\ MBE’?ICS : Benefit Highlights
ﬁ“f’!}ilf‘fﬁfi;‘f‘:?i"iiii}‘.‘;:‘: Company www. capbluecross.com PPO Plan 2000/80
IR A N eT A D TN ¢ B o e ‘Amounts:Members Are Résponsible Ear:
SUMMARY OF COST-SH A_'R_| NG. S : Participating Providers | Non-Pa':‘l‘icipatinQ Providers
Deductible (per benefit period) $2,000 per member
Deductible applies to ail services unless a Copayment is applied or otherwise noted $4,000 per family
Copayments
» Office Visits (Family Practitioner, General Praciitioner, Internist, Pediatrician) $20 copayment per visit Coinsurance applies
» Specialist Office Visit $40 copayment per visit Coinsurance applies
Office visits fincluding specialist visits) are subject to a 10 visit maximur per famify per benefit
period excluding preventive, mental health and substance abuse visits.
+ Emeargency Room $200 copayment per visit, waived if admitted
+ Urgent Care $75 copayment per visit Coinsurance applies
s Inpatient (Per Admission) Not Applicable Coinsurance applies
« Qutpatient Surgery Copayment (facility) Not Applicable Ceinsurance applies
Coinsurance 20% coinsurance 50% coinsurance
Out-of-Pocket Maximum $5,000 per member
$10,000 per family
Coverage Lifetime Maximum None
e g TR LR BN S Limlts and S O Amounts. Memb ers-Are Res ponsible Fori. -
S'U.,M-M‘A:RY OFBEN E F-IT*s. Cec o L Maximiums Participating Providers Non-Parficipating Providers |

PREVENTIVE CARE: Adminisicred in accordance with Preventive Health Guidelines and PA state mandates

Preventlve Care Services
« Pediatric Preventive Care Covered.in full, waive deductible 50% ceinsurance after deductiple
+ Adult Preventive Care Covered in full, waive deductible 50% coinsurance after deductible
Immunizations Covered In full, waive deducible 50% coinsurance, waive deductibe |
for PA mandated childhood . for PA mandated childhood
immunizations immunizations
Mammograms
+ Screening Mammogram One per henefit pericd Covered in full, waive deductible 50% coinsurance, waive deductible
« Diagnostic Mammogram 20% coinsurance after deductible 50% coinsurance afier deductible
Gynecological Services
+ Screening Gynecologicatl Exam One per benefit period Covered In full, waive deductible 50% coinsurance, waive deductible

+ Screening Pap Smear One per benefit peried Covered in full, waive deductible 5(% coinsurance, waive deductible
BENEFITS LISTED BELOW APPLY ONLY AFTER BENEFIT PERIOD DEDUCTIBLE IS MET
Acute Care Hospital Room & Board 20% coinsurance after deductible

50% coinsurance after deductible

‘ Acute Inpatient Rehabilitation 60 days/benefit period 20% coinsurance after daductible 50% coinsurance after deductible
‘ Skilled Nursingﬁaclllty 100 days/benefit period 20% coinsurance after deductible 50% coinsurance after deductible
‘ [Surgery
; +_Surgical Procedure 20% coinsurance after deductible 50% coinsurance after deductible
| + Anesthesia 20% coinsurance after deductible 50% coinsurance after deductible
Matemity Services and Newhorn Care 20% coinsurance after deductible | 50% coinsurance after deductible
Diagnostic Services
»_Radiclogy 20% coinsurance after deductible 50% coinsurance after deductible
+ Laboratory 20% coinsurance after deductible 50% coinsurance after deductible
« Medical tesis 20% coinsurance after deductible 50% coinsurance after deductible
Outpatient Therapy Services
+ Physical Medicine Copayment applies 50% coinsurance after deductible
+ Qccupational Therapy 10 visits/benefit period Copayment applies 50% coinsurance after deductible
+ Speech Therapy combined Copayment applies 50% coinsurance after deductible
+ Respiratory Therapy Copayment applies 50% coinsurance after deductible
+ Manipulation Therapy Not Covered Not Covered
 Emergency Services Cavered in full, waive deductible
Emergency room copayment applies, waived if admitted inpatient
Medical Transport » [
s Emergency Ambulance 20% coinsurance, waive deduciible
+ Non-Emergency Ambulance 20% coinsurance after deductible | 50% coinswance after deductible

Benefits are underwritten by Capital Advantage Insurance Company®, a subsidiary of Capital BlueCross. Independent licensee of the Blua Cross and Blue Shield
Association. Communications Issued by Gapital BlueCross in its capadity as administrator of programs and provider relations for all campanies.
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SUMMARY OF BENEFITS

~Limits and

. Amotnts Members ‘Are R esponsible Far:.

"Maximums

Parlicipating Providers

Non-Participating Providers

Mental Health Care Services

+ Inpatient Services Group size >51

Group size <51

Coverage for Serious Mental
liness setvices only

20% coinsurance after deductible

50% coinsurance after deductible

Coverage for Serious Mental
lliness services only

20% coinsurance after deductible

50% coinsurance after deductible

+ Qutpatient Services Group size »51

llinass services only

Coverage for Serious Mental

Specialist copayment applies

50% coinsurance after deductible

Coverage for Serious Mental
lliness services only

Specialist copayment appies

50% coinsurance after deductible

20% coinsurance after deductible

50% coinsurance after deductible

20% coinsurance after deductible

50% coinsurance after deductible

Group size <51

Substance Abuse Services
» Rehabilitation — Inpatient Group siza>51
Group size <51
« Rehabilitation — Outpatient Group size >51
Group size <51

Specialist copayment applies

50% coinsurance after deductible

Specialist copayment applies

50% colnsurance after Jeductbie

Home Health Care Services

45visits/ benefit period

20% coinsurance after deductible

50% coinsurance after deductible

Hospice Care

$50,000 lifetime max

20% coinsurance after deductible

50% coinsurance after deductible

Durable Medical Equipment (DME) $15,000/benefit period 20% coinsurance after deductible | 50% coinsurance after deductible
Prosthetic Appliances and Orthotic Devices $15,000/benefit period 20% coinsurance after deductible | 50% coinsurance after deductible
Diabetic Supplies and Education 20% coinsurance after deductible | 50% coinsurance after deductiole
Infertility Services 20% coinsurance after deductible | 50% coinsurance after deductible
Assisted Fertilization Not Covered Not Covered
Nutritional Counseling

* Children Diagnosed with Obesity and 2 sessions/benefit period Copayment applies 50% coinsurance after deguctible

» Aduits with BMI of 30 or Higher

OTHER STANDARD PLAN FEATURES. -

Preauthorization is a clinical program in which our nurses work with physicians to approve and monitor
certain health care services piior to the delivety of services. The purpose of Preautherization is to ensure
all members recaive medically appropriate treatment to meet their individyal needs,

Preauthorization

Disease Management Programs are a collaborative process that assess the health needs of a member
with a chronic condition and provides education, counseling and on-demand information designed o
increase a member's self-management of his/her diabetes, asthma, hean disease, andicr depression.

Disease Management

Nurse Line is staffed 24 hours a day, 7 days a week by experienced Registered Nurses to provide

Nurse Line information and support for any health-related cancem. Call BOG-452-BLUE.

Answer questions about yourseff and the way you live and, based on the answers you provide, you will
receive customized recommendations for yaur health situation. Support is available to follow through on
these recommendations and to make positive health changes.

Better Health Works® Personal Profile

Members register for on-line access to their personal account to check claim status, compare hospital
quality and treatment costs, print temporary proof of coverage, read the SimplyWell*™ member nawsletter,
view explanation of benefits, and much more.

mycapbluecross.com

STANDARD BENEFITEXC LUSIONS. The following fist highlights some standard benefit exclusions. It is NOT intended to be a complete list or a complete

description of all categories of benefit exclusions.

Cosmetic procedures — Acupuncture —~ Routine foct care; or support devices of the feet — Eyeglasses, contact lenses, or vision examinations for prascribing or

fitting eyeglasses or contact lenses — Comeal surgery and other procedures to comect refractive errars — Prescription and over-the-counter drugs dispensed by

a pharmacy or home health care agency provider — Hearing aids or examinations for the prescription or fitting of hearing aids — All dental services rendered aiter
stabilization of a member in an emergency following an accidental injury — Extractions of full or partial bony impactions — Private duty nursing services —

Treatment of abesity, except for surgical freatment of morbid obesity — Procedures to reverse sterilization — Any treatment leading or relating to or in connaction

with assisted fertilization, including donor services — Cerlain nan-neonatal circumcisions — Manipulation Therapy.

THIS IS NOT A CONTRACT. This information highlights some of the benefits available through this program and is NOT intended to be a complete list or complete
description of available services. Referto your Certificate of Coverage for benefit details.

Inpatient admissions as well as certain other services and equipment may require preauthorization.
Particlpating providers agree to accept our allowance as payment in full-—often less than thekr namal charge.

If you visit a non-paticipating provider, you are responsible for paying the deductibie, coinsurance and the difference between the non-participating provider's
charges and the allowable amount. Non-Participating Providers may balance bill the member. Some non-participati ng facility providers are not covered.

For more information or (o locate a participating provider, visit www. capbluecross.com,
Refer to your Ceitificate of Coverage or contact your employer for the applicable benefit period.
Autism Spectrum Disorders are covered as mandated by Pennsylvania state law for group size > 51.
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I Capital BlueCross

Rx

Option 8
E‘IG-H‘L IGHTS - AMOUNTS: YOU ARE:RESPONSIBLE FOR:: . .. L
Retail Pharmacy Mail Service Pharmacy Specialty Pharmacy
DEDUCTIBLE (up to a 30-day supply) {up to a 90-day supply} (up to a 30-day supply)
Per benefit period* None
QUT-OF-POCKET MAXIMUM
When the out-of-pocket maximum is reached, benefits are paid | None

at 100% of the allowable amount until the benefit period ends.
PRESCRIPTION DRUG TIER

Generic Prescription Drugs $15 copayment $40 copayment $15 copayment
Preferred Brand Prescription Drugs $30 copayment $75 copaymaent $30 copayment
Nen-Preferred Brand Prescription Drugs $50 copayment $125 copayment $50 copayment
Lifestyle Drugs 100% of the discounted price 100% of the discounted price 100% of the discounted price
Network CV§ Caremark National Pharmacy Network

FORMULARY SYSTEM Open
PRESCRIPTION CATEGORY - " [ BENEFIT - O L
Contraceptives (oral and injectable) Covered Covered Not covered
Specialty Drugs (self-administered) Covered Not covered Covered
Prenatal Vitamins {prescription} Covered Covered Not covered
Anti-Flu Therapies Covered Mot covered Mot covered
Diabetic Supplies Covered Coverad Not covered
Topical Retingid (Acne) Products (prior authorization required) | Covered with age limit Covered with age limit Mot covered
Over-the-Counter Equivalents Not covered Not coverad Not covered

[LIFESTYLE DRUGS =~ - 770

|AMOUNTS ¥OU ARE‘RESPONSIBLE FOR

Fertility Drugs

100% of the discounted price

100% of the discountad price

100% of the discounted price

Sexual Dysfunction Drugs

100% of the discounted price

100% of the discounted price

Not covered

Weight Loss Drugs

100% of the discounted price

100% of the discounted price

Not covered

Smoking Cessaticn Diugs (prescription)

100% of the discounted price

100% of the discounted price

Not covered

Vitamins (prescription, non-prenatal)

100% of the discounted price

100% of the discounted price

Not covered

UTILIZATION . PROGRAM

-BENEFIT. - .. .=~

Generic Substitution Program

Restrictive Generlc Substitution — In addition to the coinsurance/cop
between tha brand drug and generic drug price (when there Is a
prascribing physician requests that the brand drug be dispensed.

ayment, the member pays the difference
generic drug alternative) yplass the

Quantity Levet Limits {per prescription, day supply or
copayment)

Applicable 1o selected drugs. Refer to the Capital BlueCross formulary or go to Www.canblugeross. com.

Prior Authorization and Enhanced Prior Authorization

L
This |s not a Contract. Programs are subject to change. This information highlights benefits,
Advantage Insurance Company® prescription drug coverage and Is notintended to be a comp|
services. The tenms and conditions of coverage shall be govemed solely by the contractissu

Applicable o selected drugs. Refer to the Capital BlueGross formulary or go to www. capbluecross.com,

marketing representative, or broker for additional benefit details.
*Refer to your Certificate of Coverage or contact your employer for the applicable benefit period.

The pharmacy network includes many chain and independent retail pharmacies nationwide. Visit

pharmacy. CuraScript® is the exclusive vendor for specialty prescription drugs.
Participating pharmacies agree to accept our allowance as payment in full, often less than their normal charge. If you use a non-participating pharmacy,

you are responsible for paying the difference between the non-participating pharmacy's charges and the allowable amount
coinsurance or copayment. You also will need to complete and submit a claim form
brand drug and genetic drug prices, and any balances paid to non

Deductibles, coinsurance and copayments under this program are sep

other health benefits coverage you may have.

On behalf of Capital BlueCross, CVS/Caremark assists In the administrati

independent pharmacy benefit manager.

limitations and exclusions of the Capital
lete list or complete description of avallable
ed to the group. Contact your employer,

www capbluecross.com to find a participating

in addition to any deductible,
for reimburserment. Deductibles, any differences paid betwaen
-participating pharmacies are not applied to the out-of-pocket maximum.

arate from any deductibles, coinsurance and copayments required under any

ion of our prescription drug program. CVS/Caremark s an

On behalf of Capital BlueCross, CuraScript, Inc. assists in the del ivery of specialty medications directly to our Members. Curascriptis an

independent company.

Benefits are underwritten by Capital Advantage Insurance Company,
Blug Shield Assogiation. Communications issued by Capifal BlugCross in its capac

a subsidiary of Capital BlueCross. fndapandent ficonsaes of the Blue Cross amf
ity as administrator of programs and provider relations for alf companies.
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Option 8 — Standard Benefit Limitations and Exclusions

The group contract will contain standard benefit limitations and exclusions.
LIMITATIONS - Limitations to benefits set forth in the group contract include:

1.
2,

3.

o

2 N

=

1.

A participating phammacy ar non-parficipating pharmacy need not dispense a prescription arder that for any reason, in its professional judgment, should not be fRed.

A member may purchase a non-preferred brand drug if it coutd be used to treat his or har condition. If, however, a member purchases a non-preferred brand drug, the
member may be required to pay a higher copayment/coinsurance, based on the member’s benefit plan and as indicated in the Certificate of Coverage.

Membwers may purchase a brand drug, even if an approved generic drug equivalent could be used to treat their condition. If, however, a member purchases a brand dug
and such approved generls drug equivalent is available, the mamber is responsible for paying the applicable brand drug coinsurance andfor copayment in addition to the
difference belween the cost of the approved generic drug and the cost of the brand drug (i.e. ancillary charge), unless the prescribing physician indicates no substitution
Is permissible and requires the brand ¢rug to be dispensed in place of the approved generic dreg equivalent.

Refills may be dispensed subject to federal and state law limitations, and only in accardance with the number of refills designated on the original prescription order.
Refills may not be dispensed more than one (1) year after the date of the original prescription order. When a prescription order is written for a prescription drug that has
previously been dispensed to a member or a prescription order is presented for a refill, the prescription drug will be dispensed only at such time as the member has used
sixty percent (60%) of the previous supply dispensed through the designated mail service phammacy or seventy-five percent (75%) of the previous supply dispensed
through a refail pharmacy or specialty pharmacy in accordance with the associated prescription order.

Certain prescription drugs will not be available for mail service dispensing due to safety or quality congerns. Such prescription drugs will be subject to retail dispensing ar
spedalty pharmagy dispensing only.

All prescription drugs are subject to availability at the retail pharmacy, specialty pharmagy, or mail service pharmacy.

Select specialty prescription drugs will be subjact to dispensing cnly through a designated spacialty pharmacy.

Prescription drugs dassified by the foderal government as narcotics may be subject to dispensing ¢r dosage limitations based on standards of good pharmaceutical
practice or state or federal regulations.

Capital reserves the right to determine the reasenable supply of any preseription drug based on standards of goed pharmaceutical practice.

Certain prescription drugs, which are dispensed pursuant to a prescription order for the outpatient use of the membar, are subjedt to quantity limits. Benefits for these
prescription drugs shall be available based on the quantity, which Capital will determine, in its sale discretion, is a reasonable per prescription ar per day supply for retait
dispensing, spacialty pharmacy dispensing, or mail service dispensing.

Certain proscription drugs require prior autharization for coverage prior to the delivery of covered drugs.

EXCLUSIONS - Except as spegifically provided in the group contract and in additlon te any limitations set forth in the group contract, no benefits shall be
provided for services, supplies, or prescription drugs:

NO MW

Which are not medically necessary as determined by Capital, or its designese;

For prescription drugs that have an over-the-counter equivatent;

Far devices or appliances including but not limited to therapeutic devices, artificial appliances, or similar devices or appliances except for diabetic supplies;

For the administration or injection of prescription drugs:

For prescripfion drugs received in and billed by a hospital, nursing home, home for the aged, convalescent home, home health care agency, or similar institution;
Which are considered by Capital or its designee to be exparimental or invastigational;

For any illness or injury which accurs in the course of employment if benefits or compensation are available or required, in whole or in part, under a workers’
compensation policy and/or any federal, state or lacal government’s workers' compensation law or o6y pational disease |aw, including but not limited to, the United
States Longshoreman's and Harbor Workers' Compensation Act as amended from time to ime. This exclusion applies whether or not the member makes a claim for the
benefits or compensation under the applicable workers’ compensation palicy/coverage and/or the applicable law;

For any illness or injury suffered after the member's effective date of coverage which resulted from an act of war, whether declared or undeclared;

Which are received by veterans and active military personnel at facilities operated by the Veteran's Administration ar by the Department of Defense, unless payment is
required by law;

Which are received from a dental or medical department maintained by or on behalf of an employer, mutual benefit association, labor union, trust or similar person or
group.

For the cost of benefits resulting from accidental bodily injury arising out of a motor vehicle accident, to the extent such benefits are payable under any madical expense
payment provision (by whatever terminology used, induding such benefits mandated by law) of any motor vehicle insurance policy;

Foritems or services paid for by Medicare when Medicare is primary consistent with the Medicare Secondary Payer Laws. This exclusion shall nat apply when the
contract holder is obligated by law to offer the member the benefits of this coverage as primary and the member so lects this coverage as primary;

For care of conditions that federal, state or local law requires to be treated in a public facility;

Which are court ordered services when not medicaliy necessary and/or not a covered benefit:

Which are rendered while in custody of, or incarcerated by any federal, state, territorial, or municipal agency or body, even if the services are provided outside of any
such custodial or incarcerating facility or bullding, unless payment is required by law;

Which exceed the allowable amount;

Which are cost-sharing amaunts, differences batwaen brand drug and generic drug prices (i.e. ancillary charges), and balances paid to non-participating pharmacies
required of the member under this ¢overage;

Far which a member would have no legal cbligation to pay;

Which are incurred prior to the member's effective date of caverage;

Which are incurred after the date of termination of the member's coverage except as provided for in the Certificate of Coverage;

Which are received by a member in a country with which United States law prohibits transactions;

Far prescription drugs utilized primarily to enhance physical or athlefic performance or appearance; -

For clinical cancer trial costs {e.g., drugs under investigation; patient travel expenses; data collection and analysis services}, except for costs directly associated with
medical care and complications, related to a Gapital approved trial, which weuld nermally be covered under standard patient therapy benefits;

For traval expenses incured in conjunction with benafits unless specifically identified as a covered benefit elsewhere in the Certificate of Caoverage;

For all prescription drugs and over-the-counter drugs dispensed during travel by a physician employed by a hotel, cruise line, spa, or similar facility;

For durable medical equipment;

For blenderized baby food, regular shelf food, or special infant formula;

Farimmunization agents, biclogical sera, bfood, blood products;

Far requests for reimbursement of coverad drugs submitted after the allowad timeframe for reimbursement;

Far all prescription drugs and over-the-counter drugs dispensed in a physician's office or by a facility provider;

For prescription drugs utilized to promote hair growth;

For prescription drugs wlilized for cosmetic purposes;

Forinjectable medications that cannot be self-administered;

For coverage through coordination of benefits;

Which are recelved through the designated andfar non-participating mail service pharmacy for mail service dispensing and submitted for reimbursement under retail
dispensing benefits;

Which are received through a retail pharmacy for retall dispensing and submitted for reimbursemant under mall service dispensing benefits;

Far prescription drugs utilized in connection with non-cavered medical serviges:

For allergy serums, desensitization serums, venom;

For prescription drugs utilized to treat infertility;

For prescription drugs in connecticn with sexual dysfunction. This exclusion applies even if such drugs are medically necessary to treat an illness or medical condition
unrelated to sexual dysfunction so long as there are other drugs which can be used to treat the non-sexual dysfunction conditicn besides the sexual dysfunction drug;
For prescripfion vitamins (other than prenatal);

For prescripfion drugs utilized for weight loss purposes;

For smoking cessation products;

Fer prescripfion drugs that require prior authorization if prior authorization is not obtained before dispensing the prescription drugs;

For quantities that excead the limitsfevels established by Capital;

Unless otherwise set forth in the group contract, drugs that do not legally require a prescription as determined by Capital;

For any other prescription drugs, service or treatment, except as providad in the Certificate of Coverage.
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