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I ntroduction

Health Plan of Nevada
P.O. Box 15645
LasVegas, NV 89114-5645

This brochure describes the benefits of Health Plan of Nevada under our contract (CS 1942) with the Office of Personnel
Management (OPM), as authorized by the Federal Employees Health Benefitslaw. This brochureisthe official statement
of benefits. No oral statement can modify or otherwise affect the benefits, limitations, and exclusions of this brochure.

If you are enrolled in this Plan, you are entitled to the benefits described in this brochure. If you are enrolled for Self and
Family coverage, each eligible family member is also entitled to these benefits. You do not have aright to benefits that
were available before January 1, 2001, unless those benefits are also shown in this brochure.

OPM negotiates benefits and rates with each plan annually. Benefit changes are effective January 1, 2001, and are
summarized on page 7. Rates are shown at the end of this brochure.

Plain Language

The President and Vice President are making the Government’ s communication more responsive, accessible, and
understandabl e to the public by requiring agencies to use plain language. Inresponse, ateam of health plan
representatives and OPM staff worked cooperatively to make this brochure clearer. Except for necessary technical terms,
we use common words. “You” means the enrollee or family member; "we" means Health Plan of Nevada.

The plain language team reorganized the brochure and the way we describe our benefits. When you compare this Plan
with other FEHB plans, you will find that the brochures have the same format and similar information to make
comparisons easier.

If you have comments or suggestions about how to improve this brochure, let usknow. Visit OPM's"Rate Us" feedback
area at www.opm.gov/insure por e-mail us at fehbwebcomments@opm.gov or write to OPM at I nsurance Planning and
Evaluation Division, P.O. Box 436, Washington, DC 20044-0436.
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Section 1. Facts about thisHM O plan

This Plan is a health maintenance organization (HM Q). We require you to see specific physicians, hospitals, and other
providersthat contract with us. These Plan providers coordinate your health care services.

HMOs emphasize preventive care such as routine office visits, physical exams, well-baby care, and immunizations, in
addition to treatment for illness and injury. Our providers follow generally accepted medical practice when prescribing
any course of treatment.

When you receive services from Plan providers, you will not have to submit claim forms or pay bills. You only pay the
copayments, coinsurance, and deductibles described in this brochure. When you receive emergency services from non-
Plan providers, you may have to submit claim forms.

You should join an HMO because you prefer the plan’s benefits, not because a particular provider is available.
You cannot change plans because a provider leaves our Plan. We cannot guarantee that any one physician,
hospital, or other provider will be available and/or remain under contract with us.

We also have Point-of-Service (POS) benefits:

Our HMO offers Point-of-Service POS) benefits. This means you can receive covered services from a participating
provider without arequired referral, or from a non-participating provider. These out-of-network benefits have higher out-
of -pocket costs than our in-network benefits.

How we pay providers

We contract with individual physicians, medical groups, and hospitals to provide the benefits in this brochure. These
Plan providers accept a negotiated payment from us, and you will only be responsible for your copayments or
coinsurance.

When we contract with a doctor or medical group to provide health care services, the contract specifies the amount the
doctor or medical group will be paid for providing services—either on a fixed monthly basis or as a payment per service
provided. In some cases, we and the doctor or group agree upon financial goals based in part on the expected use of
special services by patients of the doctor who belong to our plan. These special services may include referrals to
specialists, lab tests, and hospital admissions. These types of arrangements are known as incentive plans. In most
incentive plans, the health plan retains a portion of this money. At the end of the year, if the doctor or medical group
meets the budgeted goals, the health plan may give part or all of the withheld money to the doctor or medical group.

We have several types of payment arrangements with our doctors:

Arrangement A: Your doctor may be part of a contracted medical group and may receive a salary. Some medical groups
may pay their doctors abonus.

Arrangement B: Y our doctor may receive a fixed amount of money each month, called a “capitation” to provide services
to al Health Plan patients they see. Capitation may be considered to be an incentive plan.

Arrangement C: Your doctor may be paid a pre-determined amount for each service he/she provides. The plan may
designate a separate amount of money to pay for special services (as described above). At the end of the year, that money
may be paid to the doctor or medical group, depending upon the management and use of special services.

Patients Bill of Rights

OPM requires that all FEHB Plans comply with the Patients' Bill of Rights, recommended by the President’s advisory
Commission on Consumer Protection and Quality in the Health Care Industry. Y ou may get information about us, our
networks, providers, and facilities. OPM’s FEHB website (www.opm.gov/insure) lists the specific types of information
that we must available to you . Some of the required information is listed below.
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Health Plan of Nevada, Inc. has operated as a mixed model HMO in Nevada for 18 years. We are accredited by
NCQA, the organization that reviews HMO’s. We were re-reviewed by NCQA in March of 2000, and have received
a commendabl e accreditation.

We understand the importance of getting your questions answered. Whether you need an answer to a benefit
question or have a concern about a claim, or need help in selecting a provider, we are available Monday through
Friday, 8am to 5pm at (702) 242-7300 or (800) 777-1840.

At times, services requested on your behalf by your provider may not be approved by Health Plan of Nevada, Inc.
The decision to deny coverage for services requested, courses of treatment or inpatient care is made by a physician.
These denials are based upon medical necessity, benefit coverage and your individual needs. Written notification of
the denial will be sent to you, your primary care physician and the provider who requested the service. You have the
right to appeal these decisions.

If you want more information about us, call (702)-242-7300 or (800)-777-1840 or write to Health Plan of Nevada, P.O.
Box 15645, Las Vegas, NV 89114-5645. You may also contact us by fax at (702) 242-9350 or visit our website at
www.sierrahealth.com.

Service Area

To enroll with us, you must live or work in our service area. Thisiswhere our providers practice. Our service areais:
The Nevada counties of Clark, Nye, Mineral and Lyon. Portions of Washoe County in Nevada are also within the service
area, as indicated by the zip codes: 89431, 89432, 89433, 89434, 89435, 89436, 89442, 89501, 89502, 89503, 89504,
89505, 89506, 89507, 89509, 89510, 89511, 89512, 89513, 89515, 89520, 89523, 89533, 89570.

Ordinarily, you must get your care from the providers who contract with us. If you receive care outside our service area,
we will pay only for emergency care or point-of-service benefits. We will not pay for any other health care services.

If you or a covered family member move outside of our service area, you can enroll in another plan. If your dependents
live out of the area (for example, if your child goesto college in another state), you should consider enrolling in afee-for-
service plan or an HMO that has agreements with affiliates in other areas. If you or a family member move, you do not
have to wait until Open Season to change plans. Contact your employing or retirement office.
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Section 2. How we change for 2001

Program-wide changes

The plain language team reorganized the brochure and the way we describe our benefits. We hope this will make it
easier for you to compare plans.

This year, the Federal Employees Health Benefits Program is implementing network mental health and substance
abuse parity. This means that your coverage for mental health, substance abuse, medical, surgical, and hospital
services from providers in our plan network will be the same with regard to deductibles, coinsurance, copays, and
day and visit limitations when you follow a treatment plan that we approve. Previously, we placed shorter day or
visit limitations on mental health and substance abuse services than we did on services to treat physical illness,
injury, or disease.

Many healthcare organizations have turned their attention this past year to improving healthcare quality and patient
safety. OPM asked all FEHB plans to join them in this effort. You can find specific information on our patient
safety activities by calling Health Plan of Nevada, Inc. at (702) 242-7300 or (800)777-1840 or checking our website
www.sierrahealth.com. You can find out more about patient safety on the OPM website, www.opm.gov/insure.| To
improve your healthcare, take these five steps:

- Speak up if you have questions or concerns

- Keep alist of all the medicines you take.

- Make sure you get the results of any tests or procedure.

- Talk with your doctor and health care team about your optionsif you need hospital care.
- Make sure you understand what will happen if you need surgery.

We clarified the language to show that anyone who needs a mastectomy may choose to have the procedure performed
on an inpatient basis and remain in the hospital up to 48 hours after the procedure. Previously, the language
referenced only women.

ChangestothisPlan

Y our share of the non-postal premium will increase by 21.4% for self only, and 21.5% for self and family.
Copayments for prescriptions have changed for this plan. You will now pay a $5 copayment for generic drugs that
are on our formulary. You will pay a $20 copayment for brand name drugs that are on our formulary. For drugs not
on our formulary, you will pay a $35 copayment.

We reduced our service area by eliminating Mohave County.
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Section 3. How you get care

| dentification cards

Whereyou get covered care

- Plan providers

- Plan facilities

What you must do

- Primary Care

2001 Health Plan of Nevada, Inc.

We will send you an identification (ID) card when you enroll. When you
enroll You should carry your ID card with you at all times. You must show
it whenever you receive services from a Plan provider, or fill a prescription
at a Plan pharmacy. Until you receive your ID card, use your copy of the
Health Benefits Election Form, SF-2809, your health benefits enrollment
confirmation (for annuitants), or your Employee Express confirmation letter.

If you do not receive your 1D card within 30 days after the effective date of
your enrollment, or if you need replacement cards, call us at (702) 242-7300
or (800) 877-1840.

You get care from “Plan providers’ and “Plan facilities.” You will only pay
copayments, and/or coinsurance, and you will not have to file claims. If
you use our point-of-service program, you can also get care from non-Plan
providers, or from participating providers without a required referral, but it
will cost you more.

Plan providers are physicians and other health care professionals in our
service area that we contract with to provide covered services to our
members. We credential Plan providers according to national standards.

We list Plan providers in the provider directory, which we update
periodically. Thelist isalso on our website.

Plan facilities are hospitals and other facilities in our service area that we
contract with to provide covered services to our members. We list these in
the provider directory, which we update periodically. The list is also on our
website.

It depends on the type of care you need. First, you and each family member
must choose a primary care physician. This decision isimportant since your
primary care physician provides or arranges for most of your health care.
This plan has a provider director, which we urge you to review before
choosing your primary care physician

Your primary care physician can be a family practitioner, pediatrician,
Obstetrician/Gynecologist or internist. Your primary care physician will
provide most of your health care, or give you areferral to see a specialist.

If you want to change primary care physicians or if your primary care
physician leaves the Plan, call us. We will help you select anew one.
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- Specialty care

- Hospital Care

2001 Health Plan of Nevada, Inc.

Your primary care physician will refer you to a specialist for needed care.
However, women may see their Obstetrician/Gynecologist without areferral.
Referrals to specialty providers not listed in the plan’s directory must be
arranged by your PCP and will only be allowed if services are not available
through plan providers.

Here are other things you should know about specialty care:

If you need to see a specialist frequently because of a chronic, complex,
or serious medical condition, your primary care physician will work with
the plan and your specialist to develop a treatment plan that allows you to
see your specialist for a certain number of visits without additional
referrals. Y our primary care physician will use our criteriawhen creating
your treatment plan (the physician may have to get an authorization or
approval beforehand).

If you are seeing a specialist when you enroll in our Plan, talk to your
primary care physician. Your primary care physician will decide what
treatment you need. If he or she decides to refer you to a specialist, ask if
you can see your current specialist. If your current specialist does not
participate with us, you must receive treatment from a specialist who
does. Generally, we will not pay for you to see a specialist who does not
participate with our Plan.

If you are seeing a specialist and your specialist leaves the Plan, call your
primary care physician, who will arrange for you to see another
specialist. You may receive services from your current specialist until we
can make arrangements for you to see someone el se.

If you have a chronic or disabling condition and lose access to your
specialist because we:

- terminate our contract with your specialist for other than cause; or

- drop out of the Federal Employees Health Benefits (FEHB) Program
and you enroll in another FEHB Plan; or

- reduce our service area and you enroll in another FEHB Plan,

you may be able to continue seeing your specialist for up to 90 days after
you receive notice of the change. Contact us or, if we drop out of the
Program, contact your new plan.

If you are in the second or third trimester of pregnancy and you lose access
to your specialist based on the above circumstances, you can continue to see
your specialist until the end of your postpartum care, even if it is beyond the
90 days.

Your Plan primary care physician or specialist will make necessary hospital
arrangements and supervise your care. This includes admission to a skilled
nursing or other type of facility.

If you are in the hospital when your enrollment in our Plan begins, call our
customer service department immediately at (702)-242-7300 or (800)-777-
1840. If you are new to the FEHB Program, we will arrange for you to
receive care.

If you changed from another FEHB plan to us, your former plan will pay for
the hospital stay until:

9 Section 3



Circumstances beyond our control

Servicesrequiring our
prior approval

2001 Health Plan of Nevada, Inc.

Y ou aredischarged, not merely moved to an aternative care center; or
The day your benefits from your former plan run out; or

The 92" day after you become a member of this Plan, whichever happens
first.

These provisions apply only to the benefits of the hospitalized person.

Under certain extraordinary circumstances, such as natural disasters, we may
have to delay your services or we may be unable to provide them. In that
case, we will make all reasonable efforts to provide you with the necessary
care.

Y our primary care physician has authority to refer you for most services.
For certain services, however, your physician must obtain approval from
us. Before giving approval, we consider if the serviceis covered,
medically necessary, and follows generally accepted medical practice.

We call thisreview and approval process prior authorization. Y our
physician must obtain prior authorization for the following services:

All non-emergency hospital admissions

Admissionsto skilled nursing facilities and inpatient hospice
facilities

All non-emergency inpatient and outpatient surgeries

Many diagnostic services

Physical, occupational and speech therapy

Inpatient and outpatient mental health and substance abuse services
Home health services

Prosthetic devices and durable medical equipment

It isbest to contact your plan physician before you seek any services.
Failure to follow the requirements of the referral processwill resultin
higher out of pocket coststo you.

In order for certain services to be covered under your Point of
Service benefit, you must also get prior authorization from the plan.
Failure to comply with the prior authorization requirements may
result in areduction of benefits. Refer to Section 5(i) for additional
details on coverage under the Point of Service benefit.

Contact our customer service department at (702) 242-7300 or (800) 777-
1840 for additional details.
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Section 4. Your cogsfor covered services

Y ou must share the cost of some services. You are responsible for:

- Copayments

- Deductible

- Coinsurance

2001 Health Plan of Nevada

A copayment is a fixed amount of money you pay to the provider when you
receive services.

Example: When you see your primary care physician you pay a copayment
of $10 per office visit and when you go in the hospital, you pay $100 per
day, not to exceed $200 per admission.

A deductible is a fixed expense you must incur for certain covered services
and supplies before we start paying benefits for them. Copayments do not
count toward any deductible. We do not have a deductible for HMO
coverage, but your point of service benefit doesinclude adeductible.

The calendar year deductible is $220 per person for Point of Service
benefits. Under afamily enrollment, the deductible is considered satisfied
and benefits are payable for all family members when the combined
covered expenses applied to the calendar year deductible for family
members reach $750.

NOTE: If you change plans during open season, you do not have to start a
new deductible under your old plan between January 1 and the effective date
of your new plan. If you change plans at another time during the year, you
must begin a new deductible under your new plan.

And, if you change options in this Plan during the year, we will credit the
amount of covered expenses already applied toward the deductible of your
old option to any deductible of your new option.

Coinsurance is the percentage of our negotiated fee that you must pay for
your care. Coinsurance doesn’t begin until you meet your deductible.

Example: In our Plan, you pay 50% of our allowance for infertility services

and durable medical equipment. You also pay 20% of our alowance for
most services obtained under the point of service benefit.
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Your out-of-pocket maximum for
deductibles, copayments and
co-insurance

2001 Health Plan of Nevada

After your copaymentstotal $3,320 per person or $7,804 per family
enrollment in any calendar year, you do not have to pay any more for
covered services

After you have met the calendar year deductible for point of service
benefits, if your coinsurance paymentstotal $1,500 per person or $ 4,500
per family enrollment in any calendar year, you do not have to pay any
more for covered services.

Be sure to keep accurate records of your co-payments and coinsurance

payments since you are responsible for informing us when you reach the
maximum.
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Section 5. Benefits-- OVERVIEW

(See page 7 for how our benefits changed this year and|page 59 for a benefits summary.)

NOTE: This benefits section is divided into subsections. Please read the important things you should keep in mind at the
beginning of each subsection. Also read the General Exclusions in Section 6;|they apply to the benefits in the following
subsection. To obtain claims forms, claims filing advice, or more information about our benefits, contact us at (702) 242-
7300 or (800) 777-1840 or at our website al www.sierrahealth.com

(a)] Medical services and supplies provided by physicians and other health care professionals .........cccccovveevecuene. 14-24

- Diagnostic and treatment services - Hearing services (testing, treatment, and

- Lab, X-ray, and other diagnostic tests supplies)

- Preventive care, adult - Vision services (testing, treatment, and

- Preventive care, children supplies)

- Maternity care - Foot care

- Family planning - Orthopedic and prosthetic devices

- Infertility services - Durable medical equipment (DME)

- Allergy care - Home health services

- Treatment therapies - Alternative treatments

- Rehabilitative therapies - Educational classes and programs
(b)| Surgical and anesthesia services provided by physicians and other health care professionals .........ccccccccuvuneee 25-28

- Surgical procedures - Oral and maxillofacial surgery

- Reconstructive surgery - Organ/tissue transplants

- Anesthesia

(c)| Services provided by ahospital or other facility, and ambulanCe SEIVICES........cccovrrrerirererisesesesenesesesesesesesese s 29-31

- Inpatient hospital - Extended care benefits/skilled nursing care

- Outpatient hospital or ambulatory surgical facility benefits

center - Hospice care
- Ambulance

(d)| EMErgeNnCY SErViCES/ACCIHENES ......ccvuieeeeireecictrsecte ettt bbbt s bbb s st s s st s s ns 32-33

- Medical emergency - Ambulance
(e)| Mental health and sUbStANCE ADUSE DENEFILS........cccuiecce e 34-35
(F)] Prescription drug DENEFITS ..ot bbbt p s 36-38
L) TIES L= w = IR == 0 =TT 39

- Flexible Benefits Option - 24 Hour Nurse Hotline

- Servicesfor the deaf and hearing impaired - Preventive Healthcare/Disease Management

- Centers of Excellence
(0TI Z= 1= I o= 0T 1 £ PP 40
(1)) POINt Of SENVICE DENEFILS ......ciieiiesccctr sttt s e st es e s s e st s 41-43
(1)] Non-FEHB benefits available to Plan MEMDEL'S ...t sssssss st sessssssssessssssssens 4
SUMMEAIY OF BENEFITS.|.. ..o bbb 59
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Section 5 (a) Medical servicesand supplies provided by physicians and
other health care professionals

Here are someimportant thingsto keep in mind about these benefits:

Please remember that all benefits are subject to the definitions, limitations, and
exclusionsin this brochure and are payable only when we determine they are medically
necessary.

Plan physicians must provide or arrange your care.

Be sure to read Section 4, Your costs for covered services for valuable information

about how cost sharing works. Also read|Section 9 about coordinating benefits with
other coverage, including with Medicare.

42Z2>400UV —
4Z2>4 00UVl —

Benefit Description

Diagnostic and treatment services

Professional services of physicians $10 per officevisit

- In physician’s office

Professional services of physicians $10 per office visit
- In an urgent care center

- During ahospital stay

- Inaskilled nursing facility

- Initial examination of anewborn child covered under afamily
enrollment

- Office medical consultations
- Second surgical opinion

At home $20 per visit

Diagnostic and treatment services -- Continued on next page
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Diagnostic and treatment ser vices (Continued) You pay
Lab, X-ray and other diagnostic tests
Tests, such as: Nothing if you receive these
Blood services during your office visit;
' _OO te_sts For services not received during
- Urinalysis your officevisit, you pay $5 per
. Non-routine Pap tests procedure for complex diagnostic
Pathol services (e.g. EEG, Nuclear Scans,
' ology MRI), Y ou pay nothing for simple
- X-rays diagnostic services (e.g. EKG,
- Non-routine Mammograms ultrasound).
- CAT ScansMRI
- Ultrasound
- Electrocardiogram EEG
Preventive care, adult
Routine screenings, such as: $10 per officevisit
- Blood lead level — One annually
- Total Blood Cholesterol —once every three years, ages 19 through 64
- Colorectal Cancer Screening, including
-+ Fecal occult blood test
- - Sigmoidoscopy, screening —every five years starting at age 50 $10 per officevisit
Prostate Specific Antigen (PSA test) —oneannually for men age 40 and ol der $10 per officevisit
Routine Pap test $10 per officevisit
Note: The officevisitiscovered if Pap test is received on the same day;
see Diagnostic and Treatment Services, above.
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Preventive care, adult (Continued)

You pay

Routine mammogram —covered for women age 35 and older, as
follows:

- From age 35 through 39, one during thisfive year period
- From age 40 through 64, one every calendar year
- At age 65 and older, one every two consecutive calendar years

$10 per office visit

Not covered: Physical exams or immunizations required for obtaining
or continuing employment or insurance, attending schools or camp, or

travel.

All charges.

Routine Immunizations, limited to:

- Tetanus-diphtheria (Td) booster — once every 10 years, ages19 and
over (except as provided for under Childhood i mmunizations)

- Influenza/Pneumococcal vaccines, annually, age 65 and over

$10 per office visit
No charge at immunization clinics.

Preventive care, children

- Childhood immunizations recommended by the American Academy
of Pediatrics

$10 per office visit
No charge at immunization clinics.

- Examinations, such as:
- Eye exams through age 17 to determine the need for vision
correction.
- Ear exams through age 17 to determine the need for hearing
correction
- Examinations done on the day of immunizations (through age
22)
- Well-child care charges for routine examinations, immunizations and
care (through age 22)

$10 per office visit
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Maternity care

You pay

Complete maternity (obstetrical) care, such as:
- Prenatal care

- Délivery

- Postnatal care

Note: Here are some things to keep in mind:

- You do not need to precertify your normal delivery; see page 9 for
other circumstances, such as extended stays for you or your baby.

- You may remain in the hospital up to 48 hours after aregular delivery
and 96 hours after a cesarean delivery. We will extend your inpatient
stay if medically necessary.

- We cover routine nursery care of the newborn child during the
covered portion of the mother's maternity stay. We will cover other
care of an infant who requires non-routine treatment only if we cover
the infant under a Self and Family enrollment.

- We pay hospitalization and surgeon services (delivery) the ssme asfor
illnessand injury. See Hospital benefits (Section 5c) and Surgery
benefits (Section 5b).

$10 per office visit

Not covered: Routine sonogramsto determine fetal age, size or sex

All charges

Family planning

- Voluntary sterilization
- Surgically implanted contraceptives
- Injectable contraceptive drugs

- Intrauterine devices (IUDs)

Note: See Section 5(f) for prescription drug coverage.
Note: Other co-pays may apply for surgical services. See section 5(b).

$10 per office visit

Not covered: reversal of voluntary surgical sterilization, genetic
counseling,

All charges.
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Infertility services You pay

Diagnosis and treatment of infertility, such as: $10 per office visit
- Artificial insemination:
-+ intravaginal insemination (1VI)
-+ intracervical insemination (ICI)

- intrauterine insemination (1UI)

Not covered: All charges.
- Assisted reproductive technology (ART) procedures, such as:
-+ invitro fertilization
-~ embryo transfer and GIFT
- Services and suppliesrelated to excluded ART procedures

- Injectible and oral fertility drugs

- Cost of donor sperm

Allergy care

Testing and treatment $5 per office visit

Allergy injection

Allergy serum Nothing

Not covered: provocative food testing and sublingual allergy All charges.
desensitization
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Treatment therapies

You pay

- Chemotherapy and radiation therapy

Note: High dose chemotherapy in association with autologous bone
marrow transplantsare limited to those transplants listed under
Organ/Tissue Transplants on page 28.

- Respiratory and inhalation therapy
- Dialysis—Hemodialysis and peritoneal dialysis
- Intravenous (1V)/Infusion Therapy — Home |V and antibiotic therapy

- Growth hormone therapy (GHT)

Note: —Wewill only cover GHT when we prior authorize the treatment.
Call (702) 242-7300 or (800) 777-1840 for prior authorization. We will
ask you to submit information that establishes that the GHT is

medically necessary. Ask usto authorize GHT before you begin
treatment; otherwise, we will only cover GHT services from the date
you submit the information. If you do not ask or if we determine GHT
is not medically necessary, we will not cover the GHT or related
services and supplies. See Servicesrequiring our prior approval n
Section 3.

GHT is covered under the pharmacy benefit. See page 37 for additional
information on pharmacy coverage

$10 per office visit

$10 per officevisit
$10 per office visit
$10 per office visit

See|page 37 for information on
pharmacy coverage.

Not covered:

Sports medicine treatment plan intended to primarily improve athletic
ability

All charges.
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Rehabilitative therapies

You pay

Physical therapy, occupational therapy and speech therapy --

- 2 consecutive months per condition for the services of each of the
following:

-+ qualified physical therapists;
- - speech therapists; and
- occupational therapists.

Note: We only cover therapy to restore bodily function or speech
when there has been atotal or partial loss of bodily function or
functional speech duetoillnessor injury.

- Cardiac rehabilitation is provided for up to 30 daysfollowing a
heart transplant, bypass surgery or amyocardial infarction.
Cardiac rehabilitation is not covered unless provided in a
physician-monitored program.

$10 per office visit

$10 per office visit

Not covered:
- Long-termrehabilitative therapy
- exercise programs

- Milieu therapy, behavior modification, sensitivity training,
electrohypnosis, electrosleep therapy, electronarcosis,
narcosynthesis, rolfing, residential treatment, vocational
rehabilitation or wilderness programs

All charges.

Hearing services (testing, treatment, and supplies)

- First hearing aid and testing only when necessitated by accidental
injury

- Hearing testing for children through age 17 (see Preventive care,
children)

$10 per officevisit

Not covered:
- all other hearing testing
- hearing aids, testing and examinations for them

All charges.
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Vision services (testing, treatment, and supplies) You pay

- One pair of eyeglasses or contact lensesto correct an impairment $10 per officevisit
directly caused by accidental ocular injury or intraocular surgery
(such asfor cataracts)

- Eye exam to determine the need for vision correction for children $10 per officevisit
through age 17 (see preventive care)

- Annual eye refractions

Not covered: All charges.
- Eyeglasses, frames or contact lenses, including fitting of lenses
- Eye exercises and orthoptics

- Radial keratotomy and other refractive surgery

Foot care

Routine foot care when you are under active treatment for a metabolic $10 per officevisit
or peripheral vascular disease, such as diabetes.

See orthopedic and prosthetic devices for information on podiatric shoe
inserts.

Not covered: All charges.

- Cutting, trimming or removal of corns, calluses, or the free edge of
toenails, and similar routine treatment of conditions of the foot,
except as stated above

- Treatment of weak, strained or flat feet or bunions or spurs; and of
any instability, imbalance or sublaxation of the foot (unlessthe
treatment is by open cutting surgery)
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Orthopedic and prosthetic devices You pay

- Artificial [imbs and eyes; stump hose Nothing, however, limited to a
. . . $10,000 combined HMO/POS
- Externally worn breast prostheses and surgical bras, including lifetime maximum

necessary replacements, following a mastectomy

- Internal prosthetic devices, such as artificial joints, pacemakers,
cochlear implants, and surgically implanted breast implant following
mastectomy. Note: See 5(b) for coverage of the surgery to insert the
device.

- Corrective orthopedic appliances for non-dental treatment of

temporomandibular joint (TMJ) pain dysfunction syndrome.
50% of our plan allowance.

Coverage of services and devices
for treatment of TMJislimited to

. ) i o ) $2,500 per member per year.
Note: orthopedic and prosthetic devices are limited to a combined

HMO/POS lifetime maximum of $10,000 including repairs, except
externally worn breast prostheses and surgical bras, including
necessary replacements, following a mastectomy.

Not covered: All charges.
- orthopedic and corrective shoes
- arch supports

- foot orthotics

- heel pads and heel cups

- lumbosacral supports

- corsets, trusses, elastic stockings, support hose, and other supportive
devices

- prosthetic replacements provided | ess than 3 years after the last one
we covered
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Durable medical equipment (DME) You pay

Rental or purchase, at our option, including repair and adjustment, of 50% of our plan allowance
durable medical equipment prescribed by your Plan physician, and prior Combined HM O/POS maximum
authorized by the Plan such as oxygen and dialysis equipment. Under benefit of $4000 per member per
this benefit, we also cover: calendar year.

- hospital beds;

- wheelchairs;

- crutches;

- walkers;

- blood glucose monitors; and

- insulin pumps.

Note: Call usat (702) 242-7300 or (800) 777-1840 as soon as your

Plan physician prescribes this equipment. All DME must be
medically necessary and prior authorized by the Plan to be covered.

Not covered: All charges.
- Motorized wheel chairs
- Outpatient oxygen and its administration unless prior authorized

Home health services

- Home health care ordered by a Plan physician and provided by a Nothing
registered nurse (R.N.), licensed practical nurse (L.P.N.), licensed
vocational nurse (L.V.N.), or home health aide.

- Servicesinclude oxygen therapy, intravenous therapy and

medications.

Not covered: All charges.

- nursing care requested by, or for the convenience of, the patient or
the patient’ s family;

- nursing care primarily for hygiene, feeding, exercising, moving the
patient, homemaking, companionship or giving oral medication

Alternativetreatments

Chiropractic services for manual manipulation of the spine (except for $10 per officevisit
reductions of fractures or dislocations)

Not covered: All charges.
- acupuncture

- naturopathic services
- hypnotherapy

- biofeedback
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Educational classes and programs

Coverageislimited to:

- Smoking Cessation — Up to $100 for one smoking cessation program $10 per office visit
per member per lifetime, including all related expenses such as
drugs.

- Diabetes self-management —includes coverage for medication, $10 per office visit
equipment, supplies and appliances for treatment of diabetes. $5 per educational site visit

Diabetesincludestypel, type Il and gestational diabetes. Covered
servicesinclude training and education for:

- The care and management of diabetes after an initial diagnosis,

including counseling in nutrition and the proper use of equipment
and supplies;

- Necessary because of a significant change in your symptoms or
condition which requires a modification of self management
program;

- Necessary because of the development of new techniques or
equipment for the treatment of diabetes.
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Section 5 (b). Surgical and anesthesia services provided by physicians and other
health care professionals

Herearesomeimportant thingstokesp in mind about these benefits:

- Pleaseremember that dl benefitsare subject to the definitions, limitations, and excdlusionsinthis
brochureand are payable only when we determinethey aremedicaly necessary.

- Planphysiciansmust provideor arrangeyour care.

. Besureto read Section 4, \Your costsfor covered services for val uableinformation about how cost

sharing works. Also read|Section 9 about coordinating benefits with other coverage, indluding with
Medicare.

- Theamountslisted below arefor the chargesbilled by aphysician or other hedlth care professiond for
your surgical care. - Look inSection 5(c) for charges associated with the fadility (i.e. hospital,
surgica center, etc.).

- YOU MUST GET PRIOR AUTHORIZATION OF SURGICAL PROCEDURES. Pleasserefer to
the prior authorization informetion shown in|Section 3o be:surewhich services regire prior
authorization and identify which surgeriesrequire prior authorization

—4Z>—4 00UV —
—4Z>-H4 00UV —

Benefit Description You pay

After the calendar year deductible...

Surgical procedures

- Treatment of fractures, including casting $10 per office visit, plus
- Normal pre- and post-operative care by the surgeon $5 per procedure
- Correction of amblyopiaand strabismus

$50 per outpatient facility visit, plus
- Endoscopy procedure

: $50 per procedure
- Biopsy procedure L .
. Removal of tumorsand cysts $100 per inpatient visit, plus
- Correction of congenital anomalies (see reconstructive surgery) $100 per procedure

- Surgical treatment of morbid obesity -- a condition in which an
individual weighs 100 pounds or 100% over his or her normal weight
according to current underwriting standards; eligible members must
be age 18 or over. Surgical treatment of morbid obesity is covered
only when authorized and only as a treatment of last resort.

- Insertion of internal prosthetic devices. -= Orthopedic braces
and prosthetic devices for device coverage information.

Surgical procedures continued on next page.
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Surgical procedures (Continued) You pay
- Voluntary sterilization $10 per officevisit, plus
- Norplant (asurgically implanted contraceptive) and intrauterine $50 per procedure

devices (IUDs) Note: Devices are covered under 5(a). $50 per outpatient facility visit, plus
- Treatment of burns $50 per procedure
Note: Generally, we pay for internal prostheses (devices) according to $100 per inpatient visit, plus
where the procedure isdone. For example, we pay Hospital benefits for $100 per procedure
a pacemaker and Surgery benefits for insertion of the pacemaker.
Not covered: All charges.
- Reversal of voluntary sterilization
- Routine treatment of conditions of the foot; see Foot care.
Reconstructive surgery
- Surgery to correct afunctional defect $10 per officevisit, plus
. Surgery to correct acondition caused by injury or illnessif: $5 per procedure

.- the condition produced a major effect on the member’s $50 per outpatient facility visit, plus
appearance and $50 per procedure
-+ the condition can reasonably be expected to be corrected by such $100 per inpatient visit, plus
surgery $100 per procedure

- Surgery to correct a condition that existed at or from birthand isa

significant deviation from the common form or norm. Examples of

congenital anomaliesare: protruding ear deformities; cleft lip; cleft

palate; birth marks; webbed fingers; and webbed toes.
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Reconstructive surgery (Continued) You pay

- All stages of breast reconstruction surgery following a mastectomy, See above.
such as:

- surgery to produce asymmetrical appearance on the other breast;

- treatment of any physical complications, such aslymphedemas;

- breast prostheses and surgical bras and replacements (see
Prosthetic devices)

Note: If you need a mastectomy, you may choose to have the procedure
performed on an inpatient basis and remain in the hospital up to 48
hours after the procedure.

Not covered: All charges

- Cosmetic surgery —any surgical procedure (or any portion of a
procedure) performed primarily to improve physical appearance
through change in bodily form, except repair of accidental injury

- Surgeriesrelated to sex transformation

Oral and maxillofacial surgery

Oral surgical procedures, limited to: $10 per office visit, plus
- Reduction of fractures of the jaws or facial bones; $5 per procedure
- Surgical cor_rectlon of cleft lip, cleft palate or severe functional $50 per outpatient facility visit, plus
malocclusion; . $50 per procedure
- Removal of stonesfrom salivary ducts;
- Excision of leukoplakia or malignancies; $100 per inpatient visit, plus
- Excision of cystsand incision of abscesses when done as independent $100 per procedure
procedures; and
- Other surgical proceduresthat do not involve the teeth or their
supporting structures.
Not covered: All charges.

- Oral implants and transplants
- Procedures that involve the teeth or their supporting structures (such
asthe periodontal membrane, gingiva, or alveolar bone)

- Surgical proceduresthat are dental in nature

- Shortening of he mandible or maxillae for cosmetic purposes
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Organ/tissue transplants You pay

Limited to:
- Cornea iéo per offie%e visit, plus
er procedure

- Heart perp

; $50 per outpatient facility visit, plus
- Kidne

. Y $50 per procedure
Lver $100 per inpatient visit, pl

. er inpatient visit, plus

- Allogeneic (donor) bone marrow transplants $100 Ser prgc edure P

- Autologous bone marrow transplants (autol ogous stem cell and
peripheral stem cell support) for the following conditions: acute
lymphocytic or non-ymphocytic leukemia; advanced Hodgkin's
lymphoma; advanced non-Hodgkin's lymphoma; advanced
neuroblastoma; breast cancer; multiple myeloma; epithelial ovarian
cancer; and testicular, mediastinal, retroperitoneal and ovarian germ
cell tumors

Limited Benefits - Treatment for breast cancer, multiple myeloma, and
epithelial ovarian cancer may be provided in an NCI- or NIH-approved
clinical trial at a Plan-designated center of excellence and if approved

by the Plan’s medical director in accordance with the Plan’ s protocols.

Note: We cover related medical and hospital expenses of the donor
when we cover the recipient.

Not covered: All charges

- Donor screening tests and donor search expenses, except those
performed for the actual donor

- Implants of artificial organs

- Transplants not listed as covered

Anesthesia

Professional services provided in— $10 per officevisit

- Hospital (inpatient)

- Hospital outpatient department
- Skilled nursing facility

- Ambulatory surgical center

- Physician Office
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Section 5 (¢). Services provided by a hospital or other facility, and
ambulance services

Here are some important thingsto remember about these benefits:

Please remember that all benefits are subject to the definitions, limitations, and
exclusionsin this brochure and are payable only when we determine they are
medically necessary.

Plan physicians must provide or arrange your care and you must be hospitalized
inaPlan facility.

Be sure to read Section 4, |Your costs for covered services for valuable
information about how cost sharing works. Also read|Section 9about
coordinating benefits with other coverage, including with Medicare.

The amounts listed below are for the charges billed by the facility (i.e., hospital
or surgical center) or ambulance service for your surgery or care. Any costs
associated with the professional charge (i.e., physicians, etc.) are covered in
Section 5(a) or (b).
YOU MUST GET PRIOR AUTHORIZATION OF ELECTIVE
HOSPITAL STAYS. Pleaserefer to Section 3 to be sure which services
require prior authorization.

4Z2>4 00UVl —
4Z2>400UV —

Benefit Description You pay

Inpatient hospital

Room and board, such as $100 per day, to amaximum of
- ward, semiprivate, or intensive care accommodations; $200 per admission

- general nursing care; and
- meals and special diets.

NOTE: If you want a private room or special duty nursing when it is not
medically necessary, you pay the additional charge above the
semiprivate room rate.

Inpatient hospital continued on next page.
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Inpatient hospital (Continued) You pay

Other hospital services and supplies, such as: $100 per surgical procedureto a

- Operating, recovery, maternity, and other treatment rooms maximum of $200 per admission

- Prescribed drugs and medicines

- Diagnostic laboratory tests and X-rays

- Administration of blood and blood products

- Blood or blood plasma, if not donated or replaced

- Dressings, splints, casts, and sterile tray services

- Medical supplies and equipment, including oxygen

- Anesthetics, including nurse anesthetist services

- Take-homeitems

- Medical supplies, appliances, medical equipment, and any covered
items billed by ahospital for use at home

Not covered: All charges.

- Custodial care

- Non-covered facilities

- Personal comfort items, such as telephone, television, barber services,
guest meals and beds

- Private nursing care

Outpatient hospital or ambulatory surgical center

- Operating, recovery, and other treatment rooms $50 per visit

- Prescribed drugs and medicines

- Diagnostic laboratory tests, X-rays, and pathology services

- Administration of blood, blood plasma, and other biologicals
- Blood and blood plasma, if not donated or replaced

- Pre-surgical testing

- Dressings, casts, and steriletray services

- Medical supplies, including oxygen

- Anesthetics and anesthesia service

NOTE: —We cover hospital servicesand suppliesrelated to dental
procedures when necessitated by a non-dental physical impairment. We
do not cover the dental procedures.

Not covered: blood and blood derivatives not replaced by the member All charges
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