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BlueCHOICE
HMO Missouri , I n c. , d/b/a BlueCHOICE, P. O. Box 66828, St. Louis, MO 63166-6828 has entered into a contract (CS2838) with the
O ffice of Pe rsonnel Management (OPM) as authori zed by the Fe d e ral Employees Health Benefits (FEHB) law, to provide a compre-
hensive medical plan herein called BlueCHOICE, the Plan or the HMO.

This bro ch u re is based on text included in the contract between OPM and this Plan and is intended to be a complete statement of ben-
e fits ava i l able to FEHB members. A person enrolled in the Plan is entitled to the benefits stated in this bro ch u re. Howeve r, if confli c t s
a re discove red between the language of this bro ch u re and the contra c t , the contract will control. If enrolled for Self and Fa m i ly, e a ch
eligible family member is also entitled to these benefits.

P remiums are nego t i ated with each plan annu a l ly. Benefit ch a n ges are effe c t ive Ja nu a ry 1, 1 9 9 8 , and are shown on page 22 of this
brochure.
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Fraud increases the cost of health care for eve ryo n e. A nyone who intentionally makes a false statement or a false claim in order to
obtain FEHB benefits or increase the amount of FEHB benefits is subject to prosecution for FRAU D. This could result in CRIMINA L
P E NA LT I E S. Please rev i ew all medical bills, medical re c o rds and claims statements care f u l ly. If you find that a prov i d e r, s u ch as a
d o c t o r, hospital or pharm a cy, ch a rged your plan for services you did not re c e ive, billed for the same service twice, or misrep re s e n t e d
any other information, take the following actions:

• Call the provider and ask for an explanation — sometimes the problem is a simple error.

• If the provider does not re s o l ve the mat t e r, or if you remain concern e d, call your plan at 1-800/634-4395, or our 
TDD#1-800/822-1215, and explain the situation.

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

The Health Care Fraud Hotline
202/418-3300

The Office of Personnel Management
Office of the Inspector General Fraud Hotline

1900 E Street, N.W., Room 6400
Washington, D.C. 20415

The inap p ro p ri ate use of membership identific ation card s , e. g. , to obtain services for a person who is not an eligi ble fa m i ly member or
after you are no longer enrolled in the Plan, is also subject to rev i ew by the Inspector General and may result in an adve rse administra-
tive action by your agency.

General Information
Confidentiality Medical and other info rm ation provided to the Plan, i n cluding claim fil e s , is kept confidential and

will be used only : 1) by the Plan and its subcontra c t o rs for internal administration of the Plan,
c o o rd i n ation of benefit provisions with other plans, and subrogation of claims; 2) by law enfo rc e-
ment officials with authority to inve s t i gate and prosecute alleged civil or criminal actions; 3) by
OPM to rev i ew a disputed claim or perfo rm its contract administration functions; 4) by OPM and
the General Accounting Office when conducting audits as re q u i red by the FEHB law; or 5) fo r
bona fide medical re s e a rch or education. Medical data that does not identify individual members
m ay be disclosed as a result of the bona fide medical re s e a rch or education. As part of its adminis-
t ration of the pre s c ription drug benefit s , the Plan may disclose info rm ation about a member’s pre-
scription drug utilization, including the names of prescribing physicians, to any treating physicians
or dispensing pharmacies.

If you are a Use this bro ch u re as a guide to cove rage and obtaining benefits. Th e re may be a delay befo re yo u

new member re c e ive your identific ation card and member info rm ation from the Plan. Until you re c e ive your ID
c a rd, you may show your copy of the SF 2809 enrollment fo rm or your annuitant confirm ation let-
ter from OPM to a provider or Plan facility as proof of enrollment in this Plan. If you do not receive
your ID card within 60 days after the effe c t ive date of your enro l l m e n t , you should contact the
Plan.

If you made your open season ch a n ge by using Employee Express and have not re c e ived your new
ID card by the effe c t ive date of your enro l l m e n t , call the Employee Express HELP number to
request a confirmation letter. Use that letter to confirm your new coverage with Plan providers.

If you are a new member of this Plan, b e n e fits and rates begin on the effe c t ive date of your enro l l-
m e n t , as set by your employing office or re t i rement system. As a member of this Plan, once yo u r
e n rollment is effe c t ive, you will be cove red only for services provided or arra n ged by a Plan doc-
tor ex c ept in the case of emerge n cy as described on page 15. If you are confined in a hospital on
the effe c t ive dat e, you must notify the Plan so that it may arra n ge for the tra n s fer of your care to
Plan providers. See "If you are hospitalized" on page 4.

FEHB plans may not refuse to provide benefits for any condition you or a cove red fa m i ly member
may have solely on the basis that it was a condition that existed before you enrolled in a plan under
the FEHB Program. 

Inspector General Advisory: Stop Health Care Fraud!
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If you are If you ch a n ge plans or options, b e n e fits under your prior plan or option cease on the effe c t ive dat e

h o s p i t a l i ze d of your enrollment in your new plan or option, unless you or a cove red fa m i ly member are confin e d
in a hospital or other cove red facility or are re c e iving medical care in an altern at ive care setting on
the last day of your enrollment under the prior plan or option. In that case, the confined person will
c o n t i nue to re c e ive benefits under the fo rmer plan or option until the earliest of (1) the day the per-
son is disch a rged from the hospital or other cove red facility (a move to an altern at ive care setting
does not constitute a disch a rge under this prov i s i o n ) , or (2) the day after the day all inpatient bene-
fits have been exhausted under the prior plan or option, or (3) the 92nd day after the last day of cov-
e rage under the prior plan or option. Howeve r, b e n e fits for other fa m i ly members under the new
plan will begin on the effe c t ive dat e. If your plan term i n ates part i c i p ation in the FEHB Program in
whole or in part , or if the A s s o c i ate Director for Retirement and Insurance ord e rs an enro l l m e n t
ch a n ge, this continu ation of cove rage provision does not ap p ly; in such case, the hospitalized fa m-
i ly member's benefits under the new plan begin on the effe c t ive date of enrollment. 

Your It is your responsibility to be info rmed about your health benefi t s . Your employing office or

responsibility re t i rement system can provide info rm ation ab o u t : when you may ch a n ge your enrollment; wh o
“ fa m i ly members ” a re; wh at happens when you tra n s fe r, go on leave without pay, enter military
s e rv i c e, or re t i re; when your enrollment term i n ates; and the next open season for enrollment. Yo u r
e m p l oying office or re t i rement system will also make ava i l able to you an FEHB Guide, b ro ch u re s
and other materials you need to make an informed decision.

Things to keep • The benefits in this bro ch u re are effe c t ive on Ja nu a ry 1 for those alre a dy enrolled in this Plan; if

in mind you ch a n ged plans or plan options, see "If you are a new member" ab ove. In both cases, h oweve r,
the Plan's new rates are effe c t ive the fi rst day of the enrollee's fi rst full pay period that begins on
or after January 1 (January 1 for all annuitants).

• Generally, you must be continuously enrolled in the FEHB Program for the last five years before
you retire to continue your enrollment for you and any eligible family members after you retire.

• The FEHB Program provides Self Only cove rage for the enrollee alone or Self and Fa m i ly cov-
e rage for the enro l l e e, his or her spouse, and unmarried dependent ch i l d ren under age 22. Under
c e rtain circ u m s t a n c e s , c ove rage will also be provided under a fa m i ly enrollment for a disabl e d
child 22 years of age or older who is incapable of self-support.

• An enrollee with Self Only cove rage who is expecting a baby or the addition of a child may
ch a n ge to a Self and Fa m i ly enrollment up to 60 days after the birth or addition. The effe c t ive
d ate of the enrollment ch a n ge is the fi rst day of the pay period in wh i ch the child was born or
became an eligi ble fa m i ly member. The enrollee is re s p o n s i ble for his or her share of the Self
and Fa m i ly premium for that time period; both parent and child are cove red only for care
received from Plan providers, except for emergency benefits.

• You will not be info rmed by your employing office (or your re t i rement system) or your Plan
when a family member loses eligibility.

• You must direct questions about enrollment and eligi b i l i t y, i n cluding whether a dependent age
22 or older is eligi ble for cove rage, to your employing office or re t i rement system. The Plan
does not determine eligibility and cannot ch a n ge an enrollment status without the necessary
information from the employing agency or retirement system.

• An employe e, a n nu i t a n t , or fa m i ly member enrolled in one FEHB plan is not entitled to re c e ive
benefits under any other FEHB plan.

• R ep o rt additions and deletions (including divo rces) of cove red fa m i ly members to the Plan
promptly.

General Information continued
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• If you are an annuitant or former spouse with FEHB coverage and you are also covered by Medi-
c a re Pa rt B, you may drop your FEHB cove rage and enroll in a Medicare prepaid plan wh e n
one is ava i l able in your area. If you later ch a n ge your mind and want to re e n roll in FEHB, yo u
m ay do so at the next open season, or wh e n ever you invo l u n t a ri ly lose cove rage in the Medicare
prepaid plan or move out of the area it serves.

• Most Fe d e ral annuitants have Medicare Pa rt A. If you do not have Medicare Pa rt A , you may
e n roll in a Medicare prepaid plan, but you will pro b ably have to pay for hospital cove rage in
a ddition to the Pa rt B premium. Befo re you join the plan, ask whether they will provide hospital
benefits and, if so, what you will have to pay. 

• You may also remain enrolled in this Plan when you join a Medicare prepaid plan.

• Contact your local Social Security A d m i n i s t ration (SSA) office for info rm ation on local Medi-
c a re prepaid plans (also known as Coord i n ated Care Plans or Medicare HMOs) or request it
f rom SSA at 1-800/638-6833. Contact your re t i rement system for info rm ation on dropping yo u r
FEHB enrollment and ch a n ging to a Medicare prepaid plan. See page 19 for info rm ation on the
Medicare prepaid plan offered by this Plan. 

• Fe d e ral annuitants are not re q u i red to enroll in Medicare Pa rt B (or Pa rt A) in order to be cov-
e red under the FEHB Program nor are their FEHB benefits reduced if they do not have Medi-
care Part B (or Part A).

Coverage after When an employee's enrollment term i n ates because of sep a ration from Fe d e ral service or when a

enrollment ends fa m i ly member is no longer eligi ble for cove rage under an employee or annuitant enro l l m e n t , a n d
the person is not otherwise eligi ble for FEHB cove rage, he or she ge n e ra l ly will be eligi ble for a
f ree 31-day extension of cove rage. The employee or fa m i ly member may also be eligi ble for one
of the following:

Former spouse When a Fe d e ral employee or annuitant divo rc e s , the fo rmer spouse may be eligi ble to elect cove r-
coverage age under the spouse equity law. If you are re c e n t ly divo rced or anticipate divo rc i n g, contact the

e m p l oyee's employing office (personnel office) or re t i ree's re t i rement system to get more fa c t s
about electing coverage.

Temporary If you are an employee whose enrollment is term i n ated because you sep a rate from serv i c e, yo u

continuation of m ay be eligi ble to tempora ri ly continue your health benefits cove rage under the FEHB Program in

coverage (TCC) a ny plan for wh i ch you are eligi bl e. Ask your employing office for RI 79-27, wh i ch descri b e s
T C C , and for RI 70-5, the FEHB Guide for individuals eligi ble for TCC. Unless you are sep a rat e d
for gross misconduct, TCC is ava i l able to you if you are not otherwise eligi ble for continued cov-
e rage under the Program. For ex a m p l e, you are eligi ble for TCC when you re t i re if you are unabl e
to meet the five-year enrollment requirement for continuation of enrollment after retirement.

Your TCC begins after the initial free 31-day extension of cove rage ends and continues for up to
18 months after your sep a ration from service (that is, if you use TCC until it ex p i res 18 months
fo l l owing sep a rat i o n , you will only pay for 17 months of cove rage). Genera l ly, you must pay the
total premium (both the Gove rnment and employee shares) plus a 2 percent administrat ive ch a rge.
If you use your TCC until it ex p i re s , you are entitled to another free 31-day extension of cove rage
when you may conve rt to nongroup cove rage. If you cancel your TCC or stop paying pre m i u m s ,
the free 31-day extension of coverage and conversion option are not available.

C h i l d ren or fo rmer spouses who lose eligibility for cove rage because they no longer qualify as
fa m i ly members (and who are not eligi ble for benefits under the FEHB Program as employees or
under the spouse equity law) also may qualify for TCC. Th ey also must pay the total pre m i u m
plus the 2 percent administrat ive ch a rge. TCC for fo rmer fa m i ly members continues for up to 36
months after the qualifying event occurs , for ex a m p l e, the child re a ches age 22 or the date of the
d ivo rc e. This includes the free 31-day extension of cove rage. When their TCC ends (ex c ept by
c a n c e l l ation or nonpayment of pre m i u m ) , t h ey are entitled to another free 31-day extension of
coverage when they may convert to nongroup coverage.

General Information continued
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N OT E : If there is a delay in processing the TCC enro l l m e n t , the effe c t ive date of the enrollment is
still the 32nd day after regular cove rage ends. The TCC enrollee is re s p o n s i ble for premium pay -
ments re t ro a c t ive to the effe c t ive date and cove rage may not exceed the 18 or 36 month peri o d
noted above.

Notification S ep a rating employe e s — Within 61 days after an employee's enrollment term i n ates because of
and election s ep a ration from serv i c e, his or her employing office must notify the employee of the opport u n i t y
requirements to elect TCC. The employee has 60 days after sep a ration (or after re c e iving the notice from the

employing office, if later) to elect TCC.

C h i l d re n — You must notify your employing office or re t i rement system when a child becomes
e l i gi ble for TCC within 60 days after the qualifying event occurs , for ex a m p l e, the child re a ch e s
age 22 or marries.  

Fo rmer spouses — You or your fo rmer spouse must notify the employing office or re t i re m e n t
system of the fo rmer spouse's eligibility for TCC within 60 days after the term i n ation of the mar-
ri age. A fo rmer spouse may also qualify for TCC if, d u ring the 36-month period of TCC eligi b i l-
i t y, he or she loses spouse equity eligibility because of re m a rri age befo re age 55 or loss of the
qualifying court ord e r. This applies even if he or she did not elect TCC while waiting for spouse
equity cove rage to begin. The fo rmer spouse must contact the employing office within 60 days of
losing spouse equity eligibility to ap p ly for the remaining months of TCC to wh i ch he or she is
entitled.

The employing office or re t i rement system has 14 days after re c e iving notice from you or the fo r-
mer spouse to notify the child or the former spouse of his or her rights under TCC. If a child wants
T C C , he or she must elect it within 60 days after the date of the qualifying event (or after re c e iv-
ing the notice, if later). If a fo rmer spouse wants T C C , he or she must elect it within 60 days after
a ny of the fo l l owing eve n t s : the date of the qualifying event or the date he or she re c e ives the
notice, whichever is later; or the date he or she loses coverage under the spouse equity law because
of remarriage before age 55 or loss of the qualifying court order.

I m p o rt a n t : The employing office or re t i rement system must be notified of a child's or fo rm e r
spouse's eligibility for TCC within the 60-day time limit. If the employing office or re t i re m e n t
system is not notifi e d, 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 When none of the ab ove choices are ava i l able — or chosen — when cove rage as an employee or 

to individual fa m i ly member ends, or when TCC cove rage ends (ex c ept by cancellation or nonpayment of pre-

coverage mium), you may be eligible to convert to an individual, nongroup contract. You will not be required
to provide evidence of good health and the plan is not permitted to impose a waiting period or
limit cove rage for pre existing conditions. If you wish to conve rt to an individual contra c t , yo u
must ap p ly in writing to the carrier of the plan in wh i ch you are enrolled within 31 days after
receiving notice of the conversion right from your employing agency. A family member must apply
to conve rt within the 31-day free extension of cove rage that fo l l ows the event that term i n ates cov-
e rage, e. g. , d ivo rce or re a ching age 22. Benefits and rates under the individual contract may diffe r
from those under the FEHB Program.

General Information continued
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This Plan is a comprehensive medical plan, sometimes called a health maintenance organization (HMO). When you enroll in an HMO,
you are joining an orga n i zed system of health care that arra n ges in advance with specific doctors , hospitals and other prov i d e rs to give
c a re to members and pays them dire c t ly for their services. Benefits are ava i l able only from Plan prov i d e rs , ex c ept during a medical
e m e rge n cy. Members are re q u i red to select a personal doctor from among part i c i p ating Plan pri m a ry care doctors. Most specialty care
requires a referral from your selected primary care doctor. There are no claim forms when Plan doctors are used.

Your decision to join an HMO should be based on your pre fe rence for the plan’s benefits and delive ry system, not because a part i c u l a r
provider is in the Plan’s network. You cannot change plans because a provider leaves the HMO.

Because the Plan provides or arra n ges your care and pays the cost, it seeks efficient and effe c t ive delive ry of health services. By con-
t rolling unnecessary or inap p ro p ri ate care, it can affo rd to offer a compre h e n s ive ra n ge of benefits. In addition to providing compre-
h e n s ive health services and benefits for accidents, illness and injury, the Plan emphasizes preve n t ive benefits such as office visits,
physicals, immunizations and well-baby care. You are encouraged to get medical attention at the first sign of illness.

Who provides care This Plan is an indiv i d u a l - p ractice prep ayment Plan. All part i c i p ating doctors practice in their 

to Plan members? own offices in the commu n i t y. Cove red benefits are ava i l able only from those doctors and fro m
p a rt i c i p ating hospitals and part i c i p ating pharmacies. The Plan arra n ges with doctors and hospitals
to provide medical care for both the prevention of disease and the tre atment of serious illness. Fo r
the tre atment of ra re or unusual medical cases, the Plan may provide services without ge ograp h i c
limitation.

You must select a pri m a ry care doctor for each cove red fa m i ly member from the over 809 part i c i-
p ating doctors in the Plan's service area. For most care, you must contact your pri m a ry care doctor
for a re fe rral or authori z ation befo re seeing any other doctor, obtaining specialty or hospital ser-
vices for nonemerge n cy care. A wide va riety of Board eligi ble and Board cert i fied specialists are
p a rt i c i p ating Plan doctors. Your Plan pri m a ry doctor admits you to a part i c i p ating hospital wh e re
he/she has admitting privileges for elective procedures.

Role of a primary The fi rst and most important decision each member must make is the selection of a pri m a ry care 

care doctor d o c t o r. The decision is important since it is through this doctor that all other health serv i c e s , p a r-
t i c u l a rly those of specialists, a re obtained. It is the responsibility of your pri m a ry care doctor to
obtain any necessary authori z ations from the Plan befo re re fe rring you to a specialist or making
a rra n gements for hospitalization. Services of other prov i d e rs are cove red only when there has
been a re fe rral by the member's pri m a ry care doctor with the fo l l owing ex c ep t i o n s : a woman may
see her personal part i c i p ating obstetri c i a n / gy n e c o l ogist dire c t ly once in eve ry 365-day peri o d ;
m e m b e rs can also self-re fer to BlueCHOICE netwo rk prov i d e rs for a routine eye exam once in
eve ry 365-day period; for mental health and substance tre atment and for new b o rn care (benefi t
l i m i t ations ap p ly). In cases of self-re fe rra l , the Plan recommends that you ch e ck in advance with it
or your primary care doctor to confirm that the services are covered and are medically necessary.

Choosing The Plan's provider dire c t o ry lists ge n e ral pra c t i t i o n e rs , p e d i at ri c i a n s , and intern i s t s , with their 

your doctor locations and phone numbers, and notes whether or not the doctor is accepting new patients. Direc-
t o ries are updated on a regular basis and are ava i l able at the time of enrollment or upon request by
calling the Customer Service dep a rtment at 1-800/634-4395 or TDD 1-800/822-1215; you can
also find out if your doctor part i c i p ates with this Plan by calling this nu m b e r. If you are intere s t e d
in re c e iving care from a specific provider who is listed in the dire c t o ry, call the provider to ve ri f y
t h at he or she still part i c i p ates with the Plan and is accepting new patients. Important note: Wh e n
you enroll in this plan, s e rvices (ex c ept for emerge n cy benefits) are provided through the Plan's
d e l ive ry system; the continued ava i l ability and/or part i c i p ation of any one doctor, h o s p i t a l , o r
other provider, cannot be guaranteed.

Should you decide to enro l l , you will be asked to complete a pri m a ry care doctor selection fo rm
and send it dire c t ly to the Plan, i n d i c ating the name of the pri m a ry care doctor(s) selected for yo u
and each member of your fa m i ly. Members may ch a n ge their doctor selection any time by calling
the Customer Service department.

In the event a member is re c e iving services from a doctor who term i n ates a part i c i p ation agre e-
m e n t , the Plan will provide payment for cove red services until the Plan can make re a s o n able and
medically appropriate provisions for the assumption of such services by a participating doctor.

Facts about BlueCHOICE
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Referrals for E x c ept in a medical emerge n cy, or when a pri m a ry care doctor has designated another doctor to see

specialty care p atients when he or she is unava i l abl e, you must re c e ive a re fe rral from your pri m a ry care doctor
b e fo re seeing any other doctor or befo re obtaining most special services (see ex c eptions below ) .
R e fe rral to a part i c i p ating specialist is given at the pri m a ry care doctor's discretion; if specialists or
consultants are re q u i red beyond those part i c i p ating in the Plan, the pri m a ry care doctor will make
a rra n gements for ap p ro p ri ate re fe rral. 

When you re c e ive a re fe rral from your pri m a ry care doctor, you must re t u rn to the pri m a ry care
doctor after the consultation. All fo l l ow-up care must be provided or arra n ged by the pri m a ry care
d o c t o r. On re fe rra l s , the pri m a ry care doctor will give specific instructions to the consultant as to
wh at services are authori ze d. If additional services or visits are suggested by the consultant, yo u
must fi rst ch e ck with your pri m a ry care doctor. Do not go to the specialist unless your pri m a ry
care doctor has arranged for, and the Plan has issued an authorization for, the referral in advance.

Exceptions You will only need your pri m a ry care phy s i c i a n ’s authori z at i o n , not a written re fe rra l , to re c e ive
b e n e fits for inpatient hospital care, l ab o rat o ry and X-ray serv i c e s , m a m m ograp hy screenings and
obstetrical ultrasounds at BlueCHOICE facilities.

Some types of care do not re q u i re a re fe rral or an authori z ation. You still get benefits as long as
you use a BlueCHOICE netwo rk provider for routine eye exams and re f raction serv i c e s , we l l -
woman exams, mental health care, substance abuse treatment and newborn exams.

Authorizations Your pri m a ry care doctor must obtain authori z ation from the Plan's Medical Director befo re re fe r-
ring to or hospitalizing you using nonparticipating providers.

For new members If you are alre a dy under the care of a specialist who is a Plan part i c i p a n t , you must still obtain a
re fe rral from a Plan pri m a ry care doctor for the care to be cove red by the Plan. If the doctor wh o
o ri gi n a l ly re fe rred you prior to your joining this Plan is now your Plan pri m a ry care doctor, yo u
need only call to explain that you now belong to this Plan and ask that a "re fe rral fo rm" be sent to
the specialist for your next appointment.

If you are selecting a new pri m a ry care doctor, and want to continue with this specialist, you mu s t
s chedule an appointment so the pri m a ry care doctor can decide whether to tre at the condition
directly or refer you back to the specialist.

Hospital care If you re q u i re hospitalizat i o n , your pri m a ry care doctor or authori zed specialist will make the nec-
essary arrangements and continue to supervise your care.

Out-of-pocket C o p ayments are re q u i red for a few benefits. Howeve r, c o p ayments will not be re q u i red for the

maximum remainder of the calendar year after your out-of-pocket expenses for services provided or arranged
by the Plan re a ch 100% of annual premium per Self Only enrollment or 100% of annual pre m i u m
per Self and Fa m i ly enrollment per calendar ye a r. This copayment maximum does not incl u d e
costs of prescription drugs.

You should maintain accurate records of the copayments made, as it is your responsibility to deter-
mine when the copayment maximum is re a ch e d. You are assured a pre d i c t able maximum in out-
o f - p o cket costs for cove red health and medical needs. Copayments are due when service is
rendered, except for emergency care.

You should maintain accurate records of the copayments made, as it is your responsibility to deter-
mine when the copayment maximum is re a ch e d. You are assured a pre d i c t able maximum in out-
o f - p o cket costs for cove red health and medical needs. Copayments are due when service is
rendered, except for emergency care.

Deductible If you ch a n ged to this Plan during open season from a plan with a deductible and the effe c t ive 

carryover d ate of the ch a n ge was after Ja nu a ry 1, a ny 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 effec-
t ive date of your cove rage in this Plan. If you have alre a dy met the deductible in full, your old

Facts about BlueCHOICE continued
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plan will re i m bu rse these cove red expenses. If you have not met it in full, your old plan will fi rs t
ap p ly your cove red expenses to satisfy the rest of the deductible and then re i m bu rse you for any
a dditional cove red expenses. The old plan will pay these cove red expenses according to this ye a r ' s
benefits; benefit changes are effective January 1.

Submit claims When you are re q u i red to submit a claim to this Plan for cove red ex p e n s e s , submit your claim 

promptly p ro m p t ly. The Plan will not pay benefits for claims submitted later than December 31 of the calen-
dar year fo l l owing the year in wh i ch the expense was incurred unless timely filing was preve n t e d
by administrat ive operations of Gove rnment or legal incap a c i t y, p rovided the claim was submitted
as soon as reasonably possible.

Other Plan prov i d e rs will fo l l ow ge n e ra l ly accepted medical practice in pre s c ribing any course of tre at -

considerations ment. Befo re you enroll in this Plan, you should determine whether you will be able to accep t
treatment or procedures that may be recommended by Plan providers.

The Plan's The service area for this Plan, wh e re Plan prov i d e rs and facilities are locat e d, is described on the

service area front cover of this brochure. You must live in the service area to enroll in this Plan. 

If you or a cove red fa m i ly member move outside the enrollment are a , you may enroll in another
ap p roved plan. It is not necessary to wait until you move or for the open season to make such a
ch a n ge; contact your employing office or re t i rement system for info rm ation if you are anticipat i n g
a move.

Reciprocity HMO-USA (Out of State Physician Care) — As a BlueCHOICE customer, you have access to
p hysician care through HMO-USA, a nationwide netwo rk of Blue Cross and Blue Shield HMOs.
HMO-USA is one of the largest HMO netwo rks in the country, o ffe ring cove rage in more than 200
U. S. cities. If you become ill while visiting one of these cities, contact the HMO-USA netwo rk at
1-800/1-HMO-USA. This number is also found on the back of your ID card. The HMO-USA re fe r-
ral coord i n ator will schedule an appointment with an HMO-USA physician in the area from wh i ch
you are calling. No office visit copay will be re q u i red and you will not need to file a cl a i m .

Facts about BlueCHOICE continued
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General Limitations
Important notice Although a specific service may be listed as a benefi t , it will be cove red for you only if, in the

judgment of your Plan doctor, it is medically necessary for the preve n t i o n , d i ag n o s i s , or tre at m e n t
of your illness or condition. No oral statement of any person shall modify or otherwise affect the
b e n e fi t s , l i m i t ations and ex clusions of this bro ch u re, c o nvey or void any cove rage, i n c rease or
reduce any benefits under this Plan or be used in the prosecution or defense of a claim under this
Plan. This bro ch u re is based on text included in the contract between OPM and this Plan and is
intended to be a complete statement of benefits ava i l able to FEHB members. You should use this
b ro ch u re to determine your entitlement to benefits. Howeve r, if conflicts are discove red betwe e n
the language of this brochure and the contract, the contract will control. 

Circumstances In the event of major disaster, ep i d e m i c, wa r, ri o t , c ivil insurre c t i o n , d i s ability of a significant 

beyond Plan number of Plan prov i d e rs , complete or partial destruction of fa c i l i t i e s , or other circumstances 

control b eyond the Plan's contro l , the Plan will make a good faith effo rt to provide or arra n ge for cove re d
s e rvices. Howeve r, the Plan will not be re s p o n s i ble for any delay or fa i l u re in providing serv i c e
due to lack of available facilities or personnel.

Arbitration A ny claim for damages for personal injury, mental disturbance or wrongful death arising out of the

of cl a i m s rendition of or fa i l u re to render services under this contract must be submitted to binding arbitrat i o n .

Other sources This section applies when you or your fa m i ly members are entitled to benefits from a source other

of benefits than this Plan. You must disclose info rm ation about other sources of benefits to the Plan and com-
plete all necessary documents and authorizations requested by the Plan.

Medicare If you or a cove red fa m i ly member is enrolled in this Plan and Pa rt A , Pa rt B, or Pa rts A and B of
M e d i c a re, b e n e fits will be coord i n ated with Medicare according to Medicare's determ i n ation of
wh i ch cove rage is pri m a ry. Genera l ly, you do not need to take any action after info rming the Plan
of your or your fa m i ly member's eligibility for Medicare. Your Plan will provide you with furt h e r
instructions if a Medicare claim needs to be filed.

Group health This coord i n ation of benefits (double cove rage) provision applies when a person cove red by this
insurance and Plan also has, or is entitled to benefits fro m , a ny other group health cove rage, or is entitled to the
automobile p ayment of medical and hospital costs under no-fault or other automobile insurance that pays bene-
insurance fits without rega rd to fault. Info rm ation about the other cove rage must be disclosed to this Plan.

When there is double cove rage for cove red benefit s , other than emerge n cy services from non-Plan
p rov i d e rs , this Plan will continue to provide its benefits in full, but is entitled to re c e ive payment fo r
the services and supplies prov i d e d, to the extent that they are cove red by the other cove rage, n o - fa u l t
or other automobile insurance or any other pri m a ry plan.

One plan norm a l ly pays its benefits in full as the pri m a ry paye r, and the other plan pays a re d u c e d
b e n e fit as the secondary paye r. When this Plan is the secondary paye r, it will pay the lesser of (1) its
b e n e fits in full, or (2) a reduced amount wh i ch , when added to the benefits payable by the other cov-
e rage, will not exceed re a s o n able ch a rges. The determ i n ation of wh i ch health cove rage is pri m a ry
( p ays its benefits first) is made according to guidelines provided by the National A s s o c i ation of Insur-
ance Commissioners. When benefits are payable under automobile insura n c e, i n cluding no-fa u l t , t h e
automobile insurer is pri m a ry (pays its benefits first) if it is lega l ly obl i gated to provide benefits fo r
health care expenses without rega rd to other health benefits cove rage the enrollee may have. Th i s
p rovision applies whether or not a claim is filed under the other cove rage. When ap p l i c abl e, a u t h o-
ri z ation must be given this Plan to obtain info rm ation about benefits or services ava i l able from the
other cove rage, or to re c over ove rp ayments from other cove rage s .

CHAMPUS If you are cove red by both this Plan and the Civilian Health and Medical Program of the Uni-
fo rmed Services (CHAMPUS), this Plan will pay benefits fi rst. As a member of a prepaid plan,
special limitations on your CHAMPUS cove rage ap p ly; your pri m a ry care provider must autho-
ri ze all care. See your CHAMPUS Health Benefits A dvisor if you have questions about 
CHAMPUS coverage.

Medicaid If you are covered by both this Plan and Medicaid, this Plan will pay benefits first.
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Workers’ The Plan will not pay for services required as the result of occupational disease or injury for which
compensation a ny medical benefits are determined by the Office of Wo rke rs ’C o m p e n s ation Programs (OW C P )

to be payable under wo rke rs ’c o m p e n s ation (under section 8103 of title 5, U. S.C.) or by a similar
age n cy under another Fe d e ral or State law. This provision also applies when a third party injury
settlement or other similar proceeding provides medical benefits in rega rd to a claim under wo rk-
e rs ’c o m p e n s ation or similar laws. If medical benefits provided under such laws are ex h a u s t e d,
this Plan will be fi n a n c i a l ly re s p o n s i ble for services or supplies that are otherwise cove red by this
Plan. The Plan is entitled to be re i m bu rsed by OWCP (or the similar age n cy) for services it pro-
vided that were later found to be payable by OWCP (or the agency).

DVA facilities, Facilities of the Dep a rtment of Ve t e rans A ffa i rs , the Dep a rtment of Defe n s e, and the Indian Health
DoD facilities, and S e rvice are entitled to seek re i m bu rsement from the Plan for certain services and supplies pro -

Indian Health Service vided to you or a fa m i ly member to the extent that re i m bu rsement is re q u i red under the Fe d e ra l
statutes governing such facilities.

Other Government The Plan will not provide benefits for services and supplies paid for dire c t ly or indire c t ly by any
agencies other local, State, or Federal Government agency.

General Exclusions
All benefits are subject to the limitations and exclusions in this brochure. Although a specific service may be listed as a benefit, it will
not be covered for you unless your Plan doctor determines it is medically necessary to prevent, diagnose or treat your illness or condi-
tion. The following are excluded:

• Care by non-Plan doctors or hospitals except for authorized referrals or emergencies (see Emergency Benefits);

• Expenses incurred while not covered by this Plan;

• Services furnished or billed by a provider or facility barred from the FEHB Program;

• Services not required according to accepted standards of medical, dental, or psychiatric practice;

• Procedures, treatments, drugs or devices that are experimental or investigational;

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

• Procedures, services, drugs, and supplies related to abortions except when the life of the mother would be endangered if the
fetus were carried to term.

General Information continued
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What is covered A compre h e n s ive ra n ge of preve n t ive, d i agnostic and tre atment services is provided by Plan doc-
t o rs and other Plan prov i d e rs. This includes all necessary office visits; you pay a $5 office visit
c o p ay, but no additional ch a rges for lab o rat o ry tests and X-rays perfo rmed in the doctor's offi c e.
Within the service are a , house calls will be provided if in the judgment of the Plan doctor such
c a re is necessary and ap p ro p ri ate; you pay a $10 copay for a doctor's house call; nothing for home
visits by nurses and health aides.

The following services are included and are subject to the office copay unless stated otherwise:

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

• M a m m ograms are cove red as fo l l ow s : for women age 35 through age 39, one mammogram dur-
ing these five ye a rs; for women age 40 through 49, one mammogram eve ry one or two ye a rs , fo r
women age 50 through 64, one mammogram eve ry year; and for women age 65 and ab ove, o n e
m a m m ogram eve ry two ye a rs. In addition to routine scre e n i n g, m a m m ograms are cove red wh e n
prescribed by the doctor as medically necessary to diagnose or treat your illness.

• Consultations by specialists 

• D i agnostic pro c e d u re s , s u ch as lab o rat o ry tests and X-ray s , you pay a $5 copay for services per-
formed at an outpatient facility.

• Complete obstetrical (mat e rnity) care for all cove red fe m a l e s , i n cluding pre n at a l , d e l ive ry and
p o s t n atal care by a Plan doctor. Initial copay applies for mat e rnity care. Subsequent copays are
wa ived per preg n a n cy. The mother, at her option, m ay remain in the hospital up to 48 hours after
a regular vaginal delive ry and 96 hours after a cesarean delive ry. Inpatient stays will be ex t e n d e d
if medically necessary. If enrollment in the Plan is term i n ated during preg n a n cy, b e n e fits will not
be provided after cove rage under the Plan has ended. Ord i n a ry nu rs e ry care of the new b o rn ch i l d
d u ring the cove red portion of the mother's hospital confinement for mat e rnity will be cove re d
under either a Self Only or Self and Fa m i ly enrollment; other care of an infant who re q u i res defin i-
t ive tre atment will be cove red only if the infant is cove red under a Self and Fa m i ly enro l l m e n t .

• Voluntary sterilization and family planning services

• Diagnosis and treatment of diseases of the eye

• Allergy testing and treatment, including testing and treatment materials (such as allergy serum)

• The insertion of internal prosthetic dev i c e s , s u ch as pacemake rs and art i ficial joints. The cost of
the devices is covered except for cochlear implants.

• C o rn e a , h e a rt , h e a rt - l u n g, k i d n ey, l ive r, lung (single or doubl e ) , and pancre a s - k i d n ey tra n s p l a n t s ;
a l l ogeneic (donor) bone marrow transplants; autologous bone marrow transplants (autologo u s
stem cell and peri p h e ral stem cell support) for the fo l l owing conditions: acute ly m p h o cytic or
n o n - ly m p h o cytic leukemia; advanced Hodgkin's lymphoma; advanced non-Hodgkin's ly m-
phoma; advanced neuro blastoma; breast cancer; multiple myeloma; epithelial ova rian cancer;
and testicular, m e d i a s t i n a l , re t ro p e ritoneal and ova rian ge rm cell tumors. Tre atment for bre a s t
c a n c e r, multiple mye l o m a , and epithelial ova rian cancer may be provided in a non-ra n d o m i ze d
clinical trial. Tre atment is provided when deemed medically necessary and ap p ro p ri ate by the
Plan's Medical Director and perfo rmed in a Plan fa c i l i t y. Related medical and hospital ex p e n s e s
of the donor are covered when the recipient is covered by the Plan.

• Women who undergo mastectomies may, at their option, h ave this pro c e d u re perfo rmed on an
inpatient basis and remain in the hospital up to 48 hours after the procedure.

• Dialysis

• Chemotherapy, radiation therapy, and inhalation therapy

• Surgical treatment of morbid obesity

• D u rable medical equipment such as wh e e l ch a i rs , c a n e s , wa l ke rs , and hospital beds will be pro-
vided as determined by the Plan, to tre at a disease, or to improve bodily function, due to disease,
i n j u ry or congenital defect. The equipment must be pre s c ribed by a part i c i p ating phy s i c i a n ,
obtained from a part i c i p ating durable medical equipment prov i d e r, and ap p roved in advance by
the Plan. You pay ap p ro p ri ate copay per piece of equipment. Va rying copays ap p ly to durabl e
medical equipment (ra n ging from $10 to $100). Durable medical equipment benefits are limited
to the rental (not to exceed the cost of purchase) or, at the option of BlueCHOICE, the purch a s e

Medical and Surgical Benefits

12 CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS



of equipment duly approved by BlueCHOICE.

• Home health services of nu rses and health aides, i n cluding intravenous fluids and medicat i o n s ,
when pre s c ribed by your Plan doctor, who will peri o d i c a l ly rev i ew the program for continu i n g
appropriateness and need.

• All necessary medical or surgical care in a hospital or extended care facility from Plan doctors
and other Plan providers, at no additional cost to you.

Limited benefits O ral and maxillofacial surge ry is provided for nondental surgical and hospitalization pro c e d u re s
for congenital defe c t s , s u ch as cleft lip and cleft palat e, and for medical or surgical pro c e d u re s
o c c u rring within or adjacent to the oral cavity or sinuses incl u d i n g, but not limited to, t re atment of
f ra c t u res and excision of tumors and cysts. All other pro c e d u res involving the teeth or intra - o ra l
a reas surrounding the teeth are not cove re d, i n cluding any dental care invo l ved in tre atment of
temporomandibular joint (TMJ) pain dysfunction syndrome.

R e c o n s t ru c t ive surge ry will be provided to correct a condition resulting from a functional defe c t
or from an injury or surge ry that has produced a major effect on the member's ap p e a rance and if
the condition can reasonably be expected to be corrected by such surgery.

S h o rt - t e rm re h ab i l i t at ive therapy (phy s i c a l , s p e e ch and occupational) is provided on an inpat i e n t
or outpatient basis for up to two consecutive months per condition if significant improvement can
be expected within two months; you pay a $5 copay per outpatient session. Speech therapy is lim-
ited to tre atment of certain speech impairments of organic ori gin. Occupational therapy is limited
to services that assist the member to ach i eve and maintain self-care and improved functioning in
other activities of daily living.

D i agnosis and tre atment of infe rtility is cove red; you pay nothing. A rt i ficial insemination is cov-
e red; you pay nothing. The cost of donor sperm is not cove re d. Other assisted rep ro d u c t ive tech-
n o l ogy (ART) pro c e d u res such as in vitro fe rt i l i z ation and embryo tra n s fer are not cove re d. Ora l
fe rtility drugs and injectable fe rtility drugs are not cove red under the pre s c ription drug benefit or
medical and surgical benefit.

O rthopedic dev i c e s , s u ch as braces used to tre at congenital defe c t s , and prosthetic dev i c e s , s u ch as
artificial limbs and lenses following cataract removal are covered.

C a rdiac Rehab i l i t ation Benefits will be provided for Medically Necessary tre atments that are re n-
d e red by a Netwo rk Provider on an outpatient basis fo l l ow i n g, but not limited to, a heart tra n s-
p l a n t , bypass surge ry, or a myo c a rdial infa rction. This benefit is provided for one consecutive
12-week period per 365-day period. You pay $5 per session.

P u l m o n a ry Rehab i l i t ation Benefits will be provided for Medically Necessary tre atments that are
re n d e red by a Netwo rk Provider on an outpatient basis limited to a lifetime maximum of 14 ses-
sions per initial 12-month period and one session per three-month period there a f t e r. You pay $5
per session.

What is not covered • P hysical ex a m i n ations that are not necessary for medical re a s o n s , s u ch as those re q u i red fo r
obtaining or continuing employment or insurance, attending school or camp, or travel

• Reversal of voluntary, surgically-induced sterility

• Plastic surgery primarily for cosmetic purposes

• Transplants not listed as covered

• Blood and blood derivatives not replaced by the member

• Hearing aids

• Long-term rehabilitative therapy

• Chiropractic services

• Homemaker services

• Foot orthotics

Medical and Surgical Benefits continued
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Hospital/Extended Care Benefits
What is covered

Hospital care The Plan provides a compre h e n s ive ra n ge of benefits with no dollar or day limit when you are
h o s p i t a l i zed under the care of a Plan doctor. You pay nothing. All necessary services are cove re d,
including:

• Semiprivate room accommodations; when a Plan doctor determines it is medically necessary,
the doctor may prescribe private accommodations or private duty nursing care

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

Extended care The Plan provides a compre h e n s ive ra n ge of benefits with no dollar or day limit when full-time
skilled nu rsing care is necessary and confinement in a skilled nu rsing facility is medically ap p ro-
p ri ate as determined by a Plan doctor and ap p roved by the Plan. You pay nothing. All necessary
services are covered, including:

• Bed, board and general nursing care

• Drugs, biologicals, supplies, and equipment ordinarily provided or arranged by the skilled nurs-
ing facility when prescribed by a Plan doctor.

Hospice care S u p p o rt ive and palliat ive care for a term i n a l ly ill member is cove red in the home or hospice fa c i l-
i t y. Services include inpatient and outpatient care, and fa m i ly counseling; these services are pro-
vided under the direction of a Plan doctor who cert i fies that the patient is in the terminal stages of
illness, with a life expectancy of approximately six months or less.

Ambulance service Benefits are provided for ambulance transportation ordered or authorized by a Plan doctor.

Limited benefits
Inpatient dental H o s p i t a l i z ation for certain dental pro c e d u res is cove red when a Plan doctor determines there is a
procedures need for hospitalization for reasons totally unre l ated to the dental pro c e d u re; the Plan will cove r

the hospitalizat i o n , but not the cost of the pro fessional dental services. Conditions for wh i ch hos-
p i t a l i z ation would be cove red include hemophilia and heart disease; the need for anesthesia, by
itself, is not such a condition.

Acute inpatient H o s p i t a l i z ation for medical tre atment of substance abuse is limited to emerge n cy care, d i ag n o s i s ,
detoxification t re atment of medical conditions, and medical management of withdrawal symptoms (acute detox i-

fi c ation) if the Plan doctor determines that outpatient management is not medically ap p ro p ri at e.
See page 16 for nonmedical substance abuse benefits.

What is not covered • Personal comfort items, such as telephone and television

• Blood and blood derivatives not replaced by the member

• Custodial care, rest cures, domiciliary or convalescent care
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Emergency Benefits
What is a A medical emerge n cy is the sudden and unexpected onset of a condition or an injury that re q u i res 

medical i m m e d i ate medical or surgical care. Some pro blems are emergencies because, if not tre ated 

emergency? p ro m p t ly, t h ey might become more serious; examples include deep cuts and bro ken bones. Others
a re emergencies because they are potentially life - t h re at e n i n g, s u ch as heart at t a ck s , s t ro ke s , p o i-
s o n i n g s , gunshot wo u n d s , or sudden inability to bre at h e. Th e re are many other acute conditions
t h at the Plan may determine are medical emergencies — wh at they all have in common is the need
for quick action.

Emergencies within If you are in an emerge n cy situat i o n , please call your pri m a ry care doctor. In ex t reme emerge n-

the service area c i e s , if you are unable to contact your doctor, contact the local emerge n cy system (e. g. , the 911
t e l ephone system) or go to the nearest hospital emerge n cy room. Be sure to tell the emerge n cy
room personnel that you are a Plan member so they can notify the Plan. You or a fa m i ly member
should notify the Plan within 48 hours. It is your responsibility to ensure that the Plan has been
timely notified.

If you need to be hospitalize d, the Plan must be notified within 48 hours or on the fi rst wo rk i n g
d ay fo l l owing your admission, unless it was not re a s o n ably possible to notify the Plan within that
t i m e. If you are hospitalized in non-Plan facilities and Plan doctors believe care can be better pro-
vided in a Plan hospital, you will be tra n s fe rred when medically fe a s i ble with any ambu l a n c e
charges covered in full.

B e n e fits are ava i l able for care from non-Plan prov i d e rs in a medical emerge n cy only if delay in
reaching a Plan provider would result in death, disability or significant jeopardy to your condition.

Plan pays . . . R e a s o n able ch a rges for emerge n cy services to the extent the services would have been cove red if
received from Plan providers.

You pay . . . $50 per hospital emerge n cy room visit or $10 per emerge n cy care service visit at the Pri m a ry Care
P hy s i c i a n ’s office or urgent care center that are cove red benefits of this Plan. If the emerge n cy
results in admission to a hospital, the emergency care copay is waived.

Emergencies outside B e n e fits are ava i l able for any medically necessary health service that is immediat e ly re q u i re d

the service area because of injury or unforeseen illness.

If you need to be hospitalize d, the Plan must be notified within 48 hours or on the fi rst wo rk i n g
d ay fo l l owing your admission, unless it was not re a s o n ably possible to notify the Plan within that
t i m e. If a Plan doctor believes care can be better provided in a Plan hospital, you will be tra n s-
ferred when medically feasible with any ambulance charges covered in full.

Plan pays . . . R e a s o n able ch a rges for emerge n cy care services to the extent the services would have been cov-
ered if received from Plan providers.

You pay . . . $50 per hospital emerge n cy room visit or $10 per emerge n cy care visit for emerge n cy services at
the Pri m a ry Care Phy s i c i a n ’s office or urgent care center that are cove red benefits of this Plan. If
the emergency results in admission to a hospital, the emergency care copay is waived.

What is covered • 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 approved by the Plan

What is not covered
• Elective care or nonemergency care
• E m e rge n cy care provided outside the service area if the need for care could have been fo re s e e n

before leaving the service area
• Medical and hospital costs resulting from a normal full-term delive ry of a baby outside the ser-

vice area

Filing claims for With your authori z at i o n , the Plan will pay benefits dire c t ly to the prov i d e rs of your emerge n cy 

non-Plan providers c a re upon receipt of their claims. Physician claims should be submitted on the HCFA 1500 cl a i m
fo rm. If you are re q u i red to pay for the serv i c e s , submit itemized bills and your receipts to the Plan
along with an ex p l a n ation of the services and the identific ation info rm ation from your ID card.

Payment will be sent to you (or the provider if you did not pay the bill), unless the claim is denied.
If it is denied, you will re c e ive notice of the decision, i n cluding the reasons for the denial and the
p rovisions of the contract on wh i ch denial was based. If you disagree with the Plan's decision, yo u
m ay request re c o n s i d e ration in accordance with the disputed claims pro c e d u re described on page s
20 and 21.

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS 15



Mental Conditions/Substance Abuse Benefits
Mental Conditions

What is covered To the extent shown below, the Plan provides the fo l l owing services necessary for the diagnosis and
t re atment of acute psych i at ric conditions, i n cluding the tre atment of mental illness or disord e rs :

• Diagnostic evaluation

• Psychological testing

• Psychiatric treatment (including individual and group therapy)

• Hospitalization (including inpatient professional services)

Outpatient care Up to 20 outpatient visits to Plan doctors , consultants or other psych i at ric personnel per 365-day
period; you pay the following copays for up to 20 visits:

Visits 1 and 2 — No copay

Visits 3-10 — A $10 copay/visit*

Visits 11-20 — A $25 copay/visit*

*or 50% of the cost of the visit, whichever is less.

Inpatient care Up to 35 days of hospitalization each calendar year; you pay nothing for the fi rst 35 days — all
charges thereafter.

What is not covered • C a re for psych i at ric conditions that in the pro fessional judgment of Plan doctors are not subject
to significant improvement through relatively short-term treatment

• P s y ch i at ric eva l u ation or therapy on court order or as a condition of parole or pro b at i o n , u n l e s s
determined by a Plan doctor to be necessary and appropriate

• P s y ch o l ogical testing when not medically necessary to determine the ap p ro p ri ate tre atment of a
short-term psychiatric condition

Substance Abuse
What is covered This Plan provides medical and hospital services such as acute detoxification services for the med-

i c a l , n o n - p s y ch i at ric aspects of substance abu s e, i n cluding alcoholism and drug add i c t i o n , t h e
same as for any other illness or condition and, to the extent shown below, the services necessary
for diagnosis and treatment.

Outpatient care Up to 20 outpatient visits to Pa rt i c i p ating Substance A buse Prov i d e rs per 365-day peri o d ;
you pay the following copays for up to 20 visits:

Visits 1-10 — $15 copay/visit*

Visits 11-15 — $ 5 copay/visit*

Visits 16-20 — No copay

*or 50% of the cost of the visit, whichever is less.

Inpatient care Up to 35 days per calendar year in a substance abuse re h ab i l i t ation (interm e d i ate care) program in
an alcohol detox i fi c ation or re h ab i l i t ation center ap p roved by the Plan; you pay a $50 copay per
day during the benefit period — all charges thereafter.

What is not covered • Treatment that is not authorized by a Plan doctor.

• E va l u ation or therapy on court order or as a condition of parole or pro b at i o n , unless determ i n e d
by a Plan doctor to be necessary and appropriate.
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Prescription Drug Benefits
What is covered P re s c ription drugs pre s c ribed by a Plan or re fe rral doctor and obtained at a Plan pharm a cy will be

dispensed for up to a 31-day supply or one commerc i a l ly prep a red unit (i.e. , one inhaler, one vial
ophthalmic medication or insulin). Drugs are pre s c ribed by Plan doctors and dispensed in accor-
dance with BlueCHOICE’s drug fo rmu l a ry. Nonfo rmu l a ry drugs will be cove red when pre s c ri b e d
by a Plan doctor. The Plan must authori ze a nonfo rmu l a ry drug befo re it may be dispensed. It is
the pre s c ribing doctor's responsibility to obtain the Plan's authori z ation. You pay a $5 copay per
p re s c ription unit or re fill for ge n e ric drugs; $10 for name brand drugs; and $15 for brand nonfo r-
mu l a ry drugs. When a ge n e ric drug is ava i l abl e, but your Plan doctor pre s c ribes a name bra n d
d ru g, and the Plan Medical Director determines the name brand drug is medically indicat e d, yo u
p ay a $15 copay per pre s c ription unit or re fill. When a ge n e ric drug is ava i l able but you re q u e s t
the name brand dru g, you pay the price diffe rence between the ge n e ric and name brand drug as
well as the $5 copay per pre s c ription unit or re fill. You must present your BlueCHOICE ID card at
the pharm a cy in order to be ch a rged only the retail pre s c ription drug benefit copay. In add i t i o n ,
mail-order drugs and out-of-area emergency drugs are available as follows:

Retail: Mail Order:
(31 day supply) $5 generic (90 day supply) $10 generic

$10 brand $20 brand
$15 nonformulary $30 nonformulary 

Out-of-Area Emergency Prescriptions: $25 copay

Covered medications and accessories include:

• Drugs for which a prescription is required by law

• Oral contraceptive drugs

• Insulin, with a copay charge applied to each vial

• Disposable needles and syringes needed to inject covered prescribed medication, including
insulin

• Diabetic test strips, lancets 

• Intravenous fluids and medication for home use (provided under home health services at no
charge) and some injectable drugs are covered under Medical and Surgical Benefits.

What is not covered • Drugs for which there is a nonprescription equivalent available

• Drugs obtained at a non-Plan pharmacy (except for out-of-area emergencies). An out-of-area
emergency is defined as being beyond a 50-mile radius of the member's participating pharmacy.
Reimbursement for prescriptions purchased out-of-area, in the event of an emergency, will be
the cost of the prescription less a $25 copayment.

• Vitamins and nutritional substances that can be purchased without a prescription

• Medical equipment, devices and supplies such as dressings and antiseptics

• Contraceptive devices

• Drugs for cosmetic purposes

• Drugs to enhance athletic performance

• Test agents and devices

• Fertility drugs, Oral or Injectable

• Prescription smoking cessation aids

• Implanted time-release medications, such as Norplant

• Injectable contraceptives
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Other Benefits 
Dental care

What is covered The fo l l owing dental services are cove red when provided by your part i c i p ating Plan pri m a ry den-
tist; you pay a $5 copay per office visit.
Preventive dental care as follows:

• Office visit for oral examination, limited to two visits per calendar year

• Oral prophylaxis (cleaning) as necessary, limited to two visits per calendar year

• Topical ap p l i c ation of flu o rides is limited to two courses of tre atment per calendar ye a r, l i m i t e d
to children under age 18

• Oral hygiene instruction

• Dietary advice and counseling

• Consultations with Primary Dentist

What is not covered • Other dental services not shown as covered

Vision care
What is covered In addition to the medical and surgical benefits provided for diagnosis and tre atment of diseases of

the eye, a n nual eye re f ractions (to provide a written lens pre s c ription for eyeglasses) may be
obtained from Plan prov i d e rs. In add i t i o n , the Plan provides up to $35 re i m bu rsement per 24-
month period for corre c t ive eyeglasses and frames or contact lenses (hard or soft lenses). You pay
a $5 copay per visit.

What is not covered • Eye exercises

18 CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTORS
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Non-FEHP Benefits Available to Plan Members
The benefits described on this page are neither offe red nor guaranteed under the contract with the FEHB Progra m , but are
made ava i l able to all enrollees and fa m i ly members who are members of this Plan.  The cost of the benefits described on this
p age is not included in the FEHB premium and any ch a rges for these services do no count towa rd any FEHB deductibl e s ,
out-of-pocket maximum copay charges, etc.  These benefits are not subject to FEHB disputed claims procedures.

Eat Smart L e a rn to eat right and control your weight.  Yo u ’ll get a $75 awa rd if you ach i eve yo u r
weight loss goal.  Discounts are available at participating Weight Watchers facilities.

Breathe Easy Smoking cessation classes offe red in cooperation with local health care prov i d e rs teach yo u
some helpful tips for kicking the habit.  Earn a $50 awa rd for regular class attendance and
for quitting smoking.

Physical Fitness If you are 18 or older, we will re i m bu rse you 25% of annual dues (up to $100) for contin-
ued attendance at the health club of your choice.

Self-Help Free literat u re is ava i l able on a va riety of subjects, i n cluding stre s s , a l c o h o l , d rugs and

Educational cholesterol.

Information

Living with Stress B l u e C H O I C E ’s literat u re teaches you how to identify the signs of too mu ch stress and wh at
you can do to cope with day-to-day situations.

RightStepsSM This program provides up to a $40 re i m bu rsement for pre n atal classes; a nat i o n a l ly re c og-
nized book on pregnancy, childbirth and infant care; and a gift for the baby.

Take the First Step When you read the HealthChoices bro ch u re s , you are on your way to a healthier, h ap p i e r
you.  Call the BlueCHOICE Customer Service dep a rtment today to get the bro ch u res fo r
the above items that interest you.

Away From BlueCHOICE offe rs its members medical care in urgent situations when traveling outside

Home Care of the service area.

A l s o , m e m b e rs who are traveling for an extended time or who are on an extended wo rk
assignment in another city may be eligi ble to ap p ly for a guest membership in a local Blue
C ross and Blue Shield HMO.  The guest membership also tempora ri ly cove rs dep e n d e n t
children who are away at school or living in another city.

BlueCHOICE This plan offe rs Medicare recipients the opportunity to enroll in the Plan through Medicare

Senior without payment of an FEHB premium.  As indicated on page 4, c e rtain annuitants and fo r-
mer spouses who are cove red by both Medicare Pa rts A and B and FEHB may elect to dro p
their FEHB cove rage and later re e n roll in FEHB.  Contact your re t i rement system for info r-
m ation on ch a n ging your FEHB enrollment.  Contact us at 1-800/652-6387 for info rm at i o n
on the Medicare prepaid plan, BlueCHOICE Senior and the cost of enrolling in this progra m . .

BlueCHOICE Customer Service Department
314/923-7700 or

1-800/634-4395 or
TDD#314/923-6299

Benefits on this page are not part of the FEHB contract
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How to Obtain Benefits
Questions If you have a question concerning Plan benefits or how to arra n ge for care, contact the Plan's Cus-

tomer Service dep a rtment at 1-800/634-4395 or TDD 1-800/822-1215, or you may write to the
Plan at P.O. Box 66828, St. Louis, MO 63166-6828.

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 befo re you request a rev i ew by
OPM. (This time limit may be extended if you show you we re prevented by circumstances beyo n d
your control from making your request within the time limit.) OPM will not rev i ew your re q u e s t
unless you demonstrate that you gave the Plan an opportunity to reconsider your claim. Your wri t-
ten request to the Plan must state why, based on specific benefit provisions in this bro ch u re, yo u
believe the denied claim for payment or service should have been paid or provided. 

Within 30 days after receipt of your request for re c o n s i d e rat i o n , the Plan must affirm the denial in
w riting to yo u , p ay the cl a i m , p rovide the serv i c e, or request additional info rm ation re a s o n ably
n e c e s s a ry to make a determ i n ation. If the Plan asks a provider for info rm ation it will send you a
c o py of this request at the same time. The Plan has 30 days after re c e iving the info rm ation to give
its decision. If this info rm ation is not supplied within 60 day s , 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 rev i ew by OPM to determine wh e t h e r
the Plan's actions are in accordance with the terms of its contract. You must request the rev i ew
within 90 days after the date of the Plan's letter affirming its initial denial. 

You may also ask OPM for a rev i ew if the Plan fails to respond within 30 days of your wri t t e n
request for re c o n s i d e ration or 30 days after you have supplied additional info rm ation to the Plan.
In this case, OPM must re c e ive a request for rev i ew within 120 days of your request to the Plan
for re c o n s i d e ration or of the date you we re notified that the Plan needed additional info rm at i o n ,
either from you or from your doctor or hospital.

This right is ava i l able only to you or the executor of a deceased claimant's estat e. Prov i d e rs , l ega l
c o u n s e l , and other interested parties may act as your rep re s e n t at ive only with your specific wri t t e n
consent to pursue payment of the disputed claim. OPM must re c e ive a copy of your written con-
sent with their request for review.

Your written request for an OPM rev i ew must state why, based on specific benefit provisions in
this bro ch u re, you believe the denied claim for payment or service should have been paid or pro-
v i d e d. If the Plan has re c o n s i d e red and denied more than one unre l ated cl a i m , cl e a rly 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 re c o n s i d e ration decision (if the Plan failed to re s p o n d, p rovide instead (a)
the date of your request to the Plan or (b) the dates the Plan requested and you provided add i-
tional information to the Plan);

• Copies of documents that support your cl a i m , s u ch as doctors' letters , o p e rat ive rep o rt s , b i l l s ,
medical records, and explanation of benefit (EOB) forms; and

• Your daytime phone number.
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Medical documentation re c e ived from you or the Plan during the rev i ew process becomes a per-
manent part of the disputed claim fil e, subject to the provisions of the Freedom of Info rm ation A c t
and the Privacy Act.

Send your request for rev i ew to: O ffice of Pe rsonnel Manage m e n t , O ffice of Insurance Progra m s ,
Contracts Division II, P.O. Box 436, Washington, DC 20044.

You (or a person acting on your behalf) may not bring a lawsuit to re c over benefits on a claim fo r
t re at m e n t , s e rv i c e s , supplies or drugs cove red by this Plan until you have exhausted the OPM
rev i ew pro c e d u re, e s t ablished at section 890.105, title 5, Code of Fe d e ral Reg u l ations (CFR). If
OPM upholds the Plan's decision on your cl a i m , and you decide to bring a lawsuit based on the
d e n i a l , the lawsuit must be brought no later than December 31 of the third year after the year in
wh i ch the services or supplies upon wh i ch the claim is pre d i c ated we re prov i d e d. Pursuant to sec-
tion 890.107, title 5, C F R , s u ch a lawsuit must be brought against the Office of Pe rsonnel Man-
agement in Federal court.

Fe d e ral law ex cl u s ive ly gove rns all claims for relief in a lawsuit that re l ates to this Plan's benefi t s
or cove rage or payments with respect to those benefits. Judicial action on such claims is limited to
the re c o rd that was befo re OPM when it re n d e red its decision affi rming the Plan's denial of the
benefit. The recovery in such a suit is limited to the amount of benefits in dispute. 

P riva cy Act stat e m e n t — If you ask OPM to rev i ew a denial of a claim for payment or serv i c e,
OPM is authori zed by ch apter 89 of title 5, U. S. C . , to use the info rm ation collected from you and
the Plan to determine if the Plan has acted pro p e rly in denying you the payment or serv i c e, a n d
the info rm ation so collected may be disclosed to you and/or the Plan in support of OPM's decision
on the disputed claim.

How to Obtain Benefits continued



How BlueCHOICE Changes January 1998
Do not rely on this page; it is not an official statement of benefits.

Program-wide changes: This ye a r, the Office of Pe rsonnel Management (OPM) instituted minimum benefit levels in all
plans for normal delive ries (48 hours of inpatient care ) , c e s a rean sections (96 hours of inpa-
tient care) and mastectomies (48 hours of inpatient care). See page 12 for this Plan’s benefits.

OPM also re q u i res each prepaid plan to list the specific art i ficial insemination pro c e d u res that
it covers. See page 13 for this Plan’s benefits.

Changes to this Plan: This Plan has been ap p roved to expand its service area to include 17 additional counties in the
a reas of Central and Southwest Missouri. Dent, Pulaski and Texas counties are not part of the
1998 service area for new enrollment. Please see the cover of this bro ch u re for a listing of all
counties in the approved service area.

This Plan has new enrollment codes for 1998. The old enrollment codes M41 and M42 are dis-
c o n t i nu e d. You will automat i c a l ly be enrolled in the new code 9G, unless you choose another
plan at Open Season.

Under the pre s c ription drug benefi t , t h e re is now a $5 copay for ge n e ric dru g s , a $10 copay fo r
b rand name dru g s , and a $15 copay for nonfo rmu l a ry drugs. Prev i o u s ly, t h e re was a $5 copay fo r
ge n e ric and brand name dru g s , and the copay for nonfo rmu l a ry drugs was not mentioned. 

Under the pre s c ription drug benefit there is now a mail-order benefit with a $10 copay fo r
ge n e ric dru g s , a $20 copay for brand name drugs and a $30 copay for nonfo rmu l a ry dru g s .
Previously, a mail-order benefit was not available.

O ral and Injectable fe rtility drugs will not be cove re d. See page 13. Prev i o u s ly, o ral infe rt i l i t y
drugs were a covered benefit.

A $50 copay applies to emerge n cy room care when care is re c e ived in the emerge n cy ro o m .
Previously, a $35 copay applied.

C a rdiac Rehab i l i t ation Benefits will be provided for Medically Necessary tre atments that are
re n d e red by a Netwo rk Provider on an outpatient basis fo l l ow i n g, but not limited to, a heart
t ra n s p l a n t , bypass surge ry, or a myo c a rdial infa rction. This benefit is provided for one consec-
u t ive 12-week period per 365-day peri o d. You pay $5 per session. Prev i o u s ly, C a rdiac Rehab i l-
itation was not a covered benefit.

P u l m o n a ry Rehab i l i t ation Benefits will be provided for Medically Necessary tre atments that
a re re n d e red by a Netwo rk Provider on an outpatient basis limited to a lifetime maximum of
14 sessions per initial 12-month period and one session per three-month period there a f t e r. Yo u
pay $5 per session. Previously, Pulmonary Rehabilitation was not a covered benefit.

D u rable Medical Equipment (DME) is cove red with va rying copays ap p lying to diffe rent types
of equipment and supplies ra n ging from $10 to $100. Prev i o u s ly, the ra n ge was $5 to $30. Th e
p u rch a s e, fi t t i n g, n e c e s s a ry adjustment, rep a i rs , and replacement of Prosthetic Appliances are
c ove re d. Prev i o u s ly, o n ly the initial provision of the Prosthetic Appliance was cove re d. See
page 12 for details.

BlueCHOICE expanded the types of care that do not need a prior written re fe rral from yo u r
P ri m a ry Care Physician (PCP). For some types of care, you do not need a written re fe rra l , bu t
you do need authori z ation from your PCP befo re you re c e ive the care. This authori z ation can
be a lab o rat o ry re q u i s i t i o n , a pre s c ri p t i o n , an order fo rm , or a telephone call from the PCP. Of
c o u rs e, a written re fe rral can still be used. For some other types of care, neither a re fe rral nor
an authori z ation is re q u i re d. See page 8 for additional ex p l a n ation. Prev i o u s ly, a written re fe r-
ral was always required.
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Summary of Benefits for BlueCHOICE — 1998
Do not re ly on this ch a rt alone. All benefits are provided in full unless otherwise indicated subject to the limitations and ex cl u s i o n s
set fo rth in the bro ch u re. This ch a rt mere ly summari zes certain important expenses cove red by the Plan. If you wish to enroll or
ch a n ge your enrollment in this Plan, be sure to indicate the correct enrollment code on your enrollment fo rm (codes appear on the
c over of this bro ch u re). ALL SERVICES COVERED UNDER THIS PLAN, WITH THE EXCEPTION OF EMERGENCY
CARE, ARE COVERED ONLY WHEN PROVIDED OR ARRANGED BY PLAN DOCTORS.

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, inten-
sive care and complete maternity care. You pay nothing. . . . . . . . . . . . . . . . . . . . 14

Extended Care All necessary services, no dollar or day limit. You pay nothing . . . . . . . . . . . . . . . . 14

Mental Conditions Diagnosis and treatment of acute psychiatric conditions for up to 35 days of inpatient care per
365-day period. You pay nothing . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16

Substance Abuse Up to 35 days per year in a substance abuse treatment program. You pay $50 per day up 
to 35 days — all charges thereafter . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16

Outpatient care Comprehensive range of services such as diagnosis and treatment of illness or injury, including
specialist's care; preventive care, including well-baby care, periodic check-ups and routine immu-
nizations; laboratory tests and X-rays; complete maternity care. You pay a $5 copay per office
visit; $10 per house call by a doctor . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12

Home Health Care All necessary visits by nurses and health aides. You pay nothing . . . . . . . . . . . . . . . 13

Mental Conditions Up to 20 outpatient visits per year. You pay the following copays per outpatient visit:

Visits 1 and 2 — No copay

Visits 3-10 — A $10 copay/visit*

Visits 11-20 — A $25 copay/visit*

*or 50% of the cost of the visit, whichever is less. . . . . . . . . . . . . . . . . . . . . . 16

Substance Abuse Up to 20 outpatient visits per year. You pay the following copays per outpatient visit 

Visits 1-10 — A $15 copay/visit*

Visits 11-15 — A $5 copay/visit*

Visits 16-20 — No copay

*or 50% of the cost of the visit, whichever is less. . . . . . . . . . . . . . . . . . . . . . 16

Emergency care Reasonable charges for services and supplies required because of a medical emergency. You pay
a $10 copay at Primary Care Physicians offices and urgent care centers. You pay a $50 copay at
the hospital for each emergency room visit and any charges for services that are not covered by
this Plan . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15

Prescription drugs Drugs must be prescribed by a Plan doctor and obtained at a Plan pharmacy. You pay the follow-
ing copays depending how/where you purchase your prescription drugs: Retail (31 day supply)
$5/10/15 for Generic, Brand and Nonformulary respectively; Mail Order (90 day supply)
$10/20/30 for Generic, Brand and Nonformulary respectively; Emergency (Out-of-Area) $25
copay . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 17

Dental care Preventive dental care; you pay a $5 copay per visit. . . . . . . . . . . . . . . . . . . . . . 18

Vision care One refraction annually. You pay $5 copay per visit. The Plan pays up to $35 for eye-
glasses or contact lenses per 24 month period . . . . . . . . . . . . . . . . . . . . . . . . . 18

Out-of-pocket Copayments are required for a few benefits; however, after your out-of-pocket expenses reach a 

maximum maximum of 100% of annual premium per Self Only, 100% of annual premium for Self and
Family enrollment per calendar year, covered benefits will be provided at 100%. This copay max-
imum does not include prescription drugs . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8
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