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Companion HealthCare Cor poration

Companion HealthCare Corporation, 200 Arbor Lake Drive, Suite 200, SC 29223-4516, has entered into a contract (CS 2611) with
the Office of Personnel Management (OPM) as authorized by the Federal Employees Health Benefits (FEHB) law, to provide a
comprehensive medical plan herein called Companion HealthCare Corporation, Companion or the Plan.

This brochure is based on text included in the contract between OPM and this Plan and is intended to be a compl ete statement of

benefits available to FEHB members. A person enrolled in the Plan is entitled to the benefits stated in this brochure. However if
conflicts are discovered between the language of this brochure and the contract, the contract will control. If enrolled for Self and
Family, each eligible family member is also entitled to these benefits.

Premiums are negotiated with each plan annually. Benefit changes are effective January 1, 1998, and are shown on the inside back
cover of this brochure.
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| nspector General Advisory: Stop Health Care Fraud!

Fraud increasesthe cost of health care for everyone. Anyone who intentionaly makes a fd se statement or afalse claimin order to obtain
FEHB benefits or increase the amount of FEHB benefitsis subject to prosecution for FRAUD. Thiscould resultin CRIMINAL
PENALTIES. Please review al medical bills, medical records and claims statements carefully. If you find that a provider, such as adoctor,
hospital or pharmacy, charged your planfor services you did not receive, billed for the same service twice, or misrepresented any other
information, take the following actions:

o Call the provider and ask for an explanation - sometimesthe problem isa simple error.

 If the provider does not resolve the matter, or if you remain concerned, call your plan at 1-800/868-2528 or 803/786-8476 and explain
the situation.

« If the matter is not resolved after speaking to your plan (and you still suspect fraud has been committed), call or write:

THE HEALTH CARE FRAUD HOTLINE
202/418-3300

The Office of Personnd Management
Office of the Inspector General Fraud Hotline
1900 E Street, N.W., Room 6400
Washington, D.C. 20415

The inappropriate use of membership identification cards, e.g., to obtain servicesfor a person who is not an eligible family member or after
you are no longer enrolled in the Plan, is also subject to review by the Inspector General and may result in an adverse administrative action
by your agency.

General Information

Confidential ity Medical and other information provided to the Plan, including claim files, is kept confidential and will be
used only: 1) by the Plan and its subcontractorsfor interna administration of the Plan, coordination of
benefit provisions with other plans, and subrogation of claims; 2) by law enforcement officiaswith
authority to investigate and prosecute dleged civil or criminal actions; 3) by OPM to review adisputed
claim or perform its contract administration functions; 4) by OPM and the General Accounting Office
when conducting audits as required by the FEHB law; or 5) for bona fide medical research or education.
Medical data that does not identify individual members may be disclosed as aresult of the bonafide
medical research or education.

| f you are a Use this brochure as aguide to coverage and obtaining benefits. There may be adday before you receive

new member your identification card and member information from the Flan. Until you receive your 1D card, you may
show your copy of the SF 2809 enrollment form or your annuitant confirmation letter from OPM to a
provider or Plan facility as proof of enrollment in thisPlan. If you do not receive your ID card within 60
days after the effective date of your enrollment, you should contact the Plan.

If you made your open season change by using Employee Express and have not received your new |ID
card by the effective date of your enrollment, call the Employee Express HEL P humber to request a
confirmation letter. Use that |etter to confirm your new coverage with Plan providers.

If you are anew member of this Plan, benefits and rates begin on the effective date of your enrollment, as
set by your employing office or retirement system. Asa member of this Plan, onceyour enrollment is
effective, you will be covered only for services provided or arranged by a Plan doctor except in the
case of emergency asdescribed on page 14. If you are confined in a hospital on the effective date, you
must notify the Plan so that it may arrange for the transfer of your careto Plan providers. See “If you are
hospitalized” on page 4.

FEHB plansmay not refuse to provide benefits for any condition you or a covered family member may
have soldly on the basis that it was a condition that existed before you enrolled in a plan under the FEHB
Program.



General I nfor mation continued

If you are
hospitalized
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Thingsto

k In
mind

If you change plans or options, benefits under your prior plan or option cease on the effective date of
your enrollment in your new plan or option, unless you or a covered family member are confinedin a
hospita or other covered fecility or are receiving medical care in an aternative care setting on the last
day of your enrollment under the prior plan or option. In that case, the confined person will continue to
receive benefits under the former plan or option until the earliest of (1) the day the person isdischarged
from the hospital or other covered facility (a move to an aternative care setting does not constitute a
discharge under this provision), or (2) the day after the day all inpatient benefits have been exhausted
under the prior plan or option, or (3) the 92nd day after the last day of coverage under the prior plan or
option. However, benefits for other family members under the new plan will begin on the effective date.
If your plan terminates participation in the FEHB Program in wholeor in part, or if the Associate
Director for Retirement and Insurance orders an enrollment change, this continuation of coverage
provision does not gpply; in such case, the hospitalized family member’s benefits under the new plan
begin on the effective date of enrollment.

It isyour regpongbility to be informed about your health benefits. Your employing office or
retirement system can provide information about; when you may change your enrollment; who “ family
members’ are; what happens when you transfer, go on leave without pay, enter military service, or retire;
when your enrollment terminates; and the next open season for enrollment. Your employing office or
retirement system will also make availableto you an FEHB Guide, brochures and other materials you
need to make an informed decision.

» Thebenefitsin this brochure are effective on January 1 for those already enrolled in this Plan; if you
changed plans or plan options, see“If you are anew member” above. In both cases, however, the
Plan’'s new rates are effective the first day of the enrollee sfirst full pay period that begins on or after
January 1 (January 1 for al annuitants).

» Generdly, you must be continuously enrolled in the FEHB Program for the lat five years before you
retire to continue your enrollment for you and any eligible family members after you retire.

» The FEHB Program provides Self Only coverage for the enrollee alone or Self and Family coverage
for the enrollee, his or her spouse, and unmarried dependent children under age 22. Under certain
circumstances, coverage will also be provided under afamily enrollment for adisabled child 22 years
of age or older who isincapable of self-support.

» Anenrolleewith Self Only coverage who is expecting a baby or the addition of a child may changeto
a Sdf and Family enrollment up to 60 days after the birth or addition. The effective date of the
enrollment change is the first day of the pay period in which the child was born or became an digible
family member. Theenrolleeisresponsible for hisor her share of the Self and Family premium for
that time period; both parent and child are covered only for care received from Plan providers, except
from emergency benefits.

* You will not beinformed by your employing office (or your retirement system) or your Plan when a
family member loses digibility.

* You must direct questions about enrollment and eligibility, including whether a dependent age 22 or
older iseligible for coverage, to your employing office or retirement system. The Plan does not
determine eligibility and cannot change an enrollment status without the necessary information from
the employing agency or retirement system.

* Anemployee, annuitant, or family member enrolled in one FEHB plan is not entitled to receive
benefits under any other FEHB plan.

* Report additions and deletions (including divorces) of covered family members to the Plan promptly.

 If you are an annuitant or former spouse with FEHB coverage and you are a0 covered by Medicare
Part B, you may drop your FEHB coverage and enrall in aMedicare prepaid plan when oneis
availablein your area. If you later change your mind and want to reenroll in FEHB, you may do so at
the next open season, or whenever you involuntarily lose coverage in the Medicare prepaid plan or
move out of the arealit serves.



General I nfor mation continued

Coverage after
enr ollment
ends

Former spouse
coverage

Temporary
continuation
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Most Federa annuitants have Medicare Part A. If you do not have Medicare Part A, you may enroll
inaMedicare prepaid plan, but you will probably have to pay for hospital coveragein addition to the
Part B premium. Before you join the plan, ask whether they will provide hospital benefits and, if so,
what you will have to pay.

You may also remain enrolled in this Plan when you join a Medicare prepaid plan.

Contact your locd Socia Security Administration (SSA) officefor information on local Medicare
prepaid plans (also known as Coordinated Care Plans or Medicare HMOs) or request it from SSA a
1-800/638-6833. Contact your retirement system for information on dropping your FEHB enrollment
and changing to aMedicare prepaid plan.

» Federal annuitants are not required to enroll in Medicare Part B (or Part A) in order to be covered
under the FEHB Program nor aretheir FEHB benefits reduced if they do not have Medicare Part B
(or Part A).

When an employee's enrolIment terminates because of separation from Federa service or when afamily
member is no longer eligible for coverage under an employee or annuitant enrollment, and the person is
not otherwise eigible for FEHB coverage, he or she generally will be digible for afree 31-day extension
of coverage. The employee or family member may a so be eligible for one of the following:

When a Federal employee or annuitant divorces, the former spouse may be digible to elect coverage
under the spouse equity law. If you arerecently divorced or anticipate divorcing, contact the employee's
employing office (personnd office) or retiree’ sretirement system to get more facts about electing
coverage.

If you are an employee whose enrollment is terminated because you separate from service, you may be
eligible to temporarily continue your health benefits coverage under the FEHB Program in any plan for
which you aredigible. Ask your employing office for RI 79-27, which describes TCC, and for RI 70-5,
the FEHB Guidefor individuas digiblefor TCC. Unlessyou are separated for gross misconduct, TCC
isavailableto you if you are not otherwise digible for continued coverage under the Program. For
example, you are digiblefor TCC when you retireif you are unable to meet the five-year enrollment
requirement for continuation of enrollment after retirement.

Your TCC begins after theinitia free 31-day extension of coverage ends and continues for up to 18
months after your separation from service (that is, if you use TCC until it expires 18 monthsfollowing
separation, you will only pay for 17 months of coverage). Generally, you must pay thetota premium
(both the Government and employee shares) plus a2 percent administrative charge. If you use your TCC
until it expires, you are entitled to another free 31-day extension of coverage when you may convert to
nongroup coverage. If you cancel your TCC or stop paying premiums, the free 31-day extension of
coverage and conversion option are not available.

Children or former spouseswho lose digibility for coverage because they no longer qudify as family
members (and who are not eligible for benefits under the FEHB Program as empl oyees or under the
spouse equity law) aso may qudify for TCC. They also mugt pay thetota premium plus the 2 percent
adminigtrative charge. TCC for former family members continues for up to 36 months after the
qudifying event occurs, for example, the child reaches age 22 or the date of thedivorce. Thisincludes
thefree 31-day extension of coverage. When their TCC ends (except by cancdllation or nonpayment of
premium), they are entitled to another free 31-day extension of coverage when they may convert to
nongroup coverage.

NOTE: If thereis adeay in processing the TCC enrollment, the effective date of the enroliment is still
the 32nd day after regular coverage ends. The TCC enrollee isresponsible for premium payments
retroactive to the effective date and coverage may not exceed the 18 or 36 month period noted above.



General I nfor mation continued

Notification
and dection
requirements

Conversion to
individual
coverage

Separating employees —Within 61 days after an employee's enrollment terminates because of
separation from service, his or her employing office must notify the employee of the opportunity to elect
TCC. The employee has 60 days after separation (or after receiving the notice from the employing office,
if later) to elect TCC.

Children —You must notify your employing office or retirement system when achild becomes digible
for TCC within 60 days after the qualifying event occurs, for example, the child reaches age 22 or marries

Former spouses—You or your former spouse must notify the employing office or retirement system of
the former spouse’'s digibility for TCC within 60 days after the termination of the marriage. A former
spouse may aso qualify for TCC if, during the 36-month period of TCC digibility, he or sheloses
spouse equity eligibility because of remarriage before age 55 or loss of the qualifying court order. This
appliesevenif he or she did not elect TCC while waiting for spouse equity coverage to begin. The
former spouse must contact the employing office within 60 days of |osing spouse equity eligibility to
apply for the remaining months of TCC to which he or sheis entitled.

The employing office or retirement system has 14 days after receiving notice from you or the former
spouse to notify the child or the former spouse of hisor her rightsunder TCC. If achild wantsTCC, he
or shemust e ect it within 60 days after the date of the qualifying event (or after receiving the notice, if
later). If aformer gpouse wants TCC, he or she must dect it within 60 days after any of the following
events. the date of the qualifying event or the date he or she receivesthe notice, whichever islater; or the
date he or she loses coverage under the spouse equity law because of remarriage before age 55 or loss of
the qualifying court order.

Important: The employing office or retirement system must be natified of achild's or former spouse’s
eligibility for TCC within the 60-day time limit. If the employing office or retirement system is not
notified, the opportunity to elect TCC ends 60 days after the qualifying event in the case of achild and
60 days after the change in statusin the case of a former spouse.

When none of the above choices are available—or chosen —when coverage as an employee or family
member ends, or when TCC coverage ends (except by cancellation or nonpayment of premium), you
may be eligible to convert to an individual, nongroup contract. You will not be required to provide
evidence of good hedth and the plan is not permitted to impose awaiting period or limit coverage for
preexisting conditions. If you wish to convert to an individual contract, you must apply in writing to the
carrier of the plan in which you are enralled within 31 days after receiving notice of the conversion right
from your employing agency. A family member must gpply to convert within the 31-day free extension
of coverage that follows the event that terminates coverage, e.g., divorce or reaching age 22. Benefits
and rates under theindividual contract may differ from those under the FEHB Program.



Facts about Companion HealthCare Corporation

ThisPlan isacomprehensive medical plan, sometimes called a health maintenance organization (HMO). When you enroll in an HMO, you
arejoining an organized system of health carethat arrangesin advance with specific doctors, hospitals and other providersto give care to
members and paysthem directly for their services. Benefitsare available only from Plan providers except during amedical emergency.
Membersarerequired to sdect a personal doctor from among participating Plan primary caredoctors. Servicesof aspecialty care
doctor can only bereceived by referral from the selected primary care doctor. There are no claim forms when Plan doctors are used.

Your decision to join an HMO should be based on your preference for the plan’ sbenefits and ddivery system, not because a particular
provider isin the plan’ snetwork. You cannot change plans because a provider leavesthe HMO.

Because the Plan provides or arranges your care and pays the cost, it seeks efficient and effective ddivery of health services. By controlling
unnecessary or inappropriate care, it can afford to offer a comprehensive range of benefits. In addition to providing comprehensive health
services and benefits for accidents, illness and injury, the Plan emphasizes preventive benefits such as office visits, physicals,

immuni zations and well-baby care. You are encouraged to get medical attention at thefirst sign of illness.

Who provi descare Companion HedthCare Corporation is awholly-owned subsidiary of Blue Cross and Blue Shield of

to Plan member s? South Caralina. As an individual practice plan HM O, Companion combines quality care with the
managed care concept, stressing a close relationship between you and your primary care doctor.
Companion has more than 1,073 family practitioners and pediatricians who provide or arrangefor all
covered medical care. Each family member may select adifferent primary care doctor. Thereisalso a
network of over 2,000 specidists, hospitals and ancillary providersif you need more extensive care.

Although Companion is based in South Carolina, you are covered if you have a medical emergency or
illnesswhile traveling, no matter where you travel. Companion is a so affiliated with HMO Blue USA, a
network of Blue Cross and Blue Shield HM Os that can coordinate your medical care.

Roleof a pr i mary The first and most important decision each member must makeis the selection of a primary care doctor.

caredoctor The decision isimportant since it is through this doctor that all other health services, particularly those of
specidigts, are obtained. It isthe responsibility of your primary care doctor to obtain any necessary
authorizations from the Plan before referring you to a specidis or making arrangements for
hospitalization. Services of other providers are covered only when there hasbeen areferrd by the
member’s primary care doctor, with the following exceptions: Denta care, Vision care and annual
OB/GY N exams and | ab services (contact the Plan for referra forms).

Choos ng your The P!an’s p_rovide_r di rectory ligts primary care doctors (generaly family practitioners, pedi atricjans and

doctor internists) with their locations and phone numbers, and notes whether or not the doctor is accepting new
patients. Directories are updated on aregular basisand are available at the time of enrollment or upon
request by caling the Client Services Department at 803/786-8476 or 1-800/868-2528. You can dso find
out if your doctor participates with this Plan by calling thisnumber. If you are interested in receiving
care from a specific provider who islisted in the directory, call the provider to verify that he or she still
participates with the Plan and is accepting new patients. Important note: When you enroall in this plan,
services (except for emer gency benefits) are provided through the Plan’s ddlivery system; the
continued availability and/or participation of any one doctor, hospital, or other provider, cannot be
guar anteed.

If you enroll, you will be asked to |et the Plan know which primary care doctor(s) you've selected for you
and each member of your family by sending a selection form to the Plan. If you need help choosing a
doctor, cal the Plan. Members may change their doctor selection by notifying the Plan 30 daysin
advance.

If you are receiving servicesfrom a doctor who leaves the Plan, the Plan will pay for covered services
until the Plan can arrange with you for you to be seen by another participating doctor.

Ref e ralsfor Except in amedical emergency, or when aprimary care doctor has designated another doctor to see

spec a]ty care patients, you must receive areferral from your primary care doctor before seeing any other doctor or
obtaining specid services. Referra to a participating specidist is given at the primary care doctor’s
discretion; if non-Plan specialists or consultants are required, the primary care doctor will make
arrangements for appropriate referrals.



Facts about Companion HealthCare Corporation continued
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When you receive areferra from your primary care doctor, you mug return to the primary care doctor
after the consultation unless your doctor authorizes additiona visits. All follow-up care must be provided
or authorized by the primary care doctor. Do not go to the specialist for a second visit unlessyour primary
care doctor has arranged for, and the Plan hasissued an authorization for the referrd in advance.

The Plan will provide benefits for covered services only when the services are medicaly necessary to
prevent,diagnose or treat your illness or condition. Your Plan doctor must obtain the Plan’ s determinations
of medica necessity before you may be hospitalized, referred for gpecialty care or obtain follow-up care
from aspecidist.

If you are dready under the care of aspecialist who isaPlan participant, you still mugt still obtain a
referral from a Plan primary care doctor for the careto be covered by the Plan. If the doctor who
originaly referred to this speciaist is now your Plan primary care doctor, you need only call to explain
that you are now a Plan member and ask that you be referred for your next appointment.

If you are selecting anew primary care doctor and want to continue with this specialist, you must
schedul e an appointment so the primary care doctor can decide whether to treat the condition directly or
refer you back to the speciaist.

If you require hospitdization, your primary care doctor or authorized speciaist will make the necessary
arrangements and continue to supervise your care.

Copayments are required for afew benefits. However, copaymentswill not be required for the remainder
of the calendar year after your out-of-pocket expensesfor services provided or arranged by the Plan
reach $2,500 per Self Only enrollment or $5,000 per Self and Family enrollment. This copayment
maximum does not include costs of dentd services.

You should maintain accurate records of the copayments made, asit isyour responsibility to determine
when the copayment maximum isreached. You are assured a predictable maximum in out-of -pocket
costs for covered heath and medical needs. Copayments are due when serviceis rendered, except for
emergency care.

If you changed to this Plan during open season from a plan with a deductible and the effective date of the
change was after January 1, any expenses that would have applied to that plan’s deductible will be
covered by your old plan if they are for care you got in January befor e the eff ective date of your
coveragein thisPlan. If you have aready met the deductiblein full, your old plan will reimburse these
covered expenses. If you have not met it infull, your old plan will first apply your covered expensesto
satisfy therest of the deductible and then reimburse you for any additiona covered expenses. The old
plan will pay these covered expenses according to this year's benefits; benefit changes are effective
January 1.

When you are required to submit a claim to this Plan for covered expenses, submit your claim promptly.
The Flan will not pay benefits for claims submitted later than December 31 of the calendar year
following the year in which the expense was incurred, unless timely filing was prevented by
administrative operations of Government or legal incapacity, provided the claim was submitted as soon
as reasonably possible.

Plan providers will follow generally accepted medical practicein prescribing any course of treatment.
Before you enroll in this Plan, you should determine whether you will be able to accept treatment or
procedures that may be recommended by Plan providers.

The Plan’s service area

The Service Areafor this Plan, where Plan providers and facilities are located, is described on the front
cover of thisbrochure. You must live in the service areato enroll in this Plan.
Benefits for care outside the service area are limited to emergency services, as described on page 14.

If you or acovered family member move outside the Service Area, you may enroll in another approved
plan. It is not necessary to wait until you move or for the open season to make such a change; contact
your employing office or retirement system for information if you are anticipating amove.



General Limitations
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Although a specific service may belisted as a benefit, it will be covered for you only if, in the judgment
of your Plan doctor, it ismedically necessary for the prevention, diagnosis, or treatment of your illness
or condition. No oral satement of any person shall modify or otherwise affect the benefits,
limitationsand exclusions of this brochure, convey or void any cover age, increase or reduce any
benefitsunder thisPlan or be used in the prosecution or defense of a claim under thisPlan. This
brochure is based on text included in the contract between OPM and this Plan and isintended to be a
compl ete statement of benefits available to FEHB members. You should use this brochure to determine
your entitlement to benefits. However, if conflicts are discovered between the language of this brochure
and the contract, the contract will control.

In the event of major disaster, epidemic, war, riot, civil insurrection, disability of asignificant number of
Plan providers, complete or partial destruction of facilities, or other circumstances beyond the Plan’s
control, the Plan will make agood faith effort to provide or arrange for covered services. However, the
Plan will not be responsible for any delay or failurein providing service dueto lack of available facilities
or personnel.

This section applieswhen you or your family members are entitled to benefits from a source other than
this Plan. You must disclose information about other sources of benefits to the Flan and complete all
necessary documents and authorizations requested by the Plan.

If you or acovered family member isenrolled in thisPlan and Part A, Part B, or PartsA and B of
Medicare, benefitswill be coordinated with Medicare according to Medicare's determination of which
coverage is primary. Generally, you do not need to take any action after informing the Plan of your or
your family member’s eligibility for Medicare. Your Plan will provide you with further ingtructionsif a
Medicare claim needsto be filed.

This coordination of benefits (double coverage) provision applies when a person covered by this Plan
aso has, or is entitled to benefitsfrom, any other group hedth coverage, or is entitled to the payment of
medica and hospital costs under no-fault or other automobile insurance that pays benefits without regard
to fault. Information about the other coverage must be disclosed to this Plan.

When there is doubl e coverage for covered benefits, other than emergency services from non-Plan
providers, this Plan will continueto provideits benefitsin full, but is entitled to receive payment for the
services and supplies provided, to the extent that they are covered by the other coverage, no-fault or other
automobileinsurance or any other primary plan.

Oneplan normally paysits benefitsin full as the primary payer, and the other plan pays areduced benefit
as the secondary payer. When this Plan is the secondary payer, it will pay the lesser of (1) its benefitsin
full, or (2) areduced amount which, when added to the benefits payable by the other coverage, will not
exceed reasonable charges. The determination of which health coverage is primary (paysits benefits
first) is made according to guidelines provided by the National Association of | nsurance Commissioners.
When benefits are payable under automobile insurance, including no-fault, the automobile insurer is
primary (paysitsbenefits first) if it islegaly obligated to provide benefits for health care expenses
without regard to other health benefits coverage the enrollee may have. This provision applies whether or
not aclaim isfiled under the other coverage. When applicable, authorization must be given this Plan to
obtain information about benefits or services available from the other coverage, or to recover
overpayments from other coverages.

If you are covered by both this Plan and the Civilian Health and Medical Program of the Uniformed
Services (CHAMPUYS), thisPlan will pay benefitsfirst. Asamember of aprepaid plan, specia
limitations on your CHAMPUS coverage apply; your primary provider must authorize all care. See your
CHAMPUS Health BenefitsAdvisor if you have questions about CHAMPUS coverage.

If you are covered by both this Plan and Medicaid, this Plan will pay benefitsfirgt.



General Limitations continued
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The Flan will not pay for services required asthe result of occupational disease or injury for which any
medical benefits are determined by the Office of Workers Compensation Programs (OWCP) to be
payable under workers compensation (under section 8103 of title 5, U.S.C.) or by asimilar agency under
another Federal or State law. This provision also applies when athird party injury settlement or other
similar proceeding provides medicd benefitsin regard to a claim under workers compensation or similar
laws. If medical benefits provided under such laws are exhausted, this Plan will be financialy
responsible for services or supplies that are otherwise covered by thisPlan. The Planisentitled to be
reimbursed by OWCP (or the similar agency) for servicesit provided that were later found to be payable
by OWCP (or the agency).

Fecilities of the Department of Veterans Affairs, the Department of Defense, and the Indian Hedth
Service are entitled to seek reimbursement from the Plan for certain services and supplies provided to
you or afamily member to the extent that reimbursement is required under the Federal statutes governing
such facilities.

The Plan will not provide benefitsfor services and supplies paid for directly or indirectly by any other
local, State, or Federal Government agency.

If acovered personissick or injured as aresult of the act or omission of another person or party, the Plan
requiresthat it be reimbursed for the benefits provided in an amount not to exceed the amount of the
recovery, or that it be subrogated to the person’srightsto the extent of the benefits received under this
Plan, including theright to bring suit in the person’s name. If you need more information about
subrogation, the Plan will provide you with its subrogation procedures.

General Exclusons

All benefits are subject to the limitations and exclusions in this brochure. Although a specific service may belisted as a benefit, it will
not be covered for you unlessyour Plan doctor deter minesit ismedically necessary to prevent, diagnoseor treat your illnessor
condition as discussed under Authorizations on page 8. Thefollowing are excluded:

» Careby non-Plan doctors or hospitals except for authorized referrds or emergencies (see Emergency
Benefits);

» Expensesincurred while not covered by this Plan;

» Servicesfurnished or billed by aprovider or facility barred from the FEHB Program;

» Servicesnot required according to accepted standards of medical, dental, or psychiatric practice;
» Procedures,treatments, drugs or devicesthat are experimental or investigational;

« Procedures,services, drugs and supplies related to sex transformations; and

« Procedures,services, drugs and supplies related to abortions, except when the life of the mother
would be endangered if the fetuswere carried to term or when the pregnancy isthe result of an act of
rape or incest.



Medical and Surgical Benefits

What is cover ed

A comprehensive range of preventive, diagnostic and treatment servicesis provided by Plan doctors and
other Plan providers. Thisincludes al necessary officevists; you pay a$10 primary care doctor office
vigit copay, and a$15 office visit copay for specialists. Within the Service area, house calls will be
provided if in the judgment of the Plan doctor such careis necessary and appropriate; you pay a$10
copay for adoctor’'s house cdl, and nothing for home visits by nurses and health aides.

The following services areincluded and are subject to the office visit copay unless stated otherwise:

Preventive care, including well-baby care and periodic check-ups

Mammograms are covered asfollows: for women age 35 through age 39, one mammogram during
these five years, for women age 40 through 49, one mammogram every one or two years; for women
age 50 through 64, one mammogram every year; and for women age 65 and above, one mammogram
every two years. In addition to routine screening, mammograms are covered when prescribed by the
doctor asmedically necessary to diagnose or treat your illness.

Routine immunizations and boosters
Consultations by specidists
Diagnostic procedures, such as laboratory tests and X-rays

Complete obstetrical (maternity) carefor all covered females, including prenatal ,delivery and postnatal
care by aPlan doctor (office visit copays are waived for obstetrical care fter the first vigit) The
mother, at her option, may remain in the hospital up to 48 hours after a regul ar delivery and 96 hours
after a cesarean ddlivery. Inpatient stayswill be extended if medically necessary. If enrollment in the
Fanisterminated during pregnancy, benefitswill not be provided after coverage under the Plan has
ended. Ordinary nursery care of the newborn child during the covered portion of the mother’s hospital
confinement for maternity will be covered under either a Self Only or Sdlf and Family enrollment;
other care of an infant who requires definitive treatment will be covered only if theinfant is covered
under a Self and Family enrollment.

Voluntary sterilization and family planning services

Diagnosis and treatment of diseases of the eye

Allergy testing and treatment, including test and treatment material s (such asallergy serum)
Theinsertion of internd prosthetic devices,such as pacemakersand artificid joints.

Cornea,heart,heart/lung, lung (single and double), pancreas,kidney/pancreas, kidney and liver
transplants, allogeneic (donor) bone marrow trangplants; autol ogous bone marrow transplants
(autologous stem cell and peripheral stem cell support) for the following conditions: acute lymphocytic
or non-lymphocytic leukemia, advanced Hodgkin's lymphoma,advanced non-Hodgkin's lymphoma,
advanced neuroblastoma, chronic lymphocytic leukemia, acute myelogenous leukemiaand breast
cancer; multiple myeloma; epithelia ovarian cancer; and testicular, mediastind, retroperitoneal and
ovarian germ cell tumors. Trangplants are covered when approved by the Medica Director. Related
medical and hospital expenses of the donor are covered.

Women who undergo mastectomies may, at their option, have this procedure performed on an
inpatient basis and remain in the hospital up to 48 hours after the procedure.

Diaysis

Chemotherapy, radiation therapy, and inhalation therapy

Surgica treatment of morbid obesity

Prosthetic devices,such as artificia limbs (initial device only) and lensesfollowing cataract removal
Durable medica equipment, such aswheelchairs and hospital beds

Orthopedic devices, such as braces

Home hedlth services of nurses and hedth aides, including intravenous fluids and medications, when
prescribed by your Plan doctor, who will periodicaly review the program for continuing
appropriateness and need

All necessary medica or surgical carein ahospital or extended care facility from Plan doctors and
other Plan providers, a no additiond cost to you.

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS



Medical and Surgical Benefits continued

Limited benefits

What isnot
covered

Oral and maxillofacial surgery is provided for nondental surgical and hospitalization proceduresfor
congenita defects, such as cleft lip and cleft palate, and for medical or surgica procedures occurring
within or adjacent to the oral cavity or sinusesincluding, but not limited to, trestment of fractures and
excision of tumors and cysts. All other procedures involving the teeth or intra-oral areas surrounding the
teeth are not covered, including any dental careinvolved in treatment of temporomandibular joint (TMJ)
pain dysfunction syndrome.

Reconstr uctive surgery will be provided to correct acondition resulting from a functional defect or
from an injury or surgery that has produced a major effect on the member’s gopearance and if the
condition can reasonably be expected to be corrected by such surgery.

Short-term rehabilitative ther apy (physical, peech and occupational) is provided on an inpatient or
outpatient basis for up to two months per condition if significant improvement can be expected within
two months; you pay nothing. Speech therapy islimited to trestment of certain speech impairments of
organic origin. Occupational therapy islimited to servicesthat assi st the member to achieve and maintain
sdlf-care and improved functioning in other activities of daily living.

Diagnosis and treatment of infertility are covered; you pay a$15 copay per officevisit. Thefollowing
types of artificial insemination are covered: intravaginal insemination (IV1); intracervical inseminations
(ICI) and intrauterine insemination (1UI); cost of donor sperm is not covered; you pay a $15 copay per
officevigt. Fertility drugs are covered. Other assisted reproductive technology (ART) procedures,such
asin vitro fertilization and embryo transfer, are not covered.

Cardiac rehabilitation following a heart transplant, bypass surgery or amyocardid infarction, is
provided for Phases 1 and 2, but not for Phase 3 cardiac rehabilitation; you pay nothing.

Participation in and completion of an approved Smoking cessation program; the Plan pays the lesser of

$45 or 50% of the cost of participation.

» Physical examinations that are not necessary for medical reasons, such as those required for obtaining
or continuing employment or insurance, attending school or camp, or travel

» Reversal of voluntary, surgically-induced sterility

» Plastic surgery primarily for cosmetic purposes

« Transplants not listed as covered

e Hearing ads

« Long-term rehabilitative therapy

 Chiropractic services

» Homemeaker services

oot orthotics

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS



Hospital/Extended Care Bendfits

What iscovered
Hospital care

Extended care

Hospicecare

Ambulance service

Limited ben€fits

Inpatient dental
procedur es

Acuteinpatient
detoxification

What isnot
cover ed

The Plan provides a comprehensive range of benefits with no dollar or day limit when you are
hospitalized under the care of a Plan doctor. You pay a$200 copay per inpatient admission; nothing per
outpatient surgery session. All necessary services are cover ed, including:

¢ Semiprivate room accommodations; when a Plan doctor determinesit is medically necessary, the
doctor may prescribe private accommodations or private duty nursing care

« Specialized care units, such asintensive care or cardiac care units

The Plan provides a comprehensive range of benefits for up to 120 days per calendar year when full-time
skilled nursing care is necessary and confinement in askilled nursing facility is medically appropriate as
determined by aPlan doctor and approved by the Plan. You pay nothing. All necessary servicesare
cover ed, including:

* Bed, board and general nursing care

* Drugs, biologicals,supplies, and equipment ordinarily provided or arranged by the skilled nursing
facility when prescribed by a Plan doctor.

Supportive and paliative care for aterminaly ill member is covered in the home or hospice facility.
Servicesinclude inpatient and outpatient care, and family counsdling; these services are provided under
thedirection of a Flan doctor who certifiesthat the patient is in the terminal stages of illness, with alife
expectancy of approximately six monthsor less.

Benefits are provided for ambulance transportation ordered or authorized by aPlan doctor.

Hospitalization for certain dental proceduresis covered when a Plan doctor determinesthereis aneed for
hospitalization for reasons totally unrelated to the dental procedure; the Plan will cover the hospitalization,
but not the cost of the professional dental services. Conditions for which hospitalization would be covered
include hemophiliaand heart disease; the need for anesthesia, by itsdlf, isnot such acondition.

Hospitalization for medical treatment of substance abuse islimited to emergency care, diagnosis,
treatment of medical conditions, and medical management of withdrawal symptoms (acute
detoxification) if the Plan doctor determines that outpati ent management is not medically appropriate.
See page 15 for nonmedica substance abuse benefits.

» Personal comfort items, such as telephone and television

e Custodial care, rest cures, domiciliary or corvalescent care

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS



Emergency Benefits

What isa
medical
emergency?

Emer gencieswithin
the ServiceArea

Plan pays...

You pay...

Emergenciesoutsde
the ServiceArea

Plan pays...

You pay...
What iscovered

What isnot
covered

A medical emergency isthe sudden and unexpected onset of a condition or an injury that requires
immediate medical or surgical care. Some problems are emergencies because, if not treated promptly,
they might become more serious, examplesinclude deep cuts and broken bones. Others are emergencies
because they are potentially life-threatening, such as heart attacks,strokes, poisonings, gunshot wounds,
or sudden inability to breathe. There are many other acute conditions that the Plan may determine are
medical emergencies — what they dl havein common isthe need for quick action.

If you are in an emergency sSituation, please call your primary care doctor. In extreme emergencies, if you
are unable to contact your doctor, contact the loca emergency system (e.g., the 911 telephone system) or
go to the nearest hospital emergency room. Be sure to tell the emergency room personnel that you are a
Plan member so they can notify the Plan. You or afamily member should notify the Plan within 48
hours. It isyour responsihility to ensure that the Plan has been timely notified.

If you need to be hospitalized, the Flan must be notified within 48 hours or on the first working day
following your admission, unlessit was not reasonably possible to notify the Plan within that time. If you
are hospitdized in non-Plan facilities and Plan doctors believe care can be better provided ina Plan
hospital, you will be transferred when medically feasible with any ambulance charges covered in full.

Benefits are availablefor care from non-Plan providersin amedica emergency only if delay in reaching
aPlan provider would result in death, disability or significant jeopardy to your condition.

To be covered by this Plan, any follow-up care recommended by non-Plan providers must be approved
by the Plan or provided by Plan providers.

Reasonable chargesfor emergency servicesto the extent the services would have been covered if
received from Plan providers.

$25 per hospital emergency room visit or $25 per urgent care center visit for emergency services that are
covered benefits of thisPlan. If the emergency resultsin admission to ahospital, the emergency care
copay is waived.

Benefits are availablefor any medically necessary hedlth servicethat isimmediately required because of
injury or unforeseen illness.

If you need to be hospitalized, the Plan must be notified within 48 hours or on thefirst working day
following your admission, unlessit was not reasonably possible to notify the Plan within that time. If a
Plan doctor believes care can be better provided in a PFlan hospita, you will be transferred when
medically feasible with any ambul ance charges covered in full.

To be covered by this Plan, any follow-up care recommended by non-Plan providers must be approved
by the Plan or provided by Plan providers.

Reasonable chargesfor emergency care services to the extent the services would have been covered if
received from Plan providers.

Nothing for emergency care services that are covered benefits of thisPlan.

« Emergency care at adoctor’s office or an urgent care center
» Emergency care as an outpatient or inpatient at ahospital, including doctors' services

« Ambulance service approved by the Plan

» Elective care or nonemergency care

» Emergency care provided outside the service area if the need for care could have been foreseen before
leaving the service area

e Medica and hospital costs resulting from anormal full-term delivery of ababy outside the Service Area



Emer gency Benefits continued

Filing claims
for non-Plan
providers

With your authorization, the Plan will pay benefits directly to the providers of your emergency care upon
receipt of their claims. Physician claims should be submitted on the HCFA 1500 claim form. If you are
required to pay for the services, submit itemized bills and your receiptsto the Plan along with an
explanation of the services and the identification information from your ID card.

Payment will be sent to you (or the provider if you did not pay the bill), unlessthe claim isdenied. If it is
denied, you will receive naotice of the decision, including the reasonsfor the denia and the provisions of
the contract on which denia was based. If you disagree with the Plan’s decision, you may request
reconsideration in accordance with the disputed claims procedure described on page 19.



Mental ConditiongSubstance Abuse Benefits

Mental conditions
What iscovered

Outpatient
care

I npatient
care

What isnot
covered

Substance abuse
What is cover ed

What is not
covered

To the extent shown below, the Plan provides the following services necessary for the diagnosis and
treatment of acute psychiatric conditions, including the trestment of mental illness or disorders:

» Diagnogtic evaluation

» Psychologicd testing

» Psychiatric treatment (including individual and group therapy)
« Hospitalization (including inpatient professional services)

Up to 40 outpatient visitsto Plan doctors, consultants, or other psychiatric personnel each calendar year;
you pay a$25 copay for each covered visit for thefirst 20 visits; a$50 copay for each covered visit for
theremaining 20 visits— dl charges thereefter..

Up to 30 days of hospitalization each calendar year; you pay $50 per day for the first 10 days, nothing
for days 11-30 — al charges thereafter. The number of daysfor inpatient care is acombined maximum
of 30 daysfor mentd conditions and substance abuse.

» Carefor psychiatric conditionsthat in the professional judgment of Plan doctors are not subject to
significant improvement through relatively short-term treatment

 Psychiatric evaluation or therapy on court order or asa condition of parole or probation, unless
determined by aPlan doctor to be necessary and appropriate

» Psychological testing when not medically necessary to determine the appropriate trestment of a short-
term psychiatric condition

ThisPlan provides medical and hospital services such as acute detoxification services for the medical,
non-psychiatric aspects of substance abuse, including alcoholism and drug addiction, the same asfor any
other illness or condition. Services for the psychiatric aspects are provided in conjunction with the
Mental Conditions Benefit shown above. Outpatient visits to Plan mental hedth providers for follow-up
care and counseling are covered aswell asinpatient services necessary for diagnosis and treatment. The
Menta Conditions Benefit visit/day limitations and copays apply to any covered substance abuse care.

« Treatment that isnot authorized by a Plan doctor.

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS



Prescription Drug Benefits

What iscover ed Prescription drugs prescribed by aPlan or referral doctor and obtained at a Plan pharmacy will be
dispensed for up to a 31-day supply. You pay a$7 copay per prescription unit or refill for generic drugs;
a$10 copay for formulary drugs; and a $15 copay for nonformulary drugs.

Drugs are prescribed by Plan doctors and dispensed in accordance with the Plan’s drug formulary.
Nonformulary drugswill be covered when prescribed by a Plan doctor.

Prescription drugs may be obtained through the Plan’s mail order drug program. You pay a$5 copay
per prescription unit or refill.

Covered medications and accessories include:

* Drugsfor which aprescriptionisrequired by law
* Oral and injectable contraceptive drugs

« Insulin with acopay charge applied to each via

 Diabetic suppliesincluding insulin syringes, needles, glucose test tablets and test tape, Benedict's
solution, or equivaent and acetone test tables

 Disposable needles and syringes needed to inject covered prescribed medication
e Prenatd vitamins
» Fertility drugs

Intravenous fluids and medication for home use and someinjectable drugs are covered under Medica
and Surgical Benefits.

What is not » Drugsavailable without a prescription or for which thereisa nonprescription equivaent available
covered » Drugsobtained a a non-Plan pharmacy except for out-of-area emergencies

« Vitamins and nutritiona substancesthat can be purchased without a prescription, except for prenatal
vitamins

* Medicd supplies such as dressings and antiseptics

» Contraceptive devices

» Drugsfor cosmetic purposes

 Drugsto enhance athletic performance

» Smoking cessation drugs and medi cation, including nicotine patches
« Implanted contraceptive drugs,such as Norplant

« Drugs for weight control

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS



Other Ben€fits

Dental Care
What is cover ed

Accidental injury
benefit

What isnot
covered

Vigon care
What iscovered

What isnot
covered

The plan will pay up to $10 for one exam and up to $15 for one cleaning by any licensed dentist every 6
months. Services do not have to be authorized by your primary care doctor..

Restorative services and supplies necessary to promptly repair (but not replace) sound natural teeth up to
amaximum Plan payment of $500 per person per calendar year. The need for these services must result
from an accidental injury. You pay nothing.

» Other dental services not shown as covered

In addition to the medical and surgical benefits provided for diagnosis and trestment of diseasesof the eye,
annual eyerefractions (to provide awritten lens prescription for eyeglasses) and one pair of eyeglasses
every two yearsfrom adesignated selection of lenses and framesmay be obtained from Plan providers.
You pay nothing. You must contact the Plan for an approva form before obtaining the service.

* Eyeexercises



How to Obtain Ben€fits

Quedtions

Disputed claims
review

Plan reconsderation

OPM Review

If you have a question concerning Plan benefits or how to arrange for care, contact the Plan’s Client Services
Department in Columbiaat 803/786-8476 or 1-800/868-2528 or you may writeto the Plan at 200 Arbor
Lake Drive, Suite 200, Columbia, SC 29223-4516.

If aclaim for payment or servicesis denied by the Plan, you must ask the Plan, in writing and within six
months of the date of the denial, to reconsider its denial before you request areview by OPM. (Thistime
limit may be extended if you show you were prevented by circumstances beyond your control from making
your request within thetimelimit.) OPM will not review your request unless you demongtrate that you gave
the Plan an opportunity to reconsider your claim. Your written regquest to the Plan must state why, based on
specific benefit provisionsin this brochure, you believe the denied claim for payment or service should have
been paid or provided.

Within 30 days after receipt of your request for reconsideration, the Plan must affirm the denial in writing to
you, pay the claim, provide the service, or request additional information reasonably necessary to make a
determination. If the Plan asks aprovider for information it will send you a copy of thisrequest a the same
time. The Plan has 30 days after receiving the information to give itsdecision. If thisinformation isnot
supplied within 60 days, the Plan will base its decison on the information it has on hand.

If the Plan affirmsits denial, you have the right to request areview by OPM to determine whether the Plan’s
actions are in accordance with the terms of its contract. You must request the review within 90 days after the
date of the Plan’s letter affirming itsinitial denid.

You may aso ask OPM for areview if the Plan fails to respond within 30 days of your written request for
reconsideration or 30 days after you have supplied additional information to the Plan. In this case, OPM must
receive a request for review within 120 days of your request to the Plan for reconsideration or of the date you
were natified that the Plan needed additiona information, either from you or from your doctor or hospitd.

Thisright isavailable only to you or the executor of a deceased claimant’s estate. Providers,lega counsd, and
other interested parties may act as your representative only with your specific written consent to pursue
payment of the disputed claim. OPM must receive acopy of your written consent with their request for review.

Your written request for an OPM review must state why, based on specific benefit provisionsin this brochure,
you believe the denied claim for payment or service should have been paid or provided. If the Plan has
reconsidered and denied more than one unrelated claim, clearly identify the documentsfor each claim.

Your request must include the following information or it will be returned by OPM:

< A copy of your |etter to the Plan requesting reconsideration;

« A copy of the Plan’s reconsideration decision (if the Plan failed to respond, provide instead (@) the date of
your request to the Plan or (b) the dates the Plan requested and you provided additional information to the
Plan);

« Copiesof documents that support your claim, such as doctors' | etters, operative reports, bills,medical
records, and explanation of benefit (EOB) forms, and

* Your daytime phone number.

Medical documentation received from you or the Plan during the review process becomes a permanent part
of the disputed claim file, subject to the provisions of the Freedom of Information Act and the Privacy Act.

Send your request for review to: Office of Personnel Management, Office of Insurance Programs,Contracts
Divison 3, PO. Box 436, Washington, DC 20044.

You (or a person acting on your behalf) may not bring alawsuit to recover benefits on a claim for treatment,
services, suppliesor drugs covered by this Plan until you have exhausted the OPM review procedure,
established at section 890.105, title 5, Code of Federal Regulations (CFR). |If OPM upholdsthe Plan’s
decision on your claim, and you decideto bring a lawsuit based on the denid, the lawsuit must be brought
no later than December 31 of the third year after the year in which the services or supplies upon which the
claimis predicated were provided. Pursuant to section 890.107, title 5, CFR, such alawsuit must be brought
against the Office of Personnel Management in Federal court.

Federd law exclusively governsdl claimsfor relief in alawsuit that relates to this Plan’s benefits or
coverage or paymentswith respect to those benefits. Judicia action on such claimsis limited to the record
that was before OPM when it rendered its decision affirming the Plan’s denia of the benefit. The recovery in
such asuit islimited to the amount of benefits in dispute.

Privacy Act statement — If you ask OPM to review adenial of a claim for payment or service, OPM is
authorized by chapter 89 of title 5, U.S.C., to use the information collected from you and the Plan to
determineif the Plan has acted properly in denying you the payment or service, and the information so
collected may be disclosed to you and/or the Plan in support of OPM'’s decision on the disputed claim.



How Companion HealthCare Cor poration Changes January 1998

Do not rely on thispage; it is not an official statement of benefits.
Pr ogr am-wide Thisyear, the Office of Personnel Management (OPM) instituted minimum benefit levelsin al plans for
chanaes normal deliveries (48 hours of inpatient care), caesarean sections (96 hours of inpatient care) and
9 mastectomies (48 hours of inpatient care). See page 11 for this Plan’s benefits.
The mammogram screening schedule is shown on page 11.

OPM also requires each prepaid plan to list the specific artificial insemination procedures that it covers.
See page 12 for this Plan’s benefits.

Changestothis None.
Plan



Summary of Benefitsfor Companion HealthCare - 1998

Do not rely on this chart aone. All benefits are provided in full unless otherwise indicated subject to the limitations and exclusions set forth
inthe brochure. This chart merely summarizes certain important expenses covered by the Plan. If you wish to enroll or change your
enrollment in this Plan, be sure to indicate the correct enrollment code on your enrollment form (codes appear on the cover of this
brochure). ALL SERVICES COVERED UNDER THISPLAN, WITH THE EXCEPTION OF EMERGENCY CARE, ARE
COVERED ONLY WHEN PROVIDED OR ARRANGED BY PLAN DOCTORS.

Benefits Plan pays/provides Page
Inpatient  Hospital Comprehensive range of medical and surgica serviceswithout dollar or day limit. Indludes
care in-hogpital doctor care, room and board, generd nursing care, private room and private

nursing care if medically necessary, diagnogtic tests, drugs and medica supplies, use of
operating room,intensive care and compl ete maternity care. You pay a$200 copay per

BOMISS 0N o e e 13
Extended Care All necessary services, up to 120 daysper year. You pay nothing . ...........cooovvieninn... 13
Mental Diagnosis and treatment of acute psychiatric conditions for up to 30 days of inpatient
Conditions care per year. You pay $50 per day for thefirst 10 days, nothing for days11-30 ............... 16
Substance Covered under mental CONGItIONS .. ... ..ottt 16
Abuse
Outpatient Comprehensive range of services such asdiagnosis and treatment of illness or injury,
care including specidist’s care; preventive care, induding well-baby care, periodic check-ups
and routine immuni zations; |aboratory tests and X-rays; complete maternity care. You pay
$10 per primary care doctor office visit; $15 per office vist for specidists; copays are
waived for maternity care after theinitia visit; and $10 per housecal by adoctor .. ......... 11,12
HomeHealth All necessary visitsby nursesand hedlth aides. Youpay nothing ........................ 11,12
Care
Mental Up to 40 outpatient visits per year. You pay a$25 copay per visit for thefirst 20 vists;
Conditions a$50 copay per visit for theremaining 20 ViSItS ... .. ..o et e 16
Substance Covered under mental CONQILIONS .. ... o vttt et ettt e e 16
Abuse
Emergency care Reasonable charges for services and supplies required because of amedical emergency.
You pay a$25 copay to the hospitd for each emergency room visit within the Service Ares;
nothing outside the Service Area; and any chargesfor servicesthat are not covered by
S PIaN L 14-15
Prescription drugs Drugs prescribed by a Plan doctor and obtained at a Plan pharmacy. You pay a$7 copay for
generic drugs, a$10 copay for formulary drugs; and a$15 copay for non-formulary drugs per
prescription unit or refill at a Plan retail pharmacy, or a$5 copay when purchased through
aPlanmail order pharmagy .. ... e 17
Dental care Accidentd injury benefit up to $500; you pay nothing up to the maximum. Preventive
dentd care; the Plan pays up to $10 for an exam and up to $15 for acleaning
BVEIY BMONTNS .ot e 18
Vigon care Onerefraction annualy, one pair of eyeglasses every two years. You pay nothing . ............. 18
Out-of-pocket maximum Copayments are required for afew benefits; however, after your out-of-pocket expensesreach a

maximum of $2,500 per Saf Only or $5,000 per Self and Family enrollment per calendar year,
covered benefitswill be provided at 100%. This copay maximum does not include prescription
drugsor dental SEIVICES ... .o e 8




Notes
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Per sonnel M anagement

1998 Rate I nfor mation for
Companion HealthCare Corporation

FEHB Benefits of this Plan are described in brochure 73-548

The 1998 rates for this Plan follow. Non-Postal r ates apply to most non-Postal enrollees. If
you are in a pecid enrollment category, refer to an FEHB Guide or contact the agency that
maintains your health benefits enrollment. Postal rates apply to all USPS career employees
and do not apply to non-career Postal employees, Postal retirees or associate members of any
Postal employees organization.

Non-Postal Premium Postal Premium
= ; Biweekly Monthly Biweekly
ype o
Enrollment Code Gov't Your Gov't Your USPS Your
Share Share Share Share Share Share
Self Only SE1 65.96  24.07 142.91 52.16 78.06 11.97

Self and Family SE2 14227  82.82 308.25 179.45 168.36 56.73




