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Important Notice from Keystone Health Plan East About
Our Prescription Drug Coverage and Medicare

OPM has determined that the Keystone Health Plan East prescription drug coverage is, on average, comparable to Medicare
Part D prescription drug coverage; thus you do not need to enroll in Medicare Part D and pay extra for prescription drug
benefits. If you decide to enroll in Medicare Part D later, you will not have to pay a penalty for late enrollment as long as you
keep your FEHB coverage.

However, if you choose to enroll in Medicare Part D, you can keep your FEHB coverage and will coordinate benefits with
Medicare.

Remember: If you are an annuitant and you cancel your FEHB coverage, you may not re-enroll in the FEHB Program.

Please be advised

If you lose or drop your FEHB coverage, you will have to pay a higher Part D premium if you go without equivalent
prescription drug coverage for a period of 63 days or longer. If you enroll in Medicare Part D at a later date, your premium
will increase 1 percent per month for each month you did not have equivalent prescription drug coverage. For example, if
you go 19 months without Medicare Part D prescription drug coverage, your premium will always be at least 19 percent
higher than what most other people pay. You may also have to wait until the next open enrollment period to enroll in
Medicare Part D.

Medicare’s Low Income Benefits

For people with limited income and resources, extra help paying for a Medicare prescription drug plan is available.
Information regarding this program is available through the Social Security Administration (SSA) online at www.
Socialsecurity.gov, or call the SSA at 1-800-772-1213 (TTY 1-800-325-0778).

You can get more information about Medicare prescription drug plans and the coverage offered in your area from these
places:

* Visit www.medicare.gov for personalized help,

¢ Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.
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Introduction

This brochure describes the benefits of under our contract (CS 2339) with the United States Office of Personnel
Management, as authorized by the Federal Employees Health Benefits law. The address for administrative offices is:

Keystone Health Plan East, Inc
1901 Market Street
Philadelphia, PA 19103

This brochure is the official statement of benefits. No oral statement can modify or otherwise affect the benefits, limitations,
and exclusions of this brochure. It is your responsibility to be informed about your health benefits.

If you are enrolled in this Plan, you are entitled to the benefits described in this brochure. If you are enrolled in Self and
Family coverage, each eligible family member is also entitled to these benefits. You do not have a right to benefits that were
available before January 1, 2008, unless those benefits are also shown in this brochure.

OPM negotiates benefits and rates with each plan annually. Benefit changes are effective January 1, 2008, and changes are
summarized on page 11. Rates are shown at the end of this brochure.

Plain Language

All FEHB brochures are written in plain language to make them responsive, accessible, and understandable to the public. For
instance,

* Except for necessary technical terms, we use common words. For instance, “you” means the enrollee or family member,
“we” means Keystone Health Plan East.

* We limit acronyms to ones you know. FEHB is the Federal Employees Health Benefits Program. OPM is the United States
Office of Personnel Management. If we use others, we tell you what they mean first.

* Our brochure and other FEHB plans’ brochures have the same format and similar descriptions to help you compare plans.

If you have comments or suggestions about how to improve the structure of this brochure, let OPM know. Visit OPM’s “Rate
Us” feedback area at www.opm.gov/insure or e-mail OPM at fehbwebcomments@opm.gov. You may also write to OPM at
the U.S. Office of Personnel Management, Insurance Services Programs, Program Planning & Evaluation Group, 1900 E
Street, NW, Washington, DC 20415-3650.

Stop Health Care Fraud!

Fraud increases the cost of health care for everyone and increases your Federal Employees Health Benefits Program
premium.

OPM’s Office of the Inspector General investigates all allegations of fraud, waste, and abuse in the FEHB Program
regardless of the agency that employs you or from which you retired.

Protect Yourself From Fraud — Here are some things that you can do to prevent fraud:

* Do not give your plan identification (ID) number over the telephone or to people you do not know, except for your health
care providers, authorized health benefits plan, or OPM representative.

* Let only the appropriate medical professionals review your medical record or recommend services.

* Avoid using health care providers who say that an item or service is not usually covered, but they know how to bill us to
get it paid.

* Carefully review explanations of benefits (EOBs) that you receive from us.

* Do not ask your doctor to make false entries on certificates, bills or records in order to get us to pay for an item or service.
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* If you suspect that a provider has charged you for services you did not receive, billed you twice for the same service, or
misrepresented any information, do the following:

- Call the provider and ask for an explanation. There may be an error.
- If the provider does not resolve the matter, call us at 1-800/227-3114 and explain the situation.

- If we do not resolve the issue:

CALL - THE HEALTH CARE FRAUD HOTLINE
202-418-3300
OR WRITE TO:
United States Office of Personnel Management
Office of the Inspector General Fraud Hotline
1900 E Street NW Room 6400
Washington, DC20415-1100

* Do not maintain as a family member on your policy:
- Your former spouse after a divorce decree or annulment is final (even if a court order stipulates otherwise); o

- Your child over age 22 (unless he/she is disabled and incapable of self support).

* If you have any questions about the eligibility of a dependent, check with your personnel office if you are employed, with
your retirement office (such as OPM) if you are retired, or with the National Finance Center if you are enrolled under
Temporary Continuation of Coverage.

* You can be prosecuted for fraud and your agency may take action against you if you falsify a claim to obtain FEHB
benefits or try to obtain services for someone who is not an eligible family member or who is no longer enrolled in the
Plan.

Preventing medical mistakes

An influential report from the Institute of Medicine estimates that up to 98,000 Americans die every year from medical
mistakes in hospitals alone. That’s about 3,230 preventable deaths in the FEHB Program a year. While death is the most
tragic outcome, medical mistakes cause other problems such as permanent disabilities, extended hospital stays, longer
recoveries, and even additional treatments. By asking questions, learning more and understanding your risks, you can
improve the safety of your own health care, and that of your family members. Take these simple steps:

1.Ask questions if you have doubts or concerns.
* Ask questions and make sure you understand the answers.
* Choose a doctor with whom you feel comfortable talking.

* Take a relative or friend with you to help you ask questions and understand answers.

2.Keep and bring a list of all the medicines you take.

* Bring the actual medicines or give your doctor and pharmacist a list of all the medicines that you take, including non-
prescription (over-the-counter) medicines.

* Tell them about any drug allergies you have.

* Ask about any risks or side effects of the medication and what to avoid while taking it. Be sure to write down what your
doctor or pharmacist says.
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* Make sure your medicine is what the doctor ordered. Ask the pharmacist about your medicine if it looks different than you
expected.

* Read the label and patient package insert when you get your medicine, including all warnings and instructions.

* Know how to use your medicine. Especially note the times and conditions when your medicine should and should not be
taken.

* Contact your doctor or pharmacist if you have any questions.

3.Get the results of any test or procedure.

* Ask when and how you will get the results of tests or procedures.

* Don’t assume the results are fine if you do not get them when expected, be it in person, by phone, or by mail.
* Call your doctor and ask for your results.

* Ask what the results mean for your care.

4.Talk to your doctor about which hospital is best for your health needs.

* Ask your doctor about which hospital has the best care and results for your condition if you have more than one hospital to
choose from to get the health care you need.

* Be sure you understand the instructions you get about follow-up care when you leave the hospital.

5.Make sure you understand what will happen if you need surgery.
* Make sure you, your doctor, and your surgeon all agree on exactly what will be done during the operation.
* Ask your doctor, “Who will manage my care when I am in the hospital?”
* Ask your surgeon:
- Exactly what will you be doing?
- About how long will it take?
- What will happen after surgery
- How can I expect to feel during recovery?
¢ Tell the surgeon, anesthesiologist, and nurses about any allergies, bad reaction to anesthesia, and any medications you are

taking.

Want more information on patient safety? Visit these websites for more information on patient safety.

www.ahrg.gov/path/beactive.htm. The Agency for Healthcare Research and Quality makes available a wide-ranging list of
topics not only to inform consumers about patient safety but to help choose quality health care providers and improve the
quality of care you receive.

www.npsf.org. The National Patient Safety Foundation has information on how to ensure safer health care for you and your
family.

www.talkaboutrx.org. The National Council on Patient Information and Education is dedicated to improving communication
about the safe, appropriate use of medicines.

www.leapfroggroup.org. The Leapfrog Group is active in promoting safe practices in hospital care.

www.ahga.org. The American Health Quality Association represents organizations and health care professionals working to
improve patient safety.

www.quic.gov/report. Find out what federal agencies are doing to identify threats to patient safety and help prevent mistakes
in the nation’s health care delivery system.
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Section 1. Facts about this HMO Plan

This Plan is a health maintenance organization (HMO). We require you to see specific physicians, hospitals, and other
providers that contract with us. These Plan providers coordinate your health care services. The Plan is solely responsible for
the selection of these providers in your area. Contact the Plan for a copy of their most recent provider directory.

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 pay only 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.

How we pay providers

Our HMO reimbursement programs for health care providers are intended to encourage the provision of quality, cost-
effective care for our Members. Set forth below is a general description of our HMO reimbursement programs, by type of
participating health care provider. These programs vary by state. Please note that these programs may change from time to
time, and the arrangements with particular providers may be modified as new contracts are negotiated. If after reading this
material you have any questions about how your health care provider is compensated, please speak with them directly or
contact us.

Utilization Review Process

A basic condition of the HMO’s benefit plan is that in order for a health care service to be covered or payable, the services
must be Medically Necessary. To assist the HMO in making coverage determinations for requested health care services, the
HMO uses established medical guidelines based on clinically credible evidence to determine the Medical Necessity of
requested services. The appropriateness of the requested setting in which the services are to be performed may also be
assessed. This process of determining the Medical Necessity of requested health care services for coverage determinations is
called utilization review. The use of Medical Necessity criteria based on clinically credible evidence for this process
promotes a balance of access to quality care, medically appropriate utilization and coverage based on the benefits available
under our Members’ benefit plans.

Utilization review includes several components, which are based on when the review is performed. When the review is
required before a service is performed it is called a pre-service review. Reviews occurring during a hospital stay are called a
concurrent review, and those reviews occurring after services have been performed are called either retrospective or post-
service reviews. The HMO follows applicable state and federally required standards for the timeframes in which such
reviews are to be performed.

Generally, nurses perform initial case review and evaluation for coverage approval using established guidelines and
evidence-based clinical criteria and protocols; however only a Medical Director may deny coverage for a procedure based on
Medical Necessity. The evidence-based clinical protocols evaluate the medical appropriateness of specific procedures and the
majority of clinical protocols are computer-based. Information provided in support of the request is entered into clinical
pathways that assist in the review of Medical Necessity of the request. Nurses apply all pertinent health plan policies and
procedures, taking into consideration individual factors relevant to a given Member and applying sound professional
judgment. When the clinical criteria are not met, the given service request is referred to a Medical Director for further review
for approval or denial. Independent medical consultants may also be engaged to provide clinical review of specific cases or
for specific conditions. Should a procedure be denied for coverage based on lack of Medical Necessity, the rationale for the
denial and the appeals process is explained to the requestor, and a confirmation letter is sent to the requesting Provider and
Member in accordance with applicable law.
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Our utilization review program encourages peer dialogue regarding coverage decisions based on Medical Necessity by
providing Physicians with direct access to plan Medical Directors to discuss coverage of a case. The nurses, Medical
Directors, other professional providers, and independent medical consultants who perform utilization review services are not
compensated or given incentives based on their coverage review decisions. Medical Directors and nurses are salaried and
contracted external physician and other professional consultants are compensated on a per case reviewed basis, regardless of
the coverage determination. The HMO does not specifically reward or provide financial incentives to individuals performing
utilization review services for issuing denials of coverage. There are no financial incentives for such individuals, which
would encourage utilization review decisions that result in underutilization.

Pre-Service Review

Pre-service review evaluates the Medical Necessity and coverage for services, which have not yet been performed. Examples
of these services include planned or elective inpatient admissions and selected outpatient procedures. This proactive
opportunity, which may be initiated by the Provider or the Member depending on the benefit plan, is utilized to assure that all
elective care is Medically Necessary and performed in the most appropriate setting. Pre-service review is not required for
Emergency Services or a maternity Inpatient stay.

The following are general examples of current Pre-service requirements:

* Elective inpatient admissions

* Qutpatient surgeries/procedures performed in a facility setting

* Requests for Members to use other than their Designated Providers for those services provided by Designated Providers
* Requests to use Non-Participating Providers

* Potentially cosmetic procedures

* Infusion performed in a facility setting

Concurrent Review

Concurrent Review is performed while services are being performed. This may occur during an inpatient stay. The review
evaluates the expected and current length of stay to determine if continued hospitalization is Medically Necessary. The
review assesses the level of care provided to the Member and coordinates discharge planning. Concurrent review continues
until the patient is discharged.

Retrospective/Post-Service Review

Retrospective review occurs after services have been provided. This may be for a variety of reasons, including the Plan not
being notified of a Member’s admission until after discharge or where medical charts are unavailable at the time of
concurrent review.

Professional Providers

Primary Care Physicians: Most Primary Care Physicians (PCPs) are paid in advance for their services, receiving a set
dollar amount per Member, per month for each Member selecting that PCP. This is called a “capitation” payment and it
covers most of the care delivered by the PCP. Covered Services not included under capitation are paid fee-for-service
according to the HMO fee schedule. Many Pennsylvania based PCPs are also eligible to receive additional payments for
meeting certain medical quality, patient service, and other performance standards. The PCP Quality Incentive Payment
System (QIPS) includes incentives for practices that have extended hours and submit encounter and referral data
electronically, as well as an incentive that is based on the extent to which a PCP prescribes generic drugs (when available)
relative to similar PCPs. In addition, the Practice Quality Assessment Score focuses on preventive care and other established
clinical interventions.

Referred Specialists: Most Specialists are paid on a fee-for-service basis, meaning that payment is made according to our
HMO fee schedule for the specific medical services that the Referred Specialist performs. Obstetricians are paid global fees
that cover most of their professional services for prenatal care and for delivery.
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Designated Providers: For a few specialty services, PCPs are required to select a Designated Provider to which they refer
all of our HMO patients for those services. The specialist services for which PCPs must select a Designated Provider vary by
state and could include, but are not limited to, radiology, physical therapy, and podiatry. Designated Providers usually are
paid a set dollar amount per Member per month (capitation) for their services based on the PCPs that have selected them.
Before selecting a PCP, HMO Members may want to speak to the PCP regarding the Designated Providers that PCP has
chosen.

Institutional Providers

Hospitals: For most inpatient medical and surgical Covered Services, Hospitals are paid per diem rates, which are specific
amounts paid for each day a Member is in the Hospital. These rates usually vary according to the intensity of services
provided. Some Hospitals are also paid case rates, which are set dollar amounts paid for a complete hospital stay related to a
specific procedure or diagnosis, e.g., transplants. For most outpatient and emergency Covered Services and procedures, most
Hospitals are paid specific rates based on the type of service performed. Hospitals may also be paid a global rate for certain
outpatient services (e.g., lab and radiology) that includes both the facility and physician payment. For a few Covered
Services, Hospitals are paid based on a percentage of billed charges. Most Hospitals are paid through a combination of the
above payment mechanisms for various Covered Services.

Some Hospitals participate in a quality incentive program. The program provides increased reimbursement to the Hospitals
when they meet specific quality and other criteria, including “Patient Safety Measures.” Such patient safety measures are
consistent with recommendations by The Leap Frog Group, Joint Commission on Accreditation of Healthcare Organizations
(JCAHO), and the Agency for Health Care Research and Quality (AHRQ) and are designed to help reduce medical and
medication errors. Other criteria are directed at improved patient outcomes and electronic submissions. This new incentive
program is expected to evolve over time.

Skilled Nursing Homes, Rehabilitation Hospitals, and other care facilities: Most Skilled Nursing Facilities and other
special care facilities are paid per diem rates, which are specific amounts paid for each day a Member is in the facility. These
amounts may vary according to the intensity of services provided.

Ambulatory Surgical Centers (ASCs)

Most ASCs are paid specific rates based on the type of service performed. For a few Covered Services, some ASCs are paid
based on a percentage of billed charges.

Integrated Delivery Systems

In a few instances, global payment arrangements are in place with integrated hospital/physician organizations called
Integrated Delivery Systems (IDS). In these cases the IDS provides or arranges for some of the Hospital, physician and
ancillary Covered Services provided to some of our Members who select PCPs which are employed by or participate with the
IDS. The IDS is paid a global fee to cover all such Covered Services, whether provided by the IDS or other providers. These
IDSs are therefore “at risk” for the cost of these Covered Services. Some of these IDSs may provide incentives to their IDS-
affiliated professional providers for meeting certain quality, service or other performance standards.

Physician Group Practices and Physician Associations

Certain physician group practices and independent physician associations (IPAs) employ or contract with individual
physicians to provide medical Covered Services. These groups are paid as outlined above. These groups may pay their
affiliated physicians a salary and/or provide incentives based on production, quality, service, or other performance standards.
In Pennsylvania, we have entered into a joint venture with an IPA. This IPA is paid a global fee to cover the cost of all
Covered Services, including Hospital, professional and ancillary Covered Services provided to Members who choose a PCP
in this IPA. This IPA is therefore “at risk™ for the cost of these Covered Services. This IPA provides incentives to its affiliated
physicians for meeting certain quality, service and other performance standards.

Ancillary Service Providers

Some ancillary service providers, such as Durable Medical Equipment and Home Health Care Providers, are paid fee-for-
service payments according to our HMO fee schedule for the specific medical services performed. Other ancillary service
providers, such as those providing laboratory, Covered Services, are paid a set dollar amount per Member, per month
(capitation). Capitated ancillary service vendors are responsible for paying their contracted providers and do so on a fee-for-
service basis.
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Mental Health/Substance Abuse

A mental health/substance abuse (“behavioral health””) management company administers most of our behavioral health
Covered Services, provides a network of participating behavioral health care providers and processes related claims. The
behavioral health management company is paid a set dollar amount per Member, per month (capitation) for each Member
and is responsible for paying its contracted providers on a fee-for-service basis. Currently, particular behavioral health
outpatient sites are assigned to PCP practices as their primary behavioral health care provider; however, this designation of
behavioral health provider sites is expected to change in 2004. The contract with the behavioral health management company
includes performance-based payments related to quality, provider access, service, and other such parameters. A subsidiary of
Independence Blue Cross has a less than one percent ownership interest in this behavioral health management company.

Prescription Drug Program Provider Payment Information

A pharmacy benefits management company (PBM), which is affiliated with Independence Blue Cross, administers our
prescription drug benefits, and is responsible for providing a network of Participating Pharmacies and processing pharmacy
claims. The PBM also negotiates price discounts with pharmaceutical manufacturers and provides drug utilization and
quality reviews. Price discounts may include rebates from a drug manufacturer based on the volume purchased.
Independence Blue Cross anticipates that it will pass on a high percentage of the expected rebates it receives from its PBM
through reductions in the overall cost of pharmacy benefits. Under most benefit plans, prescription drugs are subject to a
member copayment.

Your Rights
OPM requires that all FEHB Plans provide certain information to their FEHB members. You may get information about us,

our networks, providers, and facilities. OPM’s FEHB Web site (www.opm.gov/insure) lists the specific types of information
that we must make available to you.

If you want more information about us, call 1-800/227-3114, or write to Keystone Health Plan East, 1901 Market Street,
Philadelphia, Pennsylvania 19103. You may also visit our Web site at www.ibx.com/fep.

Your medical and claims records are confidential

We will keep your medical and claims records confidential. Please note that we may disclose your medical and claims
information (including your prescription drug utilization) to any of your treating physician or dispensing pharmacies.

Service Area

To enroll in this Plan, you must live in or work in our Service Area. This is where our providers practice. Our service area is:
The Pennsylvania counties of Bucks, Chester, Montgomery, Delaware and Philadelphia.

You are required to select a personal doctor from among participating plan primary care doctors located within the Plan’s
service area. Please note that if you reside in New Jersey and work in Pennsylvania within our service area, you must select a
primary care doctor whose practice is in Pennsylvania within our service area. Your dependents may select a personal doctor
from among participating plan primary care doctors in Pennsylvania or New Jersey. You and your dependents may have only
one dentist who must be selected from a list of participating plan dentists located within the Plan’s service area.

Ordinarily, you must get your care from providers who contract with us, except for emergency care required while you are
outside our Service Area. However, as a Keystone Health Plan East member, you have access to urgent care and urgent
follow-up care through a nationwide network of Blue Cross® and Blue Shield® providers. If you become ill while visiting
outside our Service Area, call 1-800/810-BLUE to find names and addresses of nearby participating Blue Cross® and Blue
Shield® providers. This number is also found on the back of your ID card. Before you obtain urgent care, call Patient Care
Management at the phone number on your ID Card to have the care preauthorized. An office visit copayment will be
collected when the service is rendered. You will not need to file a claim.

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 goes to college in another state), you should consider enrolling in a fee-for-service

plan or an HMO that has agreements with affiliates in other areas. Through our Guest Membership benefit, members who are
away from home for at least 90 days may temporarily enroll in another Blue Cross® and Blue Shield® network HMO.
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Members are also eligible for Guest Membership for up to six months if, for example, they are assigned out-of-arca
temporarily. Guest Membership enables members to receive the full range of HMO benefits and services offered by the
hosting HMOs. To enroll, members simply contact their Guest Membership Coordinator in advance. The phone number is on
the back of the ID Card. The Coordinator will make all the necessary arrangements for Guest Membership and take care of
all the billing details. Also, your prescription drug card works in more than 52,000 pharmacies in the United States. 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 2008

Do not rely only on these change descriptions; this page is not an official statement of benefits. For that, go to Section 5
Benefits. Also, we edited and clarified language throughout the brochure; any language change not shown here is a
clarification that does not change benefits.

Changes to High Option and Standard Option
Your share of the non-Postal premium will increase for Self Only and for Self and Family. See back cover.

You will now be covered for Nutrition Counseling for weight management at 100% for six (6) visits per calendar year. See
page 28
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Section 3. How you get care

Identification cards We will send you an identification (ID) card 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 electronic enrollment system (such as Employee
Express) confirmation letter.

If you do not receive your ID card within 30 days after the effective date of your
enrollment, or if you need replacement cards, call us at 1-800/227-3114 or write to us at
Keystone Health Plan East, 1901 Market Streer, Philadelphia, PA 19103. You may also
request replacement cards through our Web site at www.ibx.com.

Where you get covered You get care from “Plan providers” and “Plan facilities.” You will only pay copayments,
care deductibles, and/or coinsurance; you will not have to file claims.
* Plan providers 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. The list is
also on our Web site.

+ Plan facilities 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 Web site.

What you must do to get It depends on the type of care you need. First, you and each family member must choose a
covered care primary care physician. This decision is important since your primary care physician
provides or arranges for most of your health care.

It is the responsibility of your primary care doctor to obtain any necessary authorizations
from the Plan before referring you to a specialist or making arrangements for
hospitalization. Services of other providers are covered only when there has been a
referral by the member’s primary care doctor except for: dental care, vision care, and
visits to the OB/GYN for preventive care, routine maternity care or problems related to
gynecological conditions when medically necessary.

Treatment for mental conditions and substance abuse may be obtained directly from
Magellan Behavioral Health. Magellan Behavioral Health, or any other mental health
administrator for Keystone Health Plan East, manage all care related to mental health and
substance abuse services and will determine what specialty care is appropriate and which
specialists will be utilized. Questions about related benefits and precertification should be
directed to Magellan Behavioral Health at 1-800/688-1911.

* Primary care Your primary care physician can be a family practitioner, internist, or pediatrician. Your
primary care physician will provide most of your health care, or give you a referral to see
a specialist.

All services must be received from Keystone Participating Providers unless Preapproved
by the HMO, or except in cases requiring Emergency Services or Urgent Care while
outside the Service Area. See “Access to Specialist and Hospital Care” for procedures for
obtaining Preapproval for use of a non-Participating Provider. Use your Provider
Directory to find out more about the individual Providers, including Hospitals and
Primary Care Physicians and Referred Specialists and their affiliated Hospitals. It includes
a foreign language index to help you locate a Provider who is fluent in a particular
language. The directory also lists whether the Provider is accepting new patients.
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If you want to change primary care physicians or if your primary care physician leaves the
Plan, call us. We will help you select a new one.

* Specialty care Your primary care physician will refer you to a specialist for needed care. When you
receive a referral from your primary care physician, you may visit the specialist as many
times as necessary as long as the visit is within 90 days of the initial visit. However, you
may get dental care, vision care, mammograms, and see an obstetrician/ gynecologist for
preventive care, and for routine maternity care or problems related to gynecological
conditions when medically necessary, without a referral.

Here are some other things you should know about specialty care:

+ Ifyou need to see a specialist frequently because of a chronic, complex, or serious
medical condition, your primary care physician will develop a treatment plan that
allows you to see your specialist for a certain number of visits without additional
referrals. Your primary care physician will use our criteria when 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. Services by non-Participating Providers require
Preapproval by the HMO in addition to the written Referral from your Primary Care
Physician.

+ Ifyou 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
else.

 Ifyou have a chronic and 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 program 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.

» Hospital care 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 hospitalized We pay for covered services from the effective date of your enrollment. However, if
when your enrollment you are in the hospital when your enrollment in our Plan begins, call our customer service
begins department immediately at 1-800/227-3114. If you are new to the FEHB Program, we will

arrange for you to receive care and provide benefits for your covered services while you
are in the hospital beginning on the effective date of your coverage.

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

* You are discharged, not merely moved to an alternative care center; or
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* The day your benefits from your former plan run out; or

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

These provisions apply only to the benefits of the hospitalized person. If your plan
terminates participation in the FEHB Program in whole or in part, or if OPM orders an
enrollment change, this continuation of coverage provision does not apply. In such case,
the hospitalized family member’s benefits under the new plan begin on the effective date

of enrollment.
Circumstances beyond Under certain extraordinary circumstances, such as natural disasters, we may 