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PhysiciansHealth Servicesof New York, Inc.

PhysiciansHealth Servicesof New Y ork, Inc., OneFar Mill Crossing, Shelton, CT 06484-0944 hasenteredintoacontract (CS2527) withthe
Officeof Personnel M anagement (OPM ) asauthorized by theFederal EmployeesHealth Benefits(FEHB) law, to provideacomprehensive
medical planhereincalled PhysiciansHealth Servicesof New Y ork, Inc., or PHS, or thePlan.

Thisbrochureisbased ontextincluded inthecontract between OPM and thisPlanandisintended to be acomplete statement of benefits
availableto FEHB members. A personenrolledinthePlanisentitledtothebenefitsstatedinthisbrochure. However, if conflictsarediscovered
betweentheprovisionsof thisbrochureandthecontract, thecontractwill control. If enrolled for Self and Family, each eligiblefamily member
isalso entitled to these benefits.

Premiumsarenegotiated with each planannually. Benefit changesareeffective January 1, 1998 and areshown ontheinsideback cover of
thisbrochure.
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| nspector General Advisory: Stop Health CareFraud!

Fraudincreasesthecost of health carefor everyone. Anyonewhointentionally makesafal sestatement or afal seclaiminorder to obtain
FEHB benefits, orincreasetheamount of FEHB benefits, i ssubject to prosecutionfor FRAUD. ThiscouldresultinCRIMINAL PENALTIES.
Pleasereview all medical bills, medical recordsand claimsstatementscarefully. If youfind that aprovider, such asadoctor, hospital or
pharmacy chargedyour planfor servicesyoudidnot receive, billedfor thesameservicetwice, or misrepresented any other information, take

thefollowingactions:

« Call theprovider (doctor, hospital, etc.) and ask for an explanation — sometimesthe problemisasimpleerror.
« Iftheprovider doesnot resolvethematter, or if youremain concerned, call your plantoll freeat 1-800/441-5741 and explainthesituation.
« If thematter isnot resolved after speaking toyour plan (and you still suspect fraud hasbeen committed), call or write:

THEHEALTHCAREFRAUDHOTLINE
202/418-3300

TheOfficeof Personnel Management
Officeof thelnspector General Fraud Hotline
1900 E Street N.W., Room 6400
Washington, D.C. 20415

Theinappropriateuseof membershipidentification cards, e.g., to obtain servicesfor apersonwhoisnot aneligiblefamily member or after
youarenolonger enrolledinthePlan, isalso subject toreview by thelnspector General and may resultinan adverseadministrativeaction

by your agency.

General Information

Confidentiality

Ifyouarea
new member

M edical and other information providedtothePlan, including claimfiles,iskept confidential andwill
be used only: (1) by the Plan and its subcontractors only for internal administration of the Plan,
coordination of benefit provisionswith other plansand subrogation of claims; (2) by law enforcement
officialswithauthority toinvestigateand prosecutealleged civil or criminal actions; (3) by OPM to
review adisputed claim or performitscontract administrationfunctions; (4) by OPM andthe General
A ccounting Officewhen conducting auditsasrequired by theFEHB law; or (5) for bonafidemedical
research or education. M edical datathat doesnot identify individual membersmay bedisclosed asa
result of thebonafidemedical research or education.

Usethisbrochureasaguideto coverageand obtaining benefits. Theremay bea delay beforeyoureceive
your identification card and member informationfromthePlan. Until youreceiveyour | D card, youmay
show your copy of the SF 2809 enrollment form or your annuitant confirmationletter from OPM toa
provider or Planfacility asproof of enrollmentinthisPlan. If youdonot receiveyour ID cardwithin
60 daysafter theeffectivedate of your enrollment, you should contact the Plan.

If youmadeyour open season changeby using Employee Expressand havenot receivedyour new | D
card by theeffectivedate of your enrollment, call the Employee ExpressHEL Pnumber torequest a
confirmation|letter. Usethat | etter to confirm your new coveragewith Plan providers.

If youareanew member of thisPlan, benefitsand ratesbegin ontheeffectivedateof your enrolIment,
asset by your employing officeor retirement system. Asamember of thisPlan, onceyour enrolment
iseffective, youwill becovered only for servicesprovided or arranged by aPlan doctor exceptinthe
caseof emergency asdescribed onpage15, or whenyou self-refer for Point of Service, or POS, benefits
asdescribed onpages18-19. If youareconfinedinahospital ontheeffectivedate, youmust notify the
Plansothat it may arrangefor thetransfer of your careto Plan providers. See* If you arehospitalized”
on page4.

FEHB plansmay not refuseto providebenefitsfor any conditionyou or acovered family member may
havesolely onthebasisthat it wasaconditionthat existed beforeyouenrolledinaplanunder theFEHB
Program.



Gener al | nfor mation continued

Ifyouare
hospitalized

Your
responsibility

Thingsto
keepin
mind

If you changeplansor options, benefitsunder your prior plan or option ceaseontheeffectivedate of
your enrollmentinyour new plan or option, unlessyou or acoveredfamily member areconfinedina
hospital or other coveredfacility or arereceivingmedical careinanalternativecaresettingonthelast
day of your enrollment under theprior plan or option. Inthat case, theconfined personwill continue
toreceivebenefitsunder theformer planor optionuntil theearliest of (1) theday the personisdischarged
fromthehospital or other coveredfacility (amoveto analternativecaresetting doesnot constitutea
dischargeunder thisprovision), or (2) theday after theday all inpatient benefitshavebeen exhausted
under theprior plan or option, or (3) the 92nd day after thelast day of coverageunder theprior plan
or option. However, benefitsfor other family membersunder thenew planwill beginontheeffective
date. If your planterminatesparticipationinthe FEHB Programinwholeor inpart, or if the Associate
Director for Retirement and | nsurance orders an enrollment change, this continuation of coverage
provisiondoesnot apply; insuch case, thehospitalized family membersbenefitsunder thenew plan
beginontheeffectivedateof enrollment.

It isyour responsibility to beinformed about your health benefits. Y our employing office or
retirement system can provideinformation about: whenyoumay changeyour enrollment; who" family
members’ are; what happenswhenyou transfer, go onleavewithout pay, enter military service, or
retire; when your enrollment terminates; and the next open season for enrollment. Y our employing
officeor retirement systemwill al somakeavail abletoyouan FEHB Guide, brochuresand other materials
youneedtomakeaninformeddecision.

»  Thebenefitsinthisbrochureareeffectiveon January 1 for thosealready enrolledinthisPlan; if
youchanged plansor planoptions, see” If youareanew member” onpage3. Inboth cases, however,
thePlan’ snew ratesareeffectivethefirst day of theenrollee’ sfirstfull pay periodthat beginson
or after January 1 (January 1for all annuitants).

*  Generaly,youneedtobecontinuously enrolledintheFEHB Programfor thelast fiveyearsbefore
youretirefor your enrollmentto continuefor youand any eligiblefamily membersafter youretire.

»  TheFEHB Program providesSelf Only coveragefor theenrolleea oneor Self and Family coverage
for theenrollee, hisor her spouse, and unmarried dependent childrenunder age22. Under certain
circumstances, coveragewill a sobeprovided under afamily enrollment for adisabled child22years
of ageor older whoisincapabl e of self-support.

* Anenrolleewith Self Only coveragewhoisexpectingababy or theaddition of achild may change
toaSelf and Family enrollment up to 60 daysafter thebirth or addition. Theeffectivedateof the
enrollment changeisthefirst day of thepay periodinwhichthechildwasbornor becameaneligible
family member. Theenrolleeisresponsiblefor hisor her shareof the Self and Family premiumfor
that timeperiod; both parent and childarecovered only for carereceivedfrom Planproviders, except
for emergency or POSbenefits.

* Youwill notbeinformed by your employing office(or your retirement system) or your Planwhen
afamily member loseseligibility.

* Youmustdirect questionsabout enrollmentand eligibility, including whether adependent age22
or older iseligiblefor coverage, toyour employing officeor retirement system. ThePlan doesnot
determineeligibility and cannot changean enrollment statuswithout the necessary information
fromtheemployingagency or retirement system.

* Anemployee, annuitant or family member enrolled in one FEHB Planisnot entitled toreceive
benefitsunder any other FEHB Plan.

*  Reportadditionsand del etions(includingdivorces) of coveredfamily memberstothePlan promptly.

* If youarean annuitant or former spousewith FEHB coverage and you are al so covered by
MedicarePart B, you may drop your FEHB coverageand enroll inaM edicare prepaid plan
whenoneisavailableinyour area. If youlater changeyour mind andwanttoreenroll in FEHB,
you may do so at the next open season, or whenever youinvoluntarily losecoverageinthe
Medicare prepaid plan or move out of the areait serves.

*  MostFederal annuitantshaveMedicarePart A. If youdonot haveM edicarePart A, youmay enroll
inaMedicareprepaid plan, but youwill probably haveto pay for hospital coverageinadditionto
thePart B premium. Befor eyoujointheplan, ask whether they will providehospital benefitsand,
if so, what youwill haveto pay.

* Youmay alsoremainenrolledinthisPlanwhenyoujoinaM edicareprepaid plan.



Gener al | nfor mation continued

Coverageafter
enrollmentends

Former spouse
coverage

Temporary
continuation
of coverage(TCC)

» Contactyourlocal Social Security Administration (SSA) officefor informationonlocal M edicare
prepaid plans(al so knownasCoordinated CarePlansor M edicareHM Os) or requestit from SSA
at 1-800/638-6833. Contact your retirement system for information on dropping your FEHB
enrollment and changingtoaM edicareprepaid plan.

» Federal annuitantsarenot requiredtoenroll inMedicarePart B (or Part A) inorder tobecovered
under theFEHB Program nor aretheir FEHB benefitsreducedif they donot haveM edicarePart B.

Whenanemployee' senrollment terminatesbecauseof separationfrom Federal serviceorwhenafamily
member isnolonger eligiblefor coverage under an empl oyeeor annuitant enrollment, and the person
isnot otherwiseeligiblefor FEHB coverage, heor shegenerally will beeligiblefor afree31-day extension
of coverage. Theemployeeor family member al somay beeligiblefor oneof thefollowing:

When aFederal employeeor annuitant divorces, theformer spousemay beeligibleto elect coverage
under the spouse equity law. If you are recently divorced, or anticipate divorcing, contact the
employee’ semploying office(personnel office) or retiree’ sretirement systemto get morefactsabout
electingcoverage.

If youareanemployeewhoseenrollment i sterminated becauseyou separatefrom service, youmay be
eligibletotemporarily continueyour health benefitscoverageunder theFEHB Programinany Planfor
whichyouareeligible. Ask your employingofficefor Rl 79-27, whichdescribesTCC, andfor Rl 70-5,
FEHB Guideforindividualseligiblefor TCC. Unlessyou areseparated for grossmisconduct TCCis
availabletoyouif youarenot otherwiseeligiblefor continued coverageunder theProgram. For example,
youaredligiblefor TCCwhenyouretireif you areunableto meet thefive-year enrollment requirement
for continuation of enrolIment after retirement.

Y our TCC beginsafter theinitial free 31-day extension of coverage endsand continuesfor upto 18
monthsafter your separationfromservice(thatis, if youuse TCC until it expires18 monthsfollowing
separation, youwill only pay for 17 monthsof coverage). Generally, youmust pay thetotal premium
(boththe Government and empl oyeeshares) plusa2% administrativecharge. If youuseyour TCCuntil
it expires, you are entitled to another free 31-day extension of coverage when you may convert to
nongroup coverage. If you cancel your TCC or stop paying premiums, thefree 31-day extension of
coverageand conversionoptionarenot available.

Childrenorformer spouseswholoseeligibility for coverage(andwhoarenot eligiblefor benefitsunder
theFEHB Program asempl oyeesor under thespouseequity law) alsomay qualify for TCC. They also
must pay thetotal premium plusthe2% administrativecharge. TCCfor former family memberscontinues
for upto 36 monthsafter thequalifying event occurs, for example, thechildreachesage 22 or thedate
of thedivorce. Whentheir TCC ends (except by cancellation or nonpayment of premium), they are
entitledtoanother free 31-day extension of coveragewhenthey may convert to nongroup coverage.

NOTE: If thereisadelay in processingthe TCC enrolIment, theeffectivedateof theenrolImentisstill
the32nd day after regular coverageends. The TCC enrolleewill beresponsiblefor premium payments
retroactivetotheeffectivedate, and coveragemay not exceedthe 18 or 36 month period noted above.



Gener al | nfor mation continued

Notification
and election
requirements

Conversionto
individual
coverage

Separ atingemployees— Within 61 daysafter an employee’ senrollment terminates because of
separation from service, hisor her employing office must notify the empl oyee of the opportunity
toelect TCC. Theemployee has60 daysafter separation (or after receiving thenoticefromthe
employingoffice, if later) toelect TCC.

Children—Y oumust notify your employing officeor retirement system when achild becomes
eligiblefor TCCwithin 60 daysafter thequalifying event occurs, for example, thechild reaches
age22or marries.

Former spouses— Y ouor your former spousemust notify theempl oying officeor retirement system
of theformer spouse’ seligibility for TCCwithin 60 daysafter thetermination of themarriage. A former
spousemay alsoqualify for TCCif, duringthe36-month periodof TCCéligibility, heor shelosesspouse
equity eligibility becauseof remarriagebeforeage55 or lossof thequalifying court order. Thisapplies
evenif heor shedidnotelect TCC whilewaitingfor spouseequity coverageto begin. Theformer spouse
must contact the employing officewithin 60 daysof |osing spouseequity eligibility to apply for the
remaining monthsof TCCtowhichheor sheisentitled.

Theemploying officeor retirement system has 14 daysafter receiving noticefromyou or theformer
spouseto notify the child or theformer spouse of hisor her rightsunder TCC. If achildwantsTCC,
heor shemust el ect it within 60 daysafter thedateof thequalifying event (or after receivingthenotice,
if later). If aformer spousewants TCC, heor shemust el ect it within 60 daysafter any of thefollowing
events: thedateof thequalifying event or thedatehe or shereceivesthenotice, whicheverislater; or
thedateheor shelosescoverageunder the spouseequity law because of remarriagebeforeage55 or
lossof thequalifying court order.

Important: Theemploying officeor retirement system must benotified of achild or former spouse’ s
eligibility for TCCwithinthe60-day timelimit. If theemploying officeor retirement systemisnot
notified, theopportunity to elect TCC ends 60 daysafter thequalifying eventinthecaseof achild
and 60 days after the changein statusin the case of aformer spouse.

When noneof theabovechoi cesareavail able— or chosen— when coverageasan employeeor family
member ends, or when TCC coverageends(except by cancellation or nonpayment of premium), you
may beeligibleto convert to anindividual, nongroup contract. Y ouwill not berequiredto provide
evidenceof good healthandtheplanisnot permitted toimposeawaiting period or [imit coveragefor
preexisting conditions. If youwishto converttoanindividual contract, youmust apply inwritingto
thecarrier of theplaninwhichyouareenrolledwithin 31 daysafter receiving noticeof theconversion
right from your employing agency. A family member must apply to convert within the 31-day free
extension of coveragethat followstheevent that terminatescoverage, e.g., divorceor reaching age22.
Benefitsand ratesunder theindividual contract may differ fromthoseunder theFEHB Program.



Factsabout thisPlan

ThisPlanisacomprehensivemedical plan sometimescall ed aheal th maintenanceorgani zation (HM O) that offersaPoint of Service, or POS
product. Whenever you need servicesyou may chooseto obtainthemfrom your personal doctor withinthePlan’ sprovider network or go
outsidethenetwork for treatment. Withinthe Plan’ snetwork you areencouraged to sel ect apersonal doctor whowill provideor arrange
foryour careandyouwill pay minimal anountsfor comprehensivebenefits. WWhenyou chooseanon-Plandoctor or other non-Planprovider,
youwill pay asubstantial portion of thechargesand thebenefitsavailablemay belesscomprehensive. Seepages18-19for moreinformation.

Y our decisiontojoinan HM O should bebased onyour preferencefor the Plan’ sbenefitsand delivery system, not becauseaparticul ar
provider isinthe Plan’ snetwork. Y ou can not change Plan’ sbecause aprovider leavesan HM O.

Whoprovidescare
to Plan members?

Roleof aprimary
caredoctor

Choosing
your doctor

Authorizations

For new members

Hospital care

PHSisan HM O which allowsyouto chooseyour own partici pating doctor and hospital. When
you join, you can choose your personal doctor from among internists, pediatricians, general
practitioners and family practitioners. There are over 10,000 doctors available to members
throughout theservicearea. Chancesareyour present doctor isaffiliated with PHS. Membersare
requested to contact their primary caredoctor at thefirst sign of ilIness. If specialty servicesare
necessary, youmay seeaPlan specialist without areferral fromyour primary caredoctor. ThePlan
providesemergency care 24 hoursaday, seven daysaweek. Thisplan also providesbenefitsfor
certain services under the POS product even when these services are provided by non-Plan
doctors. Please review this brochure carefully so that you understand which benefitswill be
covered and what thelevel of coveragewill be.

Thefirstand mostimportant decision each member must makeisthesel ection of aprimary caredoctor.
Itistheresponsibility of your primary caredoctor to obtain any necessary authorizationsfromthePlan
beforereferringyoutoaspecialist or making arrangementsfor hospitalization when usingthestandard
HM O network. Under thisPlan, you can obtain servicesfrom aspecialist without areferral fromyour
primary caredoctor.

ThePlan’ sprovider directory listsprimary caredoctors(generally family practitioners, pediatricians,
andinternists) withtheir locationsand phonenumbersand noteswhether or not thedoctor isaccepting
new patients. Directoriesareupdated on aregular basisand areavailableat thetimeof enrollment or
uponrequest by callingthe Customer RelationsDepartment at 1-800/441-5741; you canalsofind out
if your doctor participateswiththisPlan by callingthisnumber. If you areinterestedinreceiving care
from aspecific provider whoislisted inthedirectory, call the provider to verify that he or she still
participatesinthePlanandisaccepting new patients. Important note: When you enroll inthisPlan,
services(except for emer gency or POSbenefits) areprovided through thePlan’ sdelivery
system, thecontinued availability and/or participation of any onedoctor, hospital, or other
provider,cannot beguar anteed.

If youenroll, youwill beaskedtolet the Plan know which primary caredoctor(s) you’ veselectedfor
you and eachmember of your family by sending asel ectionformtothePlan. If you need helpchoosing
adoctor, call the Plan. Membersmay changetheir doctor sel ection by notifying the Plan 30 daysin
advance.

If youarereceiving servicesfromadoctor wholeavesthePlan, thePlanwill pay for covered services
until the Plan can arrangewith you for you to be seen by another participating doctor.

ThePlanwill providebenefitsfor covered servicesonly whentheservicesaremedically necessary to
prevent, diagnose or treat your illness or condition. Your Plan doctor must obtain the Plan’s
determinationof medical necessity beforeyoumay behospitalizedor for certain proceduresthat require
authorization. For out-of -network services, you must receiveauthorizationor precertification (seepage
18).

If youarealready under thecareof aprimary caredoctor or aspecialist whoisaPlan participant, when
thisplantakeseffect, your carewill becovered by thePlanunder standardin-network HM O benefits.

If yourequirehospitalization, for in-network care, your primary caredoctor or specialist will makethe
necessary arrangementsand continueto superviseyour care. If you areadmitted toanon-Plan hospital
or areadmitted to aPlan hospital by anon-Plan doctor, you must obtainthenecessary authorization
and precertification (seepage18).



Factsabout thisPlan continued

Out-of-pocket
maximum

Deductible
carryover

Submit claims
promptly

Other _
consider ations

ThePlan’s
ServiceArea

Copaymentsarerequired for afew benefits. However, copaymentswill not berequiredfor the
remainder of the calendar year after your out-of-pocket expenses for services provided or
arranged by thePlanreach $1,200 per Self Only enrollment or $3,000 per Self and Family enrollment
for standard HM O benefits. This copayment maximum does not include costs of prescription
drugsor thecost of self-referral (out-of-network) deductiblesand coinsurance. See pages18and
19for out-of -pocket maximumsfor self-referral (out-of-network) services.

Y oushould maintainaccuraterecordsof thecopaymentsmade, asitisyour responsibility todetermine
whenthecopayment maximumisreached. Y ou areassured apredictablemaximumin out-of -pocket
costsfor covered healthand medical needs. Copaymentsareduewhenserviceisrendered, exceptfor
emergency care.

If you changed to thisPlan during open season from aPlan with adeductibleand the effectivedate of
thechangewasafter January 1, any expensesthat would haveappliedtothat plan’ sdeductiblewill be
coveredby youroldplanif they arefor careyou gotin January beforetheeffectivedateof your coverage
inthisPlan. If you havealready met thedeductibleinfull, your old planwill reimbursethesecovered
expenses. If youhavenot metitinfull, your old Planwill first apply your covered expensesto satisfy
therest of thedeductibleand then reimburseyou for any additional covered expenses. Theold plan
will pay thesecovered expensesaccordingtothisyear’ sbenefits; benefit changesareeffective January
1

WhenyouarereguiredtosubmitaclaimtothisPlanfor covered expenses, submityour claim promptly.
ThePlanwill not pay benefitsfor non-Plan emergency careclaims, prescriptiondrug claims, or self-
referral/out-of -network claims(see pages18 and 19) submitted 6 monthsafter thecarewasrendered,
unlesstimely filingwasprevented by administrativeoperationsof Government or legal incapacitation,
provided the claim was submitted as soon asreasonably possible.

Planproviderswill follow generally accepted medical practicein prescribing any courseof treatment.
Beforeyou enroll inthisPlan, you should determinewhether youwill beableto accept treatment or
procedureswhich may berecommended by Plan providers.

Theserviceareafor thisPlan, wherePlan providersandfacilitiesarel ocated, isthesameastheenrolIment
arealisted onthefront cover of thisbrochure (theareainwhichyoumust liveor work toenroll inthe
Plan). Benefitsfor careoutsidetheserviceareaarelimited to emergency services, asdescribed onpage
15, andto servicescovered under Point of Service Benefits, asdescribed on page 18.

If you or acovered family member moveoutsidethe Service Area, or you nolonger work there,
you may enroll inanother approved plan. Itisnot necessary towait until youmoveor for theopen season
tomakesuchachange; contact your employing officeor retirement systemfor informationif you are
anticipatingamove.



General Limitations

Important notice

Circumstances
beyond Plan
control

Other sour ces
of benefits

Medicare

Group health
insuranceand
automobile
insurance

CHAMPUS

M edicaid

Althoughaspecificservicemay belisted asabenefit, it will becoveredfor youonly if,inthejudgment
of your Plandoctor, itismedically necessary for theprevention, diagnosis, or treatment of your illness
or condition. No oral statement of any person shall modify or otherwise affect the benefits,
limitationsand exclusionsof thisbrochur e, convey or void any cover age, increaseor reduceany
benefitsunder thisPlan or beused in thepr osecution or defenseof aclaim under thisPlan. This
brochureisbased on text included in the contract between OPM and this Plan and isintended to be
acomplete statement of benefits available to FEHBP members. Y ou should use this brochure to
determineyour entitlement to benefits. However, if conflictsarediscovered between thelanguage of
thisbrochureand the contract, the contract will control.

Intheevent of major disaster, epidemic, war, riot, civil insurrection, disability of asignificant number
of Plan providers, complete or partial destruction of facilities, or other circumstances beyond the
Plan’s control, the Plan will make a good faith effort to provide or arrange for covered services.
However, thePlanwill not beresponsiblefor any delay or failurein providing serviceduetolack of
availablefacilitiesor personnel.

Thissectionapplieswhenyou or your family membersareentitledto benefitsfrom asourceother than
thisPlan. Y oumust discloseinformation about other sourcesof benefitsto the Planand completeall
necessary documentsand authorizationsrequested by the Plan.

If you or acovered family member isenrolled in this Plan and Part A, Part B, or Parts A and B of
M edicare, benefitswill becoordinated with M edicareaccordingto M edicare’ sdetermination of which
coverageisprimary. Generally, you do not need to take any action after informing the Plan of your
oryour family member’ seligibility for Medicare. Y our Planwill provideyouwithfurther instructions
if aMedicare claim needsto befiled.

Thiscoordination of benefits(doublecoverage) provisionapplieswhenaperson covered by thisPlan
alsohas, orisentitledto benefitsfor medical and hospital costsfromany other group health coverage,
including no-fault or other automobileinsurancethat paysbenefitswithout regardtofault. Information
about the other coverage must be disclosed to thisPlan.

Whenthereisdouble coveragefor covered benefits, other than emergency servicesfrom non-Plan
providers, thisPlanwill continueto provideitsbenefitsinfull, butisentitled toreceivepayment for
theservicesand suppliesprovided, totheextent that they arecovered by theother coverage, no-fault
or other automabileinsuranceor any other primary plan.

One plan normally paysitsbenefitsin full asthe primary payer, and the other plan paysareduced
benefit asthe secondary payer. WhenthisPlanisthesecondary payer, it will pay thelesser of (1) its
benefitsin full, or (2) areduced amount which, when added to the benefits payable by the other
coverage, will not exceed reasonabl echarges. Thedetermination of which health coverageisprimary
(paysits benefits first) is made according to guidelines provided by the National Association of
Insurance Commissioners. When benefits are payabl e under automobileinsurance, including no-
fault, the automobileinsurer isprimary (paysits benefitsfirst) if itislegally obligated to provide
benefitsfor health care expenseswithout regard to other health benefits coveragethe enrollee may
have. Thisprovisionapplieswhether or not aclaimisfiled under theother coverage. Whenapplicable,
authorizationmust begiventothisPlantoobtaininformation about benefitsor servicesavailablefrom
theother coverage, or torecover overpaymentsfrom other coverages.

If you arecovered by boththisPlan and the Civilian Health and M edical Program of theUniformed
Services (CHAMPUYS), this Plan will pay benefits first. As a member of a prepaid plan, special
limitationsonyour CHAM PUScoverageapply; your primary provider must authorizeall careunless
youuseanon-plan provider for POSbenefitsasdescribed on page 18. Seeyour CHAMPUSHealth
BenefitsAdvisor if you havequestionsabout CHAMPUS coverage.

If you are covered by both thisPlan and M edicaid, thisPlan will pay benefitsfirst.



General LimitationScontinued

Workers
compensation

DVA facilities,
DoDfacilities,
and Indian

Health Service

Other Government
agencies

Liability insurance
andthird party
actions

ThePlanwill not pay for servicesrequired astheresult of occupational diseaseor injury for whichany
medical benefitsaredetermined by the Office of Workers' Compensation Programs(OWCP) tobe
payableunderworkers’ compensation (under section8103of title5,U.S. C.) or by asimilar agency under
another Federal or Statelaw. Thisprovisional so applieswhenathird party injury settlement or other
similar proceeding providesmedical benefitsinregardtoaclaim (or potential claim) under workers
compensationor similar laws. If medical benefitsprovided under suchlawsareexhausted, thisPlanwill
befinancially responsiblefor servicesor suppliesthat areotherwise covered by thisPlan. ThisPlan
isentitledto bereimbursed by OWCP (or thesimilar agency) for servicesit providedthat werelater found
to be payableby OWCP (or theagency).

Facilitiesof the Department of V eterans Affairs, the Department of Defense, and thelndian Health
Serviceareentitledto seek reimbursement fromthePlanfor certain servicesand suppliesprovidedto
youor afamily member totheextent that reimbursementisrequired under the Federal statutesgoverning
suchfacilities.

ThePlanwill not providebenefitsfor servicesand suppliespaidfor directly or indirectly by any other
local, State, or Federal Government agency.

If acovered personissick or injured asaresult of theact or omission of another person or party, the
Plan requiresthat it bereimbursed for the benefits provided in an amount not to exceed the amount
of therecovery, or that it besubrogated to the person’ srightstotheextent of thebenefitsreceived under
thisPlan, including theright to bring suitintheperson’ sname. If you need moreinformation about
subrogation, thePlanwill provideyouwithitssubrogation procedures.

General Exclusions

All benefitsaresubjecttothelimitationsand exclusionsinthisbrochure. Although aspecificservicemay belisted asabenefit, it will not
becover ed for you unlessyour Plandoctor deter minesitismedically necessarytoprevent,diagnose, or treat your illnessor condition.
Thefollowingareexcluded:
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» Care by non-Plan doctors or hospitals except for authorized referrals or emergencies (see
Emergency Benefits) or for eligiblesel f-referred servicesobtai ned under Point of ServiceBenefits.
(seepages18and 19)

Expensesincurred whilenot covered by thisPlan

Servicesfurnished or billed by aprovider or facility barred from the FEHB Program
Servicesnot required according to accepted standardsof medical, dental, or psychiatric practice
Procedures, treatments, drugsor devicesthat areexperimental or investigational

Procedures, servicesand suppliesrelated to sex transformations

Procedures, services, drugsand suppliesrel ated to abortionsexcept whenthelife of themother
would beendangeredif thefetuswerecarriedtoterm



M edical and Surgical Benefits(I n-Network)

W hat iscover ed

A comprehensiverangeof preventive, diagnostic and treatment servicesisprovided by Plandoctors
and other Plan providers. Thisincludesall necessary officevisits(Y ou pay a$10 officevisit copay,
except for well-baby visitsand periodic checkupsthroughtheage of 19; inaddition, you do not pay
any additional copay for laboratory tests, X-rays, maternity care, immunizations and non-allergy
injections.) Withinthe ServiceArea, housecallswill beprovidedif inthejudgment of the Plan doctor
such careisnecessary and appropriate (Y ou pay nothingfor adoctor’ svisit, nothing for homevisits
by nursesand health aides).

Thefollowing servicesareincluded and are subject totheofficevisit copay unlessstated otherwise:

Preventivecare, includingwell-baby careand periodic checkups
Mammogramsarecoveredasfollows:. forwomenage35throughage 39, onemammogramduring
thesefiveyears; for women age40through age49, onemammogram every oneor twoyears; for
womenage50andolder,onemammogramevery year. Inadditiontorouti nescreening, mammograms
arecoveredwhen prescribed by thedoctor asmedi cally necessary todiagnoseor treat your ilIness.
Routineimmunizationsandboosters

Consultationsby specialists

Diagnostic proceduresincluding laboratory testsand X -rays

Completeobstetrical (maternity) carefor all coveredfemales, including prenatal, delivery and
postnatal care by aPlan doctor. Copaysarewaived for maternity care. The mother, at her
option, may remaininthehospital upto 48 hoursafter aregular delivery and 96 hoursafter
acaesareandelivery. If enrollmentinthePlanisterminated during pregnancy, benefitswill
not be provided after coverage under the Plan has ended. Ordinary nursery care of the
newborn child during the covered portion of themother’ shospital confinement for maternity
will becovered under either aSelf Only or Self and Family enrollment; other careof theinfant
requiring definitivetreatment will becovered only if theinfantiscovered under aSelf and
Family enrollment.

Voluntary sterilization; family planning services

Diagnosisand treatment of diseasesof theeye

Allergy testing and treatment, i ncluding test and treatment material ssuch asbeevenom extract
andallergy serum.

Theinsertion of internal prosthetic devices, suchaspacemakersandartificial joints.
Non-experimental transplants, including cornea, kidney, liver, heart, heart/lung (single and
double), lung and pancreastranspl ants; all ogenei c (donor) bonemarrow transpl ants; autologous
bonemarrow transplants(autol ogousstem cell and peripheral stem cell support) for thefollowing
conditions: acutelymphocytic or non-lymphocyticleukemia, advanced Hodgkin' slymphoma,
advanced non-Hodgkin’ slymphoma, testicul ar, mediastinal , retroperitoneal andovariangermcell
tumors, and advanced neuroblastoma. Additionally, autol ogousbonemarrow transplants(autol o-
gousstem cell and peripheral stem cell support) and high-dose chemotherapy for thefollowing
conditions: breast cancer, multiplemyelomaandepithelial ovariancancer. Transplantsarecovered
whenapprovedinadvanceby theM edical Director. Related medical and hospital expensesof the
donor arecovered whentherecipientiscovered by thisPlan.

Womenwho undergo masectomiesmay, at their option, havethisprocedureonaninpatient basis
and remaininthehospital for up to 48 hoursafter the procedure.

Diaysis

Chemotherapy, radiationtherapy, andinhal ation therapy

Surgical treatment of morbid obesity

Internal prostheticdevices

Homehealth servicesof nursesand health aides, includingintravenousfluidsand medications,
when prescribed by your Plan doctor, whowill periodically review the program for continuing
appropriatenessand need.

All necessary medical or surgical careinahospital or extended carefacility from Plandoctorsand
other Plan providers, at no additional cost toyou.

Diabetic suppliesincluding glucosetest tabletsand test tape, Benedict’ ssolution or equivalent
and acetonetest tablets

11



M edical and Sur gical Benefits(I n-Networ k) continued

Limited benefits

12

Oral and maxillofacial surgery isprovidedfor nondental surgical and hospitalization proceduresfor
congenital defects, suchascleft lipand cleft palate, and for medical or surgical proceduresoccurring
withinor adjacenttotheoral cavity or sinusesincluding, but not limitedto, treatment of fracturesand
excisionof tumorsandcysts. All other proceduresinvolvingtheteeth or intra-oral areassurrounding
theteeth are not covered, including shortening of the mandible or maxillaefor cosmetic purposes,
correction of malocclusion, and any dental careinvolved intreatment of temporo-mandibular joint
(TMJ) paindysfunctionsyndrome.

Reconstructivesurgery will beprovidedto correct acondition resulting from afunctional defect
or fromaninjury or surgery that hasproduced amajor effect onthemember’ sappearanceandthe
condition can reasonably be expected to be corrected by such surgery.

Physical, speech and occupational therapy on aninpatient basiswill be provided for up to two
monthsper conditionif significantimprovement can beexpectedwithintwomonths. Y ou pay nothing
per session.

Physical ther apy and occupational ther apy on an outpatient basiswill be provided for uptotwo
monthsper conditionif significantimprovement canbeexpectedwithintwomonths. Y ou pay a$10
copayment per visit. If during thetwo month period, themember hasnotincurred 30visits, themember
will be entitled to the additional number of visits needed to reach the 30 visit limit, if significant
improvement can be expected within theseadditional visits. Occupational therapy, provided onan
inpatient or outpatient basis, islimited to serviceswhichassi stthemember inachievingand maintaining
self-careand improved functioningin other activitiesof daily living.

Cardiacrehabilitation onan outpatient basis, when approvedin advanceby aPlan doctor, will be
coveredfor up totwo monthsper condition if significant improvement can be expected withintwo
months. Y ou pay a$10 copayment per visit. If during the two month period, the member has not
incurred 30 visits, themember will beentitled totheadditional number of visitsneeded toreachthe
30visitlimit, if significantimprovement can be expected withinthese additional visits.

Speech therapy on an outpatient basis will be provided for up to two months per condition if
significantimprovement can beexpected withintwomonths. Y ou pay a$10 copayment per session.
Speechtherapy, provided onaninpatient or outpatient basis, islimited totreatment of certain speech
impairmentsof organicorigin.

Diagnosisand treatment of infertility iscovered; you pay a$10 copay per visit. Thefollowing
typeof artificial inseminationiscovered: intrauterineinsemination (1U1); you pay a$10 copay per
visit; cost of donor spermisnot covered. Fertility drugsare covered under the Prescription Drug
Benefit. Other assisted reproductivetechnology (ART) procedur esthat enableawomanwith
otherwiseuntreatableinfertility to becomepregnant through other artificial conception proce-
duressuchasinvitrofertilization and embryotransfer are not covered.

Foot orthotics, the Plan pays50% of the doctor’ scharge up to amaximum payment by the Plan of
$125 per member per calendar year.

External prostheticdevices, suchasartificial [imbs, arelimited to amaximum payment by the Plan
of $5,000for theinitial applianceand $500 per necessary replacement prosthetic.

Dur ablemedical equipment, suchaswheel chairsand hospital beds, and orthopedicdevices, suchas
braces, arelimited to theinitial appliance or piece of equipment. The Planwill pay 50% of the cost
uptoamaximum of $500 per member per calendar year for theinitial applianceor pieceof equipment.

Outpatient oxygen—thePlanwill pay up to amaximum of $300 per member per calendar year.



M edical and Sur gical Benefits (I n-Networ k) continued

What isnot
covered

Physical examinations that are not necessary for medical reasons, such as those required for
obtaining or continuing employment or insurance, attending school or camp, or travel
Reversal of voluntary, surgically-induced sterility

Plastic surgery primarily for cosmetic purposes

Hearingaids

Homemaker services

Long-termrehabilitativetherapy

Chiropractic services

Refractions, refractiveeyesurgery (radial keratotomy), including lensprescription
Correctiveeyeglassesand framesor contact lenses (including thefitting of thelenses)
Transplantsnot listed as covered

Lensesfollowing cataract removal

Visiontherapy, including othopticsand pleopticstraining

13



Hospital/Extended CareBenefits(In-Networ k)

W hat iscover ed
Hospital care

Extendedcare

Hospicecare

Ambulanceservice

Limited benefits

I npatient dental
procedures

Acuteinpatient
detoxification

What isnot
covered
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The Plan provides a comprehensive range of benefits with no dollar or day limit when you are
hospitalized under thecareof aPlandoctor. Y ou pay nothing. All necessary ser vicesar ecover ed,
including:

*  Semiprivateroomaccommodations; whenaPlan doctor determinesitismedically necessary, the
doctor may prescribe privateaccommodationsor privateduty nursing care
»  Specialized careunits, such asintensive careor cardiac care units

ThePlan providesacomprehensiverangeof benefitsupto 60 dayseach calendar year whenfull-time
skilled nursing careisnecessary and confinementinaskilled nursingfacility ismedically appropriate
asdetermined by aPlan doctor and approved by thePlan. Y ou pay nothing. All necessary ser vices
arecovered, including:

* Bed, board and general nursing care
» Drugs, biologicals, supplies, and equipment ordinarily provided or arranged by the skilled
nursing facility when prescribed by aPlan doctor

Supportiveand palliativecarefor aterminally ill member iscoveredinthehomeor hospicefacility.
Servicesincludeinpatient and outpatient care, and family counseling; these servicesare provided
under thedirection of aPlan doctor who certifiesthat the patient isin theterminal stagesof illness,
withalifeexpectancy of approximately six monthsor less.

Benefitsare provided for ambul ancetransportation ordered or authorized by aPlan doctor.

Hospitalizationfor certain dental proceduresiscovered whenaPlandoctor determinesthereisaneed
for hospitalization for reasons totally unrelated to the dental procedure; the Plan will cover the
hospitalization, but not the cost of theprofessional dental services. Conditionsfor whichhospitaliza-
tionwould becoveredincludehemophiliaand heart disease; theneed for anesthesi a, by itself, isnot
suchacondition.

Hospitalization for medical treatment of substance abuseislimited to emergency care, diagnosis,
treatment of medical conditions, and medical management of withdrawal symptoms(acutedetoxifi-
cation) if the Plan doctor determinesthat outpatient management isnot medically appropriate. See
page 16 for nonmedical substance abusebenefits.

»  Personal comfortitems, such astelephoneandtelevision
» Custodial care, rest cures, domiciliary or conval escent care



Emergency Benefits

What isa
medical
emergency?

Emergencies
withinthe
ServiceArea

Plan pays...

Y ou pay...

Emergenciesoutside
the Service Area

Plan pays...

Y ou pay...

W hat iscover ed

What isnot
covered

Filingclaims
for non-Plan
providers

A medical emergency is the sudden and unexpected onset of a condition or an injury that requires
immediate medical or surgical care. Some problems are emergencies because, if not treated promptly,
they might becomemoreserious; examplesincludedeep cutsand broken bones. Othersareemergencies
because they are potentialy life-threatening, such as heart attacks, strokes, poisonings, gunshot
wounds, or sudden inability to breathe. There are many other acute conditions that the Plan may
determine are medical emergencies—what they all have in common isthe need for quick action.

If youareinanemergency situation, pleasecall your primary caredoctor. | nextremeemergencies, if you
are unableto contact your doctor, contact thelocal emergency system ( e.g., the 911 telephone system)
or go to the nearest hospital emergency room. Be sureto tell the emergency room personnel that you
areaPlan member sothey can notify the Plan. Y ou or afamily member should notify the Planwithin 48
hours. It is your responsibility to ensure that the Plan has been timely notified.

If you need to be hospitalized, the Plan must be notified within 48 hours or on the first working day
following your admission, unlessit was not reasonably possibleto notify the Plan within that time. If
youarehospitalizedin non-Planfacilitiesand Plan doctorsbelieve carecan bebetter providedinaPlan
hospital, you will betransferred when medically feasiblewith any ambulance chargescoveredinfull.

In-network benefitsareavailablefor carefrom non-Plan providersinamedical emergency onlyif delay
in reaching aPlan provider would result in death, disability or significant jeopardy to your condition.

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

$50 per emergency roomvisitor a$10 copay per doctor’ sofficeor urgent carecenter visit for emergency
care servicesthat are covered benefits of thisPlan. If the emergency resultsin admission to ahospital,
the emergency care copay iswaived.

Benefitsare availablefor any medically necessary health servicethat isimmediately required because
of injury or unforeseen illness.

If you need to be hospitalized, the Plan must be notified within 48 hours or on the first working day
following your admission, unlessit was not reasonably possibleto notify the Plan within that time. If
youarehospitalizedin non-Planfacilitiesand Plan doctorsbelieve carecan bebetter providedinaPlan
hospital, you will betransferred when medically feasiblewith any ambulance chargescoveredinfull.

Tobecovered by thisPlan, any follow-up carerecommended by non-Plan providersmust be approved
by the Plan or by Plan providers, except as covered under POS benefits.

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

$50 per emergency roomvisitor a$10 copay per doctor’ sofficeor urgent carecenter visit for emergency
care servicesthat are covered benefits of thisPlan. If the emergency resultsin admission to ahospital,
the emergency care copay iswaived.

Emergency care at a doctor’ s office or an urgent care center
»  Emergency care as an outpatient or inpatient at a hospital, including doctors' services
*  Ambulance service if approved by the Plan

e Elective care or nonemergency care

»  Emergency care provided outside the Service Areaif the need for care could have been foreseen
before departing the Service Area

»  Medical and hospital costsresulting fromanormal full-termdelivery of ababy outsidethe Service
Area

Withyour authorization, thePlanwill pay benefitsdirectly totheprovidersof your emergency careupon
receipt of their claims. Physician claims should be submitted onthe HCFA 1500 claim form. If you are
required to pay for the services, submit itemized bills and your receipts to the Plan along with an
explanation of the servicesand aPHS out-of-network claim questionnaire. Claims must be submitted
within six months of the date services were rendered. In the Plan’ sjudgment, if there are extenuating
circumstances, the Planwill pay claimsbeyond the six-month deadline. Payment will be senttoyou (or
theprovider if youdid not pay thebill), unlesstheclaimisdenied. If itisdenied, youwill receivenotice
of thedecision, including the reasons for the denial and the provisions of the contract on which denial
was based. If you disagree with the Plan’s decision, you may request reconsideration in accordance
with the disputed claims procedure described on page 21.
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M ental Conditions/SubstanceAbuseBenefits(l n-Networ k)

M ental conditions

What iscovered

Outpatient
care

I npatient
care

What isnot
covered

Substanceabuse
What iscovered

Outpatient
care

I npatient
care

What isnot
covered
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Totheextent shownbel ow, thisPlan providesthefoll owing servicesnecessary for thediagnosisand
treatment of acute psychiatric conditions, including treatment of mental illnessor disorders:

» Diagnosticevaluation

»  Psychological testing

*  Psychiatrictreatment (includingindividual and group therapy)

»  Hospitalization (includinginpatient professional services)

Uptoamaximum of 20 outpatient visitsto Plan doctors, consultantsor other psychiatric personnel
each calendar year; approval in advanceisrequired for all visitsin excess of the sixth visit to
determinethe medical necessity for futurevisits. The number of visitsthat may beeligiblefor
coverage is determined by PHS and must be medically necessary under generally accepted
standards; you pay a$20 copay per visit for each covered visit.

Upto30daysof hospitalization each calendar year; you pay nothingfor first 30days. Theservicesmust
beperformedat aPHS-approvedfacility or at aPHS-designated Center of Excellence.

»  Carefor psychiatric conditionswhichintheprofessional judgment of Plandoctorsarenot subject
tosignificantimprovement through relatively short-termtreatment

»  Psychiatricevaluation or therapy on court order or asacondition of paroleor probation, unless
determined by aPlan doctor to be necessary and appropriate

»  Psychological testingwhen not medically necessary to determinetheappropriatetreatment of a
short-term psychiatric condition

» Marriagecounseling, psychiatric and other treatment for sexual dysfunctionand sex therapy

ThisPlan providesmedical and hospital servicessuchasacutedetoxification servicesfor themedical,
non-psychiatricaspectsof substanceabuse, including al coholism and drug addiction, thesameasfor
any other illnessor condition, and, totheextent shown bel ow, the servicesnecessary for diagnosisand
treatment. Approval inadvanceisrequiredfor all substance abusetreatment.

Upto60outpatient visitsto Plan providersfor treatment each calendar year; you pay nothingfor each
coveredvisit.

Servicesfor psychiatric aspects are provided in conjunction with theinpatient M ental Conditions
Benefit shownabove.

» Treatmentthatisnot authorized by aPlan doctor; treatment that isnot approved in advance
by PHS; treatment not received at aPHS-approved facility or at aPHS-designated Center of
Excellence.



Prescription Drug Benefits

W hat iscover ed

What isnot
covered

Prescription drugs prescribed by aPlan or referral doctor and obtained at a Plan pharmacy will be
dispensed for up to a 34-day maximum. Drugs are prescribed by Plan doctors and dispensed in
accordancewiththePlan’ sdrugformulary. Y ou pay a$10 copayment per prescription unitor refill.

» |famember requestsand obtainsabrand-namedrugwhenagenericequivalentisavailable, the
member will beresponsibleto pay thedifferencebetweenthebrand-nameand genericequivalent.

Covered medicationsand accessoriesinclude:

Drugsforwhichaprescriptionisrequired by law

Insulinwith acopay charge appliedto each vial

Disposableneedlesand syringesneeded for injecting covered prescribed medication

Intravenousfluidsand medicationsfor homeuse (covered under M edical and Surgical Benefits

asahomehealth service, seepage 11)

» Nutritional supplements for the treatment of phenylkenoturia, branch-chained kenoturia,
galactosemiaand homocystinuria

»  Ora andinjectablecontraceptivesand contraceptivedevices, includingimplanted contraceptive
devicessuchasNorplant

*  Fertilitydrugs

e Immunosuppressives

Drugsavailablewithout aprescriptionor for whichthereisanon-prescriptionequivalent available
Drugsobtained at anon-Plan pharmacy except for out-of -areaemergencies

Vitaminsand nutritional substancesthat can bepurchased without aprescription

M edical suppliessuch asdressingsand antiseptics

Prescription drugsobtained for usein connectionwith drug addiction

Drugsfor cosmetic purposes

Drugstoenhanceathl etic performance

Smoking cessation drugsand medi cation, including nicotinepatches

Other Benefits(l n-Network)

Dental care

Accidentalinjury
benefit

What isnot
covered

Restorativeservicesand suppliesnecessary to promptly repair (but not replace) sound natural teeth
are covered within twelve months of the accident. The need for these services must result from an
accidental injury occurring whilethe member iscovered under the FEHB Program; you pay a$10
copay per officevisit; nothing if servicesareprovided asinpatient services.

¢ Other dental servicesnot shown ascovered
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Point of ServiceBenefits

M embersmay usenon-parti cipating doctorsfor most servicescovered under thePlan. For eligiblePOSservi ces, the Plan pays80%of usual ,
customary and reasonable(UCR) chargesafter you pay a$300 deductibleper Self Only enrollment or $750 per Self and Family enrolIment.
Y ou pay thedeductibleonceper calendar year and 20% of UCR thereafter. If thechargeismorethantheUCR, youmust al so pay thedifference.
Thereisanout-of-pocket maximum of $1,200 per Self Only enrollment and $3,000 per Self and Family enrolIment for self-referred services.

Benefitsunder thePOSoption arealsosubject tothedefinitions, limitations, and exclusionsshown elsewher ein thisbrochure.
ThePlan determinesthemedical necessity of servicesand suppliesprovidedtoprevent, diagnose, or treat anillnessor condition.
For any servicesthat haveamaximum benefit payment or visit limit, theser vicesyou r eceiveout-of-networ k and theser vicesyou
receivein-networ k count cumulatively towar dsthelimit.

Thereisa$1,000,000 lifetimemaximum per personfor self-referred out-of -network services.

POSbenefitsareavailablefor certain services. However, you should remember that the highest benefit availableisprovided through the
standardin-network HM O benefit.

Precertification of Y ou must complete the precertification process in advance of an elective admission to a
Hospital I npatient nonparticipating hospital or when you are admitted to a Plan hospital by a nonparticipating
Admissions doctor. If you do not complete the precertification process, an additional 50% per each non-

certified occurrencewill be deducted from the Plan’ spayment for servicesrendered. Y ou must
completetheprecertification processat | east fourteen (14) businessdaysinadvanceof anelective
admission or two (2) businessdaysin advancefor diagnostic/urgent procedures.

Precertification of Y oumust compl etethe precertification processfourteen (14) businessdaysinadvanceof anelective

ElectiveAmbulator y ambulatory surgical procedureor anadditional 50% per each non-certified occurrencewill bededucted

Proceduresor fromthePlan’ spayment for theservicesrendered. Y ou must completetheprecertification

Diagnostic processtwo (2) businessdaysin advanceof el ectivediagnostic proceduresor an additional 50% up

Procedures to $500 per each non-certified occurrencewill bededucted fromthe Plan’ spayment for theservices
rendered.

A listof servicesrequiring precertificationisavailabletoyoufromthePlanandisupdated fromtime
totimeby thePlan. Withregard to servicesthat require Precertification, such Precertification must be
obtained from PHSevenin caseswherePHSisthesecondary carrier.

M edical and sur gical benefits (POS)

Whatiscovered Atyour option, you may chooseto obtain benefits covered by thisPlan from non-Plan doctorsand
hospital swhenever you need care, except for thebenefitslisted below under “What isnot covered.”
Y ou pay 20% of UCR after thedeductibleismet. Benefitsnot covered under Point of ServiceBenefits
must either bereceivedfrom or arranged by Plan doctorstobecovered. Whenyou obtain covered non-
emergency medical treatment fromanon-Plandoctor without areferral fromaPlandoctor, youaresubject
tothedeductibles, coinsuranceand maximum benefit asstated.

Physician office, homeor hospital visits

Specialist careand consultation

Maternity care

Diagnosticprocedures, includinglaboratory and X -ray tests(precertification requiredif services

areperformedinanonparticipating hospital or facility or by anon-Plandoctor)

» Surgical procedures (precertification required if services are performed in anonparticipating
hospital or facility or by anon-Plandoctor)

*  Voluntary sterilization, andfamily planning services

» Diagnosisand treatment of diseasesof theeye

» Allergytesting andtreatment, includingtest and treatment material ssuch asbeevenom extract
andallergy serum

*  Nonexperimental implants(coveredinfull)

»  Organtransplants(Precertificationrequired); must beperformed at aPHS-approvedfacility or at

aPHS-designated Center of Excellence.

Diaysis

Chemotherapy, radiationtherapy, andinhal ation therapy

Surgical treatment of morbid obesity (precertificationrequired)

Foot orthotics(Plan pays50% of chargesor of UCR, whichever isless, uptoamaximum of $125

per member per calendar year)
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Point of ServiceBenefitscontinued

What isnot
eligiblefor
POS

* Internal prostheticdevices(coveredinfull)

»  External prostheticdevices, suchasartificial limbs, limitedtoamaximum benefit payment by the
Planof $5,000for theinitial applianceand $500 per necessary replacement prosthetic after youmeet
thedeductible

*  Homehealthservices

»  Durablemedical equipment, suchaswheel chairsand hospital beds, and orthopedic devices, such
asbraces, arelimitedtotheinitial applianceor pieceof equipment. ThePlanwill pay 50% of the
cost up toamaximum of $500 per member per calendar year for theinitial applianceor piece of
equipment after youmeet thedeductible.

»  Outpatient oxygen—thePlanwill pay uptoamaximum of $300 per member per calendar year

Thefollowing servicesareavailablein-network only and must be provided by Plan doctors. Y ou
cannot self-refer for these services.

*  Preventivecare,includingwell baby careand periodic checkups
*  Routineimmunizationsandboosters
* Routinegynecological services

Hospital/extended car ebenefits

Whatiscover ed

Emergency Care
Whatiscovered

M ental conditions
Whatiscover ed

Whatisnot covered

Substanceabuse
Whatiscover ed

Whatisnot covered

Other benefits
What iscovered

At your option, you can choose to be admitted as an inpatient in a non-Plan hospital, hospice, or
extended carefacility through self-referral. Y oumay al so chooseto beadmitted by anon-Plan doctor
toaPlanhospital. Ineither event, Y OU M UST notify thePlaninaccordancewiththeprecertification
requirements on page 18 and the admission must be precertified by the Plan. If you do not obtain
precertification, benefitswill bereduced by 50% of thecost or thecasenon-certified occurrence. Y ou
pay 20% of UCR and any charges above the allowable amount after the deductible is satisfied.
Ambulancechargesarecoveredinfull.

Any eligibleservicesobtained from non-Plan providersand that arenot emergency carewill be
treated asaself-referral/POS serviceand will be subject to deductible and 20% coinsurancefor
covered charges.

Y oucanchoosetoreceivethefollowing servicesfromnon-plan physiciansor providersor at non-plan
facilities: Approval inadvanceisrequiredfor al visitsinexcessof thesixthvisittodeterminethemedical
necessity for futurevisits. Thenumber of visitsthat may beeligiblefor coverageisdetermined by PHS
and must bemedically necessary under generally accepted standards.

»  Outpatient care. Y ou pay 50% of UCR after enrolleemeetsdeductibl e (subject tothelimitations
shownonp. 16)

* Inpatientcare. Y ou pay 20% of UCR after enrolleemeetsdeductibl e(subject tothelimitationsshown
onp.16)

Eachvisitor day used under the POSbenefit reducesthecoverageavail ableunder thein-network benefit
andviceversa.

* Refertopagel6.

Y oucanchoosetoreceivethefollowing servicesfromnon-plan physiciansor providers or at non-plan
facilities.

»  Outpatient care. Y ou pay 20% of UCR after enrolleemeetsdeductibl e (subject tothelimitations
shownonp. 16)

* Inpatient care. Provided in conjunction with the mental conditions benefit shown above (and
subjecttothelimitationsonp. 16)

* Refertopagel6.
Eachvisit or day used under the out-of -network benefit reducesthe coverageavailableunder thein-

network benefitandviceversa

Prescriptionswrittenasaresult of aself referral toadoctor areeligiblefor coverageaslong asthey meet
all other requirements for drugs to be covered. The Prescription must be filled at a participating
pharmacy. Y ou pay a$10copay per prescriptionor refill. 19



20

Non-FEHB BenefitsAvailableto Plan Members

Thebenefitsdescribed on this page are neither offered nor guaranteed under the contract with the
FEHB Program, but are made availableto all enrolleesand family memberswho are members of
thisPlan. The cost of the benefits described on thispageisnot included in the FEHB premium;
any chargesfor these servicesdo not count toward any FEHB deductibles, out-of-pocket maxi-
mum, copay charges, etc. These benefitsare not subject to the FEHB disputed claims procedures.

PhysiciansHealth Services

TR < W

Survival School isn't really a school at all. It's simply away to help you figure out how to live
healthier. Without creating alot of guilt. Without hardship. Without doing without. All with the
understanding that being healthy meansmorethan just staying alive.

We'reall drowningininformation about dietsand thelike. But themost importantinformation about
what’ sgoodfor your body comesfromyour body. Whenyour stomachisfull. Whenyour kneesache.
Whenyoufeel greatinthemorning. Y our body talkstoyouall thetime. Survival School simply helps
you learn how to listen.

*  Special discountsand pricingat fitnessand weight management or ganizations...Thisway,
working out your armsand legsdoesn’t cost you an arm and aleg.

*  Freeand Clear...A smokingcessation programthatisavailableat adiscounttoall PHSmembers.
With the help of your PHS doctor, you set up your own date to stop smoking.

*  First Steps™...isabout hel ping newborns and their parents get off on the right foot. Y ou can
choosegift optionsthat provideadviceoninfant carefor first-time parentsandinformation about
raisingababy, or that hel pyou keep track of important eventssuch asimmunizationsand doctor
visits. It’ saspecial program for aspecial time.

*  LegWork...isawalking program that ismorethan just away to exerciseyour heart, lungsand
legs. It' saway to slow down and takein theinteresting thingswemisseveryday. Walking puts
your noseat flower-smellinglevel. LegWork isago-at-your-own-paceexerciseprogramthat you
control.

For mor einfor mation about any of our Survival School programs, simply giveusacall at 1-800/

441-5741.Or,writeusat PhysiciansHealth Servicesof New Y or k,OneFar Mill Crossing, Shelton,
CT 06484-0944.

Benefitson this page are not part of the FEHB contract




How to Obtain Benefits

Questions

Disputed claimsreview
Plan reconsider ation

OPM review

If youhaveaquestion concerning Plan benefitsor how toarrangefor care, contact thePlan’ sCustomer
RelationsDepartment toll freeat 1-800/441-5741 or youmay writetothePlanat OneFar Mill Crossing,
Shelton, CT 06484-0944.

If aclaimfor payment or servicesisdenied by thePlan, youmust ask thePlan, inwriting, and within
six monthsof thedateof thedenial, toreconsider itsdenial beforeyourequest areview by OPM. (This
timelimit may beextendedif you show youwereprevented by circumstancesbeyondyour control from
making your request withinthetimelimit.) OPM will not review your request unlessyou demonstrate
that you gavethePlanan opportunity toreconsider your claim. Y our written request to the Plan must
state why, based on specific benefit provisionsin this brochure, you believe the denied claim for
payment or service should have been paid or provided.

Within 30 days after receipt of your request for reconsideration, the Plan must affirm the denial in
writing to you, pay the claim, provide the service, or request additional information reasonably
necessary to makeadetermination. If thePlanasksaprovider for information, it will sendyouacopy
of this request at the same time. The Plan has 30 days after receiving the information to give its
decision. If thisinformation is not supplied within 60 days, the Plan will base its decision on the
informationit hason hand.

If thePlan affirmsitsdenial, youhavetheright torequest areview by OPM to determinewhether the
Plan’ sactionsareinaccordancewiththetermsof itscontract. Y oumust request thereview within 90
daysafter the date of the Plan’ sletter affirming itsinitial denial.

Y oumay alsoask OPM for areview if the Planfail sto respond within 30 daysof your written request
for reconsideration or 30 daysafter you have supplied additional informationtothePlan. Inthiscase,
OPM must receivearequest for review within 120 daysof your request tothe Plan for reconsideration
or of thedateyou werenotified that the Plan needed additional information, either fromyou or from
your doctor or hospital.

Thisright isavailable only to you or the executor of adeceased claimant’ s estate. Providers, legal
counsel, and other interested partiesmay act asyour representative only with your specific written
consent. To pursuepayment of thedisputed claim, OPM must receiveacopy of your written consent
withtheir request for review.

Y our writtenrequest for an OPM review shoul d statewhy, based on specific benefit provisionsinthis
brochure, you believethedenied claim for payment or serviceshould havebeen paid or provided. If
thePlan hasreconsidered and denied morethen oneunrelated claim, clearly identify thedocumentsfor
eachclaim.

Y our request mustincludethefollowinginformation or it will bereturned by OPM:

* A copy of your letter to the Plan requesting reconsideration;

» A copy of thePlan’ sreconsideration decision (If the Planfailed to respond, provideinstead (a)
thedateof your requesttothePlan, or (b) thedatesthePlan requested and you provided additional
informationtothePlan);

»  Copiesof documentsthat support your claim (such asdoctors’ |etters, operativereports, bills,
medical records, Explanation of Benefitforms, etc.); and

e Yourdaytimephonenumber.

M edical documentationreceived fromyou or thePlanduring thereview processbecomesapermanent
part of the disputed claim file, subject to the provisions of the Freedom of Information Act and the
Privacy Act.

Sendyour request for review to: Officeof Personnel M anagement, Retirement and Insurance Service,

Office of Insurance Programs, Insurance Contracts Division IV, P.O. Box 436, Washington, DC
20044.
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How to Obtain BenefitS(continued)
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Y ou (or aperson acting on your behalf) may not bring alawsuit to recover onaclaim for treatment,
services, suppliesor drugscovered by thisPlan until you have exhausted the OPM review procedure,
established at section890.105, title5, Codeof Federal Regulations(CFR). If OPM upholdsthePlan’s
decisiononyour claim,andyou decidetobringalawsuit based onthedenial , thelawsuit must bebrought
nolater than December 31 of thethirdyear after theyear inwhichtheservicesor suppliesuponwhich
theclaimispredicated wereprovided. Pursuant to section890.107, title5, CFR, such alawsuit must be
brought agai nst the Office of Personnel M anagementin Federal court.

Federal law exclusively governsall claimsfor relief inalawsuit that relatesto thisPlan’ sbenefitsor
coverageor paymentswith respect to those benefits. Judicial actionon such claimsislimitedtothe
record that wasbefore OPM whenit rendered itsdecision affirming the Plan’ sdenial of the benefit.
Therecovery in such asuit islimited to the amount of benefitsin dispute.

Privacy Act statement—If you ask OPM to review adenial of aclaim for payment or service, OPM
isauthorized by chapter 89 of title5, U.S.C., to usetheinformation collected fromyou and the Plan
todetermineif thePlan hasacted properly indenying youthe payment or service, and theinformation
so collected may bedisclosed to you and/or the Plan in support of OPM’ sdecision on the disputed
claim.



How PhysiciansHealth Servicesof NY, Inc. ChangesJanuary 1998

Do not rely onthispage; itisnot an official statement of benefits.

Program-wide
changes

Plan changes

Thisyear, theOfficeof Personnel Management (OPM) instituted minimumbenefitlevelsinall plans
for normal deliveries(48 hoursof inpatient care), caesarian sections(96 hoursof inpatient care).
SeepagellforthisPlan’ sbenefits. Inaddition, the Plan’ smammography screening scheduleis
shownonpagell. OPM alsorequireseach prepaid Plantolist thespecificartificial insemination
procedureit covers. Seepagel2.

Membersmust pay thedifference betweenthe cost of generic drugsand namebrand drugs
when the name brand isrequested by the Member.
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Summary of Benefitsfor PhysiciansHealth Servicesof NY, I nc.— 1998

Donot relyonthischart alone. All benefitsareprovidedinfull unlessotherwiseindicated, subject tothelimitations, and exclusionsset
forthinthebrochure. Thischart merely summarizescertainimportant expensescovered by thePlan. If youwishtoenroll or changeyour
enrollmentinthePlan, besuretoindicatethecorrect enrollment codeonyour enrollment form (codesappear onthecover of thisbrochure).
ALL SERVICESCOVEREDASIN-NETWORK BENEFI TSUNDERTHISPLAN,WITH THEEXCEPTIONOFEMERGENCY CARE,
ARECOVEREDONLYWHENPROVIDEDORARRANGEDBY PLANDOCTORS.

Benefits

Plan pays/provides Page

Inpatient Hospital

Comprehensiverangeof medical and sur gical serviceswithnodollar or day limit. Includesin-

care hospital doctor care, roomand board, general nursing care, privateroomand privatenursing care
if medically necessary, diagnostic tests, drugs and medical supplies, use of operating room,
intensivecareand completematernity care. In-Network Benefit: Y ou pay nothing............ccocceeee. 14
Out-of-Network Benefit: Y ou pay 20% of UCR after deductible...........ooveienenennecnrecrirecee 14
ExtendedCare All necessary services, upto 60 daysper calendar year wheninlieuof hospital care. In-Network
Benefit: Y OU PAY NOLNING ..ottt 14
Out-of-Network Benefit: Y ou pay 20% of UCR after deductible...........coevencnenenenennsrccneees 1
Mental Diagnosisand treatment of acute psychiatric conditionsfor up to 30 daysof inpatient care per
Conditions year. In-Network Benefit: Y 0U Pay NOtING .........cc.ceeiicicicieciece st sss s ssesssss s ssnsens 16
Out-of-Network Benefit: Y ou pay 20% of UCRafter deductible............ccoircennnnnssrrerereseeee 16
Substance Coveredunder Mental CONITIONS..........oovvv....cceueeemsersseeseeeeeseeseessssssssssssssseeseesssssssssssssssssssssseseeseessssseees 16
Abuse
Outpatient Comprehensiverangeof servicessuch asdiagnosisandtreatment of illnessor injury, includ-
care ing specialist’ scare; preventivecare, includingwell-baby care, periodic check-upsandroutine
immunizations; |aboratory testsand x-rays; completematernity care.
In-Network Benefit: Y ou pay $10 copay per officevisit, nothingfor housecallsby adoctor........ u
Out-of-Network Benefit: Y ou pay 20% of UCR after deductibleper officevisit or for housecalls
0]V = 10 (0o (0 OO OO n
HomeHealth  All necessary visitsby nursesand health aides. In-Network Benefit: Y ou pay nothing.................. 16
Care Out-of-Network Benefit: Y ou pay 20%0f UCREter detUCHDIE..............coeeerereeeeeeeesssssesesseeeeeeeenns 16
Mental Upto20outpatientvisitsperyear. In-Network Benefit: Y ou pay $20copay per outpatientvisit............ 16
Conditions Out-of-Network Benefit; Y o pay 50% 0f UCR EtEr AEUCHDIE. ......veeoosereseerssersseeseessseseserssene 16
Substance Upto60outpatient visitsper year. In-Network Benefit: Y ou pay $10copay pervisit.............c....... 16
Abuse Out-of-Network Benefit: Y ou pay 20%0f UCR AN JEAUCHDIE.....vvveo.eeversssseeereesseerseessneessesseseeeene 16
Emergencycare Reasonablechargesfor servicesand suppliesrequired becauseof amedical emergency. Y ou pay

a$50 copay tothehospital for eachemergency roomvisit; a$10copay per doctor’ soffice or urgent
carecenter visit; andany chargesfor servicesthat arenot coveredbenefitsof thisPlan...................... 15

Prescriptiondrugs

Drugsprescribed by aPlan doctor and obtained at aparticipating pharmacy. Y ou pay a$10copay

per PrescriptioNUNITOr FEFIIL..........o ettt 17
Dental care Accidental injury benefit. Y ou pay a$10 copay per officevisit; nothing for inpatient hospital

SEIVICES.....oourvevesessssssessssssesssssssessss s ss s sS85 R SRR 7
Visioncare Nocurrent benefit

Out-of-pocket limit

Copaymentsarerequiredfor afew benefits; however, after your out-of-pocket expensesreacha
maximum of $1,200 per Self Only or $3,000 per Self and Family enrollment per calendar year,
covered benefitswill be provided at 100%. Thiscopay maximum doesnot include prescription
drugsor the cost of self referral deductiblesand coinsurance. Seepages17 and 18for out-of-
POCKEE MAXiMUMSTOr POSSEIVICES.........evereeteetcetestes s ssssssessses e sass s ssssssss s s sasssns 8
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