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Important Notice from Blue Preferred Plus POS About
Our Prescription Drug Coverage and Medicare

OPM has determined that the Blue Preferred Plus POS prescription drug coverage is, on average, expected to pay out as
much as the standard Medicare prescription drug coverage will pay for all Plan participants and is considered Creditable
Coverage. This means you do not need to enroll in Medicare Part D and pay extra for prescription drug coverage. If you
decide to enroll in Medicare Part D later, you will not have to pay a penalty for late enrollment as long as you keep your
FEHB coverage.

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

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

Please be advised

If you lose or drop your FEHB coverage and go 63 days or longer without prescription drug coverage that’s at least as good
as Medicare’s prescription drug coverage, your monthly Medicare Part D premium will go up at least 1% per month for every
month that you did not have that coverage. For example, if you go 19 months without Medicare Part D prescription drug
coverage, your premium will always be at least 19 percent higher than what many other people pay. You will have to pay this
higher premium as long as you have Medicare prescription drug coverage. In addition, you may have to wait until the next
Annual Coordinated Election Period (October 15 through December 7) to enroll in Medicare Part D.

Medicare’s Low Income Benefits

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

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

* Visit www.medicare.gov for personalized help.

* Call (800) MEDICARE ((800) 633-4227), (TTY: (877) 486-2048)
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Introduction

This brochure describes the benefits of Blue Preferred Plus POS under our contract (CS 2838) with the United States Office
of Personnel Management, as authorized by the Federal Employees Health Benefits law. Customer service may be reached at
(888) 811-2092 or through our website: www.anthem.com. This Plan is underwritten by HMO Missouri, Inc., dba Anthem
Blue Cross and Blue Shield*. The address for the Blue Preferred Plus POS administrative office is:

Blue Preferred Plus POS, Mail No. OH0402-B014
1351 William Howard Taft Road
Cincinnati, OH 45206-1775

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

If you are enrolled in this Plan, you are entitled to the benefits described in this brochure. If you are enrolled in Self and
Family coverage, each eligible family member is also entitled to these benefits. If you enroll in Self Plus One coverage, you
and one eligible family that you designate when you enroll are entitled to these benefits. You do not have a right to benefits
that were available before January 1, 2016, unless those benefits are also shown in this brochure.

OPM negotiates benefits and rates with each Plan annually. Benefit changes are effective January 1, 2016, and changes are
summarized on page 15. Rates are shown at the end of this brochure.

Coverage under this plan qualifies as minimum essential coverage (MEC) and satisfies the Patient Protection and Affordable
Care Act’s (ACA) individual shared responsibility requirement. Please visit the Internal Revenue Service (IRS) website at
www.irs.gov/uac/Questions-and-Answers-on-the-Individual-Shared-Responsibility-Provision for more information on the
individual requirement for MEC.

The ACA establishes a minimum value for the standard of benefits of a health plan. The minimum value standard is 60%
(actuarial value). The health coverage of this plan does meet the minimum value standard for the benefits the plan provides.

*In Missouri, (excluding 30 counties in the Kansas City area) Anthem Blue Cross and Blue Shield is the trade name of
RightCHOICE® Managed Care, Inc. (RIT), Healthy Alliance® Life Insurance Company (HALIC), and HMO Missouri, Inc.
RIT and certain affiliates administer non-HMO benefits underwritten by HALIC and HMO benefits underwritten by HMO
Missouri, Inc. RIT and certain affiliates only provide administrative services for self-funded plans and do not underwrite
benefits. Independent licensees of the Blue Cross and Blue Shield Association. ® ANTHEM is a registered trademark of
Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are registered marks of the Blue
Cross and Blue Shield Association.

Plain Language

All FEHB brochures are written in plain language to make them easy to understand. Here are some examples:

* Except for necessary technical terms, we use common words. For instance, “you” means the enrollee or family member,
“we” means Blue Preferred Plus POS.

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

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

Stop Health Care Fraud!

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

OPM’s Office of the Inspector General investigates all allegations of fraud, waste, and abuse in the FEHB Program
regardless of the agency that employs you or from which you retired.
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Protect Yourself From Fraud — Here are some things that you can do to prevent fraud:

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

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

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

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

* Periodically review your claim history for accuracy to ensure we have not been billed for services that you did not receive.

* Do not ask your doctor to make false entries on certificates, bills or records in order to get us to pay for an item or service.

* If you suspect that a provider has charged you for services you did not receive, billed you twice for the same service, or
misrepresented any information, do the following:

- Call the provider and ask for an explanation. There may be an error.
- Ifthe provider does not resolve the matter, call us at (888) 451-1155 and explain the situation.

- If we do not resolve the issue:

CALL - THE HEALTH CARE FRAUD HOTLINE
(877) 499-7295

OR go to www.opm.gov/our-inspector-general/hotline-to-report-fraud-waste-or-abuse/complaint-form/

The online reporting form is the desired method of reporting fraud in order to ensure accuracy, and a quicker response
time.

You can also write to:

United States Office of Personnel Management
Office of the Inspector General Fraud Hotline
1900 E Street NW Room 6400
Washington, DC20415-1100

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

- Your child age 26 or over (unless he/she is disabled and incapable of self-support prior to age 26)

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

* Fraud or intentional misrepresentation of material fact is prohibited under the Plan. You can be prosecuted for fraud and
your agency may take action against you. Examples of fraud include falsifying a claim to obtain FEHB benefits, trying to
or obtaining service or coverage for yourself or for someone else who is not eligible for coverage, or enrolling in the Plan
when you are no longer eligible.

* If your enrollment continues after you are no longer eligible for coverage (i.e. you have separated from Federal service)
and premiums are not paid, you will be responsible for all benefits paid during the period in which premiums were not
paid. You may be billed by your provider for services received. You may be prosecuted for fraud for knowingly using
health insurance benefits for which you have not paid premiums. It is your responsibility to know when you or a family
member is no longer eligible to use your health insurance coverage.
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Preventing Medical Mistakes

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

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

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

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

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

* Tell your doctor and pharmacist about any drug, food, and other allergies you have, such as to latex.

* Ask about any risks or side effects of the medication and what to avoid while taking it. Be sure to write down what your
doctor or pharmacist says.

* Make sure your medicine is what the doctor ordered. Ask your pharmacist about the medication if it looks different than
you expected.

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

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

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

3. Get the results of any test or procedure.

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

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

* Ask what the results mean for your care.

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

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

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

5. Make sure you understand what will happen if you need surgery.
* Make sure you, your doctor, and your surgeon all agree on exactly what will be done during the operation.
* Ask your doctor, “Who will manage my care when I am in the hospital?”

* Ask your surgeon
- "Exactly what will you be doing?"
- "About how long will it take?"
"What will happen after surgery?"
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"How can I expect to feel during recovery?"

* Tell the surgeon, anesthesiologist, and nurses about any allergies, bad reactions to anesthesia, and any medications or
nutritional supplements you are taking.

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

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

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

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

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

Never Events

When you enter the hospital for treatment of one medical problem, you don't expect to leave with additional injuries,
infections or other serious conditions that occur during the course of your stay. Although some of these complications may
not be avoidable, too often patients suffer from injuries or illnesses that could have been prevented if the hospital had taken
proper precautions.

We have a benefit payment policy that encourages hospitals to reduce the likelihood of hospital-acquired conditions such as
certain infections, severe bedsores, and fractures, and to reduce medical errors that should never happen. These conditions
and errors are called "Never Events." When a Never Event occurs, neither your FEHB plan nor you will incur costs to correct
the medical error.

You will not be billed for inpatient services related to treatment of specific hospital-acquired conditions or for inpatient
services needed to correct Never Events, if you use Blue Preferred Plus POS preferred providers. This policy helps to protect
you from preventable medical errors and improve the quality of care you receive.
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FEHB Facts

Coverage information

* No pre-existing
condition
limitation

¢ Minimum
essential
coverage (MEC)

e Minimum value
standard

* Where you can
get information
about enrolling
in the FEHB
Program

* Types of
coverage
available for
you and your
family
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We will not refuse to cover the treatment of a condition you had before you enrolled in this Plan
solely because you had the condition before you enrolled.

Coverage under this plan qualifies as minimum essential coverage (MEC) and satisfies the ACA
individual shared responsibility requirement. Please visit the Internal Revenue Service (IRS)
website at www.irs.gov/uac/Questions-and-Answers-on-the-Individual-Shared-Responsibility-
Provision for more information on the individual requirement for MEC.

Our health coverage meets the minimum value standard of 60% established by the ACA. This
means that we provide benefits to cover at least 60% of the total allowed costs of essential health
benefits. The 60% standard is an actuarial value; your specific out-of-pocket costs are
determined as explained in this brochure.

See www.opm.gov/healthcare-insurance for enrollment information as well as:

* Information on the FEHB Program and Plans available to you

A health Plan comparison tool
+ Alist of agencies that participate in Employee Express
* A link to Employee Express

+ Information on and links to other electronic enrollment systems

Also, your employing or retirement office can answer your questions, and give you brochures
for other Plans, and other materials you need to make an informed decision about your FEHB
coverage. These materials tell you:

* When you may change your enrollment
* How you can cover your family members

* What happens when you transfer to another Federal agency, go on leave without pay, enter
military service, or retire

* What happens when your enrollment ends

* When the next Open Season for enrollment begins

We don’t determine who is eligible for coverage and, in most cases, cannot change your
enrollment status without information from your employing or retirement office. For
information on your premium deductions, you must also contact your employing or retirement
office.

Self Only coverage is for you alone. Self Plus One coverage is an enrollment that covers you
and one eligible family member. Self and Family coverage is for you, your spouse, and your
dependent children under age 26, including any foster children authorized for coverage by your
employing agency or retirement office. Under certain circumstances, you may also continue
coverage for a disabled child 26 years of age or older who is incapable of self-support.

If you have a Self Only enrollment, you may change to a Self and Family or Self Plus One
enrollment if you marry, give birth, or add a child to your family. You may change your
enrollment 31 days before to 60 days after that event. The Self Plus One or Self and Family
enrollment begins on the first day of the pay period in which the child is born or becomes an
eligible family member. When you change to Self Plus One or Self and Family because you
marry, the change is effective on the first day of the pay period that begins after your employing
office receives your enrollment form; benefits will not be available to your spouse until you

marry.

FEHB Facts



Your employing or retirement office will not notify you when a family member is no longer
eligible to receive benefits, nor will we. Please tell us immediately of changes in family member
status including your marriage, divorce, annulment, or when your child reaches age 26.

If you or one of your family members is enrolled in one FEHB plan, that person may not
be enrolled in or covered as a family member by another FEHB plan.

If you have a qualifying life event (QLE) — such as marriage, divorce, or the birth of a child —
outside of the Federal Benefits Open Season, you may be eligible to enroll in the FEHB
Program, change your enrollment, or cancel coverage. For a complete list of QLEs, visit the
FEHB website at www.opm.gov/healthcare-insurance/life-events. If you need assistance, please
contact your employing agency, Tribal Benefits Officer, personnel/payroll office, or retirement
office.

* Family member  Family members covered under your Self and Family enrollment are your spouse (including a
coverage valid common law marriage) and children as described in the chart below. A Self Plus One
enrollment covers you and one eligible family member as described in the chart below.

Children Coverage

Natural children, adopted children, and Natural, adopted children and stepchildren are
stepchildren covered until their 26t birthday.

Foster children Foster children are eligible for coverage until

their 26t birthday if you provide
documentation of your regular and substantial
support of the child and sign a certification
stating that your foster child meets all the
requirements. Contact your human resources
office or retirement system for additional
information.

Children incapable of self-support Children who are incapable of self-support
because of a mental or physical disability that
began before age 26 are eligible to continue
coverage. Contact your human resources office
or retirement system for additional information.

Married children Married children (but NOT their spouse or
their own children) are covered until their 26th
birthday.

Children with or eligible for employer- Children who are eligible for or have their own

provided health insurance employer-provided health insurance are

covered until their 26th birthday.

You can find additional information at www.opm.gov/healthcare-insurance.

* Children’s OPM has implemented the Federal Employees Health Benefits Children’s Equity Act of 2000.
Equity Act This law mandates that you be enrolled for Self Plus One or Self and Family coverage in the
FEHB Program, if you are an employee subject to a court or administrative order requiring you
to provide health benefits for your child(ren).

If this law applies to you, you must enroll for Self Plus One or Self and Family coverage in a
health Plan that provides full benefits in the area where your children live or provide
documentation to your employing office that you have obtained other health benefits coverage
for your children. If you do not do so, your employing office will enroll you involuntarily as
follows:

+ Ifyou have no FEHB coverage, your employing office will enroll you for Self Plus One or
Self and Family coverage, as appropriate, in the Blue Cross and Blue Shield Service Benefit
Plan’s Basic Option;
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* When benefits
and premiums
start

* When you retire

‘When you lose benefits

* When FEHB
coverage ends

+ If you have a Self Only enrollment in a fee-for-service Plan or in an HMO that serves the
area where your children live, your employing office will change your enrollment to Self
Plus One or Self and Family, as appropriate, in the same option of the same Plan; or

* Ifyou are enrolled in an HMO that does not serve the area where the children live, your
employing office will change your enrollment to Self Plus One or Self and Family, as
appropriate, in the Blue Cross and Blue Shield Service Benefit Plan’s Basic Option.

As long as the court/administrative order is in effect, and you have at least one child identified in
the order who is still eligible under the FEHB Program, you cannot cancel your enrollment,
change to Self Only, or change to a Plan that doesn’t serve the area in which your children live,
unless you provide documentation that you have other coverage for the children. If the court/
administrative order is still in effect when you retire, and you have at least one child still eligible
for FEHB coverage, you must continue your FEHB coverage into retirement (if eligible) and
cannot cancel your coverage, change to Self Only, or change to a Plan that doesn’t serve the area
in which your children live as long as the court/administrative order is in effect. Similarly, you
cannot change to Self Plus One if the court/administrative order identifies more than one child.
Contact your employing office for further information.

The benefits in this brochure are effective January 1. If you joined this Plan during Open Season,
your coverage begins on the first day of your first pay period that starts on or after January 1. If
you changed Plans or Plan options during Open Season and you receive care between
January 1 and the effective date of coverage under your new Plan or option, your claims
will be paid according to the 2016 benefits of your old Plan or option. However, if your old
Plan left the FEHB Program at the end of the year, you are covered under that Plan’s 2015
benefits until the effective date of your coverage with your new Plan. Annuitants’ coverage and
premiums begin on January 1. If you joined at any other time during the year, your employing
office will tell you the effective date of coverage.

If your enrollment continues after you are no longer eligible for coverage, (i.e., you have
separated from Federal service) and premiums are not paid, you will be responsible for all
benefits paid during the period in which premiums were not paid. You may be billed for
services received directly from your provider. You may be prosecuted for fraud for knowingly
using health insurance benefits for which you have not paid premiums. It is your responsibility
to know when you or a family member are no longer eligible to use your health insurance
coverage.

When you retire, you can usually stay in the FEHB Program. Generally, you must have been
enrolled in the FEHB Program for the last five years of your Federal service. If you do not meet
this requirement, you may be eligible for other forms of coverage, such as Temporary
Continuation of Coverage (TCC).

You will receive an additional 31 days of coverage, for no additional premium, when:
* Your enrollment ends, unless you cancel your enrollment; or

* You are a family member no longer eligible for coverage.

Any person covered under the 31 day extension of coverage who is confined in a hospital or
other institution for care or treatment on the 315t day of the temporary extension is entitled to
continuation of the benefits of the Plan during the continuance of the confinement but not
beyond the 60th day after the end of the 31 day temporary extension.

You may be eligible for spouse equity coverage or Temporary Continuation of Coverage (TCC)
or a conversion policy (a non-FEHB individual policy).
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* Upon divorce If you are divorced from a Federal employee, or annuitant, you may not continue to get benefits
under your former spouse’s enrollment. This is the case even when the court has ordered your
former spouse to provide health coverage for you. However, you may be eligible for your own
FEHB coverage under either the spouse equity law or Temporary Continuation of Coverage
(TCC). If you are recently divorced or are anticipating a divorce, contact your ex-spouse’s
employing or retirement office to get additional information about your coverage choices. You
can also visit OPM’s website at http://www.opm.gov/healthcare-insurance/healthcare/plan-

information/.

+ Temporary If you leave Federal service, Tribal employment, or if you lose coverage because you no longer
Continuation of  qualify as a family member, you may be eligible for Temporary Continuation of Coverage
Coverage (TCC). The Affordable Care Act (ACA) did not eliminate TCC or change the TCC rules. For
(TCO) example, you can receive TCC if you are not able to continue your FEHB enrollment after you

retire, if you lose your Federal or Tribal job, if you are a covered dependent child and you turn
26, etc.

You may not elect TCC if you are fired from your Federal or Tribal job due to gross misconduct.

Enrolling in TCC. Get the RI 79-27, which describes TCC, from your employing or retirement
office or from www.opm.gov/healthcare-insurance. It explains what you have to do to enroll.

Alternatively, you can buy coverage through the Health Insurance Marketplace where,
depending on your income, you could be eligible for a new kind of tax credit that lowers your
monthly premiums. Visit www.HealthCare.gov to compare plans and see what your premium,
deductible, and out-of-pocket costs would be before you make a decision to enroll. Finally, if
you qualify for coverage under another group health plan (such as your spouse’s plan), you may
be able to enroll in that plan, as long as you apply within 30 days of losing FEHBP coverage.

+ Converting to You may convert to a non-FEHB individual policy if:
individual * Your coverage under TCC or the spouse equity law ends (If you canceled your coverage or
coverage did not pay your premium, you cannot convert);
* You decided not to receive coverage under TCC or the spouse equity law; or
* You are not eligible for coverage under TCC or the spouse equity law.
If you leave Federal or Tribal service, your employing office will notify you of your right to
convert. You must apply in writing to us within 31 days after you receive this notice. However, if
you are a family member who is losing coverage, the employing or retirement office will not
notify you. You must apply in writing to us within 31 days after you are no longer eligible for
coverage.
Your benefits and rates will differ from those under the FEHB Program; however, you will not
have to answer questions about your health, and we will not impose a waiting period or limit
your coverage due to pre-existing conditions.
* Health If you would like to purchase health insurance through the Affordable Care Act’s Health
Insurance Insurance Marketplace, please visit www.HealthCare.gov. This is a website provided by the U.
Marketplace S. Department of Health and Human Services that provides up-to-date information on the

Marketplace.
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Section 1. How this plan works

General features of our HMO

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

HMOs emphasize preventive care such as routine office visits, physical exams, well-baby care, and immunizations, in
addition to treatment for illness and injury. Our providers follow generally accepted medical practice when prescribing any
course of treatment.

When you receive services from Plan providers, you will not have to submit claim forms or pay bills. You pay only the
copayments described in this brochure. When you receive emergency services from non-Plan providers, you may have to
submit claim forms.

You should join an HMO because you prefer the Plan’s benefits, not because a particular provider is available. You
cannot change Plans because a provider leaves our Plan. We cannot guarantee that any one physician, hospital, or
other provider will be available and/or remain under contract with us.

Who provides my health care?

This Plan is an individual-practice Plan. All participating doctors practice in their own offices in the community. Benefits are
available from doctors, hospitals and other health care providers that are within the Blue Preferred Plus POS network or from
non-network providers. The Plan arranges with doctors and hospitals to provide medical care for both the prevention of
disease and the treatment of serious illness.

You may self-refer within the Blue Preferred Plus POS network. A wide variety of specialists and primary care physicians
are available for you to choose from. Many are Board certified as indicated in the Blue Preferred Plus POS directory. If you
need hospital care, your network doctor will admit you to a participating hospital where he/she has admitting privileges and
ensure that the necessary preauthorizations and precertifications are in place. When you receive care from non-network
providers, you are ultimately responsible for making sure that we have been contacted for any necessary preauthorization or
precertification of care. You may also be responsible for charges that exceed the Plan's maximum allowable amount for
covered non-network services.

Open access to network providers

Our HMO offers Open Access benefits. This means you can receive covered services from a participating provider without a
required referral from your primary care physician or by another participating provider in the network.

We have Point of Service (POS) benefits

When you enroll in this Plan, you have access to Point-of-Service (POS) benefits. This means you can receive covered
services from a non-participating provider (non-network). However, your out-of-pocket expenses for covered non-network
services will be higher than your out-of-pocket expenses if you remain within the Blue Preferred Plus POS network. Under
the POS benefits for non-network services, you must satisfy an annual deductible of $1,500 under Self only coverage or
$1,500 per person under Self Plus One coverage or $4,500 under Self and Family coverage. After satisfying the deductible,
you will be responsible for 30% coinsurance for covered services and all charges that exceed our payment, including charges
for non-covered services. When your out-of-pocket expenses (deductible and 30% coinsurance) reach $7,500 under Self
only coverage or $7,500 per person under Self Plus One coverage or $15,000 under Self and Family coverage, we will
eliminate the coinsurance that you pay for covered non-network services but you will still be responsible for all charges that
exceed our payment. Some services are not covered under the POS benefits. Please refer to Section 5 (i) Point of Service
benefits for more information.

How we pay providers

We contract with individual physicians, medical groups, hospitals and other types of providers to provide the benefits in this
brochure. These network providers accept a negotiated payment from us, and you will only be responsible for your
copayments when you remain within our provider network.
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Preventive care services

Preventive care services are generally covered with no cost-sharing and are not subject to copayments, deductibles or annual
limits when received from a network provider.

Your rights

OPM requires that all FEHB Plans provide certain information to their FEHB members. You may get information about us,
our networks, and our providers. OPM’s FEHB website (www.opm.gov/healthcare-insurance) lists the specific types of
information that we must make available to you. Some of the required information is listed below.

* Disenrollment rates
* Compliance with State and Federal licensing or certification requirements
* Accreditations by recognized accrediting agencies and the dates received

* Whether the carrier meets State, Federal and accreditation requirements for fiscal solvency, confidentiality and transfer of
medical records

* Years in existence
* Profit status
¢ Transitional Care

* Medical Records

If you want more information about us, call (888) 811-2092, or write to Mail No. OH0402-B014, 1351 William Howard Taft
Road, Cincinnati, Ohio 45206-1775. You will find important information about your member rights and responsibilities, and
how we evaluate new technology for covered services at www.anthem.com. Go to Customer Support, then go to FAQs. You
may also contact us by fax at (513) 872-3929.

Your medical and claims records are confidential

We have a Confidentiality Policy. This policy sets forth guidelines regarding a member’s right to access and amend
information in the Plan’s possession. The Policy specifically addresses when a release, signed by a member, is required
before information may be disclosed by the Plan to parties such as a member’s provider, spouse, or other family members.
Through the contract under which the Plan is administering your benefits, the Plan is not required to obtain your consent to
the release of any information or records concerning claims for routine uses as may be reasonably necessary for the
administration of your benefits. Please refer to our website www.anthem.com, Frequently Asked Questions, for further
details.

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

Service Area
To enroll in this Plan, you must live in our service area. This is where our providers practice. Our service area is:

The St. Louis Area, including the Missouri counties of Crawford, Franklin, Gasconade, Jefferson, Lincoln, Montgomery,
Pike, St. Charles, St. Francois, St. Louis (City and County), Ste. Genevieve, Warren and Washington; the Central Missouri
Area counties of Audrain, Boone, Callaway, Camden, Chariton, Cole, Cooper, Howard, Macon, Maries, Miller, Moniteau,
Monroe, Morgan, Osage, Phelps, Pulaski, and Randolph; the Southwest Missouri Area counties of Barry, Barton, Cedar,
Christian, Dade, Dallas, Douglas, Greene, Hickory, Jasper, Laclede, Lawrence, McDonald, Newton, Ozark, Polk, Stone,
Taney, Texas, Webster and Wright.

You may also enroll with us if you live in the Illinois counties of Madison or St. Clair.

Ordinarily, you must get your care from providers who contract with us. If you receive care outside our service area, we will
pay only for emergency care benefits.
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If you or a covered family member move outside our service area, you can enroll in another Plan. If your dependents live out
of the area (for example, if your child goes to college in another state), you should consider enrolling in a fee-for-service Plan
or an HMO that has agreements with affiliates in other areas or refer to Section 5(h) Special Features on page 61 for details
regarding our reciprocity benefits. If you or a family member move, you do not have to wait until Open Season to change
Plans. Contact your employing or retirement office. As a Blue Preferred Plus POS member, you may have access to
physician care through the BlueCard® Traditional network for emergency or urgent care services. Benefits are easy to use —a
“suitcase” logo on members’ ID cards will identify them as BlueCard members. To locate a BlueCard provider outside the
Blue Preferred Plus POS service area, you or a covered family member simply calls the toll-free BlueCard Access number on
their ID card ((800) 810-BLUE (2583)) or visit the BlueCard Hospital and Doctor Finder at www.anthem.com. If there is
no BlueCard provider near you, you should contact your Plan physician just as you would if you were at home. The Plan
physician will provide a non-network referral and coordinate care with the out-of-area provider as appropriate.
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Section 2. Changes for 2016

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

Program-wide changes
* Self Plus One enrollment Option has been added effective January 1, 2016.

* We have removed the exclusion for services, drugs, or supplies related to sex transformations.

Changes to this Plan
* Your share of the non-Postal premium will decrease for Self and Self and Family. See page 94.

* Currently injectable or infused medications given by the doctor in the office are covered in full. Now injectable or infused
medications given by the doctor in the office will have a 20%, of our allowance, coinsurance. ( Section 5(a) )

* Currently surgical services in a network outpatient hospital or surgical center are covered with a $200 facility copay. Now
surgical services in a network outpatient hospital or surgical center are covered with a $250 facility copay. ( Section 5(c) )

* Network CT Scans, MRI, MRA, PET, nuclear cardiology imaging studies and non-maternity related ultrasounds will be
covered with a 20% coinsurance per test. Previously they were covered with a $150 copay per test. ( Sections 5(a) and 5

(©))

* Currently network non-surgical care received in an outpatient facility is covered in full. Now network non-surgical care
received in an outpatient facility will be covered with a 20%, of our allowance, coinsurance. ( Section 5(c) )

* Currently network Inpatient hospital services and Skilled nursing care are covered with a $500 per admission copay. Now
network Inpatient hospital and skilled nursing care services will be covered with a $250 copay per day for a maximum of 3
days. ( Section 5(c) )

* Currently network Inpatient hospital services for mental health and substance abuse are covered in full. Now network
Inpatient hospital services for mental health and substance abuse will be covered with a $250 copay per day for a
maximum of 3 days. ( Section 5(e) )

* Currently the Network Catastrophic protection out-of-pocket limit is $3,500 for Self only or $7,000 for Self and Family
enrollment. Now the Network out-of-pocket limit will be $5,000 for Self only or $10,000 for Self and Family enrollment.
( Section 4)

* Currently the Non-network Catastrophic protection out-of-pocket limit is $5,000 for Self only or $10,000 for Self and
Family enrollment. Now the Non-network out-of-pocket limit will be $7,500 for Self only or $15,000 for Self and Family
enrollment. ( Section 4 )

* Currently the POS Non-network annual deductible is $500 for Self only or $1,500 for Self and Family enrollment. Now
the POS Out-of-network annual deductible will be $1,500 for Self only or $4,500 for Self and Family enrollment.
( Section 4 )

* Currently Tier 2 drugs are covered with a $40 copay for a 30-day supply and a $100 copay for a 90-day supply. Now Tier 2
drugs will be covered with a $50 copay for a 30-day supply and a $125 copay for a 90-day supply. ( Section 5(f) )

* Currently Tier 3 drugs are covered with a $60 copay for a 30-day supply and a $150 copay for a 90-day supply. Now Tier 3
drugs will be covered with a $70 copay for a 30-day supply and a $175 copay for a 90-day supply. ( Section 5(f) )

* Currently Tier 4 drugs are covered with a 25%, of our allowance, coinsurance up to a maximum out-of- pocket of $150 per
prescription for a 30-day supply. Now Tier 4 drugs will be covered with a 25%, of our allowance, coinsurance up to a
maximum out-of-pocket of $250 per prescription for a 30-day supply. ( Section 5(f) )
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Section 3. How you get care

Identification cards We will send you an identification (ID) card when you enroll. You should carry your ID
card with you at all times. You must show it whenever you receive services from a Plan
provider, or fill a prescription at a Plan pharmacy. Until you receive your ID card, use
your copy of the Health Benefits Election Form SF 2809, your health benefits enrollment
confirmation letter (for annuitants), or your electronic enrollment system (such as
Employee Express) confirmation letter.

If you do not receive your ID card within 30 days after the effective date of your
enrollment, or if you need replacement cards, call us at (888) 811-2092. You may also
request replacement cards through our website at www.anthem.com.

Where you get covered When you get care from “Plan providers” and “Plan facilities” you will only pay

care copayments and you will not have to file claims. If you use our Open Access program
you can receive covered services from a participating provider without a required referral
from your primary care physician or by another participating provider in the network.
You may also obtain services from non-network providers, however, you will be
responsible for higher out-of-pocket costs and may have to file claims.

How to Find a Provider in the Network

There are three ways you can find out if a Provider or Facility is in the network for this
Plan. You can also find out where they are located and details about their license or
training.
* See your Plan’s directory of In-Network Providers at www.anthem.com, which lists
the Doctors, Providers, and Facilities that participate in this Plan’s network.

+ Call Customer Service to ask for a list of Doctors and Providers that participate in this
Plan’s network, based on specialty and geographic area.

* Check with your Doctor or Provider.

If you need help choosing a Doctor who is right for you, call the Customer Service
number on the back of your Member Identification Card. TTY/TDD services also are
available by dialing 711. A special operator will get in touch with us to help with your
needs

* Plan providers Plan providers are primary care physicians, specialists and other health care professionals
in our service area that we contract with to provide covered services to our members. We
credential Plan providers according to national standards.

We list Plan providers in the provider directory, which we update annually. The Blue
Preferred Plus POS directory is also on our website, www.anthem.com. The online
directory is updated daily.

+ Plan facilities Plan facilities are hospitals and other facilities in our service area that we contract with to
provide covered services to our members. We list these in the provider directory, which
we update annually. The list is also on our website.

What you must do to get How_to Access Primary and Specialty Care Services

covered care . . - .
Your health plan covers care provided by primary care physicians and specialty care

providers. To see a primary care physician, simply visit any network physician who is a
general or family practitioner, internist or pediatrician. Your health plan also covers care
provided by any network specialty care provider you choose. Referrals are not needed to
visit any network specialty care provider, including behavioral health. However, there are
certain services that may require prior approval by us; see Section 3, pages 18. Please note
that Emergency and Urgent care services do not require prior approval from us.
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To make an appointment call your physician’s office:
+ Tell them you are an < health plan > member.

* Have your Member ID card handy. They may ask you for your group number, member
I.D. number, or office visit copay.

+ Tell them the reason for your visit

When you go for your appointment, bring your Member ID card.

* Primary care Selecting a Primary Care Physician (PCP) is important. A PCP can be a family
practitioner, internist, or pediatrician. Your PCP will provide most of your health care.

* Specialty care Here are some things you should know about specialty care:

You do not need a referral from your primary care physician. You may self-refer within
the network for medically necessary care.

If you have a chronic and disabling condition and lose access to your specialist because
we:

- terminate our contract with your specialist for other than cause;

- drop out of the Federal Employees Health Benefits (FEHB) Program and you enroll
in another FEHB program plan; or

- reduce our Service Area and you enroll in another FEHB plan;

you may be able to continue seeing your specialist for up to 90 days after you receive
notice of the change. Contact us, or if we drop out of the Program, contact your new Plan.

If you are in the second or third trimester of pregnancy and you lose access to your
specialist based on the above circumstances, you can continue to see your specialist until
the end of your postpartum care, even if it is beyond the 90 days.

Inpatient, residential treatment and certain outpatient treatment for mental health and
substance abuse require precertification. When you remain within our network, the
provider is responsible for contacting us to obtain precertification. However, when you
seek non-network care, you are ultimately responsible for contacting us to obtain
precertification.

» Hospital care Your Plan primary care physician or specialist will make necessary hospital arrangements
and supervise your care. This includes admission to a skilled nursing or other type of
facility.

+ If you are hospitalized = We pay for covered services from the effective date of your enrollment. However, if you
when your enrollment  are in the hospital when your enrollment in our Plan begins, call our customer service
begins department immediately at (888) 811-2092. If you are new to the FEHB Program, we will

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

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

+ you are discharged, not merely moved to an alternative care center;

* the day your benefits from your former Plan run out; or

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

These provisions apply only to the benefits of the hospitalized person. If your Plan
terminates participation in the FEHB Program in whole or in part, or if OPM orders an
enrollment change, this continuation of coverage provision does not apply. In such cases,
the hospitalized family member’s benefits under the new Plan begin on the effective date
of enrollment.
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You need prior Plan
approval for certain
services
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What is Utilization Management?
We use a process called Utilization Management (UM). This process helps us:

Decide if certain outpatient care, inpatient hospital care or procedures are medically
necessary for our members.

Decide if the services will be covered by our members’ health plans.

Make sure you’re getting the right care at the right time.

How it works
Our UM review team, made up of licensed health care professionals such as nurses and
doctors, do medical reviews. The review team:

Goes over the information your doctor sent us to see if the requested surgery,
treatment or other type of care is medically needed.

Checks to make sure the treatment meets the terms, benefits, limitations and
exclusions set by your health plan.

Researches if you can see a provider outside of the network if one is not available
within the network.

After reviewing the records and information, the team will approve (cover) or deny
(not cover) the treatment.

Lets you and your doctor know as soon as possible.

Types of reviews
The UM review team performs these types of reviews before, during and after a member’s
treatment:

The prospective or preservice review (done before you get medical care) — We
may do a prospective review before you go to the hospital or get other types of service
or treatment. Here are medical needs that might call for a prospective review:

- Ahospital visit
- An outpatient procedure
- Tests to find the cause of an illness, such as MRI or CT scans

- Certain types of outpatient therapy, such as physical therapy or emotional health
counseling

- Durable medical equipment (DME), such as wheelchairs, walkers, crutches or
hospital beds

The concurrent review (done during medical care and recovery) — We do a
concurrent review when you are in the hospital or are released and need more care
related to the hospital stay. The UM review team looks at your medical information at
the time of the review to see if the treatment is medically needed. These reviews could
include:

- Services or treatment in a doctor’s office

- Regular office visits

- Physical or emotional therapy

- Home health care, durable medical equipment (DME)
- Astay in a nursing home

- Emotional health care visits

The retrospective or post-service review (done after you get medical care) — We do
a retrospective review when you have already had surgery or another type of medical
care. This is when the UM review team learns about the treatment, then looks at the
medical information the doctor or provider had about you at the time the medical care
was given. The team can see if the treatment was medically needed.
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+ Inpatient hospital
admission

e Other services
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What does pre-authorization mean?

Pre-authorization is the process of getting approval from your health plan before you get
services. Think of it like a pre-approval to make sure we will cover a service, supply,
therapy or drug.

We approve services that meet our standards for needed and appropriate treatment:

+ The guidelines we use to approve treatment are based on standards of care in medical
policies, clinical guidelines and the terms of your plan.

+ As these may change, we review our pre-authorization guidelines regularly.

99 <

 Pre-authorization is also called “precertification,
approval.”

rior authorization,” or “pre-
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Why getting pre-authorization helps you
Finding out ahead of time that your service is approved:

+ Saves you time. Pre-authorizing services saves you a step because you will know if
you are eligible and what your benefits cover before you get the service. The doctors
in our network ask for pre-authorization for our members.

+ Saves you money. Paying only for medically necessary services helps everyone save.
Choosing a doctor in our network can help you save even more. See Stretch your
health care dollar.

If you choose an out-of-network provider, be sure to call us to see if you need pre-
authorization. Providers who are not in the network may not do that for you. If you ever
have a question about whether you need pre-authorization, just call the pre-authorization
or precertification phone number on your member ID card.

Since your network primary care physician arranges most referrals to specialists and
inpatient hospitalization, the pre-service claim approval process only applies to care
shown under Other services.

Precertification is the process by which — prior to your inpatient hospital admission — we
evaluate the medical necessity of your proposed stay and the number of days required to
treat your condition.

Your network primary care physician has authority to refer you for most services. For
certain services, however, your physician must obtain prior approval from us. Before
giving approval, we consider if the service is covered, medically necessary, and follows
generally accepted medical practice. If you seek covered care from non-network
providers, you are ultimately responsible for contacting us to obtain our prior approval
before proceeding with the service(s). We call this review and approval process
precertification. The following list includes, but is not limited to, services that require
precertification:

+ All inpatient admissions (except maternity)

+ Newborn stays beyond the discharge of the mother

 Transplants (Human Organ and Bone Marrow/Stem Cell)

* Lumbar spinal fusion surgeries

+ Uvulopalatopharyngoplasty, uvulopharyngoplasty surgery (UPPP)

* Plastic/Reconstructive surgeries such as but not limited to: Blepharoplasty,
Rhinoplasty, and Panniculectomy and Lipectomy/diatasis Recti Repair

* Durable Medical Equipment (DME) — specialized or motorized/powered wheelchairs
and accessories, hospital beds, rocking beds and air beds

* Prosthetics — electronically or externally powered and custom made and/or custom
fitted prefabricated orthotics and braces
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 Surgical treatment of morbid obesity
* Private duty nursing in a home setting
* Certain prescription drugs, such as Growth Hormones

+ Diagnostic imaging such as, but not limited to: Computed Tomography (CT),
Computed Tomographic Angiography (CTA), Magnetic Resonance Angiography
(MRA), Magnetic Resonance Imaging (MRI), Magnetic Resonance Spectroscopy
(MRS), Nuclear Cardiology and Positron Emission Tomography (PET)

* Mental health/Substance abuse services such as but not limited to: Inpatient
admissions, intensive outpatient therapy, partial hospitalization, residential care and
Electric Convulsive Therapy (ECT)

Precertification is a feature that requires an approval be obtained from us before incurring
expenses for certain covered services. When care is evaluated, both medical necessity and
appropriate length of stay will be determined. Medical necessity includes a review of both
the services and the setting. For certain services you will be required to use the provider
designated by Our Health Care Management staff. The care will be covered according to
your benefits for the number of days approved unless our concurrent review determines
that the number of days should be revised. If a request is denied, the provider may request
a reconsideration. An expedited reconsideration may be requested when your health
requires an earlier decision.

For emergency admissions, precertification is not required. However, you must notify us
of your admission within 24 hours or as soon as possible within a reasonable period of
time.

Predetermination is the process of requesting approval of benefits before the service or

supply is rendered.
How to request First, your physician, your hospital, you, or your representative, must call us at (800)
precertification for an 992-5498 before admission or services requiring prior authorization are rendered.

admission or get prior
authorization for Other
services « enrollee’s name and Plan identification number;

Next, provide the following information:

* patient’s name, birth date, identification number and phone number;
+ reason for hospitalization, proposed treatment, or surgery;

+ name and phone number of admitting physician;

» name of hospital or facility; and

+ number of days requested for hospital stay

* Non-urgent care For non-urgent care claims, we will then tell the physician and/or hospital the number of
claims approved inpatient days, or the care that we approve for other services that must have

prior authorization. We will make our decision within 15 days of receipt of the pre-
service claim. If matters beyond our control require an extension of time, we may take up
to an additional 15 days for review and we will notify you of the need for an extension of
time before the end of the original 15 day period. Our notice will include the
circumstances underlying the request for the extension and the date when a decision is
expected.

If we need an extension because we have not received necessary information from you,
our notice will describe the specific information required and we will allow you up to 60
days from the receipt of the notice to provide the information.
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* Urgent care claims If you have an urgent care claim (i.e., when waiting for the regular time limit for your
medical care or treatment could seriously jeopardize your life, health, or ability to regain
maximum function, or in the opinion of a physician with knowledge of your medical
condition, would subject you to severe pain that cannot be adequately managed without
this care or treatment), we will expedite our review and notify you of our decision within
72 hours. If you request that we review your claim as an urgent care claim, we will
review the documentation you provide and decide whether it is an urgent care claim by
applying the judgment of a prudent layperson who possesses an average knowledge of
health and medicine.

If you fail to provide sufficient information, we will contact you within 24 hours after we
receive the claim to let you know what information we need to complete our review of the
claim. You will then have up to 48 hours to provide the required information. We will
make our decision on the claim within 48 hours of (1) the time we received the additional
information or (2) the end of the time frame, whichever is earlier.

We may provide our decision orally within these time frames, but we will follow up with
written or electronic notification within three days of oral notification.

You may request that your urgent care claim on appeal be reviewed simultaneously by us
and OPM. Please let us know that you would like a simultaneous review of your urgent
care claim by OPM either in writing at the time you appeal our initial decision, or by
calling us at (888) 811-2092. You may also call OPM’s Health Insurance 2 at (202)
606-3818 between 8 a.m. and 5 p.m. Eastern Time to ask for the simultaneous review. We
will cooperate with OPM so they can quickly review your claim on appeal. In addition, if
you did not indicate that your claim was a claim for urgent care, call us at (888) 811-2092.
If it is determined that your claim is an urgent care claim, we will expedite our review (if
we have not yet responded to your claim).

+ Concurrent care A concurrent care claim involves care provided over a period of time or over a number of
claims treatments. We will treat any reduction or termination of our pre-approved course of
treatment before the end of the approved period of time or number of treatments as an
appealable decision. This does not include reduction or termination due to benefit changes
or if your enrollment ends. If we believe a reduction or termination is warranted we will
allow you sufficient time to appeal and obtain a decision from us before the reduction or
termination takes effect.

If you request an extension of an ongoing course of treatment at least 24 hours prior to the
expiration of the approved time period and this is also an urgent care claim, then we will
make a decision within 24 hours after we receive the claim.

* Emergency inpatient If you have an emergency admission due to a condition that you reasonably believe puts
admission your life in danger or could cause serious damage to bodily function, you, your
representative, the physician, or the hospital must telephone us within two business days
following the day of the emergency admission, even if you have been discharged from the
hospital.

* Maternity care For childbirth admissions, precertification is not required. If there is a complication and/
or the mother and baby are not discharged at the same time, precertification for an
extended stay or for additional services is required.

+ If your treatment If you need an extension of an ongoing course of treatment at least 24 hours prior to the
needs to be extended expiration of the approved time period and this is also an urgent care claim, then we will
make a decision within 24 hours after we receive the claim.

What happens when you Since precertification is part of the prior approval process you would need approval to use
do not follow the a non-network facility. If you use a non-network facility without prior approval or
precertification rules precertification you may be financially responsible for the charges. You should always
when using non-network make sure that we have been contacted to perform precertification for non-network
facilities services.
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Circumstances beyond Under certain extraordinary circumstances, such as natural disasters, we may have to
our control delay your services or we may be unable to provide them. In that case, we will make all
reasonable efforts to provide you with the necessary care.

If you disagree with our If you have a pre-service claim and you do not agree with our decision regarding
pre-service claim decision  precertification of an inpatient admission or prior approval of other services, you may
request a review in accord with the procedures detailed below.

If you have already received the service, supply, or treatment, then you have a post-
service claim and must follow the entire disputed claims process detailed in Section 8.

* To reconsider a non- Within 6 months of our initial decision, you may ask us in writing to reconsider our initial
urgent care claim decision. Follow Step 1 of the disputed claims process detailed in Section 8 of this
brochure.

In the case of a pre-service claim and subject to a request for additional information, we
have 30 days from the date we receive your written request for reconsideration to

1. Precertify your hospital stay or, if applicable, arrange for the health care provider to
give you the care or grant your request for prior approval for a service, drug, or supply; or

2. Ask you or your provider for more information.

You or your provider must send the information so that we receive it within 60 days of our
request. We will then decide within 30 more days.

If we do not receive the information within 60 days we will decide within 30 days of the
date the information was due. We will base our decision on the information we already
have. We will write to you with our decision.

3. Write to you and maintain our denial.

* To reconsider an In the case of an appeal of a pre-service urgent care claim, within 6 months of our initial
urgent care claim decision, you may ask us in writing to reconsider our initial decision. Follow Step 1 of
the disputed claims process detailed in Section 8 of this brochure.

Unless we request additional information, we will notify you of our decision within 72
hours after receipt of your reconsideration request. We will expedite the review process,
which allows oral or written requests for appeals and the exchange of information by
telephone, electronic mail, facsimile, or other expeditious methods.

+ To file an appeal with After we reconsider your pre-service claim, if you do not agree with our decision, you
OPM may ask OPM to review it by following Step 3 of the disputed claims process detailed in
Section 8 of this brochure.
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Section 4. Your costs for covered services

This is what you will pay out-of-pocket for covered care.

Cost-sharing Cost-sharing is the general term used to refer to your out-of-pocket costs (i.e., deductible,
coinsurance, and copayments) for the covered care you receive.

Copayments A copayment is a fixed amount of money you pay to the provider, facility, pharmacy, etc.,
when you receive certain covered services from within our provider network.

Example:

* When you see your network primary care physician you pay a copayment of $20 per
office visit.

Deductible A deductible is a fixed expense you must incur for covered services and supplies under the
POS benefits before we start paying benefits.

Under a Self Only enrollment, the deductible is considered satisfied and benefits are
payable for you when your covered expenses applied to the calendar year deductible for
your enrollment reach $1,500 under the POS benefits. Under a Self Plus One enrollment,
the deductible is considered satisfied and benefits are payable for you and one other
eligible family member when the combined covered expenses applied to the calendar year
deductible for your enrollment reach $3,000 under the POS benefits. Under a Self and
Family enrollment, the deductible is considered satisfied and benefits are payable for all
family members when the combined covered expenses applied to the calendar year
deductible for family members reach $4,500 under the POS benefits. Note: We do not
apply a deductible to covered care that you receive within the HMO network.

Coinsurance Coinsurance is the percentage of our allowance that you must pay for your care.
Coinsurance does not begin until you have met your calendar year deductible.

Example:

* Under the POS benefits, you pay 30% of our allowance for covered non-network
services.

Differences between our When you receive covered services from non-network providers you are responsible for
Plan allowance and the the difference between the actual charge and the Plan's maximum allowable amount. See
bill Section 5(i) Point of Service benefits for more details.

Your catastrophic Network Services
protection out-of-pocket

maximum After your network copayments and coinsurance total $5,000 for Self Only or $5,000 per

person for Self Plus One, or $10,000 for Self and Family enrollment for medical services
in any calendar year, you do not have to pay any more for covered services.

Non-network Services (POS)

After your deductible and coinsurance for POS benefits totals $7,500 for Self Only or
$7,500 per person for Self Plus One, or $15,000 for Self and Family enrollment for
covered non-network services, you do not have to pay any further deductible and/or
coinsurance for covered services. However, you are responsible for the difference
between the actual charge and the Plan's maximum allowable amount.

Be sure to keep accurate records of your copayments and/or coinsurance since you are
responsible for informing us when you reach the maximum.

Erroneous benefit We will make diligent efforts to recover benefit payments we made in error but in good
payments faith. We may reduce subsequent benefit payments to offset overpayments.
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Note: We will generally first seek recovery from the provider if we paid the provider
directly, or from the person (covered family member, guardian, custodial parent, etc.) to
whom we sent our payment.

Carryover If you changed to this Plan during open season from a Plan with a catastrophic protection
benefit and the effective date of the change was after January 1, any expenses that would
have applied to that Plan’s catastrophic protection benefit during the prior year will be
covered by your old Plan if they are for care you received in January before your effective
date of coverage in this Plan. If you have already met your old plan’s catastrophic
protection benefit level in full, it will continue to apply until the effective date of your
coverage in this Plan. If you have not met this expense level in full, your old Plan will first
apply your covered out-of-pocket expenses until the prior year’s catastrophic level is
reached and then apply the catastrophic protection benefit to covered out-of-pocket
expenses incurred from that point until the effective date of your coverage in this Plan.
Your old plan will pay these covered expenses according to this year’s benefits; benefit
changes are effective January 1.

When Government Facilities of the Department of Veterans Affairs, the Department of Defense and the Indian

facilities bill us Health Services are entitled to seek reimbursement from us for certain services and
supplies they provide to you or a family member. They may not seek more than their
governing laws allow. You may be responsible to pay for certain services and charges.
Contact the government facility directly for more information.
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Section 5. Benefits

See page 15 for how our benefits changed this year. Pages 92 and 93 contain a benefits summary. Make sure that you review
the benefits that are available to you.
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Section 5. Benefits Overview

The benefit package is described in Section 5. Make sure that you carefully review the benefits that are available.

Section 5 is divided into subsections. Please read Important things you should keep in mind at the beginning of the
subsections. Also read the general exclusions in Section 6; they apply to the benefits in the following subsections. To obtain
claim forms, claims filing advice, or more information about our benefits, contact us at (888) 811-2092 or on our website at
www.anthem.com.

When you seek care from within our network, we offer the following unique features:

No referrals needed for care from network providers

No deductibles

No office visit copay for covered preventive care services

$20 primary care office visit copay for non-preventive care

$40 specialty care office visit copay

$250 copay per day for a maximum of 3 days per inpatient admission
$250 outpatient facility copay for surgery

$150 emergency room copay

When you seek care from non-network providers, we offer the following POS features:

Freedom of choice when accessing covered care from non-network providers

After the annual deductible of $1,500 for Self Only or $1,500 per person for Self Plus One or $4,500 for Self and Family,
you pay 30% coinsurance for covered services

When your out-of-pocket expenses for covered POS services adds up to $7,500 for Self Only or $7,500 per person for Self
Plus One or $15,000 for Self and Family, we eliminate the 30% coinsurance

2016 Blue Preferred® Plus POS 27 Section 5. Benefits Overview



Section 5(a). Medical services and supplies provided by physicians and other health
care professionals

Important things you should keep in mind about these benefits:

* Please remember that all benefits are subject to the definitions, limitations, and exclusions in this
brochure and are payable only when we determine they are medically necessary.

¢ In order for network benefits to apply, Plan physicians must provide or arrange your care within the
network.

* We do not apply a calendar year deductible to covered network services.

* Please see Section 5(i) for information regarding POS benefits for Non-Network services. We will
apply an annual deductible ($1,500 for Self Only, or $1,500 per person for Self Plus One, or $4,500
for Self and Family) and 30% coinsurance to covered POS services. Under POS, the annual
catastrophic protection out-of-pocket maximum is $7,500 for Self Only, or $7,500 per person for
Self Plus One, or $15,000 for Self and Family. You are also responsible for all charges that exceed
our payment.

* A network facility copay or POS coinsurance will apply to services that appear in this section but
are performed in an ambulatory surgical center or the outpatient department of a hospital.

¢ Under the POS benefits, you are ultimately responsible for ensuring that your Non-Network
provider obtains our prior-approval and/or precertification for certain services.

* Be sure to read Section 4, Your costs for covered services, for valuable information about how cost-
sharing works. Also, read Section 9 Coordinating benefits with Medicare and other coverage.

Benefit Description You pay

Diagnostic and treatment services High Option

Professional services of physicians
* In physician’s office
+ Office medical consultations

* Second surgical opinion

Network: $20 per office visit to your PCP or
$40 per office visit to a Specialist

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

+ Injectable or infused medications given by the doctor in the office

This does not include immunizations prescribed by your primary care
physician nor allergy injections.

Network: 20% of our allowance

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge.

e Online clinic visit

« Retail Health clinic

Note: Online clinic visits include visits with your personal physician or
with a participating provider through LiveHealth online.

Network: $20 PCP office visit

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

Professional services of physicians
* During a hospital stay

* In a skilled nursing facility

Network: Nothing

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

* In an urgent care center

$40 per visit

Diagnostic and treatment services - continued on next page
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Benefit Description You pay

Diagnostic and treatment services (cont.)

High Option

At home

Network: $20 per visit by your PCP or $40 per
visit by a Specialist

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

Not covered:
* Care that is not medically necessary

* Care that is investigational

All charges

Lab, X-ray and other diagnostic tests

High Option

Laboratory tests, such as:

+ Blood tests

* Urinalysis

+ Non-routine Pap tests
 Pathology

* X-rays

* Non-routine mammograms

+ Ultrasound/Sonogram — one routine ultrasound/sonogram for a
normal pregnancy

* Electrocardiogram and EEG

Network: Nothing

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

* CT Scans, MRI, MRA, PET, nuclear cardiology imaging studies and

non-maternity related ultrasounds

Note: MRI’s, MRA’s, PET, all CT’s (including CTA), Nuclear
Cardiology, and MRS will require prior approval (see page 20).

Network: 20% of our allowance per test

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

Preventive care, adult

High Option

Periodic preventive examinations and routine screenings, such as:
+ Total blood cholesterol - once every three years*
+ Colorectal cancer screening, including

- Fecal occult blood test

- Sigmoidoscopy screening — every five years starting at age 50

- Colonoscopy screening — every ten years starting at age 50

And other diagnostic tests as recommended by the American Cancer
Society Guidelines

* Chlamydia Screening

» Routine Prostate Specific Antigen (PSA) test — one annually for men

age 40 and older*
* Routine Pap test — annual*

+ Osteoporosis screening

Network: Nothing

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge
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Benefit Description You pay

Preventive care, adult (cont.)

High Option

+ Abdominal Aortic Aneurysm screening — ultrasonography, one
between the age of 65 and 75, for men with a history of smoking.

» Screening for obesity and referrals for behavior change interventions
for adults with a Body Mass Index (BMI) over 30kg/m2

*Or more frequently if recommended by your Blue Preferred Plus
POS physician

Network: Nothing

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

Well woman care; including, but not limited to:
* Routine Pap test

* Human papillomavirus testing for women age 30 and up once every
three years

* Annual counseling for sexually transmitted infections
+ Annual counseling and screening for human immune-deficiency virus
+ Contraceptive methods and counseling

+ Screening and counseling for interpersonal and domestic violence

Nothing

* Routine mammogram — once per calendar year or more frequently if
recommended by a physician

Network: Nothing

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

+ Adult routine immunizations endorsed by the Centers for Disease
Control and Prevention (CDC)

Network: Nothing

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

Note: A complete list of preventive care services recommended under
the U.S. Preventive Services Task Force (USPSTF) is available online at

http://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-
b-recommendations/ and HHS at https://www.healthcare.gov/preventive-

care-benefits/

Not covered:

» Physical exams and immunizations required for obtaining or
continuing employment or insurance, attending schools or camp, or
travel.

All charges

Preventive care, children

High Option

Well-child care charges for routine examinations, immunizations and
care (up to age 22)

< Examinations, such as:

- Eye exams through age 17 to determine the need for vision
correction

- Ear exams through age 17 to determine the need for hearing
correction

- Newborn hearing screening, rescreening and initial amplification

Network: Nothing

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

Preventive care, children - continued on next page
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Benefit Description You pay

Preventive care, children (cont.)

High Option

- Examinations done on the day of immunizations (up to age 22)

Childhood immunizations recommended by the American Academy
of Pediatrics

Network: Nothing

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

Note: A complete list of preventive care services recommended under
the U.S. Preventive Services Task Force (USPSTF) is available online at

http://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-
b-recommendations/ and HHS at https://www.healthcare.gov/preventive-

care-benefits/

Not covered:

Physical exams required for obtaining or continuing employment or
insurance, attending schools or camp, or travel.

All charges

Maternity care

High Option

Complete maternity (obstetrical) care, such as:

Prenatal care — includes one routine ultrasound/sonogram for a normal
pregnancy

Screening for gestational diabetes for pregnant women between 24-28
weeks gestation or first prenatal visit for women at a high risk.

Delivery

Postnatal care

Note: Here are some things to keep in mind:

You do not need to precertify your normal delivery; see page 19 for
other circumstances, such as extended stays for you or your baby.

You may remain in the hospital up to 48 hours after a regular delivery
and 96 hours after a cesarean delivery. We will extend your inpatient
stay if medically necessary. If you leave in less than 48 hours (or 96
hours after a cesarean delivery), we will cover two home visits by a
registered nurse provided through a network home health agency.

We cover routine nursery care of the newborn child during the
covered portion of the mother’s maternity stay. We will cover other
care of an infant who requires non-routine treatment only if we cover
the infant under a Self Plus One or Self and Family enrollment.
Surgical benefits, not maternity benefits, apply to circumcision.

We pay hospitalization and surgeon services for non-maternity care
the same as for illness and injury.

Network: $20 per office visit (office visit
copay applies to the initial visit only for routine
obstetrical care)

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

Note: You owe an inpatient hospital admission
copay for network hospital services. The
annual deductible and 30% coinsurance applies
to non-network facilities under the POS
benefits. See Section 5(c) Services provided
by a hospital or other facility, and ambulance
services.

Breastfeeding support, supplies and counseling for each birth

Nothing
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Benefit Description You pay

Family planning High Option
Contraceptive counseling Nothing
A range of voluntary family planning services, limited to: Network: $20 per office visit to your PCP or

$40 per office visit to a Specialist and nothing

* Voluntary sterilization (See Surgical procedures Section 5(b)) . ; >
for family planning services

+ Surgically implanted contraceptives
POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
+ Diaphragms charge

* Injectable contraceptive drugs (such as Depo provera)

* Intrauterine devices (IUDs)

Note: We cover oral contraceptives under the prescription drug benefit.

Not covered: All charges
* Reversal of voluntary surgical sterilization
* Genetic counseling

» Voluntary abortions and related care

Infertility services High Option

 Services limited to: Network: $20 per office visit to your PCP or
$40 per office visit to a Specialist and nothing

- Intravaginal insemination (IVI) for infertili 3
or infertility services

- Intracervical insemination (ICI)
POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed

- Intrauterine insemination (IUT)

charge
* Fertility drugs Applicable prescription drug copays
Note: We cover fertility drugs under the prescription drug benefit. Please
refer to Section 5(f). Preauthorization is required for fertility
medication.
Not covered: All charges

» Treatment for infertility following voluntary sterilization (unless due
to chemotherapy or radiation treatment)

 Costs associated with cryo-preservation and storage of sperm, eggs
and Embryos; provided however, subsequent procedures of a medical
nature necessary to make use of the cryo-preserved substance will not
be similarly excluded if deemed non-experimental and non-
investigational

* Non-medical costs of an egg or sperm Donor
« Infertility treatments rendered to dependents under the age of 18

* Any treatment not specified as covered
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Benefit Description You pay

Allergy care

High Option

+ Testing and treatment

Network: $20 per office visit to your PCP or
$40 per office visit to a Specialist

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

+ Allergy injections

Network: $3 per visit

Note: The $20 PCP office visit or $40
Specialist office visit copay applies if other
services are rendered during your visit to a
network provider.

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

+ Allergy serum

Network: Nothing

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

Not covered:
* Provocative food testing

» Sublingual allergy desensitization

All charges

Treatment therapies

High Option

* Chemotherapy and radiation therapy

Note: High dose chemotherapy in association with autologous bone
marrow transplants is limited to those transplants listed under Organ/
Tissue Transplants on pages 44-47.

Network: $20 per office visit to your PCP or
$40 per office visit to a Specialist, 20% of our
allowance for injectable chemotherapy and
nothing for radiation therapy

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

» Respiratory and inhalation therapy

+ Dialysis — hemodialysis and peritoneal dialysis

Network: $20 per PCP visit or $40 per
Specialist visit or $40 per outpatient facility
visit

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any

difference between our payment and the billed
charge

+ Intravenous (IV)/Infusion Therapy — Home IV and antibiotic therapy

Network: $20 per PCP visit or $40 per
Specialist visit and 20% of our allowance for
Intravenous (IV)/Infusion Therapy
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Benefit Description You pay

Treatment therapies (cont.)

High Option

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

* Applied Behavior Analysis (ABA) Therapy for Autism Spectrum
Disorder

Network: $20 per office visit to your PCP or
$40 per office visit to a Specialist

POS Non-Network: After satisfying the annual
deductible, 30% coinsurance and any
difference between our payment and the billed
charge

* Growth hormone therapy (GHT)

Note: Growth hormone is covered under the prescription drug benefit.

Note: We only cover GHT when we preauthorize the treatment. We will
ask you to submit information that establishes that the GHT is medically
necessary. Ask us to authorize GHT before you begin treatment. We
will only cover GHT services and related services and supplies that we
determine are medically necessary. See Other services under You need
prior Plan approval for certain services on pages 19-20. Ap