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Prudential HealthCare HM O--Richmond

Prudential Health Care Plan, Inc., dba Prudential HealthCare HMO
-Ri chnond, 1000 Boul ders Par kway, Ri chnond, Virginia 23225 has
entered into a contract (CS 1941) with the Ofice of Personnel
Managenent (OPM as authorized by the Federal Enployees Health
Benefits (FEHB) |law, to provide a conprehensive nedical plan
herein called Prudential HealthCare HMO - R chnond, Prudentia
Heal t hCare, or the Plan.

This brochure is based on text included in the contract between
OPM and this Plan and is intended to be a conpl ete statenent of
benefits available to FEHB nenbers. A person enrolled in the
Plan is entitled to the benefits stated in this brochure.

However, if conflicts are discovered between the | anguage of this
brochure and the contract, the contract will control. |If
enrolled for Self and Fam |y, each eligible famly nmenber is also
entitled to these benefits.

Prem uns are negotiated with each plan annually. Benefit changes

are effective January 1, 1997, and are shown on the inside back
cover of this brochure.
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Summary of Benefits

| nspector General Advisory: Stop Health Care Fraud!

Fraud increases the cost of health care for everyone. Anyone who
intentionally makes a false statenent or a false claimin order
to obtain FEHB benefits or increase the amount of FEHB benefits
IS subject to prosecution for FRAUD. This could result in

CRIM NAL PENALTIES. Please review all nedical bills, nmedica
records and clains statenents carefully. [If you find that a
provi der, such as a doctor, hospital or pharnmacy, charged your
plan for services you did not receive, billed for the sane
service twce, or msrepresented any other information, take the
foll ow ng acti ons:

e Call the provider and ask for an explanation - sonetines the
problemis a sinple error.

* If the provider does not resolve the matter, or if you remain
concerned, call your plan at 804/323-0820 or 1-800-323-0467
and explain the situation.

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

THE HEALTH CARE FRAUD HOTLI NE
202/ 418- 3300

The O fice of Personnel Managenent
Ofice of the Inspector General Fraud Hotline
1900 E Street, N.W, Room 6400
Washi ngton, D.C. 20415



The i nappropriate use of nenbership identification cards, e.g., to obtain
services for a person who is not an eligible famly nenber or after you are
no longer enrolled in the Plan, is also subject to review by the |Inspector
Ceneral and may result in an adverse adm nistrative action by your agency.

General Information
Confidentiality

Medi cal and other information provided to the Plan, including claimfiles,
is kept confidential and will be used only: 1) by the Plan and its
subcontractors for internal adm nistration of the Plan, coordination of
benefit provisions wth other plans, and subrogation of clains; 2) by |aw
enforcenent officials with authority to investigate and prosecute all eged
civil or crimnal actions; 3) by OPMto review a disputed claimor perform
its contract adm nistration functions; 4) by OPM and the General Accounting
O fice when conducting audits as required by the FEHB | aw, or 5) for bona
fide nedical research or education. Medical data that does not identify

i ndi vi dual nmenbers may be disclosed as a result of the bona fide nedical
research or educati on.

| f you are a new nenber

Use this brochure as a guide to coverage and obtaining benefits. There may
be a del ay before you receive your identification card and nenber
information fromthe Plan. Until you receive your ID card, you may show
your copy of the SF 2809 enrollnment formor your annuitant confirmation
letter fromOPMto a provider or Plan facility as proof of enrollnment in
this Plan. |If you do not receive your ID card within 60 days after the
effective date of your enrollnment, you should contact the Plan.

| f you made your open season change by using Enpl oyee Express and have not
received your new ID card by the effective date of your enrollnent, cal

t he Enpl oyee Express HELP nunber to request a confirmation letter. Use
that letter to confirmyour new coverage with Plan providers.

If you are a new nenber of this Plan, benefits and rates begin on the
effective date of your enrollnment, as set by your enploying office or
retirement system As a nenber of this Plan, once your enrollnent is
effective, you wll be covered only for services provided or arranged by a
Pl an doctor except in the case of energency as described on page 13. |If
you are confined in a hospital on the effective date, you nust notify the
Plan so that it may arrange for the transfer of your care to Plan
providers. See "If you are hospitalized" on page 4.

FEHB pl ans may not refuse to provide benefits for any condition you or a
covered famly nmenber may have solely on the basis that it was a condition
that existed before you enrolled in a plan under the FEHB Program except as
stated in any cosnetic surgery or dental benefits description in this

br ochure.

General Informati on conti nued



| f you are hospitalized

| f you change plans or options, benefits under your prior plan or option
cease on the effective date of your enrollnment in your new plan or option,
unl ess you or a covered famly nenber are confined in a hospital or other
covered facility or are receiving nedical care in an alternative care
setting on the |last day of your enrollnent 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 is
di scharged fromthe hospital or other covered facility (a nove to an
alternative 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
| ast day of coverage under the prior plan or option. However, benefits for
other famly menbers under the new plan will begin on the effective date.
| f your plan termnates participation in the FEHB Programin whole or in
part, or if the Associate Director for Retirenent and | nsurance orders an
enrol | ment change, this continuation of coverage provision does not apply;
in such case, the hospitalized famly nenber's benefits under the new pl an
begin on the effective date of enroll nent.

Your responsibility

It is your responsibility to be infornmed about your health benefits. Your
enpl oying office or retirenment system can provide information about: when
you may change your enrollnent; who "famly nenbers” are; what happens when
you transfer, go on |leave w thout pay, enter mlitary service, or retire;
when your enrollnment term nates; and the next open season for enroll nent.
Your enploying office or retirenment systemw || also nake avail able to you
an FEHB CGui de, brochures and other materials you need to nake an inforned
deci si on.

Things to keep in m nd

The benefits in this brochure are effective on January 1 for those
already enrolled in this Plan; if you changed plans or plan options, see
"I'f you are a new nenber" above. In both cases, however, the Plan's new
rates are effective the first day of the enrollee's first full pay
period that begins on or after January 1 (January 1 for all annuitants).

. CGenerally, you nust be continuously enrolled in the FEHB Program for
the last five years before you retire to continue your enrollnment for
you and any eligible famly nenbers after you retire.

. The FEHB Program provides Self Only coverage for the enrollee al one or
Self and Fam |y coverage for the enrollee, his or her spouse, and
unmarri ed dependent children under age 22. Under certain circunstances,
coverage will also be provided under a famly enrollnent for a disabled
child 22 years of age or older who is incapable of self-support.

. An enrollee with Self Only coverage who is expecting a baby or the
addition of a child may change to a Self and Fam |y enrol |l nent up to 60
days after the birth or addition. The effective date of the enroll nment
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change is the first day of the pay period in which the child was born or
becane an eligible famly nmenber. The enrollee is responsible for his
or her share of the Self and Famly premumfor that time period; both
parent and child are covered only for care received fromPl an providers,
except for energency benefits.

You wi Il not be infornmed by your enploying office (or your retirenent
systen) or your Plan when a famly menber |oses eligibility.

You nust direct questions about enrollnent and eligibility, including
whet her a dependent age 22 or older is eligible for coverage, to your
enpl oying office or retirement system The Plan does not determ ne
eligibility and cannot change an enroll nent status wi thout the necessary
information fromthe enploying agency or retirenent system

An enpl oyee, annuitant, or famly menber enrolled in one FEHB plan is
not entitled to receive benefits under any other FEHB pl an.

Report additions and del etions (including divorces) of covered famly
menbers to the Plan pronptly.

I f you are an annuitant or fornmer spouse with FEHB coverage and you
are al so covered by Medicare Part B, you may drop your FEHB coverage and
enroll in a Medicare prepaid plan when one is available in your area.
| f you later change your m nd and want to reenroll in FEHB, you may do
so at the next open season, or whenever you involuntarily | ose coverage
in the Medicare prepaid plan or nove out of the area it serves.

Most Federal annuitants have Medicare Part A |If you do not have
Medi care Part A, you may enroll in a Medicare prepaid plan, but you wll
probably have to pay for hospital coverage in addition to the Part B
premum Before you join the plan, ask whether they will provide
hospital benefits and, if so, what you wll have to pay.

You may also remain enrolled in this Plan when you join a Mdicare
prepai d plan.

Contact your |ocal Social Security Adm nistration (SSA) office for
information on | ocal Medicare prepaid plans (al so known as Coordi nat ed
Care Plans or Medicare HM3s) or request it from SSA at 1-800/638-6833.
Contact your retirement systemfor information on dropping your FEHB
enrol I ment and changing to a Medicare 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 are their
FEHB benefits reduced if they do not have Medicare Part B (or Part A).

Coverage after enroll nent ends

When an enpl oyee's enrol |l ment term nates because of separation from Federal
service or when a famly nenber is no |onger eligible for coverage under an
enpl oyee or annuitant enrollnment, and the person is not otherw se eligible

FEHB coverage, he or she generally will be eligible for a free 31-day
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extensi on of coverage. The enployee or famly nmenber may al so be eligible
for one of the foll ow ng:

For mer spouse coverage

Wen a Federal enployee or annuitant divorces, the forner spouse may be
eligible to el ect coverage under the spouse equity law. If you are
recently divorced or anticipate divorcing, contact the enployee's enpl oying
of fice (personnel office) or retiree's retirenent systemto get nore facts
about el ecting coverage.

General Information continued
Tenporary continuation of coverage (TCC

| f you are an enpl oyee whose enrollnent is term nated because you separate
fromservice, you may be eligible to tenporarily continue your health
benefits coverage under the FEHB Programin any plan for which you are
eligible. Ask your enploying office for Rl 79-27, which describes TCC, and
for RI 70-5, the FEHB Guide for individuals eligible for TCC. Unless you
are separated for gross m sconduct, TCCis available to you if you are not
otherwi se eligible for continued coverage under the Program For exanpl e,
you are eligible for TCC when you retire if you are unable to neet the
five-year enrollnment requirenment for continuation of enrollnent after
retirenent.

Your TCC begins after the initial free 31-day extension of coverage ends
and continues for up to 18 nonths after your separation from service (that
is, if you use TCC until it expires 18 nonths follow ng separation, you
will only pay for 17 nonths of coverage). Generally, you nmust pay the
total prem um (both the Governnent and enpl oyee shares) plus a 2 percent

adm ni strative 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 prem uns, the

free 31-day extension of coverage and conversion option are not avail abl e.

Children or former spouses who lose eligibility for coverage because they
no longer qualify as famly nmenbers (and who are not eligible for benefits
under the FEHB Program as enpl oyees or under the spouse equity |law) also
may qualify for TCC. They also nust pay the total prem umplus the 2
percent adm nistrative charge. TCC for former famly nmenbers continues for
up to 36 nonths after the qualifying event occurs, for exanple, the child
reaches age 22 or the date of the divorce. This includes the free 31-day
extensi on of coverage. Wen their TCC ends (except by cancellation or
nonpaynment of premun), they are entitled to another free 31-day extension
of coverage when they may convert to nongroup coverage.

NOTE: If there is a delay in processing the TCC enroll nent, the effective
date of the enrollnment is still the 32nd day after regul ar coverage ends.
The TCC enrollee is responsible for prem um paynents retroactive to the
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effective date and coverage nay not exceed the 18 or 36 nonth period noted
above.

Notification and el ection requirenents

Separating enpl oyees —Wthin 61 days after an enpl oyee's enroll nent

term nat es because of separation fromservice, his or her enploying office
must notify the enpl oyee of the opportunity to elect TCC. The enpl oyee has
60 days after separation (or after receiving the notice fromthe enploying
office, if later) to elect TCC

Children —You must notify your enploying office or retirenent system when
a child becones eligible for TCC within 60 days after the qualifying event
occurs, for exanple, the child reaches age 22 or nmarries.

For mer spouses —You or your former spouse nust notify the enploying office
or retirement systemof the fornmer spouse's eligibility for TCC within 60
days after the term nation of the marriage. A fornmer spouse may al so
qualify for TCCif, during the 36-nonth period of TCC eligibility, he or
she | oses spouse equity eligibility because of remarriage before age 55 or

| oss of the qualifying court order. This applies even if he or she did not
el ect TCC while waiting for spouse equity coverage to begin. The forner
spouse nust contact the enploying office within 60 days of |osing spouse
equity eligibility to apply for the remai ning nonths of TCC to which he or
she is entitled.

The enpl oying office or retirenent system has 14 days after receiving
notice fromyou or the former spouse to notify the child or the forner

spouse of his or her rights under TCC. If a child wants TCC, he or she
must elect it within 60 days after the date of the qualifying event (or
after receiving the notice, if later). |If a former spouse wants TCC, he or

she nust elect it within 60 days after any of the follow ng events: the
date of the qualifying event or the date he or she receives the notice,
whi chever is later; or the date he or she | oses coverage under the spouse
equity | aw because of remarriage before age 55 or |oss of the qualifying
court order.

| nportant: The enploying office or retirenent system nust be notified of a
child s or fornmer spouse's eligibility for TCCwithin the 60-day tine
[imt. |If the enploying office or retirement systemis not notified, the
opportunity to elect TCC ends 60 days after the qualifying event in the
case of a child and 60 days after the change in status in the case of a
former spouse.

Conversion to individual coverage

When none of the above choices are avail able —or chosen —when coverage as
an enpl oyee or famly nmenber ends, or when TCC coverage ends (except by
cancel l ati on or nonpaynment of prem un), you may be eligible to convert to
an individual, nongroup contract. You will not be required to provide

evi dence of good health and the plan is not permtted to i npose a waiting
period or limt coverage for preexisting conditions. |If you wish to
convert to an individual contract, you nust apply in witing to the carrier
of the plan in which you are enrolled within 31 days after receiving notice



of the conversion right fromyour enploying agency. A famly nenber nust
apply to convert within the 31-day free extension of coverage that foll ows
the event that term nates coverage, e.g., divorce or reaching age 22.
Benefits and rates under the individual contract may differ fromthose
under the FEHB Program

Facts about this Pl an

This Plan is a conprehensive nedical plan, sonetines called a health

mai nt enance organi zation (HMD. Wen you enroll in an HMO, you are joining
an organi zed system of health care that arranges in advance with specific
doctors, hospitals and other providers to give care to nenbers and pays
themdirectly for their services. Benefits are available only from Pl an
provi ders except during a nmedical energency. Menbers nust select a
personal doctor from anong participating Plan primary care doctors.
Services of a specialty care doctor can only be received by referral from
the selected primary care doctor. There are no claimfornms when Pl an
doctors are used.

Because the Plan provides or arranges your care and pays the cost, it seeks
efficient and effective delivery of health services. By controlling
unnecessary or inappropriate care, it can afford to offer a conprehensive
range of benefits. In addition to providing conprehensive health services
and benefits for accidents, illness and injury, the Plan enphasizes
preventive benefits such as office visits, physicals, imunizations and
wel | - baby care. You are encouraged to get nedical attention at the first
sign of illness.

Who provides care to Plan nenbers?

Prudential HealthCare HMO -Ri chnond is a whol |l y-owned subsidiary of The
Prudenti al |nsurance Conpany of Anerica. It is the first Health

Mai nt enance Organi zation to be formed in Central Virginia. Prudential
Heal t hCare HMO - Ri chnond has provided services to its nenbers since
Decenber 1, 1982.

Prudenti al HealthCare provides conprehensive care to you and nenbers of
your famly as well as the conveni ence of "one-stop health care,” with |ab,
X-ray, mnor surgery, and a wi de range of primary care specialties
avai l abl e in convenient |ocations.

Prudential HealthCare HMO--Ri chnond is a m xed nodel HMO, with nedical care
provi ded by a Medical Goup as well as a network of individual doctors

| ocat ed throughout the service area. The Medical Goup is equipped to
del i ver conprehensive nedical care in convenient facilities where
Prudential HealthCare nenbers can have virtually all their nedical needs
satisfied. The expanded doctor network provides greater conveni ence and
addi tional choices for all nenbers. Any care outside of the network is
coordi nated by the nenbers' primary care doctor
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As a Prudential HealthCare nmenber, all your nedical care is provided or
directed by your personal doctor. To assist you in nmaking this selection,
there are Custoner Service Advisors who will acquaint you with the Plan and
help you to use it. In that a specific group of doctors provide nedical
and health care for a fixed rate, there is strong financial incentive to
hol d down expenses, to keep nenbers healthy and to prevent unnecessary
hospi talization.

Role of a primary care doctor

The first and nost inportant decision each nenber should make is the

selection of a primary care doctor. The decision is inportant since it is
through this doctor that all other health services, particularly those of
speci alists, are obtained. It is the responsibility of your primary care

doctor to obtain any necessary authorizations fromthe Plan before referring
you to a specialist or nmaking arrangenents for hospitalization. Services of
other providers are covered only when there has been a referral by the
menber's primary care doctor

Choosi ng your doctor

The Plan's provider directory lists primary care doctors (generally famly
practitioners, pediatricians, and internists), with their |ocations and phone
nunbers, and notes whether or not the doctor is accepting new patients.
Directories are updated on a regular basis and are available at the tine of
enrol l ment or upon request by calling the Custoner Services Departnent at
804/ 323-0820 or 1-800-323-0467; you can also find out if your doctor
participates with this Plan by calling this nunber. |[If you are interested in
receiving care froma specific provider who is listed in the directory, cal
the provider to verify that he or she still participates with the Plan and is
accepting new patients. Important note: Wen you enroll in this plan,
services (except for energency benefits) are provided through the Plan's
delivery system the continued availability and/or participation of any one
doctor, hospital, or other provider cannot be guaranteed.

If you enroll, you will be asked to conplete a primary care doctor selection
form and send it directly to the Plan, indicating the name of the primary
care doctor(s) you select for you and each nenber of your famly. Menber s
may change their doctor selection by notifying the Plan by the 15th of the
nmonth for the change to be effective the first of the next nonth. Requests
received after the 15th will be effective on the first of the nonth follow ng
t he next nonth.

If you are receiving services from a doctor who |eaves the Plan, the Plan
w |l provide paynent for covered services until the Plan can nake reasonabl e
and nedically appropriate provisions for the assunption of such services by a
participating doctor.
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Facts about this Plan continued

Referrals for specialty care

Except in a nedical enmergency or when a primary care doctor has designated
another doctor to see patients when he or she is wunavailable, you nust
contact your primary care doctor for a referral before seeing any other
doctor or obtaining special services. Referral to a participating specialist
is given at the primary care doctor's discretion; if specialists or
consultants are required beyond those participating in the Plan, the primary
care doctor will nmake arrangenents for appropriate referrals.

When you receive a referral fromyour primary care doctor, you nust return to
the primary care doctor after the consultation. Al followup care nust be
provi ded or authorized by the primary care doctor. On referrals, the primary
care doctor wll give specific instructions to the consultant as to what
services are authorized. If additional services or visits are suggested by
the consultant, you must first check with your primary care doctor. Do not
go to the specialist unless your primary care doctor has arranged for, and
Pl an has issued an authorization for, the referral in advance.

Aut hori zati ons

In certain circunstances, your primary care doctor nust obtain authorization
from the Medical Drector before you may be hospitalized, referred for
specialty care, obtain followup care from a specialist, or obtain a non-
formulary drug at a Pl an pharnacy.

For new nenbers

If you are already under the care of a specialist who is a Plan participant,
you nust still obtain referral froma Plan primary care doctor for the care
to be covered by the Plan. |If the doctor who originally referred you prior
to your joining this Plan is now your Plan primary care doctor, you need only
call to explain that you now belong to this Plan and ask that a "referra
forn' be sent to the specialist for your next appointnent.

If you are selecting a new primary care doctor, you nust schedule an
appointment so the primary care doctor can decide whether to treat the
condition directly or refer you back to the speciali st.

Hospital care

If you require hospitalization, your primary care doctor or authorized

specialist will nake the necessary arrangenents and continue to supervise
your care.

Qut - of - pocket maxi num
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Copaynents are required for a few benefits. However, copaynents will not be
required for the renmainder of the calendar year after your out-of-pocket
expenses for services provided or arranged by the Plan reach $3,204.72 per
Self Only enrollnent and $8,653.92 per Self and Famly enroll ment. Thi s
copayment maxi mum does not include costs of prescription drugs.

You should maintain accurate records of the copaynents nade, as it is your
responsibility to determ ne when the copaynment nmaxi mum is reached. You are
assured a predictable maxi num in out-of-pocket costs for covered health and
medi cal needs. Copaynments are due when service is rendered, except for
emer gency care.

Deducti bl e carryover

If you changed to this Plan during open season froma plan with a deductible
and the effective date of the change was after January 1, any expenses that
woul d have applied to that plan's deductible will be covered by your old plan
if they are for care you got in January before the effective date of your
coverage in this Plan. |If you have already net the deductible in full, your
old plan wll reinburse these covered expenses. If you have not nmet it in
full, your old plan will first apply your covered expenses to satisfy the
rest of the deductible and then reinburse you for any additional covered
expenses. The old plan will pay these covered expenses according to this
year's benefits; benefit changes are effective January 1.

Submt clains pronptly

Wien you are required to submt a claimto this Plan for covered expenses,
submt your claim pronptly. The Plan will not pay benefits for clains
submtted later than Decenber 31 of the calendar year following the year in
which the expense was incurred, wunless tinely filing was prevented by
admni strative operations of Governnent or |egal incapacity, provided the
claimwas submtted as soon as reasonably possi bl e.

QG her consi derations
Plan providers will follow generally accepted nedical practice in prescribing
any course of treatnent. Before you enroll in this Plan, you should

determ ne whether you will be able to accept treatnent or procedures that may
be recommended by Pl an providers.

Facts about this Plan conti nued
The Pl an's service and enrol |l nent areas

The service area for this Plan, where Plan providers and facilities are
located, is the sane as the enrollnent area listed on the front cover of this
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brochure (the area in which you nmust live to enroll in the Plan). Benefits
for care outside the service area are limted to energency services, as
descri bed on page 13.

If you or a covered famly nenber nove outside the enrollnent area, you may
enroll in another approved plan. It is not necessary to wait until you nove
or for the open season to make such a change; contact your enploying office
or retirement systemfor information if you are anticipating a nove.

Ceneral Limtations
| nportant notice

Al though a specific service may be listed as a benefit, it wll be covered
for you only if, in the judgnent of your Plan doctor, it is nedically
necessary for the prevention, diagnosis, or treatnment of your illness or
condition. No oral statenent of any person shall nodify or otherw se affect
the benefits, limtations and exclusions of this brochure, convey or void any
coverage, increase or reduce any benefits under this Plan or be used in the
prosecution or defense of a claimunder this Plan. This brochure is based on
text included in the contract between OPM and this Plan and is intended to be
a conplete statenent of benefits available to FEHB nenbers. You should use
this brochure to determne your entitlement to benefits. However, if
conflicts are discovered between the I|anguage of this brochure and the
contract, the contract will control

G rcunst ances beyond Pl an contro

In the event of major disaster, epidemc, war, riot, civil insurrection,
disability of a significant nunber of Plan providers, conplete or partial
destruction of facilities, or other circunstances beyond the Plan's control
the Plan will make a good faith effort to provide or arrange for covered
services. However, the Plan will not be responsible for any delay or failure
in providing service due to lack of available facilities or personnel.

O her sources of benefits

This section applies when you or your famly nenbers are entitled to benefits
from a source other than this Plan. You nust disclose information about
ot her sources of benefits to the Plan and conplete all necessary docunents
and aut hori zations requested by the Pl an.

Medi car e

If you or a covered famly nenber is enrolled in this Plan and Part A, Part
B, or Parts A and B of Medicare, benefits will be coordinated with Mdicare
according to Medicare's determnation of which coverage is primary.
Cenerally, you do not need to take any action after informng the Plan of
your or your famly nenber's eligibility for Medicare. Your Plan wll
provide you with further instructions if a Medicare claimneeds to be filed.
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G oup health insurance and aut onobil e insurance

This coordination of benefits (double coverage) provision applies when a
person covered by this Plan also has, or is entitled to benefits from any
other group health coverage, or is entitled to the paynent of nedical and
hospital costs under no-fault or other autonobile insurance that pays
benefits without regard to fault. Information about the other coverage nust
be disclosed to this Pl an.

Wen there is double coverage for covered benefits, other than energency
services from non-Plan providers, this Plan wll continue to provide its
benefits in full, but is entitled to receive paynent for the services and
supplies provided, to the extent that they are covered by the other coverage,
no-fault or other autonobile insurance or any other prinmary plan.

Ceneral Limtations conti nued

One plan normally pays its benefits in full as the primary payer, and the
ot her plan pays a reduced benefit as the secondary payer. Wien this Plan is

the secondary payer, it will pay the lesser of (1) its benefits in full, or
(2) a reduced anount which, when added to the benefits payable by the other
coverage, wll not exceed reasonable charges. The determ nation of which

health coverage is primary (pays its benefits first) is nmade according to
gui del i nes provided by the National Association of Insurance Conmm ssioners.
When benefits are payabl e under autonobile insurance, including no-fault, the
autonobile insurer is primary (pays its benefits first) if it is legally
obligated to provide benefits for health care expenses wthout regard to
ot her health benefits coverage the enrollee may have. This provision applies
whether or not a claimis filed under the other coverage. Wen applicable,
aut hori zation nust be given this Plan to obtain informati on about benefits or
services available from the other coverage, or to recover overpaynents from
ot her cover ages.

CHAMPUS

If you are covered by both this Plan and the Gvilian Health and Medica
Program of the Uniformed Services (CHAMPUS), this Plan wll pay benefits
first. As a nenber of a prepaid plan, special Iimtations on your CHAMPUS
coverage apply; your primary care provider nust authorize all care. See your
CHAMPUS Heal th Benefits Advisor if you have questions about CHAMPUS cover age.

Medi cai d

If you are covered by both this Plan and Medicaid, this Plan wll pay
benefits first.



15

Wr kers' conpensati on

The Plan will not pay for services required as the result of occupational
di sease or injury for which any nedi cal benefits are determned by the Ofice
of Wirkers Conpensation Prograns (OANCP) to be payable under workers

conpensation (under section 8103 of title 5 US C) or by a simlar agency
under another Federal or State law. This provision also applies when a third
party injury settlenment or other simlar proceeding provides nedical benefits
in regard to a claimunder workers' conpensation or simlar laws. |f nedical
benefits provided under such l|laws are exhausted, this Plan wll be
financially responsible for services or supplies that are otherw se covered
by this Plan. The Plan is entitled to be reinbursed by OMP (or the simlar
agency) for services it provided that were later found to be payable by OACP
(or the agency).

DVA facilities, DoD facilities, and Indian Health Service

Facilities of the Departnent of Veterans Affairs, the Departnent of Defense,
and the Indian Health Service are entitled to seek reinbursenent from the
Plan for certain services and supplies provided to you or a famly nenber to
the extent that reinbursenent is required under the Federal statutes
governing such facilities.

C her CGovernnent agenci es

The Plan wll not provide benefits for services and supplies paid for
directly or indirectly by any other local, State, or Federal Governnent
agency.

Liability insurance and third party actions

If a covered person is sick or injured as a result of the act or om ssion of
another person or party, the Plan requires that it be reinbursed for the
benefits provided in an anmount not to exceed the anount of the recovery, or
that it be subrogated to the person's rights to the extent of the benefits
recei ved under this Plan, including the right to bring suit in the person's
nane. |If you need nore information about subrogation, the Plan will provide
you with its subrogation procedures.

CGeneral Excl usi ons
Al benefits are subject to the limtations and exclusions in this brochure.

Al though a specific service may be listed as a benefit, it wll not be
covered for you unless your Plan doctor determnes it is nedically necessary
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to prevent, diagnose or treat your illness or condition. The follow ng are
excl uded:

e Care by non-Plan doctors or hospitals except for authorized referrals or
energenci es (see Energency Benefits);

* Expenses incurred while not covered by this Pl an;

» Services furnished or billed by a provider or facility barred fromthe FEHB
Pr ogr am

e Services not required according to accepted standards of nedical, dental
or psychiatric practi ce;

* Procedures, treatnents, drugs or devices that are experinental or
i nvestigational;

e Procedures, services, drugs and supplies related to sex transfornations;
and

* Procedures, services, drugs and supplies related to abortions except when
the life of the nother would be endangered if the fetus were carried to
termor when the pregnancy is the result of an act of rape or incest.

Medi cal and Surgical Benefits

VWhat i s covered

A conprehensive range of preventive, diagnostic and treatnent services is
provided by Plan doctors and other Plan providers. This includes all
necessary office visits; you pay a $ 5 office visit copay, but no additional
copay for laboratory tests and X-rays. Wthin the service area, house calls
will be provided if, in the judgnment of the Plan doctor, such care is
necessary and appropriate; you pay nothing for a doctor’s house call or for
honme visits by nurses and health aides.

The foll ow ng services are included:

* Preventive care, including well-baby care and periodic check-ups, and
routi ne gynecol ogi cal exans

e Routine i muni zati ons and boosters

» Consultations by specialists

D agnostic procedures, such as |aboratory tests and X-rays
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Conpl ete obstetrical (maternity) care for all covered fenmales, including
prenatal, delivery and postnatal care by a Plan doctor. You pay a $5 copay
per office visit (not to exceed a total of $100 for office visits in

connection with a pregnancy). If enrollnment in the Plan is term nated
during pregnancy, benefits will not be provided after coverage under the
Pl an has ended. Odinary nursery care of the newborn child during the

covered portion of the nother's hospital confinenent for maternity will be
covered under either a Self Only or Self and Famly enrollnment; other care
of an infant who requires definitive treatment will be covered only if the
infant is covered under a Self and Famly enrol |l nent.

Voluntary sterilization and famly planni ng services

D agnosis and treatnent of diseases of the eye

Allergy testing and treatnent, including testing and treatnment materials
(such as allergy serum

The insertion of internal prosthetic devices, such as pacenakers and
artificial joints.

Cornea, heart, lung (single and double), heart/lung, pancreas, kidney and
liver transplants; allogeneic (donor) bone marrow transplants; autol ogous
bone nmarrow transplants (autologous stem cell and peripheral stem cell
support) for the follow ng conditions: acute |ynphocytic or non-I|ynphocytic
| eukem a, advanced Hodgkin's |ynphoma, advanced non-Hodgkin's |ynphona,
advanced neur obl astoma, breast cancer; multiple nyeloma; epithelial ovarian
cancer; and testicular, nediastinal, retroperitoneal and ovarian germ cel
tunors. Rel ated nedical and hospital expenses of the donor are covered.

D alysis

Chenot her apy, radiation therapy, and inhal ation therapy

Surgical treatnment of norbid obesity

Oxygen and rental of equipnent for use of oxygen

Home health services of nurses and health aides, including intravenous
fluids and nedications, when prescribed by your Plan doctor, who wll
periodically review the programfor continuing appropriateness and need

Al necessary nedical or surgical care in a hospital or extended care
facility fromPlan doctors and other Plan providers.

Chiropractic services
O t hopedi ¢ devi ces, such as braces
Prosthetic devices, such as artificial |inbs

Lenses fol l owi ng cataract renova

CARE MUST BE RECElI VED FROM OR ARRANGED BY PLAN DOCTORS
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Medi cal and Surgical Benefits continued
Limted benefits

Oal and mexillofacial surgery is provided for nondental surgical and

hospi talization procedures for congenital defects, such as cleft lip and
cleft palate, and for nedical or surgical procedures occurring wthin or
adjacent to the oral cavity or sinuses including, but not Ilimted to,
treatment of fractures and excision of tunors and cysts. Al other
procedures involving the teeth or intra-oral areas surrounding the teeth are
not cover ed, including any dental care involved in treatnent of

t enpor omandi bul ar joint (TM]) pain dysfunction syndrone.

Reconstructive surgery will be provided to correct a condition resulting
from a functional defect or from an injury or surgery that has produced a
maj or effect on the nenber's appearance and if the condition can reasonably
be expected to be corrected by such surgery.

Short-term rehabilitative therapy (physical, speech and occupational) is
provided on an inpatient or outpatient basis for up to a 90-day maxi mum per
condition if significant inprovenent can be expected within that period; you
pay a $10 copay per outpatient session. Speech therapy is |limted to
treatment of certain speech inpairnents of a neurologic origin. Qccupational
therapy is limted to services that assist the nenber to achieve and naintain
self-care and inmproved functioning in other activities of daily Iiving.
Therapy for learning disabilities is not covered.

Dur abl e nedi cal equi pnent, such as wheel chairs and hospital beds, are covered
up to a nmaxi mum benefit of $1,000 per cal endar year.

D agnosis and treatnent of infertility, including artificial insemnation and
fertility drugs, are covered; you pay 50% of the charges; cost of donor sperm
is not covered. Fertility drugs are covered. Q her assisted reproductive
technol ogy (ART) procedures such as in vitro fertilization and enbryo
transfer are not covered.

Cardiac rehabilitation followwng a heart transplant, bypass surgery or a
nyocardi al infarction, is provided at a Plan facility; you pay not hing.

What is not covered

« Physical examnations that are not necessary for nedical reasons, such as
those required for obtaining or continuing enploynment or insurance,
attendi ng school or canp, or travel

* Reversal of voluntary, surgically-induced sterility

» Plastic surgery primarily for cosnetic purposes

« Transplants not |isted as covered
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e Hearing aids
 Honenaker services
e Long-termrehabilitative therapy

* Eye exercises and eyeglasses, contact lenses or the fitting on contact
| enses; refractions, including | ens prescriptions

e Blood and bl ood derivatives replaced by or for the patient
e Foot orthotics

* Eye surgery, such as radi al keratotony

CARE MUST BE RECElI VED FROM OR ARRANGED BY PLAN DOCTORS

Hospital / Extended Care Benefits

What i s covered
Hospital care

The Plan provides a conprehensive range of benefits wth no dollar or day
[imt when you are hospitalized under the care of a Plan doctor. You pay
nothing. Al necessary services are covered, including:

e Semprivate room accommodations; when a Plan doctor determnes it is
nmedically necessary, the doctor may prescribe private accommodations or
private duty nursing care

» Specialized care units, such as intensive care or cardiac care units

Ext ended care

The Plan provides a conprehensive range of benefits for up to 100 days per
cal endar year when full-tine skilled nursing care is necessary and
confinement in a skilled nursing facility is mnedically appropriate as
determ ned by a Plan doctor and approved by the Plan. You pay nothing. Al
necessary services are covered, including:

» Bed, board and general nursing care

* Drugs, biologicals, supplies, and equi prent ordinarily provided or arranged
by the skilled nursing facility when prescribed by a Plan doctor.
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Hospi ce Care

Supportive and palliative care for a termnally ill menber is covered in the
hone or hospice facility. Services include inpatient and outpatient care

and famly counseling; these services are provided under the direction of a
Plan doctor who certifies that the patient is in the termnal stages of
illness, with a life expectancy of approximately six nonths or |ess. Each
person is entitled to a $7,400 maxi mum per period of care, plus $200 for
famly counseling wthin three nonths of the death of the patient.

Ambul ance service

Benefits are provided for anbul ance transportation ordered or authorized by
a Plan doctor. You pay a $25 copaynent per trip for these services.
Limted benefits

| npati ent dental procedures

Hospitalization for certain dental procedures is covered when a Plan doctor
determnes there is a need for hospitalization for reasons totally unrel ated
to the dental procedure; the Plan will cover the hospitalization, but not the
cost of the professional dent al servi ces. Conditions for which
hospitalization would be covered include henophilia and heart disease; the
need for anesthesia, by itself, is not such a condition.

Acute inpatient detoxification

Hospitalization for nedical treatnment of substance abuse is |limted to
enmergency care, diagnosis, treatnment of nedical conditions, and nedical
managenent of w thdrawal synptons (acute detoxification) if the Plan doctor
determnes that outpatient managenent is not nedically appropriate. See page
14 for nonnmedi cal substance abuse benefits.

What is not covered

» Personal confort itens, such as tel ephone and tel evision

* Blood and bl ood derivatives replaced by or for the patient

* Custodial care, rest cures, domciliary or conval escent care

CARE MUST BE RECElI VED FROM OR ARRANGED BY PLAN DOCTORS

12

Energency Benefits
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What is a nedical energency?

A nedical energency is the sudden and unexpected onset of a condition or an
injury that requires imediate nedical or surgical care. Sone problens are
energenci es because, if not treated pronptly, they m ght becone nore serious;

exanpl es include deep cuts and broken bones. Qhers are energenci es because
they are potentially life-threatening, such as heart attacks, strokes,

poi soni ngs, gunshot wounds, or sudden inability to breathe. There are many
other acute conditions that the Plan nmay determ ne are nedi cal energencies —
what they all have in common is the need for quick action.

Emergencies within the service area

If you are in an enmergency situation, please call your prinmary care doctor
In extreme energencies, if you are unable to contact your doctor, contact the
| ocal emergency system (e.g., the 911 tel ephone systen) or go to the nearest
hospital energency room Be sure to tell the energency room personnel that
you are a Plan nmenber so they can notify the Plan. You or a famly nenber
should notify the Plan within 48 hours. It is your responsibility to ensure
that the Plan has been tinely notified.

If you need to be hospitalized, the Plan nust be notified within 48 hours or
on the first working day followng your admssion, unless it was not

reasonably possible to notify the Plan wthin that tine. If you are
hospitalized in non-Plan facilities and Plan doctors believe care can be
better provided in a Plan hospital, you wll be transferred when nedically

feasi ble with any anbul ance charges covered in full.

Benefits are available for care from non-Plan providers in a nedica
enmergency only if delay in reaching a Plan provider would result in death,
disability or significant jeopardy to your condition.

Pl an pays.. .

Reasonabl e charges for energency services to the extent the services would
have been covered if received fromPl an providers.

You pay. . .

$50 per hospital emergency roomvisit for energency services that are covered
benefits of this Plan. If the energency results in an admssion to a
hospital, the energency care copay is waived.

Energenci es outside the service area

Benefits are available for any nedically necessary health service that is
i medi ately required because of injury or unforeseen ill ness.

If you need to be hospitalized, the Plan nust be notified wthin 48 hours or
on the first working day followng your admssion, wunless it was not
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reasonably possible to notify the Plan within that tine. If a Plan doctor
believes care can be better provided in a Plan hospital, you wll be
transferred when nedically feasible with any anbulance charges covered in
full.

Pl an pays...

Reasonabl e charges for enmergency care services to the extent the services
woul d have been covered if received fromPlan providers.

You pay. . .

$50 per hospital energency roomvisit or $5 per urgent care center visit for
energency services that are covered benefits of this Plan. |If the energency
results in an admssion to a hospital, the emergency care copay is waived.

What i s covered
» Energency care at a doctor's office or an urgent care center

* Energency care as an outpatient or inpatient at a hospital, including
doctors' services

* Anbul ance service approved by the Pl an

What is not covered
» Elective care or nonenergency care

» Enmergency care provided outside the service area if the need for care could
have been foreseen before | eaving the service area

* Medical and hospital costs resulting froma normal full-termdelivery of a
baby outside the service area

Filing clainms for non-Plan providers

Wth your authorization, the Plan will pay benefits directly to the providers
of your energency care upon receipt of their clains. Physician clains should
be submtted on the HCFA 1500 claimform |If you are required to pay for the
services, submt itemzed bills and your receipts to the Plan along with an
expl anation 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),
unless the claimis denied. |If it is denied, you will receive notice of the
decision, including the reasons for the denial and the provisions of the
contract on which denial was based. If you disagree with the Plan's
decision, you may request reconsideration in accordance with the disputed
cl ai ns procedure descri bed on page 18.
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Emer gency Benefits (conti nued)

Reci procity

If you are away from honme and require nedical care other than routine

physi cal s, inmunizations and non-energency naternity care, you can use any

Prudential HealthCare network facility in the area you are visiting. You

will receive this care at the nmaxi num benefit level as if you were at hone,

free of bills and claimforns.

To obtain these benefits, you nmust do one of two things:

e Contact your primary care doctor (or nedical group) at hone to obtain
permssion for out-of-area care. In life-threatening energencies, we
recommend that you seek appropriate treatnment inmedi ately. However, you or
a nmenber of your famly nust notify your primary care doctor within 48
hours concerning the energency care you received.

e Contact the Prudential HealthCare office in the city you are visiting or
the national Hotline (1-800-526-2963) to obtain a referral to a |ocal
partici pati ng physician.

Your hone plan is responsible for reinbursing the providers in the out-of-

area Prudential HealthCare plan. You will not be asked to nmake paynents or

file aclaim

Ment al Condi ti ons/ Subst ance Abuse Benefits

Mental conditions

What is covered

To the extent shown bel ow, the Plan provides the follow ng services

necessary for the diagnosis and treatnent of acute psychiatric conditions,

including the treatnment of nental illness or disorders:

« Diagnostic eval uation

* Psychol ogi cal testing

» Psychiatric treatnment (including individual and group therapy)

» Hospitalization (including inpatient professional services)

Qut patient care
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Up to 40 outpatient visits to Plan doctors, consultants or other
psychi atric personnel each cal endar year; you pay a $5 copay per group or
i ndi vi dual session for the first 40 visits--all charges thereafter.

| npatient care

Up to 30 days of hospitalization each cal endar year; you pay nothing for
the first 30 days--all charges thereafter.

VWhat is not covered

o Care for psychiatric conditions that in the professional judgnent of
Pl an doctors are not subject to significant inprovenent through
relatively short-termtreatnent

e Psychiatric evaluation or therapy on court order or as a condition of
parol e or probation, unless determ ned by a Plan doctor to be necessary
and appropriate

» Psychol ogi cal testing when not nedically necessary to determ ne the
appropriate treatnent of a short-term psychiatric condition

* Learning disabilities, devel opnental and educational disorders,
including but not limted to counseling for marital, famly, pastoral
and sex therapy

Subst ance abuse
VWhat is covered

This Plan provi des nedi cal and hospital services such as acute
detoxification services for the nedical, non-psychiatric aspects of

subst ance abuse, including alcoholismand drug addiction, the sanme as for
any other illness or condition. Services for the psychiatric aspects are
provided in conjunction with the nmental conditions benefits shown above.
Qutpatient visits to Plan providers for treatnent are covered, as well as
i npati ent services necessary for diagnosis and treatnment. The nental
conditions benefit visit/day |imtations and copaynents apply to any
covered substance abuse care.

VWhat is not covered

» Treatnment that is not authorized by a Plan doctor.

CARE MUST BE RECEI VED FROM OR ARRANGED BY PLAN DOCTORS

14
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Prescription Drug Benefits
What is covered

Prescription drugs prescribed by a Plan or referral doctor and obtained at
a Plan pharmacy will be dispensed for up to a 30-day supply. You pay a $10
copay per prescription unit or refill for up to a 30-day supply or 100-unit
supply, whichever is |less, or one comercially-prepared unit (i.e., one

i nhal er, one vial ophthal mc nedication or insulin).

You pay a $10 copay per prescription unit or refill for generic drugs or
for name brand drugs when generic substitution is not perm ssible. Wen
generic substitution is permssible (i.e., a generic drug is available and
the prescribing doctor does not require the use of a nanme brand drug), but
you request the nane brand drug, you pay the price difference between the
generic and nane brand drug as well as the $10 copay.

Mai | order prescription drug service, through Integrated Pharnmacy
Solutions, Inc. (IPS) pharmacies, is available to provide up to a three-
nmont h supply of mai ntenance drugs used to treat certain chronic conditions;
you pay a single copay for each three-nonth supply. Up to a three-cycle
supply of oral contraceptives may be obtained through mail order for a

si ngl e copay.

Drugs are prescribed by Plan doctors and di spensed in accordance with the
Plan's drug fornmulary. Non-formulary drugs will be covered when prescribed
by a Plan doctor. The Plan nust authorize a non-formulary drug before it
may be dispensed. It is the prescribing doctor's responsibility to obtain
the Plan's authorization.

Cover ed nedi cati ons and accessories include:

* Drugs for which a prescription is required by |aw

* Oal and injectable contraceptive drugs and contraceptive devices (up to
a three-cycle supply may be obtained with a copay charge for each cycle)

* Inplanted contraceptive drugs, such as Norplant (no charge)
* Insulin, with a copay charge applied to each vi al

» Disposabl e needl es and syringes needed to inject covered prescribed
medi cati on

I ntravenous fluids and nedication for honme use, inplantable drugs, sone
i njectable drugs, and fertility drugs are covered under Medical and
Surgi cal Benefits.

Li mted benefit

Snmoki ng cessation ai ds:
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Ni cotine patches are eligible in the follow ng circunstances; you pay a $10
prescription drug copay for each two-week supply:

* Menber nust have a co-existing nedical problemthat is exacerbated when
t he menber snokes

. Lifetime coverage is limted to two 90-day courses of treatnent to be
adm ni stered through the prinmary care doctor

. Menber nust be attendi ng a snoking cessation programin order for the
snoki ng cessation drug prescription to be filled. The costs associ ated
with the snoking cessation courses are not covered.

VWhat is not covered

. Drugs avail able without a prescription or for which there is a
nonprescri ption equi val ent avail abl e

. Drugs obtained at a non-Plan pharnmacy except for out-of-area
ener genci es

. Vitam ns and nutritional substances that can be purchased w thout a
prescription

. | mpl anted tinme-rel ease nedi cati ons, other than Norpl ant

. Medi cal supplies such as dressings and antiseptics

. Drugs for cosnetic purposes

. Drugs to enhance athl etic perfornmance

. Di abetic supplies, except needl es and syringes

CARE MUST BE RECEI VED FROM OR ARRANGED BY PLAN DOCTORS

Benefits
Dental care
VWhat is covered

The foll ow ng sem -annual dental services are covered when provi ded by
participating Plan dentists; you pay a $25 copay per visit:

. Cl eani ng
. Scal i ng

. Pol i shi ng
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. Fl uori de

. Al l necessary X-rays

Accidental injury benefit

Restorative services and supplies necessary to pronptly repair or replace
sound natural teeth are covered. The need for these services mnust result
froman accidental injury. You pay nothing.

VWhat i s not covered

e Oher dental services not shown as covered

How to Obtain Benefits
Questions

| f you have a question concerning Plan benefits or how to arrange for care,
contact the Plan's Menber Services Ofice at 804/ 323-0820 or you may wite
to the Plan at 1000 Boul ders Par kway, Ri chnond, VA 23225.

Di sputed clains review
Pl an reconsi derati on

If a claimfor paynment or services is denied by the Plan, you nust ask the
Plan, in witing and within six nonths of the date of the denial, to
reconsider its denial before you request a review by OPM (This tinme limt
may be extended if you show you were prevented by circunstances beyond your
control from making your request within the tine limt.) OPMwII| not
revi ew your request unless you denonstrate that you gave the Plan an
opportunity to reconsider your claim Your witten request to the Plan
must state why, based on specific benefit provisions in this brochure, you
believe the denied claimfor paynment or service should have been paid or
provi ded.

Wthin 30 days after recei pt of your request for reconsideration, the Plan
must affirmthe denial in witing to you, pay the claim provide the
service, or request additional information reasonably necessary to nmake a
determnation. |If the Plan asks a provider for information, it wll send
you a copy of this request at the same tine. The Plan has 30 days after
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receiving the information to give its decision. |If this information is not
supplied within 60 days, the Plan will base its decision on the information
it has on hand.

OPM r evi ew

If the Plan affirns its denial, you have the right to request a review by
OPM to determ ne whether the Plan's actions are in accordance with the
terms of its contract. You nust request the review within 90 days after
the date of the Plan's letter affirmng its initial denial.

You may al so ask OPMfor a review if the Plan fails to respond within 30
days of your witten request for reconsideration or 30 days after you have
supplied additional infornmation to the Plan. 1In this case, OPM nust
receive a request for revieww thin 120 days of your request to the Plan
for reconsideration or of the date you were notified that the Plan needed
additional information, either fromyou or fromyour doctor or hospital.

This right is available only to you or the executor of a deceased
claimant's estate. Providers, legal counsel, and other interested parties
may act as your representative only with your specific witten consent to
pursue paynent of the disputed claim OPM nust receive a copy of your
witten consent wwth their request for review

Your witten request for an OPMreview nust state why, based on specific
benefit provisions in this brochure, you believe the denied claimfor
paynment or service should have been paid or provided. |If the Plan has
reconsi dered and denied nore than one unrelated claim clearly identify the
docunents for each claim

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

* A copy of your letter to the Plan requesting reconsideration;

* A copy of the Plan's reconsideration decision (if the Plan failed to
respond, provide instead (a) the date of your request to the Plan or (b)
the dates the Plan requested and you provided additional information to
t he Pl an);

» Copies of docunents that support your claim such as doctors' letters,
operative reports, bills, nmedical records, and expl anation of benefit
(EOB) forns; and

* Your daytine phone nunber.

Medi cal docunentation received fromyou or the Plan during the review
process becones a permanent part of the disputed claimfile, subject to the
provi sions of the Freedom of Information Act and the Privacy Act.

Send your request for reviewto: Ofice of Personnel Managenent, O fice of
| nsurance Progranms, Contracts Division Ill, P.O Box 436, Washington, DC
20044.
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You (or a person acting on your behalf) nmay not bring a lawsuit to recover
benefits on a claimfor treatnent, services, supplies or drugs covered by
this Plan until you have exhausted the OPMrevi ew procedure, established at
section 890.105, title 5 Code of Federal Regulations (CFR). If OPM
uphol ds the Plan's decision on your claim and you decide to bring a

| awsuit based on the denial, the |awsuit nust be brought no later than
Decenber 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 a |lawsuit nust be brought against the
O fice of Personnel Managenent in Federal court.

Federal |aw exclusively governs all clainms for relief in a lawsuit that
relates to this Plan's benefits or coverage or paynents wth respect to
t hose benefits. Judicial action on such clains is limted to the record
that was before OPM when it rendered its decision affirmng the Plan's
deni al of the benefit. The recovery in such a suit islimted to the
anount of benefits in dispute.

Privacy Act statement —If you ask OPMto review a denial of a claimfor
paynent or service, OPMis authorized by chapter 89 of title 5, US C, to
use the information collected fromyou and the Plan to determne if the

Pl an has acted properly in denying you the paynent 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
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How Prudenti al HealthCare HMO - Ri chnond Changes January 1997
Do not rely on this page; it is not an official statenment of benefits.
Benefit changes

« Under "Medical and Surgical Benefits,"” lung (single and double),
heart/lung, and pancreas have been added to the list of covered
transplants. Previously, these transplants were not covered.

* Under "Medical and Surgical Benefits," orthopedic devices, such as
braces, and prosthetic devices, such as artificial |inbs, are now
covered at 100% Previously, these devices were limted to a $1, 000
maxi mum benefit per cal endar year.

* Under "Prescription Drug Benefits," the copays have changed. The new
copay is $10 for both generic and nane brand drugs. |If a generic drug
is avail able and the nenber requests a nanme brand drug, the nenber al so
pays the price difference between the generic drug and the nanme brand
drug. Previously, the copay was $5 for a generic drug and $10 for a
name brand drug when there was a generic drug avail abl e.
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Under "Dental care" in the "Qher Benefits" section, treatnment of
accidental dental injuries no longer has to begin wthin 60 days of the
accident. Benefits are no longer |imted to treatnment for accidents
that occurred while the nenber was covered under the FEHB Program

Clarifications

Procedures, services, drugs and supplies related to abortions are

excl uded except when the |ife of the nother woul d be endangered if the
fetus were carried to termor when the pregnancy is the result of an act
of rape or incest.

"Prescription Drug Benefits" have been clarified to show that the Pl an
nmust aut horize a non-formulary drug before it may be di spensed and that
it is the prescribing doctor's responsibility to obtain the Plan's

aut hori zati on.

"Prescription Drug Benefits" have been clarified to show that diabetic
suppl i es other than needl es and syringes are not covered.

The use of a Plan identification card to obtain benefits after you are
no longer enrolled in the Plan is a fraudul ent action subject to review
by the Inspector Ceneral.

Medi cal data that does not identify individual nenbers may be di scl osed
as a result of bona fide nedical research or education

Ceneral Information Wen a famly nenber is hospitalized on the
effective date of an enroll nment change and continues to receive benefits
under the old plan, benefits under the new plan will begin for other
famly nmenbers on the effective date of the new enroll nent.

An enrollee with Self Only coverage who is expecting a baby or the
addition of a child my change to a Self and Fam |y enrollnent up to 60
days after the birth or addition.

Annui tants and forner spouses with FEHB coverage, and who are covered by
Medi care Part B, may join a Medicare prepaid plan if they do not have
Medi care Part A, but they will probably have to pay for hospital
coverage. They nmay also remain enrolled under an FEHB pl an when t hey
enroll in a Medicare 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 are their
FEHB benefits reduced if they do not have Medicare Part B (or Part A).

Tenporary continuation of coverage (TCC) for enployees or famly nmenbers
who | ose eligibility for FEHB coverage includes one free 31-day
extensi on of coverage and may include a second. How these are

coordi nated has been clarified; notification and el ection requirenents
have al so been clarified.

"Conversion to individual coverage" does not require evidence of good
health and the plan is not permtted to inpose a waiting period or limt



31

coverage for preexisting conditions; benefits and rates under the
i ndi vi dual contract may differ fromthose under the FEHB Program

* "Nonexperinmental inplants” is now ternmed "The insertion of
i nternal prosthetic devices".

O her changes

» The Plan's nane has been changed from PruCare of Ri chnond to Prudenti al
Heal t hCare HMO - Ri chnond.

e Enrollees who change their FEHB enrol |l nents using Enpl oyee Express may
call the Enpl oyee Express HELP nunber to obtain a letter confirm ng that
change if their ID cards do not arrive by the effective date of the
enrol | rent change.

e The Plan will not pay for services required as the result of
occupational disease or injury for which any nedi cal benefits are
determ ned by the Ofice of Wrkers Conpensation Progranms (OACP) or an
equi val ent agency to be payabl e under workers' conpensation or simlar
Federal or State law. The Plan is entitled to be reinbursed by OAXCP or
t he equi val ent agency for services it provided that were later found to
be payable by OACP or the agency.

e Disputed clainms |I|f your claimfor paynent or services is denied by the
Pl an, and you decide to ask OPMto review that denial, you nust first
ask the Plan to reconsider their decision. You nust now request their
reconsideration within six nonths of the denial (previously, you had one
year to do this). This tine limt my be extended if you show you were
prevented by circunstances beyond your control from making your request
within the time limt.

Provi ders, legal counsel, and other interested parties may act as your
representative in pursuing paynent of a disputed claimonly with your
witten consent. Any lawsuit to recover benefits on a claimfor
treatnent, services, supplies or drugs covered by this Plan nust be
brought against the Ofice of Personnel Managenent in Federal court and
only after you have exhausted the OPM revi ew procedure.

Summary of Benefits for Prudential HealthCare HMO - R chnond - 1997

Do not rely on this chart alone. Al benefits are provided in full unless
ot herwi se indicated subject to the limtations and exclusions set forth in
the brochure. This chart nerely sunmmarizes certain inportant expenses
covered by the Plan. If you wish to enroll or change your enrollnment in
this Plan, be sure to indicate the correct enroll nment code on your
enrol I ment form (codes appear on the cover of this brochure). ALL SERVI CES
COVERED UNDER THI S PLAN, W TH THE EXCEPTI ON OF EMERGENCY CARE, ARE COVERED
ONLY VWHEN PROVI DED OR ARRANGED BY PLAN DOCTORS

Benefits Pl an pays/ provi des Page



32

| npatient care

Hospi t al

Conpr ehensi ve range of nedical and surgical services wthout dollar or day
limt. Includes in-hospital doctor care, room and board, general nursing
care, private roomand private nursing care if nedically necessary,

di agnostic tests, drugs and nedi cal supplies, use of operating room

i ntensive care and conplete maternity care. You pay

NOt NI NQ. . .o 12

Ext ended care

Al l necessary services up to 100 days per cal endar year. You pay
nothing........ ... .. ... ... 12

Mental conditions

Di agnosi s and treatnment of acute psychiatric conditions for up to 30 days
of inpatient care per year. You pay nothing.............. 14

Subst ance abuse

Covered under nental conditions............ . . . . ... ..., 14

Qut pati ent care

Conpr ehensi ve range of services such as diagnosis and treatnent of illness
or injury, including specialist's care; preventive care, including well-
baby care, periodic check-ups and routine i munizations; |aboratory tests
and X-rays. You pay a $5 copay per office visit; nothing per house call by
a doctor.......... 10, 11

Hone health care

Al'l necessary visits by nurses and health aides. You pay

NOL NI NQG. . .. 10

Mental conditions

Up to 40 visits per year. You pay $5 copay per visit......... 14

Subst ance abuse

Covered under nmental conditions............ . . . . ... ... 14

Emer gency care

Reasonabl e charges for services and supplies required because of a nedical
emergency. You pay a $50 copay to the hospital for each energency room
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visit and any charges for services that are not covered by this
Pl an. . . 13
Prescription drugs
Drugs prescribed by a Plan doctor and obtained at a Plan pharmacy. You pay
a $10 copay per prescription unit or refill. Ml order service is
avai |l abl e for mai ntenance drugs and oral contraceptives.............. 15

Dental care

Accidental injury benefit; you pay nothing. Preventive dental care; you
pay a $25 copaynent per semi-annual visit................. 16

Vi sion care

No current benefit

CQut - of - pocket maxi mum

Copaynents are required for a few benefits; however, after your out-of-
pocket expenses reach a maxi num of $3,204.72 per Self Only enroll nent and
$8, 653.92 per Self and Fanmily enroll nent per cal endar year, covered
benefits will be provided at 100% This copay maxi num does not i ncl ude
prescription drugs. ............ ... 7

20



