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Intr oduction

Health New England, Inc.
One Monarch Place, Suite 1500
Springfield, Massachusetts 1BM-1500

This brochure describes the benefits of Health New England under our contract (C&232% Ofice of Personnel
Management (OPM), as authorized by the Federal Employees Health Benefitkitalarochure is the fitial
statement of benefits. No oral statement can modify or othervies Hfe benefits, limitations, and exclusions of
this brochure.

If you are enrolled in this Plan, you are entitled to the benefits described in this brochure. If you are enrolled for
Self and Family coverage, each eligible family member is also entitled to these b¥pefid®. not have a right to
benefits that were available before January 1, 2001, unless those benefits are also shown in this brochure.

OPM negotiates benefits and rates with each plan annugdigefit changes arefeftive January 1, 2001, and are
summarized on page 7. Rates are shown at the end of this brochure.

Plain Language

The President andice President are making the Governnentmmunications more responsive, accessible, and
understandable to the public by requiring agencies to use plain language. In response, a team of health plan representa
tives and OPM stéfwvorked cooperatively to make this brochure cledggcept for necessary technical terms, we use
common words. “¥u” means the enrollee or family member; “we” or “us” means Health New England.

The plain language team rganized the brochure and the way we describe our bendftien you compare this Plan
with other FEHB plans, you will find that the brochures have the same format and similar information to make com
parisons easier

If you have comments or suggestions about how to improve this brochure, let us\ieibW@PM'’s “Rate Us”
feedback area atww.opm.gov/insurer e-mail us afehbwebcomments@opm.gov write to OPM at Insurance
Planning and Evaluation Division,@ Box 436 Washington, DC 20044-0436.
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Section 1. Facts about this HMO plan

This Plan is a health maintenancgamization (HMO).We require you to see specific physicians, hospitals, and
other providers that contract with dhese Plan providers coordinate your health care services.

HMOs emphasize preventive care such as routifieeofisits, physical exams, well-baby care, and immunizations,
in addition to treatment for illness and injur@ur providers follow generally accepted medical practices when
prescribing any course of treatment.

When you receive services from Plan providers, you will not have to submit claim forms or paYdaillenly pay
the copayments described in this brochUvlen you receive emgency services from non-Plan providers, you may
have to submit claim forms.

You should join an HMO because you pefer the plan’s benefits, not because a ptcular provider is available.
You cannot change plans because agirider leaves ourPlan. We cannot guarantee that any one physician,
hospital, or other provider will be available and/orremain undercontract with us.

Who provides my health cae

Health New England has contracts with Baystate Medical G&wetey Dickinson Hospital, Holyoke Hospital, Noble
Hospital, Berkshire Medical Centdfairview Hospital, Nortthdams Regional Hospital, Franklin Medical Center and

Mary Lane Hospital, as well as over 300 established primary care doctors and 1,000 specialists. In addition, we have
contracts with various hospitals Wiorcester and Boston including University of Massachusetts Medical CBetér

Israel Hospital, and New England Medical Centdrich provide, with prior approval from the Plan, specialty services

that are not performed locally

You will need to let us know which primary care physician you select for each member of thelfamilyneed help
in choosing a physician, please call us at 413-787-4004or 800-31088%nay change your choice by calling us.
Changes will be éctive on the first day of the month following the date your request is received.

How we pay providers

We contract with individual physicians, medical groups, and hospitals to provide the benefits in this bitesere.

Plan providers accept a negotiated payment from us, and you will only be responsible for your copgyensays.

health care providers a number of ways. For example, we may set a fee to be paid for each service, each day (of a hospi
tal stay) or each caséle also may pay an amount each month for each member signed up with a provider or group of
providers (this payment is called a capitation payment). In many cases, providers are assigned to a group or pool of
providers A part of each payment to a member of the pool is set aside until the end of tA¢ §yeaend of the year

the results for the pool and its providers are compared to set goafyets.tBrepending on the results, providers are

paid some, or all, of the amount put asile.do not deny care in order to save money are any of our employees

reimbursed for making decisions to deny cakedenial is made exclusively on the basis of medical necessity and
appropriateness.

Patients’Bill of Rights

OPM requires that all FEHB Plans comply with the PatiéBitsof Rights, recommended by the PresidsAtivisory
Commission on Consumer Protection and Quality in the Health Care IndM@irynay get information about us, our
networks, providers, and facilities. OPMFEHB websitavww.opm.gov/insurdists the specific types of information
that we must make available to you.

If you want more information about us, call 413-787-4004 or 800-310-2835, or write to Health New England, One
Monarch Place, Suite 1500, Springfield, NdAL44-1500.You may also contact us by fax at 413-731-7498 or
413-736-1850 or visit our website at wvingalthnewengland.com.
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ServiceArea

To enroll with us, you must live in our service aré€his is where our providers practice. Our service area is: the
Massachusetts counties of Berkshire, Franklin, Hampden, and Hampdte\&/orcester County towns éithol, Barre,
Brookfield, East Brookfield, GardneHardwick, New Braintree, North Brookfield, Oakham, Petersham, Royalston,
Spencer Sturbridge Warren, andWest Brookfield.The northern Connecticut towns of East GrarbgstWindsor
Enfield, GranbySomers, Soutivindsor Sufield, Warehouse PointVest Sufield, Windsor andVindsor Locks.

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 emegency care.We will not pay for any other health care services.

If you or a covered family member move outside of our service area, you can enroll in another plan. If your dependents
live out of the area (for example, if your child goes to college in another state), you should consider enrolling in a fee-
for-service plan or an HMO that has agreements wiiliaéds in other areas. If you or a family member move, you do

not have to wait for the Open Season to change plans. Contact your employing or retiréoaeent of

2001 Health New England 6 Section 1



Section 2. How we change fa2001

Program-wide changes

» The plain language team rganized the brochure and the way we describe our benéfédiope this will make it
easier for you to compare plans.

» This yearthe Federal Employees Health Benefits Program is implementing network mental health and substance
abuse parityThis means that your coverage for mental health, substance abuse, medjicall, surd hospital
services from providers in our plan network, will be the same with regard to copays, and day and visit limitations,
when you follow a treatment plan that we approve. Previpua\placed shorter day or visit limitations on mental
health and substance abuse services than we did on services to treat physical illness, digegse.

» Many healthcare ganizations have turned their attentions this past year to improving healthcare quality and
patient safetyOPM asked all FEHB plans to join them in thi®gf You can find specific information on our
patient safety activities by calling our Member Services Department at 413-787-4004 or 800-310-2835. Health New
England has a number of mechanisms in place to monitor patient safety issues and to improve the quality of care
that our members receiv&mong our patient safety initiatives are: a rigorous examination of all providers €reden
tials at the time of initial contracting and at regular intervals thereafircurrent reviews of the care provided to
our members in our provider institutions, and a thorough investigation into situations that may result in harm to a
memberWe are implementing additional patient safety initiatives as well and these include: working with our new
Pharmacy Benefit Manager to establish processes to identify potential adverse drug interafetiomgsanti
encouraging providers to attend a special program we have scheduled entitled “Risk Management in Primary Care-
the Failure to Diagnose Mental Health and SubstAbcese Issues”, establishment of a pysician advisory group by
the Medical Directds ofiice and creation of a new department to provide more intensive focus on member advoca
cy issues and educationafats. We will be utilizing our website further by implementing self-learning modules
members may use to develop a better understanding of self care and by developing an interactive consultation serv
ice for providers with senior psychiatric $tah behalf of members. Our disease management programs are well
underway including: the Diabetes Management Program, Brighter Infant Beginnings Prografstiamé
Management PrograrYyou can find out more about patient safety onthe OPM welgite.opm.gov/insure
To improve your healthcare, take these five steps:

e Speak up if you have questions or concerns.
e« Keep a list of all the medications you take.
*« Make sure you get the results of any test or procedure.
e« Talk with your doctor and health care team about your options if you need hospital care.
*« Make sure you understand what will happen if you neegesyr
* We clarified the language to show that anyone who needs a mastectomy may choose to have the precedure per
formed on an inpatient basis and remain in the hospital up to 48 hours after the procedure. Ptbeidasuage
referenced only women.
Changes to this Plan

* Your share of the non-postal premium will decrease/increase by 26.3% for Self Only or 79.6% for Self
and Family

* You no longer need a referral to see an ophthalmologist.
* You no longer need a referral to obtain most Durable Medical Equipment (DME) items.
Clarifications to this Plan

* Your diabetic supplies, such as syringes, needles and blood glucose monitoring strips, are covered whether you are
an insulin-dependant diabetic or not.
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Section 3. How you get ca

Identification cards

Where you get coveed care

* Plan providers

* Plan facilities

What you must do

* Primary care

 Specialty cae

2001 Health New England

We will send you an identification (ID) cardou should carry your ID
card with you at all timesfou must show it whenever you receive
services from a Plan provider 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 enroliment confirmation
(for annuitants), or your Employee Express confirmation letter

If you do not receive your ID card within 30 days after tleatifve date
of your enrollment, or if you need replacement cards, call us at 413-787-
4004 or 800-310-2835.

You get care from “Plan providers” and “Plan facilitie¥du will only
pay copayments and you will not have to file claims.

Plan providers are physicians and other health care professionals in our
service area that we contract with to provide covered services to our
membersWe credential Plan providers according to national standards.
We have contracts with over 300 established primary care physicians and
1000 specialists.

We list Plan providers in the provider directomhich we update periodi
cally. The list is also on our website at wvingalthnewengland.com.

Plan facilities are hospitals and other facilities in our service area that we
contract with to provide covered services to our membéfes list these

in the provider directorywhich we update periodicallyhe list is also on

our websiteWe have contracts with Baystate Medical Cer@aoley
Dickinson Hospital, Holyoke Hospital, Noble Hospital, Berkshire Medical
Centey Fairview Hospital, Nortihdams Regional Hospital, Franklin
Medical Center and Mary Lane Hospital. In addition, we have contracts
with various hospitals ilVorcester and Boston, howeyservices provid

ed by these facilities need to be pre-approved by us.

It depends on the type of care you need. First, you and each family
member must choose a primary care physicilms decision is important
since your primary care physician provides or arranges for most of your
health care. If you need help in choosing a physician, please call us at
413-787-4004 or 800-310-283%0u may change your choice by

calling us.

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

If you want to change primary care physicians or if your primary care
physician leaves the Plan, call Ua/e will help you select a new one.

Your primary care physician will refer you to a specialist for needed care.
However you may see your Plan obstetrician or gynecologist, obtain one
eye exam each yeasr obtain medically necessary ophthalmologist
services without a referral.

8 Section 3



« Hospital care

2001 Health New England

Here are other things you should know about specialty care:

If you need to see a specialist frequently because of a chronic,
complex, or serious medical condition, your primary care physician
will develop a treatment plan thalfows you to see your specialist for
a certain number of visits withowtdditional referrals.Your primary
care physician will use our critenighen creating your treatment plan
(the physician may have to get an authorization or approval before-
hand).

If you are seeing a specialist when you enroll in our Plan, talk to your
primary care physicianYour primary care physician will decide what
treatment you need. If he or she decides to refer you to a specialist,
ask if you can see your current specialist. If your current specialist
does not participate with us, you must receive treatment from a
specialist who does. Generallye will not pay for you to see a
specialist who does not participate with our Plan.

If you are seeing a specialist and your specialist leaves the Plan, call
your primary care physician, who will arrange for you to see another
specialistYou may receive services from your current specialist until

we can make arrangements for you to see someone else.

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

s terminate our contract with your specialist for other than cause; or

es drop out of the Federal Employees Health Benefits (FEHB) Program
and you enroll in another FEHB Plan; or

s 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 ui 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.

Your Plan primary care physician or specialist will make necessary
hospital arrangements and supervise your ddmes.includes admission

to a skilled nursing or other type of facilidl inpatient hospital care,
including skilled care and inpatient rehabilitation must be pre-approved
by us.

If you are in the hospital when your enrollment in our Plan begins,

call our Member Services Department immediately at 413-787-4004 or
800-310-2835 . If you are new to the FEHB Program, we will arrange for
you to receive care.

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

9 Section 3



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

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

These provisions apply only to the benefits of the hospitalized person.

Circumstances beyond oucontrol Under certain extraordinary circumstances, such as natural disasters, we
may have to delay your services or we may be unable to arrange them.
In that case, we will make all reasonabli®rs$ to provide you with the
necessary care.

Services equiring our

prior approval Your primary care physician has authority to refer you for most services.
For certain services, howeygour physician must obtain approval from
us. Before giving approval, we consider if the service is covered,
medically necessanand follows generally accepted medical practice.

Your attending physician must complete our HAlEhorization
Request Form and provide it to us at least 7 days before any
scheduled sgery.

Services or procedures which require our preauthorization include:

 Assisted reproductive technology (AR
(See Infdility services, page 17.)
e Growth hormone therapy (GHT)
(See Teatment therapies, page 18.)
e Pulmonary rehabilitation
(See Rehabilitative therapies, page 19.)
e Insulin pumps
(See Durable medical equipment, page 22.)

» Other Durable medical equipment such as, air mattress, alternating
pressure pads, bone stimulatoontinuous passive motion (CPM)
device, electric hospital bed, manual hospital bed, portable parrafin
bath unit, patient lift, penile implant, roll-about-charaction
equipment, ultra violet cabinet.

(See Durable medical equipment, page 22.)
e Educational programs
(See Educational pgrams, page 23.)
e Morbid obesity
(See Sugical procedues, page 24.)
e Correction of congenital anomalies
(See Reconsictive sugely, page 25.)
» Extended care benefits/Skilled nursing facility
(See Extended oafiSkilled nursing facility benefit, page 31.)
e Hospice care
(See Hospice car page 31.)
* Mental health and substance abuse services
(See Mental health and substance abuse, page 34.)
e Formulas
(See Special feateis, page 39.)

Note: The above list is subject to change from time to time
without prior notice.

2001 Health New England 10 Section 3



Section 4.Your costs forcovered services

You must share the cost of some servic¥su are responsible for:

» Copayments

Your out-of-pocket maximum

2001 Health New England

A copayment is a fixed amount of money you pay to the provider when
you receive services.

Example:When you see your primary care physician you pay a eopay
ment of $10 per dite visit and when you go in the hospital, you pay
nothing.

After your copayments total $2,375.00 per person or $5,250.00 per family
enroliment in any calendar yeaou will be reimbursed by us for any
further copayments for covered services. Howesgpayments for the
following services do not count toward your out-of-pocket maximum, and
you must continue to pay copayments for these services:

* Prescription drugs

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

n Section 4



Section 5. Benefits -- OVERIEW
(See page 7 for how our benefits changed this year and page 59 for a benefits suthmary

NOTE: This benefits section is divided into subsections. Please read the important things you should keep in mind
at the beginning of each subsectida.obtain more information about our benefits, contact us at 413-787-4004 or
800-310-2835 or at our website at wirealthnewengland.com.

(a) Medical services and supplies provided by physicians and other health care professionals.......... 13-23
« Diagnostic and treatment services < Hearing services (testing and treatment)
 Lab, X-ray and other diagnostic tests « Vision services (testing and treatment)
* Preventive care, adult  Foot care
 Preventive care, children « Orthopedic and prosthetic devices
» Maternity care  Durable medical equipment (DME)
» Family planning * Home health services
« Infertility services e Educational classes and programs

* Allergy care
 Treatment therapies
« Rehabilitative therapies

(b) Sugical and anesthesia services provided by physicians and other health care professionals....... 24-28
* Sugical procedures * Oral and maxillofacial sgery

» Reconstructive sgery  Organ/tissue transplants
* Anesthesia

(c) Services provided by a hospital or other fagilityd ambulance Services..........ccccoovvvvciiiiiiiiieeee e 29-31

* Inpatient hospital » Extended care benefits/skilled nursing care

« Qutpatient hospital or ambulatory facility benefits

sugical center * Hospice care
* Ambulance

(d) EMEDENCY SEIVICES/ACCIURNLS. .....eiiiiiiiiie stttk e ettt e e ettt e e e sttt e e e s anbbe e e e e s nnbeeeee e e 32-33...

» Medical emeagency * Ambulance
(e) Mental health and substance abuse BENEfitS...........cuuviiiiiiiiiii e 34-35.
() Prescription drug DENETILES. .. ..o et et e e eenee 36-38.
(o) IS o= Tel = L 1= U= PSR 39

e Formulas e Low protein foods

* Wigs
(N) DENLal DENETILS. ...ttt e e e e e e e ettt ettt e e e e e e e e e e nbnb b e s e s mmmmmmmmmmnnn s eeeeee e 40

 Accidental injury
(i) Non-FEHB benefits available to Plan MEMRDELS ........uiiiii i e e e e e e ee s 41......
SUMMATY Of DENETILS. ... e e e e e e e e et e et e e e e e e s s s ss st et eeees mmmmmmmmnnneeseeees 59

2001 Health New England 12 Section 5



Section 5 (a) Medical services and supplies @rided by physicians and
other health care professionals

Here are some impotant things to keep in mind about these benefits:
» Please remember that all benefits are subject to the definitions, limitations, and exclt
in this brochure and are payable only when we determine they are medically necess

» Plan physicians must provide or arrange your care.

» Be sure to read Section Your costs for coved sevices for valuable information about
how cost sharing work#&lso read Section 9 about coordinating benefits with other
coverage, including with Medicare.

—Z2>—100UVT—

I
M
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Diagnostic and treatment services
Professional services of physicians $10 per dfice visit;
« In physicians office nothing for hospital visits
Professional services of physicians $10 per diice visit;
« During a hospital stay nothing for hospital visits
* In a skilled nursing facility Nothing
« Initial examination of a newborn child covered under a family enroliment
s Services received as an inpatient Nothing
s Services received in physiciarofice $10 per diice visit
« Office medical consultations $10 per diice visit
» Second suwical opinion in physicias’ ofice $10 per diice visit
Professional services of physicians
* At home $10 per home visit

2001 Health New England 13 Section 5(a)



Lab, X-ray and other diagnostic tests You pay

Tests, such as: Nothing if you receive these services
during your ofice visit

* Blood tests Nothing in outpatient lab or hospital
* Urinalysis

* Pap tests

« Pathology

o X-rays

* Mammograms (SeRreventive cag, adul)
» Cat Scans/MRI

* Ultrasound

* Electrocardiogram and EEG

Not coveed: Pre-marital bloodwork All charges
Preventive cae, adult You pay
Routine screenings, such as: $10 per diice visit

« Total Blood Cholesterol - once every three years
* Colorectal Cancer Screening, including:
e Fecal occult blood test
e Sigmoidoscopyone screening every five years starting at age 5

O

Prostate Specifiéntigen (PSAtest) - one annually for men age 40 and ¢lde
limited to when the following symptoms are revealed: $10 per diice visit

s The presence of a prostatic nodule upon a rectal examination, or

s An incomplete assessment of the prostate upon rectal examination
with suspicion of carcinoma

=

Routine pap test $10 per diice visit

Note: The ofice visit is covered if pap test is received on the same day;
seediagnosis and gatmentabove.

Preventive cag, adult— Continued on next page
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Preventive cae, adult (Continued) You pay

Routine mammogram—covered for women age 35 and, @ddollows: $10 per diice visit
* From age 35 through 39, one during this five year period
« From age 40 through 64, one every calendar year

Routine Immunizations, limited to: $10 per diice visit

* Tetanus-diphtheria (Td) booster—once every 10 years, ages 19 and
over (except as provided for under Childhood immunizations)

« Influenza/Pneumococcal vaccines, annyate 65 and over or when
medically necessary due to a medical condition.

Not coveed: Physical exams and immunizatioeguired for obtaining All charges
or continuing employment or insurance, attending schools or camp,
or travel. Sevices that a thil party or a cout order require.

Preventive cae, children You pay

 Childhood immunizations recommended by Almeerican
Academy of Pediatrics $10 per dfice visit

* Examinations, such as: $10 per diice visit

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

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

e« Examinations done on the day of immunizations (through age 22)

» Well-child care chages for routine examinations, immunizations $10 per dfice visit
and care (through age 22)
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Maternity care You pay

Complete maternity (obstetrical) care, such as: $10 for initial ofice visit to
determine pregnancy; after
that nothing

 Prenatal care Nothing
« Delivery Nothing
 Postnatal care

e First postpartum visit Nothing

e« All visits after the first postpartum visit $10 per dfice visit

Note: Here are some things to keep in mind:

* Your physician must preregister your pregnancy

* You may remain in the hospital up to 48 hours after a regular Nothing
delivery and 96 hours after a cesarean deliviévg will extend your
inpatient stay if medically necessary

* We cover routine nursery care of the newborn child during the covereéd Nothing
portion of the mothés maternity stayWe will cover other care of an
infant who requires non-routine treatment only if we cover the infant
under a Self and Family enrollment.

» We pay hospitalization and g@on services (delivery) the same as
for illness and injurySeeHospital benefit§Section 5c¢) and
Sugery benefitgSection 5b).

Not coveed: Home deliveries, delivgoutside the sgice aea after you All charges
have been told that youeaat risk for early deliver or after the 37th
week of pegnancy

Family planning You pay
* Voluntary sterilization Nothing

e¢ In hospital Nothing

*s In physicians ofice $10 per diice visit
 Sugically implanted contraceptives $10 per diice visit
« Injectable contraceptive drugs injected at physisiafiice $10 per dfice visit
« Intrauterine devices (IUDs) inserted at physigaofice $10 per diice visit

Note: SedPrescription dug benefit{Section 5f) regarding coverage
for birth control and devices.

* Genetic counseling $10 per diice visit

Not coveed: Reversal of voluntgrsterilization. All charges
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Infer tility services You pay

Diagnosis and treatment of infertilitguch as:
« Artificial insemination: $10 per diice visit
es intravaginal insemination (1\VI)
es intracervical insemination (ICl)
es intrauterine insemination (1UI)

« Assisted reproductive technology (ARprocedures require our $10 per diice visit
pre-approval to be covered, such as:

ee in vitro fertilization

es embryo transfer and GIFT
Note:Assisted reproductive technology (ARrequires our
preauthorization and will be provided in accordance with our infertility
protocol.
« Services and supplies relatedM®&T procedures
* Fertility drugs $10 per diice visit

Note: We cover injectable fertility drugs under medical benefits and oral
fertility drugs under the prescription drug benefit.

Not coveed: All charges

» Reversal of voluntgrsterilization

« Infertility treatment for Members whoeanot medically infdile

« Any cost associated with any form ofregracy
including gestational carers

 Cryopreseration of eggs

« Procedues associated with gender selection, convenience or
genetic engineering

* Any experimental inféfity procedue

Allergy care You pay
Testing and treatment $10 per diice visit
Allergy injection $10 per diice visit
Allergy serum obtained in physicianofice Nothing

Not coveed: Provocative food testing and sublingual adjgr All charges

desensitization.
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Treatment therapies You pay

e Chemotherapy and radiation therapy Nothing

Note: High dose chemotherapy in association with autologous bone
marrow transplants are limited to those transplants listed under
Organ/Tissue Tansplantson page 27.

* Respiratory and inhalation therapy Nothing
« Dialysis—hemodialysis and peritoneal dialysis Nothing
« Intravenous (IV)/Infusiomherapy—home Nand antibiotic therapy Nothing
« Growth hormone therapy (GHT) Nothing

Note:We will only cover GHTwhen we preauthorize the treatment.
Call your physician to initiate preauthorization from our Health Services
DepartmentWe will ask you to submit information that establishes thaf the
GHT is medically necessaryAsk us to authorize GHbefore you begin
treatment; otherwise, we will only cover GH&rvices from the date you
submit the information. If you do not ask or if we determine Gdfiot
medically necessaryve will not cover the GH®r related services and
supplies. Se8&ewices equiring our prior appoval in Section 3 on page 10.

GHT is not covered under your prescription drug benefit.

Not coveed: Alternative/Complementgrtreatment therapies. All charges
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Rehabilitative therapies You pay

Physical therapyoccupational therapy and speech therapy: $10 per diice visit

« 25 visits or up to 2 months, per condition, per calendar, f@athe
services of each of the following:

s Physical therapists;
s Speech therapists; and
e Occupational therapists.

Note:We only cover therapy to restore bodily function or speech when
there has been a total or partial loss of bodily function or functional
speech due to illness or injury

« Cardiac rehabilitation following a heart transplant, bypasgesyror a $10 per diice visit
myocardial infarction, at a Plan facility

* Pulmonary rehabilitation $10 per diice visit

Note:We will only cover pulmonary rehabilitation when we preauthorize the
treatment. Call your physician to initiate preauthorization from our Health
Services DepartmeniVe will ask you to submit information that establighes
that the pulmonary rehabilitation is medically necessAsk us to
authorize pulmonary rehabilitation before you begin treatment; otherwjse,
we will only cover pulmonary rehabilitation services from the date you
submit the information. If you do not ask or if we determine pulmonary
rehabilitation is not medically necessame will not cover the pulmonary
rehabilitation or related services and supplies. Sséces equiring our
prior approval in Section 3 on page 10.

Not coveed: All charges
* Early inteivention sevices

* Long-term ehabilitative therapy
 Exercise ppgrams

» Maintenance therapy

» Massage therapy including myotherapy

* \ocational ehabilitation

Hearing services (testing and ®atment) You pay

* Hearing testing for children through age 17 Bezventive cag, childen)| $10 per dfice visit
« Medically necessary hearing tests for adults $10 per diice visit

Not coveed: All charges
« All other hearing testing

e Hearing aids, testing and examinations for them
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Vision services (testing and gatment)

You pay

* Eye exam to determine the need for vision correction for children
through age 17 (sdereventive cag, childen)

e Annual eye exam

Note: More frequent eye examinations will be covered with a
referral from your physician if determined to be medically necessary

* Opthalmologist visit

$10 per dfice visit

$10 per diice visit

$10 per dfice visit

Not coveed:

 Eyeglasses or contact lenses

* Eye exerises and dhoptics

« Radial keratotomy and otheefractive sugery

All charges

Foot care

You pay

Routine foot care when you are under active treatment for a metaboli
or peripheral vascular disease, such as diabetes.

« Podiatry visit for evaluation and gjical treatment of bone spurs
or bunions

$10 per dfice visit

$10 per dfice visit

Not coveed:

» Podiatric foot insets

e Cutting, trimming or emoval of corns, calluses, or thedredge of
toenails, and similarautine teatment of conditions of the foot,
except as stated above

« Treatment of weak, strained or flat feet; and of any instapility
imbalance or subluxation of the foot (unless tleatiment is
by open cutting sgery)

All charges
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Orthopedic and prosthetic devices

You pay

Coverage for Durable medical equipment, orthopedic and prosthetic
devices, combined, is limited to $2,000 per calendar. year

We cover:

« Artificial limbs and eyes; stump hose

« Externally worn breast prostheses andj®at bras, including necessary
replacements, following a mastectomy

« Internal prosthetic devices such as artificial joints, pacemakers, coch
implants, and sgjically implanted breast implant following mastectomy

Note: See 5(b) for coverage for thegny to insert the device

« Corrective orthopedic appliances for non-dental treatment of
Temporomandibular Joint (TMJ) pain dysfunction syndrome

Note:We will only cover non-dental treatment Df1J when we preauthoriz

the treatment. Call your physician to initiate preauthorization from our
Health Services Departmeite will ask you to submit information that
establishes that the non-dental treatmerit\dd is medically necessary
Ask us to authorize non-dental treatmenT®J before you begin
treatment; otherwise, we will only cover non-dental treatmefitvbf
services from the date you submit the information. If you do not ask of
we determine non-dental treatmenfTéfJ is not medically necessamye
will not cover the non-dental treatmentT¥J or related services and
supplies. Se8&ewices equiring our prior appoval in Section 3 on page 1

Note: The above DME items require a written order from your physicia
and repairs or replacements (not provided for under a manufasturer
warranty or purchase agreement) are covered when noted on the
written order

Nothing

Nothing-

not subject to $2,000 DME limit
(See page 22 on DME)

e&othing-
not subject to $2,000 DME limit
(See page 22 on DME)

Nothing

if

Not coveed:

« Orthopedic and caective shoes
* Arch suppots

* Foot orthotics

» Heel pads and heel cups

* Lumbosacral suppts

« Corsets, tusses, elastic stockings, supploose,
and other suppdive devices

Note: The above list of not covered items is not an exclusive list.

All charges
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Durable medical equipment (DME) You pay

Rental or purchase, at our option, including repair and adjustment, of| Nothing
durable medical equipment prescribed by your Plan physician, such as
oxygen and dialysis equipment. Coverage for durable medical equipment,
orthopedic and prosthetic devices, combined, is limited to $2,000 per
calendar yeaiUnder this benefit, we also cover:

» Hospital beds

» Non- motor driven wheelchairs
* Crutches

« Ostomy supplies

» Walkers

* Blood glucose monitors

e Insulin pumps Nothing-
Note: Insulin pumps are covered when we determine medical necessity not subject to $2,000 DME limit
and must be preauthorized by us.

There are certain other items which require authorization of our
Health Services Department, such as, air mattress, alternating pressure
pads, bone stimulatocontinuous passive motion (CPM) device, electrig
hospital bed, manual hospital bed, portable parrafin bath unit, patient
penile implant, roll-about-chaitraction equipment, ultra violet cabinet.

ift,

Not coveed: All charges

* Motorized wheel chairs or beds
* Hearing aids
e Dentures

« Comfot items such as telephone arms, air conditioners
and overbed tables

« Disposable supplies such as lancetgsdings and bandages
» Exercycles and exeise equipment

* Bidets; toilet and bathtub seats; sauna and whirlpool baths
« Elevators

» Humidifiers and air cleaners/purifiers

* Any devices or special equipment needed fortspmor
occupational purposes

* Repair or eplacement of equipment or devices asslt of loss,
negligence, willful damage, or theft

Note: The above list of not covered items is not an exclusive list.
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Home health services You pay

« Home health care ordered by a Plan physician and provided by a Nothing
registered nurse (R.N.), licensed practical nurseNL)Picensed
vocational nurse (L.YX.), or home health aide.

« Services include oxygen therajiytravenous therapy and medications.| Nothing

Not coveed: All charges
« Care requested hyor for the convenience of, the patient or
the patiens family

» Custodial cae, unskilled home health @ar

Educational programs You pay

Coverage is limited to: $10 per diice visit
 Diabetes self-management

» Gestational diabetes counseling
 Nutritional counseling

Note: We will only cover educational programs when we preauthorize
the treatment. Call your physician to initiate preauthorization from our
Health Services Departmeitle will ask you to submit information that
establishes that the educational program is medically necessknys to
authorize an educational program before you begin treatment; otherwjse,
we will only cover an educational program from the date you submit the
information. If you do not ask or if we determine that the educational
program is not medically necessame will not cover the educational
program.SeeSewices equiring our prior appovalin Section 3 on page 10
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Section 5 (b). Surgical and anesthesia pvided by physicians and
other health care professionals

Here are some impotant things to 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

¢ Plan physicians must provide or arrange your care. |

* Be sure to read SectionYaur costs for covexd sevices for valuable information about |\
how cost sharing worksAlso read Section 9 about coordinating benefits with other cov p
erage, including with Medicare.

The amounts listed below are for the dear billed by a physician or other health care
professional for your sgical care. Look in Section 5(c) for clgas associated with the
facility. (i.e. hospital, sgical centeretc.)

* YOU MUST GET PREAUTHORIZATION OF SOME SURGICAIPROCEDURES.
Please refer to the preauthorization information shown in Section 3 to be sure which
services require preauthorization and identify whiclystes require preauthorization.

4z>140 07UV —
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Surgical procedures

» Treatment of fractures, including casting $10 per diice visit;

* Normal pre- and post-operative care by thgeon Nothing for hospital visits
« Correction of amblyopia and strabismus

« Endoscopy procedure

« Biopsy procedure

« Removal of tumors and cysts

» Correction of congenital anomalies (F&econstuctive sugety, page 25
» Sugical treatment of morbid obesity

Note: We will only cover sugical treatment of morbid obesity when we
preauthorize the treatment. Call your physician to initiate preauthorization
from our Health Services Departmewe will ask you to submit
information that establishes that gigal treatment of morbid obesity is
medically necessarpsk us to authorize the gical treatment of morbid
obesity before you begin treatment; otherwise, we will only coveiicalr
treatment of morbid obesity from the date you submit the information.
If you do not ask or if we determine that thegscal treatment of morbid
obesity is not medically necessame will not cover the sgical treatment
of morbid obesitySeeSewices equiring our prior appovalin Section 3
on page 10.

« Insertion of internal prosthetic devices.

See 5(a)Orthopedic and prsthetic devicefor coverage information.

Sumgical procedues—Continued on next page.
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Surgical procedures(Continued) You pay

 Voluntary sterilization $10 per diice visit;

¢ Norplant (a swgically implanted contraceptive) and Nothing for hospital visits
intrauterine devices (IUDs)
Note: Devices are covered under Staily planning page 16.

Note: Generallywe pay for internal prostheses (devices) according to
where the procedure is done. For example, we pay Hospital benefits for
a pacemaker and yary benefits for insertion of the pacemaker

Not coveed: All charges

* Reversal of voluntgrsterilization

¢ Routine teatment of conditions of the foot
See5(a)-Footcare, page 20.

Reconstructive surgey You pay

e Sugery to correct a functional defect if medically necessary $10 per diice visit;
Nothing for hospital visits

e Sugery to correct a condition that existed at or from birth and is a
significant deviation from the common form or norm. Examples of
congenital anomalies are: cleft lip; cleft palatebbed fingers;
and webbed toes.

Note:We will only cover sugery to correct congenital anomalies when we
preauthorize the treatment. Call your physician to initiate preauthorization
from our Health Services Departmewe will ask you to submit
information that establishes that thegary is medically necessary
Ask us to authorize the gery before you begin treatment; otherwise, we
will only cover sugical services from the date you submit the informatipn.
If you do not ask or if we determine gery is not medically necessavye
will not cover the sigery or related services and supplies. Serices
requiring our prior appovalin Section 3 on page 10.

 All stages of breast reconstructiongeny following a $10 per diice visit;
mastectomysuch as: Nothing for hospital visits

s Reconstruction of the breast on which the mastectomy was perfoimed;

s Sugery and reconstruction of the other breast to produce a
symmetrical appearance;

s Treatment of any physical complications, such as lymphedemas;

s Breast prostheses andgical bras and replacements
(See 5(aPrthopedic and prsthetic devicegage 21.)

Note: If you need a mastectonypou may choose to have the
procedure performed on an inpatient basis and remain in the hospital
up to 48 hours after the procedure.

Not coveed: All charges

¢ Cosmetic sigery—any sugical procedue (or any potion of a
procedue) performed primarily to imjave physical appearance
through change in bodily form

e Sumgeries elated to sex transformation
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Oral and maxillofacial surgery You pay

Oral sugical procedures, limited to: $10 per diice visit -

« Reduction of fractures of the jaws or facial bones Nothing for hospital visits

« Sugical correction of cleft lip, cleft palate or severe functional
malocclusion

« Removal of stones from salivary ducts

« Excision of leukoplakia or malignancies

« Excision of cysts when done as independent
procedures

» Other sugical procedures that do not involve the teeth or their
supporting structures

Not coveed: All charges

e Oral implants and transplants

» Procedues that involve the teeth or their supfiog structures
(such as the periodontal membrane, gingiva, and alveolar bone)

« Dental cae involved in the atment of @mpoomandibular Joint (TMJ
pain dysfunction syndme
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Organltissue transplants You pay

Limited to: $10 per dfice visit;

* Cornea Nothing for hospital visits

Note:We cover contact lenses following a cornea transplant for up to

one year if medically necessary

e Heart

e Heart/lung

* Kidney

o Liver

e Lung: Single-Double

» Autologous bone marrow transplants for metastasized breast cancer and
for the following diagnoses:

s Acute leukemia in remission

s Resistent non-Hodgkins lymphomas

s Advanced Hodgkins disease

e Recurrent or refractory neuroblastoma

« Allogeneic or autologous bone marrow transplants for multiple myelpma,
aplastic anemia, leukemia, severe combined immunodeficiency disgase,
Wiskott-Aldrich Syndrome, and cases of metastatic breast cancer

Note: We cover related medical and hospital expenses of the donor
when we cover the recipient if the expenses are not covered by the
donors insurance.

Not coveed: All charges

» Donor sceening tests and donor sehrexpenses, except those
performed for the actual donor

e Transplants not listed as cowat
* Experimental medical pcedues, teatment, or course ofdatment
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Anesthesia You pay

Professional services provided in—

e Hospital (inpatient) Nothing
Professional services provided in—

« Hospital outpatient department Nothing
 Skilled nursing facility Nothing

* Ambulatory sugical center Nothing

« Office $10 per dfice visit
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Section 5 (c). Services mvided by a hospital orother facility,
and ambulance services

Here are some impotant things to rememberabout 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

« Plan physicians must provide or arrange your care and you must be hospitalized in a
Plan facility

» Be sure to read Section¥Yaur costs for coved sevices for valuable information
about how cost sharing workélso read Section 9 about coordinating benefits with
other coverage, including with Medicare.

* The amounts listed below are for the dear billed by the facility (i.e., hospital or
sugical center) or ambulance service for yougsuy or care.Any costs associated
with the professional chge (i.e., physicians, etc.) are covered in Section 5(a) or (b).

* YOUR PHYSICIAN MUSTGET PREAUTHORIZATION OF HOSPIRL STAYS.
Please refer to Section 3 to be sure which services require preauthorization.

4z>400U0T —

Inpatient hospital

Room and board, such as Nothing
» ward, semiprivate, or intensive care accommodations
e general nursing care

* meals and special diets

Note: If you want a private room when it is not medically necessary
you pay the additional chge above the semiprivate room rate.

Other hospital services and supplies, such as: Nothing
« Operating, recoverynaternity and other treatment rooms
Prescribed drugs and medicines

Diagnostic laboratory tests and X-rays

Administration of blood and blood products

» Dressings, splints, casts, and sterile tray services
Medical supplies and equipment, including oxygen
Anesthetics, including nurse anesthetist services

Inpatient hospital setices — Continued on next page
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Inpatient hospital (Continued) You pay

Not coveed: All charges
e Custodial cae
« Non-coveed facilities, such as nursing homes and schools

e Personal comfdritems, such as telephone, television, barbevises,
guest meals and beds

 Private nursing cas

« Chamges incured after the date on which your membership ends

 Blood or blood poducts, including the cost of donating and storing
blood for use during sgety or other medical rcedue

Note: The above list of not covered items is not an exclusive list.

Outpatient hospital or ambulatory surgical center You pay

« Operating, recovenand other treatment rooms Nothing
» Prescribed drugs and medicines

« Diagnostic laboratory tests, X-rays, and pathology services
< Administration of blood, blood plasma, and other biologicals
* Pre-sugical testing

» Dressings, casts, and sterile tray services

« Medical supplies, including oxygen

» Anesthetics and anesthesia service

Not coveed: Blood or blood prducts, including the cost of donating and | All charges
storing blood for use during sgery or other medical mrcedue.
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Extended cae benefits/skilled nursing cae facility benefits You pay

Extended care benefit/Skilled nursing facility (SNF): Nothing

We provide a comprehensive range of benefits for up to 100 days per
calendar year when full-time skilled nursing or rehabilitative care is
medically necessary and confinement in a fagibtypart of one, licensed
to provide skilled nursing or rehabilitative care, is medically appropriate as
determined by your Plan doctor and preapproved by us.

Services include:
e Bed, board and general nursing care

e Drugs, supplies and equipment

Not coveed: Custodial cag, long-term ca, or unskilled nursing home ear All charges

Hospice cae You pay
Hospice care: Nothing
We provide coverage for licensed hospice services to terminally ill patients
with a life expectancy of 6 months or less. (See Section Semices
requiring our prior appoval, page 10.)
Not coveed: Independent nursing and homemakevises. All charges
Ambulance You pay
* Ambulance service when medically appropriate $25 per ambulance trip
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Section 5 (d). Emergency services/accidents

Here are some impotant things to keep in mind about these benefits:
* Please remember that all benefits are subject to the definitions, limitations, and exclt
sions in this brochure.

* Be sure to read Section¥Yaur costs for coved sevices for valuable information about
how cost sharing worksAlso read Section 9 about coordinating benefits with other co
erage, including with Medicare.

—4Z>—"1200 TV —
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What is a medical emergency?

A medical emagency is the sudden and unexpected onset of a condition or an injury that you believe endangers
your life or could result in serious injury or disabilignd requires immediate medical orggcal care. Some
problems are emgencies because, if not treated promptigy might become more serious; examples include
deep cuts and broken bones. Others areganeies because they are potentially life-threatening, such as heart
attacks, strokes, poisonings, gunshot wounds, or sudden inability to biidesheare many other acute conditions
that we may determine are medical egesicies—what they all have in common is the need for quick action.

What to do in case of emergency:

Emergencies within ourservice aea:

If you are in an emgency situation, please call your primary care dod¢ftgou are unable to contact your

doctor contact the local emgency system (e.g., the Bielephone system) or go to the nearest hospital-emer
gency room. Be sure to tell the egency room personnel that you are a Plan member so they know where to
submit your claimsYou or a family member must notify us within 48 hours, unless it is not reasonably possible
to do so. It is your responsibility to ensure that we have been natified in a timely manner

If you need to be hospitalized, we must be notified within 48 hours or on the first working day following your
admission, unless it is not reasonably possible to notify us within that time. If you are hospitalized in a non-Plan
facility and Plan doctors believe care can be better provided in a Plan hospital, you will be transferred when
medically feasible, with any ambulance des covered in full.

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

Any follow-up care recommended by a non-Plan mvider must be approved by us orprovided by a Plan
provider.

Emergencies outside ouservice aea:

Benefits are available for any medically necessary health service that is immediately required because of injury
or unforeseen illness.

If you need to be hospitalized, we must be notified within 48 hours or on the first working day following your
admission, unless it is not reasonably possible to notify us within that time. If a Plan doctor believes care can be
better provided in a Plan hospital, you will be transferred when medically feasible, with any ambulage® char
covered in full.

Any follow-up care recommended by a non-Plan mvider must be approved by us orprovided by a Plan
provider.

We will pay for emegency services to the extent the services would have been covered if received from
Plan providers.
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Emergency cae within our service aea

» Emepgency care at a docterofiice $10 per dfice visit

» Emepgency care at a hospital, including docteesvices $50 per visit

» Emepgency care resulting in a direct admission to the hospital Nothing

Not coveed: Elective cag or non-emeyency cae. All charges
Emergency cae outside ourservice aea You pay
* Emepgency care at a doctsrofice $10 per diice visit

* Emepgency care at a hospital, including doctees'vices $50 per visit

* Emepgency care resulting in a direct admission to the hospital Nothing

Not coveed: All charges

» Elective cae or non-emayency cag

* Emegency cae povided outside the séce aea if the need for
care could have been feseen beferleaving the seice aea

¢ Medical and hospital costesulting fom a normal full-term deliver
of a baby outside the sece aea

Ambulance You pay

Professional ambulance service when medically appropriate $25 per ambulance trip

Limited benefit:
e Air ambulance covered when medically appropriate $25 per ambulance trip
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Section 5 (e). Mental health and substance abuse benefits

Parity

Beginning in 2001, all FEHB plansiental health and substance abuse benefits will achieve
“parity” with other benefitsThis means that we will provide mental health and substance
abuse benefits ddrently than in the past.

When you get our approval for services and follow a treatment plan we approve, cost-sharlng
and limitations for Plan mental health and substance abuse benefits will be no greater thafor
similar benefits for other illnesses and conditions.

Here are some impotant things to keep in mind about these benefits:
* All benefits are subject to the definitions, limitations, and exclusions in this brochure.

» Be sure to read Section¥Yaur costs for covexd sevices for valuable information about
how cost sharing work#lso read Section 9 about coordinating benefits with other eover
age, including with Medicare.
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« YOU MUST GET PREAUTHORIZA TION OF THESE SERVICES. See the instruc
tions after the benefits description below

Benefit Description You pay

Mental health and
substance abuse benefits

Diagnostic and treatment services recommended by a Plan provider androur cost sharing responsi

contained in a treatment plan that we apprdve treatment plan may bilities are no greater than
include services, drugs, and supplies described elsewhere in this for other illness or condi
brochure. tions.

Note: Plan benefits are payable only when we determine the care is
clinically appropriate to treat your condition and only when you receive
the care as part of a treatment plan that we approve.

* Professional services, including individual or group therapy by $10 per visit
providers such as psychiatrists, psychologists or clinical social
workers

« Medication management

« All diagnostic tests $10 per visit

< Services provided by a hospital or other facility Nothing

« Services in approved alternative care center such
as partial hospitalization, acute residential treatment, full-day
hospitalization, facility based intensive outpatient treatment

Not coveed: Sevices we have not appred.

. . . . All charges
Note: OPM will base its review of disputes about treatment plans on the 9

treatment plars clinical appropriateness. OPM will generally not order
us to pay or provide one clinically appropriate treatment plan in favor pf
another

Mental health and substance abuse benefits — Continued on next page
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Preauthorization To be eligible to receive these benefits you must follow your treatment
plan and all of our authorization processes:

 All services must be approved in advance by us. Please call our
Mental Health Department at 413-787-4000, ext. 5020, before
getting care.

Special transitional benefit If a mental health or substance abuse professional provider is treating you
under our plan as of January 1, 2001, you will be eligible for continued
coverage with your provider for up to 90 days under the following eondi
tion:

 If your mental health or substance abuse professional provider with
whom you are currently in treatment leaves the plan at our request for
other than cause.

If this condition applies to yowye will allow you reasonable time to

transfer your care to a Plan mental health or substance abuse professional
provider During the transitional period, you may continue to see your
treating provider and will not pay any more out-of-pocket than you did in
the year 2000 for servicebhis transitional period will begin with our

notice to you of the change in coverage and will end 90 days after you
receive our notice. If we write to you before October 1, 2000, the 90-day
period ends before January 1, 2001, and this transitional benefit does

not apply

Limitation We may limit your benefits if you do not follow your treatment plan.
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Section 5 (f). Pescription drug benefits

Here are some impotant things to keep in mind about these benefits:

* We cover prescribed drugs and medications, as described in the chart beginning on 1
next pageWe follow FDAdispensing guidelines.

« All benefits are subject to the definitions, limitations and exclusions in this brochure a
are payable only when we determine they are medically necessary

* Be sure to read Section¥Ygur costs for coved sevices for valuable information about
how cost sharing worksAlso read Section 9 about coordinating benefits with other co
erage, including with Medicare.

—4Z>—"1100TUVl—
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There are important features you should be awar of. These include:
* Who can write your prescription. A licensed Plan physician must write the prescription.

« Where you can obtain themYou must fill the prescription at a Plan pharmamyby mail
through our mail order pharmacy service for a maintenance medication.

» We use a formulay. The Health New England (HNE) Formulary is developed and-main
tained by a joint Pharmacy aitierapeutics Committe&@he Committee consists of
physicians and pharmacists who review all therapeutic drug classes anrhaligview
includes evaluation of new medications and review of new data on existing medications.
Both formulary and nonformulary medications are covered by us, fleeeti€e being the
amount of copayment paid by the member

Drugs are prescribed by Plan doctors and dispensed in accordance with our drug
formulary Nonformulary drugs will be covered when prescribed by a Plan doctor

e These ae the dispensing limitationsGeneric drugs will be dispensed unless otherwise
specified by the Plan doctdn most cases, there is more than one brand name drug available
to treat a condition when there is no generic drug avail@bke formulary is a list of brand
name drugs that do not have an available generic equivalent. Brand name drufgsexteaf
members for a somewhat higher copayment than the generic drugs. Non-formulary drugs are
brand name drugs not on the formulary that are available at the highest of the three copay
ment levels. If there is no generic equivalent available for a brand name medication, you will
still have to pay the brand name copayment.

A mail order pharmacy service is available for most maintenance medications.
Maintenance medications include medications taken for a chronic iliness. Mail order

is a convenient and less costly method to order and refill up to a 90-day supply of
maintenance drug¥ou may contact our Member Services Department for more information
at 413-787-4004 or 1-800-310-2835.

If you send in a refill order too soon after the last prescription was filled, our mail order phar
macy service will enter your refill order into the mail order processing system and place an
electronic “hold” on the refill order with the date it becomes eligible for refill attached to it.
The refill order is then filled on the date that it becomes eligible for refill.

Prescription dug benefits—Continued on next page
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Covered medications and supplies

We cover the following medications and supplies prescribed by a Planp At a Plan pharmacy:

physician and obtained from a Plan pharmacy or through our mail ord

program:

» Drugs for which a prescription is required by federal law

» FDA-approved drugs, prescriptions and devices for birth control

* Insulin

* Insulin syringes and needles

» Blood glucose monitoring strips for diabetics

» Disposable needles and syringes needed to inject covered
prescribed medication

» Prenatal vitamins

* Vitamins with fluoride for infants up to one year of age

» Non-injectable fertility drugs (injectable fertility drugs are covered

under Medical and Sgical Benefit)

Note: Intravenous fluids and intravenous medication for home use are

covered under Medical and §igal Benefits.

er

$ 7 copay per prescription or refill
for up to a 30-day supply of generic
drugs;

$ 15 copay per prescription or refill
for up to a 30-day supply of brand
name formulary drugs;

$ 30 copay per prescription or refill
for up to a 30-day supply of brand
name non-formulary drugs;

Note: If thee is no generic equivalent
available, you will still have to pay the
brand name copay

Through Mail Order:

$ 14 copay per prescription or refill
for a 90-day supply of generic
drugs;

$ 30 copay per prescription or refill
for a 90-day supply of brand name
formulary drugs;

$ 90 copay per prescription or refill
for a 90-day supply of brand name
non-formulary drugs;

Limited:

* Smoking cessation drugs and medications, including nicotine patch

» Sexual dysfunction or erectile dysfunction drugs
» Migraine and pain medications

» Motion sickness medications

» Fungal nail infection medications

* Weight loss medications

 Diabetic foot ulcer medication

» Certain vitamin replacement medication

Note: These prescriptions have certain limitation and coverage

requirements. Contact us for details at 413-787-4004 and 800-310-28

35.

Prescription dug benefits—Continued on next page
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Covered medications and supplie$Continued) You pay

Here are some things to keep in mind about our prescription
drug program:

A generic equivalent will be dispensed if it is available, unless your
physician specifically requires a name brand. If you require a name
brand drug when a federally-approved generic drug is available, the
your physician must specify “Dispense\isdtten” on the prescription.
You will be responsible for a higher copayment.

>

* We have an open formulary§ your physician believes a name
brand product is necessary or there is no generic available, your
physician may prescribe a name brand drug from a formulary list.
This list of name brand drugs is a preferred list of drugs that we selected
to meet patient needs at a lower c@storder a prescription drug
brochure, call 413-787-4004 or 800-310-2835.

Not coveed: All Charges

< Drugs available without a pscription

« Drugs obtained at a non-Plan pharmacy except for
out-of-aea emegencies

« \itamins (other than those listed above) and nutritional substances
that can be puwhased without a piscription

e Medical supplies such asea#isings and antiseptics
 Drugs for cosmetic purposes, including appetite seggants
 Drugs to enhance athletic performance
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Section 5 (g). Special featuas

We cover:

Formulas ¢ Some kinds of special formulas.

These formulas include non-prescription enteral formulas for home use for the
following conditions:

s Malabsorption caused by Crokrdisease

s Ulcerative colitis

e Gastroesophageal reflux

s Gastrointestinal motility

s Chronic pseudo-intestinal obstruction

*s Inherited diseases of amino acids arghaic acids

Note: Coverage for formulas requires our preauthorization. Call your physician
to initiate preauthorization from our Health Services Departnvéatwill ask

you to submit information that establishes that the formula is medically-neces
sary Ask us to authorize the formula before you begin treatment; otherwise, we
will only cover a formula from the date you submit the information. If you do
not ask or if we determine the formula is not medically necessarwill not

cover the formula. Se®ewices equiring our prior appoval in Section 3 on

page 10.

Please contact Member Services at 413-787-4004 or 800-310-2835
for additional information. No copayment is required.

Low protein foods » Low protein foods for members with inherited diseases of amino acids
and oganic acids up to $2,500 per member per calendar Meatopayment
is required.

Wigs » Wigs will be covered by us for hair loss feuéd due to the treatment of

any form of cancer or leukemidou will be reimbursed by us up to $350
towards the cost of the wig. Benefit is limited to $350 per calendar year
You must request reimbursement from our Member Services Department.
Your request must include proof of payment and a written statement from
your doctor that the wig is medically necessdou must pay all

costs over $350.
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Section 5 (h). Dental benefits

Az>-140 07UV —

erage, including with Medicare.

Here are some impotant things to keep in mind about these benefits:
» Please remember that all benefits are subject to the definitions, limitations, and excl
in this brochure and are payable only when we determine they are medically necess
» We cover hospitalization for dental procedures only when a nondental physical impa
ment exists which makes hospitalization necessary to safeguard the health of the pe¢
we do not cover the dental procedure unless it is described.below
» Be sure to read SectionYaur costs for coved sevices for valuable information about
how cost sharing worksAlso read Section 9 about coordinating benefits with other cc

—Z>»—1D0V0TVTI—

Accidental injury benefit

We cover the initial emgency dental care needed due to a traumatic
injury to sound, natural teetfihe need for these services must result
from an accidental injuryfou must receive all services, except for
suture removal, within 72 hours of the accidental injfou must report
emepency dental care to us within 48 hours, or as soon as you are
medically able.

$10 per diice visit;

or $50 per emegency room visit

Not coveed:
* Follow-up dental cae

» Restorative gatment

All chamges

Pediatric dental benefit

Children under the age of 12 receive the following benefits:
« Initial oral examination; periodic exam, up to once every six months
« X-rays of entire mouth, up to once every 60 months

* Bitewing X-rays, up to once every six months when oral
conditions indicate need

* Single tooth X-rayas needed

< Routine cleaning, scaling, and polishing of teeth up to
once every six months

« Fluoride treatments, up to once every six months

$25 deductible per child per

calendar year

Not coveed:

« All other dental serices
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Section 5 (i). Non-FEHB benefits available to Plan members

The benefits on this page are not part of the FEHB contract or preamgnyou cannot file an FEHB disput
ed claim about them Fees you pay for these services do not count toward FEHB out-of-pocket maximums.

The benefits described on this page are neittiereaf nor guaranteed under the contract with the FEHB Program,
but are made available to all enrollees and family members of thisTRkamost of the benefits described on this
page is not included in the FEHB premium.

\
HealthyDir ections Benefit: \\"—“'

HEALTH NEW ENGLAND OFFERS MEMBERSQ\CCESSTO A WIDE VARIETY OF COMPLEMENTRRY
HEALTHCARE PROGRAMSTHIS BENEFITIS OFFEREDTO YOU BY HEALTH NEW ENGLAND AND IS
ADMINISTERED BY AMERICAN SPECIALTY HEALTH NETWORKS (ASHN).

For a complete packet of information, including a list of participating complementary healthcare providers,
members must cahSHN Member Services toll-free at 877-327-2746, Monday through Fridegm 8 am to

11 pm, or Saturday from 9 am to 6 pm. (ASHN is closed on Sundays).

This benefit includes:

A 25% Discounton the following services:
 Chiropractic care

e Acupuncture

* Massagéherapy

Access to:
* The International Fitness Club Network

Access to:
* An online directory of complementary healthcare providers, a library of educational information on complementa
ry healthcare and an online catalog of over 1000 health and wellness products.

\
Health Education Benefit: \\?—‘“‘

HEALTH NEW ENGLAND MEMBERS CAN GETA 10% DISCOUNT OFFTHE COSTOF HEALTH
EDUCATION CLASSES OFFEREIAT PARTICIPATING PLAN HOSPIALS.

A partial listing of health education classes andgrams can be found at wvhealthnewengland.com or in your
MemberMatters newsletter

Vision Benefit:

HEALTH NEW ENGLAND MEMBERS CAN GETA 15% DISCOUNT OFFTHE LOWESTPRICE OF
PRESCRIPTION EYEGLASSESND CONTACT LENSESAT PARTICIPATING EYEWEAR PROVIDERS.
Participating eyewear facilities arlisted in our Povider Directoly or on our website at wwiealthnewengland.com
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Section 6. General exclusions—things we don’t cover

The exclusions in this section apply to all benefdthough we may list a specific service as a benefit, we
will not cover it unless yourPlan doctor determines it is medically necessarto prevent, diagnose, otr eat
your illness, disease, injuy, or condition.

We do not cover the following:

Care by non-Plan providers except for authorized referrals ogentes (see Engency Benefits)
Services, drugs, or supplies you receive while you are not enrolled in this Plan
Services, drugs, or supplies that are not medically necessary

Services, drugs, or supplies not required according to accepted standards of medical, dental, or psychiatric
practice

Experimental or investigational procedures, treatments, drugs or devices

Procedures, services, drugs, or supplies related to abortions, except when the life of the mother would be
endangered if the fetus were carried to term or when the pregnancy is the result of an act of rape or incest
Procedures, services, drugs, or supplies related to sex transformations

Services, drugs, or supplies you receive from a provider or facility barred from the FEHB Program
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Section 7. Filing a claim forcovered services

When you see Plan physiciansceive serices at Plan hospitals and facilities, or obtain youegaription dugs
at Plan pharmacies, you will not have to file claims. Juss@nt your identification cdrand pay your copayment.

You will only need to file a claim when yceceive emeency serices fom non-plan poviders. Sometimes these
providers bill us diectly Check with the jpwvider If you need to file the claim, leeis the pocess:

Medical, hospital, and In most cases, providers and facilities file claims for you. Physicians

drug benefits must file on the form HC&1500, Health Insurance Claim Form.
Facilities will file on the UB-92 form. For claims questions and assis
tance, call us at 413-787-4004 or 800-310-2835.

When you must file a claim — such as for out-of-area geray care —
submit it on the HCA-1500 or a claim form that includes the information
shown belowBills and receipts should be itemized and show:

e Covered memb& name and ID number

« Name and address of the physician or the facility that provided
the service or supply

» Dates you received the service or supply
» Diagnosis

e Type of each service or supply

The chage for each service or supply

A copy of the explanation of benefits, payments, or denial from any
primary payer —such as the Medicare Summary Notice (MSN)

Receipts, if you paid for your services

Submit your claims to: Health New England, Member Services
Department, One Monarch Place, Suite 1500, Springfield,
Massachusetts, A44-1500

Deadline forfiling your claim Send us all of the documents for your claim as soon as pod&bl@nust
submit the claim by December 31 of the year after the year you received
the service, unless timely filing was prevented by administrative -opera
tions of Government or legal incapacipyovided the claim was submit
ted as soon as reasonably possible.

When we need Please reply promptly when we ask for additional informatiéa.may
more information delay processing or deny your claim if you do not respond.
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Section 8.The disputed claims pocess

Follow this Federal Employees Health Benefits Program disputed claims process if you disagree with our decision on
your claim or request for services, drugs, or supplies—including a request for preauthorization:

Step Description

1  Ask us in writing to reconsider our initial decisiofou must:

(a) Write to us within 6 months from the date of our decision; and

(b) Send your request to us at: Health New Englattd; Complaints &Appeals, One Monarch Place,
Suite 1500, Springfield, Massachusettd#4-1500; and

(c) Include a statement about why you believe our initial decision was wrong, based on specific benefit
provisions in this brochure; and

(d) Include copies of documents that support your claim, such as physlettars, operative reports, bills,
medical records, and explanation of benefits (EOB) forms.

2  We have 30 days from the date we receive your request to:

(a) Pay the claim (or if applicable, arrange for the health care provider to give you the care); or

(b) Write to you and maintain our denial — go to step 4; or

(c) Ask you or your provider for more information. If we ask your provider will send you a copy of our
request — go to step 3.

3 You or your provider must send the information so that we receive it within 60 days of our raguest.
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 duéiNe will base our decision on the information we already hagevilV write to you
with our decision.

4 f you do not agree with our decision, you may ask OPM to review it.

You must write to OPM within:

» 90 days after the date of our letter upholding our initial decision; or

« 120 days after you first wrote to us — if we did not answer that request in some way within 30 days; or
« 120 days after we asked for additional information.

Write to OPM at: Ofice of Personnel Management,fioé of Insurance Programs, Contracts Division I,
P.O. Box 436 Washington, D.C. 20044-0436.

Send OPM the following information:

A statement about why you believe our decision was wrong, based on specific benefit
provisions in this brochure

« Copies of documents that support your claim, such as physilgttess, operative reports, bills,
medical records, and explanation of benefits (EOB) forms

» Copies of all letters you sent to us about the claim

« Copies of all letters we sent to you about the claim

 Your daytime phone number and the best time to call

Note: If you want OPM to review dédrent claims, you must clearly identify which documents
apply to which claim.
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Section 8.The disputed claims pocesqContinued)

Note:You are the only person who has a right to file a disputed claim with OPM. Parties acting as your
representative, such as medical providers, must provide a copy of your specific written consent with the
review request.

Note: The above deadlines may be extended if you show that you were unable to meet the deadline
because of reasons beyond your control.

5 OPM will review your disputed claim request and will use the information it collects from you and us to
decide whether our decision is correct. OPM will send you a final decision within 60 asi® are no
other administrative appeals.

6 If you do not agree with OPM'decision, your only recourse is to sue. If you decide to sue, you must file
the suit against OPM in Federal court by December 31 of the third year after the year in which you
received the disputed services, drugs, or supfii@s.is the only deadline that may not be extended.

OPM may disclose the information it collects during the review process to support their disputed claim
decision.This information will become part of the court record.

You may not sue until you have completed the disputed claims process. ,Fetlezal law governs your
lawsuit, benefits, and payment of benefil$ie Federal court will base its review on the record that was

before OPM when OPM decided to uphold or overturn our deci¥don.may recover only the amount of
benefits in dispute.

NOTE: If you have a serious oflife thr eatening condition(one that may cause permanent loss of bodily-func
tions or death if not treated as soon as possible), and

(a) We havert responded yet to your initial request for care or preauthorization/prior approval, then call us at
413-787-4004 or 800-310-2835 and we will expedite our review; or

(b) We denied your initial request for care or preauthorization/prior approval, then:

e |f we expedite our review and maintain our denial, we will inform OPM so that they can give your claim
expedited treatment too, or

s You can call OPMs Health Benefits Contracts Division Il at 202-606-0755 between 8 a.m. and 5 p.m.
eastern time.
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Section 9. Coordinating benefits with othecoverage

When you have other
health coverage

* What is Medicare?

* The Original Medicare Plan

You must tell us if you are covered or a family member is covered under
another group health plan or have automobile insurance that pays health
care expenses without regard to fatiis is called “double coverage”.

When you have double coverage, one plan normally pays its benefits in
full as the primary payer and the other plan pays a reduced benefit as the
secondary payete, like other insurers, determine which coverage is
primary according to the NationAksociation of Insurance
Commissionersjuidelines.

When we are the primary pay&re will pay the benefits described in this
brochure.

When we are the secondary payee will determine our allowance.
After the primary plan pays, we will pay what is left of our allowance,
up to our regular benefitWe will not pay more than our allowance.

Medicare is a Health Insurance Program for:
es People 65 years of age and older
e« Some people with disabilities, under 65 years of age

e« People with End-Stage Renal Disease (permanent kidney failure
requiring dialysis or a transplant)

Medicare has two parts:
e PartA (Hospital Insurance). Most people do not have to pay forAPart
e Part B (Medical Insurance). Most people pay monthly for Part B

If you are eligible for Medicare, you may have choices in how you get
your health care. Medicare+Choice is the term used to describe the
various health plan choices available to Medicare beneficidiies.
information in the next few pages shows how we coordinate benefits
with Medicare, depending on the type of Medicare managed care plan
you have.

The Original Medicare Plan is available everywhere in the United States.
It is the way most people get their Medicare Paaind Part B benefits.

You may go to any doctospecialist, or hospital that accepts Medicare.
Medicare pays its share and you pay your share. Some things are not
covered under Original Medicare, like prescription drugs.

When you are enrolled in this Plan and Original Medicare, you still need
to follow the rules in this brochure for us to cover your céoelr care

must continue to be authorized by your Plan RE€Preauthorized as
required.

When we process a claim as the secondary pggerwill not be respon
sible for any copayments.

(Primary payer chart begins on next page.)
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The following chart illustrates whether Original Medicare or this Plan should be the primary payer for you according
to your employment status and other factors determined by Medicare. It is critical that you tell us if you or a covered
family member has Medicare coverage so we can administer these requirements.correctly

Primary PayerChart

A. When eitheryou — or your covered spouse — & age 65 oover and... Then the primary payeris...

Original Medicar e This Plan

(1) Are an active employee with the Federal government (including when
you or a family member are eligible for Medicare solely because O
of a disability),

(2) Are an annuitant, O

(3) Are areemployed annuitant with the Federal government when
(a) The position is excluded from FEHB, or a

(b) The position is not excluded from FEHB O

Ask your employing dfce which of these applies to you.

(4) Are a Federal judge who retired under title 28, U.S.C., Taxa
Court judge who retired under Section 7447 of title 26, U.S.C. O
(or if your covered spouse is this type of judge),

(5) Are enrolled in Part B onjyegardless of your employment status, O O
(for Part B services)| (for other
services)
O

(6) Are a former Federal employee receivivgrkers’Compensation and
the Ofice of Workers’Compensation Programs has determined that
you are unable to return to duty

(except for claims
related toWorkers’
Compensation.)

B. When you — ora covered family member— have Medicae
based on end stageenal disease (ESRD) and...

(1) Are within the first 30 months of eligibility to receive PArt O
benefits solely because of ESRD,

(2) Have completed the 30-month ESRD coordination period and are [still 0
eligible for Medicare due to ESRD,

11

(3) Become eligible for Medicare due to ESRD after Medicare becam

primary for you under another provision, =
C. When you ora covered family memberhave FEHB and..
(1) Are eligible for Medicare based on disabiliagnd
(a) Are an annuitant, or O
(b) Are an active employee a

2001 Health New England 47 Section 9



Section 9. Coordinating benefits with othecoverage(Continued)

Claims process--You probably will never have to file a claim form when
you have both our Plan and Medicare.

* When we are the primary pay&re process the claim first.

* When Original Medicare is the primary payktedicare processes your
claim first. In most cases, your claims will be coordinated automatically
and we will pay the balance of covered ges:You will not need to
do anything.To find out if you need to do something about filing your
claims, call us at 413-787-4004 or 800-310-2835.

Please note that if your Plan doctor does not participate in Medicare, you
will have to file a claim with Medicare.

*Medicare managed cae plan If you are eligible for Medicare, you may choose to enroll in and get
your Medicare benefits from a Medicare managed care Please are
health care choices (like HMOSs) in some areas of the countryost
Medicare managed care plans, you can only go to doctors, specialists,
or hospitals that are part of the plan. Medicare managed care plans cover
all Medicare ParA and B benefits. Some cover extras, like prescription
drugs. To learn more about enrolling in a Medicare managed care plan,
contact Medicare at 1-800-MEDICARE (1-800-633-4227) or at
www.medicare.gov If you enroll in a Medicare managed care plan,
the following options are available to you:

This Plan and anotherPlan’s Medicare managed cage plan: You may
enroll in another plas’Medicare managed care plan and also remain
enrolled in our FEHB planie will still provide benefits when your
Medicare managed care plan is primayen out of the managed care
plan’s network and/or service area (if you use our Plan providers), but we
will not waive any of our copayments.

Suspended FEHB coverage and a Medicarmanaged cag plan:

If you are an annuitant or former spouse, you can suspend your FEHB
coverage to enroll in a Medicare managed care plan, eliminating your
FEHB premium. (OPM does not contribute to your Medicare managed
care plan premium.) For information on suspending your FEHB enroll
ment, contact your retirementfioe. If you later want to re-enroll in the
FEHB Program, generally you may do so only at the next open season
unless you involuntarily lose coverage or move out of the Medicare
managed care plan service area.

* Enrollment in Note: If you choose not to enroll in Medicare Part B, you can still be

Medicare Part B covered under the FEHB Progravkie cannot require you to enroll in
Medicare.

TRICARE TRICARE is the health care program for eligible dependents of military

persons and retirees of the militafRICARE includes the CHAMPUS
program. If botiTRICARE and this Plan cover you, we pay first. See
your TRICARE Health Benefité\dvisor if you have questions about
TRICARE coverage.

Workers’ Compensation We do not cover services that:

* you need because of a workplace-related disease or injury that
the Ofice of Workers’Compensation Programs (OWCP) or a
similar Federal or State agency determines they must provide; or
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Section 9. Coordinating benefits with othecoverage(Continued)

Medicaid

When other Government
agencies ae responsible for
your care

When others ae responsible
for your injuries

2001 Health New England

* OWCPor a similar agency pays for through a third party injury
settlement or other similar proceeding that is based on a claim you
filed under OWCRr similar laws.

Once OWCPr similar agency pays its maximum benefits for your
treatment, we will cover your benefitdéou must use our providers.

When you have this Plan and Medicaid, we pay first.

We do not cover services and supplies when a local, State,
or Federal Government agency directly or indirectly pays for them.

When you receive money to compensate you for medical or hospital care
for injuries or illness caused by another person, you must reimburse
us for the usual, reasonable and customarygelsafior any benefits
provided to you. Howevewe will cover the cost of treatment that
exceeds the amount you received in the settlement.

If you do not seek damages you must agree to let ugtig is
called subrogation. If you need more information, contact us for our
subrogation procedures.
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Section 10. Definitions of terms we use in this bchure

Calendar year

Copayment
Covered services

Experimental or
investigational services

Medically necessay services/
Medical necessity

Us/We/Our

You/Your

2001 Health New England

January 1 through December 31 of the same year new enrollees, the

calendar year begins on thdeetive date of their enrollment and ends on
December 31 of the same year

A copayment is a fixed amount of money you pay to the provider when
you receive covered services. See pdge 1

Care we provide benefits foas described in this brochure.

Experimental means any medical procedure, equipment, treatment or
course of treatment, or drugs or medicines that are considered to be
unsafe, experimental or investigational according to, among other sources,
formal or informal studies, opinions and references to or bjtierican
MedicalAssociation, the Food and Drégiministration, the Department

of Health and Human Services, the National Institutes of Health, the
Council of Medical Specialty Societies, experts in the field and any other
association or federal program or agency that has the authority to approve
medical testing or treatment.

Those covered services and supplies that our Medical Director
determines are:

 essential for the treatment of your medical condition

 in accordance with generally accepted medical practice

 provided at an appropriate facility and at the appropriate level of care
for the treatment of your medical condition

Us and we and our refer to Health New England.

You and your refers to the enrollee and each covered family member
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Section 1. FEHB facts

No pre-existing condition
limitation

Where you can get information
about enrolling in the

FEHB Program

Types of coverage available
for you and your family

2001 Health New England

We will not refuse to cover the treatment of a condition that you had
before you enrolled in this Plan solely because you had the condition
before you enrolled.

Seewww.opm.gov/insure Also, your employing or retirementfadfe
can answer your questions, and give ydbuéde to Federal Employees

Health Benefits Plandrochures for other plans, and other materials you
need to make an informed decision about:

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

« What happens when you transfer to another Federal ggency
go on leave without pagnter military service, or retire

* When your enrollment ends
* When the next open season for enrollment begins

We dont determine who is eligible for coverage and, in most cases,
cannot change your enrollment status without information from your
employing or retirement ti€e.

Self Only coverage is for you alone. Self and Family coverage is for

you, your spouse, and your unmarried dependent children under age 22,
including any foster children or stepchildren your employing or retirement
office authorizes coverage fdgnder certain circumstances, you may also
continue coverage for a disabled child 22 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
enrollment if you marrygive birth, or add a child to your familyfou

may change your enroliment 31 days before to 60 days after that event.
The Self and Family enrollment begins on the first day of the pay period
in which the child is born or becomes an eligible family memivéen

you change to Self and Family because you m#reychange is fHctive

on the first day of the pay period that begins after your employifiag of
receives your enrollment form; benefits will not be available to your
spouse until you marry

Your employing or retirement fage will not notify you when a family
member is no longer eligible to receive health benefits, nor will we.
Please tell us immediately when you add or remove family members from
your coverage for any reason, including divorce, or when your child
under age 22 marries or turns 22.

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.
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Section 1. FEHB facts(Continued)

When benefits and
premiums stat

Your medical and claims
records ae confidential

When you retire

When you lose benefits

*When FEHB coverage ends

* Spouse equity

*TCC

2001 Health New England

The benefits in this brochure ardesfive on January 1. If you are new

to this Plan, your coverage and premiums begin on the first day of your
first pay period that starts on or after Januarrihuitants’premiums

begin on January 1.

We will keep your medical and claims information confidential. Only
the following will have access to it:

* OPM, this Plan, and subcontractors when they administer this contract

 This Plan, and appropriate third parties, such as other insurance plans
and the Ofice of Workers’Compensation Programs (OWCP), when
coordinating benefit payments and subrogating claims

» Law enforcement @itials when investigating and/or prosecuting
alleged civil or criminal actions

* OPM and the Generalccounting Ofice when conducting audits

¢ Individuals involved in bona fide medical research or education that
does not disclose your identity

« OPM, when reviewing a disputed claim or defending litigation about a
claim

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:

s Your enrollment ends, unless you cancel your enrollment, or
e You are a family member no longer eligible for coverage

You may be eligible for spouse equity coverag@emnporary
Continuation of Coverage.

If you are divorced from a Federal employee or annuitant, you may not
continue coverag® get benefits under your former spossenroliment.

But, you may be eligible for your own FEHB coverage under the spouse
equity law If you are recently divorced or are anticipating a divorce,
contact your ex-spouseemploying or retirement fide to get RI 70-5,

the Guide to Federal Employees Health Benefits Plans éanpioray
Continuation of Coverage and Former Spouseoli@es or other
information about your coverage choices.

If you leave Federal service, or if you lose coverage because you no
longer qualify as a family memhegrou may be eligible fofemporary
Continuation of Coverage (TCC). For example, you can redee if
you are not able to continue your FEHB enrollment after you retire.

You may not electCC if you are fired from your Federal job due to gross
misconduct.
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Section 1. FEHB facts(Continued)

Get the RI 79-27, which describ€EC, and the RI 70-5, thBuide to
Federal Employees Health Benefits Plans femporay Continuation of
Coverage and Former Spouse Blfges from your employing or retire
ment ofice or fromwww.opm.gov/insure

 Converting to You may convert to a non-FEHB individual policy if:
individual coverage s Your coverage undarCC or the spouse equity law ends. If you
canceled your coverage or did not pay your premium, you cannot
convert

s You decided not to receive coverage undec or the spouse
equity law
s You are not eligible for coverage undeZC or the spouse equity law

If you leave Federal service, your employinjagf will notify you of

your right to convert.You must apply in writing to us within 31 days
after you receive this notice. Howey#ryou are a family member who
is losing coverage, the employing or retiremeficefwill 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 & 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.

Getting a Cettificate of If you leave the FEHB Program, we will give you a Certificate of Group

Group Health Plan Coverage Health Plan Coverage that indicates how long you have been enrolled
with us.You can use this certificate when getting health insurance or other
health care coveragé&our new plan must reduce or eliminate waiting
periods, limitations, or exclusions for health related conditions based on
the information in the certificate, as long as you enroll within 63 days of
losing coverage under this Plan.

If you have been enrolled with us for less than 12 months, but were
previously enrolled in other FEHB plans, you may also request a-certifi
cate from those plans.

Inspector General Advisory Stop health cae fraud! Fraud increases the cost of health care for
everyone. If you suspect that a physician, pharmaclospital has
chaged 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 explanatidiere may be an error
« If the provider does not resolve the mattal us at 413-787-4004 or

800-310-2835 and explain the situation.

« If we do not resolve the issue, cBHHE HEAL TH CARE FRAUD
HOTLINE—202/418-33000r write to: The United States @¢e of
Personnel Management, f@gé of the Inspector General Fraud Hotline,
1900 E Street, NWRoom 6400Washington, DC 20415.

Penalties forFraud Anyone who falsifies a claim to obtain FEHB Program benefits can be
prosecuted for fraudilso, the Inspector General may investigate anyone
who uses an ID card if the person tries to obtain services for someone
who is not an eligible family membear is no longer enrolled in the Plan
and tries to obtain benefitgour agency may also take administrative
action against you.
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Index

Do not rely on this page; it is for your convenience and does not explain your benefit coverage.

Accidental injury. .. ........ 40

Allergy tests. . . ............ 17

Alternative treatment. . . . . 18, 41
Ambulance. . ........... 31, 33
Anesthesia. . ........ 28, 29, 30
Autologous

Bone marrow transplant. . . . .. 27

Biopsies . ................ 24

Blood and blood plasma . . 29, 30
Breast cancer screening. . . . . 15

Casts. . ...... ... ... 24

Catastrophic protection. . . . . .. 10

Changes for 2001........... 7

Chemotherapy . . .......... 18

Childbirth. . ............... 16

Cholesterol tests. . . ........ 14

Clams................... 43

Clarifications for 2001 . .. ... .. 7

Colorectal cancer screening. . 14

Congenital anomalies. . . . . .. 25

Contraceptive devices and drugs37

Coordination of benefits. . . . . 46

Covered providers. . .. ....... 8

Crutches . ............... 22

Definitions. . . ............. 50

Dentalcare ............... 40

Diagnostic services. . ....... 13

Dialysis. . . ............... 18

Disputed claims review. . . . . . 44

Donor expenses (transplants) 27

Dressings. . . .............. 29

Durable medical equipment (DME)
........................ 22

Educational classes and program23
Effective date of enrollment. .. 4

Emegency. . .............. 32
Experimental or investigational 50
Eyeglasses. ... ......... 20, 41
Family planning . . . ........ 16
Fecal occult blood test. . . . .. 14
General Exclusions. .. ... ... 42
Hearing services . .. ........ 19
Home health services. . .. ... 23
Hospicecare.............. 31
Home nursing care. . ....... 23
Hospital . . ............... 29
Immunizations. . . .......... 15
Infertility. . . .............. 17
Inhospital physician care . ... 24

Inpatient Hospital Benefits. . . 29
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Insulin. . ................. 37
Laboratory and
Pathology services. ... ..... 14
Machine diagnostic tests. ... 14
Magnetic Resonance Imagings
(MRIS). .. ..o 14
Mail Order Prescription Drugs. 36
Mammograms. . ........ 14, 15
Maternity Benefits. . . ... .... 16
Medicaid . ............... 49
Medically necessary. . ... ... 50
Medicare. . ............. 46-48
Mental Conditions/Substanéduse
Benefits................. 34
Neurological testing . . . .. 14, 34
Newborncare.......... 13, 16
Non-FEHB Benefits. .. . ... .. 41
Nurse

Licensed Practical Nurse. .. 23

Registered Nurse . . ....... 23
Nursery chages. . .......... 16
Obstetrical care. . . ......... 16
Occupational therapy . . . . . .. 19
Ocularinjury . ............. 20
Officevisits . . . ............ 13
Oral and maxillofacial sgery . 26
Orthopedic devices . ........ 21
Ostomy and catheter supplies 22
Out-of-pocket expenses. . . .. 1
Outpatient facility care . . . . .. 30
Oxygen................ 21, 29
Paptest................. 14
Physical examination . . ... .. 13
Physical therapy . .......... 19
Physician. .. .............. 13
Pre-sugical testing. . . ....... 30
Preventive care, adult. . . . . 14-15
Preventive care, children. . . .. 15
Prescription drugs. . .. ... ... 36
Preventive services. . .. .. 14, 15
Priorapproval . . . .......... 10
Prostate cancer screening. .. 14
Prosthetic devices . ... ...... 21
Psychologist . . ............ 34
Psychotherapy. . . .......... 34
Radiation therapy . . ... ... .. 18
Rehabilitation therapies. . . . . . 19
Room and board. . ......... 29
Second sugical opinion. . . . .. 13

Skilled nursing facility care. . . 31
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Smoking cessation. ........ 37
Speech therapy. . .......... 19
Splints .. ................ 29
Sterilization procedures .. 16, 25
Subrogation. . ............. 49
Substance abuse .. ........ 34
Sumgery. ... 24
Anesthesia. . ............. 28
Oral ................... 26
Outpatient. . . ............ 30
Reconstructive . . ......... 25
Syringes. .. ... 37
Temporary continuation of coverage
..................... 52-53
Transplants . . ............. 27
Treatment therapies. . . . ... .. 18
Vision services. .. ......... 20
Well child care. . ........... 15
Wheelchairs. . . ............ 22
Workers’compensation . . . 48-49
X-rays ... 14
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Summary of benefits for Health New England - 2001

« Do not rely on this chart alone All benefits are provided in full unless otherwise indicated and ar subject to
the definitions, limitations, and exclusions in this brochure. On this page we summarize expenses we cover; for
more detail, look inside.

« If you want to enroll or change your enroliment in this Plan, be sure to put the correct enrollment code from the
cover on your enroliment form.

* We only cover services provided or arranged by Plan physicians, except in emergencies.

Benefits You Pay Page

Medical services provided by physicians:

» Diagnostic and treatment services provided in the office. . .ficelfisit copay: $10 primary care; 13
$10 specialist

Services provided by a hospital:
elnpatient. . . ... ... ... Nothing 29
eQutpatient . ......... ... .. . ... Nothing 30

Emergency benefits:

elN-area . .. ... $50 per visit 33
eQut-Of-area. . ... ... $50 per visit 33
Mental health and substance abuse treatment . . . .. . ... Regular cost sharing 34
Prescriptiondrugs. .. ......... . ... Ata Plan pharmacy: $7 per prescription 37

or refill for up to a 30-day supply of generic
drugs; $15 per prescription or refill for up|to
a 30-day supply of brand name formulary
drugs; $30 per prescription or refill for
up to a 30-day supply of brand name nor
formulary drugs.

Through Mail Order: $14 per prescription|or 37
refill for up to a 90-day supply of generic
drugs; $30 per prescription or refill for up|to
a 90-day supply of brand name formulary
drugs; $90 per prescription or refill for
up to a 90-day supply of brand name nor
formulary drugs.

Dentalcare ............. .. ... Accidental injury: $10 per office visit; 40
$50 per emergency room visit.
Preventive care to age 12: $25 deductible
per child per calendar year.

D

ViSION Care. . ...t ... One annual eye exam: $10 per offige vsit 2

Special features: Some kinds of special formulas, low protein foods and wigs. 39

Protection against catastrophic costs Nothing after $2,375 per person or

(your out-of-pocket maximum) . ................. ... $5,250 per family enrollment per calendar 11
year (some costs do not count towards this
protection)
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2001 Rate I nformation for
Health New England

Non-Postal rates apply to most non-Postal enrollees. If you arein aspecia enrollment category,
refer to the FEHB Guide for that category or contact the agency that maintains your health
benefits enrollment.

Postal rates apply to career Postal Service employees. Most employees should refer to the
FEHB Guide for United States Postal Service Employees, RI 70-2. Different postal rates apply
and special FEHB guides are published for Postal Service Nurses and Tool & Die employees (see
RI 70-2B); and for Postal Service Inspectors and Office of Inspector General (OIG) employees
(see RI 70-2IN).

Postal rates do not apply to non-career postal employees, postal retirees, or associate members of
any postal employee organization. Refer to the applicable FEHB Guide.

Non-Postal Premium Postal Premium
Biweekly Monthly Biweekly
Type of Gov't Y our Gov't Y our USPS Y our
Enrollment Code Share Share Share Share Share Share
Fill in Location Here
Self Only DJ1 $86.59 $35.68 | $187.61 | $77.31 $102.22 | $20.05
Self and Family DJ2 | $19582 | $108.90 | $424.28 | $235.95 | $231.17 | $73.55




