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Effective July 1, 2010, the following changes are made to your plan:

The following revisions are made to the “WHEN AM I ELIGIBLE FOR
COVERAGE?” section:

The second bullet under DEPENDENT ELIGIBILITY is revised to read as
follows:

o The registered domestic partner of the subscriber or domestic partner for
whom the subscriber has submitted an accurate and complete affidavit
of qualifying domestic partnership. All plan provisions stated as
applicable to a spouse will also be applicable to a domestic partner and
the use of the terms ‘marriage’ and ‘divorce’ will also be applicable
respectively to a domestic partnership and termination of a domestic
partnership.

The third paragraph under APPLICATION FOR COVERAGE is revised to read
as follows:

If you declined enrollment in writing, for you or your dependents, due to
other health coverage, you and any eligible dependents may apply for
coverage under this plan, or any other plan offered by the member firm,
prior to the next NET open enrollment period if the Group Representative
receives your application for coverage (a) within 30 days of exhaustion of
COBRA continuation coverage, loss of eligibility for the prior health coverage,
or loss of an employer’s contribution to the rate for the prior health coverage
(b) within 60 days of the date the Washington State Department of Social
and Health Services (DSHS) makes a determination that it is cost-effective
for eligible dependent(s) to have coverage under the plan; (c) within 60 days
of the date you or your dependent’s Medicaid or CHIP coverage is terminated
as a result of loss of eligibility for those programs; or (d) within 60 days of
the date you or your dependent becomes eligible for a premium assistance
subsidy under Medicaid or CHIP. Coverage will begin on the first day of the
month after the Company has accepted the application. If you acquire a
dependent either through adoption, placement for adoption, birth of a child,
or marriage, you and your dependents may apply for coverage under this
plan or any other plan offered by the member firm, prior to the next open
enrollment. The Group Representative must receive your application within
31 days of marriage, or within 60 days of birth, placement for adoption, or
date of assumption of total or partial legal obligation for support of a child in
anticipation of adoption. Coverage for you and your dependents will begin
retroactive to either the date of birth of a natural newborn, the date of
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placement of an adoptive child, the date of assumption of total or partial
legal obligation for support of a child in anticipation of adoption, or in the
case of marriage, on the first day of the month after the Group
Representative has accepted the application.

The last sentence of the NEWBORN AND ADOPTED CHILDREN provision is
deleted.

The FALSE STATEMENTS provision is revised to clarify that the Company
reserves the right not to offer coverage to an employee of the group or the
employee’s dependents whose coverage was previously terminated for fraud or
material misrepresentation, or who was not accepted for either of those same
reasons, subject to state guaranteed eligibility laws.

The MAXIMUM BENEFIT provision is revised to clarify that benefits provided
under the Transplants Benefit do not accumulate to the Maximum Benefit
amount of this plan.

The following revisions are made to the “BENEFITS” section:

The Chemical Dependency Benefit is revised by removing the $14,500 per two
calendar maximum allowance, and by adding the following:

Exclusively for the purpose of this Chemical Dependency Benefit, “medically
necessary” is defined by the American Society of Addiction Medicine patient
placement criteria. “Patient placement criteria” means the admission,
continued service, and discharge criteria set forth in the most recent version
of the Patient Placement Criteria for the Treatment of Substance Abuse-Related
Disorders as published by the American Society of Addiction Medicine.

The following revisions and clarifications are made to the Transplants Benefit:
The combined lifetime maximum is increased to $350,000.

The Benefits section is revised to clarify that amounts for transplants,
including transplant-related services and supplies provided from one day
prior to the date of the transplant or the date of hospital admission, for a
patient who receives a transplant during the course of a longer hospital
stay, through 90 days after the transplant are applied to the transplant
combined lifetime maximum. The transplant maximum will not be
exhausted by non transplant-related hospital or medical costs prior to a
patient receiving the transplant.

The Donor Organ Benefits and the Travel Expenses paragraphs are
revised to clarify that benefits will accrue to the overall transplant lifetime
maximum.

The Mental Disorders Benefit is revised by removing the inpatient days and
the outpatient visit limits.



The following revisions are made to the “WHEN WON’T THINGS BE
COVERED?” section:

The Transplant Waiting Period paragraph under WAITING PERIODS is
revised to read as follows:

Transplant Waiting Period: You will not be eligible for any benefits related
to a transplant, including stem cell support and high-dose chemotherapy
associated with stem cell support until the first day of the seventh month of
continuous coverage under this prior medical plan, whether or not the
condition is preexisting or an emergency. Services and supplies related to a
transplant which was performed prior to your effective date of coverage
under this medical plan will not be subject to the transplant waiting period,
but will be subject to the preexisting condition waiting period requirements
described below. The Company will reduce the duration of the transplant
waiting period by the amount of your combined periods of creditable
coverage if you have been covered by creditable coverage. For crediting to
apply for more than one creditable coverage, there must have been no break
in creditable coverage greater than 63 days immediately preceding the
enrollment date of coverage under this Plan or between any two successive
creditable coverages for which you seek credit. For the purposes of this
transplant waiting period, creditable coverage also includes one immediately
previous and otherwise creditable coverage that terminated in the period
beginning 90 days and ending 64 days before the date of application for
coverage under the plan. Creditable coverage may still be in force at the
time credit for it is sought on this coverage.

The first paragraph in the LIMITATIONS AND EXCLUSIONS section is deleted
and replaced with the following:

No benefits are provided for the following or for any direct complications or
consequences thereof, unless specifically stated otherwise below or unless
specifically provided for in the “Benefits” section. However, these exclusions
shall not apply with regard to an otherwise covered service for an injury if
the injury results from an act of domestic violence or a medical condition,
(including physical and mental) and regardless of whether such condition
was diagnosed before the injury.

The first paragraph under APPEALS AND GRIEVANCES in the “HOW DO I FILE
A CLAIM?” section is revised by removing the word “discretionary”.

The Right of Recovery section of the “COORDINATION OF BENEFITS”
provision is deleted and replaced with the following:

Right of Recovery: The Company has the right to recover excess payment
whenever it has paid allowable expenses in excess of the maximum amount of
payment necessary to satisfy the intent of this provision. The Company may
recover excess payment from any person to whom or for whom payment was
made or any other issuers or plans.

If you are covered by more than one health benefit plan, and you do not know
which is your primary plan, you or your provider should contact any one of the
health plans to verify which plan is primary. The health plan you contact is
responsible for working with the other health plan to determine which is
primary and will let you know within thirty calendar days.

CAUTION: All health plans have timely claim filing requirements. If you or
your provider fail to submit your claim to a secondary health plan within that



plan’s claim filing time limit, the plan can deny the claim. If you experience
delays in the processing of your claim by the primary health plan, you or your
provider will need to submit your claim to the secondary health plan within its
claim filing time limit to prevent a denial of the claim.

To avoid delays in claims processing, if you are covered by more than one plan

you should promptly report to your providers and plans any changes in your
coverage.

The last bullet of the COVERAGE UNDER A PRIOR PLAN provision is revised to
read as follows:

e You will receive credit toward satisfaction of the Transplants Benefit waiting
period upon direct transfer from another medical plan. For more

information about waiting period credits, please see the “When Won’t Things
Be Covered?” section.

The last paragraph in the definition of Medically Necessary in the
“DEFINITIONS” section is revised to clarify that if “Medically Necessary” is
specifically defined in any benefit under the “Benefits” section of this brochure,

such definition shall be applicable for purposes of that benefit instead of this
definition.

Except as specifically modified by this insert, the brochures described above and
all other inserts thereto, continue unchanged.

Please keep this insert with your brochure for an up-to-date record of your
plan.
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WELCOME TO A DIFFERENT KIND OF
HEALTH PLAN

Welcome to Selections. As you’ll soon discover, this health plan isn’t
like health plans used to be.

For starters, it can help reduce the amount of out-of-pocket money
you have to spend on health care. It also provides you with your own
medical “care coordinator” to make sure you always get the most
appropriate care.

All this is made possible by a partnership that includes your
employer, your health care provider, Regence BlueShield, and you.
Working together, we can reduce unnecessary medical expenses, so
you can have care that’s both appropriate and affordable.

As a member of Selections, you'll receive this care from a carefully
selected network of doctors, hospitals, and other health care
providers.

This Benefits Guide explains how that works, answers questions
about your coverage, defines the special terms used (please see the
“Definitions” section of this brochure), and instructs you on how to
use the plan to best meet your needs. Please read it carefully to
become familiar with all of the advantages of your Selections plan.

If you have any questions about your Selections benefits, please call
the number listed in the Customer Service Directory.

In this brochure, Regence BlueShield is referred to as the “Company.”

This plan is underwritten by Regence BlueShield of Seattle,
Washington.



HOW DOES SELECTIONS WORK?

Selections is based on the concept of a Personal Care Provider or
“PCP.” A PCP isn’t only a highly qualified medical practitioner. They
also serve as your medical “coach.” In other words, it’s your PCP’s
job to make sure you get the most appropriate medical care, and to
monitor the care you receive from specialists, hospitals and other
providers. (To find out how to select a PCP, see the section entitled
“How Do I Choose A PCP?”)

You'll usually receive a higher level of benefits (and pay lower out-of-
pocket costs) when your PCP coordinates your care. On the other
hand, you can go outside the Selections network to a Selections,
Preferred Plan, or participating provider in the “extended network.”
Except for some services (where you’re allowed to make an
appointment directly with a Selections, Preferred Plan, or
participating provider), you'll receive a lower level of benefits and
you'll pay more out-of-pocket costs when you go outside the
Selections network.

Either way, the choice is completely up to you each and every time
you seek medical care.

This diagram gives you an overview of how to get medical care, both
from the Selections network and from the extended network. Keep
these points in mind when getting care:

e All care must be coordinated by your Personal Care Provider for
you to qualify for the highest level of benefits. The only
exceptions are emergency services and the “self-referral benefits”
described in the diagram.

e You have the greatest freedom of provider choice within what is
known as the “extended network,” but your benefits will usually
be paid at a lower level, so you'll have greater out-of-pocket
expenses.

You'll find detailed information about each of the steps throughout
this brochure. So please read it carefully to familiarize yourself with
all of the provisions of your plan—including any limitations or
exclusions.



To Get the Highest Level or
Selections Network Benefits
(You pay less out-of-pocket)

To Get Partial or
Extended Network
Benefits
(You pay more
out-of-pocket)

e See
your
PCP.

Your PCP
may refer
you to a
specialist
or hospital.

OR Self-refer for:

Routine vision and
hearing exams*
Repair of Teeth*
Smoking
Cessation*
Covered services
of a chiropractor*
Covered women’s
health care
services

(This provider may
refer you to a
specialist or
hospital.) *

Self-refer to any
Selections, Preferred
Plan, or participating
provider who is not your
PCP.

* See “Benefits” section for more detalils.
This chart applies only to care delivered inside your service area.
See page 11 for information on benefits outside your service area.




HOW DO I CHOOSE A PCP?

Your Selections plan allows you to choose a different Personal Care
Provider (PCP) for each member of your family. And you can select
your PCP(s) from an extensive list of providers such as general
practitioners, family practitioners, pediatricians, internal medicine
physicians, registered nurses, and naturopaths.

Include the name and identification number of each PCP you select
when you complete your application form. Once you have been
accepted for coverage, we will send you written confirmation of your
selected PCP(s).

You may change your PCP at any time by calling us or submitting an
Employee Enrollment & Change Form through your employer. The
change will become effective the day we receive it.

Please note that choosing a Personal Care Provider is not a
requirement of your Selections plan, but your benefits will generally
be lower if you do not select a PCP to coordinate your care. Other
requirements also apply. For more information, see the section
entitled “What Do I Do When I Need Care?”



WHAT DO I NEED TO DO BEFORE I
GET CARE?

Your Selections plan includes a health management program
designed to encourage you to be aware of—and involved in—
decisions about the most appropriate level of medical care.

Please read the following sections on second surgical opinions and
preadmission approval carefully. It is important that you follow
these procedures in order to get full use of your benefit coverage.
Otherwise your benefits could be significantly reduced. Remember,
too, that benefits for these procedures are subject to waiting periods,
any annual deductible, and all other provisions of this plan as
described in this brochure.

VOLUNTARY SECOND SURGICAL OPINION

If you choose to have a voluntary second surgical opinion before
having surgery, the physician’s services and any related x-ray and
laboratory services for the second opinion will be provided in full, not
subject to any deductible or copay provisions of this plan, when
performed by the physician referred to you as described below.

Your Selections, Preferred Plan, or participating physician can
handle obtaining a second opinion referral by contacting the
Company at the number listed in the Customer Service Directory.
The Company will furnish the names of physicians from whom the
second opinion may be obtained. The second opinion must be
obtained from a physician referred to the member by the Company,
and who is not the physician who will perform the surgery.

You may use one of the physicians referred by the Company to take
advantage of the copay and deductible waiver, but if you choose not
to use one of the physicians referred by the Company, the benefit will
still be paid under this plan, but at the Professional Services
payment level. If you do not follow the procedures for obtaining a
second surgical opinion, benefits will be paid at the Professional
Services payment level, and will be subject to any deductible or
copays of your plan.

A third opinion will also be covered if the first two opinions do not
agree, but no additional opinions will be covered. Once you receive
the second opinion, even if the physicians do not agree, the decision
to have the surgery will rest with you.



If you have any questions on the voluntary second surgical opinion
process, you may call the phone number listed in the Customer Service
Directory.

PREADMISSION APPROVAL

The preadmission approval requirements of this section will apply
only to the member who seeks an inpatient admission from providers
outside the service area that have not contracted with a Blue Cross
and/or Blue Shield plan. All medical and surgical care received
outside the service area that is not a medical emergency must be
obtained in a setting other than inpatient, unless the Company
determines that inpatient care is medically necessary.

If you are using a provider outside the service area who has not
contracted with a Blue Cross and/or Blue Shield plan in that area,
you must have your provider contact the Company prior to any
inpatient admission that is not a medical emergency by submitting a
“Preadmission Review Request” form (available from the Company at
the address given in the Customer Service Directory) to the Company
at least 10 days before your admission date; or you may have your
provider contact the Company by telephone at the number listed in
the Customer Service Directory.

The Company will evaluate the information provided by your provider
to determine in advance whether inpatient care is medically
necessary. A new approval should be obtained for each admission or
readmission.

It is not necessary to request preadmission approval for emergency
services; maternity admissions when you or your spouse is in labor
or scheduled for a cesarean section or labor induction (however,
notice of such admissions should be given to the Company within 48
hours or by the first working day after the admission); treatment in
an outpatient facility or provider’s office; or admissions to hospitals
outside of the United States or hospitals within United States
territories.

If the preadmission approval is not requested and the Company
determines that an inpatient level of care is not medically necessary,
benefits for the inpatient care, including any related physician’s
services, will be provided at one-half of the Selections network
payment level for Professional Services or the amount that would
have been paid had the services been received in an appropriate
alternative setting, whichever is greater. You will be responsible to
pay the additional charges. If the inpatient level of care is
determined to be medically necessary, the regular benefits of this
plan will be provided.



If you or your provider have any questions on the preadmission
approval process, please call the phone number listed in the Customer
Service Directory.



WHAT DO I DO WHEN I NEED CARE?

Your Selections plan is designed to be as simple to use as possible.
When you need medical care, just follow these steps. That way,
you'll be assured of receiving the Selections network level of benefits.

Be sure to present your Selections identification card to your
provider before receiving care.

CARE WITHIN THE SELECTIONS SERVICE AREA

Within the Selections service area, you can choose either of two
benefit levels: Selections network benefits (most of which are
coordinated through your PCP), or extended network benefits. Each
time you need medical care you are free to decide which provider you
want to use. Your choice will determine the level of benefits you
receive. The level you choose will affect how your benefits will be
paid. The benefits of this plan will be provided for any service
performed by a registered nurse acting within the scope of the license
if this plan would provide benefits for the services when performed by
a physician. You will be reimbursed up to the percentage of the
allowed amount as specified for other physician services. No benefits
will be provided unless you are under the care of one of the providers
specified below.

SELECTIONS NETWORK BENEFITS

The Selections network consists of physicians, hospitals and other
providers who have demonstrated a commitment to the effective use
of health care resources. To receive care at the highest payment
level, follow these four steps:

1. Select a Personal Care Provider for yourself and each member of
your family when you complete your application. Feel free to
contact us if you need help finding a Personal Care Provider who
can manage your care.

2. When you need care, contact your Personal Care Provider first.
He or she will treat you or determine if you need to seek more
specialized care, and refer you to a specialist, if necessary. If you
have a complex or serious medical or psychiatric condition, a
standing referral may be issued for an extended period of time,
subject to the limitations and provisions of this plan. If there is
no appropriate Selections provider to treat you, your PCP also has
the authority to refer you to other types of providers. In those
limited circumstances as specifically stated in the “Benefits”
section of this brochure, you may refer yourself directly to a
provider other than the Personal Care Provider and receive the



Selections network payment level. If you self-refer to a provider,
except as specifically allowed in the “Benefits” section, the
extended network benefit payment level will be provided.

3. If you need to be admitted as an inpatient for care at a hospital or
clinic, your Personal Care Provider will handle all arrangements
with the facility.

4. Some Personal Care Providers are part of a medical group that
use specific specialists, hospitals, and other facilities. If you
select one of these as your Personal Care Provider, he/she will
primarily refer you to providers within that medical group when
you need specialty care. Please contact your Personal Care
Provider if you have questions about their specific referral
practices.

EXTENDED NETWORK BENEFITS

The extended network benefits are available when you use a
Preferred Plan or participating provider, or you use a Selections
provider but you have not selected or had your care coordinated
through a Personal Care Provider, except for specified self-referral
benefits. You will also receive extended network benefits when you
use a Personal Care Provider without first informing the Company
who your PCP is. Extended network benefits are described elsewhere
in this brochure.

EMERGENCY CARE

If you have a medical emergency, go to the nearest appropriate
facility. In an emergency, treatment by a provider that is not
normally covered under this plan will be recognized for 24 hours, or
as long as it reasonably takes to come under the care of a Selections,
Preferred Plan, or participating provider. Benefits will be based on
the recognized provider’s actual charge for the service where those
charges are reasonable and are not increased on the basis of the
coverage of this plan. If you are admitted to a hospital outside the
service area, you must call us within 24 hours to continue to receive
the highest level of benefits. Benefits will be provided at the level
specified in the Payment Schedule for Selections network benefits.

Please refer to the “Definitions” section to see how a medical
emergency is defined for this plan.
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HEALTH CARE RESPONSIBILITY

All health care services are provided by facilities and professionals
who are neither employees nor agents of the Company. The fact that
a provider is listed in the Company’s provider directory does not
mean the provider is the Company’s employee or agent. Providers
are responsible for the quality of care they render.

CARE OUTSIDE THE SERVICE AREA

Outside the Selections service area, benefits will be provided for care
received from a Preferred Plan, participating, or recognized provider
(see the “Definitions” section) based on the allowed amount at the level
specified in the Payment Schedule.

If you live inside the service area and are admitted to a hospital while
traveling outside the service area, you must contact the Company
within 24 hours (or the next business day) to receive full plan
benefits.

You must also agree to comply with the Company’s managed care
guidelines, which may require you to move under the care of a
Selections provider in the service area as soon as we feel it is
medically feasible. If you meet all requirements, inpatient benefits
will be provided at the level of the Selections network.

Remember to present your identification card when consulting a
provider or receiving treatment at a hospital. If your care is received
within the service area of a local Blue Cross and/or Blue Shield plan,
choosing a participating provider with that local plan can decrease
your out-of-pocket expenses. By using your identification card,
participating providers can submit your claims to the local Blue
Cross and/or Blue Shield plan.

See the “How Do [ File A Claim?” section of this brochure for
information on submitting claims.
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WHEN AM I ELIGIBLE FOR
COVERAGE?

EMPLOYEE ELIGIBILITY

Active, full-time employees of the member firm are eligible for
coverage under this plan. In this brochure, the employee is referred
to as the “subscriber.”

DEPENDENT ELIGIBILITY
Eligible dependents include:

The subscriber’s lawful spouse.

The domestic partner of the subscriber. If all requirements are
met, as stated in the signed “Affidavit of Qualifying Domestic
Partnership,” all plan provisions stated as applicable to a spouse
will also be applicable to a domestic partner. For the purpose of
this plan, the use of the term “marriage” will also be applicable to
a domestic partnership.

A natural child, adopted child, a child legally placed with the
subscriber for adoption including a child for whom the subscriber
has assumed a total or partial legal obligation for support in
anticipation of adoption, a stepchild, or a child for whom the
subscriber is the legal guardian (the subscriber will need to
provide a court order showing legal guardianship). In addition, a
child of the subscriber will be eligible for coverage under this plan
when required by a court order. A child must be under age 25 to
be eligible for coverage under this plan. Children who are
incapacitated due to developmental disability or physical
handicap and chiefly dependent upon the subscriber, spouse, or
non-covered legal parent for support and maintenance are also
eligible for benefits, provided the dependent child was covered on
the day before the 25th birthday and the incapacity occurred
prior to the 25th birthday. Benefits will be provided for the
duration of the incapacity unless coverage terminates. Proof of
the incapacity and dependency will be required within 31 days
after the child’s 25th birthday, and not more frequently than one
time per year after the child’s 27th birthday. If the incapacitated
child’s coverage ends for any reason after the 25th birthday, the
child will not be eligible for coverage under this Dependent
Eligibility provision.
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APPLICATION FOR COVERAGE

To become covered under this plan, you must first complete an
application for yourself and each family member you wish to cover.
For employees, coverage begins on the first day of the next month
after your application has been accepted by the NET Group
Representative and you have completed any probationary period
required by your employer. For dependents who are eligible and are
included on the subscriber’s application, coverage begins on the
subscriber’s effective date.

If you or your dependent is not enrolled for coverage when initially
eligible, coverage will not be available until the next NET open
enrollment period, except when required by court order.

If you declined enrollment in writing, for you or your dependents,
due to other health coverage, you and any eligible dependents may
apply for coverage under this plan, or any other plan offered by the
member firm, prior to the next NET open enrollment period if the
Group Representative receives your application for coverage

(a) within 30 days of exhaustion of COBRA continuation coverage,
loss of eligibility for the prior health coverage, or loss of an
employer’s contribution to the rate of the prior health coverage or
(b) within 60 days of the date the Washington State Department of
Social and Health Services (DSHS) makes a determination that it is
cost-effective for eligible dependent(s) to have coverage under the
plan. Coverage will begin on the first day of the month after the
Company has accepted the application. If you acquire a dependent
either through adoption, placement for adoption, birth of a child, or
marriage, you and your dependents may apply for coverage under
this plan or any other plan offered by the member firm, prior to the
next open enrollment. The Group Representative must receive your
application within 31 days of marriage, or within 60 days of birth,
placement for adoption, or date of assumption of total or partial legal
obligation for support of a child in anticipation of adoption. Coverage
for you and your dependents will begin retroactive to either the date
of birth of a natural newborn, the date of placement of an adoptive
child, the date of assumption of total or partial legal obligation for
support of a child in anticipation of adoption, or in the case of
marriage, on the first day of the month after the Group
Representative has accepted the application.

Please submit a new NET Employee/Subscriber Enrollment
Application to your employer if there is any change in your family’s
eligibility. Forms are available through your employer.
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NEWBORN AND ADOPTED CHILDREN

For the subscriber’s natural newborn child, coverage will be
retroactive to the date of birth provided the Group Representative
receives the subscriber’s application for the new dependent’s
coverage within 60 days following birth. For the subscriber’s
adopted child, coverage will be retroactive to the date of placement
for adoption or the date the subscriber assumed total or partial legal
obligation for the child’s support in anticipation of adoption if the
Group Representative receives the subscriber’s application for the
new dependent’s coverage within 60 days following placement or the
subscriber’s assumption of legal obligation for the child’s support.
For the subscriber’s natural newborn, adoptive child under age 18,
or child placed for adoption under age 18, none of the preexisting
limitations or preexisting condition waiting periods of this plan will
apply to such child, if enrolled for coverage under this plan within 60
days of birth, adoption, or placement for adoption. If your member
firm’s Contract does not require a rate payment for the natural
newborn or adoptive child, you do not have to complete a NET
Employee/Subscriber Application for the child. However, for both
newborns and adopted children, the Group Representative should
receive applications within 31 days to prevent delays in claims
processing.

FALSE STATEMENTS

If the member or anyone acting on their behalf makes a false
statement in the application or eligibility records or withholds
information with intent to deceive or affect the acceptance of the
application or the risks assumed by the Company, or otherwise
misleads the Company into providing benefits it would not otherwise
have provided, the Company shall be entitled to recover its damages
from the member, from the group, from any other person responsible
for misleading the Company, and from the person for whom the
benefits were provided. In addition, the Company may retroactively
terminate coverage under this Contract for a member who commits
fraud or material misrepresentation in connection with obtaining
coverage or benefits such as providing false or misleading
information on a claim. Coverage will not be offered to an employee
of the group or the employee’s dependents whose coverage was
previously terminated for fraud or material misrepresentation or was
not accepted for the same reasons.
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WHAT DO I HAVE TO PAY FOR?

This section includes information on how your plan covers the
services and supplies listed in the following “Benefits” section. Each
of the key factors in this section (copays, deductible, stoploss limits,
and the coinsurance amounts listed in the Payment Schedule) affects
how your claims will be paid.

Selections Network Benefits: To receive the Selections network
benefits, you must use or have your care coordinated through your
Personal Care Provider.

Extended Network Benefits: To receive the extended network
benefits, you must use a Selections, Preferred Plan, or participating
provider.

COPAYS

Each covered person will be required to pay the dollar amounts
specified below.

$25 copay for each outpatient professional service (except lab and x-
ray services) performed in the office, home, hospital outpatient
department or other facility. Copays apply to all outpatient
professional services as noted in the “Benefits” section.

You will also be responsible to pay a $150 copay for each visit to a
hospital emergency room for illness, injury or surgery. This amount
will be waived if you are directly admitted to the hospital as an
inpatient.

Copays cannot be used to satisfy your annual deductible and will
not accumulate toward your stoploss limits.

DEDUCTIBLE - Required for Extended Network
Benefits (including care outside the service area)

The deductible is the cost of covered medical expenses outside the
Selections network benefits that you must reach and are responsible
to pay before your extended network benefits (including care outside
the service area) are available, unless specified otherwise. No
deductible is required for Selections network benefits.

The deductible amount under this plan is $500 per member, per
calendar year.

Any copays required by your plan, charges for services and supplies
not covered by this plan, any expenses for services not subject to the
deductible, and expenses for covered services or supplies in excess of
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the allowed amount, except as specified in the Emergency Care
provision in the “What Do I Do When I Need Care?” section, will not
apply to your deductible.

You and your dependents who become covered under this plan on its
original effective date will be allowed to credit toward the deductible
amount of this plan any amounts credited toward your deductible
amount of your group’s prior carrier for that calendar year, provided
notification of the amount to be credited is received by the Company
within 31 days of the effective date of this plan. Coverage under the
plan with the group’s prior carrier must be of the same type as this
plan.

Family Deductible: If three or more covered family members reach
eligible deductible expenses totaling three deductible amounts in a
calendar year, no further deductible will be required from any family
member during that calendar year.

Deductible Carry-Over: Covered expenses incurred during the last
three months of a calendar year and applied to the deductible may
also be applied to the next calendar year’s deductible.

Family Accident Deductible: If two or more covered family
members are injured in the same accident, they need to satisfy only
one deductible for any benefits provided in that and the next
calendar year as a result of the accident.

How to Submit Proof of Your Deductible: As you incur deductible
expenses, your provider should bill the Company direct. If direct
billing is not possible, submit your claim as specified in the “How Do
I File A Claim?” section of this brochure as you incur expenses. You
will receive itemized statements showing what amounts have been
credited toward your deductible.

If Hospitalization Continues From One Calendar Year Into the
Next: A second deductible will not be required for any treatment
prior to your discharge from the hospital. Additional coinsurance
also will not be required for any treatment prior to your discharge
from the hospital if you have met the appropriate stoploss limit for
the calendar year in which the hospitalization began.
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STOPLOSS LIMITS

Your Selections plan has two separate limits called “stoploss limits” -
one applies to services within the Selections network and the other to
benefits within the extended network (including care outside the
service area). The stoploss amounts for both networks are as shown
below:

Selections Network Stoploss Limit: $3,000 per member
$9,000 per family, per
calendar year

Extended Network Stoploss Limit: $10,000 per member
$30,000 per family, per
calendar year

When your eligible out-of-pocket coinsurance expenses for either the
Selections network or the extended network reach the appropriate
stoploss limit, the payment level for most benefits within that
network only will increase to 100% of the allowed amount for the
remainder of the calendar year. If three or more covered family
members reach coinsurance expenses totaling three stoploss limits
in a calendar year, the stoploss requirement will be considered
satisfied for all family members during that calendar year. The
coinsurance for Selections network benefits applies only to the
Selections network stoploss and the coinsurance for extended
network benefits applies only to the extended network stoploss.
(Some benefits do not change to higher payment levels and the
coinsurance for those benefits does not apply to the stoploss limits.
Those exceptions are noted throughout the brochure.)

PAYMENT SCHEDULE

The schedule below shows many of the main benefits included in
your plan. Additional benefits may in some cases be available and
will be described in the “Benefits” section of this brochure. After you
have satisfied your copay and any deductible requirements, benefits
will be provided at the payment levels specified below. Please read
the entire brochure for details on these and other benefits, specific
benefit limitations and maximums, waiting periods, and exclusions.
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Benefit Payment Level for Services Provided by Selections,
Preferred Plan, and Participating Providers Inside the Service
Area: You may contact the Company for up-to-date information on

Selections, Preferred Plan, and participating providers.

Benefit

Selections Network

Extended Network

Benefits Benefits
Not covered except
Preventive Care 100% routine coloregtal
cancer screening
services at 60%
Professional Services 100% 60%
(as described in the (unless specified (unless specified
“Benefits” section otherwise) otherwise)
including diagnostic x-ray
and laboratory services)
Hospital Services* 80% 60%
(inpatient and outpatient
benefits including
diagnostic x-ray and
laboratory services)
$150 copay per emergency
room visit (waived if
admitted)
Acupuncture 100% 60%
Ambulatory Surgical Center 80% 60%
Chemical Dependency 100% 60%
o .
Diabetes Care Training 10(8)32’ A)P;(::islistl;nal 60%
Growth Hormone 100% 60%
Home Health 100% 60%
Home Medical Equipment 80% 60%
Home Phototherapy 100% 60%
Hospice 100% 60%
Hospitalization for Dental 100% Professional 60%
Services 80% Facility
Infusion Therapy 100% 60%
o .
Mammography 1 O()gé)O/lszoefli;sj g)’nal 60%
Maternity 100% 60%
o .
Mental Disorders 10%{;0/{: r;afl(zsilsignal 60%
Neurodevelopmental 80% 60%
Therapy
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Benefit

Newborn Care

Occupational Injury
Phenylketonuria Formulas
Preadmission Testing for
Surgery

Prenatal Testing

Prostate Cancer Screening
Prostheses and Orthotics
Rehabilitative Services

Routine Eye and Hearing
Exams

Skilled Nursing Facility
Smoking Cessation
Special Equipment and
Supplies

Spinal Manipulations

Sterilization Procedures

Temporomandibular Joint
Disorders
Transplants

Extended Network
Benefits

60%

Selections Network
Benefits
100% Professional
80% Facility

same as any condition
100% 60%
100% Professional

(0]
80% Facility S0
100% Professional o
80% Facility 60%
R .
100% Professional 60%

80% Facility
80% 60%

100% Professional o
80% Facility 60%

100% not covered
80% 60%
80% 80%
80% 80%
100% 60%
o .
o Proessionsl oo
100% Professional 60%

80% Facility

100% not covered

*Services and supplies required to treat a medical emergency, inside
the service area, will be provided at the Selections network payment
level of benefits as specified in the Emergency Care provision in the

“What Do I Do When I Need Care?” section.

Benefit Payment Level for Services Provided by Recognized
Providers Inside the Service Area:

Benefit

Ambulance Services
Blood Bank

Repair of Teeth
Temporomandibular Joint

Disorders (services of dentists)

Selections Extended
Network i
Network Benefits

Benefits

80% 80%

80% S074

80% 80%

100% 60%

Benefit Payment Level for Services Provided Outside the Service
Area: If you receive care outside the service area, you will receive the
same benefits as in the extended network but at a higher level. All
benefits payable at 50% in the extended network will be payable at
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80% of the allowed amount outside the service area, whether or not a
medical emergency. If you live inside the service area and become
admitted as an inpatient while traveling outside the service area, you
will receive the Selections network benefits if you follow special
notification procedures and other requirements. (See the “What Do I
Do When I Need Care?” section.)
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BENEFITS

All covered benefits explained on the following pages are
provided after satisfaction of any copay amounts. All extended
network benefits are provided as specified after satisfaction of
any deductible.

All covered benefits are subject to the limitations, exclusions, and
provisions of this plan, and services and supplies must be medically
necessary. Limited benefits are not cumulative and unused portions
of them cannot be carried over from one calendar year to another
calendar year, except as otherwise specified. Inside the service area,
you must receive services from Selections, Preferred Plan, or
participating providers (see “Definitions” section), as outlined in the
Payment Schedule, to be eligible for the benefits of this plan. The
services of recognized providers (see “Definitions” section) inside the
service area are only available for benefits as outlined in the Payment
Schedule. Benefits for medical emergencies will be provided as
specified in the Emergency Care provision of the “What Do I Do
When I Need Care?” section. Benefits are identical for subscribers
and dependents, except where otherwise specified.

Preventive Care: The services of a Personal Care Provider will be
provided when performed on an outpatient basis at the same level as
benefits for illness conditions. The services of a Selections physician,
Selections optometrist, or a Preferred Plan or participating
audiologist will be provided for routine eye and hearing examinations
without a referral from the Personal Care Provider. A female may
also refer herself directly to the following providers for covered
services: Selections physician, Selections advanced registered nurse
practitioner specializing in women’s health and midwifery, Selections
midwife, or Selections physician’s assistant. The following services
will be provided:

e Routine well baby care from birth.

e Routine pediatric, routine gynecological and adult physical
examinations.

e Pediatric and adult immunizations.

e Office calls and related laboratory and x-ray services for routine
cancer screening including preventive surgeries. (Routine
mammography and routine prostate cancer screening services are
covered separately under the “Benefits” section and are not part
of the Preventive Care Benefit.)

e Routine colorectal cancer screening services, including but not
limited to, colonoscopies, sigmoidoscopies, fecal occult tests and
barium enemas.
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¢ One routine eye examination per calendar year to determine the
need for a new or changed prescription.
e One routine hearing examination per calendar year.

No other routine benefits or benefits for glasses, contact lenses, or
hearing aids will be provided under this plan unless specifically
stated. Except for routine colorectal cancer screening services,
Preventive Care Benefits are not available outside the Selections
network. Copays apply to all services except x-ray and laboratory.

Professional Services: The services of a provider who is not a
facility that provides inpatient services will be provided for injury and
illness, including x-ray, laboratory, surgery, second opinions, and
injectable drugs for covered conditions in the office, home, hospital
or skilled nursing facility. The services of a provider who is a
physician, a physician’s assistant, a midwife, or an advanced
registered nurse practitioner specializing in women’s health and
midwifery will be provided to a female when she refers herself directly
for covered women'’s health care services. Covered women’s health
care services include gynecological care and general examinations as
medically appropriate and medically appropriate follow-up visits. To
receive the Selections network level of benefits for covered women’s
health care services, a female may refer herself directly to a
Selections provider who is a physician, a physician’s assistant, a
midwife, or an advanced registered nurse practitioner specializing in
women’s health and midwifery. The Selections network level of
benefits of this plan will be provided when you self-refer directly to a
chiropractor for covered chiropractic services. Copays apply to all
services except x-ray, laboratory and inpatient care.

Hospital Services: The inpatient and outpatient services of a
hospital will be provided for injury and illness (including services of
staff providers billed by the hospital). Room and board is limited to
the hospital’s average semiprivate room rate, except where a private
room is determined to be medically necessary. You will be
responsible to pay the emergency room copay for each hospital
emergency room visit. All other services of the hospital outpatient
department, except outpatient surgery, radiation and chemotherapy,
are subject to the outpatient professional copay.

Acupuncture: The Professional Services Benefit of this plan will be
provided to a 12 visit limit per calendar year for acupuncture
services, except that acupuncture for chemical dependency
treatment will be provided separately under the Chemical
Dependency Benefit of this plan.

Ambulance Services: The services of an ambulance company
(ground or air ambulance service) will be provided to the nearest
hospital equipped to render the necessary treatment, if other
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transportation would endanger your health and the purpose of the
transportation is not for personal or convenience reasons; the
services of a ground ambulance company will be provided to a
maximum of $2,000 per calendar year.

Ambulatory Surgical Center: The services and supplies of an
ambulatory surgical center will be provided for injury or illness.

Blood Bank: The services and supplies of a blood bank will be
provided.

Chemical Dependency: To receive the Selections network benefit
level, you must contact your Personal Care Provider or the Company
at the phone number listed in the Customer Service Directory. The
Company will then work with you and your provider to evaluate the
level of care you need and locate an appropriate Selections provider
for treatment. If you do not have your treatment coordinated by
either your Personal Care Provider or the Company but meet the
other requirements of this benefit, you will receive the extended
network benefits.

The services and supplies of a chemical dependency treatment
program will be provided for medically necessary inpatient and
outpatient treatment for chemical dependency, including supportive
services. Benefits will be provided to a maximum allowance of
$14,500 every two calendar years. Medically necessary detoxification
will be covered as a medical emergency and expenses incurred will
not accrue to the $14,500 two calendar year maximum if the
member is not enrolled in other chemical dependency treatment.

Acupuncture services related to chemical dependency treatment will
be provided under this Chemical Dependency Benefit and will accrue
to the overall Chemical Dependency Benefit maximum. Acupuncture
services provided under this Chemical Dependency Benefit do not
accrue to the 12 visit limit per calendar year, as specified in the
Acupuncture Benefit.

Prescription drugs related to chemical dependency treatment and
prescribed and dispensed through a chemical dependency treatment
facility will be provided under the benefits of this Chemical
Dependency Benefit and will accrue to the overall Chemical
Dependency Benefit maximum.

Except in cases of medically necessary detoxification services, the
program must submit prenotification of treatment at least 10 days
before treatment begins, whenever reasonably possible.

When the member is under court order to undergo a chemical
dependency assessment or in other situations pending legal action
related to chemical dependency, the Company reserves the right to
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require the member, at the member’s expense, to provide a chemical
dependency treatment plan and an initial chemical dependency
assessment performed by a chemical dependency counselor
employed by a chemical dependency treatment program, at least 10
days before treatment begins.

For the purpose of this Chemical Dependency Benefit, “medically
necessary” means indicated in the Patient Placement Criteria for the
Treatment of Substance Abuse-Related Disorders Il as published in
1996 by the American Society of Addiction Medicine.

No benefits will be provided for information and referral services;
information schools; Alcoholics Anonymous and similar chemical
dependency programs; long-term care or custodial care; tobacco
cessation programs, except as provided in the Smoking Cessation
Benefit of this plan; and emergency service patrol. No other
Chemical Dependency Benefits will be provided under this plan,
except as described above for detoxification.

Diabetes Care Training: The outpatient benefits of this plan will be
provided for diabetic self-management training and education,
including nutritional therapy, if reccommended by a provider with
expertise in diabetes.

Diabetes Supplies and Equipment: The benefits of this plan will be
provided for supplies and equipment for the treatment of diabetes.
For Professional Services, Diabetes Care Training, Home Medical
Equipment, Prostheses and Orthotics, and Prescription Drugs
Benefits, see those benefits of this plan.

Growth Hormone: Services and supplies will be provided for growth
hormone when performed and billed by an infusion therapy provider
for the following:

e For children with growth hormone deficiency, Turner’s syndrome,
chronic renal insufficiency, Prader-Willi syndrome, neonatal
hypoglycemia associated with growth hormone deficiency, or for
other conditions determined by the Company to be a covered
benefit since this plan was issued.

e For adults with growth hormone deficiency as a result of
hypothalamic or pituitary disease due to destructive lesion of the
pituitary, or peri-pituitary area, as a result of treatment or
surgery, or for other conditions determined by the Company to be
a covered benefit since this plan was issued.

Growth hormone treatment of these listed conditions is covered when
authorized by the Company in advance. Benefits for growth
hormones are provided to a maximum of $25,000 per calendar year.
No other benefits for growth hormone will be provided under this
plan.
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Home Health:

Eligibility: The services of a home health agency will be covered in
your home for treatment of an illness or injury, subject to the
conditions and limitations specified below.

All of the following must be satisfied to be covered under this benefit:

¢ You must be homebound, which means that leaving the home
could be harmful, involves a considerable and taxing effort and
you are unable to use transportation without the assistance of
another.

e Your condition must be serious enough to require confinement in
a hospital or skilled nursing facility in the absence of home health
services.

Covered Services: Benefits are limited to the following services in
your home and must be provided by employees of and billed by the
home health agency:

Intermittent skilled nursing services.

Skilled physical, occupational, and speech therapy services.

Respiratory therapy services.

Skilled medical social services.

Home health aide services. Such care includes ambulation and

exercise, assistance with self-administered medications, reporting

changes in your condition and needs, completing appropriate

records, and personal care or household services that are needed

to achieve the medically desired results.

e Medical supplies dispensed by the home health agency that
would have been provided on an inpatient basis.

e Nutritional guidance.

Note: For professional services, home medical equipment, or infusion
therapy see the other benefits of this plan.

Limitations and Exclusions: Home Health Benefits are limited to a
maximum of 130 visits per calendar year. If the benefit is exhausted,
you may apply to the Company for an extension of benefits. Limited
extensions may be granted by the Company if it determines that the
treatment is medically necessary. Any expenses for home care which
qualify both under this benefit and under any other benefit of this
plan may be covered only under the benefit the Company determines
to be the most appropriate.

No benefits will be provided for the following:

e Services normally provided under a hospice program.
e Services to other family members.
e Services of volunteers, household members, family or friends.
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e Food, clothing, housing or transportation. (See the Ambulance
Services Benefit of this plan.)

e Supportive environmental materials, such as but not limited to
ramps, handrails or air conditioners.

e Homemaker or housekeeping services, except as specifically

provided under the home health aide benefit.

Financial or legal counseling services.

Custodial or maintenance care.

Hourly care services.

Services or supplies not specifically set forth as a covered benefit,

or limited or excluded under the regular limitations and

exclusions of this plan.

Home Medical Equipment: Home medical equipment rented or
purchased (if approved by the Company) from a home medical
equipment company will be provided for therapeutic use. Such
equipment includes crutches, wheelchairs, kidney dialysis
equipment, standard hospital beds, equipment for the administration
of oxygen, and medically necessary diabetic equipment, such as
blood glucose monitors, insulin infusion devices, and insulin pumps
including accessories to the pumps. To be covered, equipment must
meet certain criteria established by the Company. Equipment
ordered before your effective date of coverage will not be provided.
Equipment ordered while your coverage is in effect and delivered
within 30 days after termination of coverage will be provided. Repair
or replacement of home medical equipment due to normal use or
growth of a child will be provided.

“Home medical equipment” means the equipment can withstand
repeated use; its only function is for treatment of the medical
condition, or it contributes to the improvement of function related to
the condition and is generally not useful in the absence of the
condition; and it is appropriate for home use. Equipment whose
primary purpose is preventing illness or injury, items primarily
designed to assist a person caring for the patient, and items
generally useful in the absence of the condition will not be covered.

No benefits will be provided for items such as, but not limited to, air
conditioners, humidifiers, over-the-counter arch supports, corrective
shoes, heating pads, enuresis (bed wetting) training equipment,
hearing aids, exercise equipment, weights, whirlpool baths, keyboard
communication devices, adjustable beds, orthopedic chairs, home
birthing tubs, or personal hygiene items. The fact that an item may
serve a useful medical purpose will not ensure that benefits will be
provided. The Company may elect to provide benefits for a less
costly alternative item.
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Home Phototherapy: Services and supplies furnished by a home
phototherapy provider will be provided for newborn
hyperbilirubinemia (newborn jaundice).

Hospice:

Eligibility: If you or one of your dependents is terminally ill, the
services of a hospice will be covered for palliative care (medical relief
of pain and other symptoms) for the terminally ill patient, subject to
the conditions and limitations specified below.

Covered Services in Your Home: Benefits are limited to the
following services in your home and must be provided by employees
of and billed by the hospice:

Nursing services.

Physical, speech, occupational, and respiratory therapy services.

Medical social services.

Home health aide services. Such care includes ambulation and

exercise, assistance with self-administered medications, reporting

changes in your condition and needs, completing appropriate

records, and personal care or household services that are needed

to achieve the medically desired results.

e Medical supplies dispensed by the hospice that would have been
provided on an inpatient basis.

e Nutritional guidance.

e Respite care for a minimum of four or more hours per day

(continuous care of the patient to provide temporary relief to

family members or friends from the duties of caring for the

patient).

Note: For professional services, home medical equipment, or infusion
therapy see the other benefits of this plan.

Covered Inpatient Services: When you are confined as an inpatient
in a hospice that is not a hospital or skilled nursing facility, the same
benefits that are available in your home will be available to you as an
inpatient. Room and board is limited to the hospice’s average
semiprivate room rate, except where a private room is determined to
be medically necessary. The services must be provided by employees
of and billed by the hospice. This inpatient Hospice Benefit will be
limited to 14 days during the six-month benefit period. For services
in a hospital or skilled nursing facility, see the Hospital Services and
Skilled Nursing Facility Benefits of this plan.
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Limitations and Exclusions: Hospice Benefits are limited to a
maximum of six months. In addition, Hospice Benefits will have the
following limits:

e Visits of four or more hours in which skilled care is required by a
registered nurse, licensed practical nurse or home health aide,
will be limited to a combined total of 120 hours.

e Respite care of four or more hours per day in which no skilled
care is required will be limited to a combined total of 120 hours
per three-month period.

e Any expenses for hospice care that qualify both under this benefit
and under any other benefit of this plan will be covered only
under the benefit the Company determines to be the most
appropriate.

If the benefit is exhausted, you may apply to the Company for an
extension of benefits. Limited extensions may be granted if the
Company determines that the treatment is medically necessary.

No benefits will be provided for the following:

Services for spiritual or bereavement counseling.

Services to other family members.

Services of volunteers, household members, family or friends.

Food, clothing, housing or transportation. (See the Ambulance

Services Benefit of this plan.)

e Supportive environmental materials, such as but not limited to
ramps, handrails or air conditioners.

e Homemaker or housekeeping services, except as specifically
provided under the home health aide benefit.

e Financial or legal counseling services.

e Custodial or maintenance care, except that benefits will be
provided for palliative care to a terminally ill patient, subject to
the limits stated.

e Services or supplies not specifically set forth as a covered benefit,

or limited or excluded under the regular limitations and

exclusions of this plan.

Hospitalization for Dental Services: Services and supplies of this
plan for hospitalization will be provided for dental services (including
anesthesia), if hospitalization is medically necessary to safeguard
your health. Benefits will be provided to $1,000 per calendar year
and will cover the services of a physician, an ambulatory surgical
center, and the inpatient and outpatient services of a hospital.
Benefits are not available for the charges of a dentist; hospitalization
for myofascial pain syndrome and any related appliances; or
hospitalization for malocclusions or other abnormalities of the jaw,
except when specified otherwise.
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Infusion Therapy: Services and supplies for infusion therapy will be
provided. Drugs and supplies used in conjunction with infusion
therapy will be provided only under this Infusion Therapy Benefit.

Mammography: The x-ray benefits of this plan will be provided for
screening or diagnostic mammography services, if recommended by a
physician, physician’s assistant, or advanced registered nurse
practitioner.

Maternity: Medical services including prenatal and postnatal
treatment of pregnancy (including false labor), normal or cesarean
delivery, and voluntary termination of pregnancy shall be treated the
same as any other illness or injury and are provided for the female
subscriber or subscriber’s female spouse for services incurred while
she is covered under this plan. Maternity Benefits are not subject to
the preexisting condition waiting periods described in the “When
Won’t Things Be Covered?” section. Covered inpatient and
postpartum services will be provided when ordered by the attending
provider in consultation with the female subscriber or the
subscriber’s female spouse. These Maternity Benefits are not
available for dependent daughters. Treatment of complications
arising from pregnancy will be provided the same as any other illness
or injury. Complications of pregnancy include, but are not limited
to, diabetes if onset is after conception, fetal distress, and toxemia.
Charges for false labor or charges in connection with a normal
pregnancy, cesarean section, or voluntary termination of pregnancy,
are treated as Maternity Benefits except any complications that may
arise. A female may refer herself directly to a physician, physician’s
assistant, midwife, or advanced registered nurse practitioner
specializing in women’s health and midwifery for the maternity care
benefits of this plan. The Selections network level of benefits will be
provided to a female when she refers herself directly to the Selections
providers listed above.

See the “What Else Do I Need To Know?” section of this brochure for
provisions that apply when coverage terminates.

Neurodevelopmental Therapy: The benefits described below will be
provided for the treatment of neurodevelopmental delay when
treatment is performed for the purpose of restoring and improving
function for children age six and under. In addition, this benefit
includes maintenance services where significant deterioration of the
member’s condition would result without the service. Benefits will be
provided as follows:

e Physical, speech and occupational therapy will be provided in the
office, home or hospital outpatient department.

o All treatment must be prescribed by a Selections, Preferred Plan,
or participating provider.
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e Regular inpatient Hospital Services and Skilled Nursing Facility
Benefits will be provided for an inpatient neurodevelopmental
therapy admission when care cannot safely be provided on an
outpatient basis. Hospital services must be provided in a hospital
approved by the Company for rehabilitative care.

e “Neurodevelopmental delay” means a delay in normal
development which is not related to a documented illness or
injury.

e Benefits will be limited to $1,500 per calendar year for all
neurodevelopmental therapy services combined. Copays apply to
outpatient treatment. You will not be eligible for both the
Rehabilitative Services Benefit and this benefit for the same
services for the same condition. (Not subject to the stoploss
provision.)

e No benefits will be provided for custodial care; maintenance
(except as specified above); nonmedical self-help; recreational,
educational, or vocational therapy; mental disorder care; chemical
dependency rehabilitative treatment; gym or swim therapy.

Newborn Care: The regular benefits of this plan will be provided for
routine care, illness, accidental injury, or physical disability,
including congenital anomalies, for the newborn child for up to 21
days following birth when the subscriber or subscriber’s spouse is
eligible for the Maternity Benefits of this plan. Such benefits will not
be subject to the application requirements (if any) for newborns
described in the “When Am I Eligible For Coverage?” section of this
brochure. Benefits will be subject to all provisions, limitations, and
exclusions of this plan, including but not limited to, the selection of a
Personal Care Provider. No benefits will be provided after day 21
unless the newborn is enrolled as specified in the “When Am I
Eligible For Coverage?” section of this brochure.

When the subscriber or subscriber’s spouse is not eligible for the
Maternity Benefits of this plan, the Professional Services and
Hospital Services Benefits of this plan will be provided for routine
care for her newborn child while hospitalized for the first 72 hours
following birth, not subject to the application requirements, if any,
for newborns described in the “When Am I Eligible For Coverage?”
section of this brochure.

Occupational Injury: The total benefits provided under this plan for
occupational injury will be limited to a combined lifetime maximum
of $250,000 per subscriber. “Occupational injury” for the purpose of
this benefit means any illness or injury arising out of, or in the
course of, an activity pertaining to any trade, business, employment
or occupation for wage or profit. Benefits for services and supplies to
treat occupational injury will only be provided to subscribers who are
legally exempt from state industrial insurance, workers’

30



compensation, or similar coverage, and who are not covered under
any such insurance or coverage.

Preadmission Testing for Surgery: The services of a physician and
hospital will be provided for outpatient preadmission testing for
surgery at the hospital where you will be confined, if you are
admitted within 48 hours after testing begins.

Prenatal Testing: Benefits will be provided for prenatal diagnosis of
congenital disorders of the fetus by means of screening and
diagnostic procedures during pregnancy, when medically necessary
in accordance with Washington State Board of Health standards.

Prostate Cancer Screening: The Professional Services and Hospital
Services laboratory Benefits of this plan will be provided for prostate
cancer screening services, if recommended by a physician, a
physician’s assistant or an advanced registered nurse practitioner.

Prostheses and Orthotics: Benefits will be provided for the
purchase of braces, splints, orthopedic appliances and other orthotic
supplies, and for purchase of a prosthesis for functional reasons
when replacing a missing body part, when obtained from a prosthetic
and orthotic supply provider. No benefits will be provided for
cosmetic prostheses except for necessary external and internal
breast prostheses following a mastectomy. An item ordered before
your effective date of coverage will not be provided. An item ordered
while your coverage is in effect and delivered within 30 days after
termination of coverage will be provided. Repair or replacement of an
item due to normal use or growth of a child will be provided. The
Company may elect to provide benefits for a less costly alternative
item. For other special equipment, see the Special Equipment and
Supplies Benefit of this plan.

Rehabilitative Services: The benefits described below will be
provided for rehabilitative care when medically necessary to restore
and improve function previously normal but lost due to a
documented illness or injury, including function lost as a result of
congenital anomalies. Illnesses and injuries include, but are not
limited to:

e Illness. Any documented illness (e.g. stroke, viral infection, or
bacterial infection) that occurs during prenatal, perinatal,
childhood, adolescence, or adulthood.

e Injury. Any documented injury that occurs during prenatal,
perinatal, childhood