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A Health Maintenance Organization with a Point of Service product
Serving: Clark, Nye, Mineral and Lyon Counties and parts of Washoe county.

Enrollment code:
NM1 Self Only
NM 2 Self and Family

Service area: Services from Plan providers are available in the following state of Nevada areas:
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Enrollment area: Y ou must either live or work in the service areato enroll in this Plan.
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Heal th Pl an of Nevada, |Inc.

Heal th Pl an of Nevada, Inc., 2720 North Tenaya, Las Vegas, NV
89128, has entered into a contract (CS 1942) with the O fice of
Per sonnel Managenent (OPM as authorized by the Federal Enpl oyees
Heal th Benefits (FEHB) law, to provide a conprehensive nedica
pl an herein called Health Pl an of Nevada, Health Plan, or the

Pl an.

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

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

Prem uns are negotiated with each plan annually. Benefit changes
are effective January 1, 1997, and are shown on the inside back
cover of this brochure.
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| nspect or General Advisory: Stop Health Care Fraud!

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

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

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

* If the provider does not resolve the matter, or if you remain
concerned, call your plan at (800) 777-1840 and expl ain the
situation.

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




THE HEALTH CARE FRAUD HOTLI NE
202/ 418- 3300

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

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

General Information
Confidentiality

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

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

I f you are a new nenber

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

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

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

If you are a new nenber of this Plan, benefits and rates begin on the




effective date of your enrollnent, as set by your enploying office or
retirement system As a nenber of this Plan, once your enrollnent is
effective, you will be covered only for services provided or arranged by a
Pl an doctor except in the case of energency as descri bed on page 13, or
when you self-refer for point of service, or POS, benefits as described on
page 16. |If you are confined in a hospital on the effective date, you nust
notify the Plan so that it may arrange for the transfer of your care to

Pl an providers. See "If you are hospitalized" on page 4.

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

br ochure.

General Informati on conti nued
If you are hospitalized

If you change plans or options, benefits under your prior plan or option
cease on the effective date of your enrollnent in your new plan or option
unl ess you or a covered famly nenber are confined in a hospital or other
covered facility or are receiving nedical care in an alternative care
setting on the |ast day of your enrollnment under the prior plan or option.
In that case, the confined person will continue to receive benefits under
the former plan or option until the earliest of (1) the day the person is
di scharged fromthe hospital or other covered facility (a nove to an
alternative care setting does not constitute a discharge under this
provision), or (2) the day after the day all inpatient benefits have been
exhausted under the prior plan or option, or (3) the 92nd day after the

| ast day of coverage under the prior plan or option. However, benefits for
other fam |y nenbers under the new plan will begin on the effective date.
If your plan term nates participation in the FEHB Programin whole or in
part, or if the Associate Director for Retirenent and | nsurance orders an
enrol | ment change, this continuation of coverage provision does not apply;
in such case, the hospitalized famly nenber's benefits under the new plan
begin on the effective date of enroll nent.

Your responsibility

It is your responsibility to be inforned about your health benefits. Your
enpl oying office or retirement systemcan provide information about: when
you may change your enrollnent; who “fam |y nenbers” are; what happens when
you transfer, go on |eave wi thout pay, enter mlitary service, or retire;
when your enrollnment term nates; and the next open season for enroll nent.
Your enploying office or retirenment systemw || also nake available to you
an FEHB Cui de, brochures and other materials you need to nmake an inforned
deci si on.




Things to keep in mnd

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

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

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

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

* You will not be informed by your enploying office (or your retirenent
system) or your Plan when a famly nmenber |oses eligibility.

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

* An enployee, annuitant, or famly nmenber enrolled in one FEHB plan is
not entitled to receive benefits under any other FEHB pl an.

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

e |If you are an annuitant or forner spouse with FEHB coverage and you are
al so covered by Medicare Part B, you nmay drop your FEHB coverage and
enroll in a Medicare prepaid plan when one is available in your area.

If you | ater change your mnd and want to reenroll in FEHB, you may do
so at the next open season, or whenever you involuntarily | ose coverage
in the Medicare prepaid plan or nove out of the area it serves.




Most Federal annuitants have Medicare Part A |If you do not have

Medi care Part A, you may enroll in a Medicare prepaid plan, but you wll
probably have to pay for hospital coverage in addition to the Part B
premum Before you join the plan, ask whether they will provide
hospital benefits and, if so, what you wll have to pay.

You may al so remain enrolled in this Plan when you join a Medicare
prepai d pl an.

Contact your |ocal Social Security Adm nistration (SSA) office for
informati on on | ocal Medicare prepaid plans (al so known as Coordi nat ed
Care Plans or Medicare HM3s) or request it from SSA at 1-800/638-6833.
Contact your retirenment systemfor information on dropping your FEHB
enrol | ment and changing to a Medicare prepaid plan.

* Federal annuitants are not required to enroll in Medicare Part B (or
Part A) in order to be covered under the FEHB Program nor are their FEHB
benefits reduced if they do not have Medicare Part B (or Part A).

Coverage after enrol |l nment ends

When an enpl oyee's enrol |l ment term nates because of separation from Federa
service or when a famly nenber is no |longer eligible for coverage under an
enpl oyee or annuitant enrollnent, and the person is not otherw se eligible
for FEHB coverage, he or she generally will be eligible for a free 31-day
extensi on of coverage. The enployee or famly nmenber may al so be eligible
for one of the foll ow ng:

Former spouse coverage

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

General Information continued
Tenporary continuati on of coverage (TCC

If you are an enpl oyee whose enrollnent is term nated because you separate
fromservice, you may be eligible to tenporarily continue your health
benefits coverage under the FEHB Programin any plan for which you are
eligible. Ask your employing office for Rl 79-27, which describes TCC, and
for Rl 70-5, the FEHB Guide for individuals eligible for TCC. Unless you
are separated for gross m sconduct, TCC is available to you if you are not




otherwi se eligible for continued coverage under the Program For exanpl e,
you are eligible for TCC when you retire if you are unable to neet the
five-year enrollment requirenent for continuation of enrollnment after
retirement.

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

adm ni strative charge. If you use your TCC until it expires, you are
entitled to another free 31-day extension of coverage when you nmay convert
to nongroup coverage. If you cancel your TCC or stop paying prem unms, the
free 31-day extension of coverage and conversion option are not avail able.

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

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

Notification and el ection requirenents

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

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

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

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

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

The enpl oying office or retirenent system has 14 days after receiving
notice fromyou or the former spouse to notify the child or the forner
spouse of his or her rights under TCC. If a child wants TCC, he or she
must elect it within 60 days after the date of the qualifying event (or
after receiving the notice, if later). If a fornmer spouse wants TCC, he or
she nust elect it wwthin 60 days after any of the follow ng events: the
date of the qualifying event or the date he or she receives the notice,
whi chever is later; or the date he or she | oses coverage under the spouse
equity | aw because of remarriage before age 55 or | oss of the qualifying
court order.

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

Conversion to individual coverage

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

evi dence of good health and the plan is not permtted to i npose a waiting
period or limt coverage for preexisting conditions. |If you wish to
convert to an individual contract, you nust apply in witing to the carrier
of the plan in which you are enrolled within 31 days after receiving notice
of the conversion right fromyour enploying agency. A famly nenber nust
apply to convert wthin the 31-day free extension of coverage that follows
t he event that term nates coverage, e.g., divorce or reaching age 22.
Benefits and rates under the individual contract may differ fromthose
under the FEHB Program

Facts about this Pl an

This Plan is a health mai ntenance organi zation (HMO) that offers a point of
service, or PCS, product. Wenever you need services, you may choose to
obtain them fromyour personal doctor within the Plan's provider network or
go outside the network for treatnent. Wthin the Plan's network you are
required to select a personal doctor who will provide or arrange for your
care and you wll pay mnimal anounts for conprehensive benefits. Wen you
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choose a non-Pl an doctor or other non-Plan provider, you will pay a
substantial portion of the charges and the benefits avail able may be | ess
conprehensive. See page 16 for nore information.

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

Who provides care to Pl an nenbers?

This Plan has been approved as a m xed nodel prepaynent plan. This neans
care is provided through Plan doctors who practice in nedical centers
(groups) or in individual (private) offices. As discussed bel ow you nust
choose a primary care doctor. You may select any one of the Plan's primary
care doctors whether that doctor practices in a group or individual

setting. The Plan also contracts with certain area hospitals.

Rol e of a primary care doctor

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

sel ection of a primary care doctor. The decision is inportant since it is
through this doctor that all other health services, particularly those of
specialists, are obtained. It is the responsibility of your primary care
doctor to obtain any necessary authorizations fromthe Plan before
referring you to a specialist or maki ng arrangenents for hospitalization.
Services of other providers are covered only when there has been a referra
by the nmenber's primary care doctor or when you use POCS benefits.

Choosi ng your doctor

The Plan's provider directory lists primary care doctors (generally famly
practitioners, pediatricians, OB-GYNs and internists) with their |ocations
and phone nunbers, and notes whether or not the doctor is accepting new
patients. Drectories are updated on a regular basis and are avail abl e at
the time of enrollment or upon request by calling the Menber Services
Departnment at (800) 777-1840. You can also find out if your doctor

participates with this Plan by calling this nunber. |If you are interested
in receiving care froma specific provider who is listed in the directory,
call the provider to verify that he or she still participates with the Pl an

and is accepting new patients. Inportant note: Wen you enroll in this
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Pl an, services (except for energency benefits or POS benefits) are provided
through the Plan's delivery system the continued availability and/or
participation of any one doctor, hospital, or other provider, cannot be
guar ant eed.

If you enroll, you will be asked to conplete a primary care doctor
selection formand send it directly to the Plan, indicating the name of the
primary care doctor(s) you selected for you and each nenber of your famly.
Menbers may change their doctor selection by notifying the Plan 30 days in
advance.

In the event a nenber is receiving services froma doctor who term nates a
participation agreenment, the Plan will provide paynment for covered services
until the Plan can make reasonabl e and nedi cal ly appropriate provisions for
t he assunption of such services by a participating doctor.

Referrals for specialty care

Except in a nedical energency, or when a primary care doctor has designated
anot her doctor to see his or her patients, or when you choose to use the
Plan's POS benefits, you nust receive a referral fromyour primary care
doctor referral before seeing any other doctor or obtaining special
services. Referral to a participating specialist is given at the primry
care doctor's discretion; if specialists or consultants are required beyond
t hose participating in the Plan, the primary care doctor will nake
arrangenments for appropriate referrals.

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

Facts about this Plan conti nued
Aut hori zati ons

Your primary care doctor nust obtain authorization fromthe Plan's Mdica
Director before you may be hospitalized, referred for specialty care,
receive a prescription for a nonfornmulary drug or obtain follow up care
froma specialist.




13

For new nenbers

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

If you are selecting a new prinmary care doctor and want to continue with
this specialist, you nust schedul e an appointnent so the primary care
doctor can decide whether to treat the condition directly or refer you back
to the specialist.

Hospital care

If you require hospitalization, your primary care doctor or authorized
specialist will make the necessary arrangenents and continue to supervise
your care.

Qut - of - pocket maxi mum

Copaynents are required for a few benefits. However, copaynents will not
be required for the remainder of the cal endar year after your out-of-pocket
expenses for services provided or arranged by the Plan reach $3, 320 per
Self Only enrollment or $7,804 per Self and Fanmily enrollnent. This
copaynment maxi mum does not include the costs of prescription drugs. |If you
el ect to use the PCS Benefit, the out-of-pocket maxi mumis $1, 500 per
menber, $4,500 per famly.

You shoul d mai ntain accurate records of the copaynents nmade, as it is your
responsibility to determ ne when the copaynent maxinumis reached. You are
assured a predictable maxi mumin out-of-pocket costs for covered health and
medi cal needs. Copaynents are due when service is rendered, except for
emer gency care.

Deducti bl e carryover

If you changed to this Plan during open season froma plan with a

deducti ble and the effective date of the change was after January 1, any
expenses that would have applied to that plan's deductible will be covered
by your old plan if they are for care you got in January before the
effective date of your coverage in this Plan. |[If you have already net the
deductible in full, your old plan will reinburse these covered expenses.

If you have not net it in full, your old plan will first apply your covered
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expenses to satisfy the rest of the deductible and then rei nburse you for
any additional covered expenses. The old plan will pay these covered
expenses according to this year's benefits; benefit changes are effective
January 1.

Facts about this Plan continued
Submit clainms pronptly

When you are required to submt a claimto this Plan for covered expenses,
submt your claimpronptly. The Plan will not pay benefits for clains
submtted | ater than Decenber 31 of the cal endar year followi ng the year in
whi ch the expense was incurred unless tinely filing was prevented by

adm ni strative operations of Governnent or |egal incapacity, provided the
claimwas submtted as soon as reasonably possible.

O her consi derati ons

Plan providers will follow generally accepted nedical practice in
prescribing any course of treatnent. Before you enroll in this Plan, you
shoul d determ ne whether you will be able to accept treatnent or procedures
that may be recommended by Pl an providers.

The Pl an's service and enroll nent areas

The service area for this Plan, where Plan providers and facilities are

| ocated, is the sane as the enrollnent area listed on the front cover of
this brochure (the area in which you nust live or work to enroll in the
Plan). Benefits for care outside the service area are limted to emergency
services, as described on page 13, and to services covered under Point of
Service Benefits, as described on page 16.

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

General Limtations
| mportant notice

Al t hough a specific service may be listed as a benefit, it will be covered
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for you only if, in the judgnent of your Plan doctor, it is nedically

necessary for the prevention, diagnosis, or treatnment of your illness or
condition. No oral statenent of any person shall nodify or otherw se
affect the benefits, limtations and exclusions of this brochure, convey or

voi d any coverage, increase or reduce any benefits under this Plan or be
used in the prosecution or defense of a claimunder this Plan. This
brochure is based on text included in the contract between OPM and this
Plan and is intended to be a conplete statenent of benefits available to
FEHB nmenbers. You should use this brochure to determ ne your entitlenent
to benefits. However, if conflicts are discovered between the | anguage of
this brochure and the contract, the contract will control.

Ci rcunst ances beyond Pl an control

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

O her sources of benefits

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

Medi car e

If you or a covered famly nenber is enrolled in this Plan and Part A, Part
B, or Parts A and B of Medicare, benefits will be coordinated with Medicare
according to Medicare's determ nation of which coverage is primary.
CGenerally, you do not need to take any action after informng the Plan of
your or your famly nmenber's eligibility for Medicare. Your Plan wll
provide you with further instructions if a Medicare claimneeds to be
filed.

8
General Limtations continued
G oup health insurance and aut onobil e insurance

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

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

One plan normal ly pays its benefits in full as the primary payer, and the
ot her plan pays a reduced benefit as the secondary payer. Wien this Plan is
t he secondary payer, it will pay the lesser of (1) its benefits in full, or
(2) a reduced anpunt which, when added to the benefits payabl e by the other
coverage, W ll not exceed reasonabl e charges. The determ nati on of which
health coverage is primary (pays its benefits first) is made according to
gui del i nes provided by the National Association of Insurance Conm ssioners.
When benefits are payabl e under autonobile insurance, including no-fault,
the autonobile insurer is primary (pays its benefits first) if it is
legally obligated to provide benefits for health care expenses w t hout
regard to other health benefits coverage the enrollee nay have. This

provi sion applies whether or not a claimis filed under the other coverage.
When applicable, authorization nust be given this Plan to obtain

i nformati on about benefits or services available fromthe other coverage,
or to recover overpaynents from ot her coverages.

CHAMPUS

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

Medi cai d

If you are covered by both this Plan and Medicaid, this Plan will pay
benefits first.
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Wor kers' conpensati on

The Plan will not pay for services required as the result of occupationa

di sease or injury for which any nedical benefits are determ ned by the

O fice of Wrkers Conpensation Prograns (ONMCP) to be payabl e under workers'
conpensation (under section 8103 of title 5, U S.C) or by a simlar agency
under anot her Federal or State law. This provision also applies when a
third party injury settlenment or other simlar proceeding provides nedica
benefits in regard to a claimunder workers' conpensation or simlar |aws.
I f nmedical benefits provided under such |aws are exhausted, this Plan wl|
be financially responsible for services or supplies that are otherw se
covered by this Plan. The Plan is entitled to be rei nbursed by OACP (or
the simlar agency) for services it provided that were later found to be
payabl e by OAXCP (or the agency).

DVA facilities, DoD facilities, and Indian Health Service

Facilities of the Departnent of Veterans Affairs, the Departnent of

Def ense, and the Indian Health Service are entitled to seek reinbursenent
fromthe Plan for certain services and supplies provided to you or a famly
menber to the extent that reinbursenent is required under the Federa
statutes governing such facilities.

O her Gover nnent agenci es

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

Liability insurance and third party actions

If a covered person is sick or injured as a result of the act or om ssion
of anot her person or party, the Plan requires that it be reinbursed for the
benefits provided in an anmpbunt not to exceed the amount of the recovery, or
that it be subrogated to the person's rights to the extent of the benefits
recei ved under this Plan, including the right to bring suit in the person's
name. |If you need nore information about subrogation, the plan wll

provi de you with its subrogation procedures.
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Gener al Excl usi ons

All benefits are subject to the [imtations and exclusions in this
brochure. Although a specific service may be |listed as a benefit, it wll
not be covered for you unless your Plan doctor determnes it is nedically
necessary to prevent, diagnose or treat your illness or condition. The
foll ow ng are excl uded:

e Care by non-Plan doctors or hospitals except for authorized referrals or
enmergenci es (see Energency Benefits) or eligible self-referred services
obt ai ned under Point of Service Benefits;

» Expenses incurred while not covered by this Plan;

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

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

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

* Procedures, services, drugs and supplies related to sex transformations;
and

* Procedures, services, drugs and supplies related to abortions, except
when the life of the nother woul d be endangered if the fetus were carried
to term

Medi cal and Surgical Benefits
What is covered

A conprehensi ve range of preventive, diagnostic and treatnent services is
provi ded by Plan doctors and other Plan providers. This includes al
necessary office visits; you pay a $5 office visit copay, but no

addi tional copay for |aboratory tests and X-rays. Wthin the service area,
house calls will be provided if in the judgnent of the Plan doctor such
care i s necessary and appropriate; you pay a $20 copay for a doctor's house
call, nothing for hone visits by nurses and heal th aides.

Copaynents for surgery are as shown under Limted benefits.

The follow ng services are included and are subject to the office visit
copay unl ess stated ot herw se:
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* Preventive care, including well-baby care and peri odi ¢ check-ups
* Routine imunizations and boosters

e Consultations by specialists

 Diagnostic procedures, such as |laboratory tests and X-rays

e Conplete obstetrical (maternity) care for all covered femal es, including
prenatal, delivery and postnatal care by a Plan doctor. If enrollnment in
the Plan is term nated during pregnancy, benefits will not be provided
after coverage under the Plan has ended. Ordinary nursery care of the
newborn child during the covered portion of the nother's hospital
confinenment for maternity wll be covered under either a Self Only or Self
and Fam ly enrollnment; other care of an infant who requires definitive
treatment will be covered only if the infant is covered under a Self and
Fam ly enroll nent.

e Voluntary sterilization and fam |y planni ng services
» Diagnosis and treatnent of diseases of the eye

* Allergy testing and treatnent, including testing and treatnent materials
(such as allergy serun

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

» Cornea, heart, kidney and liver transplants; allogeneic (donor) bone
marrow transpl ants; autol ogous bone marrow transpl ants (autol ogous stem
cell and peripheral stemcell support) for the follow ng conditions: acute
| ynmphocytic or non-Iynphocytic | eukem a, advanced Hodgkin's | ynphona,
advanced non- Hodgki n's | ynphorma, advanced neurobl astoma, breast cancer;

mul tiple nyel oma; epithelial ovarian cancer; and testicular, nediastinal,
retroperitoneal and ovarian germcell tunors. Rel ated nedical and hospital
expenses of the donor are covered when the recipient is covered by this

pl an.

» Dialysis
« Chenot herapy, radiation therapy, and inhalation therapy

CARE MUST BE RECEI VED FROM OR ARRANGED BY PLAN DOCTORS TO RECEI VE STANDARD
HMO BENEFI TS

10
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Medi cal and Surgical Benefits continued
e Surgical treatnent of norbid obesity

* Prosthetic devices, such as artificial linbs and | enses foll ow ng
cataract renoval (initial device covered only)

e Hone health services of nurses and heal th aides, including intravenous
fluids and nedi cati ons, when prescribed by your Plan doctor, who wll
periodically review the programfor continuing appropriateness and need

* Al necessary nedical or surgical care in a hospital or extended care
facility fromPlan doctors and other Plan providers, at no additional
cost to you

e Chiropractic services
e Bl ood and bl ood derivatives
Limted benefits

Surgi cal procedures are subject to a $50 per outpatient procedure copaynent
for all procedures, except those perfornmed in the doctor's office which

al one are subject to a $5 copaynment per procedure in addition to the office
visit copaynent; however, sterilizations performed in a doctor's office are
subj ect to the $50 outpatient surgical procedure copaynment. Surgery
performed in an outpatient surgical facility is also subject to a $50
facility copaynent for each visit. Inpatient surgical procedures are
subject to a $100 per procedure copaynent.

CARE MUST BE RECEI VED FROM OR ARRANGED BY PLAN DOCTORS TO RECElI VE STANDARD
HMO BENEFI TS

Limted Benefits conti nued

Oral and mexillofacial surgery is provided for nondental surgical and
hospitalization procedures for congenital defects, such as cleft |lip and
cleft palate, and for medical or surgical procedures occurring wthin or

adj acent to the oral cavity or sinuses including, but not limted to,
treatnment of fractures and excision of tunors and cysts. Al other
procedures involving the teeth or intra-oral areas surrounding the teeth
are not covered, including shortening of the mandible or maxillae for
cosnetic purposes, correction of mal occlusion, and any dental care invol ved
in treatnment of tenporomandi bular joint (TMJ) pain dysfunction syndrone.

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

Short-termrehabilitative therapy (physical, speech and occupational) is
provi ded on an inpatient or outpatient basis for up to two nonths per
condition if significant inprovenent can be expected within two nonths.
Speech therapy is limted to treatnent of certain speech inpairnments of
organic origin. Cccupational therapy is limted to services that assi st
t he nenber to achieve and maintain self-care and inproved functioning in
other activities of daily living; you pay nothing for inpatient sessions
and a $5 copay per outpatient session.

Di agnosis and treatnent of infertility is covered; you pay $5 per visit.
Artificial insemination is covered;, you pay $5 per visit; cost of donor

spermis not covered. Fertility drugs are not covered. Oher assisted

reproductive technol ogy (ART) procedures, such as in vitro fertilization
and enbryo transfer, are not covered.

Cardiac rehabilitation follow ng a heart transplant, bypass surgery or a
myocardi al infarction is provided "at a Plan facility" for up to 30 days;
you pay $5 per visit.

VWhat is not covered

» Physical exam nations that are not necessary for nedical reasons, such as
t hose required for obtaining or continuing enploynent or insurance,
attendi ng school or canp, or travel

Reversal of voluntary, surgically-induced sterility

* Plastic surgery primarily for cosnetic purposes

* Hearing aids

* Honmemaker services

* Othopedi c devices, such as braces and foot orthotics

 Durabl e nedical equipnent, such as wheel chairs and hospital beds

* Long-termrehabilitative therapy

Transplants not |isted as covered

CARE MUST BE RECEI VED FROM OR ARRANGED BY PLAN DOCTORS
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11

Hospital / Ext ended Care Benefits
What is covered

Hospital care

The Pl an provides a conprehensive range of benefits with no dollar or day
[imt when you are hospitalized under the care of a Plan doctor. You pay a
$100 copay per day not to exceed $200 per admi ssion; a $100 copay per

surgi cal procedure. All necessary services are covered, including:

e Sem private room accommodati ons; when a Plan doctor determnes it is
nmedi cal |y necessary, the doctor may prescribe private accommpdati ons or
private duty nursing care

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

Ext ended care

The Pl an provides a conprehensive range of benefits with no dollar or day
[imt when full-tinme skilled nursing care is necessary and confinenent in a
skilled nursing facility is nedically appropriate as determ ned by a Pl an
doctor and approved by the Plan. You pay a $100 copay per day not to exceed
$200 per admi ssion. Al necessary services are covered, including:

e Bed, board and general nursing care

» Drugs, biologicals, supplies, and equi pnent ordinarily provided or
arranged by the skilled nursing facility when prescribed by a Plan doctor.

Hospi ce Care

Supportive and palliative care for a termnally ill nmenber is covered in

t he hone or hospice facility. Services include inpatient and outpatient
care and famly counseling; these services are provided under the direction
of a Plan doctor who certifies that the patient is in the termnal stages
of illness, with a life expectancy of approximtely six nonths or |ess.

You pay a $100 copay per day not to exceed $200 per admi ssion. CQutpatient
ber eavenent counseling for each famly nmenber upon the death of a

termnally ill nmenber is covered for 5 group therapy visits or a maxi num of
$500 per cal endar year, whichever is less. You pay $20 per visit. Respite
care for each famly nenber of termnally ill menbers is covered up to

$1, 000 per cal endar year outpatient and $1,500 per cal endar year inpatient.
You pay nothing for outpatient services and $100 per day not to exceed $200
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per adm ssion for inpatient services.

Ambul ance servi ce

Benefits are provided for anbul ance transportation ordered or authorized by
a Plan doctor. You pay a $25 copay per trip.

Limted benefits
Acute inpatient detoxification

Hospitalization for nedical treatnent of substance abuse is limted to
energency care, diagnosis, treatnent of nedical conditions, and nedi cal
managenent of w thdrawal synptons (acute detoxification) if the Plan doctor
determ nes that outpatient managenent is not nedically appropriate. See
page 14 for nonnedi cal substance abuse benefits.

What is not covered

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

» Dental hospitalization

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

CARE MUST BE RECEI VED FROM OR ARRANGED BY PLAN DOCTORS TO RECElI VE STANDARD
HMO BENEFI TS

12
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Enmer gency Benefits
What is a nmedical energency?

A nedi cal energency is the sudden and unexpected onset of a condition or an
injury that requires imedi ate nedical or surgical care. Sone problens are
enmer genci es because, if not treated pronptly, they m ght beconme nore
serious; exanples include deep cuts and broken bones. O hers are

ener genci es because they are potentially life-threatening, such as heart
attacks, strokes, poisonings, gunshot wounds, or sudden inability to

breat he. There are many other acute conditions that the Plan nmay determ ne
are nedi cal energencies —what they all have in common is the need for

qui ck acti on.

Emergencies wthin the service area

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

If you need to be hospitalized, the Plan nust be notified within 48 hours
or on the first working day follow ng your adm ssion, unless it was not
reasonably possible to notify the Plan within that tine. If you are
hospitalized in non-Plan facilities and Plan doctors believe care can be
better provided in a Plan hospital, you will be transferred when nedically
feasible wth any anbul ance charges covered in full.

You may al so receive care at the Plan's 24-hr Urgent Care Center at 888
Sout h Rancho Drive, Las Vegas, NV. Benefits are available for care from
non- Pl an providers in a nedical energency only if delay in reaching a Pl an
provider would result in death, disability or significant jeopardy to your
condi tion.

Pl an pays. ..

Customary and reasonabl e charges for energency services to the extent the
servi ces woul d have been covered if received fromPlan providers.

You pay. ..

$25 per hospital energency roomvisit (waived if admtted as an inpatient)
or $15 per urgent care center visit for energency services that are covered
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benefits of this Plan. $25 per anbul ance trip, copaynents as shown on page
12 for outpatient/inpatient surgical procedures and outpatient surgical
facility visits and inpatient adm ssions, $25 per non-Plan doctor's office
visit (except $15 per urgent care center), and all charges for services

whi ch are not a covered benefit of this Plan.

Emer genci es outside the service area

Benefits are available for any nedically necessary health service that is
i mredi ately requi red because of injury or unforeseen illness.

If you need to be hospitalized, the Plan nust be notified wthin 48 hours
or on the first working day follow ng your adm ssion, unless it was not
reasonably possible to notify the Plan within that time. |f a Plan doctor
bel i eves care can be better provided in a Plan hospital, you will be
transferred when nedically feasible with any anbul ance charges covered in
full.

Pl an pays. ..

Reasonabl e charges for energency care services to the extent the services
woul d have been covered if received from Pl an providers.

You pay. ..

$25 per hospital energency roomvisit (waived if admtted as an inpatient)
or $15 per urgent care center visit for energency services that are covered
benefits of this Plan. $25 per anbul ance trip, copaynments as shown on page
12 for outpatient/inpatient surgical procedures and outpatient surgical
facility visits and inpatients adm ssions, $25 per non-Plan doctor's office
visit (except $15 per urgent care center), all charges for services which
are not a covered benefit of this Plan.

What is covered
» Enmergency care at a doctor's office or an urgent care center

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

* Anbul ance service approved by the Pl an
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VWhat is not covered
e Elective care or nonenergency care

» Energency care provided outside the service area if the need for care
coul d have been foreseen before | eaving the service area

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

Filing clains for non-Plan providers

Wth your authorization, the Plan will pay benefits directly to the

provi ders of your emergency care upon receipt of their clains. Physician
clains should be submtted on the HCFA 1500 claimform |f you are required
to pay for the services, submt item zed bills and your receipts to the
Plan along with an expl anation of the services and the identification
information fromyour |ID card.

Paynment will be sent to you (or the provider if you did not pay the bill),
unless the claimis denied. If it is denied, you will receive notice of the
deci sion, including the reasons for the denial and the provisions of the
contract on which denial was based. |If you disagree with the Plan's

deci sion, you may request reconsideration in accordance with the disputed
cl ai ms procedure described on page 18.

13
Ment al Condi ti ons/ Subst ance Abuse Benefits

Ment al conditi ons
What is covered

To the extent shown below, the Plan provides the follow ng services
necessary for the diagnosis and treatnent of acute psychiatric conditions,
including the treatnment of nental illness or disorders:

Di agnosti c eval uation

Psychol ogi cal testing

Psychiatric treatnment (including individual and group therapy)

Hospitalization (including inpatient professional services)
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Qut patient care

Up to 20 outpatient visits to Plan doctors, consultants or other

psychi atric personnel each cal endar year; you pay a $20 copay per visit for
each covered visit; you pay $10 copay per group therapy visit - all charges
thereafter.

I npatient care

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

VWhat is not covered

e Care for psychiatric conditions that in the professional judgnment of Plan
doctors are not subject to significant inprovenment through relatively
short-term treat ment

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

 Psychol ogical testing when not nedically necessary to determ ne the
appropriate treatnment of a short-term psychiatric condition
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Subst ance abuse
VWhat is covered

This Pl an provides nedi cal and hospital services such as acute
detoxification services for the nedical, non-psychiatric aspects of

subst ance abuse, including al coholismand drug addiction, the sane as for
any other illness or condition. Services for diagnosis and rehabilitative
treatment are covered under the nental conditions benefits as shown above
and in addition, to the extent shown bel ow.

Qut patient care

Treatment for individual, group and famly counseling is covered to a
maxi mum of $2,500 per cal endar year and you pay a $20 copay per visit; you
pay $10 per group therapy visit.

I npatient care

Treatnment is covered up to a nmaxi mum of $9, 000 per cal endar year and you
pay not hi ng.

VWhat is not covered
e Treatnent that is not authorized by a Plan doctor.

CARE MUST BE RECEI VED FROM OR ARRANGED BY PLAN DOCTORS TO RECElI VE STANDARD
HMO BENEFI TS

14
Prescription Drug Benefits
What is covered

Prescription drugs prescribed by a Plan or referral doctor and obtai ned at
a Plan pharmacy will be dispensed for up to a 30-day supply. You pay a $5
copay per prescription unit or refill. If you select a brand nanme drug
when a generic equivalent is available and your doctor has not specified
that only a brand name is sufficient, you pay the amobunt by which the cost
of the brand nanme drug exceeds the cost of the generic equivalent, in
addition to the $5 copaynent.

Drugs are prescribed by Plan doctors and di spensed in accordance with the
Plan's drug formulary. Nonfornulary drugs will be covered when prescribed
by a Plan doctor. The Plan nust authorize a nonfornulary drug before it

may be dispensed. It is the prescribing doctor's responsibility to obtain




29

the Plan's authorizati on.

Covered nedi cati ons and accessories incl ude:

e Drugs for which a prescription is required by |aw
* Insulin, with a copay charge applied to each whole vial up to 40 ni

» Diabetic supplies, including insulin syringes, needles, blood glucose
measuring strips, and urine checking reagents

e Nitroglycerin, phenobarbital or Thyroid U S.P. Wen prescribed in
quantities of 100, a single copay charge will apply.

e Vitam ns which require a prescription

 Di sposabl e needl es and syri nges needed to inject covered prescribed
medi cati on

» Contraceptive devices, injectable and oral contraceptive drugs which
require a prescription; contraceptive di aphragns

* Inplanted contraceptive drugs such as Norplant are covered when ot her
contraceptives have failed or are contraindicated. You pay 50% coi nsurance
for charges related to the device, inplantation, and renoval. There wl]l
be no refund of any portion of these copays if the inplanted tine-rel ease
medi cation is renoved before the end of its expected life.

* Snoki ng cessation drugs and nedication, including nicotine patches.

I ntravenous fluids and nedi cation for hone use, inplantable drugs, and sone
i njectable drugs are covered under Medical and Surgical Benefits.

What is not covered

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

« Drugs obtained at a non-Plan pharmacy except for out-of-area energencies

* Vitamins and nutritional substances that can be purchased w thout a
prescription

 Medical supplies such as dressings and anti septics
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e Drugs for cosnetic purposes
» Drugs to enhance athletic performance
® | njectable and oral prescription drugs to treat infertility

CARE MUST BE RECEI VED FROM OR ARRANGED BY PLAN DOCTORS TO RECEI VE STANDARD
HMO BENEFI TS

15

O her Benefits
Dental Care
What is covered

The foll ow ng preventative and di agnostic services are covered when
provi ded by participating Plan dentists: you pay as specified bel ow

e Oral examination every six nonths - $10 per visit

» Bite-wing x-rays every six nonths - $10 per visit

e Full mouth or Panorex x-ray once per year - $20 per visit
* Prophylaxis (cleaning) every six nonths - $40 per visit
Accidental injury benefit

Restorative services and supplies necessary to pronptly repair (but not

repl ace) sound, natural teeth. The need for these services nust directly
result froman accidental injury occurring while the nenber is covered
under the FEHBP. You pay $25 per energency roomvisit and $5 per doctor's
office visit. The outpatient/inpatient surgery/adm ssions copaynents noted
on pages 10 and 12 al so apply.

VWhat is not covered

e Oher dental services not shown as covered

Vi sion care
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VWhat is covered

In addition to the nedical and surgical benefits provided for diagnosis and
treatnent of di seases of the eye, annual eye refractions (which include the
witten | ens prescriptions for eyegl asses) may be obtained from Pl an
providers. You pay a $10 copay.

What is not covered
» Eye exercises
 Eyegl asses, franmes, contact |lenses, including the fitting of the |enses

CARE MUST BE RECEI VED FROM OR ARRANGED BY PLAN DOCTORS TO RECEI VE STANDARD
HMO BENEFI TS

16

Poi nt of Service Benefits
Facts about Health Pl an of Nevada's Point of Service Benefits

At your option, you may choose to obtain benefits covered by this Plan from
non- Pl an doctors and hospitals whenever you need care, except for the
benefits |isted bel ow under "Wat is not covered." Benefits not covered
under Point of Service Benefits nust either be received fromor arranged by
Pl an doctors to be covered. When you obtain covered non-energency nedi ca
treatment froma non-Plan doctor without referral froma Plan doctor, you
are subject to the deductibles, coinsurance and maxi mum benefit stated

bel ow.

After the cal endar year deductible is net ($250 per nenber and $750 per
famly), your coinsurance for nost out-of-plan services is 20%of SHL's
el i gi bl e nedi cal expense (EME) for managed care indemity benefits. After
satisfying the cal endar year deductible, your coinsurance is limted to a
maxi mum of $1, 500 of EME per nenber per cal endar year (three per famly).
In no event will the total coinsurance you pay exceed $1,500 of EME per
menber or $4,500 per famly in any cal endar year.

What is covered
After satisfying your deductible:

Physician Services (Non-specialist Office visit, Inpatient visit, Specialist visit):

Preventive Healthcare (well child care, routine physical exams and pap smear, routine diagnostic) subject to a maximum
benefit of $100 per calendar year.

Manual Manipulation (Chiropractor, D.O., Physical Therapist) subject to a maximum benefit of $500 per calendar year
and $5,000 maximum lifetime benefit.
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Physician Consultations (Non-specialist Office Visit, Specialist Office Visit)

Inpatient Hospital Services

Outpatient Hospital and Ambulatory Surgical Facility Services

Skilled Nursing Services subject to a maximum benefit of 12 days per calendar year.
Inpatient and Outpatient Physician Services

Inpatient and Outpatient Oral Surgical Physician Services

Surgical Assistant Services

Anesthesia Services

Ambulance Services (non-emergent)

Laboratory Services

Routine Radiological and Non-radiological Diagnostic Imaging Services - Outpatient

Other Diagnostic and Therapeutic Services including Chemotherapy, Dialysis, Therapeutic Radiology, Allergy testing and
Serum Injection, Otologic Evaluations, complex diagnostic imaging, vascular diagnostic and therapeutic services,
pulmonary diagnostic services, neurological or psychiatric testing

Home Health Care Services subject to a maximum benefit of 30 visits per calendar year, or $5,000, whichever is less.
Prescription Drugs (prescription drug fee)
Durable Medical Equipment subject to a lifetime maximum benefit of $4,000.

What is not covered
Examples Include:

Hospice Care Services**

-Temporomandibular Joint dysfunction Treatment**
-Sterilization**

«Short Term Inpatient and Outpatient Rehabilitation Services**
«Prosthetic and Orthotic Devices**

-Organ or Tissue Transplants**

-Mental Health and Substance Abuse Services**
*Post-Mastectomy Reconstructive Surgery**

-Care or treatment of an lliness or Injury caused by or arising out of riots, war, insurrection, rebellion, armed invasion or
aggression.

*No payment shall be made on any claim which is not received within 12 months after the date Covered Services are
provided.

** Covered under the in-plan benefit

Pre-Authorization

In order to receive coverage for certain out-of-network services described in this plan, these services must be pre-
authorized by the Plan when not of an emergency nature. Failure to comply with the requirements of the Managed Care
program will result in the reduction of benefits. Covered Services which are not authorized by the Managed Care
Program will be reduced to 50%, up to $500, of what the member would have received if the services had been
authorized.

Benefits which require Prior Authorization under the Opt-out benefit include all elective inpatient admissions and
extensions of stay beyond the original certified length of stay to a Hospital or Skilled Nursing Facility; all outpatient
surgery provided in any setting if the charges exceed $200; all outpatient tests, including technical and professional
services if the charges exceed $200; all outpatient courses of treatment, including, for example, but not limited to: allergy
testing/treatment; angioplasty; chemotherapy; dialysis; manual manipulation, radiation therapy; rehabilitation (physical,
occupational, speech)

Eligible Medical Expenses (EME)
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Means the maximum allowable amount the Plan will pay for a particular Covered Service as determined in accordance
with the Plan Reimbursement Schedule.

Plan Reimbursement Schedule

Means the level of benefits that are EME as defined by the Plan with reference to (1) the amount most consistently paid
to the Provider; or (2) the amount paid to other Providers of similar qualifications; or (3) is relative to the value or worth of
other allowances for similar services comparable in severity and nature as determined by the Plan with reference to other
industry and governmental sources.

Lifetime Maximum
These Opt-out benefits are limited to a Plan payment maximum of $1,000,000 per member, per lifetime

For additional information, write or call:
Health Plan of Nevada, Inc.
P.O. Box 15645
Las Vegas, Nevada 89114-5645
(702) 871-0999
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Non-FEHB Benefits Available to Plan Members

The benefits described on this page are neither offered nor guaranteed under the contract with the FEHB Program, but
are made available to all enrollees and family members of this Plan. The cost of the benefits described on this page is
not included in the FEHB premium and any charges for these services do not count toward any FEHB deductibles, POS
maximum benefits, or out-of-pocket maximums. These benefits are not subject to the FEHB disputed claims procedure.

Supplemental Dental Care Services

Health Plan of Nevada, Inc. is pleased to offer a Supplemental Dental program to FEHBP members with Dentists who
have agreed under contract to participate in HPN's Dental Program and provide Dental Care Services to members.
Procedures not listed are not covered. The maximum amount of benefits which HPN will provide under this benefit is
$1,500 per member per calendar year. You will be billed directly by HPN for this benefit.

What is Covered Under the Supplemental Dental Program
Diagnostic/Preventative

Initial Examination -- you pay $10

Periodic Examination -- you pay $10

Emergency Examination -- you pay $10

Professional visit after hours -- you pay $20

Missed appointment (without 24 hour notice) -- you pay $10
Prophylaxis (once every 6 months) -- you pay $10

Sealants (per tooth) -- you pay $2

Single Film -- you pay $10

Additional Film, up to 12 films -- you pay $10

Entire dental series (at least 14 films) -- you pay $10
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Intra-oral, occlusal view, maxillary or mandibular, each -- you pay $10
Lateral jaw, lateral or P/A Head, one film -- you pay $10

Lateral jaw, lateral or P/A Head, two films -- you pay $10

Bite-wing films, two films -- you pay $10

Bite-wing films, four films -- you pay $10

Panographic - type film only -- you pay $10

Diagnostic casts (study models) -- you pay $10

Oral Surgery
Extractions (includes local anesthesia and routine post-operative visits)

Uncomplicated-single -- you pay $10

Each additional uncomplicated tooth (same date of service) -- you pay $10
Surgical removal of erupted tooth -- you pay $40

Removal of root tip totally covered by bone -- you pay $60

Post-Operative visit-complications -- no charge

Removal of impacted tooth (completely covered by gum tissue) -- you pay $50
Removal of impacted tooth (partially covered by bone) -- you pay $70
Removal of impacted tooth (completely covered by bone) -- you pay $80

Other Oral Surgeries

Alveoloplasty (bone trim for dentures/partial) -- you pay $70 per quadrant
Alveoloplasty (bone trim, in addition to removal of teeth) -- you pay $50 per quadrant

Anesthesia
Local anesthesia (local injection) -- no charge
Periodontics
Periodontal Evaluation -- you pay $25
Recall visit following active surgical periodontal treatment after six months -- you pay $25
Periodontal scaling and root planning (root scraping) -- you pay $25
Endodontics
Direct pulp capping (medication under filling) -- you pay $15
Indirect pulp capping (including temporary restoration) -- you pay $20
Pulpotomy (nerve removal in addition to restoration) on baby tooth -- you pay $20
Pulp vitality (nerve) test -- no charge
Root Canal Therapy
Anterior -- you pay $140

Bicuspid -- you pay $165
Molar -- you pay $225
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Restorative Dentistry

Amalgam filling-primary teeth, one surface -- you pay $10

Amalgam filling-primary teeth, two surfaces -- you pay $10

Amalgam filling-primary teeth, three surfaces -- you pay $10

Amalgam filling-primary teeth, four or more surfaces -- you pay $15
Amalgam filling-permanent teeth, one surface -- you pay $10
Amalgam filling-permanent teeth, two surfaces -- you pay $10
Amalgam filling-permanent teeth, three surfaces -- you pay $15
Amalgam filling-permanent teeth, four or more surfaces -- you pay $15

Resins

One surface -- you pay $10
Two surfaces -- you pay $15
Pin retention, per tooth, additional -- you pay $5

Crowns (excluding gold)

Porcelain with metal -- you pay $240

Full cast metal -- you pay $240

3/4 cast metal -- you pay $240

Crown build-up -- you pay $55

Stainless steel (primary) -- you pay $30

Stainless steel (permanent) -- you pay $40

Performed dowel post (root canaled tooth -- you pay $55

Cast post with core or coping (root canaled tooth) -- you pay $75

Pontics (excluding gold)

Cast metal -- you pay $240
Porcelain with metal -- you pay $240

Recementation

Crown -- you pay $20
Bridge -- you pay $25

Prosthetics

Immediate upper or lower denture -- you pay $300

Complete upper or lower denture -- you pay $300

Partial upper or lower with cast metal palatal or lingual bar and acrylic saddles- including teeth and clasps -- you
pay $355

Anterior stayplate, upper or lower -- you pay $200

Teeth and clasps extra -- you pay $5 per unit

Denture adjustment -- you pay $20

Office reline -- you pay $75
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Denture reline -- you pay $90
Tissue conditioning (maximum two per denture) -- you pay $90
Denture rebase -- you pay $90 per denture

Repairs, Full Dentures

Broken full denture (no teeth) -- you pay $30
Replace missing or broken tooth -- you pay $35 per tooth

Repairs, Partial Dentures

First Tooth -- you pay $35
Each Tooth -- you pay $35
Replace Clasp -- you pay $40

How to Obtain Benefits

Questions

If you have a question concerning Plan benefits or how to arrange for care, contact the Plan's Member Services Office at
(800) 777-1840, or you may write to the Plan at P.O. Box 15645, Las Vegas, NV 89114-5645.

Disputed claims review

Plan reconsideration

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

Within 30 days after receipt of your request for reconsideration, the Plan must affirm the denial in writing to you, pay the
claim, provide the service, or request additional information reasonably necessary to make a determination. If the Plan
asks a provider for information it will send you a copy of this request at the same time. The Plan has 30 days after
receiving the information to give its decision. If this information is not supplied within 60 days, the Plan will base its
decision on the information it has on hand.

OPM review

If the Plan affirms its denial, you have the right to request a review by OPM to determine whether the Plan's actions are in
accordance with the terms of its contract. You must request the review within 90 days after the date of the Plan's letter
affirming its initial denial.

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

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

Your written request for an OPM review must state why, based on specific benefit provisions in this brochure, you believe
the denied claim for payment or service should have been paid or provided. If the Plan has reconsidered and denied
more than one unrelated claim, clearly identify the documents for each claim.

Your request must include the following information or it will be returned by OPM:
. A copy of your letter to the Plan requesting reconsideration;

. A copy of the Plan's reconsideration decision (if the Plan failed to respond, provide instead (a) the date of your
request to the Plan or (b) the dates the Plan requested and you provided additional information to the Plan);

. Copies of documents that support your claim, such as doctors' letters, operative reports, bills, medical records,
and explanation of benefit (EOB) forms; and

. Your daytime phone number.

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

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

You (or a person acting on your behalf) may not bring a lawsuit to recover benefits on a claim for treatment, services,
supplies or drugs covered by this Plan until you have exhausted the OPM review procedure, established at section
890.105, title 5, Code of Federal Regulations (CFR). If OPM upholds the Plan's decision on your claim, and you decide to
bring a lawsuit based on the denial, the lawsuit must be brought no later than December 31 of the third year after the year
in which the services or supplies upon which the claim is predicated were provided. Pursuant to section 890.107, title 5,
CFR, such a lawsuit must be brought against the Office of Personnel Management in Federal court.

Federal law exclusively governs all claims for relief in a lawsuit that relates to this Plan's benefits or coverage or
payments with respect to those benefits. Judicial action on such claims is limited to the record that was before OPM
when it rendered its decision affirming the Plan's denial of the benefit. The recovery in such a suit is limited to the amount
of benefits in dispute.

Privacy Act statement — If you ask OPM to review a denial of a claim for payment or service, OPM is authorized by
chapter 89 of title 5, U.S.C., to use the information collected from you and the Plan to determine if the Plan has acted
properly in denying you the payment or service, and the information so collected may be disclosed to you and/or the Plan
in support of OPM's decision on the disputed claim.

18
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How Health Plan of Nevada Changes January 1997
Do not rely on this page; it is not an official statement of benefits.
Benefit changes

Under the "Dental Care" benefit provision, the oral examination copay is $10. Previously, the oral examination
copay was $5.

Under the "Dental Care" benefit provision, the bite-wing x-ray copay is $10. Previously, the bite-wing x-ray copay
was $5.

Under the "Dental Care" benefit provision, the full mouth x-ray copay is $20. Previously, the full mouth x-ray
copay was $10.

Under the "Dental Care" benefit provision, the prophylaxis (cleaning) copay
is $40. Previously, the prophylaxis copay was $10.

Clarifications

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

. Medical data that does not identify individual members may be disclosed as a result of bona fide medical
research or education.

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

An enrollee with Self Only coverage who is expecting a baby or the addition of a child may change to a Self and
Family enroliment up to 60 days after the birth or addition.

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

Federal annuitants are not required to enroll in Medicare Part B (or Part A) in order to be covered under the
FEHB Program nor are their FEHB benefits reduced if they do not have Medicare Part B or (Part A).

Temporary continuation of coverage (TCC) for employees or family member who lose eligibility for FEHB
coverage includes one free 31-day extension of coverage and may include a second. How these are coordinated
has been clarified; notification and election requirements have also been clarified.

"Conversion to individual coverage" does not require evidence of good health and the plan is not permitted to
impose a waiting period or limit coverage for preexisting conditions; benefits and rates under the individual
contract may differ from those under the FEHB Program.

. The benefit "Nonexperimental implants" is now termed "The insertion of internal prosthetic devices".
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Other changes

. This Plan has been redesignated a "Health Maintenance Organization with a Point of Service (or POS) Product."
It offers its members the option of using either Plan or non-Plan providers each time they require medical care.
See "Point of Service Benefits" on page 16 for additional charges that apply to services from non-Plan providers
and limitations on covered benefits when they are received from non-Plan providers.

Health Plan of Nevada's service and enrollment area now includes members who live or work in the service area.
Previously, members had to live in the service area to be eligible to enroll.

The Plan has enhanced coverage of dental care under "Non-FEHB Benefits Available to Plan Members." Please
see page 18 for details.

. Enrollees who change their FEHB enrollments using Employee Express may call the Employee Express HELP
number to obtain a letter confirming that change if their ID cards do not arrive by the effective date of the
enrollment change.

. The Plan will not pay for services required as the result of occupational disease or injury for which any medical
benefits are determined by the Office of Workers Compensation Programs (OWCP) or an equivalent agency to
be payable under workers' compensation or similar Federal or State law. The Plan is entitled to be reimbursed by
OWCP or the equivalent agency for services it provided that were later found to be payable by OWCP or the
agency.

The paragraph on "Liability insurance and third party actions" under "General Limitations",has been revised to
explain this Plan's procedures and policies for obtaining reimbursement from a member who has recovered
benefits from a third party (also known as subrogation of benefits).

. Disputed claims If your claim for payment or services is denied by the Plan, and you decide to ask OPM to
review that denial, you must first ask the Plan to reconsider their decision. You must now request their
reconsideration within six months of the denial (previously, you had one year to do this). This time limit may be
extended if you show you were prevented by circumstances beyond your control from making this request within
the time limit.

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

Summary of Benefits for Health Plan of Nevada - 1997

Do not rely on this chart alone. All benefits are provided in full unless otherwise indicated subject to the limitations and
exclusions set forth in the brochure. This chart merely summarizes certain important expenses covered by the Plan. If
you wish to enroll or change your enrollment in this Plan, be sure to indicate the correct enroliment code on your
enrollment form (codes appear on the cover of this brochure). ALL SERVICES COVERED UNDER THIS PLAN, WITH
THE EXCEPTION OF EMERGENCY CARE, AND SERVICES AVAILABLE AS POS BENEFITS, ARE COVERED ONLY
WHEN PROVIDED OR ARRANGED BY PLAN DOCTORS.
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Benefits Plan pays/provides Page

Inpatient care

Hospital

Comprehensive range of medical and surgical services without dollar or day limit. Includes in-hospital doctor care, room
and board, general nursing care, private room and private nursing care if medically necessary, diagnostic tests, drugs and
medical supplies, use of operating room, intensive care and complete maternity care. You pay nothing $100 per day not
to exceed $200 per admission; $100 per surgical procedure .................... 12

Extended care

All necessary services, no dollar or day limit. You pay $100 per day not to exceed $200 per admission ..........c.ccccvveeenne 12

Mental conditions

Diagnosis and treatment of acute psychiatric conditions for up to 30 days of inpatient care per year. You pay nothing

Substance abuse

Coverage under mental conditions benefits and in addition rehabilitative care up to $9,000 per calendar year. You pay
NOthING ..eeei e, 14

Outpatient care

Comprehensive range of services such as diagnosis and treatment of iliness or injury, including specialist's care;
preventive care, including well-baby care, periodic check-ups and routine immunizations; laboratory tests and X-rays;
complete maternity care. You pay a $5 copay per office visit; $20 per house call by a doctor; $50 per surgical procedure;
$50 per outpatient surgical facility ViSit ............cccvviveiiieiiiiiiiiieeen, 10, 11

Home health care

All necessary visits by nurses and health aides. You pay nothing ... 10, 11

Mental conditions




Up to 20 outpatient visits per year. You pay a $20 copay per visit; you pay $10 copay per group therapy visit ............. 14

Substance abuse

Coverage under mental conditions benefits and in addition counseling up to $2,500 per calendar year. You pay a $20
copay per visit; you pay $10 per group therapy visit........ 14

Emergency care

Customary and reasonable charges for services and supplies required because of a medical emergency. You pay a $25
copay to the hospital for each emergency room visit and any non-Plan doctor's office visit and ambulance trip, $15 per
urgent care center visit, surgery/admission copayments as shown, and any charges for services that are not covered by
this Plan ........ 13

Prescription drugs

Drugs prescribed by a Plan doctor and obtained at a Plan pharmacy. You pay a $5 copay per prescription unit or refill. If
a brand name is chosen you pay the $5 copay and the difference in cost between the brand name and the
QENEriC.uuuennnnnnnn. 15

Dental care

Accidental injury benefit. You pay $5 per doctor's visit and $25 for an emergency room visit and surgery/admission
copayments as shown; preventative dental care. You pay $10 to $40 per visit as

SHOWN....ooiii 16
Vision care
One refraction annually. You pay $10 copay per visit.......... 16

Point of Service Benefits

Services of non-Plan doctors and hospitals. Not all benefits are covered. You pay deductibles and coinsurance and a
maximum benefit applies......16

Out-of-pocket maximum

Copayments are required for a few benefits; however, after your out-of-pocket expenses reach a maximum of $3,320 per
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Self Only or $7,804 per Self and Family enrollment per calendar year under standard HMO benefits; $1,500 per member
or $4,500 per family for POS benefits; benefits will be provided at 100%. This copay maximum does not include
prescription drugs.........ooovvvviiiiiiiieiiiiiiiiinn 7,16

20




