Women’s Preventive Services provision of the Affordable Care Act,
BlueCross BlueShield of Tennessee offers access to prescription contraceptive drugs to eligible
members at no cost when filled by in-network pharmacies.

Drugs on the Prescription Contraceptive Drug list include: prescription generic oral and injectable
contraceptives, vaginal ring and hormonal patch. Other brand-name prescription contraceptives will be
covered subject to cost share under this prescription drug rider. See the Prescription Contraceptive
Drug list for complete list of covered drugs.

Generic Drugs- your copay is $10

Generic drugs offer the best value. A generic drug is a safe and effective alternative to a brand
name drug. You pay the lowest copay when you choose a generic drug. When your doctor writes
your prescription, ask about using a generic drug.

Generic drugs are made with the same active ingredients and produce the same effects in the body as
their brand-name equivalents. The difference? Just the name and price -- and generics cost less.
BlueCross BlueShield of Tennessee encourages the use of generic drugs by offering lower
copayments when choosing generics.

Preferred Brand Drugs- your copay is $25

The Preferred Drug List is a list of therapeutically sound, cost-effective drugs, and is provided to
encourage the use of certain drugs within a therapeutic class. When your doctor prescribes a
preferred brand drug, your copay is $25. But if you receive a brand-name drug when a generic
equivalent is available, you must pay the generic copay plus the cost difference between the brand-

name drug and generic drug.

Non-Preferred Brand Drugs- your copay is $50
When your doctor prescribes a brand drug that is not on the Preferred Drug list, you pay the highest

copay of $50. But if you receive a brand-name drug when a generic equivalent is available, you must
pay the generic copay plus the cost difference between the brand-name drug and generic drug.

Pricing at Participating Pharmacies

When a member receives a prescription at a pharmacy, he or she typically pays the appropriate
copayment (either generic or brand under a two-tier plan; or generic, preferred brand or non-
preferred brand under a three-tier plan). Members pay less than the copayment if the pharmacy's
usual price for the drug is less than the copayment.

Choosing a Brand when a Generic Equivalent is Available

You'll always save money when using generics. In fact, all you pay is the generic copay. But if you
receive a brand-name drug when a generic equivalent is available, you must pay the generic copay
plus the cost difference between the brand-name drug and generic drug.

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association

@® Repistered Marks of the BiueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans
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Limitations

These limitations apply to each prescription order.

Benefits will be provided for

e up to a 30-calendar-day supply of prescription drugs, and/or

® up to a 90-calendar-day supply of prescription drugs obtained through Prescription Home
Delivery or the Home Delivery Retail Network,

Some drugs require prior authorization, step therapy or have quantity limitations. Please refer to the
special drug lists on the pharmacy page on www.bcbst.com for more information.

BlueCross BlueShield of T Inc., an Independent Licensee of the BlueCross BlueShield Assaciation
® Registered Marks oflhe BlueCross BlueShield Assocfation, an Association of Independent BlueCross BlueShield Plans
10/25/50 ) npdated 07/2012
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Step Therapy
Step Therapy is a form of Prior Authorization. When Step Therapy is required, You must initially

try a drug that has been proven effective for most people with Your condition. This initial drug will
be a Covered Generic Drug (if available) or a Preferred Brand Drug.

However, if You have already tried an alternate, less expensive drug and it did not work, or if Your
doctor believes that You must take the more expensive drug because of Your medical condition,
Your doctor can contact the Plan to request an exception. If the request is approved, the Plan will

cover the requested drug.

Refills
Refills must be dispensed pursuant to a Prescription. If the number of refills is not specified in the

Prescription, benefits for refills will not be provided beyond one year from the date of the original
prescription.

The Plan has time limits on how soon a Prescription can be refilled. If you request a refill too soon,
the Network Pharmacy will advise you when your Prescription benefit will cover the refill.

Prescription Home Delivery

Enjoy the convenience of prescription home delivery. Simply mail a completed form along with the
written prescription and payment in one of the envelopes provided or visit the pharmacy section at
www.bcbst.com for other helpful ways to have your prescriptions delivered to your home or another

preferred address.

Home Delivery Retail Network
Another convenient way to obtain up to a 90-calendar-day supply of drugs is through the Home

Delivery Retail network. The Home Delivery Retail Network is a network of retail pharmacies that
are permitted to dispense prescription drugs to BlueCross BlueShield of Tennessee members on the
same terms as pharmacies in the Home Delivery Network. A directory of the participating Home
Delivery Retail Network is available online at www.bcbst.com.

Out-of-Network Pharmacies

If a prescription is filled at an out-of-network pharmacy, you must pay all costs. A claim can then
be submitted to BlueCross BlueShield of Tennessee. Reimbursement is based on the BlueCross
BlueShield of Tennessee allowed charge, less any applicable copay, deductible or coinsurance

amount.

A Broad Network of Retail Pharmacies
BlueCross BlueShield of Tennessee members access the Caremark network for retail pharmacy

benefits. Your pharmacy network provides tremendous accessibility in Tennessee as well as
nationally. A directory of participating pharmacies is available online at www.bcbst.com. Click on
Find a Pharmacy, and enter the pharmacy network code that appears in the bottom center of your
BlueCross BlueShield of Tennessee ID card. This code will start with RX (RX04, for example).

Self-Administered Specialty Pharmacy Network and Coverage

You have a separate network for Specialty Drugs: the Specialty Pharmacy Network. You receive
the highest level of benefits when you use a Specialty Pharmacy Network provider for your self-
administered Specialty Drugs. Accredo Health Group, Caremark Specialty Pharmacy Services,
CuraScript, Inc., and Walgreens Specialty Pharmacy are experienced in managing high-cost
drugs and providing patient support for complex conditions such as Hepatitis C, Multiple Sclerosis,
Arthritis and Hemophilia.

BlueCross BlueShield of T , Inc., an Independent Licensee of the BlueCross BlueShield Association
® Registered Marks of the BlueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans
10/25/50 ; updated 07/2012
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Accredo Health Group

1-888-239-0725 (phone)
1-866-387-1003 (fax)

Caremark Specialty

Pharmacy Services

1-800-237-2767 (phone)
1-800-323-2445 (fax)

CuraScript, Inc.

1-888-773-7376 (phone)
1-888-773-7386 (fax)

Walgreens Specialty
Pharmacy

1-888-347-3416 (phone)
1-877-231-8302 (fax)

You may purchase self-administered Specialty Drugs from a retail pharmacy, but your copay will be
higher. When purchasing self-administered Specialty Drugs from an Out-of-Network Pharmacy, you
must pay all expenses and file a claim for reimbursement with us. You will be reimbursed based on
the Maximum Allowable Charge, less any applicable Drug Copayment amount.

Please refer to the Specialty Drug List to see which drugs are covered as self-administered specialty
Drugs. Go to www.bcbst.com/Pharmacy.

Specialty Drugs are limited to a 30-day supply per Prescription.

Specialty Pharmacy Other Network Out-of-Network
Network Pharmacies Pharmacies
A Self-Administered $100 Drug $200 Drug You pay all costs,
Specialty Drug, as Copayment per Copayment per then file a claim for
indicated on Our Prescription Prescription reimbursement. You
Specialty Drug list. will be reimbursed
based on the
Maximum Allowable
Charge, less any
applicable Drug
Copayment amount.

If a drug that is on Our Specialty Drug list is also a Generic Drug or a Preferred Brand Drug, then

Your Copayment will be:
A Generic Drug thatis | $20 Drug Copayment | $40 Drug Copayment You pay all costs,
also a Self-Administered per Prescription per Prescription then file a claim for
Specialty Drug, as reimbursement, You
indicated on Our will be reimbursed
Specialty Drug list. based on the
Maximum Allowable
Charge, less any
applicable Drug
Copayment amount.
A Preferred Brand Drug | $50 Drug Copayment $100 Drug You pay all costs,
that is also a Self- per Prescription Copayment per then file a claim for
Administered Specialty Prescription reimbursement. You
Drug, as indicated on will be reimbursed
Our Specialty Drug list. based on the
Maximum Allowable
Charge, less any
applicable Drug

Copayment amount.

(Please refer to Your EOC for information on benefits for provider-administered Specialty Drugs,
which are covered as a Medical benefit.)

Need More Information?

For more information on prescription drug coverage or our pharmacy programs call 1-800-565-9140.
You can also visit the pharmacy section at www.bcbst.com.

BlueCross BlueShield of Tennessee, Tnc., an Independent Licensee of the BlueCross BlueShield Association
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Benef ts will not be provided for:

10725750

drugs for the treatmenl of onychomycosis (e g., nail
fungus), except for: 1) diabetics; or 2) immuno-
compromised patients.

Growth Hormone Replacement Therapy is not
Covered, except for: (1) treatment of absolute growth
hormone deficiency in children whose epiphyses have
not closed and who at initiation of therapy had a
height of more than 2 standard deviations below the
mean for chronological age; (2) growth hormone
replacement therapy prior to renal transplant in
children whose epiphyses have not closed and who
also have chronic renal insufficiency (glomerular
filtration rate GFR less than 60mVminute/1.73 meter
squared); (3) Members diagnosed with Tumer
syndrome; (4) Members diagnosed with Noonan
Syndrome; (5) Members diagnosed with Prader-Willi
syndrome and confirmed by appropriate genetic
testing; (6) Members with decreased hypothalamic
function due to any of the following reasons: pituilary
tumor, pilujtary surgical damage, trauma or cranial
jrradiation; or (7) Members under age 18 diagnosed
with pituitary dwarfism.;

prescription and non-prescription medical supplies,
devices and appliances, except for syringes used in
conjunction with injectable medications or other
supplies used in the treatment of diabetes and/or
asthma;

immunizations or immunological agents, including
but not limited to: 1) biological sera, 2) blood, 3)
blood plasma; or 4) other blood products are not
Covered, except for blood products required by
hemophiliacs.

injectable drugs, unless: 1) intended for self-
administration; or 2) defined by the Plan.

drugs which are prescribed, dispensed or intended for
use while You are confined in a hospital, skilled
pursing facility or similar facility, except as otherwise
Covered in the EOC;

any drugs, medications, Prescripiion devices or
vitamins, available over-the-counter that do not
require a Prescription by Federal or State law; except
as otherwise Covered in the EOC;

any quanlity of Prescription Drugs which exceeds that
specified by the Plan’s P & T Committee;

any Prescription Drug purchased outside the United
States, except those authorized by Us;

any Prescription dispensed by or through a noneretail
internet Pharmacy;

contraceptives which require administration or
insertion by a Provider (e.g., non-drug devices,
implantable products such as Norplant, except
injectables), except as otherwise Covered in the EOC;
medications intended to terminate a pregnancy (e.g.,
RU-486);

non-medical supplies or substances, including support
garments, regardless of their intended use;

arlificial appliances;

allergen extracts;

any drugs or medicines dispensed more than one year
following the date of the Prescription;

Prescription Drugs You are entitled to receive without
charge in accordance with any worker’s compensatjon
laws or any municipal, slate, or federal program;
replacement Prescriptions resulting from lost, spilled,
slolen, or misplaced medications (except as required
by applicable Jaw);

drugs dispensed by a Provider other than a Pharmacy;
administration or injection of any drugs;

Prescription Drugs used for the treatment of
infertility;

Prescription Drugs not on the Drug Formulary;
anorectics (any drug or medicine for the purpose of
weight loss and appetite suppression);

nicotine replacement therapy and aids to smoking
cessation including, but not limited to, palches;

all newly FDA approved drugs prior to review by the
Plan’s P & T Commiltee. Prescriplion Drugs that
represent an advance over available therapy according
to the P & T Commiltee will be reviewed within at
least six (6) months after FDA approval. Prescription
Drugs that appear to have therapeutic qualities similar
to those of an already marketed drug, will be reviewed
within at least twelve (12) months after FDA
approval;

any Prescription Drugs or medications used for the
treatment of sexual dysfunction, including but not
limited to erectile dysfunction (e.g. Viagra), delayed
ejaculation, anorgasmia and decreased libido;
Prescription Drugs used for cosmetic purposes
including, but not limited to: 1) drugs used to reduce
wrinkles (e.g. Renova); 2) drugs to promote bair-
growth; 3) drugs used to control perspiration; 4)
drugs to remove hair (e.g. Vaniqa); and 5) fade cream
products; '
Prescription Drugs used during the maintenance phase
of chemical dependency treatment, unless Authorized
by Us;

FDA approved drugs used for purposes other than
those approved by the FDA unless the drug is
recognized for the treatment of the particular
indication in one of the standard reference
compendia;

Compound drugs filled or refilled at an Out-of-
Network Pharmacy;

drugs used to enhance athletic performance;
Experimental and/or Investigational Drugs;
Provider-administered Specialty Drugs, as indicated
on Our Specialty Drug list; and

Prescription Drugs or refills dispensed:

o in quantities in excess of amounls
specified in the BENEFIT PAYMENT
section;

o without Our Prior Authorization when
required; or

o  which exceed any applicable Annual
Maximum Benefit, or any other maximum
benefit amounts stated in this Rider or the
EOC

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShicld Association
@ Registered Marks of the BlueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans

updated 07/2012
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These exclusions only apply to this Rider. Items that are excluded under the Rider may be
Covered as medical supplies under the EOC. Please review your EOC carefully.

BlueCross BlueShield of T Inc., an Independent Li of the BlueCross BlueShield Association
® Regisiered Marks of the BlueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans B)
2t updated 07/2012
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Behavioral Health Benefits - Option 1 and 2
Mental Health/Substance Abuse Treatment

Benefits

In-Network Out-of-Network
Inpatient Services 80% after Deductible 60% after Deductible
Outpatient Services $20 Copay 60% after Deductible

Prior Authorization Requirements

Prior Authorization is required for:

e Allinpatient levels of care. Inpatient levels of care include: Acute care, residential care, partial hospital
and intensive outpatient programs.

e  Electro-convulsive therapy (ECT) provided on an inpatient or outpatient basis.

e  Qutpatient visits do not require Prior Authorization.

When an out-of-network provider is used and prior authorization Is not obtained and the service is
determined to be medically necessary, benefits will be provided at 50% of the maximum allowable
charge after the deductible. Benefits will not be provided if the services are determined to be not

medically necessary.

Emergency Care

In an emergency, go to the nearest network facility or to the emergency room of the closest medical hospital.
An emergency admission to the hospital does not need prior authorization, but you or the hospital must call
Behavioral Health Services within 24 hours.

Access To Services

If you or a covered family member needs help, call the Behavioral Health Services Help Line phone number
listed on the back of your BlueCross Blue Shield of Tennessee ID card. This toll-free number offers
assistance 24 hours a day, seven days a week, 365 days a year.

For inpatient referral and inpatient prior authorization please call the telephone number on the back of your ID
card and a care manager will direct you to a participating provider. Consult your directory to determine whether
a particular provider is in the netwerk. If you choose to use providers who are not in the behavioral health
network, your benefits may be reduced. Behavioral health providers include experienced professionals,
programs, and facilities to meet your needs. Any information you provide will be confidential,

If you are outside the State of Tennessee and need behavioral health care you must:

e  For Inpatient care, have the hospital call Behavioral Health Services within 24 hours.

s To determine the network status of a provider in the state in which you wish to seek care, call the
Behavioral Health Services number on the back of your ID card and ask to speak with a BlueCross
BlueShield of Tennessee customer service representative. This call should be made between the
hours of 8:30 a.m. and 5:30 p.m. EST, Monday through Friday.

BlueShield of Te Inc., an Indcpenden Licensee of the BlueCross BlueShicld Associalion

BlueCross
® Registered marks of the BlueCress BlueShiekd A iation. an A iation of Ind denl BlueCross BlueShicld Plans.
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Behavioral Health Benefits - Option 3
Mental Health/Substance Abuse Treatment

Benefits

In-Network Qut-of-Network
Inpatient Services 90% after Deductible 70% after Deductlble
Outpatient Services $20 Copay 70% after Deductible

Prior Authorization Requirements

Prior Authorization is required for:
e  Allinpatient levels of care. Inpatient levels of care include: Acute care, residential care, partial hospital

and intensive outpatient programs.
e  Electro-convulsive therapy (ECT) provided on an inpatient or outpatient basis.
e Outpatient visits do not require Prior Authorization.

When an out-of-network provider is used and prior authorization is not obtained and the service is
determined to be medically necessary, benefits will be provided at 50% of the maximum allowable
charge after the deductible. Benefits will not be provided if the services are determined to be not

medically necessary.

Emergency Care

In an emergency, go to the nearest network facility or to the emergency room of theé closest medical hospital.
An emergency admission to the hospital does not need prlor authorization, but you or the hospital must call
Behavioral Health Services within 24 hours.

Access To Services

If you or a covered family member needs help, call the Behavioral Health Services Help Line phone number
listed on the back of your BlueCrass Blue Shield of Tennessee ID card. This toll-free number offers
assistance 24 hours a day, seven days a week, 365 days a year.

For inpatient referral and inpatient prior authorization please call the telephone number an the back of your ID
card and a care manager will direct you to a participating provider. Consult your directory to determine whether
a particular provider is in the network. If you choose to use providers who are not in the behavioral health
network, your benefits may be reduced. Behavioral health providers include experienced professionals,
programs, and facilities to meet your needs. Any information you provide will be confidential.

If you are outside the State of Tennessee and need behavioral health care you must:

e  For Inpatient care, have the hospital call Behavioral Health Services within 24 hours.

e  To determine the network status of a provider in the state in which you wish to seek care, call the
Behavioral Health Services number on the back of your ID card and ask to speak with a BlueCross
BlueShield of Tennessee customer service representative. This call should be made between the
hours of 8:30 a.m. and 5:30 p.m. EST, Monday through Friday.

BlucCross BlueShield of Tennessce, Inc., an Independent Licensee of the BlueCross BlueShield Association
'8: Registered marks of the BlueCross A an Associalion of Independent BlicCross BlueShield Plans.
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Preventive Services
Covered at 100% In-Network

In-network preventive services that are covered
with no cost share include:

Primary care services with an A or B
recommendation by the United States
Preventive Services Task Force (USPSTF)
Immunizations recommended by the
Advisory Committee on Immunization
Practices that have been adopted by the
Centers for Disease Control and Prevention
(CDC)

Bright Futures recommendations for infants,
children and adolescents that are supported
by the Health Resources and Services
Administration (HRSA)

Preventive care and screening for women as
provided in the guidelines supported by
HRSA

The following preventive care services are
covered. Coverage of some services may depend
on age and/ar risk exposure.

All Members:

¢ One-a-year preventive health exams.
More frequent preventive exams are
covered for children up to age 3

»  All standard immunizations adopted by the
CDhC

* Screening for colorectal cancer (age 50 — 75),
high cholesterol and lipids, high blood
pressure, obesity, diabetes, and depression

e Screening for HIV and certain sexually
transmitted diseases, and counseling for the
prevention of sexually transmitted diseases

e Screening and counseling in primary care
setting for alcohol misuse and tobacco use;
tobacco cessation counseling in the primary
care setting will be limited to eight visits per
year

» Dietary counseling for adults with
hyperlipidemia, hypertension, Type 2
diabetes, obesity, coronary artery
disease and congestive heart failure;
limited to six visits per year.

Women:

¢ Annual well-woman visit, including annual
sexually transmitted infection (STI)
counseling and annual domestic violence
screening & counseling

» Cervical cancer screening

» Screening of pregnant women for anemia, iron
deficiency, bacteriuria, hepatitis B virus, Rh
factor incompatibility, gestational diabetes

* Breastfeeding support/counseling &
supplies (one lactation consultant visit and
manual breast pump in conjunction with
each birth);

* Counseling women at high risk of breast cancer
for chemoprevention, including risks and
benefits

* Mammography screening at age 40 and over,
and evaluation for genetic testing for BRCA
breast cancer gene

» Osteoporosis screening (age 60 or older)

» HPYV testing once every 3 years, beginning
at age 30

* Annual HIV sereening and counseling;

o FDA-approved contraceptive methods and
counseling

Medical plan: Injectable or implantable
hormonal contraceptives and barrier
methods, sterilization for women

Rx plan: Generic oral & injectable
contraceptives, vaginal contraceptive
(NuvaRing), patch, prescription
emergency contraception

Men:

o Prostate cancer screening at age 50 and older

*» Abdominal aortic aneurysm screening at age
65 — 75 (for men who have ever smoked)

Children:

¢ Newborn screening for hearing,
phenylketonuria (PKU), thyroid disease, sickle
cell anemia, and cystic fibrosis

Development delays and autism screening
Iron deficiency screening

Vision screening

Screening for major depressive disorders

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association
® Registered Marks of the BlueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans
Confidentlal - this infermalion is intended for the use of the specific individual or entity named above,
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Vision Care 2

With these benefits, you may visit any vision care provider for a routine eye exam
once every annual benefit period.

Because some vision providers will not file your claim, be prepared to pay in full,
up front. After you file your claim, BlueCross BlueShield of Tennessee will
reimburse you for the covered amount, minus your copayment, up to the maximum
allowable charge. If the provider charges more than the maximum allowable charge
for glasses or contacts, you will pay the excess. You will not pay more than $20 for
the vision exam.

Vision Benefits

1 vision exam per annual benefit period $20 Copay

1 set of lenses (including bifocal, trifocal) per annual benefit period 100% up to $85
Contact lenses in lieu of eyeglasses per annual benefit period 100% up to $150
1 set of frames every 2 annual benefit periods 100% up to $75

Exclusions:

Benefits will not be provided for the following services, supplies or charges:

e Charges for vision testing examinations, lenses and frames ordered while insured
but not delivered within 60 days after Coverage is terminated.

e Charges for sunglasses, photosensitive, anti-reflective or other optional charges
when the charge exceeds the amount allowable for regular lenses.

e Charges filed for procedures determined by the Plan to be special or unusual, (i.e.
orthoptics, vision training, subnormal vision aids, aniseikonic lenses, tonography,
corneal refractive therapy, etc.)

e Charges for lenses that do not meet the Z80.1 or Z80.2 standards of the American
National Standards Institute.

e  Charges in excess of the Maximum Allowable Charge as established by the Plan.

e  Charges for non-prescription lenses.

) BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association
¥Registered marks of the BlueCross BlueShield Association, an Association of Independent BlueCross BlueShield Plans



