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A Health Maintenance Organization

Serving: The Mobile, Alabama, area

Enrollment Code:

AA1l Self Only
AA2 Self and Family

Service Area: Services from Plan providers are available only in the following area:

The Mobile,Alabama area, including all of Mobile & Baldwin Counties and southern portions of
Washington County with the following zip codes: 36513, 36529, 36539, 36553, and 36584.

Enrollment Area: You must live or work in the Service Area to enroll in this Plan.
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PrimeHealth

Mobile Health Plard.b.a. PrimeHealth, 1400 University Boulevard S., Mobile, 28609, has entered into a contract
(CS 2116)with the Office of Personnéflanagement (OPM) amuthorized by the Feder@mployeesHealth Benefits
(FEHB) law, to provide a&comprehensive medical plan heresadled PrimeHealth, oPHP, orthe Plan.

This brochure is based on text included in the contrativeenOPM and this Plan and is intended to be a complete
statement of benefitgvailable toFEHB members. A persaemrolled in thePlan is entitled to thbenefitsstated in
this brochure.However, if conflicts are discoverdmbtween the language of this brochure and the contraatoriract

will control. If enrolled for Self and Family, eaeligible family member isalso entitled to these benefits.

Premiums are negotiated widachplan annually. Benefit changes are effective January 1, a887areshown on the
inside back cover of thisbrochure.
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Inspector General Advisory: Stop Health Care Fraud!

Fraud increasethe cost ofhealth cardor everyone. Anyonewho intentionallymakes dalse statement or a falsgaim in order to
obtain FEHBbenefits or increase the amount of FEHB benefits is subject to prosecution for FRAISRould result in CRIMINAL

PENALTIES. Please review all medical bills, medical recoati&l claims statements carefully. If you fitidat aprovider,such as a
doctor, hospital opharmacy, chargegour planfor servicesyou did not receive,billed for the sameservice twice, omisrepresented
any other information, take the followingctions:

* Call the provider and ask for an explanation - sometimes the problem is a simple error.

« If the provider does not resolve the matter, or if you remain concerned, call your plan at (334) 342-0022 and explain the
situation.

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

THE HEALTH CARE FRAUD HOTLINE
202/418-3300

The Office of Personnel Management
Office of the Inspector General Fraud Hotline
1900 E Street, N.W., Room 6400

Washington, D.C. 20415

The inappropriate use of membership identification cards, e@ptain services for a persomho isnot aneligible family member or
after you are no longer enrolled in the Plan, is also subject to review by the Inspector Genewaf apslilt in an adverse administrative
action byyour agency.

General Information

Confidentiality

If you are a new

member
Medical and otheiinformation provided tahe Plan, including claim files, is kept confidential and
will be used only: 1) by thé&lan and itssubcontractors for tarnal administration ofthe Plan,
coordination of benefipprovisions with other plans,and subrogation of claims; 2) by law
enforcement officials wittauthority to investigate and prosecuatéeged civil orcriminal actions; 3)
by OPM to review aisputed claim or perform itsontractadministration functions; 4) by OPM
andthe General Accounting Office when conducting audits as required WyEH® law; or 5) for
bona fide medical research or education. Mediat thatdoes not identify individual members
may bedisclosed as a result of the bona fide medical researetiucation.

Use this brochure asguiide to coveragand obtaining benefits. There may be a delay before you
receiveyour identification card anthember information fronthe Plan. Until youeceiveyour ID
card, you mayshow your copy of the SF 2809 enrollmefdrm or your annuitant confirmation
letter fromOPM to aprovider orPlan facility asproof of enrollment in this Plan. If you do not
receiveyour ID card within 60 daysfter the effective date of youenrollment, youshouldcontact
the Plan.

If you made youmopen season change tiging Employee Expresmd havenot receivedyour new
ID card by the effectivadate of yourenrollment,call the Employee Express HELP number to
request a confirmation letter. Use tletter to onfirm your new coverage witRlan providers.



General Information continued

If you are anew member ofthis Plan, benefitend ratesbegin on theeffective date ofyour
enroliment, as set by your employioffice or retirementsystem. As a member ¢fis Plan, once
your enrolliment is effective, you will be coveredly for services provided carranged by a Plan
doctor except in the case of emergency as described odpadkyou are confined in a hospital on
the effective dateyou mustnotify the Plan sahat itmay arrangefor the transfer of yourcare to
Planproviders. See "If you are hospitalized" on page 4.

FEHB plans maynot refuse to provide benefits fany condition you or a covered familmember
may havesolely on the basis that it was a conditibat existed before you enrolled in a plan under
the FEHB Programexcept as stated in ampsmetic surgery odental benefits descrippn in this
brochure.

If you are If you change plans or options, benefits under your prior plan or option ceaseetfedtiee date of _

hospitalized your enrollment in your new plan or option, unless you or a covered family member are confined in
a hospital or other covered facility or are receiving mediaed in an alternative cagetting on the

last day ofyour enrollment under the prior plan or option. that case, the confinegersonwill

continue to receivdenefitsunder theformer plan or optioruntil the earliest of(1) the day the

person is discharged from the hospital or other covered facility (a move to aatiskecare setting

doesnot constitute a discharge under thiovision), or (2) the dagfter the dayall inpatient benefits

have been exhausted unttee prior plan or option, or (3) the 92nd d&fter the last day of coverage

under the prior plan or optiortlowever, benefits for other family membensder the new plawill

begin on the effectivdate. If yourplan terminates participation in ti&HB Program inwhole or

in part, or ifthe Associate Directofor Retirementand Insurance orders an enrolimestiange, this

continuation of coverage provision doest apply; in such case, the hospitalifachily member's

benefits under the new plan begin on the effedate of enroliment.

It is your responsibility to be informed about your health benefits. Your employing
office or retirement systermgan provde information about: wheyou may change your enrollment;
Your who “family members” are; what happensvhen you transfer, go orleave without pay, enter
responsibility military service, orretire; when your enrollment terminatesand the next open season for
enrollment. Your employingffice or retirementsystemwill alsomakeavailable toyou anFEHB
Guide, brochures another materials you need to make an informed decision.

»  Thebenefitsin this brochure are effective on January 1 for those already enrolled Blahjs
if you changedplans or plaroptions,see”If you are anew member" above. Ihoth cases,

Thing$ to however, the Plan's nerates are effective thdirst day of theenrollee's firsfull pay period
keep in that begins on omfter January 1 (Januaryfdr all annuitants).
mind

*  Generally, younust be continuouslgnrolled in theFEHB Programfor the last five years
before you retire to continue your enrollmdat you and any eligiblefamily membersafter
you retire.

» TheFEHB Progranprovides Self Only coverader the enrollee alone or Sedind Family
coverage for the enrollee, his ber spouseand unmarrieddependent children undege 22.
Under certaincircumstances, coveragéll also be providedinder afamily enrolimentfor a
disabled child 22 gars ofage orolder who is incapable of self-support.

* An enrolleewith Self Only coveragevho is expecting a baby or the addition ofhéld may
change to &elf and Family enrollment up to 60 daafter the birth or addition. The



General Information continued

Coverage after
enrollment
ends

Former spouse
coverage

effective date of the enrollmenhange ishe first day of the pay period in which thkild was
born or became an eligibfamily member. Thenrollee isresponsible for his oher share of
the Self and Familypremium for thattime period; both parent and child a®veredonly for
care receivedrom Plan providers, except for emergency benefits.

*  You will not beinformed by your employingffice (or your retiremensystem) oryour Plan
when afamily member loses eligibility.

*  You must direct questions about enrollmand eligibility, including whether a dependent age
22 or older iseligible for coverage, to your employingffice or retirementsystem. The Plan
doesnot determine eligibilityand cannotchange arenroliment status without theecessary
information from the employinggency oretirement system.

 An employee,annuitant, orfamily memberenrolled in one FEHB plan is not entitled to
receivebenefits undeany other FEHB plan.

*  Report additionsnd deletions (includingdivorces) of covered familynembers tothe Plan
promptly.

e If you are an annuitant or former spousith FEHB coverageand you are also covered by
Medicare Part B, you may drop yoBEHB coverageand enroll in aMedicare prepaicglan
whenone is available in youarea. Ifyou laterchange yourmind and want toreenroll in
FEHB, you may do so at the next open season, or whenever you involuntariol@sage in
the Medicare prepaid plan or mowet of the area it serves.

Most Federal annuitants have Medicare Part A. If yomatohaveMedicare Part A, you may
enroll in aMedicare prepaid plarhut you will probablyhave to payfor hospitalcoverage in
addition to the Part Boremium. Before youjoin the plan, askwhether theywill provide
hospital benefits and, if so, what you will havepay.

You may also remain enrolled in thi®anwhen you join a Medicare prepaid plan.

Contact yourlocal Social Security Administration (SSA)office for information onlocal

Medicare prepaid plans (also known as CoordindBege Plans or Medicare HMOs) or

request it fromSSA at 1-800/638-6833Contact your retiremergystem for information on
dropping your FEHB enrollmergind changing to Bledicare prepaid plan.

e Federal annuitants ar®t required to enroll inMedicare Part Blor Part A) in order to be
covered under thEEHB Programmor; are theifFEHB benefits reduced if they doot have
Medicare Part B (or Part A).

When an employee's enroliment terminates because of separatioRederal service owhen a
family member is ndongereligible for coverage under an employee or annuitambliment, and
the person is not otherwigtdigible for FEHB coverage, he a@he generally will be eligible for fiee

31-dayextension of coverage. The employedamnily membermay also be eligibldor one of the
following:

When aFederal employee or annuitant divorces, the former spoagebe eligible telectcoverage
underthe spousequity law. If you are recently divorced or anticipate divorcing,

contactthe employee's employingffice (personnel office) or retiree's retirement systergeb more
facts about electing coverage.



General Information continued

Temporary
continuation
of coverage

Notification
and election
requirements

If you are an employee whose enrollment is terminated because you sepanaterfice, you may
be eligible totemporarilycontinue yourhealth benefits coveragander theFEHB Program in any
plan for which you are eligible.Ask your employingoffice for Rl 79-27,which describesTCC,
and for RI 70-5, the FEHB Guide for individuals eligible for TCC. Unlessyou are separated for
gross misconducfTCC is available toyou if you arenot otherwiseeligible for continued coverage
under theProgram. For examplgpu areeligible for TCC when you retire if you are unable to
meet the fiveyear enroliment requirement for continuation of enrollnadtar retirement.

Your TCC begins after the initial free 31-day extension of coverageamtisontinuesfor up to 18
months after your separation from servicghat is, if you use TCC until itexpires 18months
following separation, yowill only pay for 17 months ofcoverage). Generally, yanustpay the
total premium (both the Government and employee shatas)a 2 percent administrativeace.

If you use yourTCC until it expires, you arentitled to another free 3ay extension of coverage
when you may convert tnongroupcoverage. If yowcancelyour TCC or stop payingpremiums,
the free 31-day extension of coverage and conversion option aeailable.

Children or formerspouseswho lose eligibility for coverage because they no longer qualify as
family membergqand who arenot eligible for benefitsunder theFEHB Program agmployees or
underthe spousequity law) also may qualiffor TCC. They also must pathe totalpremiumplus

the 2 percentadministrative charge. TCC for former family membersontinuesfor up to 36
monthsafter the qualifying event occurdpr example, the child reachege 22 orthe date of the
divorce. This includes the freB81-day extension of coverag&Vhen their TCC ends (except by
cancellation ornonpayment of premium}hey areentitled to another free 3day extension of
coverage when they may converttangroup coverage.

NOTE: If there is aelay in processingthe TCC enroliment,the effective date of thenrollment is
still the 32nd dayafter regularcoverageends. The TCC enrollee isresponsible for premium
paymentgetroactive tothe effective date andoverage mayot exceed the 18 or 3®onth period
noted above.

Separating employees— Within 61 daysafter anemployee's enroliment terminates because of
separation from service, his ber employingoffice mustnotify the employee of thepportunity to
elect TCC. The employeehas 60 daysafter separation(or after receiving thenotice from the
employing office, if later) teelect TCC.

Children — You must notify your employingffice or retirementsystem when a&hild becomes
eligible for TCC within 60 daysafter the qualifying event occurdor example the child reaches age
22 or marries.

Former spouses— You or yourformer spousemustnotify the employingoffice or retirement
system ofthe former spouse'ligibility for TCC within 60 days after the termination of the
marriage. A former spousmay alsoqualify for TCC if, during the 36-month period of TCC
eligibility, he or shdoses spousequity eligibility because of remarriage before age 96ss of the
qualifying court order.This applies even if he or shiid not electTCC while waiting for spouse
equity coverage to beginThe former spousemustcontact theemploying office within 60 days of
losing spouseequity eligibility to apply forthe remainingmonths of TCC to which he or she is
entitled.



General Information continued

Conversions to
Individual
Coverage

The employing office or retirement system has 14 days after receiving notice from you or the
former spouse to notify the child or the former spouse of 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 must elect it within 60 days
after any of the following events: the date of the qualifying event or the date he or she receives the
notice, whichever is later; or the date he or she loses coverage under the spouse equity law becaus
of remarriage before age 55 or loss of the qualifying court order.

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

When none of the above choices are available — or chosen — when coverage as an employee or
family member ends, or when TCC coverage ends (except by cancellation or nonpayment of
premium), you may be eligible to convert to an individual, nongroup contract. You will not be
required to provide evidence of good health and the plan is not permitted to impose a waiting period
or limit coverage for preexisting conditions. If you wish to convert to an individual contract, you
must apply in writing to the carrier of the plan in which you are enrolled within 31 days after
receiving notice of the conversion right from your employing agency. A family member must

apply to convert within the 31-day free extension of coverage that follows the event that terminates
coverage, e.g., divorce or reaching age 22. Benefits and rates under the individual contract may
differ from those under the FEHB Program.



Facts about this Plan

This Plan is a&omprehensive medical plan, sometimes calledathmaintenance organizatiqgiMO). Whenyou enroll in anHMO,
you are joining an organizexystem ofhealth care thafrranges in advanceith specificdoctors, hospitaland othemproviders togive
care tomembersand paysthem directly for their servicesBenefits are available onlirom Plan providers exceptduring a medical
emergency. Members are required to select a personal doctor from among participating Plan primary car@octors.
Services of a specialty care doctor centy be received by referrédom the selected primary care doctor. There are no claim farines
Plandoctors are used.

Because the Plgorovides or arranges yoware and pays the cost, skeksefficient and effectivedelivery of health services. By
controlling unnecessary or inappropriatre, itcan afford to offer a comprehensive range of benefits. In addition to providing
comprehensive health services and benefits for accidents, illness and injury, the Plan emphasizes preventive benefifesudhitas
physicals, immunizationand well-baby care. Yoare encouraged to get medical attention at the first sign of illness.

Who provides care PrimeHealth is a not-for-profiGroup Practice PrepaymeniGPP) staff-model HMO. Members
to Plan members must use PrimeHealth physicianand hospitals for thir health careservices. Most frequently

neededservices are provided #ie PrimeHealth medical complex inest Mobile or at théPlan's
Medical Centers in Daphne and Fairhope. To further enhance seRitasHealthhas networked
extensively with over 360 primary care and specialty physicians throughouthe community,
utilizing eight area hospitals, #2harmaciesand otherhealth careproviders. Hospitalization is
arranged by yourPrimeHealth doctor abne of thefollowing facilities: USA Knollwood Park
Hospital, USA Medical CenterUSA Doctors (USA Women'snd Children's Hospital), Thomas
Hospital, North Baldwin Hospital, South Baldwin Hospital, VaugianksonMedical Center and
Atmore CommunityHospital.

Role of a primary The first and mostimportant decisioreachmember must make e selection of g@rimary care

care doctor doctor. The decision is important since it ihroughthis doctorthat all other health services,
particularly those of specialists, are obtained. It is the responsibility of proaary caredoctor to
obtain anynecessary authorizatiofiom the Planbefore referring you to a specialist or making
arrangements fdnospitalization. Services of other providers are coverdd if you have been
referred by yourmprimary care doctor, with théollowing exceptions: avomanmay see herPlan
OB/GYN directly, and routineeyeand dental care do not require a referral.

h . The Plan's provider directory listsrimary care doctors (family practitioners, pediatricians, and

Choosing your internists), with their locations and phonembers,and notes whether anot the doctor isaccepting

doctor new patients. Directories are updated on a redhdaisand are available at the time @firollment
or upon request by calling thdembersServices Department at 334/342-5454; gan also find
out if your doctor participatesvith this Plan by calling thimmumber. If you ardnterested in
receiving care from a specific provider who is listed in the directafthe provider to verifythat
he or she still participatesith the Plan and iacceptingnew patients. Important note: When you
enroll in this planservices (except for emergency benefits) are provided thitvegRlan's delivery
system; the continueavailability and/or participation ainy one doctor, hospit or other provider,
cannot be guaranteed.

If you enroll, youwill be asked tdet the Planknow which primary caredoctor(s) you'veselected
for you andeachfamily member by sending selection form to the Plan. If yoweedhelp choosing
a doctor,call the Plan. Membensay change #ir doctor selection by notifyinthe Plan 3Gdays in
advance.

If you are receivingservices from a doctowho leaves the Plan, the Plan will payr covered
servicesuntil the Plancan arrangewith you for you to beseen byanother participating doctor.



Facts about this Plan continued

Referrals for
specialty care

For new
members

Hospital care

Out-of-pocket
maximum

Deductible
carryover

Submit claims
promptly

Except in a medicatmergency, or whethe primary caredoctor has designated another doctor to
seehis or her patients, you must receive a referfam your primary caredoctor before seeing any
other doctor or obtaining special servic€eferral to a participating specialist is given atphienary
caredoctor's discretion; if non-Plan specialists or consultants are reqthieqaimary care doctor
will arrange appropriate referrals.

When youreceive a referral fromyour primary care doctoryou mustreturn to theprimary care
doctor after the consultation. Afbllow-up caremust beprovided or arranged kihe primary care
doctor unless your doctor authorizes additional visits.nBtogo tothe specialisfor a second visit,
unless your primary care doctoas arrangedor, and the Plan haissued an authorization for, the
referral in advance.

If you arealready under the care ofspecialist who is #lan participantyou must still obtain a
referralfrom a Plan primary caredoctorfor the care to beovered by the Plan. If the doctor who
originally referred you to this specialist is now y&tan primary care doctoryou need onlycall to
explain that yoware now &lanmemberand ask thayou bereferred for your next appointment.

If you are selecting aew primarycare doctor and want to continwéth this specialist, you must
schedule an appointment #wat the primary caredoctor can decidewhether totreat the condition
directly, or refer you back to the specialist.

If you require hospitalization, youprimary care doctor or authorized specialist withake the
necessary arrangemesd continue tsupervise youcare.

Copaymentsare requiredfor a few benefits. However, copaymentgll not be required for the
remainder of the calendar yeafter your out-of-pocketexpenses for services provided or arranged
by the Plan reach $4,904.64 per Self Only enrolimerg#9651.52per Self and Family enroliment.
This copaymenmaximum doesiot include ©sts of prescription drugs.

You should maintain accurate records tie copayments made, as it is your responsibility to
determine when the copaymemtaximum isreached. You arassured a predictabaximum in
out-of-pocket costs focoveredhealth andmedical needs.Copayments arelue when service is
rendered, except for emergency care.

If you changed to thi®lan during open seasorfrom aplanwith a deductible and the effective
date of the changevas after January 1,any expensesthat would have applied to thaplan's
deductible will be covered by yowld plan if they arefor careyou got in &nuary before the
effective date of your coverage in tfan. If youhave already met thdeductible in full, your old
plan will reimbursethese covered expenses. If ymave not met it irfull, your old plan will first
apply your covered expenses to satibiy rest of the deductible artden reimburseyou for any
additionalcovered expenseshe old plan will pay thesecovered expensesccording to this year's
benefits; benefit changes are effective January 1.

When you areequired tosubmit a claim tothis Planfor covered expenses, submit yoclaim
promptly. The Plan willnot pay benefits for claims submittethter thanDecember 31 of the
calendar year following the year in which tle&pense wasncurred, unless timelyiling was
prevented by administrative operationsGhvernment odegal incapacity, providedhe claim was
submitted as soon as reasonably possible.



Facts about this Plan continued

Other
Considerations

The Plan’s
Service and
Enrollment
Areas

Plan providers will follow generally acceptedmedical practice in prescribing any course of
treatment. Before you enroll in this Plan, yshoulddetermine whether yowill be able to accept
treatment or procedures that mayreeommended by Plan providers

The service arefor this Plan, where Plaprovidersand facilities are located, is tmme as the
enrollment area listed on the front cover of this brochure (the area in ydhicmustlive or work to
enroll inthe Plan). Benefitfor care outside the service area are limite@rmergency services, as
described on page 13.

If you or a covered family member move outside the enrollragzd, or ndongerwork there, you
may enroll in anotheapprovedplan. It isnot necessary to waiintil you move orfor the open
season to make suctclaange; contact youemploying office or retirementsystem for information
if you are anticipating a move.



General Limitations

Important notice

Circumstances
beyond Plan
control

Other sources
of benefits

Medicare

Group health
insurance and
automobile
insurance

Although a specific service may be listed as a benefit, it will be coVergeu only if, in

the judgment of youPlan doctor, it isnedically necessary for the preventidiggnosis, or
treatment of your illness or conditionNo oral statement of any person shall

modify or otherwise affect the benefits, limitations and exclusions of this

brochure, convey or void any coverage, increase orreduce any benefits
under this Plan or be used in theprosecution or defense of a claimunder

this Plan. This brochure is based on text included in the coneteteenOPM and this

Plan and isntended to be a complestateme nt obenefitsavailable toFEHB members.
You should use thisbrochure to determine your entitlement to benefitdowever, if

conflicts are discovered between the language of this brochure and the contreantrtet
will control.

In the event of major disaster, epidemic, war, riot, civil instioec disability of a
significant number ofPlan providers, complete gpartial cestruction of facilities, oother
circumstances beyond the Plan's contta, Plan willmake a goodaith effort to provide
or arrange for covered services. Howeteae, Plan will not baesponsible for anglelay or
failure in providing service due to lack of available facilitiesp@rsonnel.

This section appliesvhen you or your family members arentitled to benefits from a
source other than this Plan. You mdisclose information abouithersources ofbenefits
to the Plan and complete altcessary documendsid authorations requested by the Plan.

If you or a covered family member is enrolledtliis Plan andPart A,Part B, or Parts A
and B of Medicare, benefitsvill be coordinatedwith Medicare according to Medicare's
determination of which coverage is primary. Generally, you doeed to take any action
after informing the Plan ofyour or yourfamily member'seligibility for Medicare. Your
Planwill provide you with further instructions if a Medicare claim needs talée: f

This coordination of benefits (double coverage) provisipplieswhen a persogovered
by this Planalso has, or is entitled tmenefitsfrom, any othergroup health coverage, or is
entitled to thepayment of medicahnd hospital costainder noefault or other automobile
insurancethat pays benefits without regard to faulanformation abouthe other coverage
must be disclosed tihis Plan.

When there isdouble coveragéor covered benefits, other than emergeseyvices from
non-Planproviders, thisPlan will continue toprovide its benefits in fullbut is entitled to
receivepayment for the services and supplies providedhdoextentthat they are covered
by the other coverage, #iault or other automobile insurance any other primary plan.
One plan normally payss benefits infull as the primary payer,and the otheplan pays a
reduced benefit as the secondary payer. WherPthis is the semdary payer, itvill pay
the lesser of1) its benefits in full, or(2) a reduced amount whichwhen added to the
benefits payable by the other coveragell not exceed reasonable charges. The
determination of whichhealth coverage isprimary (pays itsbenefits first) is made
according to guidelines provided by the National Association of Insur@nogmissioners.
When benefits are payable under automobile insurance, including natawtjtomobile
insurer is primary (pays its benefits first) if it is legly obligated



General Limitations

continued

CHAMPUS

Medicaid

Worker’s
Compensation

DVA facilities,
DoD facilities,
and Indian

Health Service

Other Government
agencies

Liability insurance
and third party
actions

to provide benefits for health care expenses without regard to tethith benefitscoverage
the enrollee may haveThis provision applieswhether ornot a claim is filed under the
other coverage. When applicable, authorizatiomust be given this Plan to obtain
information about benefits or servicasgailable from the other coverage, or rexover
overpayments from other coverages.

If you are covered byoth this Plan and the Glian Healthand Medical Program of the
Uniformed Services(CHAMPUS), this Plan will paybenefits first. As anember of a
prepaid plan, specidimitations on yourCHAMPUS coverage apply; youprimary care

provider mustauthorizeall care. Segrour CHAMPUS Health BenefitsAdvisor if you

havequestions about CHAMPUS coverage.

If you are covered by both thiflan andMedicaid, thisPlan will pay kenefits first.

The Plan willnot pay for servicesrequired as theesult of occupational disease or injury
for which any medical benefits are determined by the Office of Work@oesnpensation
Programs (OWCP) to heayable undeworkers' compensation (under sect&¥03 of title

5, U.S.C.) or by aimilar agency under another Federal or State. This provision also
applieswhen athird party injury settlement or other similar proceeding provides medical
benefits in regard to a claimnder workers' compensation @imilar laws. If medical
benefits providedinder such laws amxhaustedthis Plan will befinancially responsible
for services or suppliethat areotherwise covered by this PlaThe Plan is entitled to be
reimbursed by OWCP (or the similar agency) for services it provigedvere laterfound

to be payable by OWCP (or the agency).

Facilities of theDepartment of Veterans Affairthe Department of Defenseand the
Indian Health Service are entitledgeekreimbursement fronthe Planfor certain services
and supplies provided to you or a familmember tothe extentthat reimbursement is
required under the Federal statutes governing such facilities.

The Plan willnot provide benefits for serviceand supplies paidor directly or indirectly
by any other local, State, or Federal Government agency.

If a covered person is sick onjured as a result of the act@mission ofanotherperson or
party, the Plan requires that it beimbursed foithe benefitgorovided in an amourriot to
exceed thamount ofthe recovery, orthat it besubrogated to the person's rights to the
extent of thebenefits receivedunder this Planincluding theright to bring suit in the
person's name. If you need more information about subrog#ierPlan willprovide you
with its subrogation procedures.



General Exclusions

All benefits aresubject to thdimitations and exclusions inthis brochure. Although a specific service may be listed as a
benefit, it will not be covered for youunless your Plan doctor determines it is medically necessary toprevent,
diagnose ortreat your illness or condition The following are excluded:

e Care by non-Pladoctors or hospitals except for authorized referrals or emergencies (see Emergency Benefits);

*  Expensesncurred while not covered by thi#an;

»  Services furnished drilled by a provider ofacility barred from the FEHB Program;

e Servicesnot required according to acceptsthndards of medical, dental, or psychigtriactice;

*  Procedures, treatments, drugsdevicesthat are experimental or investigational;

»  Procedures, services, drugisd suppliesrelated to sexransformations; and

e Procedures, services, drugs, and suppdilded toabortions, except whethe life of the motherwould be endangered tifie fetus
were carried to term.



Medical and Surgical Benefits

What is covered A comprehensive range gireventive, diagnostiand treatment services is provided by
Plandoctorsand other Plaproviders. This includeall necessaryffice visits; you pay a
$10 office visit copay, but no additional copiay laboratory tests anX-rays. Within the
service areahouse calls will be provided if, in the judgment of the Plan doctor, carehis
necessanand appropriateyou pay nothing for a doctor'sousecall or home visits by
nurses andhealthaides.

The following services are included:

Preventive care, including well-baby care and periodic check-ups
Routine immunizationgind boosters

Consultations by specialists

Diagnostic procedures, such as laboratorydadt X-rays

Complete obstetrical (maternitygare for all covered females, including prenatal,
delivery and postnatalcare by a Plaroctor (office visit copayapplies tofirst visit
only). If enrollment in theéPlan isterminated during pregnancy, benefitdl not be
provided after coverage under thPlan hasended. Ordinary nursergare of the
newbornchild during the covered portion of theother's hospital confinement for
maternity will be covered under eitheiSelf Only or Selfand Family enroliment;
other care of an infant wheequiresdefinitive treatmentwill be coveredonly if the
infant iscovered under a Self and Family enroliment.

Voluntary sterilization and family planning services
Diagnosis and treatment of diseaseshefeye

Allergy testingand treatment, including testingnd treatment material{such as
allergy serum)

The insertion of internal prosthetic devices, suctpasemakergand artificial joints.
The cost of the device is covered except for cochlegeiaite implants

Cornea, heart, kidney, livelyng (single or double), heart/lungnd pancreas/kidney
transplantsallogeneic (donor) bone marrowiransplants; autologous bomearrow
transplants (autologous sterall and peripheral stencell support) forthe following
conditions: acute lymplocytic or non-lymphocytic leukemia, advanced Hodgkin's
lymphoma, advanced nomHodgkin's lymphomaadvanced neuroblastombreast
cancer; multiple myeloma; epithelial ovarian cancer; and testicular, meslmal,
retroperitoneal and ovarian germ deiinors. Relatedmedicaland hospitakxpenses
of the donor are covered when the recipient is covered by this plan.

Dialysis

Chemotherapy, radiation therapy, and inhalation therapy

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS



Medical and Surgical Benefits continued

Limited Benefits

e Surgical treatment ahorbid obesity
»  Orthopedic devices, such brsaces

* Home healthservices of nurseand healthaides including ritravenousfluids and
medications, when prescribed fpgur Plan doctor, who will periodally review the
program for continuing appropriateness aeed

» Al necessary medical or surgical care in a hospital or exteratedfacility from Plan
doctorsand other Plaproviders.

. Blood and bloodderivatives

Oral and maxillofacial surgery is provided fomondental surgicaind hospitalization
procedures foicongenital defects, such as cligft and cleft palate, andor medical or
surgical procedures occurring within adjacent to the oral cavity or sinusesluding, but
not limited to, treatment of fractureand excision oftumors and cysts. All other
procedures involving theeeth orintra-oral areas stounding the teeth are noicovered,
including any dental car@éwvolved in treatment otemporomandibulajoint (TMJ) pain
dysfunction syndrome.

Reconstructive surgery will be provided to correct a condition resultingoh a
functional defect or from an injury osurgerythat hasproduced a majoeffect on the
member'sappearance and if treondition can reasonably be expected to terrected by
suchsurgery.

Short-term rehabilitative therapy (physical, speechnd occupational) iprovided on
an inpatient or outpatienbasis for up totwo months per condition if significant
improvementcan beexpected within twanonths;you pay a $10 opay per outpatient
session. Speech therapy is limited toeatment of certaispeech impairments afrganic
origin. Occupational therapy is limited to services te#ist the member @rhieve and
maintain self-care aninprovedfunctioning in other activies of daily living.

Diagnosis and treatment of infertility, as well as artificial insemination, are

covered; you paya $10 copay; cost of donaperm isnot covered. Fertility drugs are
not coveredOther assisted reproductive technology (ART) proceduressuch as
in vitro fertilization andembryo transferare notcovered.

Cardiac rehabilitation following a heart transplant, bypass surgery or a myocardial

infarction, is provided for up to a 36-week program; you pay $10 for the program.

Prosthetic devices such as artificial limbs and interndénses following cataract
removal, are limited to the initial device only.

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS



Medical and Surgical Benefits continued

What is not *  Physical examinationshat are notnecessary fomedical reasons, such d&sose

covered requiredfor obtaining or continuing employment or insuranatiending school or
camp, ortravel

» Reversal of voluntary, surgically-induced sterility

»  Plastic surgery primarily for cosmetic purposes

*  Transplants not listed a®vered

e Hearing aids

. Podiatric services

*  Chiropractic services

e Durable medical equipment, such as wheelchairs and hospital beds

* Long-term rehabilitative therapy

»  External lenses, such as eyeglasses or contacts, folloatagctremoval

. Homemaker services

. Foot orthotics

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS



Hospital/Extended Care Benefits

What is covered
Hospital care

Extended care

Hospice Care

Ambulance care

Limited benefits
Inpatient dental
procedures

Acute inpatient
detoxification

What is not
covered

The Planprovides a comprehensive range of benefits witdaflar or day limitwhen you
are hospitalized under thmare of a Plan doctor.You pay nothing. All necessary
services are covered including:

e Semiprivate room accommodations; wheRlan doctor determines it is medically
necessary, the doctor mayescribe private accommodations or privéiy nursing
care

»  Specialized care units, suchiatensive care or cardiaare units
»  Blood and bloodderivatives

The Planprovides a comprehensive range of benefits for up tda§8 per calendar year
when full-time skilled nursingcare isnecessaryand confinement in a skilled nursing
facility is medically appropriate as determined blan doctorand approved bythe Plan.
You pay nothing. All necessary services are coveredhcluding:

*  Bed, board and genenalirsing care

e Drugs, biologicals, supplieand equipmentordinarily provided or arranged by the
skilled nursing facility when prescribed byPéan doctor.

Supportiveand palliative cardor a terminally il member iscovered in the home or a
hospice facility. Services include inpatiemd outpatient care, arfidmily counseling; these
services are provided under the direction Bandoctor who certifieghat the patient is in
the terminal stages of illnessijth alife expectancy ofapproximately six months dess.
Care shalhot exceed 180 consecutive days beyond initial approval by the Plan.

Benefits are provided for ambulance transportation ordered or authorizéldnydactor.

Hospitalization for certain dentalprocedures is coveregthen aplan doctor determines
there is a needor hospitalizationfor reasongotally unrelated to theental pocedure; the
Plan will cover the hospitalizatiout not the cost of theprofessionaldental services.
Conditions forwhich hospitalization would be coverddclude hemophilia and heart
disease; the need for anesthesia, by itself, is not such a condition.

Hospitalization for medical treatment of substaneduse is limited toemergencycare,
diagnosis, treatment of medical conditiorm)d medical management of withdrawal
symptoms(acutedetoxification) if thePlan doctor determineshat outpatientmanagement
is not medically appropriate. Spage 14or nonmedical substan@busebenefits.

*  Personal comfort itemsuch as telephone atglevision, other than at USAMC

»  Custodialcare, restures, domiciliary or convalescent care

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS



Emergency Benefits

What is a A medical emergency is the suddand unexpected onset of a condition or igjury that
medical requires immediate medical or surgicale. Some problems are emergenciesapse, if

not treatedpromptly, they might becomenore seriousgxamplesinclude deepcuts and
emergency? broken bones. Others are emergencies because they are potentially life-threatening, such -

heart attacksstrokes, poisonings, gunshot wounds,sodden inability to breatheThere
are many otheacuteconditionsthat the Plan maydetermine are medical emergencies —
what they allhave incommon is the need for quick action.

Procedure to If you are in an emergency situatigneasecall your primary care doctor. In extreme
follow emergencies, if you are unabledontactyour doctor,contact thdocal emergency system

(e.g., the 911 telephone system) or go tortbaresthospital emergencyoom. Be sure to
tell the emergencyoom personnethat you are a Plamember sdhey can notify the Plan.
You or a family member should notifiae Plan within 4&ours. It isyour responsibility
to ensure that the Plan hlasentimely notified.

If you need to behospitalized in a non-Plaiacility, the Planmust be notified within 48
hours or on the first workinglay following your admissionunless it wasot reasonably
possible to notify thélan within thattime. If you are hospitalized in ndPlan facilities
and Plandoctors believe carecan bebetter provided in aPlan hospital,you will be
transferred when medically feasible wihy ambulance charges coverediiti.

Benefits within the Benefits are availabléor care from non-Plarproviders in a medical emergenoply if
Service area delay in reaching a Plgsrovider would result irdeath, disability or significant jeopardy to
your condition.

Plan pays ... Reasonable chargdsr emergency services the extent theservices woulchave been
covered if received from Plan providers.

You pay ... $25 per hespital emergencyoom viit or urgentcare center visifor emergencyservices
that are covered benefits of this Plan. If the emergeesylts in admission to a hotj
the copay is waived.

Benefits outside the Benefits are availabléor any medically necessaryhealth servicethat is immediately
Service Area required because of injury or unforeseen illness.

If you need to behospitalized, thd’lan must benotified within 48 hours or on thérst
working day following your admission, unless it was not reasonably possibleotify the
Plan within that time. If a Plandoctor believesare can bebetter provided in @lan
hospital, you will be transferredhen medically feasiblewith any ambulance charges
covered infull.

Plan pays ... Reasonable charges for emergency care services to thetbgteatvices woulchave been
covered if received from Plan providers.

You pay ... $25 per hespital emergencyoom viit or urgentcare center visifor emergencyservices
that are covered benefits of this Plan. If the emergemesylts in admission to a hotgj
the emergency copay is waived.



Emergency Benefits continued

What is covered

What is not
covered

Filing claims for
non-Plan providers

«  Emergency care at a doctor's office or an urgent care center
*  Emergency care as amtpatient or inpatient at a hospitaicluding doctors' services

*  Ambulance service approved by the Plan

e  Elective care or nonemergencsre

»  Emergency care provided tide the service area if the nefed carecould have been
foreseen before leaving the servarea

* Medical and hospitalcosts resultingfrom a normal full-term delivery of a baby
outside the servicarea

With your authorizationthe Plan will pay benefits directly to the providers of your
emergency care upon receipt oitrclaims. Physician claimshould be submitted on the
HCFA 1500 claim form. Ijou are required tpay for the services, submittemized bills
and your receipts to the Plafongwith an explanation afhe services and théentification
information from your ID card.

Payment will be sent tgou (or the provider if you didot pay the bill), unlessthe claim is
denied. If itis denied, you will receiveotice of thedecision, including theeasons for the
denial andthe provisions othe contract on whicldenial wasbased. If you disagreeith
the Plan's decision, you may request reconsideration in acconsindae disputed claims
procedure described page 18.

This Plan hasagreementsvith other HealthPlans forthe provision of urgentare when
you are outside the Plan's servarea. Please contact the PlarB34/342-0022 fodetails.



Mental Conditions/Substance Abuse Benefits

Mental conditions
What is covered

Outpatient
care

Inpatient
care

What is not
covered

Substance Abuse
What is covered

Outpatient care

Inpatient
care

What is not
covered

To the extentshown below,the Planprovides the following services necessary for the
diagnosisand treatment ofacutepsychiatric conditions, including the treatment of mental
illness ordisorders:

»  Diagnosticevaluation
e Psychological testing
*  Psychiatric treatment (including individuaihd group therapy)

»  Hospitalization (including inpatient professional services)

Up to $2,000 or 20 outpatientdsits (whichever is greater) #®lan doctors, consultants, or
other psychiatric personnebchcalendar yearyou pay 20% of charges foreachcovered
visit - all charges thereafter.

Up to 30 days of hospitalization each calengzar;you pay nothing forthe first 30 days
- all charges thereafteiThese 3@ays of inpatient care can lkschanged on a twimr one
basis for up to 60 days dhy treatment.

»  Carefor psychiatric conditionghat in the professional judgment d®lan doctors are
not subject tosignificant improvement through relatively shegetm treatment

»  Psychiatric evaluation or therapy on court order or as a conditiopamfle or
probation, unless determined b¥Pkn doctor to beecessarand appropriate

»  Psychological testinghat is notmedically necessary to determine the appropriate
treatment of a short-term psychiatric condition

This Planprovides medicaand hapital servicesuch asacute detoxificatiorservices for
the medical, non-psychiatric aspects of substatmgse, including alcoholisrand drug
addiction, the same as for any other illness or conditiod,to the exterghown below, the
services necessary for diagnoaigl treatment.

Up to $2,000 or 20 outpatientsits (whichever is greater) ®lan providers fortreatment
each caledar year; you pay 20% charges for each covered visgll charges thereafter.

Up to 30 daysper calendaryear in a substance abuse rehabilitaiotermediate care)
program in analcohol detoxification or rehabilitatiooenter approved bythe Plan;you

pay nothing duringthe benefit period all charges thereafter. These 30 days of inpatient
care can be exchanged on a two for one basis for up to 60 ddggtafatment.

e  Treatment that is not authorized by a Plan doctor

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS



Prescription Drug Benefits

What is covered Prescription drugs prescribed bykan or referratloctorand obtained at a Plgsharmacy
will be dispensed for up to a @y supply. You pay a $10 opay per prescription unit
or refill for generic drugs or for nambrand drugs when gesric substitution is not
permissible. When generic substitution is permisgitée a generic drug is available and
the prescribing doctor doemt require the use of aamebrand drug), but you request the
name brand drugjou pay the price difference between the genema thenamebrand
drug as well as the $10 coppgr prescription unit or refill.

Drugs areprescribed byPlan doctorsand dispensed inaccordance with th@lan's drug
formulary. Non-formulary drugs will be covered when prescribed Blaadoctor.

Covered medicationand accessoriegiclude:

»  Drugs for which a prescription is required by law

e Oral and injectable contraceptive drugs

»  Contraceptive devices, including contraceptive diaphragms

» Insulin (copay applies to each vial)

» Disposable needles and syringes needed to inject covered prescribed medication

Intravenousdfluids and medicationfor home use, covered implantalideugs,and some
injectable drugs are covered under Medical and Surgical Benefits.

What is not *  Drugs available without a prescription or for which there is a nonprescription
covered equivalent available

*  Drugs obtained at a non-Plan pharmacy except for out-of-area emergencies

*  Vitamins and nutritional substances that can be purchased without a prescription
»  Disposable medical supplies

» Diabetic supplies, except needles and syringes

»  Drugs for cosmetic purposes

»  Drugs to enhance athletic performance

*  Fertility drugs

*  Smoking cessation drugs and medication, including nicotine patches

* Implanted time-release medications, such as Norplant

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS



Other Benefits

Dental care
What is covered

Accidental injury
benefit

What is not
covered

Vision Care
What is covered

What is not
covered

The following preventive services are covergdthen provided byparticipating Plan
dentists;you pay a $10 copayer visit:

Prophylaxis cleaning (twice a year)
Annual topical application of fluoride
Preventive dental instructions
X-rays, including bite wings

Oral exam and treatment plan
Vitality test

Oral cancer exam

Restorative serviceand supplies necessary toromptly repair (but not replace)sound
natural teeth.The needfor theseservices mustesult from anaccidental injuryoccurring
while the member is covered undbe FEHB Program; you payothing.

. Other dental services not shown as covered

In addition to the medicand surgical benefits provided for diagnosasd treatment of
diseases of the eyeye refractions (to provide aritten lens prescription for eyeglasses)
may be obtaineffom Plan provider®nceevery 24 months for membeage 18and older
and onceevery 12 months for membeusderage18. You pay &10 copayper vsit.

»  Corrective lenses or frames (including the fitting of lenses)

*  Eye exercises

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS



How to Obtain Benefits

Questions

Disputed claims
Review
Plan reconsideration

OPM Review

If you have aquestion concerninglan benefits or how to arranger care, contact the
Plan'sMembershipServices Office a{334) 342-0022 oiyou may write to thePlan at
1400 University Boulevard S., Mobile, AL 36609.

If a claim for payment or services is deniedthg Plan, younustask the Plan, imwriting
andwithin six months of the date of the denial, to reconsidetdtsal before you request a
review byOPM. (This time limit may beextended if yotshowyou were prevented by
circumstances beyongour control frommaking your request within thdéime limit.)
OPM will not review your requestinless you demonstratihat you gave the Plan an
opportunity to reconsider your claimYour written request to th®lan must sate why,
based on specific benefitrovisions inthis brochure, yolbelieve thedenied claim for
payment orserviceshould havebeenpaid or provided.

Within 30 daysafter receipt of your requedor recongleration, thePlan must affirm the
denial in writing to you, pay the claim, provide the service, or request additional
information reasonably necessary to make a determination. Plaheisks a provider for
information, it wil send you a copy of this requesttla® same timeThe Plan has 3@ays
after receiving theinformation to give its decision. If thisnformation isnot supplied
within 60 days, the Plan will base its decisionttmminformation it has on hand.

If the Planaffirms its denial, you have the right to requestegiew by OPM to determine
whetherthe Plan's actions are in accordamaéh the terms of its contract. You must
request theeview within 90 daysafter the date of theéPlan's letter affirming its initial
denial.

You may alscask OPM for a review ifthe Planfails to respondwithin 30 days of your
written requestfor reconsideration or 3@lays after you have supplied additional
information to the Plan. In this cas®PM mustreceive arequestfor review within 120

days of your request to the Plom reconsideration or of the date you were notifteat the

Plan needed additionaiformation, either from you or from youtoctor or hospital.

This right is available only tojou or the executor of a deceased claimant's estate.
Providers,legal counsel,and other interestedarties may act as your representative only
with your specific writtenconsent topursue payment ahe disputed claim.OPM must
receive a copy ofjour written consent with #r requestfor review.

Your written requestfor an OPM reviewmust state whybased on specific benefit
provisions inthis brochure, yolbelieve thedenied claimfor payment orservice should

have beenpaid or provided. If thdlan hasreconsiderechnd deniedmore than one
unrelated claim, clearly identify the documents for each claim.

Your request must include the following information or it willle¢éurned by OPM:
* A copy of yourletter to the Plamequesting reconsideration;
 Acopy of the Plan's reconsideration decis{rthe Planfailed to respond,provide

instead (a) the date of your request to the Plafbpthe dates th&lan requested and
you provided additional information to the Plan);



How to Obtain Benefits continued

 Copies ofdocumentsthat supportyour claim, such agoctors' letters, opative
reports, bills, medical records, and explanation of benefit (EG#)s; and

e  Your daytime phone number.

Medical documentation ceivedfrom you orthe Planduring the review process becomes
a permanenpart of the disputedlaim file, subject to theprovisions ofthe Freedom of
Information Act andthe Privacy Act.

Send your request for review to:
Office of PersonneManage ment
Office of InsurancéPrograms
Contracts Division |l

P.O. Box 436

Washington, DC20044.

You (or apersonacting onyour behalf) maynot bring a lawsuit to recover benefits on a
claim for treatment, services, supplies or drugs coveredhisy Plan until you have
exhausted th®©PM review procedure, edilished at sectiol890.105,title 5, Code of
FederalRegulations (CFR). If OPM upholdse Plan's decision on your claimnd you
decide tobring a lawsuitbased on the denial, the lawsaitust bebrought no latethan
December 31 of the thirgear after the year in which tlservices or supplies upon which
the claim is predicated were provideBursuant tesection890.107 title 5, CFR, such a
lawsuit must be brought against the Office of Personnel Managenfesdénal court.

Federal lanexclusivelygovernsall claims for rekf in a lawsuitthat relates to thisPlan's
benefits or coverage or paymentith respect tahose benefits. Judiciaction onsuch
claims is limited to the record thatas before OPM when it rendered dscision affirming
the Plan'sdenial of the benefit. The recovery in such a suit is limited to tlenount of
benefits indispute.

Privacy Act statement — If you askOPM to review adenial of aclaim for payment or
service, OPM is authorized by chapter 8%t 5, U.S.C., touse theinformation collected
from you and the Plan taletermine if thePlan has actegroperly in denying you the
payment or servicegnd theinformation socollected may balisclosed to you and/or the
Plan insupport ofOPM's decision on the disputed claim.



Notes




How PrimeHealth Changes January 1997

Do not rely on this page; it is not an official statement of benefits.

Benefit Changes

Clarifications

Under "Medicaland Surgical Benefits," lung (single or double), heart/lung, and
pancreas/kidnehave been added to thst of covered transplantsPreviously,these
transplants wereot covered. Medical and hospital expenses of a transplant donor are
covered only when the recipient isr®mber ofthe Plan.

Under "Medical and Surgical Benefits," foot orthotics are no longer covered.

Under "Medicaland SurgicalBenefits," thecardiac rehabilitation benefit hadeen
changed. Theew benefit is a 36-weelprogram,with the member payingne $10
copay for the program. Previously, the benefit aeailablefor up to 36visits, with
a $10 copayper visit.

Under "Hospital/Extende®are Benefits," hospicecare benefits cannot exceed 180
consecutive days beyond timitial approval of the Rn. Previouslythere was no
time limit.

Under "Medicaland Surgical Benefits," only internal lenses following cataract
removal are covered. External lenses, such as eyeglasses or cargauit;overed.

"Prescription Drug Benefitshave beenclarified to show that disposable medical
suppliesare notcovered.

The brochure habeen clarified tashow thatblood and bloodlerivatives are covered.

"Prescription Drug Benefitshave beertlarified to showthat diabeticsuppliesother
than needleand syringesare notcovered.

The use of a Plan identification card to obta@mefits after you are no longer enrolled
in the Plan is a fraudulent action subjecte@iew by the Inspector General.

Medical data that doe®ot identify individual membersmay bedisclosed as aesult
of bona fide medical research or education.

Generalnformation When a family member is hospitalized the effective date of
an enrollmentchange andontinues tareceive benefitsunder theold plan, benefits
under thenew plan will begin forotherfamily members orthe effective date of the
new enrollment.

An enrolleewith Self Only coveragevho is expecting a baby or the addition of a
child may change to 8Self and Family enrollment up to 60 dayafter the birth or
addition.

Annuitants and former spouseswith FEHB coverage, and who areovered by
Medicare Part B, majoin a Medicare prepaid plan if they dwt haveMedicarePart
A, but they will probablyhave to payfor hospitalcoverage. They maglso remain
enrolled under an FEHB plan when they enroll in a Medicare prepaid plan.



How PrimeHealth Changes January 199 7ontinued

Other changes

Federal annuitants are not required to enrdli@dicare Part B (Part A) in order to be
covered under thEEHB Program;nor are theirFEHB benefits reduced if they do
not have Mdicare Part B (Part A).

Temporarycontinuation of coverage (TC@r employees or familynembers who
lose eligibility for FEHB coverage includesne free 31-dayextension of coverage
and may include aesond. How these are coordinatexts been clarifiednotification
and election requirements have also been clarified.

"Conversion to individual coverage" doest require evidence of good health and the
plan isnot permitted toimpose awaiting period orlimit coveragefor preexisting
conditions; benefitand rates under the individual contract ndiffer from those
underthe FEHB Program.

"Nonexperimental implants" igow termed "Theinsertion of internal prosthetic
devices". The cost of the devices is covered except for cochlpanitimplants.

The Plan hageciprocity agreementsith other HealthPlans forurgent care outside
the Plan's servicarea. Contact the Plan384/342-0022 for details.

Enrollees whachange theiFEHB enrollments using Employee Expresay call the
Employee ExpresslELP number tabtain a letteconfirming that change if their ID
cards do not arrive by the effective datehef enrollmenthange.

The Plan willnot pay for servicesrequired as theesult of occupational disease or
injury for which any medical benefits are determined by the Office @brkers
CompensationPrograms (OWCP) or amquivalent agency to be payahlader
workers' compensation @imilar Federal oiState law. The Plan is entitled to be
reimbursed by OWCP dhe equivalent agency for services it provideat were later
found to be payable by OWCP the agency.

Disputedclaims If your claim for payment or services is deniedthg Plan, and you
decide to aslOPM to reviewthat daial, youmustfirst ask the Plan tageconsider
their decision. Younustnow request tir reconsideration withirsix months of the
denial (previously, you hadneyear to do this).This time limit may beextended ff
you showyou were prevented bgircumstances beyongbur control fom making

your request within the time limit.

Providers, legal counsednd other interesteglarties may act as your representative in
pursuing payment of a disputethaim only with your written consent. Any lawsuit to
recover benefits on eaim for treatment, services, supplies or drugs covered by this
Plan must be broughégainst the Office oPersonnel Management firederalcourt

and only after you have exhaustbé OPM review procedure.



Summary of Benefits for PrimeHealth - 1997

Do not rely on this chart alone. All benefits areprovided infull unless otherwisendicated subject to thémitations and
exclusionsset forth in the brochureThis chartmerely summarizescertain importanexpenses covered ltige Plan. If youwish to
enroll or change youenrollment in this Plan, be sure to indicate the correct enrollogei® onyour enroliment érm (codesappear on
the cover of thisbrochure). ALL SERVICES COVERED UNDER THIS PLAN, WITH THE EXCEPTION OF

EMERGENCY CARE, ARE COVERED ONLY WHEN PROVIDED OR ARRANGED BY PLAN DOCT ORS.

Benefits Plan pays/provides
Page
Inpatient Hospital Comprehensive range of medical and surgical services without dollar or
care day limit. Includes in-hospital doctor care, room and board, general nursing
care, private room and private nursing care if medically necessary, diagnostic
tests, drugs and medical supplies, use of operating room, intensive care and
complete maternity careYou pay NOthiNG.........ccvvevereeiiiiiieee e 17
Extended care All necessary services, up to 60 days per y¥au pay nothing..................c......... 17
Mental Diagnosis and treatment of acute psychiatric conditions for 30 days of inpatient
Conditions care per yearYou Pay NONING..........ocvieeieeerieeieeeesseeseeseees s eesteesseeseeseeenseeeeas 20
Substance Up to 30 days per year in a substance abuse treatment progoanpay
Abuse TMOTNING. ...ttt ettt ettt s bttt sttt e st ne bt es et nns 20
Outpatient Comprehensive range of services such as diagnosis and treatment of iliness or
care injury, including specialist's care; preventive care, including well-baby care,
periodic checkups and routine immunizations; laboratory tests and X-rays;
complete maternity careYou pay a $10 copay per office visit; nothing per house
CAlI DY @ HOCTOL. ......eeiiitiee ettt ettt s 14-15
Home health All necessary visits by nurses and health aides. You payothing.......... 14-15
Care
Mental Up to $2,000 or 20 outpatient visits per year; whichever is gredter.pay 20%
conditions OF CNAIGES 1 vttt ettt ettt s ettt et ee 20
Substance Up to $2,000 or 20 outpatient visits per year; whichever is gredar.pay 20%
Abuse o LIo 1= L= T 20
Emergency care Reasonable charges for services and supplies required because of a medical
emergency.You pay a $25 copay to the hospital for each emergency room visit
and any charges for services that are not covered by this Plan ...........ccccceeeevieeeinnen. 1
Prescription drugs Drugs prescribed by a Plan doctor and obtained at a Plan phari@ecyay a
$10 copay per prescription unit or refill ..ot 21
Dental care Accidental injury benefit; you pay nothing. Preventive dental gare;pay a $10 .
(oo o T 12N 0 L= R/ S PP 22
Vision care One refraction once every 24 months for members 18 and older; once every 12
months for members under 3&u pay a $10 copay Per ViSit............cccveveerieernrns 22
Out-of-pocket maximum Copayments are require for a few benefits; however, after your out-of-pocket

expenses reach a maximum of $4,904.64 per Self Only or $9,551.52 per Self and
Family enrollment per calendar year, covered benefits will be provided at 100%.
This copay maximum does not include charges for prescription drugs ...................... 9




