CHOICE SELECTM
MASTER GROUP CONTRACT

BlueChoice HealthPlan® of South Carolina Inc. (BlueChoice) is a health care organization
(HMO). That means that all Covered Services (except Emergency Medical Care and dental
care) must be received from Proactive MD or from a Provider Authorized by Proactive
MD. Vision care does not have to be Authorized by Proactive MD but must be provided by
a EyeMed Provider. Unless otherwise specified, coverage is not provided for services not
Authorized by your PCP or furnished by Out-of-Network Providers unless you are being
treated for an Emergency Medical Condition at a Hospital Emergency Room or Urgent
Care Center or are receiving dental care or vision care. Vision care must be provided
through a EyeMed Provider.

This Contract is entered into by and between BlueChoice, a corporation incorporated under the laws of the
state of South Carolina, hereinafter the Corporation, and the Employer as identified on the Master Group
Application.

In consideration of their mutual promises and other good and valuable consideration as set forth in the Master
Group Application, the parties agree as follows:

The Employer hereby agrees:

1. To offer the Corporation's product known as Choice Select to those Employees eligible for health care
coverage as part of an employee benefit plan or program,

2. To pay the Corporation in advance for the services and benefits provided hereunder including the
arrangement and administration thereof, by remitting to the Corporation monthly Premium in the amounts
set forth in the Master Group Application and any subsequent amendments thereto, according to the terms
and conditions set forth in this Contract.

3. To grant to the Corporation access to the Employees who are eligible for participation in the Corporation’s
product at such reasonable times and for such reasonable period of time as may be agreed to between the
Corporation and the Employer, for purposes related to this Contract, provided that the available access
time shall include at least one period annually.

The Corporation hereby agrees to provide benefits for the Covered Services described in the Certificate of
Coverage, a copy of which is attached hereto and made part of this Contract, subject to the terms, conditions,
and limitations of the Contract. This Contract shall be controlling in case of any dispute or question concerning
the coverage or rules of eligibility, enrollment, and participation with the Corporation.

Both parties agree to abide by the terms of this Contract. All matter printed or written by the Corporation on

the following pages forms a part of this Contract. This Contract supersedes any previous Contract between the
parties.
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BlueChoice has free language interpretation services available. We can also give you information in languages
other than English or other alternate formats.

Capitalized terms not otherwise defined in this Contract shall have the meaning prescribed in the Contract or
Certificate of Coverage, or if not defined therein, as the context requires.

1.01

1.02

SECTION I
ELIGIBILITY FOR COVERAGE

Eligibility

Every Employee within the classification(s) set forth on the Master Group Application by the Employer
who is Actively-at-Work and his or her Dependents are eligible for coverage on or after the Contract
Effective Date provided the Employee has completed the period of continuous employment commonly
referred to as the Waiting Period with the Employer, if applicable. The Waiting Period will never exceed
90 days. Neither an Employee nor the Employee’s Dependents shall be covered until the Employee is
Actively-at-Work. An Employee or Dependent cannot be denied coverage simply because of a Health
Status Related Factor.

The Employee must be permanently working an average of 30 hours per week, including paid leave, unless
1) the Employee is on an Employer approved leave of absence equal to or less than 90 days or 2) the
Employee’s absence is otherwise protected by applicable law beyond the 90-day noted in subsection 1
above or FMLA, if applicable.

An Employee’s receipt of a federal premium subsidy, taking any action to enforce his/her rights under
applicable law, Health Status Related Factors, race, color, national origin, disability, sex, gender identity
sexual orientation will not affect eligibility or premiums for this coverage.

Election of Coverage

Any Employee eligible for coverage may elect coverage for himself or herself and any eligible Dependents
by completing and filing with the Employer a Membership Application during the Employer’s applicable
annual open enrollment period. In addition, new Employees may enroll within 31 days of the date they
first become Employees or after satisfaction of the Waiting Period, if one exists, whichever is later.
Dependents may be enrolled within 31 days of the date on which they first become Dependents. The
Employer shall notify the Corporation in writing within 30 days of the person’s Enrollment Date or other
changes to enrollment. Note: Persons also may enroll if eligible under terms of Special Enrollment.

The Employer shall furnish to the Corporation a list of eligible Employees and Dependents to be covered,
together with such data, and in such timeframe as may be required by the Corporation as a prerequisite to
coverage under this Contract.
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SECTION II
NONRENEWAL OR DISCONTINUATION OF THIS CONTRACT

I1.01 General Provisions

Except as provided in this section, the Corporation must renew or continue in force such coverage at the option
of the Employer. The Corporation may non-renew or discontinue health coverage offered in connection with
a Group Health Plan in the small group market based only on one or more of the following:

1.

Nonpayment of Premium. The Employer has failed to pay premium or contributions in accordance with the
terms of the Contract or the Corporation has not received timely premium. This Contract and all certificates
issued thereunder shall automatically terminate without notice on the 31% day following a premium due date
retroactive to the last paid date, unless the full premium is received by the Corporation at its home office no
later than the 31* day after its due date. The Contract shall continue in force during that 31-day period. We
may charge you a fee if your premium payment is returned for non-sufficient funds (NSF). The NSF fee is
$25. We may also charge you a $10 fee to reinstate the Contract.

If the Employer had coverage with BlueChoice or any of its affiliated companies, and the Contract was
cancelled due to nonpayment of premiums, and the Employer reapplies for coverage within 12 months, the
Employer will be required to pay all past due premiums before new coverage can be effective.

Fraud. The Employer has performed an act or practice that constitutes fraud or made an intentional
misrepresentation of material fact under the terms of the Contract. It could also intentional misrepresentation
by an insured individual or the individual’s representative. To the extent that coverage is terminated, and
premiums are affected, premiums will be recalculated back to the date the fraud or intentional
misrepresentation occurred.

Violation of Participation or Contribution Rules. The Employer has failed to comply with a material plan
provision relating to Employer contribution or group participation rules.

4. Termination of Coverage.

A. The Corporation may discontinue offering the insurance product for this coverage, provided the
Corporation:

1) Provides notice of the discontinuation to each Employer providing coverage under this insurance
product, and the Members covered under the coverage, at least 90 days before the date of the
discontinuation

2) Offers to each Employer providing coverage under this insurance product, the option to purchase any
other Health Insurance Coverage currently being offered by the Corporation to a Group Health Plan
in the small group market

3) Acts uniformly without regard to the claims experience of those Employers or any Health Status
Related Factor relating to any Member covered or new Member who may become eligible for
coverage.
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B. The Corporation may elect to discontinue offering all Health Insurance Coverage in the small group
market this state, if:

1) Notice of the discontinuation is provided to the Director of Insurance and to each Employer and
Member covered under the coverage, at least 180 days before the date of the discontinuation of
coverage

2) All Health Insurance coverage issued or delivered in this state in the small group market is
discontinued and coverage under the Health Insurance Coverage in the market is not renewed. The
Corporation may not provide for the issuance of any Health Insurance Coverage in the market in this
state during the five-year period beginning on the date of the discontinuation of the last Health
Insurance Coverage not so renewed.

5. Movement Outside Service Area. The Corporation may discontinue offering the product for this coverage
if there is no longer any Member in connection with this plan who lives, resides or works in the Local Service
Area of the Corporation or in the area in which the Corporation is authorized to do business.

11.02 Effective Date of Termination

1. Ifany of the following occurs, coverage will end for an Employee and/or his or her Dependent(s) on the last
day of the month specified by the Employer, except as provided in this Article and the Continuation of
Coverage section of the Certificate:

*  When a Dependent child reaches age 26.
» The Employer notifies the Corporation that coverage of a Member is to be terminated.
» This Contract is canceled by the Employer or non-renewed by the Corporation.

If the Employer notifies the Corporation of the termination of an Employee’s coverage other than on a timely
basis, there will be no retroactive credit adjustment.

i. It is the Employer’s responsibility to ensure any retroactive Member termination forwarded to the
Corporation is in compliance with federal law, specifically, that such termination was due to one of the
following:

a. A Member’s fraudulent act, practice or omission
A Member’s intentional misrepresentation of material fact

c. A Member’s failure to timely pay required premiums or contributions towards the cost of
coverage.

The Employer is solely responsible for providing the Member with any notice related to retroactive
terminations or rescissions that are required by law.

ii. Other than as expressly required by law, if this Contract is terminated for any reason, the Employer is
solely responsible for notifying all Members of such termination and coverage of Members will not
continue beyond the termination date.

iii. The Employer agrees to indemnify and hold the Corporation harmless for all damages, claims, causes of
action, costs and expenses (including a reasonable attorney’s fee) arising out of or relating to the
Employer’s failure to notify Members of termination of this Contract, or any other notification required to
be given to Members by the Employer.
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2. Family and Medical Leave Act — The Corporation will comply with any actions requested by the Employer
based on an Employee’s use of, or protection by, the Act.

An Employee may be considered as remaining in the active employment for purposes of coverage under this
Contract during a disability leave of absence if the Employer is subject to the Family and Medical Leave Act
of 1993.

If an Employee on leave pursuant to the Family and Medical Leave Act fails to pay the Employee portion of
the premium within a 31-day grace period and his or her coverage ends, the coverage of the Employee will be
reinstated without new Waiting Periods as long as the Employee returns to work immediately after the leave
period, re-enrolls and pays his or her portion of the then current premium within 31 days.

3. Employees on Leave of Absence — Employees may be considered as remaining in active employment and eligible
for coverage under this Contract during a leave of absence for a period not to exceed 90 days, including paid leave, from
the date of cessation of active work.

SECTION II1
COMPLIANCE WITH STATUTES

II1.01 Corporation as Claim Fiduciary

If this Contract is an integral part of an employee welfare benefit plan subject to the provisions of the Employee
Retirement Income Security Act of 1974, as amended (ERISA), the Corporation is a claim fiduciary. As claim
fiduciary, the Corporation shall have the discretionary authority to determine eligibility for benefits and to
construe the terms of that part of the ERISA plan represented by this Contract. Any judicial review of a decision
of the Corporation will be conducted under the arbitrary and capricious standard of review with deference given
to the claim fiduciary’s decision.

SECTION IV
PREMIUM PROVISIONS

IV.01 Premium Calculation

The monthly premium shall be calculated by multiplying the number of Enrollees in each Premium class by the
rates then in effect. A full Contract Month's premium shall be charged for Enrollees whose Enrollment Date falls
on or before the 15" of that Contract Month. No premium shall be charged for Enrollees whose Enrollment Date
falls after the 15" of that Contract Month.

IV.02 Changes in Enrollment.

The Employer, as plan administrator, is solely responsible in a timely fashion for furnishing the information that
the Corporation requires for the purpose of enrolling Employees under this Contract, processing applications and
terminations and effecting changes in family and membership status.
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The Employer is responsible for the accuracy of the information it transmits to the Corporation and
understands that the Corporation will rely on this information. The Employer further agrees to indemnify the
Corporation for all expenses it incurs, if any, as a result of the Employer’s failure to transmit the information,
failure to transmit it in the time period required by the Corporation and/or failure to transmit the correct
information. As used here the term “expenses” includes, without limitation, any benefits the Corporation may be
required to pay beyond those required according to the information the Employer furnished to the Corporation,
attorney’s fees, court costs, penalties and uncollected premiums.

Nothing contained in this Section will be construed to expand or otherwise alter the benefits provided for
Members under this Contract.

IV.03 Changes in Premium Rates

The Company reserves the right to change the premium rates. Written notice of any such change in premium rates
shall be given to the Contractholder at least 31 days prior to the Effective Date of the change. Payment of premium
shall constitute the Contractholder's acceptance of the terms of this Contract (including this Plan of Benefits
and the Schedule of Benefits) regardless of the absence of the Employer's signature.

IV.04 Payment of Premiums

Premiums required by this Contract are payable in advance of the premium due date on a monthly basis. The first
Premium is due and payable on the effective date of this Contract. Subsequent premiums are due and payable on
the first of each Contract Month thereafter that this Contract is in effect. Premiums for this Contract must be paid
by the Contractholder from the Contractholder’s funds or from funds contributed by the insured persons, or from
both. The Corporation will not accept payment of premiums from any health care provider, health agency, health
entity, public or private institution or any other person or entity that does not have an insurable interest.

At any time, the Corporation may notify the Employer that no premium is due for coverage for a certain period of
time. The notification will include the reason for the waiver of premiums and the length of time the waiver is in
effect. This can occur when the Corporation needs to refund money to the Employer or in situations involving a
medical loss ratio rebate, for example. The Corporation is under no obligation to waive the Employer’s premium
and the fact that it may do so does not obligate it waive premium in the future.

IV.05 Grace Period

A 31-day grace period will be granted for the payment of premiums, other than premiums for the initial month,
during which grace period this Contract will continue in force and the Employer will be liable to the
Corporation for all premiums due and unpaid for the period this Contract continues in force. If premiums are
not received by the end of the grace period, this Contract will automatically terminate retroactive to the end of
the last paid date. Any claims paid after the last paid date of coverage does not constitute a waiver of this
section or extend this coverage in any way.

IV.06 Misstatement of Age

If the Corporation learns that a Member’s age has been misstated, but not due to fraud or an intentional
misrepresentation of material fact, and the Member remains eligible for coverage, the Corporation will modify the
premium for that Member to match the premium applicable to that Member’s age.
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SECTION V
STANDARD PROVISIONS

V.01 Incontestability

The validity of the Contract may not be contested after it has been in force for two years from its date of issue
and no statement, except fraudulent misstatements, made by any person covered under the Contract relating to
insurability may be used in contesting the validity of the insurance with respect to which the statement was
made after the insurance has been in force prior to the contest for a period of two years during the person’s
lifetime nor unless it is contained in a written instrument signed by the person making the statement. The
provision does not preclude the assertion at any time of defenses based upon the person’s ineligibility for
coverage under the Contract or upon other provisions in the Contract.

V.02 Entire Contract

A copy of the application, if any, of the Contractholder must be attached to the Contract when issued. All
statements made by the Contractholder or by the persons insured are considered representations and not
warranties, and no statement made by any person insured may be used in any contest unless a copy of the
instrument containing the statement is or has been furnished to the person or, in the event of the death or
incapacity of the insured person, to the individual’s beneficiary or personal representative.

V.03 Issuance of Certificate

The Corporation will issue to the Contractholder for delivery to each person insured, a certificate setting forth
a statement as to the insurance protection to which that person is entitled, to whom the insurance benefits are
payable, and a statement as to any family member’s or Dependent’s coverage.

V.04 Written Notice of Claim
Written notice of claim must be given to the Corporation within 20 days after the occurrence or commencement
of any loss covered by the Contract. Failure to give notice within the time does not invalidate nor reduce any
claim if it can be shown not to have been reasonably possible to give the notice and that notice was given as
soon as was reasonably possible.

V.05 Proof of Loss

The Corporation will furnish to the person making claim, or to the Contractholder for delivery to such person,
such forms as are usually furnished by it for filing proof or loss. If the forms are not furnished before the
expiration of 15 days after the Corporation received notice of any claim under the Contract, the person making
the claim is considered to have complied with the requirements of the Contract as to proof of loss upon
submitting within the time fixed in the Contract for filing proof of loss, written proof covering the occurrence,
character, and extent of the loss for which claims is made.

V.06 Time Payment of Claims

BlueChoice will pay completed claims received via paper within 40 business days and completed electronic
claims within 20 business days following the later of 1) date the claim is received or 2) the date on which the
insurer receives all the information needed in the format required for the claim to constitute a “clean” claim as
defined in the South Carolina Health Care Financial Recovery and Protection Act.
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V.07 Legal Action

No action at law or in equity may be brought to recover on the Contract before the expiration of 60 days after
written proof of loss has been filed in accordance with the requirements of the Contract and that no such action
may be brought at all unless brought within six years after the time written proof of loss is required to be
furnished.

V.08 Conformity with Statutes

Any provision of this Contract that, at any relevant time, is in conflict with the law of jurisdiction in which it is
delivered, is hereby amended to conform to the minimum requirements of such laws. Notwithstanding anything
herein to the contrary, no provision of this Contract shall be interpreted as prohibiting any provision, access,
use, or disclosure of information to the extent required by applicable law.

SECTION VI
GENERAL PROVISIONS

VI.01 Basis for Coverage

This Contract has been issued to the Contractholder on behalf of the eligible Employees and their eligible
Dependents. The eligibility requirements, Contract Effective Date, Enrollee's Effective Date, and termination date
of coverage stated in this Contract, are coincident to, and consistent with, the provisions set forth in the Contract.
The Employees to be covered, any Employee Waiting Period which applies, premium classes and the plan of
benefits are in accordance with the Contractholder's Master Group Application to the Corporation. Employee and
Dependent premium shall be on a contributory or non-contributory basis as specified in the Contractholder's
Master Group Application to the Company.

VI.02 Changes

No changes in this Contract shall be valid until approved by an executive officer of the Corporation and such
approval is endorsed and attached to this Contract. No other individual or agent has the authority to change this
Contract or waive any of its provisions.

VI.03 Records

The Contractholder shall give the Corporation all information and proof as the Corporation may reasonably require
with regard to any matters pertaining to this Contract. All documents given to the Contractholder by Members in
connection with their coverage, together with the Contractholder's payroll and any other records that may have a
bearing on the coverage provided under this Contract may be inspected by the Corporation at any reasonable time.

This includes providing Subscriber and Member Social Security Numbers during the enrollment process and
anytime upon request.

VI1.04 Clerical Error

Clerical error shall not deprive any person of coverage under this Contract. Failure to report the termination of
any person's coverage shall not continue such coverage beyond the termination date. Upon discovery of a clerical
error, an appropriate adjustment in premium or coverage may be made.

VI.05 Workers' Compensation Not Affected

The coverage provided under this Contract is not in lieu of and does not affect any requirements for coverage by
Workers' Compensation Insurance or similar laws.
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VI1.06 Summary of Benefits and Coverage

The Corporation will comply with federal law by providing applicable Summary of Benefits and Coverage (SBCs)
to the Employer. It will be the Employer’s responsibility, and not the Corporation’s, to distribute the SBCs to its
Employees (and Dependents who live at a different address when it is known) in accordance with federal law.

VI1.07 Group Replacement Standards

South Carolina Group Replacement Standards, S.C. Code §38-71-760(m)(5), will apply only if this Contract
becomes effective within 62 days after termination of prior Health Insurance Coverage. These Replacement
Standards do not apply to changes in benefit options under this Contract.

a.

If the Employee and/or Dependents had continuous coverage with the Employer’s prior Group Health Plan
and are now insured by this plan, credit will be given for Deductibles and Coinsurance to the extent that they
were fully or partially met under similar provisions of the prior plan. The credit will apply for the same or
overlapping Benefit Periods and for expenses actually incurred and applied against the Deductible and
Coinsurance provisions of the prior plan during the 90 days before the Effective Date of this plan. This applies
only if this Contract covers these expenses and these expenses are subject to similar Deductible and
Coinsurance provisions.

Each person not eligible for coverage under this Contract because of the Actively-at-Work provision (unless
due to a Health Status Related Factor) is nevertheless covered under this Contract, based on the following
rules if the person had valid coverage (including Extension of Benefits) under the Employer’s prior Group
Health Plan on the date it ended. Each person must also be eligible for coverage under this Contract. Any
reference in the following rules to a person who was or was not totally disabled is a reference to the person’s
status immediately before the date this Contract became effective.

Rules

1. The level of benefits the Contract provides is the Contract’s regular benefits, with credit given for
Deductibles and Coinsurance to the extent stated in paragraph (a) above, reduced by any benefits payable
by the prior plan

2. Coverage will be provided pursuant to the South Carolina Group Replacement Standards laws until the
earliest of the following dates:

a. The date the person becomes eligible under this Contract, satisfying the Actively-at-Work provision.

b. The date the Member’s coverage would end based on this Contract’s provisions regarding individual
termination of coverage.

c. In the case of a person who was totally disabled at the time the prior plan was discontinued and
replaced by a Group Health Plan with similar benefits, the minimum level of benefits provided by
the succeeding carrier must be the applicable level of benefits of the succeeding carrier’s plan. This
Benefit may be reduced by any benefits paid by the prior plan.

The Schedule of Benefits will indicate if this Contract is a “Qualified High Deductible Health Plan,” in
which case the below will be in lieu of the above a. and b.

Each person not eligible for coverage under this Contract because of the Actively-at-Work provision (unless
due to a Health Status-related Factor) is nevertheless covered under this Contract, based on the following
rules if the person had valid coverage (including Extension of Benefits) under the Employer’s prior Group
Health Plan on the date it ended. Each person must also be eligible for coverage under this Contract. Any
reference in the following rules to a person who was or was not totally disabled is a reference to the person’s
status immediately before the date this Contract became effective.
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Rules

a. The level of benefits the Contract provides is the Contract’s regular benefits, reduced by any benefits
payable by the prior plan.

b.  Coverage will be provided pursuant to the South Carolina Group Replacement Standards laws until the
earliest of the following dates:

1. The date the person becomes eligible under this Contract, satisfying the Actively-at-Work
provision.

2. The date the Member’s coverage would end based on this Contract’s provisions regarding
individual termination of coverage.

3. Inthe case of a person who was totally disabled at the time the prior plan was discontinued and
replaced by a Group Health Plan with similar benefits, the minimum level of benefits provided
by the succeeding carrier must be the applicable level of benefits of the succeeding carrier’s
plan. This Benefit may be reduced by any benefits paid by the prior plan.

VI.08 Right to Modify

The Corporation may modify this Contract at the time of coverage renewal as long as the modification is
consistent and in accordance with state and federal law. Such modifications shall not be effective until the first
day of the month following 30 days written notice to the Employer. Notice of a modification shall be given to
the Employer when addressed to the Employer at the address shown in the Master Group Application. The
Corporation has no responsibility to provide individual notice to each Employee that a modification to this
Contract has been made.

VI1.09 Plan Administration

1. The Employer shall be the administrator of the plan represented by this Contract and shall have the sole
responsibility for compliance with all state and federal laws and regulations with respect to such plan. The
Employer shall be solely responsible for administration of the plan and the Corporation shall have no duties
with respect thereto except as specifically provided herein.

2. All statements made by the Employer or by any of the Employees shall be deemed representations and not
warranties, and no statement made by an Employee may be used in any contest unless a copy of the instrument
containing the statement is or has been furnished to the person or, in the event of the death or incapacity of the
Employee, to the individual’s beneficiary or personal representative.

VI.10 Identification Card and Certificate of Coverage

The Corporation shall issue to each Employee covered hereunder an Identification Card and a Certificate of
Coverage describing the benefits to which the Employee is entitled. If any amendment to this Contract shall
materially affect any benefits described in such certificate, a new certificate or an endorsement describing the
change shall be issued. ID cards issued to Employees pursuant to this Contract are for identification purposes
only. Possession of an ID Card confers no rights to benefits under this Contract.

VI1.11 Notification

The Employer is acting as an agent for eligible individuals or for enrolled Members for purposes of
notification. Notifications received from, or given to, the Employer by the Corporation will fulfill all notice
requirements of this Contract. The Employer shall be responsible to collect all ID cards of all Members who
terminate coverage with the Corporation for whatever reason during the Benefit Period.
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VI.12 Physical Examination

The Corporation, at its own expense, shall have the right and opportunity to examine the person of any Member
whose injury or sickness is the basis of claim when and as often as it may reasonably require during the
consideration of a claim or action hereunder.

VI.13 Independent Corporation

The Employer on behalf of itself and its participants hereby expressly acknowledges its understanding this
Contract constitutes a contract solely between the Employer and the Corporation, which is an independent
corporation operating under a license from the Blue Cross® and Blue Shield® Association, an association of
independent Blue Cross and Blue Shield Plans, (the Association) permitting the Corporation to use the Blue
Cross and/or Blue Shield service marks in the state of South Carolina, and that the Corporation is not
contracting as the agent of the Association. The Employer on behalf of itself and its participants further
acknowledges and agrees that it has not entered into this Contract based upon representations by any person
other than the Corporation and that no person, entity or organization other than the Corporation shall be held
accountable or liable to the Employer for any of the Corporation's obligations to the Employer created under
this Contract. This paragraph shall not create any additional obligations whatsoever on the part of the
Corporation other than those obligations created under other provisions of this Contract.

VI.14 GAG Clause Prohibition Compliance Attestation

The Corporation will complete and submit Gag Clause Prohibition Compliance Attestations on behalf of the
Employer’s Group Health Plan, pursuant to section 9824 of the Internal Revenue Code of 1986, as amended
(the “Code™), section 724 of ERISA, and section 2799A-9 of the Public Health Service Act (“PHSA”), and the
applicable federal guidance issued thereunder, as follows.

1. The Corporation will complete and submit, by no later than December 31 of each calendar year that
this Contract is in effect, the annual Gag Clause Prohibition Compliance Attestation on behalf of the
Group Health Plan for that calendar year. Absent written direction from the Employer, the attestation
will cover any and all agreements between the Group Health Plan (or Employer on behalf of the Group
Health Plan) and any health care provider, network or association of providers, third-party
administrator, or other service provider offering access to a network of health care providers.

2. The Employer represents and warrants that the Group Health Plan currently is, and at all times during
the term of this Contract will be, compliant with the provisions of Code section 9824, ERISA section
724, and/or PHSA section 2799A-9, as applicable, with regard to any and all agreements between the
Group Health Plan (or Employer on behalf of the Group Health Plan) and any health care provider,
network or association of providers, third-party administrator, or other service provider offering access
to a network of health care providers, if applicable.

3. The Employer will provide to the Corporation upon request, and in the timeframe and manner specified
by the Corporation, if applicable, all information that the Corporation requires in order to complete and
submit the Gag Clause Prohibition Compliance Attestation on behalf of the Group Health Plan. If the
Employer fails to provide any such requested information, the Corporation may, in its discretion, use
its best efforts to complete and submit a Gag Clause Prohibition Compliance Attestation on behalf of
the Group Health Plan, in good faith, in accordance with this Contract.
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4. The Employer acknowledges that the Corporation will rely entirely on the Employer’s representations
and warranties as described herein, and any information that the Employer provides to the Corporation,
in completing and submitting each Gag Clause Prohibition Compliance Attestation on behalf of the
Group Health Plan, in accordance with this Section.

5. The Employer agrees to defend, indemnify, and hold harmless the Corporation, its directors, officers,
agents, employees, affiliates, successors, and assigns from and against any and all claims, demands,
liabilities, damages, losses, suits, costs (including reasonable legal costs) and judgments arising out of
or related in any way to the Corporation’s completion and submission of one or more Gag Clause
Prohibition Compliance Attestations on behalf of the Group Health Plan in accordance with this
Contract, including but not limited to such submissions made where the Employer has failed to provide
any or all requested information to the Corporation.

6. If this Contract terminates during a calendar year, and there is no successor agreement between the
parties, this Section will survive such termination and remain in effect through December 31% of that
calendar year. For the avoidance of doubt, if this Contract terminates during a calendar year, the
Corporation will complete and submit an annual Gag Clause Prohibition Compliance Attestation on
behalf of the Group Health Plan with regard to the portion of that calendar year that this Contract was
in effect.

VI1.15 Out-of-Area Services
Overview

BlueChoice has a variety of relationships with other Blue Cross and/or Blue Shield Licensees referred to
generally as “Inter-Plan Programs.” These Inter-Plan Programs operate under rules and procedures issued by
the Blue Cross Blue Shield Association (“Association”). Whenever Members access healthcare services
outside the geographic area we serve, the claim for those services may be processed through one of these Inter-
Plan Programs. The Inter-Plan Programs are described generally below.

Typically, when accessing care outside the geographic area we serve, Members obtain care from healthcare
Providers that have a contractual agreement (“Participating Providers”) with the local Blue Cross and/or Blue
Shield Licensee in that other geographic area (“Host Blue”). In some instances, Members may obtain care
from healthcare Providers in the Host Blue geographic area that do not have a contractual agreement
(“nonParticipating Providers”) with the Host Blue. We remain responsible for fulfilling our contractual
obligations to you. Our payment practices in both instances are described below.

We cover only limited healthcare services received outside of our service area. As used in this Section “Out-
of-Area Covered Healthcare Services” include Emergency services and Urgent Care obtained outside the
geographic area we serve. Any other services will not be covered when processed through any Inter-Plan
Programs, unless authorized by your primary care physician (“PCP”)/Proactive MD.
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Inter-Plan Programs Eligibility — Claim Types

All claim types are eligible to be processed through Inter-Plan Programs, as described above, except for all
Dental Care Benefits except when paid as medical benefits, and those Prescription Drug benefits or Vision
Care Benefits that may be administered by a third party contracted by us to provide the specific service or
services.

A.  Inter-Plan Programs

Under the Inter-Plan Programs, when Members access Out-of-Area Covered Healthcare Services outside the
geographic area we serve, the Host Blue will be responsible for contracting and handling all interactions with
its Participating Providers. The financial terms of the Inter-Plan Programs are described generally below.

Liability Calculation Method Per Claim

Unless subject to a fixed dollar copayment, the calculation of the Member liability on claims for Out-of-Area
Covered Healthcare Services processed through the Inter-Plan Programs will be based on the lesser of the
Participating Provider's billed covered charges or the negotiated price made available to us by the Host Blue.

Host Blues determine a negotiated price, which is reflected in the terms of each Host Blue’s Provider contracts.
The negotiated price made available to us by the Host Blue may be represented by one of the following:

i.  Actual price: An actual price is a negotiated rate of payment in effect at the time a claim is processed
without any other increases or decreases; or

ii.  Estimated price: An estimated price is a negotiated rate of payment in effect at the time a claim is
processed, reduced or increased by a percentage to consider certain payments negotiated with the
provider and other claim- and non-claim-related transactions. Such transactions may include, but are
not limited to, anti-fraud and abuse recoveries, provider refunds not applied on a claim-specific basis,
retrospective settlements and performance-related bonuses or incentives; or

1.  Average price: An average price is a percentage of billed covered charges in effect at the time a claim
is processed representing the aggregate payments negotiated by the Host Blue with all of its Providers
or a similar classification of its Providers and other claim- and non-claim-related transactions. Such
transactions may include the same ones as noted above for an estimated price.

The Host Blue determines whether it will use an actual price, an estimated price or an average price. The use
of estimated or average pricing may result in a difference (positive or negative) between the price you pay on
a specific claim and the actual amount the Host Blue pays to the Provider. However, the Inter-Plan Programs
require that the amount paid by the Member is a final price; no future price adjustment will result in increases
or decreases to the pricing of past claims.

Federal/State Taxes/Surcharges/Fees
In some instances, federal or state laws or regulations may impose a surcharge, tax or other fee that applies to

insured accounts. If applicable, we will include any such surcharge, tax or other fee to you, which will be your
liability.
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Return of Overpayments

Recoveries from a Host Blue or its Participating and nonParticipating Providers can arise in several ways,
including, but not limited to, anti-fraud and abuse recoveries, provider/hospital bill audits, credit balance
audits, utilization review refunds and unsolicited refunds. Recoveries will be applied so that corrections will
be made, in general, on a claim-by-claim or prospective basis. If recovery amounts are passed on a claim-by-
claim basis from a Host Blue to us, they will be credited to your account. In some cases, the Host Blue will
engage a third party to assist in identification or collection of recovery amounts. The fees of such a third party
may be charged to you as a percentage of the recovery.

B. Nonparticipating Providers Outside Our Service Area
Member Liability Calculation

When covered healthcare services are provided outside of our service area by non-Participating healthcare
Providers, information regarding the amount you pay for such services is contained in the Covered Services
and Special Out-of-Network Rules section of this Contract.

®
C. Blue Cross Blue Shield Global Core
General Information

If Members are outside the United States, the Commonwealth of Puerto Rico, and the U.S. Virgin Islands
(hereinafter: “domestic service area”), they may be able to take advantage of Blue Cross Blue Shield Global
Core when accessing Covered Services. Blue Cross Blue Shield Global Core is unlike the Inter-Plan Programs
available to Member in their domestic service area in certain ways. For instance, although Blue Cross Blue
Shield Global Core assists Members with accessing a network of inpatient, outpatient and professional
Providers, the network is not served by a Host Blue. As such, when Members receive care from Providers
outside their domestic service area, the Members will typically have to pay the Providers and submit the claims
themselves to obtain reimbursement for these services.

e Inpatient Services

In most cases, if Members contact the service center for assistance, hospitals outside the domestic service
area will not require Members to pay for covered inpatient services, except for their deductibles,
coinsurance, etc. In such cases, the hospital will submit Member claims to the service center to initiate
claims processing. However, if Member paid in full at the time of service, the Member must submit a claim
to receive reimbursement for Covered Services. Members must contact us to obtain precertification for
non-emergency inpatient services.

e Outpatient Services
Physicians, urgent care centers and other outpatient providers located outside the domestic service area

will typically require Members to pay in full at the time of service. Members must submit a claim to obtain
reimbursement for Covered Services.
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e Submitting a Blue Cross Blue Shield Global Core Claim

When Members pay for Covered Services outside the domestic service area, they must submit a claim to
obtain reimbursement. For institutional and professional claims, Members should complete a Blue Cross
Blue Shield Global Core claim form and send the claim form with the provider’s itemized bill(s) to the
service center (the address is on the form) to initiate claims processing. The claim form is available from
us, the service center or online at www.bcbsglobalcore.com If Members need assistance with their claim
submission, they should call the service center at 1.800.810.BLUE (2583) or call collect at 1.804.673.1177,
24 hours a day, seven days a week.

SECTION VIII
DEFINITIONS

Words or phrases that are capitalized in this Contract, the Certificate or Schedule of Benefits have specific
defined meanings. Any term that has a different medical and nonmedical meaning and that is undefined in this
Contract, Certificate, or the Schedule of Benefits is intended to have the medical meaning.

Actively-at-Work: To be considered Actively-at-Work, the Employee must 1) have begun work and not be
absent from work because of leave of absence or temporary lay-off, unless the absence is due to a Health Status
Related Factor; and 2) be performing the normal duties of his or her occupation at one of the Employer’s places
of business or at a location to which the Employee must travel to do his or her job. If the Employee does not
meet this requirement, coverage will begin on the first day of the next Contract Month after the Employee has
returned to or begun active, full-time work.

Contract (Master Group Contract): The legal agreement between BlueChoice and the Employer including
all sections of this Contract, the Certificate of Coverage, the Master Group Application, attached amendments,
addenda, riders, or endorsements, if any, that constitute the entire Contract between both parties.

Eligible Employee: Any individual who is eligible for coverage and who is so designated to BlueChoice by
the Employer

Employee: Any individual employed by the Employer.

Employer: The Employer or association with whom BlueChoice has a Contract, by virtue of which Employees
of the Employer or Members of the association, as the case may be, and their Dependents are eligible for the
benefits described herein.

Provider: Any of the following: a facility, Hospital, Skilled Nursing Facility, Rehabilitation/Habilitation
Facility, Mental Health or Substance Use facility, Residential Treatment Center, Physician, psychologist, other
Mental Health clinicians and an Ambulatory Surgical Center licensed as required by the state where located,
performing within the scope of the license and acceptable to us. Providers also include:

1. Durable Medical Equipment suppliers.

Independent clinical laboratories.

Occupational, physical and speech therapists.

Pharmacies.

Home Health Care Providers.

Hospice Services Providers.

Behavioral Health Providers.
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Small Employer: An Employer, as defined in Section 3(5) of the Employee Retirement Income Security Act
of 1974, who employed no more than 50 Employees on business days during the preceding calendar year and
who employs at least one employee on the first day of the Benefit Period:

a. In determining the number of eligible Employees, entities that are treated as a single employer under
subsection (b), (c¢), (m) or (o) of Section 414 of the Internal Revenue Code of 1986 will be considered one
employer

b. In the case of an Employer that was not in existence throughout the prior calendar year, the determination of
whether such Employer is a Small Employer, or a Large Employer, will be based on the average number of
employees that the employer reasonably expected to employ on business days in the current calendar year

c. Any reference in this Contract to an Employer includes a reference to any predecessor of the Employer.
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CERTIFICATE OF COVERAGE

Choice Select™™ HMO

Benefits generally are provided In-Network only. The Choice Select Network is
generally only located within South Carolina.

No benefits are provided for services received Out-of-Network unless
the service is due to an Emergency Medical Condition or the service is not
available at a Network Provider.

BlueChoice® HealthPlan of South Carolina Inc.
P.O. Box 6170
Columbia, SC 29260-6170

www.BlueChoiceSC.com

803-786-8476
800-868-2528

BlueChoice HealthPlan of South Carolina Inc. is an independent licensee of the Blue Cross Blue Shield
Association, an association of independent Blue Cross and Blue Shield Plans.
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INTRODUCTION

BlueChoice HealthPlan of South Carolina Inc. (BlueChoice®) is a managed care organization.
Choice Select is a Network HMO. That means that all Covered Services (except Emergency
Medical Care and dental care) must be received from Proactive MD or from a Provider
Authorized by Proactive MD Vision care does not have to be Authorized by Proactive MD but
must be provided by an EyeMed Provider. Unless otherwise specified, coverage is not
provided for services not Authorized by your Proactive MD or furnished by Out-of-
Network Providers unless you are being treated for an Emergency Medical Condition at a
Hospital emergency room, free-standing emergency room or Urgent Care Center or are
receiving dental care. Vison care must be provided through a EyeMed Provider.

You do not need Authorization from BlueChoice or from any other person (including Proactive MD) to obtain access
to obstetrical or gynecological care from an in-network Provider who specializes in obstetrics or gynecology. The
Provider, however, may be required to comply with certain procedures, including obtaining Authorization for certain
services, following a pre-approved treatment plan, or procedures for making referrals.

For information on in-network Providers who specialize in obstetrics or gynecology, contact Member Services
through the website at www.BlueChoiceSC.com/ChoiceSelectFindCare, or by calling 803-786-8476 in Columbia or
800-868-2528 when outside the Columbia area.

Contact BlueChoice. Throughout this Certificate, there are statements that encourage you to contact BlueChoice
for further information. A question or concern regarding benefits or any required procedure may be addressed to
BlueChoice through the website at www.BlueChoiceSC.com or by calling Member Services at 803-786-8476 in
Columbia or 800-868-2528 when outside the Columbia area.

We do not discriminate based on race, color, national origin, disability, age, or sex in the administration of the
plan, including enrollment and benefit determination. If you are an individual living with disabilities or have
limited English proficiency, we have free interpretive services available. We can also give you information in
languages other than English or other alternate formats.

Identification Card. When you or your enrolled Dependents seek any type of medical services or supplies,
including Prescription Medication, be sure to show your identification (ID) card so the Participating Providers
know you have Choice Select. If you do not show your ID card, the Providers have no way of knowing that you
are a Member of Choice Select and you may receive a bill for Covered Services.

Need your member ID card? Log in to My Health Toolkit®, where your digital 1D card is always available. You
can view, print or share your Member ID card any time you need it. Download the mobile app and you’ll have
your digital ID card right in your pocket. You can get the app through the Apple or Google app stores. Just search
for My Health Toolkit.
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The Inter-Plan Programs. This program benefits you when you receive Covered Services for an Emergency
Medical Condition or an urgent condition while traveling outside our service area (state of South Carolina). The
“Inter-Plan Programs” identification card is your BlueChoice identification card. Your card tells participating
hospitals and/or Physicians which independent Blue Cross and Blue Shield Licensee is yours.

If you need Emergency or Urgent Care for while away from home, follow these easy steps:

1. Always carry your current BlueChoice ID card for easy reference and access to service. Need your Member
ID card? Log in to My Health Toolkit® and where digital ID card is always available. You can view, print or
share your member ID card any time you need it. Download the mobile app and you’ll have your digital 1D
card right in your pocket. You can get the app through the Apple or Google app stores. Just search for My
Health Toolkit.

2. To find names and addresses of nearby Urgent Care Centers and Hospital Emergency Rooms, visit the Inter-
Plan Programs Doctor and Hospital Finder website at www.BCBS.com or call the service center at 800-810-
BLUE (2583).

3. When you arrive at the Participating Urgent Care Center or Hospital Emergency Room, simply present your
BlueChoice ID card.

After you receive care, you should not have to complete any claim forms. Nor should you have to pay for medical
services other than your usual out-of-pocket expenses (non-Covered Services, Deductible, Copayment, and
Coinsurance). You should see your PCP for any follow-up care.

Blue Cross and Blue Shield of South Carolina underwrites the Inter-Plan Programs.

Your Rights and Responsibilities
As a Member, you have certain rights. You also have responsibilities. As part of our ongoing efforts to keep you
informed, we’ve listed your rights and responsibilities.

You have the right to:

Be treated with respect and recognition of your dignity and right to privacy.

Get the information you need to make thoughtful decisions before choosing a Provider or treatment plan.
Constructively share your opinion, concerns, or complaints.

Get information from BlueChoice about services provided or care received.

You have the responsibility to:

Carefully read all health plan materials provided by BlueChoice after we accept you as a Member.

Ask questions and make sure you understand the information given to you.

Present your BlueChoice ID card before you get services or care.

Inform BlueChoice of any information that affects your coverage, including any other insurance you may have.
Select a representative to act on your behalf in the event you’re unable to represent yourself.

Pay your Cost Share amounts and your premium.

Tell us if you move.
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Summary of Benefits and Coverage

A Summary of Benefits and Coverage (SBC) summarizes the benefit options of your insurance plan. All insurance
companies must provide you with a SBC. You can find your SBC by going to www.BlueChoiceSC.com and then
logging into My Health Toolkit. However, it is the Employer’s responsibility to distribute the SBCs to Employees
(and Dependents who are known to live at a different address).

You may also contact a member service advocate and ask us to send you a copy of the SBC. We can send it to
you electronically or mail a paper copy (free of charge). Please note: the format and content of a SBC is controlled
by federal agencies and some details may appear inconsistent with information in this Certificate or your Schedule
of Benefits. If information is inconsistent, the Contract documents are controlling.

CERTIFICATE OF COVERAGE

This Certificate of Coverage (hereinafter “Certificate”) is part of the Contract, which is a legal document between
BlueChoice and your Employer. The Master Group Contract, this Certificate; the Schedule of Benefits; the Master
Group Application; the Membership Applications; and attached amendments, addenda, riders, or endorsements,
if any, constitute the entire Contract between both BlueChoice and your Employer.

The Contract is delivered in and governed by the laws of the state of South Carolina and the federal government.
By enrolling in Choice Select and accepting this Certificate, the Member agrees to abide by the rules of
BlueChoice as outlined in this Certificate.

Members are entitled to the benefits described in this Certificate in exchange for the premium paid to BlueChoice
by the Member or by the Employer on the Member's behalf. The Employer may require that the Member
contribute to the required premium. Information regarding the premium and any portion of the premium that the
Member must pay can be obtained from your Employer.

This Certificate replaces and supersedes any Certificate that previously may have been issued to you by
BlueChoice and governs Covered Services provided after the Contract Effective Date. Any subsequent
Certificates issued to you by BlueChoice will, in turn, supersede this Certificate. From time to time, the Contract
may be amended. When that happens, a new Certificate or amendment pages for this Certificate will be sent to
you. Your Certificate should be kept in a safe place for your future reference.

How to Use This Certificate. It is important that you read the entire Certificate carefully and become familiar
with its terms and provisions. Many of the provisions are interrelated, so reading just one or two sections may
give you a misleading impression. Many words used in this Certificate have special meanings. These words will
appear capitalized and are defined. The terms "you" and "your™" as used throughout this Certificate mean the
Subscriber and the Subscriber's enrolled Dependents.

Benefits payable under the Contract are not assignable to a non-Participating Provider. This means that, unless
otherwise required under applicable law, BlueChoice may send benefit payments to you, and you will be
responsible for paying the Provider.

BlueChoice offers a variety of wellness programs, including a smoking cessation program, to assist you in making

positive lifestyle changes. Please contact a Member Services advocate or go to our website for more information
about our programs.
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SECTION 1
WHAT IS COVERED

Benefits for all services are subject to the provisions of the Contract, Certificate and Schedule of Benefits. To be
covered, services must be Medically Necessary and performed on or after the Member's Effective Date and prior
to cancellation of coverage and except for Emergency Services, dental services and vison services, provided by
the Member’s PCP or provided by a Provider Authorized in advance by the Member’s PCP. Vision services must
be provided by an EyeMed Provider.

Benefits are subject to all (if any) limitations, Copayments, Deductibles, Coinsurance, and Maximum Payment
amounts specified in this Certificate including the Schedule of Benefits, and the exclusions and limitations as stated
in this Certificate and in the Master Group Contract.

The fact that a Physician has performed or prescribed a procedure or treatment, or the fact that it may be the only
available treatment for an injury or illness, does not mean that the procedure or treatment is covered under the
Contract. BlueChoice may, at its discretion, delegate authority to other persons or entities to provide services
regarding the Contract.

There are no annual or lifetime dollar limits on Essential Health Benefits. Expenses for Covered Services
will be paid according to the benefits stated in the Schedule of Benefits.

The following are Covered Services:

Ambulance Service

Professional ambulance services to a local Hospital in the United States are covered in connection with an acute
injury or Emergency Medical Condition. Coverage is also provided in connection with an interfacility transport
between acute care facilities in the United States, when Medically Necessary due to the requirement for a higher
level of services. No benefits are provided for international ambulance services or ambulance services used for
routine, non-Emergency transportation, including but not limited to travel to a facility for scheduled medical or
surgical treatments, such as dialysis or cancer treatment or transfer to a sub-acute place of care such as a Skilled
Nursing Facility. All claims for ambulance services are subject to medical review to determine if Medically
Necessary. The Allowed Amount for ambulance services provided by Out-of-Network Providers will be
determined in accordance with the applicable Fee Schedule.

Prior Authorization is required for transportation as an Inpatient from one Hospital to a second Hospital using an

air ambulance. All the following requirements must be met:

e The first Hospital does not have needed Hospital or skilled nursing care for the Member’s illness or injury,
such as burn care, cardiac care, trauma care or critical care.

e The second Hospital is the nearest medically appropriate facility.

e A ground ambulance transport endangers the Member’s medical condition.

e The transport is not related to a hospitalization outside the United States.

Cost Sharing for Out-of-Network air ambulance services is described in Section 3.02.

Choice Select Cert (Rev. 1/26) 6



Solely for purposes of determining Cost Sharing liability, the Allowed Amount for benefits for air ambulance
when provided by an Out-of-Network Provider will be the lesser of 1) the median contracted rate for those air
ambulance services, calculated using contracted reimbursement rates of Network Providers who participate in the
Choice Select Network, in accordance with federal law or 2) the billed charge, and you generally may not be
balance billed by the Provider.

Birth Control
Benefits are provided for oral contraceptives and contraceptive devices. Birth control includes female
sterilization.

Blue CareOnDemandSM Powered by MDL.ive

We provide you with access to Blue CareOnDemand Powered by MDL.ive, a telehealth service through which
you can seek treatment from U.S. licensed health care professionals 24 hours a day, seven days a week and 365
days a year using the convenience of video consultation. Blue CareOnDemand Powered by MDL.ive providers
can treat many of the most common health issues, such as cold and flu symptoms, allergies, skin irritations,
pinkeye, ear infections, bronchitis, sinus infections and other specialties. We encourage Members to use the
convenience of Blue CareOnDemand Powered by MDL.ive for treating unexpected, non-emergency health issues.
The best way for members to register and create their patient profile is to log-in to their health insurance account
by visiting My HealthToolKit.

Once registered, Members can then log in to the MDLive mobile app or website as needed and consult with
doctors through video visits.

Blue CareOnDemand is offered through MDL.ive, an independent company that provides telehealth hosting and
software services on behalf of BlueChoice.

Breastfeeding Support, Supplies and Counseling

Benefits will be provided for breastfeeding support and counseling. Breastfeeding support includes benefits for
breast pumps. Members must breast pumps from a Provider we designate. Breast pumps are limited to one per
year.

Cleft Lip and Palate

Benefits will be provided for the care and treatment of a cleft lip and palate and any condition or illness that is
related to or caused by a cleft lip and palate. Cleft lip and palate is a congenital cleft in the lip, palate or both.
Care and treatment will include, but are not limited to:

Oral and facial Surgery, surgical management, and follow-up care.

Prosthetic treatment such as an obturator, speech appliances and feeding appliances.

Orthodontic treatment and management.

Treatment and management for missing teeth (prosthodontics).

Ear, nose and throat (otolaryngology) treatment and management.

Hearing (audiological) assessment, treatment and management including surgically implanted hearing aids.
Physical therapy assessment and treatment.

If a Member with a cleft lip and palate is also covered by a dental policy, then teeth capping, prosthodontics and
orthodontics will be covered by the dental policy to the limit of coverage provided. Any excess after that will be
provided by this Certificate.
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Clinical Trials

Benefits are provided routine patient care costs and services related to an Approved Clinical Trial for a qualified
person. The person must be eligible to participate according to the trial protocol, and one of the following
conditions must be met:

e The referring health care professional is a Participating health care Provider and has concluded that the
person’s participation in such trial would be appropriate.

e The person provides medical and scientific information establishing that the person’s participation in the
clinical trial would be appropriate.

In addition to qualifying as an individual, the clinical trial must also meet certain criteria for patient care costs
and services to be covered.

Dental Care

Reimbursement up to $50 is provided for one oral examination every six months by or under the direction of a
licensed dentist. Reimbursement up to $50 is also provided for one dental cleaning (prophylaxis) every six months
by or under the direction of a licensed dentist. This service does not have to be Authorized. You will have to file
a request for reimbursement to the Company to receive reimbursement. Other than preventive dental services
listed, there is no coverage for other dental services related to the teeth and supporting structures, unless
specifically listed in this section of the Certificate. Benefits received for dental care do not apply to your
Deductible or Out-of-Pocket Limit. These reimbursements do not apply to your Deductible or your Maximum
Out-of-Pocket Limit.

Dental Services To Sound Natural Teeth Related to Accidental Injury

Care is for treatment, Surgery or appliances caused by Accidental Injury, except dental injuries occurring through
the natural act of chewing or biting. It is limited to care completed within six months of such accident and while
the patient is still covered under this Certificate. Members can choose to go to any licensed dentist In- or Out-of-
Network. Benefits are subject to the Deductible and Coinsurance. The first Emergency visit does not require
Authorization. Any follow-up visit must be Authorized in advance. The dentist should submit an outline of the
plan of treatment for BlueChoice’s review before he or she provides any further treatment.

Diabetes Management

Benefits are provided for equipment, supplies, outpatient self-management training and education including
nutritional counseling for the treatment of Members with diabetes. A health care professional must follow minimal
standards of care for diabetes as adopted and published by the Diabetes Initiative of South Carolina.

Diabetes self-management training and education will be provided on an Outpatient basis when done by a
registered or licensed health care professional certified in diabetes education.

Durable Medical Equipment (DME)

Benefits are provided for DME and certain orthotics and supplies. If more than one item can meet your functional
needs, benefits are available only for the item that meets the minimum specifications for your needs. If you
purchase an item that exceeds these minimum specifications, we will only pay the amount that we would have
paid for the items that meet the minimum specifications and you will be responsible for paying any difference in
cost.

Authorization is required before you get the DME if the purchase price or rental cost is $500 or more. If
Authorization is not obtained, no benefits will be provided for the DME or the supplies.
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Emergency Services and Urgent Care

Use of the Emergency Room is only for persons who are experiencing an Emergency Medical Condition, as
defined in this Certificate. We will review requests for benefits after an Emergency Room visit to determine if
the illness or injury was sudden or unexpected or would be expected to cause a serious risk to your health, or your
unborn child’s health, if not treated immediately. Requests for services that do not meet this standard will be
denied as not covered.

Benefits are available to treat an Emergency Medical Condition at a Hospital Emergency Room, free-standing
Emergency Room or at an Urgent Treatment Center and only as long as your condition continues to be considered
an Emergency. If you receive care for an Emergency Medical Condition and are treated in the Emergency Room
at a Hospital, the charges for Emergency Services are paid as follows:

1. Emergency Care Benefits — In-Network and Out-of-Network

A. Benefits are provided for services and supplies for Stabilization and/or initial treatment of an
Emergency Medical Condition. If possible, call Proactive MD prior to seeking treatment. If it is not
possible to call Proactive MD or delaying medical care would make your condition dangerous, please
go to the nearest Hospital. Your claim for Emergency Services will be reviewed to ensure it meets the
definition of an Emergency Medical Condition. If your claim does not meet the criteria for an
Emergency Medical Condition, benefits will be denied whether the service is provided by an In-
Network Provider or not.

If you are admitted to a Hospital due to an Emergency Medical Condition, you or someone acting on
your behalf, must contact BlueChoice within 24 hours or the next working day, whichever is later at
800-950-5387. If the Admission occurs outside the Local Service Area or at an Out-of-Network
Provider, you may be required to transfer to a Hospital within the Local Service Area once your
condition has Stabilized to receive benefits. If an Admission occurs within 24 hours after an
Emergency visit because of the Emergency Medical Condition, the Emergency Copayment, if any,
will be waived and the applicable Copayment for Admission will be assessed.

To be covered, any follow-up care must be provided by an In-Network Provider.

Cost Sharing for Emergency Services for an Emergency Medical Condition is described in Section
3.02.

B. Elective care, routine care, care for minor illness or injury, or care that reasonably could have been
foreseen is not considered an Emergency Medical Condition and is not covered. Examples of non-
Emergency Medical Conditions include but are not limited to prescription drug refills, removal of
stitches, requests for a second opinion, screening tests or routine blood work, and follow-up care for
chronic conditions such as high blood pressure or diabetes.

C. Urgent Care services are Covered Services when provided by a Participating Physician or at a
Participating Alternate Facility such as an Urgent Care center or after-hours facility. Urgent care
provided by a non-Participating Provider is covered when Authorized by BlueChoice in advance or
within 24 hours of receiving the service. Follow-up care must be provided by a Participating Physician
to be a Covered Service.
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Employee Assistance Program (EAP Service)

Three visits for life management services and three visits for individual and family counseling are provided under
the employee assistance program (EAP) through First Sun EAP. Because First Sun EAP is a separate company
from BlueChoice, First Sun EAP is responsible for all services it provides. For services, please call First Sun EAP
at 1-800-968-8143. First Sun EAP staff are available 24 hours a day, seven days a week.

Costs associated with these visits do not apply to your Deductible or your Out-of-Pocket Limit.

Genetic Counseling

Benefits are provided for genetic counseling. Routine breast cancer susceptibility gene (BRCA) testing is also
covered for women whose family history is associated with an increased risk for deleterious mutations in the
BRCA1 or BRCA2 genes. Authorization is required.

Habilitation Services

Benefits include physical, occupational and speech therapy for the purpose of assisting a Member with achieving
developmental skills, such as a developmental speech delay, developmental communication disorder, or a
developmental coordination disorder. Benefits are provided when a Physician prescribes therapy and it is
performed by a licensed, professional physical, occupational or speech therapist. Prior Authorization is required.
If Authorization is not obtained, no benefits will be provided. Habilitation Services are limited to 30 visits per
Member per Benefit Period.

Home Health Care Services

Benefits are provided to an essentially homebound Member in a personal residence. Home health care must be
provided by, or through a community home health agency on a part-time visiting basis and according to a
Physician-prescribed course of treatment. We must Authorize the care, in advance, based on established home
health care treatment before you are eligible. Home health care services are limited to 60 visits per Member per
Benefit Period. Home health care includes the following:

Services by a registered nurse (RN) or licensed practical nurse (LPN).

Services provided by a home health aide or medical social worker.

Nutritional guidance.

Diagnostic services.

Administration of Prescription Drugs.

Medical and surgical supplies.

Oxygen and its use.

DME. A separate Authorization is not needed when we approve the entire Home health care plan.

Hospice Services

Benefits are provided for hospice services. We must Authorize hospice services before you are eligible for this
care. The services must be provided according to a Physician prescribed treatment plan. Hospice services are
limited to six months per Member per episode. Hospice services include:

Services provided by a RN or LPN

Physical, speech and occupational therapy. Benefit Period Maximum applies.
Services provided by a home health aide or medical social worker.
Nutritional guidance.

Diagnostic services.
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Administration of prescription drugs.

Medical and surgical supplies.

Oxygen and its use.

DME. A separate Authorization is not needed when we approve the entire Hospice Service plan.
Family counseling concerning the patient’s terminal condition.

Inpatient Facility Services

Benefits are provided for a comprehensive range of benefits when a Member is admitted into a Hospital, Skilled
Nursing Facility, Residential Treatment Facility, Rehabilitation Facility or Long-Term Acute Care Facility. The
Admission must be ordered, provided or arranged under the direction of a Physician except for an Emergency
Admission. BlueChoice must Authorize the Admission in advance except for an Emergency Admission.

1. Inpatient Hospital. Covered Services for Inpatient Hospital care include room and board and related
ancillary and diagnostic services and supplies. Medically Necessary services provided in a special care unit
are also Covered Services.

2. Skilled Nursing Facility, Residential Treatment Facility, Residential Facility or Long-Term Acute
Care Facility. Covered Services include room and board for semi-private accommodations, rehabilitative
treatment, and related ancillary and diagnostic services and supplies. Benefits are limited to 60 days per
Benefit Period unless otherwise specified in the Schedule of Benefits.

Immunizations

Benefits will be provided for immunizations as recommended by the Advisory Committee on Immunization
Practices (ACIP) of the Centers for Disease Control and Prevention (CDC), the United States Preventive Services
Task Force (USPSTF), and Health Resources and Services and Administration (HRSA). The recommendations
may include age and/or frequency restrictions. Immunizations do not include those recommended prior to travel
outside of the United States. The ACIP, CDC, USPSTF and HRSA are independent organizations that offers
health information and recommendations; they are not affiliated with BlueChoice.

Laboratory, Radiology, Diagnostic and Some Therapeutic Services

Benefits will be provided for procedures to identify the nature and/or extent of conditions or diseases. Services
and supplies for radiology and some therapeutic treatments will also be provided. We will reduce benefits for
Inpatient diagnostic services to the level of benefits for Outpatient services when services could have been safely
done on an Outpatient basis.

Mastectomy and Reconstruction
Benefits include hospitalization for at least 48 hours following a mastectomy. If you are released early, then we
will provide benefits for at least one home care visit if the attending Physician orders it.

We will also provide benefits for Prosthetic Devices, reconstruction of the breast on which the mastectomy was
performed and physical complications for all stages of mastectomy including lymphedemas. This includes
Surgery and reconstruction of the non-diseased breast to produce a symmetrical appearance as determined in
consultation with the attending Physician and the patient.
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Maternity Care

Benefits will be provided for prenatal and postnatal care, including the hospitalization and related professional
services for at least 48 hours after a vaginal delivery (96 hours following a cesarean section) or the date of
discharge from the Hospital, whichever occurs first. The day of delivery or Surgery is not counted in the 48 or
96 hours. Coverage for the newborn child shall include but is not limited to routine nursery care and/or routine
well-baby care during the initial period of Hospital confinement. A newborn child must be enrolled within 31
days of birth and applicable premium must be paid for benefits to be paid.

No Authorization is required for hospitalization related to the delivery of a newborn child when the Hospital stay
is 48 hours or less for a vaginal birth or 96 hours or less for a cesarean section. The day of delivery, Surgery or
birth is not counted in the 48 or 96 hours. If you or the newborn are not released within these time frames, you or
your Provider should contact BlueChoice for Authorization for a continued stay. If you are in a Network Hospital,
the Hospital should contact us for this Authorization.

Medical Supplies

Benefits will be provided for items you need for treatment of an illness or injury and must be dispensed by or
under the direction of a Physician. Supplies include syringes and related supplies for conditions such as diabetes,
dressings for cancer or burns, catheters, external opening (ostomy) bags, test tapes, kidney (renal) dialysis
supplies, and surgical trays.

My Health NovelSM
My Health Novel helps members make healthy lifestyle changes and reach their health goals by matching them
to programs based on their risk factors, interests and preferred method of participation (i.e., in person or on-line).

My Health Novel Weight Management Program

If you wish to make healthy lifestyle changes to manage your weight and reach your health goals, log into My
Health Toolkit to complete an assessment to determine if you are eligible for a weight management program
offered through My Health Novel. Members who are eligible to participate will be matched to programs based on
their risk factors, interests, and preferred method of participation (i.e., in person or online).

Pain Management Program

We may, according to our medical guidelines, approve services for a multi-disciplinary pain management program
that includes Physicians of different specialties and non-Physician Providers who (1) specialize in the assessment
and management of patients with a range of painful diagnoses and chronic pain and (2) provide the interventions
needed to allow the patients to develop pain coping skills and discontinue analgesic medication. Services, supplies
or charges for a multi-disciplinary pain management program must be Authorized in advance. Authorization
approval shall be on a case-by-case basis, in our discretion, and contingent upon such program satisfying our
medical policies. The Member is solely responsible for seeking Authorization in advance, regardless of the
location of the Provider offering the multi-disciplinary pain management program.

Physician Services (Proactive MD Physician and Specialist)
Benefits are provided for the following:

e Office/Outpatient Services — These include care and consultation by a Physician or other clinician in an
Outpatient setting for the examination, diagnosis or treatment of an injury, illness, or Behavioral Health
services. Routine care provided by a Participating gynecologist or pediatrician does not require referral or
Authorization.
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Inpatient Services — These include care and consultation provided in an Inpatient setting for the examination,
diagnosis or treatment of an injury or illness, including Behavioral Health services.

Inpatient and Intensive Care Visits — Visits are limited to one per day. Inpatient medical services also
include diagnostic services and therapy services done concurrently with medical or Behavioral Health
care.

Consultation — If a consultation with another Physician is ordered by a patient's attending Physician,
benefits are provided for one consultation per consulting Physician.

We will not provide benefits for daily medical visits by more than one Physician unless and to the extent that
the Member has one or more separate medical or Behavioral condition the attending Physician cannot treat.
In this type of situation, benefits may be provided for one daily visit by each Physician.

Surgery — Benefits include preoperative and postoperative care as well as daily care by the Physician who
performed the Surgery if you are an Inpatient.

Benefits are provided for medical visits by another Physician if and to the extent that you have a condition
the Physician who performed the Surgery cannot treat.

Multiple Surgical Procedures — When multiple surgical procedures are performed through the same
incision or body opening during one operation, benefits are provided only for the primary procedure unless
more than one body system is involved, or the procedures are required for management of multiple
traumas.

If two or more surgical procedures are performed through different incisions or body openings during one
operation, benefits are provided for the additional procedures at 50 percent of the Allowable Charge for
each procedure.

If a procedure that could have been performed in one step or stage is instead performed in two or more
steps or stages, the total benefits payable will be limited to the Allowed Amount as if the procedure had
been performed in one step or stage.

If two or more Physicians, other than an assistant at Surgery or an anesthesiologist, perform procedures
in conjunction with one another, we will prorate the Allowed Amount between them when so required by
the Physician in charge of the case. This benefit is subject to the above paragraphs.

When more than one skin lesion is removed at one time, we provide full benefits for the largest lesion, 50
percent of the Allowed Amount for the removal of the second largest lesion and 25 percent of the Allowed
Amount for removal of any other lesions.

We designate certain surgical procedures that are normally exploratory in nature as "independent
procedures” The Allowable Charge is covered when such a procedure is performed as a separate and single
procedure. However, when an independent procedure is performed as an integral part of another surgical
service, only the Allowable Charge for the other surgical services (and not the Independent Procedure)
will be covered.
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» Surgical Assistant — Services of a Physician who actively assists the operating Physician during an eligible
Surgery in a Hospital are only available if all the following conditions are met:

The complexity of the procedure or the patient’s condition warrants an assistant surgeon
An intern, resident or house Physician is not available to assist
Non-Physicians (e.g., Physician’s assistants, first assistants, certified surgical assistants and nurse
practitioners) are considered ancillary support for the surgeon and will not be considered an assistant
at Surgery, unless the non-Physician is credentialed for the procedure at the Hospital where it is
performed.

» Anesthesia — Benefits are available services provided by a Physician or a certified registered nurse
anesthetist, other than the attending surgeon or his or her assistant.

e  Chemotherapy — Benefits include the treatment of malignant disease by chemical or biological
antineoplastic agents that have received full, unrestricted market approval from the U.S. Food and Drug
Administration (FDA). The FDA is an independent organization that provides health information you may
find helpful.

e Dialysis Treatment — Benefits include the treatment of acute renal failure or chronic irreversible renal
insufficiency to include hemodialysis or peritoneal dialysis. Dialysis treatment includes home dialysis.
Dialysis treatment is only covered when provided by an In-Network Provider and requires Authorization.

e Radiation Therapy — Benefits include the treatment of disease by X-ray, radium or radioactive isotopes.
e Allergy Services — Allergy testing and treatment, including test and treatment material (allergy serum).

Note: If you receive services at an in-Network Hospital, Hospital Outpatient department, Critical Access Hospital
or Ambulatory Surgical Center, you may receive some services from an out-of-Network Provider. When this
happens, those services may be covered as if they were provided in-Network. You should not be billed for
any Covered Services other than any applicable in-Network Coinsurance, Copayment or Deductible.
However, if the out-of-Network Provider furnishes you with a notice and gets your consent in advance, the
services will not be covered by this Contract and you may be required to pay the full cost of those services or
benefits you received from the out-of-Network Provider, except to the extent the services consist of “ancillary
services” that must be covered on an in-Network basis in all cases, such as anesthesiology, pathology,
radiology, neonatology, laboratory services, or services for which there is no in-Network Provider available
at the facility to furnish.

Prescription Medication

Benefits are provided for the prescription drugs listed in the Prescription Drug List (PDL). BlueChoice works

with a team of health care Providers to choose drugs that provide quality treatment. We cover drugs on the PDL

if:

e  Thedrug is Medically Necessary.

. It is filled at a Network pharmacy.

. Other requirements are followed, as specified in this Certificate or the Schedule of Benefits, including but
not limited to: Prior Authorization, Quantity Limits and Step Therapy.
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The PDL has seven coverage levels called Tiers. The Schedule of Benefits shows how much you pay for a drug
on each of the Tiers.

Benefits are limited to 31-day or a 90-day supply when purchased at retail pharmacy and a 90-day supply when
purchased through the mail-order pharmacy. A 90-day supply is not available for specialty drugs.

More information about the PDL and Network pharmacies can be found on our website at
www.BlueChoiceSC.com/ChoiceSelectFormulary. Here is an explanation of the Tiers:

e Tier 0 — These drugs are considered preventive medications under the Affordable Care Act, and we cover
them at no cost to you.

e Tier 1 - Drugs on this Tier are usually generic drugs. They will typically cost the least amount of money
out of your pocket.

e Tier 2 — Drugs on this Tier are usually preferred brand-name drugs. They typically cost less than other
brand-name drugs.

e Tier 3 — Drugs on this Tier are usually non-preferred brand-name drugs. They typically cost more than
other brand-name drugs and may have generic equivalents.

e Tier 4 — Drugs on this Tier are usually generic specialty drugs that are used to treat complex conditions.
The are typically expensive but less expensive than Tier 5 drugs.

e Tier 5 — Drugs on this Tier are usually preferred brand specialty drugs that are used to treat complex
conditions. They are typically expensive.

e Tier 6 — Drugs on this Tier are usually non-preferred brand specialty drugs that are used to treat complex
medical conditions. They are typically the most expensive drugs available.

No Tier is restricted to a specific class of prescription drugs. Any Tier may contain a mix of generic, brand-name
or non-brand name drugs or specialty medications, including infusible or injectable drugs.

Benefits are provided only for the most cost-effective Prescription Medication available at the time dispensed
whenever medically appropriate and in accordance with all legal and ethical standards.

We will provide benefits for off-label use of prescription drugs that haven’t been approved by the FDA for the
treatment of a specific type of cancer for which the drug was prescribed, provided the drug is recognized for
treatment of that specific cancer in at least one standard reference compendium or the drug is found to be safe
and effective in formal clinical studies. These results must have been published in peer-reviewed professional
medical journals.

If a Participating Physician prescribes a non-generic drug, there is a less-expensive equivalent generic or covered
over-the-counter drug available, and the Member still requests the non-genetic drug, then any difference between
the cost of the covered generic or covered over-the-counter drug and the higher cost of the non-generic drug will
be the responsibility of the Member. This will be in addition to any Copayment or Coinsurance appropriate to the
non-generic drug you are buying. The difference you must pay between the cost of the generic drug and the higher
cost of the brand-name drug does not apply to your Deductible or your Out-of-Pocket Limit. In no instance will
you be charged more than the actual retail price of the drug.
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Until your Out-of-Pocket Limit is met, you will pay one or more of the following for each prescription drug,
depending on the plan selected: Prescription Drug Deductible, Copayment, Deductible and/or Coinsurance. Once
you have met your Out-of-Pocket Limit, you will no longer have to pay out of pocket for covered benefits until a
new Benefit Period begins.

There may be additional requirements or limits on some medications on the Prescription Drug List. These
requirements and limits may include:

e Prior Authorization (PA) — If your drug needs PA, your doctor will have to get approval before we will
cover your drug. Drugs that require PA are shown in the Prescription Drug List. There are different reasons a
drug might require PA. One is to make sure it’s being used for the condition it was approved for by the FDA.
Another is because there are drugs that usually work just as well but cost less.

e Quantity Limits (QL) — If your drug has a quantity limit, we will only cover a certain amount of the drug
in a specified period, usually a month. This is to make sure you are using the drug safely and based on FDA
guidelines. If we determine a Member has used multiple doctors or pharmacies to get more of a Prescription
Medication than what is allowed or recommended, we reserve the right to require the use of a designated
Provider for prescribing the medication and/or a specific pharmacy to fill all prescriptions for that medication.

e Step Therapy (ST) — If your drug has a step therapy requirement, we will only cover second choice drugs
if you have already tried a first-choice drug and it didn’t work for you. The reason for a particular step therapy
requirement may be because there are drugs that usually work just as well but will cost you less. It may also
be because some drugs are approved by the FDA specifically as second-choice drugs or as add-ons to other
medication.

We contract with a pharmacy benefit manager (PBM) to manage the pharmacy Network and/or specialty drug
Network Providers and to perform other administrative services, including negotiating prices with the pharmacies
in this Network. OptumRx® is an independent company that offers a pharmacy network on behalf of BlueChoice.

BlueChoice receives financial credits directly from drug manufacturers and through PBM. The credits are used
to help stabilize overall rates and to offset expenses. Reimbursements to pharmacies, or discounted prices charged
at pharmacies, are not affected by these credits. Any Coinsurance percentage a Member must pay for Prescription
Medications is based on the negotiated rate or lesser charge at the pharmacy. It does not change due to receipt of
any drug credit by BlueChoice. Copayments are flat amounts and likewise do not change due to receipt of these
credits.

Formulary Exception Request (Standard or Expedited)

If a prescription drug is not covered, it may be helpful to discuss other covered alternatives with your Physician.
If not medically viable, you may request a formulary exception. An exception request may be made by the
Member, the Member's designee, or the Member's prescribing Provider (or other prescriber as appropriate). To
request and gain access to clinically appropriate drugs not otherwise covered by the health plan, you may contact
our PBM. Our PBM will work with the prescribing Physician to get any medical records or other necessary
information to process the request. We must act on a standard request within 72 hours and on an expedited request
within 24 hours after we receive your request for a formulary exception. Expedited requests are available only
when you have exigent circumstances. These include a health condition that may seriously jeopardize your life,
health, or ability to regain maximum function or when you are undergoing a current course of treatment using a
non-formulary drug. For a standard formulary exception, we will notify you no later than 72 hours following
receipt of the request, If approved, we will provide coverage of the approved non-formulary drug for the duration
of the prescription, including refills. For an expedited formulary exception, the determination will be made no
later than 24 hours following receipt of the request, If approved, we will provide coverage of the non-formulary
drug only for the duration of the exigent circumstances.
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If your formulary exception request is denied, you can ask for an exception review. Either you, your prescribing
Provider, or a person you designate can make the request. You can ask for an exception review by contacting us
to begin the process at:

Attn: Pharmacy Management
I-20 East at Alpine Road, AX-740
Columbia, SC 29219

Fax: 803-740-5350

The external exception review will be assigned to an independent review organization will make a determination
on your exception review. We will notify you or your designee, along with the prescribing Provider, of the
coverage determination. If the original request was a standard formulary exception request, we will notify you no
later than 72 hours following receipt of the request and, if approved, will provide coverage of the approved non-
formulary drug for the duration of the prescription. If the original formulary exception request was an expedited
request, the determination will be made no later than 24 hours following receipt of the request and, if approved,
will provide coverage of the non-formulary drug only for the duration of the exigency.

Preventive Screenings

A limited number of services are provided as preventive care with no Cost Sharing. Benefits will be provided as

follows:

+  The USPSTF recommended Grade A or B services
Services recommended for children and women by HRSA. Coverage without Cost Sharing is also provided
for a female Member 13 years of age or older for a minimum of two visits per Benefit Period without referral,
for Covered Services provided by a Participating obstetrician-gynecologist. For any continuing treatment
resulting from obstetrical and/or gynecological complications diagnosed during these visits, Authorization is
required to be covered.
Preventive prostate screenings and lab work according to American Cancer Society (ACS) guidelines
Pediatric oral and vision care as recommended by the USPSTF Grade A or B services and HRSA
Immunizations for routine use in children, adolescents, and adults that have in effect a recommendation from
the ACIP of the CDC
Any item, service, or immunization that is intended to prevent or mitigate coronavirus disease 2019 (COVID-
19) and that is, with respect to the individual involved, (1) an evidence-based item or service that has in effect
a rating of A or B in the current recommendations of the USPSTF or 2) an immunization that has in effect a
recommendation from the ACIP of the CDC regardless of whether the immunization is recommended for
routine use.

Virtual colonoscopies may be covered but are subject to medical management guidelines and are subject to
Authorization. Multitargeted stool DNA testing (FIT-DNA) must meet BlueChoice’s medical guidelines and/or
policies to be covered.

These services are covered In-Network only. Preventive care must meet the age and/or condition guidelines and
recommendations of the USPSTF, ACIP, CDC, HRSA or ACS to be covered at no cost to the Member. These
organizations and agencies are independent organizations that offer health information and recommendations;
they are not affiliated with BlueChoice.
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Prosthetics

Benefits are provided for a prosthetic, other than a dental or cranial prosthetic, that meets minimum specifications
for the body part it is replacing regardless of the functional activity level. If more than one Prosthetic Device can
meet your functional needs, benefits are available only for the Prosthetic Device that meets the minimum
specifications for your needs. If you purchase a Prosthetic Device that exceeds these minimum specifications, we
will pay only the amount that we would have paid for the prosthetic that meets the minimum specifications, and
you will be responsible for paying any difference in cost. The item must be a standard, non-luxury item as
determined by us. A penile prosthesis will be considered for benefit only after prostate Surgery. Replacement of
Prosthetic Devices are not covered unless Medically Necessary due to routine wear and tear or a change in the
Member’s medical condition.

Rehabilitation Services
These include:

e Cardiac Rehabilitation
Benefits are provided for Phase 1 and 2 cardiac rehabilitation when provided within 30 days following a
cardiac event.

e Physical, Occupational and Speech Therapy
Benefits are provided when a Physician prescribes therapy and it is performed by a licensed, professional
physical, occupational or speech therapist. Physical, occupational and speech therapy services are limited to
30 visits per Member per Benefit Period for all services combined.

e Pulmonary Rehabilitation
Benefits are provided when pulmonary rehabilitation is in conjunction with a covered lung transplant.

Authorization is required for Inpatient rehabilitation.

Telehealth
Benefits will be provided for telehealth services that are initiated by either a Member or Provider and are offered
by Network Providers who have been credentialed as eligible telehealth Providers.

Telemedicine

Benefits will be provided for Telemedicine and provided through a Provider we designate. Services include but
are not limited to consultation, diagnosis and treatment where the services would otherwise be covered if you
were in person. Telemedicine visits are considered office visits and will count toward any limits for office visits.

Telemedicine services will be covered when the services performed are Covered Services under the Contract and

Certificate and under both the following circumstances:

1. The medical care is individualized, specific and consistent with symptoms or confirmed diagnosis of the
illness or injury under treatment and not in excess of the Member’s need.

2. The medical care can be safely furnished, and there is no equally effective, more conservative and less costly
treatment available.

The following are examples of services that are not Telemedicine services and will not be covered:
Telephone conversations

2. Email messages

3. Facsimile transmissions

4. Internet-based audio-video communication that is not secure and HIPAA-compliant (e.g., Skype).

=

Choice Select Cert (Rev. 1/26) 18



Transplants (Human Organ and/or Tissue)
We provide benefits for covered transplants only when you get Authorization and the services are provided at
Blue Distinction® Centers for Transplants.

Organ transplant coverage includes all expenses for medical and surgical services a Member receives for human
organ and/or tissue transplants while the Member is covered under this Certificate. This includes donor organ
procurement.

1. Benefits for certain living donor transplants covered under this Certificate include but are not limited to
kidney, liver and specific tissue transplants. Benefits will be subject to the following conditions:
a. When both the transplant recipient and the donor are Members, benefits will be provided for both.
b. When the transplant recipient is a Member and the donor is not, benefits will be provided for both.
c. When the transplant recipient is not a Member and the donor is, no benefits will be provided to either the
donor or the recipient.

2. Benefits are provided for the specified transplants listed. These benefits are subject to all other provisions of
the Contract:
» Single/double kidney, pancreas and kidney, heart single/double lung, liver, pancreas, heart and
single/double lung and bone marrow transplants.

3. Benefits may be available when a malignancy is present for high-dose chemotherapy followed by
hematopoietic stem support, either autologous (the patient is the donor) bone marrow transplant, peripheral
stem cell or allogeneic bone marrow transplant.

4. Benefits may be available for allogeneic bone marrow transplantation in the treatment of developmental and
nonmalignant diseases of bone marrow.

Benefits for allogeneic or syngeneic bone marrow transplants are described in items 3 and 4 are available only
if there are at least six of eight histocompatibility complex antigen matches between the patient and the donor
and the mixed lymphocyte culture is nonreactive.

5. The following services related to tissue transplants, except fetal tissue, are covered:
Blood transfusions, but not whole blood and blood plasma

Autologous parathyroid transplants

Corneal transplants

Bone and cartilage grafting

Skin grafting

P00 T

Urgent Care Services
Urgent Care services are Covered Services when provided at an Alternate Facility such as an Urgent Care center
or after-hours facility.

Varicose Vein

Benefits will be provided for the treatment of varicose veins when the services are received from In-Network
Providers. In-Network Providers must be centers or offices accredited by the Intersocietal Accreditation
Commission. Covered Services will be limited to $5,000 per Member per lifetime. Authorization is required. If
Authorization is not obtained, no benefits will be provided.
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Vision Care for Adults (ages 19 years and older)

Benefits are provided for exams and purchase of materials as noted on the Schedule of Benefits when services
are received from a EyeMed Provider.

Please consult your EyeMed Provider for information on discounts for which you may be eligible. Adult
routine vision care is provided under an agreement between EyeMed and BlueChoice. EyeMed is an independent
company that provides adult vision services on behalf of BlueChoice.

Any other vision or eye examination, other than a routine vision screening by Proactive MD is not covered unless
Medically Necessary. Benefits received for vision care services do not apply to your Deductible or Out-of-
Pocket Limit.

Vision Care for Children (Pediatric Vision Care)

Pediatric vision services are covered for children through age 18 years. Benefits are provided for exams and
purchase of materials as noted on the Schedule of Benefits when services are received from a EyeMed Provider.
Please consult your EyeMed Provider for information on discounts for which you may be eligible.

Pediatric vision care is provided under an agreement between EyeMed and BlueChoice.
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OUT-OF-AREA SERVICES
Overview

BlueChoice has a variety of relationships with other Blue Cross and/or Blue Shield Licensees referred to generally
as “Inter-Plan Programs.” These Inter-Plan Programs work based on rules and procedures issued by the Blue
Cross Blue Shield Association (“Association”). Whenever Members obtain healthcare services outside of our
service area, the claim for those services may be processed through one of these Inter-Plan Programs.

When you receive care outside of our service area, you will receive it from one of two kinds of Providers. Most
Providers (“Participating Providers”) contract with the local Blue Cross and/or Blue Shield Plan in that geographic
area (“Host Blue™). Some providers (“nonParticipating Providers”) don’t contract with the Host Blue. We explain
below how we pay both kinds of providers.

We cover only limited healthcare services received outside of our service area. As used in this section “Out-of-
Area Covered Healthcare Services” include Emergency care and Urgent Care obtained outside the geographic
area we serve. Any other services will not be covered when processed through any Inter-Plan Arrangements,
unless authorized by your Primary Care Physician (PCP)/Proactive MD.

Inter-Plan Programs Eligibility — Claim Types

All claim types are eligible to be processed through Inter-Plan Programs, as described above, except for all Dental
Care Benefits except when paid as medical benefits, and those Prescription Drug Benefits or Vision Care Benefits
that may be administered by a third party contracted by us to provide the specific service or services.

A. Inter-Plan Programs

Under the Inter-Plan Programs, when you receive Out-of-Area Covered Healthcare Services within the
geographic area served by a Host Blue, we will remain responsible for doing what we agreed to in the contract.
However, the Host Blue is responsible for contracting with and generally handling all interactions with its
participating providers.

The Inter-Plan Programs enables you to obtain Out-of-Area Covered Healthcare Services, as defined above, from
a healthcare Provider participating with a Host Blue, where available. The Participating Provider will
automatically file a claim for the Out-of-Area Covered Healthcare Services provided to you, so there are no claim
forms for you to fill out. You will be responsible for the Member copayment amount, as stated in your Plan
Summary. You will also be responsible for obtaining any require Authorizations for services received.

Emergency Care Services: If you experience a Medical Emergency while traveling outside the BlueChoice
service area, go to the nearest Emergency or Urgent Care facility.

When you receive Out-of-Area Covered Healthcare Services outside our service area and the claim is processed

through the BlueCard® Program, the amount you pay for the Out-of-Area Covered Healthcare Services, if not a
flat dollar copayment, is calculated based on the lower of:
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e The billed covered charges for your covered services; or
e The negotiated price that the Host Blue makes available to us.

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 considers 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 considering the same types of transactions as with an
estimated price.

Estimated pricing and average pricing also consider adjustments to correct for over- or underestimation of
modifications of past pricing of claims, as noted above. However, such adjustments will not affect the price we
have used for your claim because they will not be applied after a claim has already been paid.

Federal or state laws or regulations may require a surcharge, tax or other fee that applies to insured accounts. If
applicable, we will include any such surcharge, tax or other fee as part of the claim charge passed on to you.

B. Nonparticipating Providers Outside Our Service Area

When covered healthcare services are provided outside of our service area by non-participating healthcare
providers, information regarding the amount you pay for such services is contained in the Covered Services and
Special Out-of-Network Rules section of this Certificate.

C. Blue Cross Blue Shield Global® Core

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

If you need medical assistance services (including locating a doctor or hospital) outside the United States, the
Commonwealth of Puerto Rico and the U.S. Virgin Islands, you should call the service center at 1.800.810.BLUE
(2583) or call collect at 1.804.673.1177, 24 hours a day, seven days a week. An assistance coordinator, working
with a medical professional, will arrange a physician appointment or hospitalization, if necessary.

e Inpatient Services

In most cases, if you contact the service center for assistance, Hospitals outside the domestic service area, will
not require you to pay for covered inpatient services, except for your Deductibles, Coinsurance, etc. In such
cases, the Hospital will submit your claims to the service center to begin claims processing. However, if you
paid in full at the time of service, you must submit a claim to receive reimbursement for Covered Services.
You must contact us to obtain precertification for non-emergency inpatient services.
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e Outpatient Services

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

e Submitting a Blue Cross Blue Shield Global Core Claim

When you pay for Covered Services outside the domestic service area, you must submit a claim to obtain
reimbursement. For institutional and professional claims, you should complete a Blue Cross Blue Shield
Global Core claim form and send the claim form with the provider’s itemized bill(s) to the service center (the
address is on the form) to initiate claims processing. Following the instructions on the claim form will help
ensure timely processing of your claim. The claim form is available from us, the service center or online at
www.bcbsglobalcore.com. If you need assistance with your claim submission, you should call the service
center at 1.800.810.BLUE (2583) or call collect at 1.804.673.1177, 24 hours a day, seven days a week.

SECTION 2
PROCEDURES FOR OBTAINING BENEFITS

2.01 Proactive MD

1. The Member should receive all Covered Services (except for Emergency Services) from Proactive MD, or
another Provider Authorized by Proactive MD.

2. Preventive or routine services are covered under the Plan when provided or ordered by Proactive MD.

2.02  Verification of Participation Status

You are responsible for verifying the participation status of the Physician, Hospital, or other Provider prior to
receiving Covered Services. You may verify participation status by contacting Member Services through the
website at http://www.BlueChoiceSC.com/ChoiceSelectFindCare, or by calling 803-786-8476 in Columbia or
800-868-2528 when outside the Columbia area.

Enrolling for coverage under Choice Select does not guarantee the availability of a particular Participating
Provider on the list of Providers. This list of Participating Providers is subject to change.

Companion Benefit Alternatives Inc. (“CBA”) is a separate company that assists in management of Behavioral

Healthcare services and substance abuse benefits, including prior Authorization) and the Behavioral Health
Provider network on behalf of BlueChoice.

Choice Select Cert (Rev. 1/26) 23



2.03 Participating Providers

Participating Providers are Providers who signed an agreement to participate in the Choice Select HMO Network.

Providers in this Network have agreed with BlueChoice to do the following:

e File all claims for Covered Services directly to BlueChoice,

e Collect only the Copayment, Deductible and Coinsurance amounts, if any, for Covered Services. These
amounts, which are part of the charge for Covered Services that you pay, are shown in the Schedule of
Benefits,

e Accept the Fee Schedule (minus any applicable Coinsurance, Copayment or Deductible) as payment in full
for Covered Services, and

e Obtain the necessary Authorizations.

You should contact BlueChoice if you are billed by a Participating Provider for other than any applicable
Coinsurance, Copayment, Deductible or non-Covered Service.

2.04 Referral Health Services by Non-Participating Providers

If specific Covered Services cannot be provided by or through a Participating Provider, you may be eligible for
coverage at the In-Network benefit level for Covered Services obtained through non-Participating Providers.
These services must be Authorized in advance and provided at a Provider designated by BlueChoice. They are
subject to the provisions, limitations and exclusions of this Contract. It is your responsibility to get this required
Authorization before you get the services.

2.05 Continuation of Care

If benefits under this Certificate are no longer covered for a Provider due to a change in the Provider’s terms of
participation in the Network — such as the Network Provider’s contract with BlueChoice or CBA ends, is
modified, or is not renewed for any reason other than fraud or failure to meet specified quality standards, including
suspension or revocation of the Provider’s license, and you are a Continuing Care Patient of the Provider at the
time, you may be able to receive Network benefits for that Provider’s services for a limited time. We will attempt
to notify you and if and when these situations arise with your Providers and explain your right to elect continued
Network coverage, but such continued Network coverage is not automatic. Please contact us or have your Provider
contact us to get the continued Network coverage.

We recommend you use a form for this request. The form is on our website at www.BlueChoiceSC.com or you
can call the Member Services phone number on your BlueChoice ID card. Your treating Physician should include
a statement that confirms you have a Serious Medical Condition. Upon receipt of your request, we will confirm
the last date the Provider is part of our Network and a summary of requirements for continuation of care. If we
need more information, we may contact you or the Provider.

If you qualify for continued In-Network status, we will provide In-Network benefits for you, for those services
from that Provider for the course of treatment relating to your status as a Continuing Care Patient, for 90 days or
until you are no longer a Continuing Care Patient with respect to the Provider, whichever comes first. Such
continued Network status is subject to all other terms and conditions of the Contract, including regular benefit
limits.
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2.06 Prior Authorization

Except as otherwise expressly provided in this Certificate, all services and supplies must be provided by Proactive
MD or Authorized by Proactive MD.

2.07 Special Out-of-Network Rules

If you get treatment from an Out-of-network Provider as described, we may cover your treatment under the same
terms as if the treatment had been received from an In-Network Provider, and the Allowed Amount will be the
Recognized Amount. This exception applies only if one of the situations described applies. You will still be liable
for any In-Network Cost Share amounts under all other terms of this coverage. These are the only circumstances
in which BlueChoice will allow for Out-of-Network services without Authorization and approval:

o You are treated in the Emergency department of a Hospital or a free-standing Emergency department where
the facility or a treating Provider is not In-Network, including post-stabilization services provided as part of
Outpatient observation or an Inpatient or Outpatient stay relating to Emergency Services furnished at an
emergency department visit. In Emergency situations, no prior Authorization is required. For post-
Stabilization services, the Provider or facility may furnish you with a notice of treatment by a non-Network
Provider and an opportunity to consent to the treatment in advance, in which case this Section 3.02 will not
apply, and the post Stabilization services will not be covered by this Certificate, except for services furnished
due to unforeseen, urgent medical needs.

o You seek non-Emergency treatment at an In-Network Hospital, Hospital outpatient department, Critical
Access Hospital, or Ambulatory Surgical Center, but during your treatment, you receive services from a
non-Network Provider. An example of this would be if you have Surgery performed in a Network Hospital,
your surgeon is In-Network, but the anesthesiologist is Out-of-Network. Except for certain ancillary
services, when this occurs, the Provider may furnish you a notice of treatment by a non-Network Provider
and an opportunity to consent to the treatment in advance, in which case this Section 3.02 will not apply to
those services.

o It is Medically Necessary for you to be transported by an air ambulance company not in our Network.

If you need assistance because one of these things has occurred, please contact us using the information on the
back of your ID card or as shown in the section How to Contact Us.
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3.01

SECTION 3
EXCLUSIONS AND LIMITATIONS

Exclusions

No benefits are provided for the following unless otherwise specified in the Schedule of Benefits. Notwithstanding
any provision of the Contract to the contrary, if the Contract generally provides benefits for any type of injury,
then in no event shall an exclusion or limitation of benefits be applied to deny coverage for such injury if the
injury results from an act of domestic violence or a medical condition, including both physical and Behavioral
Health condition, even if the medical condition is not diagnosed before the injury.

Benefits are not provided for:

1.

10.

Services and supplies that aren’t Medically Necessary, not needed for the diagnosis or treatment of an illness
or injury, or not specifically listed in What Is Covered.

Any Covered Service provided more than an applicable limit described in this Certificate or the Schedule
of Benefits.

Services and supplies you received before you had coverage under this Group Contract or after you no
longer have this coverage except as described in the Extended Benefits for Total Disability section of this
Certificate.

Services, supplies or prescription drugs for which you’re entitled to benefits under Medicare or any other
governmental program, except for Medicaid; or for which you’re not legally responsible for paying.

Benefits for injuries or conditions paid by workers’ compensation or settlement of a workers’ compensation
claim.

Any charges by the Department of Veterans Affairs (VA) for a service-related disability or care in any state
or federal Hospital for which you aren’t legally responsible.

Admissions or portions thereof for Long-Term Care, including (1) rest care; (2) care to assist a Member in
the performance of activities of daily living, including but not limited to walking, movement, bathing,
dressing, feeding, toileting, continence, eating, food preparation and taking medication; (3) custodial or
Long-Term Care; or (4) therapeutic schools, wilderness/boot camps, therapeutic boarding homes, half-way
houses and therapeutic group homes. This exclusion does not apply to otherwise Covered Services furnished
in these settings.

All Admissions to Hospitals or free-standing rehabilitation Facilities for physical rehabilitation when the
services are not done at a designated Provider and/or you don’t get the required Authorization.

Treatment resulting from war or acts of war, whether declared or undeclared; while participating in ariot or
uprising; or while in the military service or its auxiliary units.

Any illness or injury received directly or indirectly, related to and/or contributed to, in whole or in part,
while committing or attempting to commit a felony or while engaging or attempting to engage in an illegal
act or occupation.
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11.

12.

13.

14.

15.

Any service (other than Substance Use Disorder Services), Medical Supplies, charges or losses directly or
indirectly resulting, from, related to and/or contributed to, in whole or in part, a Member being Legally
Intoxicated or under the influence of alcohol, chemicals, narcotics, drugs and/or other substances or taking
some action the purpose, of which is to create a euphoric state or alter consciousness. The Member, or
Member’s representative, must provide any available test results showing blood alcohol, chemical, narcotic,
drug and/or substance levels upon request by us. If a Member refuses to provide these test results, no benefits
will be provided.

Services and supplies a Member receives from any intentionally self-inflicted injury (or injury resulting
from attempted suicide) unless it results from a medical (physical or Behavioral Health) condition, even if
the condition is not diagnosed prior to the injury.

Investigational or Experimental services, as determined by us, including but not limited to the following:

Relating to transplants:

- Uses of allogeneic bone marrow transplantation (between two related or unrelated people) or
syngeneic bone marrow transplantation (from one identical twin to the other) along with other forms
of stem cell transplant (with or without high doses of chemotherapy or radiation) in cases in which
less than four of the six complex antigens match; cases in which mixed leukocyte culture is reactive
and AIDS and HIV infection

- Adrenal tissue to brain transplants

- Procedures that involve the transplantation of fetal tissues into a living recipient

Relating to other conditions or services:
- Dorsal rhizotomy (cutting spinal nerve roots) in the treatment of spasticity (increased tone or tension
in a muscle such as a leg)

The following transplants are not Covered Services:

a. Uses of allogeneic bone marrow transplantation (between two related or unrelated people) or
syngeneic bone marrow transplantation (from one identical twin to the other) along with other forms
of stem cell transplant (with or without high doses of chemotherapy or radiation) in cases in which
less than four of the six complex antigens match, cases in which mixed leukocyte culture is reactive,
and AIDS and HIV infection

b.  Adrenal tissue to brain transplants

c.  Procedures that involve the transplantation of fetal tissues into a living recipient

d.  Mechanical or animal organ transplants

Services and supplies related to transplants involving mechanical or animal organs, human organ and/or
tissue transplant procedures when you do not get the required Authorization or where the services are not
performed at Blue Distinction Centers for Transplants, or unless specifically listed in this Certificate, the
Schedule of Benefits, or applicable law.
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16.

17.

18.

19.

20.

21.

22,

23.

24,

25.

Services and supplies related to cosmetic Surgery, as determined by us, unless otherwise required to be

covered by the Certificate, the Schedule of Benefits or applicable law. This means any plastic or

reconstructive Surgery done mainly to improve the appearance of any body part and from which no

improvement in physiologic function is reasonably expected, unless performed either to correct functional

disorder or because of an injury. Excluded cosmetic Surgery includes but isn’t limited to:

- Surgery for sagging or extra skin

- Any augmentation, reduction, reshaping or injection procedures

Rhinoplasty, abdominoplasty, liposuction and other associated Surgery

- Any procedures using an implant that doesn’t alter physiologic function or isn’t incidental to a surgical
procedure.

Any services a Member receives due to complications of cosmetic Surgery are not covered.

Reduction mammoplasty for macromastia unless the Member’s Body Mass Index (BMI) is less than or
equal to 30 and meets Medical Necessity in accordance with BlueChoice’s medical guidelines.

Any treatment or Surgery for obesity (even if morbid obesity is present), weight reduction or weight control
such as, but not limited to: gastric bypass, insertion of stomach (gastric) banding, intestinal bypass, wiring
mouth shut, liposuction or complications from it, unless and to the extent such services may be covered
under, and you receive such services while participating in, an approved program listed under the Covered
Services section of this Certificate. This includes any reversal or reconstructive procedures from such
treatments.

Except to the extent covered as vison care for children (Pediatric Vision Care) as stated in this Certificate,
the Schedule of Benefits, or as required by law, eyeglasses, contact lenses (except after cataract Surgery and
as shown in the children’s Vision Coverage sections), hearing aids and exams for the prescription or fitting
of them. Any Hospital or Physician charges related to refractive care such as radial keratotomy (Surgery to
correct nearsightedness), keratomileusis (laser eye Surgery or Lasik), lamellar keratoplasty (corneal
grafting) or any such procedures that are designed to alter the refractive properties of the cornea.

Home health care and hospice services, except to the extent provided in the What Is Covered section.

Any medical social services, visual therapy or private-duty nursing services, except when part of an
Authorized home health care plan or hospice services program.

Diagnostic testing to determine job or occupational placement, to determine school placement or for other
educational purposes, or to determine if a learning disability exists.

Biofeedback, unless Authorized.

Services or supplies related to an abortion, except:

- For an abortion performed when the life of the mother is endangered by a physical disorder, physical
illness or physical injury, including a life-endangering physical condition caused or arising from the
pregnancy

- When the pregnancy is the result of rape or incest

Any services, supplies or drugs for the diagnosis or treatment of infertility. This includes but isn’t limited
to fertility drugs, lab and X-ray tests; reversals of tubal ligations or vasectomies; surrogate parenting;
artificial insemination; and in vitro fertilization.
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26.

217.

28.

29.

30.

31.

32.

33.

34.

Services and supplies for the diagnosis or treatment of sexual dysfunction due to any medical condition or
organic disease. This includes but is not limited to drugs, lab and X-rays, tests, counseling, procedures to correct
sexual dysfunction, or penile prosthesis, except after Medically Necessary prostate surgery.

Medical supplies, services or charges for the diagnosis or treatment of learning disorders, communication
disorders, motor skills disorders, relational problems, and intellectual disabilities and for vocational
rehabilitation, except as specified on the Schedule of Benefits.

Any behavioral, educational, or alternative therapy techniques to target cognition, behavior, language and
social skills modification, including:

a.  Applied behavioral analysis therapy

b.  Teaching, expanding, appreciating, collaborating and holistic (TEACCH) programs
c.  Higashi schools/daily life

d.  Facilitated communication

e.  Floor time

f.  Developmental Individual-Difference Relationship-Based Model (DIR)
g. Relationship development Intervention (RDI)

h.  Holding therapy

i.  Movement therapies

J. Primal therapy

k.  Group socialization

I.  Arttherapy

m.  Music therapy

n.

Animal-Assisted therapy

Services, supplies, or charges for wellness or alternative treatment programs, acupuncture, massage therapy,
hypnotism, and transcutaneous electrical nerve stimulation (TENS) unit therapy or any kind of pain
management, unless and to the extent such services may be covered under, and you receive these services
while participating in, an approved Pain Management Program described in under the Covered Services
section of this Certificate.

Any services, supplies or treatment for excessive sweating.

Services and supplies related to non-surgical treatment of the feet, except non-FDA-approved technologies
for non-surgical foot treatment related to diabetes.

Orthomolecular therapy including infant formula, nutrients, vitamins and food supplements, even if the
Physician orders or prescribes them. Enteral feedings when not a sole source of nutrition.

Adjustable cranial orthosis (band or helmet) for positional plagiocephaly or craniosynostoses in the absence
of cranial vault remodeling Surgery.

Services, supplies or treatment for venous incompetence and/or varicose veins, including but not limited to
endovenous ablation, vein stripping or sclerosing solutions injection, unless otherwise provided in this
Certificate or the Schedule of Benefits.
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35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

Bionic/bioelectric, microprocessor or computer-programmed prosthetic components.
Pre-conception testing or pre-conception genetic testing.
Physician charges for drugs, appliances, supplies, blood, and blood products.

An assistant at Surgery when not Medically Necessary or when the assistant at Surgery does not have surgical
privileges at the facility or Hospital.

Physician charges for virtual office visits including but not limited to telephonic, internet, electronic mail or
video chat consultations except to the extent otherwise provided in this Certificate or, the Schedule of
Benefits.

Telemonitoring, telehealth and telemedicine services except as provided herein or as shown in the Schedule
of Benefits or Covered Services.

Services or supplies related to dysfunctional conditions of the chewing muscles, wrong position or
deformities of the jawbone(s), orthognathic deformities, or temporomandibular joint syndrome (headache,
facial pain and jaw tenderness caused by jaw problems and usually known as TMJ).

Physician services directly related to the care, filling, removal or replacement of teeth; the removal of
impacted teeth; and the treatment of injuries to or disease of the teeth, gums or structures directly supporting
or attached to the teeth. This includes but isn’t limited to apicoectomy (dental root resection), root canal
treatment, alveolectomy (Surgery for fitting dentures) and treatment of gum disease. Exception is made, for
dental care to Sound Natural Teeth for up to six months after an accident and for cleft lip and palate services,
except to the extent provided in this Certificate and the Schedule of Benefits.

Luxury or convenience items whether a Physician recommends or prescribes them.

All travel expenses, including those related to a transplant such as, but not limited to immunizations required
prior to travel, transportation, lodging and repatriation unless specifically included in the Covered Services
section.

Routine, non-Emergency ambulance transportation, including but not limited to travel to a facility for
scheduled medical or surgical treatments, such as dialysis or cancer treatment or transfer to a sub-acute place
of care such as a Skilled Nursing Facility.

Items purchased that exceed the minimum specifications for the Member’s needs. We will pay only the
amount that we would have paid for the items that meets the Member’s minimum specifications. The
Member will be responsible for any difference in the cost.

Services, supplies and equipment that have non-therapeutic uses or that are available over the counter, such
as but not limited to air conditioners, whirlpool baths, spas, humidifiers or dehumidifiers, wigs, fitness
supplies, vacuum cleaners or air filters and common first aid supplies, even with a prescription.

Services, procedures, charges, supplies, equipment, or pharmaceuticals for which Authorization is required
and not obtained.
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49. The following Prescription Medications and/or specialty drugs:

a.

® 0T

=—h

That are used for or related to non-Covered Services or conditions, such as but not limited to weight
control, obesity, erectile dysfunction, cosmetic purposes (such as Tretinoin or Retin-A, Kybella for
chin fat), hair growth and hair removal. We also exclude all vitamins, except for prenatal vitamins due
to pregnancy or otherwise covered as preventive care and purchased at a Participating pharmacy.
That are used for infertility.

That are more than the number of days supply allowed as shown in the Covered Services section.
That are for refills in excess of the number specified on your Physician’s prescription order.

That are for more than the recommended daily dosage defined by BlueChoice unless Authorization
is sought and received.

When administered or dispensed in a Physician’s office, Skilled Nursing Facility, Residential
Treatment Facility, Hospital or any other place that is not licensed to dispense Prescription
Medications.

That are available over the counter or when there’s an over-the-counter drug equivalent that contain
the same active ingredients as the prescription version including any over-the-counter supplies, devices
or supplements.

When not consistent with the diagnosis and treatment of an illness, injury or condition or when
excessive in terms of the scope, duration or intensity of drug therapy that’s needed to provide safe,
adequate, and appropriate care.

That are medications classified as self-administered drugs when obtained, purchased and/or administered
at a doctor’s office or in an Outpatient setting.

That require Authorization and the Authorization is not received.

That requires step therapy when a step therapy program is not followed.

That are received Out-of-Network, unless due to an Emergency Medical Condition that is treated at an
Urgent Care Center or Hospital Emergency Room or free-standing Emergency Room.

That are not on the Prescription Drug List.

That are medications or drugs for which some or all of the Cost Sharing is paid by a drug manufacturer
in any form of direct support (cash, reimbursement, coupon, voucher, debit card, etc.) that reduces or
eliminates immediate out-of-pocket costs for a specific prescription brand drug. Although the drug
remains a covered prescription drug, Cost Sharing amounts provided by the drug manufacturer will not
be counted toward the Member’s annual limitation on Cost Sharing.

That are new to the market and under clinical review by BlueChoice, and which are therefore listed
on the Prescription Drug List as excluded until the clinical review has been completed and a final
determination has been made as to whether the drug should be covered.

That are prescription drugs and pharmaceuticals that could be covered under both the medical and prescription
drug portion of this coverage. In that case, coverage is provided under the prescription drug benefit only.

50. Separate charges for services or supplies from an employee of a Hospital, laboratory or other institution, or
an independent health care professional whose services are normally included in facility charges.

51. Any type of fee or charge for handling medical records, filing a claim or missing a scheduled appointment.

52.  Any services or supplies a member of your family provides, including the dispensing of drugs. A member
of your family means spouse, parents, grandparents, brothers, sisters, aunts, uncles, child or in-laws.
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53.

54,

55.

3.02

Any service, supply or treatment for complications resulting from any non-covered procedure, condition or
drug.

Diabetes education and preventive care received from an Out-of-Network Provider.

Any of the following services associated with a clinical trial:
+  Services that are not considered routine patient care costs and services, including the following:
o The Investigational drug, service, item, or service that is provided solely to satisfy data collection
and analysis needs.
o Anitem or service that is not used in the direct clinical management of the individual.
0 A service that is clearly inconsistent with widely accepted and established standards of care for a
particular diagnosis.
An item or service provided by the research sponsors free of charge for any person enrolled in the trial.
Travel and transportation expenses, unless and otherwise covered this Certificate, including but not
limited to the following:
o Fees for personal vehicle, rental car, taxi, medical van, ambulance and commercial airline, train
o0 Mileage reimbursement for driving a personal vehicle
o Lodging
0 Meals

Limitation

Benefits will be limited to the extent a Member proves entitlement to any benefits under this Contract by filing
or causing to be filed a claim and documentation in support of the claim.

4.01

SECTION 4
WHEN COVERAGE BEGINS

Eligibility

Every Employee within the class(es) set forth by the Employer who is Actively-at-Work and his or her
Dependents are eligible for coverage on or after the Contract Effective Date provided the Employee has
completed the Waiting Period, if applicable. The Waiting Period will never exceed 90 days. The Employee
must be determined by the Employer and communicated to BlueChoice to be permanently working an
average of 30 hours per week, including paid leave, unless (1) the Employee is on an Employer-approved
leave of absence equal to or less than 90 days or (2) the Employee’s absence is otherwise protected by
applicable law beyond the 90 days noted in subsection 1 above. Neither an Employee nor the Employee’s
Dependents shall be covered until the Employee is Actively-at-Work. An Employee or Dependent cannot
be denied coverage simply because of a Health Status Related Factor.

Your receipt of a federal premium subsidy, taking any action to enforce your rights under applicable law,
Health Status Related Factors, race, color, national origin, disability, sex, gender identity or sexual
orientation will not affect your eligibility or premiums for this coverage.
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2. To be eligible for membership as a family Dependent, the Dependent must meet the Employer's eligibility
requirements for Dependent coverage and either:
a.  Be the Subscriber's legal spouse or
b. Be the Subscriber's natural child, adopted child, foster child, stepchild, or child for whom the
Subscriber has legal custody or legal guardianship and is less than 26 years of age (unless otherwise
specified on the Master Group Application), unless the child of the Subscriber is an Incapacitated
Dependent.

3. A Dependent child placed for adoption with a Subscriber is subject to the same terms and conditions as apply
to a natural child, irrespective of whether the adoption has become final.

4. A Dependent child who otherwise is eligible for coverage shall not be denied enrollment for any of the
following reasons: the child was born out of wedlock, the child is not claimed as a dependent on the
Subscriber's federal tax return, the child does not reside with the Subscriber, or the child does not reside in
the Local Service Area.

5. A person's eligibility for or receipt of Medicaid assistance shall not be considered in enrolling that person for
coverage or in making benefit payments.

4.02 Election of Coverage

Any Employee eligible for coverage on the Contract Effective Date may elect coverage for himself or herself and
any eligible Dependents by completing and filing with the Employer a Membership Application during the initial
enrollment period specified in the Master Group Contract. In addition, new Employees may enroll within 31 days
of the date they first become eligible for coverage. Dependents may be enrolled within 31 days of the date on
which they first become Dependents. Persons also may enroll if eligible under terms of a Special Enrollment
Period.

4.03 Effective Date of Coverage

Unless otherwise provided in this Certificate, the Master Group Contract or the Master Group Application
coverage shall commence as stated in this section. In all cases, the required premium must be paid before coverage
begins.

1. For an Employee not Actively-at-Work at the time this coverage would otherwise commence, coverage for
the Employee and eligible Dependents will commence on the date corresponding to the Contract Effective
Date in the first month following the date the Employee becomes Actively-at-Work. A Health Status Related
Factor may not be used to determine Actively-at-work.

2. For an Employee eligible prior to and on the Contract Effective Date who elects coverage, coverage begins
on the Contract Effective Date if a Membership Application is submitted prior to the Contract Effective Date
and the Employee is Actively-at-Work.

3. For an Employee who becomes eligible after the Contract Effective Date and who elects coverage, coverage
begins on the first day of the next month following the Waiting Period, if any, unless the Waiting Period is
90 days or more. In no event will coverage begin later than 90 days after first becoming eligible. This date
will be the Member’s Effective Date, provided the Membership Application is received by BlueChoice prior
to the Member’s Effective Date and the Employee is Actively-at-Work.
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4. For a newborn child of the Employee, coverage is effective at birth provided the newborn is enrolled by the
Employee within 31 days of the newborn's birth and any required premium is paid during such 31-day period.

5. For an adopted child of the Employee:

a. Coverage shall be retroactive from the moment of birth for a child with respect to whom a decree of
adoption by the Employee has been entered within 31 days after the date of the child’s birth; if adoption
proceedings have been instituted by the Employee within 31 days after the date of the child’s birth and
the Employee has temporary custody, coverage shall be provided from the moment of birth

b. For adopted children other than a newborn, coverage will begin upon temporary custody and will continue
if the Employee has custody.

4.04  Special Enrollment Periods

An Employee who is eligible but not enrolled for coverage under the terms of the Contract, or a Dependent(s)
eligible for coverage but not yet enrolled may enroll or change from one Health Plan to another if each person
seeking enrollment meets one of the requirements listed below:

1. The person had coverage under a Group Health Plan or Health Insurance Coverage at the time enrollment was
previously offered and each of the following applies:

a. The Employee stated in writing at the time that coverage under a Group Health Plan or Health Insurance
Coverage was the reason for declining enroliment, but only if BlueChoice required such a statement at
the time and provided the Employee with notice of the requirement and the consequences of the
requirement at the time.

b. The Employee’s or Dependent’s coverage:

1.  Was under a COBRA continuation coverage provision and the coverage has exhausted; or

2. Was not under such a provision and either the coverage was terminated as a result of loss of
eligibility for the coverage, including because of legal separation, divorce, death, termination of
employment, or reduction in the number of hours of employment, or employer contributions toward
the coverage were terminated.

2. In connection with a Dependent, a court has ordered that coverage be provided for the Dependent and a
request for enroliment is made within 30 days after the issuance of the court order.

3. You or a Dependent loses Minimum Essential Coverage. This doesn’t include loss due to failure to pay
premiums on a timely basis (including COBRA premiums) or rescission of coverage.

4. You gain a Dependent or become a Dependent through marriage, birth, adoption or placement for adoption.

Marriage
If you marry, the Effective Date of coverage pursuant to the Special Enrollment Period is the first day of the next
month after we receive notice of the special enrollment. If you’re eligible under this plan, but aren’t enrolled and
you marry, then you’re also eligible to enroll in the plan. You must request coverage within 31 days of the
marriage.

Loss of Minimum Essential Coverage

If you or a Dependent loses Minimum Essential Coverage, the Effective Date of coverage pursuant to the Special
Enrollment Period is the first day of the next month after we receive notice of the special enrollment. If you’re
eligible under this plan but aren’t enrolled, you’re also eligible for this special enrollment. In this situation, you
must request coverage within 31 days of the qualifying event.
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Birth, Adoption or Placement for Adoption

If you or your spouse gives birth, adopts a child or a child is placed with you or your spouse for the purpose of
adoption while this policy is in force, then the child may be enrolled. If you’re eligible under this plan but aren’t
enrolled and you or your spouse has a child, adopts a child or is in the process of adopting a child, you and your
spouse can enroll in this plan, as long as you meet the applicable eligibility requirements of for coverage. In both
of these situations, you must request coverage within 31 days of the child’s birth, adoption or placement for
adoption and pay any premium that may be due.

For an adopted child, coverage will start when you pay the appropriate premium, if any, as follows:

1. From the moment of birth for a child you or your spouse legally adopts within 31 days of the child’s birth

2. From the moment of birth for a child for whom you or your spouse has temporary custody and have begun
adoption proceedings within 31 days of the child’s birth

3. When the adopted child isn’t a newborn, upon the date of adoption or placement for adoption with you or
your spouse. Coverage will continue as long as you or your spouse has custody of the child.

Your Effective Date for Special Enrollment for triggering events, except birth, adoption, placement for adoption
or marriage is the first day of the next month after we receive notice of the special enrollment.

4.05 Special enrollment period in case of termination of Medicaid or Children’s Health Insurance
Program (CHIP) coverage or eligibility for assistance in purchase of employment-based
coverage.

An Employee who is eligible but not enrolled for coverage under the terms of the Contract, or a Dependent of the
Employee if the Dependent is eligible but not enrolled for coverage under such terms, may enroll for coverage
during a Special Enrollment Period. To be eligible to participate in the Special Enrollment Period, either of the
following conditions must be met:

1. Termination of Medicaid or CHIP Coverage: The Employee or Dependent is covered under a Medicaid plan
under title X1X of the Social Security Act or under a state child health plan under title XXI of such act and
coverage of the Employee or Dependent under such plan is terminated due to loss of eligibility for such
coverage and the Employee requests enrollment under this group health Contract not later than 60 days after
the termination date of such coverage

2. Eligibility for Premium Assistance under Medicaid or CHIP: The Employee or Dependent becomes eligible
for premium assistance, with respect to coverage under this group health Contract, under such Medicaid plan
or state child health plan (including under any waiver or demonstration project conducted under or in relation
to such a plan), and the Employee requests enroliment under this group health Contract not later than 60 days
after the date the Employee or Dependent is determined to be eligible for such assistance.
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SECTION 5
WHEN COVERAGE ENDS

5.01 Conditions for Termination of a Member’s Coverage Under the Contract

Subject to continuation and conversion privileges stated in this section, coverage of the Member, including coverage
for health services provided after the date of termination for medical conditions arising prior to the date of termination,
shall automatically terminate on the earliest of the dates specified below.

1. The date the entire Contract is terminated, as specified in the group Contract. The Employer is responsible for
notifying Subscribers of the termination of the Contract.

2. The date BlueChoice receives written notice from the Subscriber or the Employer instructing BlueChoice to
terminate coverage of the Subscriber or any Member or the date requested in such notice, if later.

3. Unless a later date is specified in the Contract, the date on which the Member ceases to be eligible as a
Subscriber or enrolled Dependent.

In no event will a Member's coverage be terminated because of his or her health status or requirements for health
services. However, the Employee must be permanently working an average of 30 hours per week, including paid
leave, unless (1) the Employee is on an Employer-approved leave of absence equal to or less than 90 days or (2)
the Employee’s absence is otherwise protected by applicable law beyond the 90 days noted in subsection 1 above.
If the Employee is no longer working an average of 30 hours per week, including paid, or on approved leave of
absence equal to or less than 90 days. or beyond 90 days if protected by applicable law, coverage will end.
Coverage will also end at the end of the approved leave of absence if the Employee does not return to work.

Under certain circumstances, Members who cease to be eligible for coverage under the Contract may be eligible
to continue coverage under the Contract or to convert to another policy. Members should refer to the following
paragraphs in this section for additional details.

5.02 Payment and Reimbursement Upon Termination

Termination of the Contract shall not affect any request for reimbursement of eligible expenses for Covered Services
received prior to the effective date of termination, when such request is furnished as required in Section 2 of this
Certificate.

5.03 Extended Coverage for Incapacitated Dependent

The coverage of an Incapacitated Dependent under this Contract will not be terminated simply because the
Dependent reaches age 26. Coverage may be continued provided proof of such incapacity is furnished to
BlueChoice by the Employee within 31 days of the Dependent reaching age 26, or within 31 days of the Employee
first enrolling in coverage for a Dependent who is older than age 26 but the incapacitation began before age 26,
if coverage remains in force for the Employee. For the Incapacitated Dependent to remain covered, we must
receive a Physician’s written report at least every two years.
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5.04 Extended Coverage for Total Disability

1.

If coverage under this Contract is terminated under this section, all rights to receive benefits provided in this
Contract on the date of such termination shall automatically cease, except as otherwise provided in this
Certificate or elsewhere in the Contract, and except that an Employee or Dependent confined to a Hospital,
Long-Term Acute Care Facility, Rehabilitation Hospital, Skilled Nursing Facility or Residential Treatment
Facility or totally disabled on the date of such termination is entitled to receive benefits specified in sections
1 and 2, for each day of that Admission or total disability. Benefits are subject to all exclusions, limitations,
Coinsurance, Copayments and Deductibles stated in this Certificate including the Schedule of Benefits.
Benefits provided are limited to services directly related to the illness or injury causing the confinement or
the total disability. In all situations except BlueChoice’s withdrawal from the small group market, the
extension of benefits liability of BlueChoice under this section ends at the earliest of:

A. The date the individual has full coverage for the disabling condition under a group health plan with
similar benefits and that plan makes reasonable provisions for continuity of care for the disabling
condition

The date of recovery of the individual from the total disability

A period of 365 days from the date of termination of coverage under this section

The date benefits to which the individual is entitled are exhausted

O Ow

As used in this paragraph with respect to an Employee, the terms "totally disabled” and "total disability"
mean disability to the extent that the Employee is receiving ongoing medical care by a Physician and is
unable to perform any of the usual and customary duties of his or her own employment or occupation
during the first year of disability or for the length of the benefit period if less than one year. After the first
year of disability, total disability is defined as the complete inability of the Employee to engage in any
employment or occupation, for wage or profit, for which the Employee is qualified by reason of education,
training, or experience. With respect to a Dependent, the terms mean disability to the extent that the
Dependent is receiving ongoing medical care by a Physician and can perform none of the usual and
customary duties or activities of a person in good health of the same age and sex.

Important note: The Member must notify BlueChoice HealthPlan within 12 months if they wish to exercise the
Extended Benefits for Total Disability rights. BlueChoice HealthPlan will then determine if the Member is eligible
for the benefits. Premium payments are waived for Members receiving Extended Benefits for Total Disability. There
are no continuation rights or any conversion rights available to any Member at the end of the Extended Benefits

period.

Claims filed under this section must be accompanied by a Physician's statement of disability. The medical director of
BlueChoice HealthPlan will have sole authority for determining if the requirements of total disability have been met.

5.05 Continuation Coverage Under Federal Law (COBRA)

A Member whose coverage would otherwise end under the Contract may be eligible to elect continuation coverage
in accordance with federal law under COBRA (Consolidated Omnibus Budget Reconciliation Act) or
continuation coverage in accordance with state law. Continuation coverage under COBRA applies only to
Employers that are subject to the provisions of COBRA. Members should contact the Employer’'s human resources
department to determine if he or she is eligible to continue coverage under COBRA.
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5.06 Continuation Coverage Under State Law

An Employee who leaves the employ of the Employer while the Contract is in force has the right to continue
coverage under the group Contract for the fractional Contract Month remaining at termination plus six additional
Contract Months. The Employee must pay to the Employer before each Contract Month, the full group premium
for this continuation of coverage including any portion usually paid by the former Employer. This continuation
is available only if the Member has been continuously covered under the Employer's group coverage for at least
six months and has been terminated for any reason other than non-payment of premium. The Member is not
entitled to have coverage continued under this section if the Member is entitled under federal law (COBRA) to
continuation of Coverage for a period of greater than six months. Continuation of Coverage is subject to this
Contract, or a successor contract, remaining in force and the Member paying the entire premium, including any
portion usually paid by the former Employer, before the date each month that the group Contract Month begins.
Continuation is not available if and when the Member becomes eligible for other group health coverage or
Medicare benefits.

5.07 Conversion Privilege for a Former Spouse

In addition to COBRA continuation coverage rights, an enrolled Dependent who ceases to be eligible due to
divorce from the Subscriber will be able to purchase another policy from BlueChoice without written proof of
insurability. The spouse must apply for the policy and send us the required premium within 60 days following the
decree of divorce. The new policy will be a policy that complies with the Affordable Care Act provisions. Any
probationary or Waiting Periods set forth in the Certificate, Master Group Application, or Schedule of Benefits
shall be considered as being met to the extent coverage was in force under the prior policy.

SECTION 6
COORDINATION OF BENEFITS AND SUBROGATION

6.01 Purpose of Coordination of Benefits (COB)

A person may be covered for benefits under more than one health plan. In this case, BlueChoice will coordinate
benefits with the other plans to prevent duplicate payments and overpayments. This ensures that the benefits under
this Contract plus any benefits due from other group coverage, will not exceed the amount of actual expenses
charged for services. If a person’s other group coverage is responsible for making payments first, BlueChoice
cannot pay until information is provided concerning how much the other coverage paid. This includes medical,
dental and Prescription Medications. The person must report to BlueChoice any other group benefit plan for which
the person is eligible.

The rules determining which group coverage should pay primary (first) are as follows using the first of the
following rules that applies:

1. Non-Dependent/Dependent. The Group Health Plan provided where a person works is primary for that
person. If the same person is covered as a Dependent under a spouse's group plan, the spouse's plan is
secondary.

2. Dependent Child and Parents Not Separated or Divorced. When a husband and wife work at different

places, both of which have group health coverage, the plan of the parent whose birthday falls earlier in the
year is primary for their children.
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Dependent Child and Parents Separated or Divorced. In the case of divorce or legal separation, the plan
that should pay primary for the child is determined in the following order:

a. The plan of the parent with custody of the child.

b. The plan of the spouse of the parent with the custody of the child.

c. The plan of the parent not having custody of the child.

d. Ifthe specific terms of a court decree state that one of the parents is responsible for the healthcare expenses
of the child, and the entity obligated to pay or provide the benefits of the plan of that parent has actual
knowledge of those terms, the benefits of that plan are determined first.

e. If the specific terms of a court decree state that the parents shall share joint custody without specifying
that one of the parents is responsible for the healthcare expenses of the child, the plans covering the child
shall follow the rules in paragraph 2 of this section.

Active or Inactive Employee. The benefits of a plan that covers a person as an Employee who is neither laid
off nor retired (or as that Employee’'s Dependent) are determined before those of a plan that covers that person
as a laid-off or retired Employee (or as that Employee's Dependent).

Longer or Shorter Length of Coverage. If a person works at several places and each place has a Group
Health Plan, the plan he or she has been covered under the longest is primary.

Continuation Coverage. If a person whose coverage is provided under a right of continuation pursuant to
federal or state law also is covered under another plan, the following shall be the order of benefit
determination:

a. First, extended benefits payable under the continuation coverage
b. Second, the benefits of a Plan covering the person as an Employee, Member, or subscriber (or as that
person's Dependent)

Medicare. This Plan is secondary to Medicare except where federal law mandates this plan to be the primary
plan.

When a Group Health Plan does not have a coordination of benefits provision, that plan is primary.

6.02 Effect on the Benefits of this Plan

1.

When This Section Applies. This Section 6.02 applies when, in accordance with Section 6.01, this plan is a
secondary plan to one or more other plans. In that event the benefits of this plan may be reduced under this
section. Such other plan or plans are referred to as "the other plans™ in paragraph 2.B. immediately below.

Reduction in this Plan’s Benefits. The benefits of this plan will be reduced when the sum of A and B below
exceeds those allowable expenses in a claim determination period:

a. Benefits payable for the allowable expense under this plan in the absence of this COB provision; and
b. Benefits payable for the allowable expenses under the other plans in the absence of provisions with a
purpose like that of this COB provision, whether a claim is made.

In such case, the benefits of this plan are reduced so that they and the benefits payable under the other
Plans do not total more than those allowable expenses.

When the benefits of this plan are reduced, each benefit is reduced in proportion. It is then charged against
any applicable benefit limit of this plan.
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3. If this Contract is secondary to Medicare as mandated by federal law and if the person did not elect to enroll
in Medicare, benefits under this Contract may be reduced by the amount that would have been paid by
Medicare had the person elected such coverage.

6.03 Right to Receive and Release Needed Information

Certain facts are needed to apply these COB rules. BlueChoice has the right to decide what information is needed
to apply these COB rules. Such information may be obtained from or given to any other entity or person without
the consent of any person. Each person claiming benefits under this plan must give BlueChoice any facts
necessary to administer the benefits of this plan.

6.04 Facility of Payment

A payment made under another plan may include an amount that should have been paid under this plan. In such
event, BlueChoice may pay that amount to the entity that made such payment. That amount will then be treated
as though it were a benefit paid under this plan. BlueChoice will not pay that amount again. Payment made
includes the reasonable cash value of any benefit provided in the form of services.

6.05 Right of Recovery

If the amount of the payment made under this plan is more than permitted under this COB provision, BlueChoice
may recover the excess from one or more of:

1. The person(s) paid or person(s) for whom payment was made
2. Insurance companies
3. Other entities

The amount of the payments made includes the reasonable cash value of any benefits provided in the form of
services.

6.06 Subrogation

If you receive medical benefits under this coverage for an injury caused by the act or omissions of a liable third
party and receive a settlement, judgment, or other payment relating to the injury from a liable third party, any
other person, firm, corporation, organization or business entity, you agree to notify BlueChoice as soon as
possible, and reimburse us for benefits that we’ve paid relating to the injury. BlueChoice has an equitable lien in
connection with such benefits, and you or your legal representative must hold any recovered funds in trust or in
a segregated account for our benefit until our subrogation and reimbursement rights are fully determined and
satisfied. This agreement is a condition to receiving benefits under this coverage. Our right to subrogation or
reimbursement applies to any judgment and/or settlement proceeds, whether liability is admitted.

Our interest in subrogation or reimbursement extends to all benefits relating to your injury, even if claims for
those benefits haven’t been submitted to us for payment at the time you receive the settlement, judgment or
payment.

You have the right to petition the Director of Insurance, or his designee to determine if our subrogation action is
inequitable or unjust. If the Director makes the determination that allowing subrogation is inequitable or unjust,
then it isn’t allowed. This determination by the Director may be appealed to the Administrative Law Judge
Division as provided by law.
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We’ll pay attorney fees and costs from the amount recovered.

If you choose not to pursue an action to recover damages, you agree to transfer all rights to recover damages in
full for such benefits to us. At our expense, we lawfully stand in your place to recover the amount of money we’ve
paid for your medical benefits from any third party who’s liable, responsible, or otherwise makes a payment for
your injury. We may seek recovery for our payment of claims from the liable third party, any liability or other
insurance covering the liable third party, or from your own uninsured motorist insurance and/or underinsured
motorist insurance.

In all situations involving subrogation, you shall not do anything to hinder or slow our right to seek
reimbursement. You shall cooperate with us, sign any documents, and do all things necessary to protect and secure
our subrogation right.

Each time a claim is filed with a diagnosis that could be related to an accident or injury, you may receive a notice
stating that we need information to complete processing the claim along with a questionnaire regarding the claim.
For your files to be updated, you must return the questionnaire with the requested information.

If you receive a recovery but do not promptly segregate the funds and reimburse us in full from the funds, we will
be entitled to take action to recover the reimbursement amount. This may include but not be limited to 1) initiating
an action against the Member and/or the Member’s attorney to compel compliance with this Section, 2)
withholding or suspending benefits payable to or on behalf of the Member and the Member’s Dependents until
the Member complies or until the reimbursement amount has been fully paid to us, or 3) initiating other
appropriate actions. If you do not reimburse us after receiving the recover, you will be responsible for paying us
a reasonable interest rate on the reimbursement amount until we receive such reimbursement in full.

SECTION 7
REVIEWS AND APPEALS

7.01 Information and Records

BlueChoice is entitled to obtain such authorization from the Member for medical and Hospital records from any
Provider of services as is reasonably required in the administration of benefits hereunder. The Member agrees that
benefits for any professional or facility Covered Services are contingent upon receipt of such information or records.
BlueChoice shall in every case hold such records as confidential except as authorized by a Member or as required by
law. BlueChoice shall not release confidential medical records to the Employer except as authorized by a Member or
as required by law.

The submission of a claim shall be deemed written proof of loss and written authorization from the Member to
BlueChoice to obtain any medical or financial records and documents useful to BlueChoice. BlueChoice is not
required to obtain any additional records or documents to support payment of a claim and is responsible to pay
claims only based on the information supplied at the time the claim is processed. Any party submitting medical
or financial reports and documents to BlueChoice in support of a Member's claim shall be deemed to be acting as
the agent of the Member.
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7.02 ERISA

If the Contract is an integral part of an employee welfare benefit plan subject to the provisions of the Employee
Retirement Income Security Act of 1974, as amended (ERISA), BlueChoice HealthPlan is a claim fiduciary. As
claim fiduciary, BlueChoice HealthPlan shall have the discretionary authority to determine eligibility for benefits and
to construe the terms of that part of the ERISA plan represented by the Contract. In the event of any conflict between
the terms of such ERISA plan and the Contract, the terms of the Contract will control. Any construction or
interpretation of the plan, determination of eligibility for benefits, or any other decision regarding the plan by the
claims fiduciary shall be binding and conclusive so long as the decision is not arbitrary or capricious or in violation
of applicable statutory law.

7.03 Claims Processing

1. Initial Claims
A. Urgent Claims

An urgent claim is any claim for medical care or treatment where making a determination under the normal
timeframes could seriously jeopardize your life or health or your ability to regain maximum function; or
you would be subject to severe pain that could not adequately be managed without the care or treatment.
We will defer to the attending Provider, or other Physician with knowledge of your medical condition,
with respect to the decision as to whether a claim constitutes “Urgent Care.”

If your claim is determined to be an urgent claim, a notice will be sent as soon as possible, taking into
account the medical exigencies, but in no case later than 72 hours after receipt of the claim. You may be
given notice orally, in which case a written notice will be provided within three days of the oral notice. If
your urgent claim is determined to be incomplete, you will be sent a notice to this effect within 24 hours
of receipt of your claim, at which point you will have 48 hours to provide additional information.

If you request an extension of Urgent Care benefits beyond an initially determined period and make the
request at least 24 hours prior to the expiration of the original determination, you will be notified within
24 hours of the receipt of the request.

B. Pre-Service Claims

A pre-service claim is a claim for services that have not yet been provided and for which your benefits
plan requires Authorization.

We must give our decision, in writing or electronic form within 15 calendar days.

An extension of 15 calendar days may be provided if we determine that, for reasons beyond our control,
an extension is necessary. If an extension is required, we will notify you within the initial 15-day period
that an extension is necessary. When we require an extension due to incomplete information, we are
entitled to the rest of the initial determination period to reach a benefit determination after the additional
information is received form you or the Provider.

We will let you know within five calendar days if we receive incomplete information from you and
additional information is required to make a determination. You have 60 calendar days to send us the
required information. If we do not receive the required information within the 60-day period, we may
deny the claim.
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C. Post-Service Claims

A post-service claim is a claim for services that already have been provided or where your benefits plan
does not require Authorization.

When you submit a post-service claim and your claim is denied, a notice will be sent within a reasonable
time but not longer than 30 days from receipt of the claim. If BlueChoice determines that an extension is
necessary due to matters beyond the control of the plan, this time may be extended 15 days. You will be
sent notice prior to the extension that indicates the circumstances requiring the extension and the date by
which the plan expects to provide a determination. If the extension is necessary to request additional
information needed to decide the claim, which you failed to submit previously, the extension notice will
describe the required information, and you will be given 60 calendar days to submit the information.

D. Concurrent Care Claims
A concurrent care claim is a claim that arises when there is a reduction or termination of ongoing care.

You will be notified if there is to be any reduction or termination in coverage for ongoing care sufficiently
in advance of such reduction so that you will be able to appeal the decision before the coverage is reduced
or terminated, unless such a reduction or termination is due to a plan amendment or termination of your
benefits plan.

Notice of Determination: If your claim is filed properly, and your claim is in part or wholly denied, you
will be sent notice of an adverse benefit determination that will:

¢ State the specific reason(s) for the adverse benefit determination.

¢ Reference the specific plan provisions on which the determination is based.

¢ Describe additional material or information, if any, needed to perfect the claim and the reasons such
material or information is necessary.

¢ Describe the plan’s claims review procedures and the time limits applicable to such procedures,
including information regarding how to initiate an appeal, and a statement of your right to bring a civil
action under section 502(a) of ERISA following an adverse benefit determination on review, if you
are enrolled in an ERISA plan.

¢ Disclose any internal rule, guideline, or protocol relied upon in making the adverse determination (or
state that such information is available free of charge upon request).

¢ If the denial is based on medical necessity, experimental treatment, or other similar limit, explain the
scientific or clinical judgment for the determination (or state that such information will be provided
free of charge upon request).

¢ Include sufficient information to identify the claim, including the date of service, health care provider,

claimant, and a statement describing the availability, upon request, of the diagnosis and treatment

codes and their corresponding meanings;

Include the denial code and its corresponding meaning.

¢ Disclose the availability of, and contact information for, any applicable office of health insurance
consumer assistance or ombudsman established under Section 2793 of the Public Health Service Act
to assist individuals with the internal claims and appeals and external review processes.

<&

If your claim is approved, you will be sent notification if your claim is an urgent or pre-service claim. You
will not be sent an approval notice for post-service claims.
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2. Request for Review and Appeals

You have 180 days from the receipt of an adverse benefit determination to file an appeal. After the end of this
period, disposition of the claim shall be considered final.

Send requests for appeals to:

BlueChoice HealthPlan
Appeals Department
Mail Code AX-325
P.O. Box 6170
Columbia, SC 29260-6170

The appeal must state that you are requesting a formal appeal and include all pertinent information regarding the
claim in question that you wish to be considered in the appeal. Request to cover services and supplies that are
specifically excluded in the Contract will be treated as appeals; however, such requests aren’t eligible for external
review.

The following guidelines apply for each type of claim (including the appropriate claim about a concurrent care
decision), unless both parties agree to the extension:

A. Urgent Claims

You may request an expedited review process for an urgent care claim either orally or in writing, and all
necessary information pertaining to the appeal will be transmitted by telephone, facsimile or other
expeditious method. We must complete the appeal process within 72 hours after we receive your appeal.

B. Pre-Service Claims
We must complete the appeal process within 30 calendar days after receiving the appeal.

C. Post-Service Claims
We must complete the appeal process within 60 calendar days after receiving the appeal.

You will have the opportunity to present testimony, submit written comments, documents or other
information in support of your appeal and you will have access to all documents that are relevant to your
claim. If BlueChoice considers or presents additional evidence in connection with your appeal or uses new
or additional reasons as the basis of the adverse determination, you will be notified of the new evidence
or rationale in advance of the date of the appeal decision. Your appeal will be conducted by someone other
than the person who made the initial decision. No deference will be afforded to the initial determination.
Individuals involved in the decision-making for claims and appeals aren’t compensated or rewarded based
on the outcome of the appeals.

The Member will be considered to have exhausted the internal appeal process if BlueChoice fails to strictly
adhere to the internal appeal process, unless the violation was:
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De minimus;

Non-prejudicial;

Attributable to good cause or matters beyond BlueChoice’s control;
In the context of an ongoing good-faith exchange of information; and
Not reflective of a pattern or practice of non-compliance.

You may write to us and request an explanation of our basis for stating we meet the above standard.

Notice of Appeal Determination

You will be sent a notice if your claim on appeal is approved. If your claim is wholly or partially denied, you
will be sent notice of an adverse benefit determination that will:

¢
14
¢

State the specific reason(s) for the adverse benefit determination.

Reference the specific plan provisions on which the determination is based.

Describe additional material or information, if any, needed to perfect the claim and the reasons such
material or information is necessary.

Describe the plan’s claims review procedures and the time limits applicable to such procedures, including
information regarding how to initiate an appeal, and a statement of your right to bring a civil action under
section 502(a) of ERISA following an adverse benefit determination on review, if you are enrolled in an
ERISA plan.

Disclose any internal rule, guideline, or protocol relied upon in making the adverse determination (or state
that such information is available free of charge upon request).

If the denial is based on medical necessity, experimental treatment or other similar limit, explain the
scientific or clinical judgment for the determination (or state that such information will be provided free
of charge upon request).

Include sufficient information to identify the claim, including the date of service, health care provider,
claimant, and a statement describing the availability, upon request, of the diagnosis and treatment codes
and their corresponding meanings.

Include the denial code and its corresponding meaning.

Disclose the availability of, and contact information for, any applicable office of health insurance
consumer assistance or ombudsman established under Section 2793 of the Public Health Service Act to
assist individuals with the internal claims and appeals and external review processes.

External Reviews

Request to cover services, benefits or supplies that are excluded in the Contract are not eligible for external
review. You will be notified in writing of your right to request an external review. You should submit a written
request for external review within four months of receiving that notice. You will be required to authorize the
release of any medical records that may be needed for the external review. If you need assistance during the
external review process, you can contact the South Carolina Department of Insurance at the following address
and telephone number:

South Carolina Department of Insurance
P.O. Box 100105
Columbia, SC 29202-3105
800-768-3467
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Standard External Review

You can request an external review if we deny your claim either in whole or in part. You may be held financially
responsible for the covered benefits. You can request an external review without completing the appeal process
above if:

e Your Physician has certified in writing that you have a Serious Medical Condition.

e The denial of coverage was based on our determination that the service is Investigational or Experimental
and your Physician certifies:

» Your condition is a serious disability or you have a life-threatening disease; and
- Standard health care services or treatments have not been effective in improving your condition; or
- Standard health care services or treatments are not medically appropriate.

- The recommended or requested service or treatment is more beneficial than the standard health care
service or treatment covered by us.

* Medical and scientific evidence shows that treatment that was denied is more beneficial to you than
available standard health services or treatments and the adverse risks of the recommended or requested
health care service or treatment would not be substantially increased over those of the standard services
or treatments.

We will respond within five business days of your request for an external review by either notifying the South
Carolina Department of Insurance of a request for external review and asking the South Carolina Department
of Insurance to assign the review to an independent review organization (IRO) and forwarding your records
to it or telling you in writing that your situation doesn’t meet the requirements for an external review and
explaining the reasons. The South Carolina Department of Insurance will assign an IRO for based upon a
rotational system. The rotational system will be independent and impartial and in no event will the IRO be
assigned by BlueChoice or you as the Member. BlueChoice will verify that no conflict of interest exists with
the assignment given by the South Carolina Department of Insurance. If a conflict does exist, BlueChoice will
contact the South Carolina Department of Insurance for a change in IRO.

You have five business days from the date you receive our response to submit additional information to the
IRO in writing. The IRO must consider this additional information when conducting its review. The IRO will
also forward this information to us within one business day of its receipt.

If your request is assigned to an IRO, the IRO will determine within five business days after receiving your
request whether all the information, certifications and forms required to process an external review have been
provided. If the IRO needs additional information, you will be allowed to submit additional information in
writing to them within seven business days.

If your request is not accepted for external review, the IRO will inform you and us in writing of the reason(s)
your request was not accepted.

The IRO will provide written notice of its decision within 45 days after it receives the request.
If the IRO’s decision is to allow benefits, we must process the claim subject to applicable Contract and

Certificate exclusions, limitations and other provisions within five business days of our receipt of the
notification.
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Expedited External Reviews

You can request an expedited external review after receiving a notice of a denied claim only if you meet the
requirements stated above for a Standard Review and your Physician certifies you have a Serious Medical
Condition, or the claim denial concerns a health care service for which you received Emergency Medical Care
and you have not been discharged. You can request an expedited external review at the same time as requesting
an expedited internal review.

When we receive your request for an expedited external review, the South Carolina Department of Insurance
will assign your review to an IRO and we will forward our records by overnight delivery or tell you in writing
that your situation doesn’t meet the requirements for an expedited external review and explain the reasons.

The IRO must make its decision as fast as possible but within no more than 72 hours after it receives the
request for expedited review. If the IRO’s decision is to allow benefits, we must approve the benefit as
covered, but it remains subject to applicable Contract and Certificate exclusions, limitations and other
provisions.

We will pay for the external review.

If your Physician certifies that you have a “serious medical condition,” you are entitled to an expedited
external review. A serious medical condition, as used in this provision, means one that requires immediate
medical attention to avoid serious impairment to body functions, serious harm to an organ or body part, or
something that would place your health in serious jeopardy or jeopardize your ability to regain maximum
function.

SECTION 8
GENERAL CONTRACT PROVISIONS

8.01 Conformity with Statutes

Any provision of the Contract which, at any relevant time, is in conflict with the statutes of the jurisdiction in
which it is delivered is hereby amended to conform to the minimum requirements of such statutes.

Notwithstanding anything herein to the contrary, no provision of this Contract shall be interpreted as prohibiting

any provision, access, use or disclosure of information to the extent required by applicable law.

8.02 Workers' Compensation Not Affected

The Contract is not in lieu of and does not affect any requirements for coverage for Workers' Compensation Insurance.

8.03 Relationship with Providers

The Employer and Members acknowledge and agree that BlueChoice shall not be liable for injuries resulting from
negligence, malpractice, misfeasance, nonfeasance, or any other act or omission on the part of any Provider,

employees thereof, or of any other person, in the course of performing services for Members.
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8.04 Relationship Between Parties

The Contract constitutes a Contract solely between the Employer and BlueChoice. BlueChoice is an independent
corporation operating under a license with the Blue Cross Blue Shield Association permitting BlueChoice HealthPlan
of South Carolina Inc. to use the Blue Cross and Blue Shield service mark in the state of South Carolina. BlueChoice
HealthPlan of South Carolina Inc. is not contracting as the agent of the Association.

8.05 Amendments

No changes in the Contract shall be valid until approved by an executive officer BlueChoice and such approval is
endorsed and attached to the Contract. No other individual or agent has the authority to change the Contract or waive
any of its provisions.

8.06 Policies and Procedures

BlueChoice may adopt reasonable policies, procedures, rules and interpretations to promote the orderly and efficient
administration of this Contract with which the Employer and the Members shall comply.

8.07 Payment of Claims

All benefits provided in this Certificate and the Schedule of Benefits will be paid promptly upon receipt of due
proof of loss. We will pay benefits as described in this Certificate and Schedule of Benefits directly to the Provider
when the Member receives covered services from a Network Provider. If a Member receives Covered Services
from a non-Network Provider, we will pay benefits directly to the Member, except where otherwise required by
law. The Member is then responsible for any payment to the non-Network Provider. No assignment of benefits is
allowed to a non-Network Provider. Any payment of benefits due after the death of a Member will be paid to the
Member’s estate.

8.08 Legal Actions

You may not bring a lawsuit to recover benefits under this plan until 60 days after the required written proof of
loss has been submitted. No action may be brought at all unless brought no later than six years after the time
written proof of loss is required to be furnished.

SECTION 9
COMPLIANCE WITH MEDICAL CHILD SUPPORT ORDER

9.01 Group Health Plan Coverage Pursuant to a Medical Child Support Order

A Medical Child Support Order is a judgment, decree, or order (including an approval of a property settlement)
that 1) is made pursuant to state domestic relations law (including a community property law) or certain other
state laws relating to medical child support; and 2) provides for child support or health benefit coverage for a
child of a participant under a Group Health Plan and relates to benefits under the plan. If the Contract is an integral
part of an employee welfare benefit plan subject to the Employee Retirement Income Security Act of 1974
(ERISA), as amended, the Contract shall provide benefits in accordance with the applicable requirements of any
Qualified Medical Child Support Order.
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9.02 Information to be Included in a Qualified Medical Child Support Order

A Medical Child Support Order becomes a Qualified Medical Child Support Order only if such order clearly
specifies all the following:

1. The name and the last known mailing address (if any) of the participant Employee and the name and mailing
address of each Alternate Recipient covered by the order

2. A reasonable description of the type of coverage to be provided by the plan to each such Alternate Recipient,
or the way such type of coverage is to be determined

3. The period to which such order applies

4. Each plan to which such order applies.

NOTE: An Alternate Recipient is any child of a participant in a Group Health Plan who is recognized
under a medical child support order as having a right to enrollment under the plan with respect to such
participant.

Additionally, a Medical Child Support Order becomes a Qualified Medical Child Support Order only if such order
does not require a plan to provide any type or form of benefit or any option not otherwise provided under the plan,
except to the extent necessary to meet the requirements of a law relating to medical child support described in
section 1908 of the Social Security Act (as added by section 13822 of the Omnibus Budget Reconciliation Act of
1993).

9.03 Procedural Requirements

1. Establishment of Procedures for Determining Qualified Status of Orders. The Employer as the plan
administrator of the Group Health Plan shall establish reasonable procedures to determine whether a Medical
Child Support Order is a Qualified Medical Child Support Order and to administer the provision of benefits
under such qualified order.

Such procedures shall meet all the qualifications:

A. Be in writing

B. Provide for the notification of each person specified in a Medical Child Support Order as eligible to receive
benefits under the plan (at the address included in the Medical Child Support Order) of such procedures
promptly upon receipt by the plan of the Medical Child Support Order

C. Permit an Alternate Recipient to designate a representative for receipt of copies of notices that are sent to
the Alternate Recipient with respect to a Medical Child Support Order

2. Timely Notifications and Determinations. In the case of any Medical Child Support Order received by a
Group Health Plan:

A. The Employer as the plan administrator shall promptly notify the Employee and each Alternate Recipient
of the receipt of such order and the plan's procedures for determining whether a Medical Child Support
Orders is a Qualified Medical Child Support Order

B. Within a reasonable period after receipt of such order, the Employer/plan administrator shall determine
whether such order is a Qualified Medical Child Support Order and notify the Employee and each
Alternate Recipient of such determination.

3. Actions Taken by Plan Administrators. If a plan administrator acts in accordance with these procedural
requirements in treating a Medical Child Support Order as being (or not being) a Qualified Medical Child
Support Order, then the plan's obligation to the participant and each Alternate Recipient shall be discharged
to the extent of any payment made pursuant to such act.
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9.04 Participation of Alternate Recipients

1. A person who is an Alternate Recipient under any Medical Child Support Order shall be considered a
participant under the plan only for purposes of the reporting and disclosure requirements of ERISA.

2. A person who is an Alternate Recipient under a Qualified Medical Child Support Order shall be considered a
beneficiary under the plan for purposes of any provision of ERISA.

3. Any payment for benefits made by a Group Health Plan pursuant to a Medical Child Support Order in
reimbursement for expenses paid by an Alternate Recipient or an Alternate Recipient's custodial parent or
legal guardian shall be made to the Alternate Recipient or the Alternate Recipient's custodial parent or legal
guardian.

4. 1If an Employee remains covered under a Group Health Plan but fails to enroll an Alternate Recipient under
this plan after receiving notice of the Qualified Medical Child Support Order from the Employer/plan
administrator, the Group Health Plan shall enroll the Alternate Recipient and deduct the additional premium
from the participant Employee's paycheck.

5. Except for any coverage continuation rights otherwise available under this Contract, coverage for the
Alternate Recipient shall end on the earliest of the following dates:

A. The date the Employee’s coverage ends

B. The date the Qualified Medical Child Support Order is no longer in effect

C. The date the Employee obtains other comparable health coverage through another insurer or plan to cover
the Alternate Recipient

D. The date the Employer eliminates family health coverage for all Employees under all of the Employer's
Group Health Plans

SECTION 10
HOW TO GET HELP

10.01 Resolution of a Question
Questions or concerns about coverage may be directed to Member Services through the website at:

www.BlueChoiceSC.com

or by calling:

803-786-8476 in Columbia; or
800-868-2528 outside the Columbia area.

Representatives are available between 8:30 a.m. and 5:00 p.m., Monday through Friday, to answer questions or
discuss concerns.
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Members may write to:

BlueChoice HealthPlan
Member Services (AX-435)
P.O. Box 6170
Columbia, SC 29260-6170

Please include your ID number, name, address and telephone number with your request.

10.02 Complaints and Grievances

Our goal is for Members to be completely satisfied with the benefits and services associated with their BlueChoice
coverage. However, if you are dissatisfied, we want to hear from you. A complaint is any dissatisfaction you have
regarding services or benefits you receive from us. To file a complaint, you may e-mail, call or write a Member
Services representative (see above for addresses). If the complaint involves a representative of BlueChoice, the
request should be addressed to the chief operating officer of BlueChoice of South Carolina Inc. If a complaint is
related to the quality of care received by a Member, it is considered a grievance. You should submit a description
of the problem in writing to a Member Services representative.
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SECTION 11
DEFINITIONS

This section defines the terms used throughout this Certificate and is not intended to describe Covered and non-
Covered Services. The terms defined in this section or otherwise in this Certificate have their defined meaning
whenever they are capitalized in this Certificate. Any term in this Certificate which has a different medical and non-
medical meaning, and which is undefined is intended to have the medical meaning.

Accidental Injury: An injury directly and independently caused by a specific accidental contact with another
body or object such as a car accident or blow by a moving object. All injuries you receive in one accident,
including all related conditions and recurrent symptoms of these injuries, will be considered one injury.
Accidental Injury doesn’t include indirect or direct loss that results in whole or partially from a disease or other
illness.

Actively-at-Work: To be considered Actively-at-Work, the Employee must: 1) have begun work and not be
absent from work because of absence or temporary lay-off, unless the absence is due to a Health Status-related
Factor; and 2) be performing the normal duties of his or her occupation at one of the Employer’s places of business
or at an agreed upon location. If the Employee does not meet this requirement, coverage will begin on the first
day of the next Contract Month after the Employee has returned to active, full-time work.

Admission: The time between a Member's entry as a registered bed-patient into a Hospital, Skilled Nursing Facility,
Residential Treatment Facility, Rehabilitation Facility or Long-Term Care Facility and the time the Member leaves
or is discharged from the Hospital, Skilled Nursing Facility, Residential Treatment Facility, Rehabilitation Facility
or Long-Term Care Facility. The admission may be on an Inpatient or Outpatient basis as determined by the Provider.

Allowed Amount or Allowable Charge: The maximum amount that we may pay for a Covered Service, except to
the extent otherwise provided in this Certificate.

Alternate Facility: A non-Hospital healthcare facility, or an attached facility designated as such by a Hospital, that
provides one or more of the following services on an Outpatient basis pursuant to the law of jurisdiction in which
treatment is received: prescheduled surgical services, Emergency Medical Conditions; Urgent Care services or
prescheduled rehabilitative, laboratory or diagnostic services.

Ambulatory Surgical Center: A facility that’s licensed for Outpatient Surgery only and doesn’t provide
overnight accommodations or around-the-clock care. The care must be provided under the supervision of a
Physician. It also must provide nursing services by or under the supervision of an on-duty RN. The facility must
not be an office or clinic for the private practice of a Physician.

Approved Clinical Trial: A phase I, phase I, phase Ill or phase IV clinical trial conducted in relation to the

prevention, detection or treatment of cancer or other life-threatening disease or condition that meets any of the
following criteria:
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e The study or investigation is federally approved or federally funded (which may include funding through in-
kind contributions) by one or more of the following:
. National Institutes of Health (NIH)
. CDC
. Agency for Health Care Research and Quality
. Centers for Medicare & Medicaid Services
. A cooperative group or center of any of the entities described above or the Department of Defense
(DOD) or the VA
. A qualified non-governmental research entity identified in NIH guidelines for center support grants

Or any of the following:

. Department of Energy
. DOD

. VA

If both of the following conditions are met:

. The study or investigation has been reviewed and approved through a system of peer review comparable
to the system of peer review of studies and investigations used by the NIH.

. Assures unbiased review of the highest scientific standards by qualified individuals who have no interest
in the outcome of the review.

The study or investigation is conducted under an investigational new drug application reviewed by the FDA. The
study or investigation is a drug trial that is exempt from having such an investigational new drug application.

Authorized or Authorization: Prior approval by the Member’s PCP for a Provider of healthcare services to
provide certain Covered Services to a Member. Such approval must be on file with BlueChoice before the service
is considered Authorized.

Behavioral Health: Comprehensive term to include Mental Health and Substance Use Disorders.
Benefit Period: A 12-month period that begins on the Effective Date of the group coverage or a calendar year. If
the group coverage has a calendar year Benefit Period, the first Benefit Period may not be 12 months. It begins

again each year on that date. Your Benefit Period is shown in your Schedule of Benefits.

Benefit Period Maximum: The maximum number of days or visits that benefits will be provided for a Covered
Service in a Benefit Period, as listed in the Schedule of Benefits or this Certificate.

BlueCard Program: the national program in which all Blue Cross and Blue Shield licensees participate, including
BlueChoice. This national program benefits BlueChoice HealthPlan Members who receive Covered Services outside
BlueChoice HealthPlan’s Local Service Area.

BlueChoice: Trade name for BlueChoice HealthPlan of South Carolina Inc.

Coinsurance: A percentage of the Allowed Amount that you pay. This percentage applies to the negotiated rate

or lesser charge when we’ve negotiated rates with that Provider. For example, if the Coinsurance for a particular
benefit is 20 percent, you pay 20 percent of the Allowed Amount and we pay 80 percent.
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Continuing Care Patient: An individual who, with respect to a Provider or facility, either (1) is undergoing a course
of treatment for a Serious and Complex Condition from the Provider or facility, (2) is undergoing a course of
institutional or Inpatient care from the Provider or facility, (3) is scheduled to undergo nonelective Surgery from the
Provider, including receipt of postoperative care from such Provider or facility with respect to such a Surgery, (4) is
pregnant and undergoing a course of treatment for the pregnancy from the Provider or facility, or (5) is or was
determined to be terminally ill (as determined by Section 1861(dd)(3)(A) of the Social Security Act) and is receiving
treatment for such illness from such Provider or facility.

Contract: The legal agreement between BlueChoice and the Employer including all sections of this Certificate, the
Schedule of Benefits, the Master Group Contract, the Master Group Application, attached amendments, addenda,
riders, or endorsements, if any, which constitute the entire Contract between both parties.

Contract Effective Date: The date the Contract between the Employer and BlueChoice becomes effective.

Copayment: A set amount — for example, $50 for an office visit — for some services. Please refer to your
Schedule of Benefits to see if Copayments apply to your coverage.

Cost Sharing: The general term that refers to the share of costs for services covered by a plan or health insurance
that you must pay out of your own pocket (sometimes called out-of-pocket costs). Some examples of types of Cost
Sharing include Copayments, Deductible and Coinsurance. Other costs, including your premiums, penalties you may
have to pay or the cost of care not allowed by a plan or policy are usually not considered Cost Sharing.

Covered Service: A healthcare service for which benefits are provided under this Contract subject to the terms,
conditions, limitations and exclusions of the Contract, including but not limited to the following conditions:

1. Covered Services must be provided when the Contract is in effect

2. Covered Services must be provided prior to the date of termination of coverage

3. Covered Services must be provided only when the recipient is a Member and meets all eligibility requirements
specified in the Contract

4. Covered Services must be provided by Proactive MD or Authorized in advance by Proactive MD and

BlueChoice HealthPlan, unless otherwise provided in this Certificate or the Schedule of Benefits.

Custodial Care: Care that we determine is provided primarily to furnish to or assist the patient in the activities
of daily living and doesn’t require a person with medical training to provide the services. Custodial Care includes
but is not limited to activities such as bathing, eating, dressing, toileting, continence, transferring, preparation of
special diets and supervision over self-administered medications.

Deductible: The amount you’re responsible for paying for Covered Services before we begin to pay each Benefit
Period, as listed in the Schedule of Benefits. The Deductible may not apply to all Covered Services. Coupons for
medical services and/or prescription drugs may not be used to satisfy any portion of the Deductible.

Dependent: Your legal spouse and any children through age 25 who are covered under the Contract. A Dependent
child can be a natural or adopted child, stepchild, foster child or a child who’s under your legal guardianship.

This also includes any child of a divorcing/divorced Employee who’s recognized under a Qualified Medical Child
Support Order (QMCSO) as having a right to enrollment under this health plan. This means we provide coverage
for Dependents of an Employee who’s a Member of this Group Health Plan even though this Employee is the
noncustodial parent when a QMCSO exists.
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Durable Medical Equipment (DME): Equipment and supplies ordered by a health care Provider that has
exclusive medical use. These items must be reusable and may include wheelchairs, Hospital-type beds, walkers,
Prosthetic Devices, orthotic devices, oxygen, respirators, etc. To be considered DME, the device or equipment’s
use must be limited to the patient for whom it was ordered.

Effective Date: 12:01 a.m. on the date that coverage begins.
Emergency: An unexpected and usually dangerous situation that calls for immediate action.

Emergency Medical Care: Health care services you receive in a Hospital Emergency room or free-standing
emergency department to evaluate and treat an Emergency Medical Condition.

Emergency Medical Condition (Emergency): A medical condition, that includes a Behavioral Health condition,
manifesting itself by acute symptoms of sufficient severity, including severe pain, so that a prudent layperson
who possesses an average knowledge of health and medicine, could reasonably expect the absence of immediate
medical attention to result in any of the following:

e Placing the health of the individual (or with respect to a pregnant woman, the health of the unborn child)

in serious jeopardy.
e Serious impairment to bodily functions.
e Serious dysfunction of any bodily organ or part.

Emergency Services: With respect to an Emergency Medical Condition, include:
¢ A medical screening examination that is within the capability of the Emergency department of a Hospital or
free-standing emergency department, including ancillary services routinely available to the Emergency
department to evaluate such Emergency Medical Condition.
e Such further medical examination and treatment, to the extent they are within the capabilities of the staff and
facilities available at the Hospital or free-standing emergency department (as required under SSA) to Stabilize
the patient.

Employee: Any individual employed by an Employer or member of an association who is eligible for coverage and
who is so designated to BlueChoice by the Employer.

Employer: An Employer or association with whom BlueChoice HealthPlan has a Contract, by virtue of which
Employees of the Employer or members of the association, as the case may be, and their Dependents are eligible for
the benefits described herein.

Essential Health Benefits: Items and services within the following 10 benefit categories:
Ambulatory patient services

Emergency Services

Hospitalization

Maternity and newborn care

Mental Health and Substance Use Disorder Services, including Behavioral Health treatment
Prescription drugs

Rehabilitative and habilitative services and devices

Laboratory services

Preventive and wellness services and chronic disease management

0. Pediatric services, including oral and vision care

BOOo~NOOR~WDNE

Excluded Services: Health care services the Contract and this Certificate doesn’t provide or cover.
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Genetic Information: Information about your genetic tests or the genetic tests of your family members, or any
request of or receipt by you or your family members of genetic services. Genetic Information doesn’t include the
age or sex of any individual.

Group Health Plan: An employee welfare benefit plan to the extent that the plan provides medical care to
Employees or their Dependents directly or through insurance, reimbursement, or otherwise.

Habilitation Services: Healthcare services that help a person keep, learn or improve skills and functioning for
daily living. Examples include therapy for a child who isn’t walking or talking at the expected age. These services
may include physical and occupational therapy, speech-language pathology and other services for people with
disabilities in a variety of Inpatient and/or Outpatient settings. All services must be provided by a licensed
physical, occupational or speech therapist.

Health Insurance Coverage: Benefits for medical care provided directly, through insurance, reimbursement or
otherwise. It doesn’t include benefits or coverage provided under:
Coverage for accident or disability income insurance, or any combination of the two.
Coverage issued as a supplement to liability insurance.
Liability insurance, including general liability insurance and automobile liability insurance.
Workers” Compensation or similar insurance.
Automobile medical payment insurance.
Credit-only insurance.
Coverage for on-site medical clinics.
Other similar insurance coverage that’s specified in regulations where benefits for medical care are secondary
or incidental to other insurance benefits.
e |f offered separately:
» Limited scope dental or vision benefits.
* Benefits for Long-term Care, nursing home care, home health care, community-based care or any
combination of them.
* Such other similar, limited benefits as specified in regulations.
e |f offered as independent, non-coordinated benefits:
» Coverage only for a specified disease or illness.
» Hospital indemnity or other fixed indemnity insurance.
e |f offered as a separate insurance policy:
» Medicare supplemental health insurance.
» Coverage to supplement coverage provided under military, TRICARE or CHAMPUS.
» Coverage to supplement coverage under a Group Health Plan.
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Health Status Related Factor: Any one of these: health status; medical condition, including both physical and
mental illnesses; claims experience; receipt of healthcare; medical history; Genetic Information; evidence of
insurability, including conditions arising out of domestic violence or disability.

Hospital: An acute-care facility that:

e s licensed and operated according to the law.

e Primarily and continuously provides or operates medical, diagnostic, therapeutic and major surgical facilities
for the medical and Behavioral Health care and treatment of injured or sick people on an Inpatient basis. Care
must be provided under the supervision of a staff of duly licensed Physicians.

e Provides 24-hour nursing services by or under the supervision of RNSs.

The term “Hospital” doesn’t include long-term, chronic-care institutions or institutions (even when these are
affiliated with or part of a Hospital) that are, other than incidentally:

e Convalescent, rest or nursing homes or Facilities.

e Facilities primarily affording custodial, educational or rehabilitory care.

In-Network Coverage: Benefits for covered health services or supplies obtained from Providers who have
entered into a written agreement with BlueChoice to provide Covered Services to Members.

Incapacitated Dependent: A child who is (1) incapable of self-sustaining employment because of a
developmental disability, Behavioral Health illness or physical incapacity and (2) mainly dependent upon the
Employee or the Employee’s spouse for support and maintenance. The child must have developed the handicap
before he or she reached age 26.

Inpatient: A registered bed patient in a Hospital, Skilled Nursing Facility, Rehabilitation Facility or Mental
Health or Substance Use Disorder facility for whom a room and board charge is made.

Investigational or Experimental Services: The use of services or supplies that are not recognized in the United
States as standard medical care for the treatment of conditions, diseases, illnesses or injuries. We may use the
following criteria to determine whether a service or supply is Investigational or Experimental:

e The service does not have final unrestricted market approval from the FDA or final approval from any other
governmental regulatory body for the use in treatment of a specified condition.

e The service does not have scientific evidence that permits conclusions concerning the effective of the
technology on health outcomes.

e The service has not been demonstrated to improve the net health outcome.

e The service has not been found to be as beneficial as any established alternatives.

e The service does not show improvement outside the Investigational settings.

If a service meets one or more of these criteria, it is Investigational or Experimental. We may consider opinions of

professionals in a particular field and/or opinions and assessments of nationally recognized organizations, but they
are not determinative or conclusive.
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Our medical director, in making such determinations, may consult with or use medical and/or science industry
references, including but not limited to:

e FDA-approved market rulings.

e The United States Pharmacopoeia and National Formulary.

e The annotated publication titled, “Drugs, Facts, and Comparisons,” published by J. B. Lippincott Company.

e Auvailable peer-reviewed literature.

e Appropriate consultation with professionals and/or Specialists on a local and national level.

Legally Intoxicated: The Member’s blood alcohol level was at or in excess of the amount established under
applicable state law to create a presumption and/or inference the Member was under the influence of alcohol, when
measured by law enforcement or medical personnel.

Local Service Area: The geographic area served by BlueChoice and approved by the appropriate regulatory body.
BlueChoice’s geographic is generally the only within the State of South Carolina.

Long-Term Care: Services that aren’t reasonably expected to result in measurable functional improvement in a
reasonable and predictable period.

Long-Term Acute Care Facility: A facility that meets the definition of a Hospital providing care to patients
whose average length of stay is greater than 25 consecutive days as set out in the American Hospital Association
Guide to the Healthcare Field, published annually.

Maximum Payment: The maximum amount we will pay, as determined by us, for a particular benefit. The
Maximum Payment will not be affected by any credit. The Maximum Payment will be one of the following as
determined by us in our discretion. They include:

e The actual charge submitted to us for the service, procedure, supply or equipment by a Provider.

e An amount based upon the reimbursement rates established by the plan sponsor in its benefits checklist.

e An amount that has been agreed upon in writing by a Provider and us or a member of the Blue Cross Blue
Shield Association.

e An amount established by us, based upon factors that include but are not limited to (1) governmental
reimbursement rates applicable to the service, procedure, supply or equipment or (2) reimbursement for a
comparable or similar service, procedure, supply or equipment, taking into consideration the degree of skill,
time and complexity involved; geographic location and circumstances giving rise to the need for the service,
procedure, supply or equipment.

e The lowest amount of reimbursement we allow for the same or similar service, procedure, supply or equipment
when provided by a Participating Provider/contracting Provider.

e The Medicare reimbursement rates.

Medical Child Support Order: Any judgment, decree, or order (including approval of a settlement agreement)
issued by a court of competent jurisdiction that:

e Provides for child support with respect to a child of a Subscriber under the Contract or provides for health benefit
coverage to such a child, is made pursuant to a state domestic relations law (including a community property law)
and relates to benefits under the Contract.

e Enforces a law relating to medical child support described in section 1908 of the Social Security Act (as added
by section 13822 of the Omnibus Budget Reconciliation Act 0f 1993) with respect to a Group Health Plan.
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Medically Necessary or Medical Necessity: Health care services that a Physician, exercising prudent clinical

judgment, would provide to prevent, evaluate, diagnose, or treat an illness, injury, disease or its symptoms, and

that are:

e In accordance with generally accepted standards of medical practice

e Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the
patient’s illness, injury or disease

e Not primarily for the convenience of the patient, caregiver, Physician or other health care Provider; or

e Not more costly than an alternative service or sequence of services at least as likely to produce equivalent
therapeutic or diagnostic results as to the diagnosis or treatment of that patient’s illness, injury or disease.

For the purpose of determining Medically Necessary/Medical Necessity:

e \We have the discretion to use and rely upon medical and Behavioral Health standards, policies, guidelines,
criteria, protocols, manuals or publications, either developed by us or, in our discretion, determined to be
generally accepted by the medical and Behavioral Health community.

e “Generally accepted standards of medical practice” means United States standards that are based on credible
scientific evidence published in peer-reviewed medical and/or Behavioral Health literature generally
recognized by the relevant United States medical and/or Behavioral Health community, Physician or
Behavioral Health specialty society recommendations, and/or any other relevant factors determined in our
discretion.

e Our use of, including but not limited to, corporate administrative medical policies, Technology Evaluation
Center Assessments and clinical protocols, and MCG Health LLC Care Guidelines reflect and are clinically
appropriate health care services and generally accepted standards of medical and Behavioral Health practice.

Member: An enrolled Employee or covered Dependent.

Member's Effective Date: the date (beginning at 12:01 a.m.) on which the Member is enrolled and eligible for
benefits under the terms of the Contract.

Mental Health: Conditions defined, described or classified as psychiatric disorders or conditions in the latest
publication of The American Psychiatric Association’s “Diagnostic and Statistical Manual of Mental Disorders.”

Minimum Essential Coverage: Any of:

e Coverage under certain government-sponsored plans.

e Employer-sponsored plans, with respect to any Employee.

e Plans in the individual market.

e Grandfathered health plans.

e Any other health benefits coverage, such as a state health benefits risk pool, as recognized by the Health and
Human Services secretary.

Minimum Essential Coverage doesn’t include Health Insurance Coverage consisting of excepted benefits, such
as dental-only coverage.

Multi-disciplinary Pain Management Program: A program that includes physicians of different specialties and
nonPhysician Providers, who specialize in the assessment and management of patients with a range of painful
diagnoses and chronic pain, to provide the interventions needed to allow the patients to develop pain coping skills
and discontinue analgesic medication.

Network: The facilities, Providers and suppliers we’ve contracted with to provide health care services.

Choice Select Cert (Rev. 1/26) 59



Out-of-Pocket Limit: The most you pay for Covered Services in a Benefit Period before your Plan begins to pay
100 percent of the Allowed Amount. This limit never includes your premium, balance billed charges, or payment
for health care services that are not covered under the Contract.

Outpatient: A Member who receives services or supplies in a setting that doesn’t require Admission or an
overnight stay.

Participating: The status of a Provider of Covered Services who has entered into a written agreement with
BlueChoice to provide Covered Services to Members and to join BlueChoice’s Network of Providers. The
Participating status of a Provider may change from time to time. Providers who take part in the BlueCard Program
are Participating Providers in the context of this Certificate.

Physician: A person (other than an intern, resident or house Physician), duly licensed as a medical doctor, dentist,
oral surgeon, podiatrist, osteopath, chiropractor, optometrist, ophthalmologist, Physician’s assistant, licensed
independent social worker or licensed doctoral psychologist legally entitled to practice within the scope of his or
her license and who normally bills for his or her services.

Prescription Drug Deductible: The amount you are responsible for paying for covered prescription drug services
before we begin to pay each year, as specified in the Schedule of Benefits. This Deductible is separate from the
medical Deductible and does not count toward the medical Deductible. The medical Deductible does not apply toward
the Prescription Drug Deductible.

Prescription Drug List: A listing of Prescription Medications approved for a specified level of benefits by
BlueChoice HealthPlan. This list shall be subject to periodic review and modification by BlueChoice HealthPlan.
The most up-to-date version of the Prescription Drug List is always available on the BlueChoice HealthPlan
website.

Prescription Medication: A drug, including insulin, that the FDA has determined to be safe and effective and
that can, under federal or state law, only be dispensed when ordered by a Physician who is duly licensed to
prescribe such medication. The benefit for Prescription Medication also includes:

e Syringes and related supplies for conditions such as diabetes.

e Specific classes of over-the-counter medications designated as Prescription Medication at the sole discretion
of BlueChoice. If so designated, these classes of over-the-counter medications must be purchased at a
Participating pharmacy with a prescription from a Participating Physician. The designated over-the counter
medications will be listed in the Prescription Drug List.

Primary Care Physician (PCP): A family doctor, general Physician, OB-GYN, pediatrician, osteopath or internal
medicine Physician.

Prosthetic Devices: Artificial replacement body parts needed to ease or correct a condition caused by an illness,

injury or birth defect, disease or anomaly. A Physician must order the appliance or device. Prosthetics don’t
include bioelectric microprocessor or computer programmed prosthetic components.
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Provider: A facility, Hospital, Skilled Nursing Facility, Rehabilitation/Habilitation Facility, Mental Health or
Substance Use facility, Residential Treatment Center, Physician, psychologist or other Mental Health clinicians,
clinic or Ambulatory Surgical Center licensed as required by the state where located, performing within the scope
of the license and acceptable to us. Providers also include:

Durable Medical Equipment suppliers.

Independent clinical laboratories.

Occupational, Physical and Speech therapists.

Pharmacies.

Home health care Providers.

Hospice services Providers.

Behavioral Health Providers.

Qualified Health Plan: A health plan that has been certified by the U.S. Department of Health and Human
Services (HHS) to be offered through the Marketplace.

Qualified Medical Child Support Order (QMCSO): Any judgment, decree, or order (including approval of a
settlement agreement), issued by a court of competent jurisdiction that 1) is made pursuant to State domestic
relations law (including a community property law) or certain other State laws relating to medical child support,
(2) provides for child support or health benefit coverage for a child of a Subscriber, and 3) is qualified in
accordance with this Certificate.

Recognized Amount: The lesser of the Out-of-Network Provider’s billed charges or BlueChoice’s median
contracted rate for In-Network Providers for the same or similar item or service furnished in the same or similar
specialty in the same geographic region, provided that, except in connection with air ambulance services, if there
is a Recognized Amount specified for this purpose under an applicable All-Payer Model Agreement under Section
1115A of the Social Security Act or, if not, under applicable state law, then such amount, as applicable, will
instead serve as the Recognized Amount.

Rehabilitation Facility: A Hospital or other freestanding medical facility that has a written agreement with
BlueChoice, to provide services directed toward restoring full function and independent living for patients with
neurological or other physical illnesses or injuries. These services consist of a multi-disciplinary therapeutic
program that includes physical therapy, occupational therapy, and other therapeutic interventions on an Inpatient
or Outpatient basis.

Rehabilitation Services: Health care services that help a person improve skills and functioning that have been
lost or impaired due to an illness or injury. These services may include physical and occupational therapy and
speech therapy in a variety of Inpatient and/or Outpatient settings. All services must be provided by a licensed
physical, speech or occupational therapist.

Residential Treatment Center: A licensed institution, other than a Hospital, that meets all six of these

requirements:

e It maintains permanent and full-time facilities for bed care of resident patients.

e It has the services of a Psychiatrist (Addictionologist, when applicable) or Physician extender available at all
times and is responsible for diagnostic evaluation, provides face-to-face evaluation services with
documentation a minimum of once per week and PRN as indicated.

e It has a Physician or RN present on-site who is in charge of patient care along with one or more RNs or LPNs
onsite 24/7.
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e |t keeps a daily medical record for each patient.

e |tss primarily providing a continuous structured therapeutic program specifically designed to treat Behavioral
Health disorders and is not a group or boarding home, boarding or therapeutic school, half-way house, sober
living residence, wilderness camp or any other facility that provides Custodial Care.

e Itis operating lawfully as a Residential Treatment Center in the area where it is located.

Schedule of Benefits: The pages issued as an attachment to this Certificate that specify the amount of coverage
provided, applicable Copayments, Coinsurance, Deductibles and limitations.

Serious and Complex Condition: In the case of an acute illness, a condition that is serious enough to require
specialized medical treatment to avoid the reasonable possibility of death or permanent harm, or in the case of a
chronic illness or condition, a condition that (1) is life-threatening, degenerative, potentially disabling, or
congenital and (2) requires specialized medical care over a prolonged period.

Serious Medical Condition: A health condition or illness that requires medical attention, and for which failure
to provide the current course of treatment through the current Provider would place your health in serious
jeopardy. This includes cancer, acute myocardial infarction, and pregnancy.

Skilled Nursing Facility: A licensed institution, other than a Hospital, that has a written agreement with

BlueChoice or with another BlueCross and/or BlueShield Plan that meets all six of these requirements:

e It maintains permanent and full-time facilities for bed care of resident patients.

e It always has the services of a Physician available.

e It has a RN or Physician on full-time duty who’s in charge of patient care, along with one or more RNs or
LPNs always on duty.

e |t keeps a daily medical record for each patient.

e Itis primarily providing continuous skilled nursing care for sick or injured patients during the recovery stage
of their illnesses or injuries and isn’t, other than incidentally, a rest home or a home for Custodial Care for the
aged.

e |t ss operating lawfully as a nursing home in the area where it is located.

In no event will the term “Skilled Nursing Facility” include an institution that mainly provides care and treatment
for substance or alcohol abuse.

Sound Natural Teeth: Teeth that are free of active or chronic decay, have at least 50 percent bony support, are
functional in the arch and haven’t been excessively weakened by multiple dental procedures. It also includes teeth
that have been restored to normal function.

Specialist: A Physician who isn’t a Primary Care Physician.

Stabilized: With respect to an Emergency Medical Condition, that no material deterioration of the condition is likely,
within reasonable medical probability, to result from or occur during the transfer of the individual from a facility or,
with respect to an Emergency Medical Condition of a pregnant woman who is having contractions, that the woman
has delivered, including the placenta.

Subscriber: The individual whose employment or other status, except for family dependency, is the basis for
eligibility for enrollment under this Contract and who, is in fact, enrolled.
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Substance Use Disorders: The continued use, abuse and/or dependence of legal or illegal substance(s), despite
significant consequences or marked problems associated with the use as defined, described or classified in the latest
publication of the American Psychiatric Association’s, “Diagnostic and Statistical Manual of Mental Disorders.”

Surgery: (1) The performance of generally accepted operative and cutting procedures including endoscopic
examinations and other invasive procedures; (2) the correction or treatment of fractures and dislocations,
including the placement of casts; and (3) other procedures as reasonable and as approved by us. This includes the
usual, necessary and related preoperative and postoperative care.

Surgical Assistant: Any person legally engaged in, the practice of rendering first assistant- at- surgery to a
Physician and who hold the certification of Medical Doctor, Doctor of Osteopathy, Physician’s Assistant-
Certified, Clinical Nurse Specialist, or Nurse Practitioner.

Telemedicine: Medical care provided using an interactive two-way telecommunications system, like real-time
audio and video, that is compliant with the Health Insurance Portability and Accountability Act’s security rules
by an eligible Provider who’s at a different location than you.

Telemonitoring: Services in which a Member transmits, whether by facsimile, email, telephone or any other
format, his or her specific health data (e.g. blood pressure, weight, etc.) to a health care Provider. Telemonitoring
services are not covered.

Tier: A level of coverage specified on the Prescription Drug List with respect to Prescription Medication. The
Prescription Drug List includes drugs on different tiers, each with its own copayment and/or Coinsurance levels.
Drug are chosen for each level based on their value, which takes into consideration how well they work and also
their cost.

To Stabilize: With respect to an Emergency Medical Condition, to provide such medical treatment of the condition
as may be necessary to assure, within reasonable medical probability, that no material deterioration of the condition
is likely to result from or occur during the transfer of the individual from a facility or, with respect to an Emergency.

Urgent Care: Care for an illness, injury or condition serious enough that a reasonable person would seek care
right away, but not so severe as to require emergency room care.

Urgent Care Center: A medical facility where ambulatory patients can be treated on a walk-in basis, without
appointment and receive immediate, nonEmergency care. It doesn’t include a Hospital emergency room.

Waiting Period: The period that must pass before you or your family members are eligible to be covered for
benefits under the terms of the Contract with your Employer.
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Summary of the South Carolina Life and Accident and Health Insurance Guaranty Association Act and
Notice Concerning Coverage Limitations and Exclusions

Residents of South Carolina who hold life insurance, annuities, or health insurance policies should know that the insurance
companies and health maintenance organizations (HMOs) licensed in this state to write these types of insurance are
required by law to be members of the South Carolina Life and Accident and Health Insurance Guaranty Association
(SCLAHIGA). The purpose of SCLAHIGA is to assure that policyholders will be protected, within limits, in the unlikely event
that a member insurer becomes financially unable to meet its obligations. If this happens, SCLAHIGA will assess its other
member insurance companies for the money to pay the claims of insured persons who live in this state and, in some cases,
to keep coverage in force. However, the valuable extra protection provided by these insurers through SCLAHIGA s limited.
Consumers should shop around for insurance coverage and exercise care and diligence when selecting insurance
coverage.

Disclaimer
Under South Carolina law, the South Carolina Life and Accident and Health Insurance Guaranty Association (SCLAHIGA) may provide
coverage of certain direct life insurance policies, accident and health insurance policies, annuity contracts and contracts supplemental to life,
accident and health insurance policies and annuity contract claims (covered claims) if the insurer becomes impaired or insolvent. South
Carolina law does not require the SCLAHIGA to provide coverage for every policy. COVERAGE MAY NOT BE AVAILABLE FOR YOUR
POLICY.

Coverage is generally conditioned upon residence in this state. Other conditions that may preclude or exclude coverage are described in this
notice. Even if coverage is provided, there are significant limits and exclusions. Please read the entire notice for further details on limitations
and exclusions.

Insurance companies and insurance agents are prohibited by law from using the existence of the SCLAHIGA or its coverage to sell you an
insurance policy. You should not rely on the availability of coverage under SCLAHIGA when selecting an insurer. The South Carolina Life
and Accident and Health Insurance Guaranty Association or the Department of Insurance will respond to any questions you may have which
are not answered by this document.

If you think the law has been violated, you may file a written complaint with the SCLAHIGA or the South Carolina Department of Insurance at
the addresses listed below:

South Carolina Life and Accident and Health Insurance South Carolina Department of Insurance

Guaranty Association
Attention: Executive Director
P.0. Box 8625
Columbia, SC 29202

Attention: Office of Consumer Services
1201 Main Street, Suite 1000
Columbia, SC 29201
Electronic complaint submission via

www.doi.sc.qov/complaint

Please attach copies of all pertinent documentation. You may submit a written complaint or a complaint electronically to the Department
through submission of the electronic form on the Department’s website at www.doi.sc.gov/complaint. You should receive a response to your
complaint within 10 days.

This safety-net coverage is provided for in the South Carolina Life and Accident and Health Insurance Guaranty Association Act (the Act).
The following summary of the Act's coverages, exclusions and limits does not cover all provisions of the Act; nor does it in any way change
any person's rights or obligations under the Act or the rights or obligations of the SCLAHIGA.
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COVERAGE

Generally, individuals will be protected by the SCLAHIGA if they live in this state and hold a covered life, accident, health or annuity policy,
plan or contract issued by an insurer (including a health maintenance organization) authorized to conduct business in South Carolina. The
beneficiaries, payees or assignees of insured persons may also be protected if they live in another state unless circumstances described
under the Act exclude coverage.

EXCLUSIONS FROM COVERAGE

Persons who hold a covered life, accident, health or annuity policy, plan or contract are not protected by SCLAHIGA if:

e They are eligible for protection under the laws of another state (This may occur when the insolvent insurer was incorporated in another
state whose guaranty association protects insureds who live outside that state.);

e The insurer was not authorized to do business in this state; or

o They acquired rights to receive payments through a structured settlement factoring agreement.

SCLAHIGA also does not provide coverage for:

o A portion of a policy or contract or part thereof not guaranteed by the member insurer, or under which the risk is borne by the policy

or contract owner;

A policy or contract of reinsurance, unless assumption certificates have been issued;

Interest rate or crediting rate yields or similar factors employed in calculating value changes that exceed an average rate;

Any policy or contract issued by assessment mutuals, fraternals, and nonprofit hospital and medical service plans;

Benefits payable by an employer, association or other person under: (a) a multiple employer welfare arrangement; (b) a minimum

premium group insurance plan; (c) a stop-loss group insurance plan; or (d) an administrative services contract;

o A portion of a policy or contract to the extent that it provides for (a) dividends or experience rating credits; (b) voting rights; or (c)
payment of any fees or allowances to any person, including the policy or contract owner, in connection with the service to or
administration of the policy or contract;

e A portion of a policy or contract to the extent that the assessments required by Section 38-29-80 with respect to the policy or contract
are preempted by federal or state law;

¢ An obligation that does not arise under the express written terms of the policy or contract issued by the member insurer to the enrollee,
certificate holder, contract owner or policy owner, including without limitation: (a) Claims based on marketing materials; (b) Claims based
on side letters, riders or other documents that were issued by the member insurer without meeting applicable policy or contract form
filing or approval requirements; (c) Misrepresentations of or regarding policy or contract benefits; (d) Extra-contractual claims; or (e) A
claim for penalties or consequential or incidental damages;

¢ Anunallocated annuity contract;

o A npolicy or contract providing any hospital, medical, prescription drug or other health care benefits pursuant to Medicare Part C or D or
Medicaid; or

o Interest or other changes in value to be determined by the use of an index or other external references but which have not been
credited to the policy or contract or as to which the policy or contract owner’s rights are subject to forfeiture, as of the date the member
insurer becomes impaired or insolvent insurer, whichever is earlier.

LIMITS ON AMOUNTS OF COVERAGE

The South Carolina Life and Accident and Health Insurance Guaranty Association Act also limits the amount that SCLAHIGA is obligated to
pay for covered claims. The benefits for which SCLAHIGA may become liable shall in no event exceed the lesser of the following:

(i) With respect to one life, regardless of the number of policies or contracts:

e $300,000in life insurance death benefits, or not more than $300,000 in net cash surrender and net cash withdrawal values for life
insurance;

e For health insurance benefits: (a) $300,000 for coverages not defined as disability income insurance or health benefit plans or long-term
care insurance, including any net cash surrender and net cash withdrawal values; (b) $300,000 for disability
income insurance; (c) $300,000 for long-term care insurance; (d) $500,000 for health benefit plans; or

e $300,000 in the present value of annuity benefits, including net cash surrender and net cash withdrawal values;

(ii) with respect to each payee of a structured settlement annuity or beneficiary if the payee is deceased, $300,000 in present value
annuity benefits, in the aggregate, including net cash surrender and net cash withdrawal values, if any,
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(iii) the association is not obligated to cover more than an aggregate of $300,000 in benefits with respect to any one life except with
respect to benefits for health benefit plans, in which case the aggregate liability of the association shall not exceed $500,000 with
respect to any one individual or with respect to one owner of multiple nongroup policies of life insurance, whether the policy or contract
owner is an individual, firm, corporation, or other person, and whether the persons insured are officers, managers, employees, or other
persons, more than $5,000,000 in benefits, regardless of the number of policies and contracts held by the owner;

(iv) the limitations on the benefits for which the association is obligated before taking into account either its subrogation and assignment
rights or the extent to which those benefits could be provided out of the assets of the impaired or insolvent insurer attributable to covered
policies. The costs of the association’s obligations may be met by the use of assets attributable to covered policies or reimbursed to the
association pursuant to its subrogation and assignment rights;

(v) benefits provided by a long-term care rider to a life insurance policy or annuity contract are considered the same type of benefits as
the base life insurance policy or annuity contract to which it relates.
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

ATTENTION: If you speak English, free language assistance services are available to you. Appropriate auxiliary aids and services to provide information in accessible
formats are also available free of charge. Call 1-800-832-9686 (TTY: 711) or speak to your provider.

Espafiol: ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. También estdn disponibles de forma gratuita ayuda y servicios
auxiliares apropiados para proporcionar informacion en formatos accesibles. Llame al 1-844-396-0183 (TTY: 711) o hable con su proveedor. (Spanish)

WS R T AREERIP S o RATI DU ER  ERE S TRMIRTS, t T A B R B B i) R ERT o DUEREHE R LA o SR 1-844-396-0188
(TTY : 711) SCEEAYEEHEE ST < (Chinese)

Tiéng Viét: LUU Y: Néu quy vi nai tiéng Viét, chung t6i cung cap mién phi cac dich vu hé tro' ngén ngtr. Cac hé tro' va dich vu bé sung phu hop dé cung cép

théng tin theo cac dinh dang dé tiép cén cling dwoc cung cap mién phi. Vui long goi 1-844-389-4838 (TTY: 711) hodc trao doi v&i nha cung cap dich vu cta

quy Vi. (Vietnamese)

PYCCKWI: BHUMAHWE! Eciv Bbl rOBOPUTE Ha PYCCKOM A3blKe, BaM A0CTYMHbI BecriaTHble YCayr A3bIKOBOM NoaaepKu. COOTBETCTBYIOLME BCNOMOraTe IbHble CpeAcTBa U
yCayru no npepocTasieHnto MHbopmaumm B AOCTYNHbIX dopmaTax TakKe npegocTasaatoTcsa 6ecnnatHo. NMossoHuTe no TenedoHy 1-844-389-4840 (TTY: 711) unm
obpaTutechb K cBoemy nocTasLumky ycayr. (Russian)

Tagalog: PAALALA: Kung nagsasalita ka ng Tagalog, available ang mga libreng serbisyo ng tulong sa wika para sa iyo. Available rin nang walang bayad ang mga
naaangkop na auxiliary na tulong at serbisyo para magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1-844-389-4839 (TTY: 711) o makipag-usap sa
iyong provider. (Tagalog)

Portugués do Brasil: ATENCAO: Se vocé fala portugués, ha servigos gratuitos de assisténcia linguistica disponiveis para vocé. Assisténcia e servigos auxiliares proprios para
fornecer informagdes em formatos acessiveis também estéo disponiveis gratuitamente. Ligue para 1-844-396-0182 (TTY: 711) ou fale com seu provedor. (Portuguese)

Francais : NOTE : Si vous parlez frangais, des services gratuits d'assistance linguistique sont a votre disposition. Des aides et des services auxiliaires appropriés pouvant
fournir des informations dans des formats accessibles sont également disponibles gratuitement. Appelez le 1-844-396-0190 (TTY : 711) ou adressez-vous a votre prestataire.
(French)

posudl: et wQ): %) i JJesUll oletdl Sl dl Hsd HINISIA UslUdl Al dHIRL U2 Guaey B, AU w56l Held wa WsARod stdeni Hilédl
Y3l ulsdl Hizeil Adi) ugl (Aol Y& Guast 8. 1-844-641-2898 (TTY: 711) UR 516 52\ wadl dHRL Ueldl AL dld 521 (Gujarati)

Deutsch: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfiigung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung
von Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfiigung. Rufen Sie unter 1-844-396-0191 (TTY: 711) an oder sprechen Sie mit Threm
Anbieter. (German)

ot 0: FOf: 2R 015 AF8SHA = 22 £ & A0 X[ MH|AE 0|85 4= ASLICL 0|8 7tsTt A o2 HEE X3t
D222 N3E LT} 1-844-396-0187(TTY: 711)H S 2 H 38 7L MH|A K|S H M O 22|8HY Al 2. (Korean)

1-844-396-0189 2 )il e Josil Ulaa Ll a5l Sy sty il ghaall il dpuio clond g baclise oy 3585 LS Ailanal) Ay sall) sac Lol ilod ol 3 5iid ey jall Zalll Canas i€ 13) it Ay el
(Arabic) el axie ) it ol (711 :slall Cilgll daxd)

rir

HMES A 7|7 UMHAE

YKpaiHcbKka moBa: YBAIA! AKLLO BM pO3MOB/AETE YKPATHCHKOO MOBOO, BaM AOCTYMHi 6€3KOWTOBHI MOBHI moc/ayru. BianosiaHi 4onomixkHi 3acobu i nocnyrm Ans HagaHHA
iHpopMmaLii B LOCTYNHMX hopMaTax TakoXK A0CTyNHi 6e3KkowTosHO. 3aTenedoHyinTe 3a Homepom 1- 844-641-2897 (TTY: 711) abo 3BepHITbCA 0 CBOTO NOCTa4YaNbHMKA.
(Ukrainian)

BARE: I BREEFETHEA. BHOSEXBY—EREZHAVEETET . 7oL I N GETHRATESLSEESN) B A TEREIRET 5600
BB TIE O —ERLERTIRRAWEETET, 1-844-396-0185(TTY : 711) ETHBEF S, X, CHRAOEEEICBHLEHELESLY,
(Japanese)

ny: Tusemsu: wnaamenms ve isfiusmsenudhsmdasuulansng uenanni dufiedesfiouazusnseomaaie MdeyaTusuuuuiithald las liiduan Tomne

TusaInsinsior 1-844-641-2896 (TTY: 711) M%aﬂ%ﬂm&ﬂﬁu?mimamm (Thai)

290: cqUIL: mw‘mcovw‘)a‘) 290, 9:303NIgoscIwIZaccLLLIBEY i, Scdsggon war
MVOSMVECLLLCTBIRCTVIE 3ucwe‘lm2,\)n7nsuccuUmsﬂmoce‘)cnjlo Tmacs 1-844-641-2895 (TTY: 711) & 3uHVEHOSNMWasKIL. (Lao)

fedt: oM & afe oo & S € @ emuds forw MArges T WeTEaT A IUAH B §1 AW U § SHBRI UeH a1 & U Iuged gerd
e SR Jarg off e IuA §1 1-844-641-2894 (TTY: 711) R Hid B T U UeTdl ¥ &G B (Hindi)

Diné SHOOH: Diné bee y1ni[ti’gogo, saad bee anl’awo’ bee 1ka’an7da’awo’7t’11 jiik’eh nl hOl=. Bee ahi[ hane’go bee nida’anish7 t’11 lkodaat’4h7g77 d00 bee
lka’an7da’wo’7 lko bee baa hane’7 bee hadadilyaa bich’8’ ahoot’i’7g77 47 t’11 jiik’eh hOl=. Koh;8’ 1-844-516-6328 (TTY: 711) hod7ilnih doodago nika’anllwo’7 bich’8’
hanidziih. (Navajo)

Kiswahili MAKINIKA: lkiwa wewe huzungumza Kiswahili, msaada na huduma za lugha bila malipo unapatikana kwako. Vifaa vya usaidizi vinavyofaa na huduma bila malipo ili
kutoa taarifa katika mifumo inayofikiwa pia inapatikana bila malipo. Piga simu 1-844-465-1726 (TTY: 711) au zungumza na mtoa huduma wako. (Swabhili)

ATICE MAANL- ATICT PMTI4 NPT PRI B8 A1AIT N19 RPCNAPFA: AOLET N+HLLA PCAT ATPLAN TN, PUF +eTE ATHPT AT K14 FF
A8 N19 £75 A= NNAR ®DC 1-844-465-1592 (TTY: 711) LMK MEI® ATAAT ARCNPT PT4%: (Amharic)

Soomaali FIIRO GAAR AH: Haddaad ku hadasho Soomaali, adeegyo kaalmada luugadda ah oo bilaash ah ayaad heli kartaa. Qalab caawinaad iyo adeegyo oo habboon si
loogu bixiyo macluumaadka gaabab la adeegsan karo ayaa sidoo kale bilaa lacag heli karaa. Wac 1-844-465-1724 (TTY: 711) ama la hadal bixiyahaaga. (Somali)

ILOCANO PANANGIKASO: No agsasaoka iti llocano, magun-odmo dagiti libre a serbisio ti tulong iti pagsasao. Libre met laeng a magun-odan dagiti maitutop a katulongan
ken serbisio a mangipaay iti impormasion kadagiti ma-akses a pormat. Awagan ti 1-800-832-9686 (TTY: 711) wenno makisarita iti mangipapaay kenka. (llocano)

TRt HraH: U qUIEAUTER HTNT Siedg s HAdUISE] alfe 3. Yo HIGHD HeTad] JdTew SUais B | Ug Il GIaTeeHl S R] T FH3uged Hgrdi T
HATEE UG GH:R[ed JUdTs B1 1-844-465-1722 (TTY: 711) AT B JHeRaT 3T fITIHY & X1 TTEI (Nepali)

ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire
informazioni in formati accessibili. Chiama I'1-844-396-0184 (TTY: 711) o parla con il tuo fornitore. (Italian)
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GGl
NCATCAST e T SR 18 A OTRCeT AN Gs [[RATYCET O T2l AT SHNeTdh ICCR | ICHACII5T FIMICO OF AAAL G SNTS
STETHF STECAreT (1 ARTIAMS RN SoNeTeh IR 1-844-465-1713 (TTY: 711) NI e BN LA FHNF ARNHIAF ALY FA IIN | (Bengali)

Kreyol Ayisyen ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d aladispozisyon w gratis pou lang ou pale a. Ed ak sévis siplemanteé apwopriye pou bay enfomasyon nan
foma aksesib yo disponib gratis tou. Rele nan 1-844-465-1715 (TTY: 711) oswa pale avek founise w la. (Haitian Creole)

POLSKI UWAGA: Osoby méwiace po polsku moga skorzystac z bezptatnej pomocy jezykowej. Dodatkowe pomoce i ustugi zapewniajgce informacje w dostepnych formatach
sg réwniez dostepne bezptatnie. Zadzwon pod numer 1-844-396-0186 (TTY: 711) lub porozmawiaj ze swoim dostawca. (Polish)

Seth

D HETS0: DK BENH SFETES, EO GBS aFP DIPON DN 0NN GOEPow. ASFEID TOWN® FTEOS’ JSFTo),
OBOVTIE A HIFOHE DIFASTEN DOAN WSEN ST SISO 0CNLTEN &OEToN. 1-800-832-9686 (TTY: 711)8 5 TANOS ST N
R SES SrErcod. (Telugu)

Lus Hmoob

LUS CEEV TSHWJ XEEB: Yog hais tias koj hais Lus Hmoob muaj cov kev pab cuam txhais lus pub dawb rau koj. Cov kev pab thiab cov kev pab cuam ntxiv uas
tsim nyog txhawm rau muab lus ghia paub ua cov hom ntaub ntawv uas tuaj yeem nkag cuag tau rau los kuj yeej tseem muaj pab dawb tsis xam tus ngi dab
tsi ib yam nkaus. Hu rau 1-844-465-1717 (TTY: 711) los sis sib tham nrog koj tus kws muab kev saib xyuas kho mob. (Hmong)
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T fe6: 7 3l e 9= 3, 31 303 B HE3 I HOfesT Aerel Quasgy Jen I | Udendl g feg AredTdl Yors 996 St o< Yad Aafed Ars
3 A & Ue3 fed QumTu It I5 1 1-844-465-1723 (TTY: 711) '3 1% od 1 MU YTT37 818 I1& FJ | (Punjabi)

ManigiyuwASasmen M UASISHASUNW MAnig/ i PAgSSWMABSARISADISHENUHAY S8W SHMihAgisummMIgwSudiy]
SHAMIBUMSESMYSEIIRUMGTUIGDAITS SMGIRTSIENWNSARIGRNTRY Wigiunis] 1-844-465-1721 (TTY: 711)
YSununsimSgMZUTINIUaIE ™Y (Khmer)
=
L2l e 3 s e O sy ¢ i i slaclld 5o cile SUal 43l ) (g s Gl il cladds 5 LacSaS ppimad 051y )8 Ladi G i 3 0l Sy A8 ) cledds i€ e G aj8 K14 5
(Farsi) .25 Cusa 3 g sl ) L b 2 580 Gulad (711 :qubiali) 1-844-398-6233 o et
)
1-844-465-1725 -0 Hiasd i (g3 Tadd gl 3la) () slra ain ol S 3 S sl i e slen (ae el sy QB - el i S e ) Al it 8 S 5o s 0yl Gl Rlign s
(Urdu) -cp S &b i€ al 3 b SIS 1 (TTY: 711)
wTR
TIR TVIVT TURAIRD YOOV IVIX PR VIRAIRDIR (2YLWIRIX DVO NIV IR 277 *12TPIR YIORD . TOR IRD 22U9UNR JWIVT OV YO A2°7 TRIDW YOO TR, WX DTV TR IR 10N
(Yiddish) .79 71879 29K 0 7Y WIR 1-833-584-1829 (TTY: 711) 1917 .9RXDR 119 ™9 7292°MK

Deitsch

WICHDICH: Wann du Deitsch schwetzscht, kenne mer dich Schprooch-Hilf griege. Mir kenne dich aa differnti Sadde Hilf griege, wasewwer as brauchscht fer Information
griege, unni as es dich ennich eppes koschde zellt. Call 1-833-584-1829 (TTY: 711) uff odder schwetz mit dei Provider. (Pennsylvania Dutch)

EAANVKA

MPOZOXH: Edv phdte EAANVIKA, uTtdpxouv SLaBéotueg Swpedv UTNPECLEG UTTOOTAPLENG OTN CUYKEKPLUEVN YAwooa. AlatiBevial Swpedv katdAAnAa BonBrpata Kot
UTnpecieg yla rapoyr mAnpodopLwv os TpooBaocteg Hopdéc. KaAéote to 1-844-465-1714 (TTY: 711) f ancuBuvbeite otov ndpoxo oac. (Greek)

Oromoo

Afaan Oromoo HUBACHIISA: Yoo Afaan Oromoo dubbattan ta’e, tajaajilloota gargaarsa afaanii bilisaan isiniif ni kennama. Gargaarsoonni fi tajaajilloonni sirrii ta’an
namoota dhagahuufi arguun isaan rakkisuuf odeeffannoo dhangii dhaggabamaa ta’een kennuunis bilisaan niargamu. Gara 1-800-832-9686 (TTY: 711) tti bilbilaa yookiin
gopheessaa keessan haasofsiisaa. (Oromo)

Gagana Samoa
FAAALIGA: Afai e te tautala i le Gagana Samoa, o loo maua fua auaunaga lagolago mo gagana. O le a maua fua fo’i mea faalogo, isi faiga tau fesoasoani ma auaunaga
talafeagai e tuuina mai ai faamatalaga i auala faigofie ona maua. Vili le 1-800-832-9686 (TTY: 711) pe talanoa i lau fai auaunaga. (Samoan)
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