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Omni Healthcare, Inc.

Omni Healthcare, Inc., 2450 Venture Oaks Way, Suite 300, Sacramento, CA 95833-3292 contract (CS 2385) with the Office of Personnel
Management (OPM) asauthorized by the Federal Employees Health Benefits (FEHB) | aw, to provide a comprehensive medical plan
herein called Omni Healthcare, Omni or the Plan.

This brochureis based on text included in the contract between OPM and this Plan and isintended to be a compl ete statement of
benefits availableto FEHB members. A person enrolled in the Plan isentitled to the benefits stated in thisbrochure. However if
conflicts are discovered between the language of this brochure and the contract, the contract will control. If enrolled for Self and
Family, each digiblefamily member isal so entitled to these benefits.

Premiums are negotiated with each plan annually. Benefit changes are effective January 1, 1997, and are shown on theinside back
cover of this brochure,
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| nspector General Advisory: Sop Health Care Fraud!

Fraud increasesthe cost of health carefor everyone. Anyone who intentionally makes afal se statement or afalseclaim in order to
obtain FEHB benefits or increase the amount of FEHB benefitsis subject to prosecution for FRAUD. Thiscould resultin CRIMINAL
PENALTIES. Pleasereview all medical bills, medical recordsand claims statements carefully. If you find that aprovider, such asa
doctor, hospital or pharmacy, charged your plan for servicesyou did not receive, billed for the same service twice, or misrepresented
any other information, take thefollowing actions:

® Call theprovider and ask for an explanation - sometimestheproblemisasimpleerror.

® If theprovider doesnot resolvethe matter, or if you remain concerned, call your plan at 209/474-6664 or 1-800/342-8462 and explain
the situation.

® |If thematter isnot resolved after speaking to your plan (and you still suspect fraud has been committed), call or write:

THEHEALTH CAREFRAUDHOTLINE
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

Theinappropriate use of membership identification cards, e.g., to obtain servicesfor aperson whoisnot an digiblefamily member or
after you areno longer enrolled in the Plan, isalso subject to review by the Inspector General and may result in an adverse
administrative action by your agency.

General I nformation

Confidential ity Medical and other information provided to the Plan, including claim files, iskept confidential and
will beused only: 1) by the Plan and its subcontractorsfor internal administration of the Plan,
coordination of benefit provisionswith other plans, and subrogation of claims; 2) by law
enforcement officialswith authority to investigate and prosecute alleged civil or criminal actions;
3) by OPM toreview adisputed claim or perform its contract administration functions; 4) by OPM
and the General Accounting Officewhen conducting auditsasrequired by the FEHB law; or 5) for
bonafide medical research or education. Medical datathat doesnot identify individual members
may be disclosed as a result of the bona fide medical research or education.

| f you are a new Use this brochure as a guide to coverage and obtaining benefits. There may be a delay before you

member receiveyour identification card and member information from the Plan. Until you receiveyour 1D
card, you may show your copy of the SF 2809 enrollment form or your annuitant confirmation | etter
from OPM toaprovider or Plan facility as proof of enrollment in thisPlan. If you do not receive
your 1D card within 60 days after the effective date of your enrollment, you should contact the
Pan.

If you made your open season change by using Employee Express and have not received your
new ID card by the effective date of your enrollment, call the Employee ExpressHEL P number to
regquest aconfirmation letter. Usethat |etter to confirm your new coverage with Plan providers.

If you are a new member of this Plan, benefits and rates begin on the effective date of your
enrollment, as set by your employing office or retirement system. Asamember of thisPlan, once
your enrollment is effective, you will be covered only for services provided or arranged by aPlan
doctor except in the case of emergency as described on page 13. If you are confined in a hospital
on the effective date, you must notify the Plan so that it may arrange for the transfer of your care
to Plan providers. See*“If you are hospitalized” on page 4.

FEHB plans may not refuse to provide benefits for any condition you or a covered family member
may have solely on the basisthat it was a condition that existed before you enrolled in aplan
under the FEHB Program except as stated in any cosmetic surgery or dental benefitsdescriptionin
thisbrochure.




General I nformation continued

If you are
hospitalized

Your responsibility

Things to keep in
mind

If you change plans or options, benefits under your prior plan or option cease on the effective date
of your enrollment in your new plan or aption, unlessyou or a covered family member are confined
in ahospital or other covered facility or arereceiving medical carein an alternative care setting on
thelast day of your enrollment under the prior plan or option. In that case, the confined person will
continueto receive benefits under the former plan or option until the earliest of (1) the day the
person isdischarged from the hospital or other covered facility (a moveto 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
last day of coverage under the prior plan or option. However, benefitsfor other family members
under the new plan will begin on the effectivedate. If your plan terminates participation in the
FEHB Programinwholeor in part, or if the Associate Director for Retirement and Insurance orders
an enrollment change, this continuation of coverage provision does not apply; in such case, the
hospitalized family member’ sbenefits under the new plan begin on the effective date of enrollment.

Itisyour responsibility tobeinfor med about your health benefits. Y our employing officeor
retirement system can provide information about: when you may change your enrollment; who
“family members’ are; what happenswhen you transfer, go on leave without pay, enter military
service, or retire; when your enrollment terminates; and the next open season for enrollment. Y our
employing officeor retirement system will also make avail ableto you an FEHB Guide, brochures
and other materialsyou need to make an informed decision.

® Thebenefitsin thisbrochure are effective on January 1 for those already enrolled in thisPlan;
if you changed plans or plan options, see “If you are a new member” above. In both cases,
however, the Plan’ s new rates are effective thefirst day of the enrollee sfirst full pay period
that beginson or after January 1 (January 1 for all annuitants).

® Generally, you must becontinuoudy enrolled in the FEHB Program for thelast five yearsbefore
you retireto continueyour enrollment for you and any digiblefamily membersafter youretire.

® TheFEHB Program provides Self Only coveragefor theenrolleea oneor Self and Family
coveragefor theenrolleg, hisor her spouse, and unmarried dependent children under age 22.
Under certain circumstances, coveragewill also be provided under afamily enrollment for a
disabled child 22 years of age or older who isincapable of self-support.

® Anenroleewith Saf Only coveragewhois expecting ababy or the addition of a child may
changeto a Self and Family enrollment up to 60 days after the birth or addition. Theeffective
date of the enrollment changeisthefirst day of the pay period in which the child was born or
becamean digiblefamily member. Theenrolleeisresponsiblefor hisor her share of the Self
and Family premium for that time period; both parent and child are covered only for care
received from Plan providers except for emergency benefits.

® Youwill not beinformed by your employing office (or your retirement system) or your Plan
when afamily member losesdigibility.

® Youmust direct questionsabout enrollment and digibility, including whether a dependent age
22 or older isdigiblefor coverage, toyour employing office or retirement system. The Plan
does not determine digibility and cannot change an enrollment status without the necessary
information from the employing agency or retirement system.

® Anemployee, annuitant, or family member enrolledin one FEHB plan isnot entitled to receive
benefitsunder any other FEHB plan.

® Report additionsand del etions (including divorces) of covered family memberstothe Plan
promptly.

® If you are an annuitant or former spouse with FEHB coverage and you are also covered by
MedicarePart B, you may drop your FEHB coverage and enroll in aMedicare prepaid plan
when oneisavailablein your area. If you later change your mind and want toreenroll in
FEHB, you may do so at the next open season, or whenever you involuntarily lose coveragein
the Medicare prepaid plan or move out of the areaiit serves.

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

Y ou may alsoremain enrolledin this Plan when you join aMedicare prepaid plan.

Contact your local Social Security Administration (SSA) officefor information on local
Medicare prepaid plans (al so known as Coordinated Care Plans or Medicare HMOs) or request



General I nformation continued

Coverage after
enrollment ends

Former spouse
coverage

Temporary
continuation of
coverage

Notification
and election
requirements

it from SSA at 1-800/638-6833. Contact your retirement system for information on dropping
your FEHB enrollment and changing to aMedicare prepaid plan.

® Federal annuitantsarenot required toenroll in Medicare Part B (or Part A) in order tobe
covered under the FEHB Program nor aretheir FEHB benefitsreduced if they do not have
MedicarePart B (or Part A).

When an employee’ senrollment terminates because of separation from Federal service or when a
family member isnolonger digiblefor coverage under an employee or annuitant enrollment, and
the person isnot otherwise eligiblefor FEHB coverage, heor shegenerally will bedigiblefor afree
31-day extension of coverage. The employee or family member may also beeligiblefor one of the
following:

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

If you are an empl oyee whose enrollment i s terminated because you separate from service, you
may be eligibletotemporarily continue your health benefits coverage under the FEHB Programin
any plan for which you aredigible. Ask your employing officefor RI 79-27, which describes TCC,
and for Rl 70-5, the FEHB Guidefor individualseligiblefor TCC. Unlessyou are separated for
gross misconduct, TCC isavailableto you if you are not otherwise eligible for continued coverage
under the Program. For example, you aredigiblefor TCC when you retireif you are unableto meet
thefive-year enrollment requirement for continuation of enrollment after retirement.

Y our TCC begins after theinitial free 31-day extension of coverage ends and continuesfor upto 18
months after your separation from service (that is, if you use TCC until it expires 18 months
following separation, you will only pay for 17 months of coverage). Generally, you must pay the
total premium (both the Government and empl oyee shares) plusa 2 percent administrative charge.
If you use your TCC until it expires, you are entitled to another free 31-day extension of coverage
when you may convert to nongroup coverage. If you cancel your TCC or stop paying premiums,
the free 31-day extension of coverage and conversion option are not available.

Children or former spouses who lose éligibility for coverage because they no longer qualify as
family members (and who are not digiblefor benefits under the FEHB Program as empl oyees or
under the spouse equity law) also may qualify for TCC. They also must pay thetotal premium plus
the 2 percent administrative charge. TCC for former family members continuesfor up to 36 months
after the qualifying event occurs, for example, the child reaches age 22 or the date of the divorce.
Thisincludesthefree 31-day extension of coverage. When their TCC ends (except by cancellation
or nonpayment of premium), they are entitled to another free 31-day extension of coverage when
they may convert to nongroup coverage.

NOTE: If thereisadelay in processing the TCC enrollment, the effective date of theenroliment is
gtill the 32nd day after regular coverageends. The TCC enrolleeisresponsiblefor premium
payments retroactive to the effective date and coverage may not exceed the 18 or 36 month period
noted above.

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

Children — Y ou must notify your employing office or retirement system when a child becomes
eligiblefor TCC within 60 days after the qualifying event occurs, for example, the child reachesage
22 or marries.

Former spouses— Y ou or your former spouse must notify the employing office or retirement
system of theformer spouse seligibility for TCC within 60 days after the termination of the
marriage. A former spousemay also qualify for TCCif, during the 36-month period of TCC
eligibility, he or sheloses spouse equity digihbility because of remarriage before age 55 or lass of
thequalifying court order. Thisappliesevenif heor shedid not elect TCC whilewaiting for
Spouse equity coverage to begin. The former spouse must contact the employing office within 60
days of losing spouse equity eigibility to apply for the remaining months of TCC to which heor
sheisentitled.

The employing office or retirement system has 14 days after receiving notice from you or the



General I nformation continued

former spouseto notify the child or the former spouse of hisor her rightsunder TCC. If achild
wants TCC, he or shemust elect it within 60 days after the date of the qualifying event (or after
receiving thenatice, if later). If aformer spousewants TCC, he or shemust el ect it within 60 days
after any of the following events: the date of the qualifying event or the date he or she receivesthe
notice, whichever islater; or the date he or she loses coverage under the spouse equity law
because of remarriage before age 55 or loss of the qualifying court order.

Important: The employing officeor retirement system must be notified of achild’ sor former
spouse seligibility for TCC within the 60-day timelimit. 1f theemploying officeor retirement
system is not notified, the opportunity to elect TCC ends 60 days after the qualifying event in the
case of achild and 60 days after the change in statusin the case of aformer spouse.

Conversion to When none of the above choices are available — or chosen — when coverage as an employee or

C g family member ends, or when TCC coverage ends (except by cancellation or nonpayment of

individual cover age premium), you may be eligibleto convert to an individual, nongroup contract. Y ouwill not be
required to provide evidence of good health and the plan is not permitted to impose awaiting
period or limit coveragefor 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. Benefitsand ratesunder theindividual contract may
differ from those under the FEHB Program.

Facts about Omni Healthcare

Omni Healthcareisacomprehensive medical plan, sometimes called a health maintenance organization (HMO). When you enroll in an
HMO, you arejoining an organized system of health care that arrangesin advance with specific doctors, hospitals and other providers
to give careto membersand paysthem directly for their services. Covered servicesare available only from Plan providers except during
amedical emergency. Membersarerequired to sel ect apersonal doctor from among participating Plan primary caredoctors. Servicesof
aspecialty caredoctor can only bereceived by referral from the selected primary caredoctor. Thereareno claim formswhen Plan
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 comprehensive range of benefits. In addition to providing
comprehensive health services and benefits for accidents, illness and injury, the Plan emphasi zes preventive benefits such as office
vigits, physicals, immunizations and well-baby care. Y ou are encouraged to get medical attention at thefirst sign of illness.

Who pr ovides care Omni Healthcareisamixed model comprehensivemedical plan (HMO) with doctorswho practice

both asindividualsand in group practice. The Plan contractswith primary care doctors, specialists
to Plan members? and with certain areahospitals.

Role of a pr i mary Thefirst and most important decision each member must makeisthe selection of aprimary care
care doctor doctor. Thedecisionisimportant sinceit isthrough thisdoctor that all other health services,

particul arly those of specialists, are obtained. 1t istheresponsibility of your primary care doctor to
obtain any necessary authorizations from the Plan before referring you to a specialist or making
arrangementsfor hospitalization. Services of other providers are covered only when there has
been areferral by themember’ sprimary care doctor.

Choosi ng your ThePlan’sprovider directory lists primary care doctors (family practitioners, internists, OB/GY Ns,
doct or pediatricians), with their locations and phone numbers, and noteswhether or not the doctor is
octor accepting new patients. Directoriesare updated on aregular basisand are available at thetime of

enrollment or upon request by calling the Customer Service Department at 209/474-6664 or 1-800/
342-8462; you can also find out if your doctor participateswith thisPlan by calling thisnumber.

If you areinterested in receiving carefrom aspecific provider whoislisted in thedirectory, call the
provider to verify that he or she till participates with the Plan and is accepting new patients.
Important note: When you enroll in this plan, services (except for emergency 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.

Should you decideto enrall, you will be asked to complete aprimary care doctor selection form and
send it directly to the Plan, indicating the name of the primary care doctor(s) selected for you and
each covered member of your family. Membersmay changetheir doctor selection by calling an
Omni Customer Service Specialist. Changeswill become effective on thefirst day of the month
following the month in which the change was requested.
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If you are receiving servicesfrom adoctor who leavesthe Plan, the Plan will pay for covered
services until the Plan can arrange with you for you to be seen by another participating doctor.

Except in amedical emergency, or when aprimary care doctor has designated another doctor to see
patientswhen he or sheisunavailable, you must receiveareferral from your primary care doctor
before seeing any other doctor or obtaining special services. Referral to a participating specialist
isgiven at the primary caredoctor’ sdiscretion; your doctor will generally refer exclusively to
specialistsaffiliated with hisher Medical Group or IPA. If specialistsor consultantsarerequired
beyond those participating in the Plan, the primary doctor will request appropriatereferrals. A
prior authorization must be obtained from the Plan by the primary caredoctor. Membersmay sdlf
refer oncein atwelve (12) month period to aparticipating OB/GY N for agynecol ogical exam only;
or to a participating ophthalmologist for arefractive eye exam. Memberswho have selected a
primary doctor affiliated with amedical group or IPA must self-refer to specialistsaffiliated with
their primary caredoctor’ smedical group or 1PA.

Certain servicesrequire prior authorization by Omni Healthcare. Y our primary care doctor must
obtain authorization from the Plan before you may be hospitalized, referred for specialty careor
obtain follow-up carefrom aspecialist.

If you are already under the care of a specialist whoisaPlan participant, you must still obtain a
referral from aPlan primary caredoctor for the careto be covered by the Plan. If the doctor who
originally referred you prior to your joining this Plan isnow your Plan primary care doctor, you
need only to call to explain that you now bel ong to this Plan and ask that a“referral form” be sent
tothe specialist for your next appointment.

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

If you require hospitalization, your primary caredoctor or authorized specialist will makethe
necessary arrangements and continue to supervise your care.

Copaymentsarerequired for afew benefits. However, copaymentswill not berequired for the
remainder of the calendar year after your out-of-pocket expenses for services provided or arranged by
the Plan reach $750 per Self Only enrollment or $1,500 per Sdlf and Family enrollment. Thiscopayment
maximum doesnot includethe cost of prescription drugsand durablemedical equipment.

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

If you changed to this Plan during open season from a plan with a deductible and the effective
date of the change was after January 1, any expenses that would have applied to that plan’s
deductible will be covered by your old plan if they arefor care you got in January before the
effective date of your coveragein thisPlan. If you have already met the deductiblein full, your old
plan will reimbursethese covered expenses. If you havenot met it in full, your old plan will first
apply your covered expenses to satisfy the rest of the deductible and then reimburse 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.

When you arerequired to submit aclaim to thisPlan for covered expenses, submit your claim
promptly. The Plan will not pay benefitsfor claims submitted later than December 31 of the
calendar year following the year in which the expensewasincurred, unlesstimely filing was
prevented by admi nistrative operations of Government or legal incapacity, provided the claim was
submitted as soon as reasonably possible.

Plan providerswill follow generally accepted medical practicein prescribing any course of
treatment. Before you enroll in thisPlan, you should determine whether you will be ableto accept
treatment or proceduresthat may be recommended by Plan providers.

Theserviceareafor thisPlan, where Plan providersand facilitiesarelocated, isthe same asthe
enrollment arealisted on thefront cover of thisbrochure (theareain which you must live or work
toenroll inthePlan). Benefitsfor care outsidethe service areaarelimited to emergency services,
as described on page 13.

If you or acovered family member move outside the enrollment area, or you no longer work there,
you may enroll in another approved plan. It isnot necessary to wait until you move or for the open
season to make such a change; contact your employing office or retirement system for information
if you are anticipating amove.
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Although a specific service may belisted as a benefit, it will be covered for you only if, in the
judgment of your Plan doctor, it ismedically necessary for the prevention, diagnosis, or treatment
of your illness or condition. No oral statement of any person shall modify or otherwise affect the
benefits, limitations 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 claim under this
Plan. Thisbrochureis based on text included in the contract between OPM and thisPlanand is
intended to be a compl ete statement of benefits available to FEHB members. Y ou should usethis
brochure to determine your entitlement to benefits. However, if conflicts are discovered between
thelanguage of thisbrochure and the contract, the contract will contral.

In theevent of major disaster, epidemic, war, riot, civil insurrection, disability of asignificant
number of Plan providers, completeor partial destruction of facilities, or other circumstances
beyond the Plan’ s control, the Plan will make a good faith effort to provide or arrangefor covered
services. However, the Plan will not be responsiblefor any delay or failurein providing service due
tolack of availablefacilitiesor personnd.

This section applieswhen you or your family members are entitled to benefits from a source other
than thisPlan. Y ou must discloseinformation about other sources of benefits to the Plan and
complete all necessary documents and authorizations requested by the Plan.

If you or acovered family member isenrolled in thisPlan and Part A, Part B, or Parts A and B of
Medicare, benefitswill be coordinated with Medicare according to Medicare’ s determination of
which coverageisprimary. Generally, you do not need to take any action after informing the Plan of
your or your family member’ seligibility for Medicare. Y our Plan will provideyou with further
instructionsif aMedicare claim needsto befiled.

This coordination of benefits (double coverage) provision applies when a person covered by this
Plan also has, or isentitled to benefits from, any other group health coverage, or isentitled to the
payment of medical and hospital costs under no-fault or other automobile insurance that pays
benefits without regard to fault. Information about the other coverage must be disclosed to this
Pan.

When thereis double coverage for covered benefits, other than emergency services from non-Plan
providers, thisPlan will continueto provideitsbenefitsin full, but isentitled to receive payment
for the services and supplies provided, to the extent that they are covered by the other coverage,
no-fault or other automobileinsurance or any other primary plan.

One plan normally paysitsbenefitsin full asthe primary payer, and the other plan paysareduced
benefit as the secondary payer. When this Plan is the secondary payer, it will pay the lesser of (1)
itsbenefitsin full, or (2) areduced amount which, when added to the benefits payable by the other
coverage, will not exceed reasonabl e charges. The determination of which health coverageis
primary (paysits benefitsfirst) is made according to guidelines provided by the National
Association of Insurance Commissioners. When benefits are payable under automobileinsurance,
including no-fault, theautomobileinsurer isprimary (paysits benefitsfirst) if it islegally obligated
to provide benefits for health care expenses without regard to other health benefits coverage the
enrollee may have. Thisprovision applieswhether or not aclaim isfiled under the other coverage.
When applicable, authorization must be given this Plan to obtain information about benefits or
services available from the other coverage, or to recover overpayments from other coverages.

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

If you are covered by both this Plan and Medicaid, this Plan will pay benefitsfirst.
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The Plan will not pay for servicesrequired astheresult of occupational disease or injury for which
any medical benefits are determined by the Office of Workers Compensation Programs (OWCP) to
be payable under workers' compensation (under section 8103 of title 5, U.S.C.) or by asimilar
agency under another Federal or Statelaw. Thisprovision also applieswhen athird party injury
settlement or other similar proceeding providesmedical benefitsin regard to aclaim under workers
compensation or similar laws. If medical benefits provided under such laws are exhausted, this Plan
will befinancially responsible for services or suppliesthat are otherwise covered by thisPlan. The
Plan isentitled to be reimbursed by OWCP (or the similar agency) for servicesit provided that were
later found to be payable by OWCP (or the agency).

Facilities of the Department of Veterans Affairs, the Department of Defense, and the Indian Health
Serviceareentitled to seek reimbursement from the Plan for certain services and supplies provided
toyou or afamily member to the extent that reimbursement isrequired under the Federal statutes
governing such facilities.

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

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

General Exclusions

All benefits are subject to the limitations and exclusionsin this brochure. Although a specific service may belisted as a benefit, it will
not be covered for you unless your Plan doctor determinesit is medically necessary to prevent, diagnose or treat your illness or
condition. Thefollowing are excluded:

® Careby non-Plan doctors or hospital s except for authorized referrals or emergencies (see
Emergency Benefits)

Expensesincurred whilenot covered by thisPlan

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

Services not required according to accepted standards of medical, dental, or psychiatric practice
Procedures, treatments, drugsor devicesthat are experimental or investigational

Procedures, services, drugs and suppliesrelated to sex transformations; and

Abortion, unlessthe continuation of the pregnancy or birth would threaten the life of the mother.



M edical and Surgical Benefits

What is covered A comprehensive range of preventive, diagnostic and treatment servicesis provided by Plan
doctorsand other Plan providers. Thisincludesall necessary officevisits. You pay a$4 copay per
officevisit during office hours, a$10 copay for officevisits between 6 p.m. and 7 am. weekdays
and on halidays and weekends, and a $20 copay for annual physicals for members 6 years of age
and older. Thereisno additional copay for laboratory testsand X-rays. Within the Service Area,
house callswill be provided if in the judgment of the Plan doctor such careis necessary and
appropriate. You pay a$4 copay for adoctor’shouse call and nothing for home visits by nurses
and health aides.

Thefollowing servicesareincluded:

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

Routineimmunizations and boosters

Consultations by specialists

Diagnostic procedures, such as laboratory tests and X-rays

Completeobstetrical (maternity) carefor all covered females, including prenatal, delivery and
postnatal care by a Plan doctor (office visit copays are waived for obstetrical care). If
enrollment in the Plan isterminated during pregnancy, benefitswill not be provided after
coverage under the Plan has ended. Ordinary nursery care of the newborn child during the
covered portion of themother’ shospital confinement for maternity will be covered under
either aSdf Only or Self and Family enrollment; other care of an infant who requires definitive
treatment will be covered only if theinfant is covered under a Self and Family enrollment.
Voluntary sterilization and family planning services, including |UD’ sand diaphragms
Diagnosis and treatment of diseases of the eye

Vision and hearing examinations

Allergy testing and treatment, including testing and treatment material s (such asallergy serum)
Theinsertion of internal prosthetic devices, such as pacemakersand artificial joints

Cornea, heart, heart/lung, lung (sngleor double) kidney liver and pancreastransplants; allogeneic
(donar) bone marrow transplants; autol ogous bone marrow transplants (autol ogous stem cell and
peripheral stem cdll support) for thefollowing conditions: acute lymphocytic or non-lymphocytic
leukemia, advanced Hodgkin’ slymphoma, advanced non-Hodgkin’ slymphoma, advanced
neuroblastoma, breast cancer; multiplemyed oma; epithelial ovarian cancer; andtesticular,
mediastinal, retroperitoneal and ovarian germ cdll tumors. Related medical and hospital expenses
of the donor are covered when the recipient is covered by thisPlan.

Diaysis

Chemotherapy, radiation therapy, and inhal ation therapy

Surgical treatment of morbid obesity

Home health services of nurses and health aides, including intravenous fluids and

medi cations, when prescribed by your Plan doctor, whowill periodically review the program
for continuing appropriateness and need

All necessary medical or surgical carein ahaospital or extended carefacility from Plan doctors
and other Plan providers.

I njectable medications other than insulin, and intravenous fluids and medicationsfor home
use, including injectabl e contraceptive medication

Cardiacrehabilitation

Implantabl etime-rel ease medi cations, such asNorplant
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M edical and Surgical Benefits continued

Limited benefits

What is not covered

Oral and maxillofacial surgery isprovided for non-dental surgical and hospitalization procedures
for congenital defects, such ascleft lip and cleft palate, and for medical or surgical procedures
occurring within or adjacent tothe oral cavity or sinusesincluding, but not limited to, treatment of
fractures and excision of tumorsand cysts. All other proceduresinvolving theteeth or inter-oral
areas surrounding theteeth are not covered, including any dental careinvolved in treatment of
temporomandibular joint (TMJ) pain dysfunction syndrome.

Reconstructive surgery will be provided to correct acondition resulting from afunctional defect
or from an injury or surgery that has produced amajor effect on the member’ s appearanceand if
the condition can reasonably be expected to be corrected by such surgery.

Short-term rehabilitativether apy (physical, speech and occupational) isprovided on an inpatient
or outpatient basisfor up to two months per condition if significant improvement can be expected
within two months; you pay a $4 copay per outpatient session. Speech therapy islimited to
treatment of certain speech impairmentsof organic origin. Occupational therapyislimited to
servicesthat assist the member to achieve and maintain self-care and improved functioning in
other activitiesof daily living.

Diagnosisand treatment of infertility; artificial insemination (limited to onetreatment period of
upto3cyclesper Lifetime); gameteintrafallopiantransfers (GIFT) limited to onetreatment per
lifetime (prior authorization isrequired); and drug therapy, iscovered; you pay 50% of charges.
Cost of donor spermisnot covered. Other assisted repr oductive technology (ART) procedures,
such asin vitrofertilization and embryo transfer, are not covered.

Orthopedic (e.g., bracesand special footwear for persons suffering from foot disfigurement)) and
prosthetic (e.g., artificial [imb) devices, including external lensesfollowing cataract removal, are
covered. Foot disfigurement includes, but isnot limited to cerebral pal sy, arthritis, polio,
spinabifida, diabetes and foot disfigurement asaresult of accident or devel opmental disability. You
pay 20% of charges.

Dur able medical equipment, wheel chairsand hospital bedsand medical supplies, such asostomy
supplies, chem strips, disposable needles and syringes needed for injecting covered prescribed
medi cation (except for insulin), intravenous fluids and medications for home use, oxygen and
oxygen supplies, are covered; you pay 50% of charges. Replacement partsfor, or repairsof,
durable medical equipment dueto misuse or abuse are not covered.

® Physical examinationsthat are not necessary for medical reasons, such asthose required for
obtaining or continuing employment or insurance, attending school or camp, or travel
Blood and blood derivatives

Reversal of voluntary, surgically-induced sterility

Plastic surgery primarily for cosmetic purposes

Hearing aids

Long-termrehabilitativetherapy

Chiropractic services

Homemaker services

Infant formulas

Supportive devices for the feet, including foot orthotics not listed as covered
Weight loss programs, aids, or prescriptions

Educational programs

Radial keratotomy

Acupuncture, accupressure or biofeedback treatments

Transplants not listed as covered
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Hospital/Extended Car e Benefits

What is covered

Hospital care

Extended care

HospiceCare

Ambulance Service

Limited benefits
| npatient dental
procedur es

Acuteinpatient
detoxification

What is not
covered
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The Plan provides acomprehensive range of benefitswith no dollar or day limit when you are
hospitalized under the care of aPlan doctor. You pay nothing. All necessary servicesare covered,
including:

®  Semiprivate room accommodations; when aPlan doctor determinesit ismedically necessary,
the doctor may prescribe private accommodations or private duty nursing care

® Specialized careunits, such asintensive careor cardiac care units

The Plan provides a comprehensive range of benefitsfor up to 100 daysin a calendar year with no
dollar limit when full-time skilled nursing careis hecessary and confinement in askilled nursing
facility ismedically appropriate as determined by a Plan doctor and approved by the Plan. You pay
nothing. All necessary services are covered, including:

® Bed, board and general nursing care

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

Subject to prior authorization, the foll owing services and supplies of a Participating Hospice
Facility or Agency will be covered when medically necessary and appropriate, including:

® Dietary and nutritional guidance.

24-hour home carefor periods of crisis.
Bereavement counsding for family members.
Respitecare.

Services of registered nurses, home health aides and medical socia workers. Each service must
be requested by Plan doctor and have prior authorization.

Benefitsare provided for ambulance transportation ordered or authorized by a Plan doctor.

Hospitalization for certain dental proceduresis covered when a Plan doctor determinesthereisa
need for hospitalization for reasonstotally unrelated to the dental procedure; the Plan will cover
the hospitalization, but not the cost of the professional dental services. Conditionsfor which
hospitalization would be covered include hemophilia and heart disease: the need for anesthesia, by
itself, is not such a condition.

Hospitalization for medical treatment of substance abuseislimited to emergency care, diagnosis,
treatment of medical conditions, and medical management of withdrawal symptoms (acute
detoxification) if the Plan doctor determinesthat outpatient management isnot medically
appropriate. See page 14 for non-medical substance abuse benefits.

® Personal comfort items, such as telephone and television
® Blood and blood derivatives
® Custodial care, rest cures, domiciliary or convalescent care
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Emer gency Ben€fits

What is a medical
emer gency?

Emergencies within
the service area

Procedure to follow

Plan pays...

You pay...
Emergencies
outside the service

area
Plan pays...

You pay...

What is covered

What is not covered

Filing claims for
non-Plan providers

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

If you arein an emergency situation, pleasecall your primary care doctor. |n extreme emergencies,
if you are unable to contact your doctor, contact the local emergency system (e.g., the 911
telephone system) or go to the nearest hospital emergency room. Be sureto tell the emergency
room personnd that you are aPlan member so they can notify the Plan. Y ou or afamily member
should notify the Plan within 48 hours. It is your responsibility to ensure that the Plan has been
timely notified.

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

Benefitsareavailablefor carefrom non-Plan providersin amedical emergency onlyif delayin
reaching aPlan provider would result in death, disability or significant jeopardy to your condition.

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

$30 per hospital emergency room visit or $30 per urgent care center visit for emergency services
that are covered benefits of thisPlan. If the emergency resultsin immediate admission asan
inpatient directly from the emergency room, the $30 copay will bewaived.

Benefitsare availablefor any medically necessary health servicethat isimmediately required
because of injury or unforeseen illness, including urgently needed services to prevent serious
deterioration of your health resulting from unforeseen illness or injury for which treatment cannot
be delayed until you return to the service area.

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

$30 per hospital emergency room visit or $30 per urgent care center visit for emergency services
that are covered benefits of thisPlan. If the emergency resultsin immediate admission asan
inpatient directly from the emergency room, the $30 copay will bewaived.

® Emergency careat adoctor’soffice or an urgent care center

Emergency care as an outpatient or inpatient at a hospital, including doctors' services
Ambulance service approved by the Plan

Elective care or non-emergency care

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

® Medical and hospital costsresulting from anormal full-term delivery of ababy outsidethe
ServiceArea

With your authorization, the Plan will pay benefits directly to the providers of your emergency care
upon receipt of their claims. Physician claimsshould be submitted on the HCFA 1500 claim form. If
you arerequired to pay for the services, submit itemized bills and your receiptsto the Plan along
with an explanation of the services and theidentification information from your 1D card.

Payment will be sent to you (or the provider if you did not pay thebill), unlessthe claim isdenied.
If it isdenied, you will receive notice of the decision, including the reasonsfor the denial and the
provisions of the contract on which denial wasbased. If you disagree with the Plan’sdecision,
you may request reconsideration in accordance with the disputed claims procedure described on

page 18.
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M ental Conditions/Substance Abuse Benefits

Mental Conditions

What iscovered

Outpatient care

I npatient care

What isnot covered

Substance Abuse
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What iscovered

Rehabilitativecare

What isnot covered

To the extent shown bel ow, the Plan provides the following services necessary for the diagnosis
and treatment of acute psychiatric conditions, including the treatment of mental illnessor
disorders:

® Diagnogtic evaluation

® Psychological testing

® Psychiatrictreatment (including individual and group therapy)

® Hogspitalization (including inpatient professional services)

Up to 40 outpatient visitsto Plan doctors or other psychiatric personnel each calendar year; for

visits 1-3 you pay a$4 copay per visit, for visits4-40 you pay a$20 copay per visit - all charges
thereefter.

Up to 30 days of hospitalization each calendar year; you pay nothing for thefirst 30 days- all
chargestheresfter.

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

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

® Psychological testing when not medically necessary to determine the appropriate treatment of
ashort-term psychiatric condition

This Plan provides medical and hospital services such as acute detoxification servicesfor the
medical, non-psychiatric aspects of substance abuse, including al coholism and drug addiction, the
same asfor any other illness or condition. Servicesfor the psychiatric aspects are provided in
conjunction with the mental conditions benefits shown above. Outpatient visitsto Plan providers
for treatment are covered. aswell asinpatient services necessary for diagnosis and treatment. The
mental conditions benefits visit/day limitations and copays apply to any covered substance abuse
care. In addition, thePlan provides:

One 30-consecutive-day rehabilitative program per lifetime; you pay a$200 admission copay and a
$50 copay per day.

® Treatment that isnot authorized by a Plan doctor.
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Prescription Drug Benefits

What is covered

Related benefits

Prescription drugs prescribed by aPlan or referral doctor and obtained at a Plan pharmacy will be
dispensed for up to a 30-day supply or 120-unit supply, whichever isless, with a single copayment.
If a30-day supply ismorethan 120 units, an additional copayment will apply. Prescriptionsfor
controlled substances and other drugs not intended for continuous chronic use may be limited to a
smaller quantity per copayment; you pay a$6 copay per generic prescription or an $8 copay per
name brand prescription.

The pharmacist will automatically substitute equival ent generic drug (when available) for the
prescribed name brand drug unless otherwi se specified by the prescribing physician as medically
necessary. Unlessthereisno generic drug available, or documentation of an allergicreactiontoa
generic drug can be provided by the prescribing physician, ageneric drug will be dispensed.
Regardless of medical necessity or generic availability, you will responsible for the name brand
copay when a name brand medication isdispensed. If you elect to receive aname brand drug only,
without such medical documentation from the prescribing physician, you will beresponsiblefor
the difference between the cost of the generic drug and the cost of the name brand drug, in
addition to the $8 copay per prescription.

Drugs are prescribed by Plan doctors and dispensed in accordance with the Plan’ sdrug formulary.
If aprescription order iswritten for adrug not covered under the Plan’ sdrug formulary. the
prescription will be covered if approved by the Plan in advance. It isthe prescribing doctor’s
responsihility to obtain the Plan’ sauthorization.

Y ou and your family dependents may al so obtain your prescription drugsthrough Omni’ smail-
order program. This program has been designed for individual susing maintenance medications
such asoral contraceptives and insulin, and for treatment of long-term conditions such as
diabetes, arthritis, heart conditionsand high blood pressure. Prescriptionsfor maintenance

medi cationswill be dispensed for up to a90-day or 360-unit supply, whichever isless, for asingle
copayment; you pay $10 for generic and $16 for name brand prescriptions. If a90-day supply
exceeds 360-units, an additional copay will apply.

Y ou will receive moreinformation about themail-order program in your new member packet, or you
may call thePlan’ s Customer Service Department at 209/474-6664 or 1-800/342-8462 for information.

Covered medications and accessoriesinclude:

Drugsfor which aprescription isrequired by Federal law

Oral contraceptive drugs

Diabetic supplieslimited toinsulin, needlesand syringes

Prescription prenatal vitaminsand vitaminsin conjunction with fluoride

Inhalers(limited to two per prescription)

Fertility drugsare covered aspart of infertility trestment, you pay 50% of charges. Seepage11.

Disposable needles and syringes for administration of prescribed injectable medication other
than insulin and intravenous fluids and medi cation for home use, are covered under durable
medical equipment. Seepage11.
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Prescription Drug Benefits continued

What is not covered

Drugsavailablewithout a prescription or for which thereisanon-prescription equival ent
available

Drugs obtained at a non-Plan pharmacy except for amaximum 10-day supply for out-of-area
emergencies

Prescriptionswritten by anon-Plan provider

Vitamins and nutritional substancesthat can be purchased without a prescription except for
prenatal vitamins

Medical supplies such as dressings and antiseptics

Contraceptive devices, except for IUD’ sand diaphragms, which are covered under the Medical
and Surgical Benefit provision.

Dietary supplements, including appetite suppressants and nutritional aids
Drugs for cosmetic purposes

Drugsto enhance athletic performance

Smoking cessation drugs and medications, including nicotine patches
Drugsrequired for foreign travel

Other Ben€fits

Vision Care

16

What iscovered

What isnot covered

In addition to the medical and surgical benefits provided for diagnosis and treatment of diseases of
theeye, thisPlan providesannual eyerefractions, including lens prescriptionsfrom Plan providers.
Y ou pay a$4 copay per visit.

Correctivelensesor frames

Eyeexercises



Non-FEHB Benefits Available to Plan M embers

Thebenefitsdescribed on thispagear eneither offered nor guar anteed under the contract withthe FEHB Program , but
aremadeavailabletoall enrolleesand family memberswho are membersof thisPlan. The cost of the benefits described
on thispageisnot included in the FEHB premium; any chargesfor these services do not count toward any FEHB
deductibles. out-of-pocket maximum copay charges, etc. These benefitsare not subject to the FEHB disputed claims
procedure.

Omni Healthcare Enhanced Dental Benefits

Omni isnow offering a Value Added Dental program availableto the plan membersand their eligibleenrolled dependents
at no additional premium.

Thefollowing preventive and diagnostic services are provided by participating Plan dentists. You pay acopay of $30 for
all servicesprovided on the sameday. Thisbenefit islimited totwo visits per year.

® Ora examination

® Prophylaxis(cleaning)

® X-rays(bitewings)

® Pulp vitality tests

® Diagnogtic casts

® Huorideapplication (children and adults)

Extended Dental Care You Pay
® Intraoral—complete series X-raysincluding Ditewings. ..o $20
@ PanOramiCHIIM . ..ottt es $15
O Sealant—PEr tOOMN ..o s $20

In addition to the preventive benefits, a comprehensivelist of dental proceduresisavailable at reduced fixed copayments,
asdefined in the supplemental dental information. Pleasecall Omni at (209) 474-6664 or (800) 342-8462 if you did not
receive acompl ete packet of information.

Smoking Cessation

If you haveasinceredesireand real commitment to quit smoking, Omni offersyou aspecial wellnessprogram. Here's
how it works:

® Discussyour desireto quit smoking with your primary care doctor, and have him/her write a prescription for a
transdermal nicotine system.

® Fill thisprescription at a participating Omni pharmacy, and follow the course of treatment per your doctor’s
instructions. You will be required to pay the complete out-of-pocket cost to the pharmacy at the time you purchase
your prescription.

® After you have been smoke-freefor 120 days, obtain awritten confirmation of thisfrom your primary care doctor and
mail thisalong with your pharmacy recei ptsto the Omni office nearest you, attention “ Smoking Cessation.” (Seeour
address on page 18.)

® If you purchaseatransdermal nicotine system over the counter, without a prescription from your primary physician,
Omni will only reimburse you for the cost of the product when you submit the recei pt along with certification that
you also completed a smoking cessation class or program.

® Omni will send you afull reimbursement within 4-6 weeks, provided you have submitted your receiptsand
physician’s note.

Omni will cover one 10-week course of anicotinetransdermal treatment per lifetime.

For further information on our smoking Cessation Program, call Omni’ s Customer Service Department: 1-800-342-8462 or
209-474-6664.

Benefits on this page are not part of the FEHB Contract
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How to Obtain Benefits

Questions

Disputed claims
review

Plan reconsider ation

OPM review
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If you have a question concerning Plan benefits or how to arrange for care, contact the Plan’s
Customer Service Department at 209/474-6664 or 1-800-8462 or you may writetothe Plan at
1776 W. March Lane, Suite 240, Stockton, California95207-6425.

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

Within 30 days after receipt of your request for reconsideration, the Plan must affirm thedenial in
writing to you, pay the claim, providethe service, or request additional information reasonably
necessary to make adetermination. If the Plan asksaprovider for information it will send you a
copy of thisrequest at the sametime. The Plan has 30 days after receiving theinformation to give
itsdecision. If thisinformation isnot supplied within 60 days, the Plan will baseitsdecision on the
information it has on hand.

If the Plan affirmsitsdenial, you havetheright to request areview by OPM to determine whether
the Plan’ sactions arein accordance with theterms of its contract. Y ou must request the review
within 90 days after the date of the Plan’ sletter affirmingitsinitial denial.

Y ou may also ask OPM for areview if the Plan failsto respond within 30 days of your written
request for reconsideration or 30 days after you have supplied additional information to the Plan.
In this case, OPM must receive arequest for review within 120 days of your request to the Plan for
reconsideration or of the date you were notified that the Plan needed additional information, either
from you or from your doctor or hospital.

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

Y our written request for an OPM review must state why, based on specific benefit provisionsin
this brochure, you believe the denied claim for payment or service should have been paid or
provided. If the Plan hasreconsidered and denied morethan oneunrelated claim, clearly identify
the documentsfor each claim.



How to Obtain Benefits continued

Y our request must includethefollowing information or it will bereturned by OPM:
® A copy of your letter to the Plan requesting reconsideration;

® A copy of the Plan’ sreconsideration decision (if the Plan failed to respond, provideinstead (a)
the date of your request to the Plan or (b) the dates the Plan requested and you provided
additional information to the Plan);

® Copiesof documentsthat support your claim, such asdoctors' |etters, operative reports, hills,
medical records, and explanation of benefit (EOB) forms; and

® Your daytime phone number.

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

Send your request for review to: Office of Personnel Management, Office of Insurance Programs,
ContractsDivision IV, P.O. Box 436, Washington, DC 20044.

Y ou (or aperson acting on your behalf) may not bring alawsuit to recover benefitson aclaim for
treatment, services, supplies or drugs covered by this Plan until you have exhausted the OPM
review procedure, established at section 890.105, title 5, Code of Federal Regulations (CFR). If
OPM upholds the Plan’ s decision on your claim, and you decideto bring alawsuit based on the
denial, thelawsuit must be brought no later than December 31 of thethird year after theyear in
which the services or supplies upon which the claim is predicated were provided. Pursuant to
section 890.107, title 5, CFR, such alawsuit must be brought against the Office of Personnel
Management in Federal court.

Federal law exclusively governsall claimsfor relief in alawsuit that relatesto thisPlan’ sbenefits or
coverage or payments with respect to those benefits. Judicial action on such claimsislimited to
therecord that was before OPM when it rendered itsdecision affirming the Plan’ sdenial of the
benefit. Therecovery in such asuit islimited to the amount of benefitsin dispute.

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

Under transplant benefitsin the“Medical and Surgical Benefits’ provision, lung (singleor
double), heart/lung and pancreas have been added to the list of covered transplants.
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How Omni Healthcar e changes—January 1997

Do not rely on thispage; it isnot an official statement of benefits.

Benefit changes

Clarifications

22

Under “Limited Benefits’ in the“Medical and Surgical Benefits’ provision (Durable Medical
Equipment), oxygen and oxygen supplies has been added to the description of covered items and
the $5000 per calendar year maximum has been eiminated.

Under the“Medical and Surgical Benefits’ provision (Orthopedic), now includes special footwear
for persons suffering from foot disfigurement. Previoudy, the Plan did not list thisasa covered
expense.

Under the“Medical and Surgical Benefits’ provision, injectable medications, other than insulin
and intravenous fluids and medications for home use, are covered, subject to an office copay of $4.
Theincludesinjectable contraceptive medication. Previously, these services were subject to a $6
or $8 copay under the “ Prescription Drug Benefits’ provision.

Hospice Careisnow covered under the “Hospital/Extended Care Benefits” provision.

Under the“Medical and Surgical Benefits’ provision, implantabletime-rel ease medications, such
as Norplant, are covered, subject to the $4 office visit copay. Previousy, Norplant was covered
under the“Prescription Drug Benefits’ provision.

Under “Prescription Drug Benefits,” inhalersare covered, limited to two per prescription.

Under “Prescription Drug Benefits,” non-formulary drugs are covered when prescribed by aPlan
doctor and approved in advance by the Plan. It isthe responsibility of the prescribing doctor to
obtain prior approval.

Under “Prescription Drug Benefits,” medications prescribed by aPlan or referral doctor and
obtained at a Plan pharmacy will be dispensed for up to a 30-day supply or 120-unit supply,
whichever isless, with asingle copayment. If a30-day supply ismorethan 120-units, an additional
copayment will apply. Previoudly, it wasa30-day supply or 100-unit supply.

Under “ Prescription Drug Benefits,” (maintenance medications) the Plan will dispenseup toa90-
day supply or 360-unit supply, whichever isless, subject to a$10 copay for generic and a $16
copay for namebrand drugs. Previously, the copaymentswere $15 for generic and $21 for name
brand drugs and the 90-day supply was not limited to 360-units.

Under the“Medical and Surgical Benefits’ provision, IlUD’ sand diaphragmsare covered. All other
contraceptive devices are excluded. Previoudy, all contraceptive devices were excluded under
“Prescription Drug Benefits.”

® Theuseof aPlan identification card to obtain benefits after you are no longer enrolled in the
Plan isafraudulent action subject to review by the Inspector General.

® Medical datathat doesnot identify individual members may be disclosed as aresult of bona
fidemedical research or education.

® General Information When afamily member ishospitalized on the effective date of an
enrollment change and continues to receive benefits under the old plan, benefits under the
new plan will begin for other family members on the effective date of the new enrollment.

An enrolleewith Salf Only coverage who is expecting ababy or the addition of a child may
changeto a Self and Family enrollment up to 60 days after the birth or addition.

Annuitants and former spouses with FEHB coverage, and who are covered by Medicare Part
B, may join aMedicare prepaid plan if they do not have Medicare Part A, but they will
probably haveto pay for hospital coverage. They may also remain enrolled under an FEHB
plan when they enroll in aMedicare prepaid plan.



How Omni Healthcar e changes—January 1997 continued

Do not rely on thispage; it isnot an official statement of benefits.

Other changes

Federal annuitantsarenot required toenroll in Medicare Part B (or Part A) in order tobe
covered under the FEHB Program nor aretheir FEHB benefitsreduced if they do not have
MedicarePart B (or Part A).

Temporary continuation of coverage (TCC) for employees or family member wholose
eligibility for FEHB coverageincludes onefree 31-day extension of coverage and may include
asecond. How these are coordinated has been clarified; notification and election
reguirementshave al so been clarified.

“Conversion toindividual coverage’” does not require evidence of good health and the plan is
not permitted toimpose awaiting period or limit coveragefor preexisting conditions; benefits
and ratesunder theindividual contract may differ from those under the FEHB Program.

“Nonexperimental implants” isnow termed “ Theinsertion of internal prosthetic devices’.

Under the* Prescription Drug Benefits’ provision, prescription drugs obtained at anon-Plan
pharmacy for out-of-area emergenciesarelimited to a 10-day supply. Previoudy, no limit was
indicated.

Under the*“Prescription Drug Benefits’ provision, generic medicationswill be dispensed
unless otherwiseindicated by the prescribing doctor. If the member wants aname brand
medi cation when a generic has been prescribed, and the prescribing doctor has not
documented amedical indication of an allergic reaction, the member isresponsiblefor the
differencein cost between the name brand and generic medication, in addition tothe $8
copayment.

ThePlan haschanged itsaddressto: OMNI HEALTHCARE, 2450 Venture Oaks Way, Suite
300, Sacramento, CA 95833-3292

Enrolleeswho changetheir FEHB enrollments using Empl oyee Expressmay call the Employee
ExpressHEL P number to obtain aletter confirming that changeif their ID cardsdo not arrive
by the effective date of the enrollment change.

The Plan will not pay for servicesrequired asthe result of occupational disease or injury for
which any medical benefits are determined by the Office of Workers Compensation Programs
(OWCP) to be payable under workers' compensation. The Plan isentitled to be reimbursed by
OWCPfor servicesit provided that were later found to be payable by OWCP.

Disputed claims If your claim for payment or servicesis denied by the Plan, and you decideto
ask OPM to review that denial, you must first ask the Plan to reconsider their decision. You
must now request their reconsideration within six months of the denial (previously, you had
oneyear to dothis). Thistimelimit may be extended if you show you were prevented by
circumstances beyond your control from making your request within thetimelimit.

Providers, legal counsel, and other interested parties may act as your representativein
pursuing payment of a disputed claim only with your written consent. Any lawsuit to recover
benefits on a claim for treatment, services, supplies or drugs covered by this Plan must be
brought against the Office of Personnel Management in Federal court and only after you have
exhausted the OPM review procedure.
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Summary of Benefitsfor Omni Healthcare—1997

Donot rely on thischart alone. All benefitsare provided in full unless otherwiseindicated subject to the limitations and exclusions set
forthin thebrochure. Thischart merely summarizes certain important expenses covered by the Plan. If you wish to enroll or change
your enrollment in thisPlan, be sureto indicate the correct enrollment code on your enrollment form (codes appear on the cover of this
brochure). ALL SERVICESCOVERED UNDER THISPLAN, WITH THE EXCEPTION OF EM ERGENCY CARE, ARE COVERED
ONLY WHEN PROVIDED OR ARRANGED BY PLANDOCTORS.

Benefits

Plan pays/provides Page

I npatient Hospital
care

Extended care
M ental conditions

Substance Abuse

Comprehensiverange of medical and surgical serviceswithout dollar or day limit. Includes
in-hospital doctor care, room and board, general nursing care, privateroom and private
nursing careif medically necessary, diagnostic tests, drugs and medical supplies, use of
operating room, intensive care and compl ete maternity care. Y ou pay nothing................ 12

All necessary services, up to 100 days per calendar year. You pay nothing................... 12

Diagnosis and treatment of acute psychiatric conditions for up to 30 days of inpatient care
PEr Year. Y OUPAY NOLNING ...ccoveiiiiieiiee ittt sttt see e sabe e sbee e 14

Covered under Mental conditions benefit. In addition, one 30-consecutive-day inpatient
rehabilitation program per lifetimeiscovered. Y ou pay nothing for Mental conditions
benefits and $200 admission copay plus $50 per day for rehabilitation program ............ 14

Outpatient
care

Homehealthcare
M ental conditions

Substanceabuse

Comprehensiverange of services such asdiagnosis and treatment of illnessor injury,
including specialist’ scare; preventive care, including well-baby care, periodic check-ups
and routineimmunizations; |aboratory testsand X -rays, complete maternity care. Y ou pay
a$4 copay per officevisit; $4 per house call by a doctor; a $10 copay per officevisit on
weekends and holidays and on weekdaysbetween 6 p.m. and 7 am. .........cccceceeeieenee 10

All necessary visits by nurses and health aides. You pay nothing...........cc.cccovceiiiennee 10

Up to 40 outpatient visits per year. You pay $4 each for visits 1-3 and $20 each for
AV ST L SRR 14

Covered under Mental conditionS BENEFIT ... 14

Emergency care

Reasonable charges for services and supplies required because of a medical emergency.
You pay a$30 copay to the hospital for each emergency room visit and any charges for
servicesthat are not covered by thisPlan. Copay iswaived if hospitalized asinpatient
directly from emMErgeNCY FOOM ........coiieiiiiie ettt ettt see e saneas 13

Prescription drugs

Drugs prescribed by a Plan doctor and obtained at a Plan pharmacy. You pay a$6 copay
per generic prescription or $8 per name brand prescription unit or refill. A namebrand
drug will be dispensed only when a generic drug is not available or when specified by the
Plan doctor. Up toa 90 day supply of maintenance medication may be purchased through
themail order program. Y ou pay $10 copay for generic drugsand a$16 copay for name

Brand drugs........cccoviiiiii 15,16
Dental care No current benefit
Vision care Annually, onerefraction. You pay $4 COpay ..........cccvieieerereieeeese e e et sre e 16

Out-of-pocket limit

Copaymentsarerequired for afew benefits; however, copaymentswill not berequired for
the remainder of the calendar year after your out-of-pocket expenses for services provided
or arranged by the Plan reach $750 per Self Only enraollment and $1,500 per Self and Family
enrollment. Thiscopay maximum does not includethe cost of prescription drugsand
durablemediCal EQUIPIMENT .........ooiii i sbe e 7
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