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PhysiciansHealth Servicesof Connecticut, Inc.

PhysiciansHealth Servicesof Connecticut, Inc., OneFar Mill Crossing, Shelton, CT 06484-0944, hasenteredintoacontract (CS1960) with
the Office of Personnel Management (OPM) as authorized by the Federal Employees Health Benefits (FEHB) law, to provide a
comprehensivemedical planherein called PhysiciansHealth Services, or PHSor the Plan.

Thisbrochureistheofficial statement of benefitsonwhichyou canrely. A personenrolledinthePlanisentitled tothebenefitsstatedin
thisbrochure. If enrolled for Self and Family, each eligiblefamily member isal so entitled to these benefits.

Premiumsarenegotiated with each planannually. Benefit changesareeffective January 1, 1999, and areshown on page23of 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, or inorder toincreasetheamount of FEHB benefits, issubjectto prosecutionfor FRAUD. Thiscouldresultin CRIMINAL
PENALTIES. Pleasereview all medical bills, medical recordsand claimsstatementscarefully. If youfind that aprovider, suchasadoctor,
hospital, pharmacy charged your plan for servicesyou did not receive, billed for the same service twice, or misrepresented any other
information, takethefollowing actions:

* Call the provider and ask for an explanation — sometimesthe problem isasimpleerror.
« If the provider does not resolve the matter, or if you remain concerned, call your plan at 1-800/441-5741 toll free

and explain the situation.

« If thematter isnot resolved after speaking to your plan (and you still suspect fraud has been committed), call or write:

THEHEALTHCAREFRAUDHOTLINE
202/418-3300

TheOfficeof Personnel M anagement
Officeof thelnspector General Fraud Hotline
1900 E. Street NW, Room 6400
Washington, D.C. 20415

Theinappropriate use of membership identification cards, e.g., to obtain servicesfor aperson whoisnot an eligiblefamily member or
after youarenolonger enrolledinthePlan, isal so subject toreview by thelnspector General and may resultinan adverseadministrative

action by your agency.

General Information

Confidentiality

If youarea
new member

Medical and other information provided to the Plan, including claim files, iskept confidential and
will beused only: (1) by the Planand its subcontractorsonly 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 the FEHB law; or (5) for bonafidemedical
research or education. M edical datathat doesnot identify individual membersmay bedisclosed as
aresult of the bonafide medical research or education.

Usethisbrochure as aguideto coverage and obtaining benefits. There may be adelay beforeyou
receiveyour identification card and member information from the Plan. Until you receiveyour D
card, youmay show your copy of the SF 2809 enrollment form or your annuitant confirmation |l etter
from OPM toaprovider or Planfacility asproof of enrollmentinyour Plan. If you do not receiveyour
ID card within 60 days after the effective date of your enrollment, you should contact the Plan.

If youmadeyour open season change by using Employee Expressand have not received your new
ID card by theeffectivedateof your enrollment, call theEmployee ExpressHEL Pnumber torequest
aconfirmation letter. Usethat | etter to confirm your new coverage with Plan providers.

If youareanew member of thisPlan, benefitsand ratesbegin ontheeffectivedateof your enrolIment,
asset by your employing officeor retirement system. Asamember of thisPlan, onceyour enrol|ment
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 on pages 18-19. If you are confined in ahospital on the effectivedate, you must notify
the Plan so that it may arrange for the transfer of your care to Plan providers. See If you are
hospitalized on page4.

FEHB plansmay not refuseto providebenefitsfor any conditionyou or acovered family member may
have solely on thebasisthat it was a condition that existed before you enrolled in aplan under the
FEHB Program.



Gener al I nfor mation continued

Ifyouare
hospitalized
Your
responsibility
Thingsto
keepin
mind

If you change plansor options, benefitsunder your prior plan or option cease ontheeffective date of
your enrollment inyour new plan or option, unlessyou or acovered family memberisconfinedina
hospital or other coveredfacility or arereceivingmedical careinanalternativecaresettingonthelast
day of your enrollment under the prior plan or option. Inthat case, the confined person will continue
to receive benefits under the former plan or option until the earliest of (1) the day the person is
discharged from the hospital or other covered facility (amoveto an alternative care setting does not
constituteadischargeunder thisprovision), or (2) theday after theday all inpatient benefitshavebeen
exhausted under the prior plan or option, or (3) the 92nd day after thelast day of coverage under the
prior plan or option. However, benefitsfor other family membersunder the new planwill beginon
theeffectivedate. If your planterminates participation inthe FEHB Program inwholeor in part, or
if the A ssociate Director for Retirement and | nsurance ordersan enrollment change, thiscontinuation
of coverageprovisiondoesnot apply; in such case, thehospitalized family member’ sbenefitsunder
the new plan begin on the effective date of enrollment.

It isyour responsibility to beinformed about your health benefits. Y our employing office or
retirement system can provide information about: when you may change your enrollment; who
“family members’ are; what happens when you transfer, go on leave without pay, enter military
service, or retire; when your enrollment terminates; and the next open season for enrollment. Y our
employing officeor retirement systemwill al so provideyouwith an FEHB Guide, brochuresand other
materialsyou need to make an informed decision.

» Thebenefitsinthisbrochureare effective on January 1 for those already enrolled in thisPlan;
if you changed plans or plan options, see“1f you are anew member” on page 3. In both cases,
however, thePlan’ snew ratesareeffectivethefirst day of theenrollee’ sfirst full pay periodthat
begins on or after January 1 (January 1 for all annuitants).

*  Generally,youneedtobecontinuously enrolledintheFEHB Programfor thelast fiveyearsbefore
youretireto continueyour enrollment for you and any eligiblefamily membersafter youretire.

» The FEHB Program provides Self Only coverage for the enrollee alone or Self and Family
coverage for the enrollee, his or her spouse, and unmarried dependent children under age 22.
Under certain circumstances, coverage will also be provided under afamily enrollment for a
disabled child 22 years of age or older who isincapabl 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 change isthefirst day of the pay period in which the child was born or became an
eligiblefamily member. The enrolleeisresponsiblefor hisor her share of the Self and Family
premiumfor that timeperiod; both parent and child arecovered only for carereceived from Plan
providers, except for emergency or POSbenefits.

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

* Youmust direct questionsabout enrollment and eligibility including whether adependent age
22 orolderiseligiblefor coverage, toyour employing officeor retirement system. ThePlandoes
not determine eligibility and cannot change an enrollment status without the necessary
information from theemploying agency or retirement system.

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

* Report additions and deletions (including divorces) of covered family members to the Plan
promptly.

» If you are an annuitant or former spouse with FEHB coverage and you are also covered by
MedicarePart B, youmay dropyour FEHB coverageand enroll inaM edicareprepaid planwhen
oneisavailableinyour area. If you later change your mind and want to reenroll in FEHB, you
may do so at the next open season, or whenever youinvoluntarily losecoverageintheMedicare
prepaid plan or move out of the areait serves.

* Most Federal annuitants have Medicare Part A. If you do not have Medicare Part A, you may
enroll in aMedicare prepaid plan, but you will probably have to pay for hospital coveragein
additiontothePart B premium. Befor eyoujointheplan, ask whether they will providehospital
benefitsand, if so, what you will haveto pay.

* Youmay alsoremainenrolledinthisPlanwhenyoujoinaM edicareprepaid plan.



Gener al I nfor mation continued

Coverageafter
enrollment
ends

Certificateof
CreditableCoverage

Former spouse
cover age

Temporary
continuation
of coverage(TCC)

» Contact your local Social Security Administration (SSA) office for information on local
Medicareprepaid plans(also known asCoordinated CarePlansor M edicareHM Os) or request
it from SSA at 1-800/638-6833. Contact your retirement system for information on dropping
your FEHB enrollment and changing to aMedicare prepaid plan.

» Federal annuitantsarenotrequiredtoenroll inMedicarePart B (or Part A) inorder tobecovered
under theFEHB Program nor aretheir FEHB benefitsreducedif they do not have M edicare Part
B.

When an employee’ senrollment terminates because of separation from Federal serviceor when a
family memberisnolonger eligiblefor coverageunder an employeeor annuitant enrollment, and the
personisnot otherwiseeligiblefor FEHB coverage, heor shegenerally will beeligiblefor a31-day
freeextension of coverage. Theemployeeor family member may a sobeeligiblefor oneof thefollowing:

Under Federal law, if youlosecoverageunder theFEHB Program, you should automatically receivea
Certificateof GroupHealth Coveragefromthelast FEHB Plantocover you. Thiscertificate, alongwith
other certificatesyoureceivefrom other FEHB Plansyou may havebeenenrolledin, may reduceor
eliminatethelength of timeapreexisting condition clausecan beappliedtoyouby anon-FEHB insurer.
If youdo not receiveacertificateautomatically, you must begiven oneon request.

Whenthe spouse of aFederal employeeor annuitant divorces, theformer spouse may beeligibleto
elect coverage under the spouse equity law. If you are recently divorced, or anticipate divorcing,
contact theemployee’ semploying office(personnel office) or retiree’ sretirement systemtoget more
factsabout el ecting coverage.

If you arean employeewhose enrol|ment i sterminated becauseyou separatefrom service, you may
beeligibletotemporarily continueyour health benefits coverage under the FEHB Programin any
planforwhichyouareeligible. Ask your employing officefor Rl 79-27, which describesTCC, and
for Rl 70-5, the FEHB Guidefor individualseligiblefor TCC. Unlessyou are separated for gross
misconduct, TCCisavailabletoyouif you arenot otherwiseeligiblefor continued coverageunder
theProgram. For example, youareeligiblefor TCCwhenyouretireif youareunableto meet thefive-
year enrollment requirement for continuation of enrollment after retirement.

Y our TCC beginsafter theinitial free 31-day extension of coverageendsand continuesfor upto 18
monthsafter your separationfromservice(thatis, if youuse TCCuntil it expires 18 monthsfollowing
separation, youwill only pay for 17 monthsof coverage). Generally, you must pay thetotal premium
(boththe Government and empl oyeeshares) plusa2 % administrativecharge. If youuseyour TCC
until itexpires, youareentitled to another free 31-day extension of coveragewhenyoumay convert
tonongroup coverage. If you cancel your TCC or stop paying premiums, thefree 31-day extension
of coverageand conversion option arenot available.

Childrenor former spouseswholoseeligibility for coveragebecausethey nolonger qualify asfamily
members(andwho arenot eligiblefor benefitsunder the FEHB Program asemployeesor under the
spouseequity law) alsomay qualify for TCC. They also must pay thetotal premium plusthe2 percent
administrative charge. TCC for former family members continues for up to 36 months after the
qualifyingevent occurs, for exampl e, thechildreachesage22 or thedateof thedivorce. Thisincludes
thefree31-day extension of coverage. Whentheir TCC ends(except by cancellation or nonpayment
of premium), they areentitledto another free 31-day extension of coveragewhenthey may convert
tonongroup coverage.

NOTE: If thereisadelay in processing the TCC enrollment, the effective date of theenrollmentis
still the32nd day after regular coverageends. The TCC enrolleeisresponsiblefor premium payments
retroactivetotheeffectivedate, and coveragemay not exceed the 18 or 36 month period noted above.



Gener al I nfor mation continued

Notification
and election
requirements

Conversionto
individual
coverage

Separ ating employees— Within 61 days after an employee’ s enrollment terminates because of
separationfrom service, hisor her employing officemust notify theemployee of theopportunity to
elect TCC. The employee has 60 days after separation (or after receiving the notice from the
employing office, if later) to elect TCC.

Children — Y ou must notify your employing office or retirement system when a child becomes
eligiblefor TCCwithin 60 daysafter thequalifyingevent occurs, for example, thechildreachesage
22 or marries.

Former spouses— Y ou or your former spousemust notify theemploying officeor retirement system
of theformer spouses' seligibility for TCC within 60 days after the termination of the marriage. A
former spousemay alsoqualify for TCCif, during the36-month period of TCC eligibility, heor she
losesspouseequity eligibility becauseof remarriagebeforeage55 or lossof thequalifying court order.
Thisappliesevenif heor shedid not elect TCC whilewaiting for spouse equity coverageto begin.
Theformer spousemust contact theempl oying officewithin 60 daysof |0sing spouseequity eligibility
to apply for the remaining months of TCC to which he or 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: the date of the qualifying event or the date he or shereceivesthe notice, whichever islater;
or thedateheor shelosescoverage under thespouse equity law because of remarriagebeforeage55
or loss of thequalifying court order.

Important: Theemploying officeor retirement system must benotified of achild’ sor former spouse’s
eligibility for TCCwithinthe 60-day timelimit. If theemploying officeor retirement systemisnot
notified, the opportunity to elect TCC ends 60 days after the qualifying event in the case of achild
and 60 days after the change in statusin the case of aformer spouse.

When noneof theabovechoi cesareavail able— or chosen— when coverageasan employeeor family
member ends, or when T CC coverageends(except by cancellation or nonpayment of premium), you
may beeligibleto convert to anindividual, nongroup contract. Y ouwill not berequiredto provide
evidence of good health and the plan isnot permitted to impose awaiting period or limit coverage
for preexisting conditions. If youwishto converttoanindividual contract, youmust apply inwriting
to the carrier of the plan in which you are enrolled within 31 days after receiving notice of the
conversionright fromyour employingagency. A family member must apply to convert withinthe31-
day free extension of coverage that follows the event that terminates coverage, e.g., divorce or
reaching age 22. Benefits and rates under the individual contract may differ from those under the
FEHB Program.



Factsabout thisPlan—I nfor mation you havearight toknow

ThisPlanisacomprehensivemedical plan sometimescalled aHealth M aintenance Organi zation (HM O) that offersaPoint of Service, or
POS product. Whenever you need services, you may chooseto obtainthem fromyour personal doctor withinthePlan’ sprovider network
or gooutsidethenetwork for treatment. WithinthePlan’ snetwork you areencouraged to sel ect apersonal doctor whowill provideor arrange
for your careand youwill pay minimal amountsof comprehensivebenefits. When you choose anon-Plan doctor or other non-Plan
provider, youwill pay asubstantial portion of the chargesand the benefitsavailable may belesscomprehensive. See pages18-19
for 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 plansbecauseaprovider leavestheHM O.

All carriersintheFEHB Program must providecertaininformationtoyou. If youdid not receiveinformationabout thisPlan, you canobtain
itby callingthecarrier at 1-800-441-5741, or youmay writetothecarrier at PHS, OneFar Mill Crossing, Shelton, CT 06484-0944.Y oumay
alsocontactthecarrier by fax at (203) 381-6769, at itswebsiteat htpp://www.phshmo.com, or by e-mail at member @phshmo.com

Informationthat must bemadeavailabletoyouincludes:

* Disenrollment datesfor 1997

» Compliancewith state and federal licensing or certification requirement and the dates met. If
noncompliant, thereasonfor noncompliance

» Accreditation by recognized accrediting agenciesand thedatesreceived

» Carrier’ stypeof corporateformandyearsinexistence

»  Whether carrier meetsstate, federal, and accreditation requirementsfor fiscal solvency, confiden-
tiality, andtransfer of medical records

Who pr ovidescare PHSisanHM O which allowsyouto chooseyour own partici pating doctor and hospital. Whenyou

toPlan members? join, you canchooseyour personal doctor fromamonginternists, pediatricians, general practitioners
andfamily practitioners. Thereareover 10,000 doctorsavailableto membersthroughout theservice
area. Membersarerequestedto contact their primary caredoctor at thefirst signof illness. If specialty
servicesarenecessary, you may seeaPlan specialist without areferral fromyour primary caredoctor.
ThePlanprovidesemergency care24 hoursaday, sevendaysaweek. ThisPlanal so providesbenefits
for certain servicesunder the POS product evenwhen these servicesareprovided by non-Plandoctors.
Pleasereview thisbrochurecarefully sothat you understand which benefitswill becovered and what
thelevel of coveragewill be.

Roleof a pr imar y The first and most important decision each member must make is the selection of aprimary care

car edoctor doctor. Itistheresponsibility of your primary caredoctor to obtain any necessary authorizationsfrom
thePlanbeforereferringyoufor certain specialty careor makingarrangementsfor hospitali zationwhen
using thestandard HM O network. Under thisPlan, you can obtain servicesfrom aspecialist without
areferral fromyour primary caredoctor.

Choos ng ThePlan’ sprovider directory listsprimary caredoctors(generally family practitioners, pediatricians,

your doctor andinternists) withtheir locationsand phonenumbersand noteswhether or not thedoctor isaccepting
new patients. Directoriesareupdated on aregular basisand areavailableat thetimeof enrollment or
uponreguest by callingthe Customer RelationsDepartment at 1-800/441-5741. Y ou canal sofind out
if your doctor participateswiththisPlan by callingthisnumber. If you areinterestedinreceiving care
from aspecific provider whoislistedinthedirectory, call theprovider to verify that heor shestill
participateswiththePlanandisaccepting new patients. | mportant note: Whenyou enrollinthis
Plan, services(except for emer gency or POSbenefits) areprovided throughthePlan’sdelivery
system; thecontinued availability and/or participation of any onedoctor, hospital, or other
provider,cannot beguar anteed.

If youenroll, youwill beaskedto completeaprimary caredoctor selectionformand sendit directly
tothe Plan, indicating the name of the primary care doctor(s) selected for you and each member of
your family. Membersmay changetheir doctor sel ection by notifying the Plan 30 daysin advance.

If you arereceiving servicesfrom aPlan doctor who leavesthe Plan, the Plan will pay for covered
servicesuntil the Plan can arrange with you for you to be seen by another participating doctor.



Factsabout thisPlan—I nfor mation you havearight to Knowcontinued

Authorizations

For new members

Hospital care

Out-of-pocket
maximum

Deductible
carryover

Submit claims
promptly

Experimental/
investigative
determinations

Other
considerations

ThePlan’s
ServiceArea

ThePlanwill providebenefitsfor covered servicesonly whentheservicesaremedically necessary,
to prevent, diagnose or treat your illness or condition. Y our Plan doctor must obtain the Plan’s
determination of medical necessity beforeyou may be hospitalized or for certain proceduresthat
requireauthorization. For out-of-network services, you must receiveprior authorization (seepage 18).

If youarealready under thecareof aprimary caredoctor or aspecialist whoisaPlan participant, when
thisPlantakeseffect, your carewill becovered by the Plan under standard in-network HM O benefits.

If yourequirehospitalization, forin-network careyour primary caredoctor or authorized specialistwill
makethenecessary arrangementsand continueto superviseyour care. If you areadmittedtoanon-
Planhospital or areadmittedtoaPlan hospital by anon-Plandoctor you must obtainthenecessary prior
authorization (seepage18).

Copaymentsarerequiredfor afew benefits. However, copaymentswill not berequiredfor theremainder
of thecalendar year after your out-of -pocket expensesfor servicesprovided or arranged by the Plan
reach$1,200 per Self Only enrollment or $3,000 per Self and Family enrollment for standardin-network
HM O benefits. Thiscopayment maximum doesnot includecostsof prescriptiondrugsor thecost of
self-referral (out-of-network) deductiblesand coinsurance. Seepage 18for out-of -pocket maximums
for self-referral (out-of-network) services.

Y ou should maintain accurate records of the copayments made, as it is your responsibility to
determinewhenthecopayment maximumisreached. Y ouareassured apredictablemaximumin out-
of-pocket costsfor covered health and medical needs. Copaymentsareduewhen serviceisrendered,
except for emergency care.

If you changed to this Plan during open season from aplan with adeductible and the effective date
of thechangewasafter January 1, any expensesthat would haveapplied tothat plan’ sdeductiblewill
be covered by your old planif they arefor careyou got in January before the effective date of your
coverageinthisPlan. If you havealready metthedeductibleinfull, your old planwill reimbursethese
covered expenses. If youhavenot metitinfull, your old planwill first apply your covered expenses
tosatisfy therest of thedeductibleand then reimburseyou for any additional covered expenses. The
oldplanwill pay thesecovered expensesaccordingtothisyear’ sbenefits; benefit changesareeffective
January 1.

When you are required to submit a claim to this Plan for covered expenses, submit your claim
promptly. The Plan will not pay benefits for non-Plan emergency care claims, prescription drug
claims, or self-referral/out-of -network claims(seepages 18 and 19) submitted 6 monthsafter carewas
rendered, unlesstimely filing was prevented by administrative operations of Government or legal
incapacitation, provided the claimwas submitted assoon asreasonably possible.

The Plan considers factors, such as: published reports and articles in the authoritative medical,
scientific, and peer review literature; or written protocol sused by thetreating facility or beingused by
another facility studying substantially the same drug, device or medical treatment. The Plan also
considersFederal and other government agency approval asessential tothetreatment of aninjury or
illnessby, but not limitedto, thefollowing: AmericanMedical Association, U.S. Surgeon General, U.S.
Department of PublicHealth, theFood and Drug Administration, or theNational I nstitutesof Health.

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

Theserviceareafor thisPlan, wherePlan providersandfacilitiesarelocated, isdescribed below. Y ou
must liveor work insidetheserviceareaor liveinthegeographic areadescribed bel ow.

ServiceArea: Servicesfrom PlanProvidersareonly availableinthe State of Connecticut.

Benefitsfor careoutsidetheserviceareaarelimited to emergency services, asdescribed on page 15,
andto servicescovered under Point of Service Benefits, asdescribed on pages18 and 19.

If youor acoveredfamily member moveoutsidethe Service Areaor younolonger work there, youmay
enroll inanother approved planany time. Itisnot necessary towait until youmoveor for theopen season
tomakesuchachange; contact your employing officeor retirement systemfor informationif you are
anticipatingamove.



General Limitations

I mportant 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
brochureistheofficial statement of benefitsonwhichyoucanrely.

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 compl eteall
necessary documentsand authorizationsrequested by the Plan.

If youor acoveredfamily memberisenrolledinthisPlanand M edicarePart A and/or Part B, thePlan
will coordinatebenefitsaccordingto M edicare'sdetermination of which coverageisprimary. However,
thisPlanwill not cover services, except thosefor emergencies, or servicescovered under thisPlansPOS
benefits, unlessyouusePlanProviders. Y oumusttell your Planthat youor your family memberiseligible
for Medicare. Generally, thatisall youwill needtodo, unlessyour Plantellsyouthat you needtofile
aMedicareclaim.

Thiscoordination of benefits(doublecoverage) provisionapplieswhenaperson covered by thisPlan
alsohas, orisentitled to benefitsfor medical and hospital costsfrom, any other group health coverage,
including no-fault or other automobile insurance that pays benefits without regard to fault.
Information about the other coverage must be disclosed to this Plan.

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 automobileinsurance or 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. This provision applies whether or not a claim is filed under the other coverage. When
applicable, authorization must be given this Plan to obtain information about benefits or services
availablefromtheother coverage, or to recover 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 this Plan and M edicaid, this Plan will pay benefitsfirst.



General LimitationScontinued

Workers
compensation

DV A facilities,
DoD facilities,
and Indian
Health Service

Other Gover nment
agencies

Liabilityinsurance
andthird party
actions

ThePlanwill not pay for servicesrequired astheresult of occupational diseaseor injury for which
any medical benefitsaredetermined by the Officeof Workers' Compensation Programs(OWCP) to
bepayableunder workers' compensation (under section 8103 of title5, U.S.C.) or by asimilar agency
under another Federal or Statelaw. Thisprovision aso applieswhen athird party injury settlement
or other similar proceeding provides medical benefits in regard to a claim under workers
compensationor similar laws. If medical benefitsprovided under suchlawsareexhausted, thisPlan
will befinancially responsiblefor servicesor suppliesthat are otherwise covered by thisPlan. The
Planisentitled to bereimbursed by OWCP (or thesimilar agency) for servicesit provided that were
later found to be payable by OWCP (or the agency).

Facilitiesof the Department of V eterans Affairs, the Department of Defense, and thelndian Health
Serviceareentitled to seek reimbursement from the Plan for certain servicesand suppliesprovided
to you or afamily member to the extent that reimbursement is required under the Federal statutes
governing 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 be subrogated to the person’ srightsto the extent of the benefitsreceived
under thisPlan, including theright to bring suitintheperson’ sname. If you need moreinformation
about subrogation, the Planwill provideyou withitssubrogation procedures.

General Exclusions

All benefitsare subject to the definitions, limitations and exclusionsin thisbrochure. Although a specific servicemay belisted asa
benefit, it will not becover ed for you unless, your Plan doctor deter minesit ismedically necessary to prevent, diagnoseor treat
your illnessor condition. Thefollowing areexcluded:
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» Care by non-Plan doctors or hospitals except for authorized referrals or emergencies (see
Emergency Benefits) or for eligible self-referred services obtained under Point of Service
Benefits (see pages 18 and 19).

Expensesincurred while not 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, drugs or devicesthat are experimental or investigational

Procedures, servicesand suppliesrelated to sex transformations

Procedures, services, drugsand suppliesrelated to abortionsexcept whenthelife of themother
would be endangered if the fetuswere carried to term



M edical and Sur gical Benefits(I n-Network)

What iscovered

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 check-upsthrough theageof 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 nurses and health aides).

Thefollowing servicesareincluded:

Preventivecare, includingwell-baby careand periodic check-ups
Mammogramsarecoveredasfollows: forwomenage35throughage39, onebaselinemammogram
duringthesefiveyears, forwomenage40yearsand older, onemammogram per calendar year. In
addition to routine screening, mammograms are covered when prescribed by the doctor as
medically necessary to diagnoseor treat your illness.

Routineimmunizationsandboosters

Consultationsby specialists

Diagnostic proceduressuch aslaboratory testsand X -rays

Completeobstetrical (maternity) carefor all coveredfemales. Copaysarewaivedfor maternity care.
Themother, at her option, may remaininthehospital upto 48 hoursafter aregular delivery and
96 hours after a caesarean delivery. Inpatient stayswill be extended if medically necessary,
including prenatal, delivery and postnatal care by aPlan doctor. If enrollment inthe Planis
terminated 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’ s
hospital confinement for maternity will becovered under either aSelf Only or Self and Family
enrollment; other careof theinfant requiring definitivetreatment will becovered only if theinfant
iscovered under aSelf and Family enrollment.

Voluntary sterilization; family planning services

Diagnosisand treatment of diseases of theeye

Allergy testing and treatment, i ncluding test and treatment material ssuch asbeevenom extract
and allergy serum (you pay a$10 copayment per visit)

Theinsertion of internal prosthetic devices, such as pacemakersand artificial joints

Corneal, kidney, kidney-pancreas, liver and heart, heart/lung (single and double) transplants;
allogeneic (donor) bonemarrow transplants; autologousbonemarrow transpl ants (autologous
stem cell and peripheral stem cell support) for thefollowing conditions: acutelymphocytic or
non-lymphocyticleukemia; advanced Hodgkin' slymphoma; advancednon-Hodgkin' slymphoma;
breast cancer; multiplemyeloma; epithelial ovarian cancer; testicular, mediastinal, retroperito-
neal, ovarian germ cell tumors; and advanced neuroblastoma. Transplants are covered when
approvedinadvanceby theM edical Director. Related medical and hospital expensesof thedonor
arecovered whentherecipientiscovered by thisPlan. Immunosuppressivesand transportation
costs are not covered.

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

Diaysis

Chemotherapy, radiation therapy, and inhal ation therapy

Surgical treatment of morbid obesity

Internal prostheticdevices

Homehealth servicesof nursesand health aides, when prescribed by your Plan doctor, who will
periodically review the program for continuing appropriateness and need

All necessary medical or surgical careinahospital or extended carefacility from Plan doctors
and other Planproviders

Naturopathy servicesarecovered asan officevisit only

Acupunctureservicesarecovered asanofficevisitonly. Servicesmust beapprovedin advance
upontherequest of themember’ sprimary carephysician, participating naturopath or chiropractor.
L aboratory servicesassociated with acupuncture servicesmust be performed at aparticipating
facility.
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M edical and Sur gical Benefits(I n-Networ k) continued

Limited benefits

12

Oraland maxillofacial surgery isprovidedfor nondental surgical and hospitalization procedures
for congenital defects, such as cleft lip and cleft palate, and for medical or surgical procedures
occurring within or adjacent to the oral cavity or sinusesincluding, but not limited to, treatment of
fracturesand excision of tumorsand cysts. All other proceduresinvolvingtheteeth orintra-oral areas
surrounding theteeth arenot covered, including shortening of themandibleor maxillaefor cosmetic
purposes, correction of malocclusion, and any dental care involved in treatment of temporo-
mandibular joint (TMJ) paindysfunction syndrome.

Reconstructive surgery will be provided to correct acondition which hasresulted in afunctional
defect or which hasresulted from accidental injury or surgery that hasproduced amajor effect onthe
member’ sappearanceand the condition canreasonably beexpectedto becorrected by such surgery.

Physical, speech and occupational therapy on aninpatient basiswill be provided for up to two
months per condition if significant improvement can be expected within two months. Y ou pay
nothing per session.

Physical therapy, occupational therapy, and chiropractic care on an outpatient basis will be
providedfor uptotwomonthsper conditionif significantimprovement can beexpected 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 beexpected withintheseadditional visits. Occupational
therapy islimited to servicesthat assist themember to achieve and maintain self-careand improved
functioninginother activitiesof daily living. No benefitswill bepaid other thantheinitial evaluation
when servicesarenot authorized by PHS or itsdesignee.

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
30visit limit, if significant improvement can be expected within these 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 organic origin.

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 thedoctor’ scharge up to amaximum payment by the Plan of
$125 per member per calendar year.

DurableM edical Equipment, such aswheel chairsand hospital beds, and orthopedic devices, such
asbraces, arelimitedtotheinitial applianceor pieceof equipment. ThePlanwill pay 50% of thecost
uptoamaximum of $500 per member per calendar year for theinitial applianceor pieceof equipment.

Outpatient oxygen—the Plan will pay up to amaximum of $300 per member per calendar year.

Exter nal prostheticdevices, suchasartificial limbs, arelimited to maximum payment by the Plan
of $5,000for theinitial applianceand $500 per necessary replacement prosthetic. Diabetic equi pment
and supplies, including glucose test tablets and test tape, Benedict’s solution or equivalent, and
acetone test tabl ets.



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

What isnot
covered

Physical examinations that are not necessary for medical reasons, such as those required for
obtai ning or continuing employment or insurance, attending school or camp, or travel

Reversal of voluntary, surgically-induced sterility

Surgery primarily for cosmetic purposes

Hearingaids

Homemaker services

L ong-termrehabilitativetherapy

Refractions, refractiveeyesurgery (radial keratotomy), including lensprescription

Corrective eyeglasses and frames or contact lenses (including thefitting of the lenses)
Transplantsnot listed as covered

Lensesfollowing cataract removal

Visiontherapy, including othopticsand pleopticstraining

Naturopathy Services—Coverage excludes any non-legend drugs, herbs or medications dis-
pensed by the naturopath.

Acupuncture Services—Coverage excludes any non-legend drugs, herbs or medicationsdis-
pensed by theacupuncturist. L aboratory servicesassociated with acupunctureservicesmust be
performed at aparticipating provider for coveragetobeafforded.
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Hospital/Extended CareBenefits(I n-Networ k)

What iscovered

Hospital care

Extended care

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 private accommodationsor privateduty nursing care

»  Specialized care units, such asintensive care or 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 services

arecover ed, 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,
with alife expectancy of approximately six monthsor less.

Benefitsare provided for ambulance transportation 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 the professional dental services. Conditionsfor which hospital -
izationwould be covered include hemophiliaand heart disease; the need for anesthesia, by itself, is
not such acondition.

Hospitalization for medical treatment of substance abuseislimited to emergency care, diagnosis,
treatment of medical conditions, and medical management of withdrawal symptoms (acute detoxi-
fication) if thePlan doctor determinesthat outpatient management isnot medically appropriate. See
page 16 for nonmedical Substance Abuse Benefits.

»  Personal comfortitems, such astelephoneandtelevision
* Custodial care, rest cures, domiciliary or convalescent care



Emergency Benefits

What isa
medical
emergency?

Emer gencieswithin
theServiceArea

Plan pays...

You pay...

Emergencies
outsidethe
ServiceArea

Plan pays...

You pay...

What iscovered

What isnot
covered

Filingclaims
for non-Plan
providers

A medical emergency isthe sudden and unexpected onset of acondition or aninjury that you believe endangers
your lifeor couldresultinseriousinjury or disability, andrequiresimmediatemedical or surgical care. Someproblems
areemergenciesbecause, if not treated promptly, they might become more serious; examplesinclude deep cuts
and broken bones. Others are emergencies because they are potentially life-threatening, such as heart attacks,
strokes, poisonings, gunshot wounds, or sudden inability to breathe. There are many other acute conditionsthat
the Plan may determine are medical emergencies—what they all havein commonisthe need for quick action.

If youareinanemergency situation, pleasecall your primary caredoctor. Inextremeemergencies, if youareunable
to contact your doctor, contact thelocal emergency system (e.g., the 911 telephone system) or go to the nearest
hospital emergency room. Be suretotell the emergency room personnel that you areaPlan member so they can
notify thePlan. Y ouor afamily member should notify the Plan within 48 hours. Itisyour responsibility to ensure
that the Plan has been timely notified.

If you needtobehospitalizedinanon-Planfacility, thePlanmust benotified within48 hoursor onthefirstworking
day following your admission, unlessit was not reasonably possible to notify the Plan within that time. If you
arehospitalizedinnon-Planfacilitiesand Plan doctorsbelieve carecan bebetter providedinaPlan hospital, you
will betransferred when medically feasiblewith any ambulance chargescoveredinfull.

In-network benefitsareavailablefor carefromnon-Plan providersinamedical emergencyonlyif delay inreaching
aPlan provider would result in death, disability or significant jeopardy to your condition.

Reasonablechargesfor emergency careservicestotheextent theserviceswouldhavebeen coveredif receivedfrom
Plan providers.

A $10 copay per doctor’ s visit or urgent care center visit; a $50 copay per hospital emergency room visit for
emergency serviceswhich are covered benefits of thisPlan. If the emergency resultsin admission to ahospital,
the emergency care copay iswaived.

Benefitsareavailablefor any medically necessary health servicethatisimmediately required becauseof injury or
unforeseenillness.

If you needtobehospitalizedinanon-Planfacility, thePlanmust benotified within48 hoursor onthefirstworking
day following your admission, unlessit was not reasonably possible to notify the Plan within that time. If you
arehospitalizedinnon-Planfacilitiesand Plan doctorsbelieve carecan bebetter providedinaPlan hospital, you
will betransferred when medically feasiblewith any ambulance chargescoveredinfull.

Tobecovered by thisPlanany follow-up carerecommended by non-Plan providersmust beapproved by thePlan,
or by Plan providers except as covered under POS benefits.

Reasonablechargesfor emergency careservicestotheextent theserviceswouldhavebeen coveredif receivedfrom
Plan providers.

A $10 copay per doctor’ sofficeor urgent carecenter visit; a$50 copay per emergency roomvisit for emergency
serviceswhich arecovered benefitsof thisPlan. | f theemergency resultsin admissiontoahospital, theemergency
care copay iswaived.

«  Emergency careat adoctor’ sofficeor an urgent care center
«  Emergency careasan outpatient or inpatient at ahospital, including doctors’ services
«  Ambulance serviceif approved by the Plan

e Electivecareor nonemergency care

«  Emergency careprovidedoutsidethe ServiceAreaif theneedfor carecould havebeenforeseenbeforedeparting
theServiceArea

¢ Medical and hospital costsresulting from anormal full-term delivery of ababy outsidethe Service Area

In certain circumstances, with your authorization, the Plan will pay emergency benefitsdirectly totheproviders
of your emergency careuponreceipt of their claims, submitted ontheHCFA 1500 claimform. If youarerequired
topay for theservices, submititemized billsand your receiptstothe Plan al ong with an explanation of theservices
and aPHS out-of-network claim questionnaire. Claimsmust be submitted within six monthsof thedate services
wererendered. InthePlan’ sjudgment, if thereareextenuating circumstances, the Planwill pay claimsbeyondthe
six-month deadline. A payment will be sent to you (or the provider if you did not pay the bill), unlessthe claim
isdenied. Ifitisdenied, youwill receivenoticeof thedecision, includingthereasonsfor thedenial andtheprovisions
of thecontract onwhichdenial wasbased. Y ou may reguest reconsiderationinaccordancewiththedisputed claims
procedure set forth on page 21. 15



M ental Conditions/SubstanceAbuseBenefits(I n-Networ k)

M ental conditions

What iscovered

Outpatient
care

Inpatient
care

What isnot

covered

Substanceabuse
Whatiscover ed

Outpatient
care

Inpatient
care

What isnot
covered
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ThePlan providescoveragefor thefollowing biol ogically-based mental il nessestothesameextent as
any other medi cal condition: schizophrenia, schizoaffectivedisorder, major depressivedisorder, bipolar
disorder, paranoiaand other psychotic disorders, obsessive-compul sivedisorder, panicdisorder and
pervasivedevelopmental disorder (autism).

Totheextent shown below, thePlan providesthefoll owing servicesnecessary for thediagnosisand
treatment of acutenon-biol ogically-based psychiatric conditions, includingtreatment of mental illness
or disorders:

» Diagnosticevaluation

»  Psychological testing

»  Psychiatrictreatment (including individual and group therapy)

»  Hospitalization (includinginpatient professional services)

Uptoamaximumof 30 outpatient visitsto Plandoctors, consultantsor other psychiatric personnel each
calendar year; prior authorizationisrequiredfor al visitsinexcessof thesixthvisitto determinethe
medi cal necessity for futurevisits. Thenumber of visitsthat may beeligiblefor coverageisdetermined
by PHSand must bemedically necessary under generally accepted standards; you pay a$20 copay per
visitfor each coveredvisit.

I npatient treatment of biol ogically-based mental conditionsrequiresprior authorization by PHS. Non-
biol ogically-based mental conditionsarecoveredfor upto 60 daysof hospitalizationeach calendar year;
you pay nothingfor first 60 days. The servicesmust beprior authorized and beperformedataPHS-
approvedfacility or at aPHS-designated Center of Excellence.

»  Carefor psychiatricconditionswhichintheprofessiona judgment of Plandoctorsarenot subject
tosignificantimprovement through rel atively short-term treatment

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

»  Psychological testing when not medically necessary to determinethe appropriatetreatment of
ashort-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, to the extent shown bel ow, the services necessary for diagnosis
andtreatment. Prior authorizationisrequired for all substanceabusetreatment.

Upto45daysper calendar year, or, at thediscretion of PHS, an equival ent outpatient program of 45
daysor moremay besubstituted. Y ou pay a$10 copay per visitfor each coveredvisit. Theoutpatient
daysareapart of theinpatient care benefit. Each day used under the outpatient benefit reducesthe
coverageavailable under theinpatient benefit on aone-for-onebasis.

Upto45daysper calendar year inasubstanceabuserehabilitation centeriscoveredfor thetreatment
of substance abuse. Y ou pay nothing during the benefit period. The 45 daysin a substance abuse
rehabilitation center arepart of the45 day outpatient program benefit described above. Each day used
under theinpatient benefit reducesthe daysof coverage availableunder the outpatient benefit ona
one-for-onebasis.

»  Treatmentthatisnot authorized by aPlandoctor; treatment that i snot prior authorized by PHS;
treatment not received at aPHS-approvedfacility or at aPHS-designated Center of Excellence.



Prescription DrugBenefits

What iscovered

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 prescriptionunit or refill.

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

ThePlanusesaformulary that includesgeneric and preferred brand namedrugs. ThePlan’ sPharmacy
and T herapeutics Committeemeetsonaquarterly basisto review new medicationsto beaddedto or
deletedfromtheformulary. Review for additionstotheformulary arebased primarily onthefollowing:
1) new drug therapies introduced, 2) changes in drug therapies, and 3) requests received from
participating physicians. Thecriteriaused arethesaf ety and efficacy of thedrug, other similar products
available, anditsrelativecost. Del etionsaredecided by thecommittee based onlow utilization, other
typesof equivalent therapy, or negative changesin existing drug therapies. Y our doctor can ask for
exceptionstotheformulary. Nonformulary drugswill becovered when prescribed by aPlan doctor.

Covered medicationsand accessoriesinclude:

Drugsforwhichaprescriptionisrequired by law

Insulin

Disposableneedlesand syringesneeded toinject covered prescribed medication

Intravenousfluidsand medicationsfor homeuse (covered under M edical and Surgical Benefits

asahome health service, see page 11)

»  Ora andinjectablecontraceptivesand contraceptivedevicesincludingimplanted contraceptive
devices, suchasNorplant

»  Fertilitydrugs

e Immunosuppressivedrugs

Drugsavailablewithout aprescription or for whichthereisanonprescriptionequival ent available
Drugsobtained at anon-Plan pharmacy except for out-of -areaemergencies

Vitaminsand nutritional substancesthat can be purchased without aprescription

Medical suppliessuch asdressingsand antiseptics

Prescription drugs obtained for usein connection with drug addiction

Drugsfor cosmetic purposes

Drugsto enhance athletic performance

Smoking cessation drugsand medication, including nicotine patches
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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 andreasonable (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.
Thereisan out-of-pocket maximum of $1,200 per Self Only enrollment and $3,000 per Self and Family enrollment for self-referral services.

Benefitsunder thePOSoption ar ealsosubject tothedefinitions, limitations, and exclusionsshown elsewher ein thisbrochure. The
Plan deter minesthemedical necessity of ser vicesand suppliesprovidedtoprevent,diagnoseor treat anillnessor condition. For any
servicesthat haveamaximum benefit payment or visit limit, theser vicesyou r eceiveout-of-networ k and theser vicesyou r eceivein-
networ k will count cumulatively towar dsthelimit.

Thereisa$1,000,000lifetimemaximum per personfor POSservices.

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

Prior Authorization Y oumust compl etetheprior authorization processbeforean el ectiveadmissionto anonparticipating

of Hospital hospital orwhenyouareadmittedto aPlan hospital by anonparticipatingdoctor. If youdonot complete
| npatient theprecertification process, apenalty of 50% of thecost of the case per each unauthorized occurrence
Admissions will bededucted fromthePlan’ spayment. Y ou must compl etetheprior authorization processat | east

fourteen (14) businessdaysin advanceof an el ectiveadmission or two (2) businessdaysin advance
for diagnostic/urgent procedures.

Precertification of Y oumust completethe prior authorization processfourteen (14) businessdaysin advanceof an
ElectiveAmbulatory  electiveambulatory surgical procedureor apenalty of thelesser of $500 or 50% of the cost of the
Procedur esor caseper each unauthorized occurrencewill bededucted fromthe Plan’ spayment for the services
Diagnostic rendered. Y ou must compl ete the prior authorization processtwo (2) businessdaysin advance
Procedures of electivediagnostic procedures, or apenalty of 50% of the cost of the case per each unauthorized

occurrencewill bededucted from the Plan's payment for the servicesrendered.

A listof servicesrequiring prior authorizationisavailabletoyoufromthePlanandisupdatedfromtime
totimeby thePlan. Withregardto servicesthat requireprior authorization; such prior authorization
must be obtained from PHS evenin caseswhere PHSisthe secondary payer.

M edical and sur gical benefits(Point of Service)

What iscovered
Atyour option, you may chooseto obtain benefits covered by thisPlan from non-Plan doctorsand
hospitalswhenever you need care, except for the benefitslisted bel ow under “what isnot covered”.
Y ou pay 20% of UCR after thedeductibleismet.

Physician office, homeor hospital visits

Specialist careand consultation

Maternity care

Diagnostic procedures, including laboratory and X -ray tests (prior authorizationisrequired if

servicesareperformedinanonparticipating hospital or facility or by anon-Plandoctor)

»  Surgical procedures(prior authorizationisrequiredif servicesareperformedinanonparticipating
hospital or facility or by anon-Plandoctor)

* Voluntary sterilization and family planning services

» Diagnosisand treatment of diseasesof theeye

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

*  Nonexperimental implants(coveredinfull)

»  Organtransplants(prior authorizationisrequired); must beperformed at aPHS-approvedfacility

or at aPHS-designated Center of Excellence.

Diaysis

Chemotherapy, radiation therapy, and inhal ation therapy

Surgical treatment of morbid obesity (prior authorizationisrequired)

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

per member per calendar year)

* Internal prosthetic devices(coveredinfull)

»  External prostheticdevices, suchasartificial limbs, limitedtoamaximum benefit payment by the

Planof $5,000for theinitial applianceand $500 per necessary replacement prosthetic after youmeet

thedeductible
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Point of Service BenefitScontinued

What isnhot
eligiblefor
POS

Naturopathy services—officevisits

Acupunctureservices—officevisitswithapproval inadvance

Homehealthservices

Durablemedi cal equipment, such aswheel chairsand hospital beds, and orthopedicdevices, 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 servicesareavailabl ein-network only and must beprovided by Plandoctors. Y ou cannot
self-refer to non-Plan doctorsfor these services.

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

Hospital/extended car ebenefits

What iscovered

EmergencyCare
What iscovered

M ental conditions
What iscovered

Whatisnot covered

Substanceabuse
What iscovered

Whatisnot covered

Other ben€fits
What iscover ed

At your option, you can choose to be admitted as an inpatient in anon-Plan hospital, hospice, or
extended carefacility through self-referral. Y oumay al so chooseto beadmitted by anon-Plan doctor
toaPlanhospital. Inany event, Y OU M UST notify thePlaninaccordancewiththeprior authorization
requirementson page 18 and theadmission must be prior authorized by thePlan. 1f you do not obtain
prior authorization, benefitswill bereduced by 50% of the cost of thecase. Y ou pay 20% of UCR
and any chargesabovetheallowableamount after the deductibleissatisfied. Ambulancecharges
arecoveredinfull.

Any eligibleservicesobtained from non-Plan providersand that are not considered to beamedical
emergency will be treated as a self-referral/POS service and subject to deductible and 20%
coinsurancefor covered charges.

Y ou can choosetoreceivethefollowing servicesfrom non-plan physiciansor providersor at non-
planfacilities: Approval inadvanceisrequiredfor all visitsin excessof thesixthvisit to determine
themedical necessity for futurevisits. The number of visitsthat may beeligiblefor coverageis
determined by PHS and must be medically necessary under generally accepted standards.

» ThePlanprovidescoveragefor thefollowing biologically-based mental conditionstothesame
extent asany other medical condition: schizophrenia, schizoaffectivedisorder, major depressive
disorder, bi polar disorder, paranoiaand other pilchoti cdisorders, obsessive-compulsivedisor-
der, panicdisorder and pervasivedevel opmental disorder (autism).

»  Outpatient carefor non-biologically-based mental conditions. Y ou pay 50% of UCR after enrollee
meetsdeductible (subject tothelimitationsshownon p. 16)

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

* Refertopagel6.

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

Y ou can choosetoreceivethefollowing servicesfrom non-plan physiciansor providersor at non-plan
facilities. Approval inadvanceisrequiredfor all substanceabuseservices.

. Ohutpati ent cai%)Y ou pay 50% of UCR after enrollee meetsdeductibl e (subject tothelimitations
shownonp.

* Inpatientcare. Y ou pay 20% of UCR after enrolleemeetsdeductible (subject tothelimitations
shownonp. 16)

* Refertopagel6.

Eachvisit or day used under thePOSbenefit reducescoverageavail ableunder thein-network benefit
andviceversa

Prescriptionswrittenasaresult of aself referral toadoctor areeligiblefor covera?easl ongasthey meet
all other requirements for drugs to be covered. The prescription must be filled at a participating
pharmacy. Y ou pay a$10 copayment per prescriptionunit or refill (subjecttothelimitationsonp. 17).
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Non-FEHB BenefitsAvailabletoPlan M embers

The benefits described on this page are neither offered nor guaranteed under the contract with the
FEHB Program, but aremadeavailableto all enrolleesand family memberswho aremembersof this
Plan. Thecost of thebenefitsdescribed onthispageisnotincludedinthe FEHB premium; any charges
for these services do not count toward any FEHB deductibles, out-of-pocket maximum, copay
charges, etc. These benefitsare not subject to the FEHB disputed claimsprocedures.

PhysiciansHealth Services

a0l

Survival School isn’treally aschool atall. It ssimply away tohelpyoufigureout how tolivehealthier.
Without creatingalot of guilt. Without hardship. Without doing without. All with theunderstanding
that being healthy meansmorethanjust stayingalive.

SURVIVAL

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 tolisten.

*  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 parentsand information about
raisingababy, or that hel pyou keep track of important eventssuch asimmunizationsand doctor
visits. It’ saspecial program for aspecial time.

*  LegWork...isawalking programthatismorethanjust away toexerciseyour heart, lungsandlegs.
It’ saway to slow down and takeintheinteresting thingswemisseveryday. Walking putsyour
nose at flower-smelling level. LegWork is a go-at-your-own-pace exercise program that you
control.

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

441-5741. Or,writeusat PhysiciansHealth Servicesof Connecticut, OneFar Mill Crossing,
Shelton, CT 06484-0944.

Benefits on this page are not part of the FEHB contract




How to Obtain Benefits

Questions

Disputed claimsreview
Planreconsideration

OPM review

If you have a question concerning Plan benefits or how to arrange for care, contact the Plan’s
Customer RelationsDepartment at 1-888/747-1747 or youmay writetothemat OneFar Mill Crossing,
Shelton, CT 06484-0944. Y oumay al so contact thePlanthroughitswebsiteat http://www.phshmo.com;
fax at (203) 381-6769, or e-mail at member@phshmo.com

If aclaimfor payment or servicesisdenied by thePlan, youmust ask thePlan, inwriting, withinone
year of thedenial, toreconsider itsdenial beforeyou request areview by OPM . OPM will not review
your request unlessyou demonstratethat you gavethe Plan an opportunity to reconsider your claim.
Y our written request to the Plan shoul d statewhy you believethedenied claimfor payment or service
should have been paid or provided. Refer to specific benefit provisionsin thisbrochure.

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
information it has on hand.

If the Plan affirmsitsdenial, you have theright to request areview by OPM to determine whether
thePlan’ sactionsareinaccordancewiththetermsof itscontract. Y ou must request thereview within
90 days after the date of the Plan’ s letter 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 havesupplied 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’ sestate. Providers, legal
counsel, and other interested partiesmay act asyour representative and request an OPM review on
your behal f and withyour written consent. OPM must receiveacopy of your written consent withtheir
requestfor review.

Y our writtenrequest for an OPM review should statewhey you believethe Plan should havepaidthe
denied claim. Refer to specific benefit provisionsin thisbrochure. If the Plan hasreconsidered and
denied morethan oneunrelated claim, clearly identify the documentsfor each claim.

Y our request must include the following information 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
information to the Plan);

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

* 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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Nolawsuit may bebroughttorecover onaclaimfor thisPlan’ sbenefitsuntil either youor, inthecase
of anassigned claim, your provider hasexhaustedthe OPM review procedure, established at section
890.105, title5, Codeof Federal Regulations(CFR). If OPM uphol dsthePlan’ sdecisiononyour claim,
andyoudecidetobringalawsuit based onthedenial, thelawsuit must bebrought nolater than December
31 of thethird year after theyear inwhichtheservicesor suppliesuponwhichtheclaimispredicated
wereprovided. Pursuanttosection890.107, title5, CFR, suchalawsuit must bebrought against the Office
of Personnel M anagement.

Federal law exclusively governsall claimsof 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 CT, Inc. ChangesJanuary 1999

Do not rely on thispage; it isnot an official statement of benefits.

Program-wide
changes

Plan changes

Several changes have been made to comply with the President’ s mandate to implement the
recommendationsof thePatient Bill of Rights.

If you haveachronic, complex or seriousmedical conditionthat causesyoutofrequently seea
Planspecialist, your primary caredoctor will develop atreatment Plan with youand your health
planthat allowsan adequate number of direct accessvisitswiththat specialist without theneed
toobtainfurther referrals(seepage7 for details).

A medical emergency isdefined asasudden and unexpected onset of acondition or injury that you
believeendangersyour lifeor couldresultinseriousinjury or disability, and requiresimmediatemedical
or surgical care(seepage15).

Themedical management of mental conditionswill be covered under thisPlan’sMedical and
Surgical Benefitsprovisions. Related drug costswill becovered under thisPlan’ sPrescription
Drug Benefits, and any costsfor psychol ogical testing or psychotherapy will becovered under
thePlan’sMental ConditionsBenefit.

Biologically-based mental illnessesare coveredto the sameextent asother medical conditions;
non-biologically-based mental conditionsaresubject tothespecifiedlimits.

Mammaography screeningiscovered onceper calendar year for women40yearsof ageor older.
Diabetic suppliesand equipment arecovered.
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Summary of Benefitsfor PhysiciansHealth Servicesof CT,Inc.— 1999

Donot rely onthischart alone. All benefitsare providedin full unlessotherwiseindicated, subject to thedefinitions, limitations, and
exclusionsset forthinthebrochure. Thischart merely summarizescertainimportant expensescovered by thePlan. If youwishtoenroll or
changeyour enrollmentinthisPlan, besuretoindicatethecorrect enrollment codeonyour enrollment form (codesappear onthecover of
thisbrochure). ALL SERVICESCOVERED ASIN-NETWORK BENEFITSUNDER THISPLAN,WITH THEEXCEPTIONOF
EMERGENCY CARE,ARECOVEREDONLY WHENTHEY AREPROVIDED ORARRANGEDBY 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...........ccccecoveeeenee. 14
Out-of-Network Benefit: Y ou pay 20% of UCRafter deductible. ... 14
ExtendedCare Al necessary services, upto 60 daysper calendar year whenin lieu of hospital care.
IN-Network Benefit: Y 0U Pay NOtNING .......coiririirerecieireeie et sess bt 14
Out-of -Network Benefit: Y ou pay 20% of UCR after deductible...........coeoreecncnnnnnenene 14
Mental Diagnosisand treatment of biol ogically-based mental conditions. In-Network Benefit:
Conditions Y OUPAY NOtNING ..vvvvevvverereeeeeeeeessseeeeessesssssssssssssssssssssssssssessssssssssssssssessssssssssssssssssssssssssssssssssssssssssssne 16
Out-of-Network Benefit: Y ou pay 20% of UCR after deductible..........cccovveennnccnnenccenenes 16
Diagnosisand treatment of acute non-biologically-based psychiatric conditionsfor upto 60
daysof inpatient careper year. In-Network Benefit: Y ou pay nothing...........ccceeeeeenenneicneccnenne,
Out-of-Network Benefit: Y oupay 20%of UCR after deductible..........c.cceeueeveceecieceeereceeieeee e, 16
Substance Upto45daysper year (each day used under theinpatient benefit reducesdaysof coverageavailable
Abuse under the outpatient substance abuse benefit on aone-for-onebasis).
IN-Network Benefit: Y 0U Pay NOtNING .......c.oiririiererecieiseeis et sess e b es s 16
Out-of-Network Benefit: Y ou pay 20% of UCR after deductible..............ovrneninenenensininereresineene 16
Outpatient Comprehensiverangeof servicessuch asdiagnosisandtreatment of ilInessor injury, includ-
care ing specialist’ scare; preventivecare, including well-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........ 1n
Out-of-Network Benefit: Y ou pay 20% of UCR after deductibleper officevisit or for housecalls
0]V = 10 (0o (0 U OO OO TP T 1
HomeHealth All necessary visitsby nursesand health aides. In-Network Benefit: Y ou pay nothing....... u
Care Out-of-Network Benefit: Y oupay 20%0f UCR after dedUCHDIE.............ov.eoeeeveceeerereeeeeeeeetseeieeseseeees n
Mental Biologically-based mental conditions. InNetwork Benefit: Y ou pay $10........coereeverrenerneeneeneeneenns 16
Conditions Out-of-Network Benefit: Y ou pay 20%0f UCRafter deductible..........c.veeeerneeneenneennesssiseessesseesesssssseeeees 16
Non-biologically-based mental illnessupto 30 outpatient visitsper year. In-Network Benefit:
Y ou pay $20COpay PEr OULPALENEVISIE .......ccrvieriririeeeee sttt ses s sssesees 16
Out-of-Network Benefit: Y ou pay 50% of UCR after deductible...........c.cocvernneniinernnrreeeceeeneee 1
Substance Up to 45 days per year (each day used under the outpatient benefit reduces days of coverage
Abuse availableunder theinpatient substance abuse benefit on aone-for-onebasis).
In-Network Benefit: Y ou pay $10COPaY PEN VIS .....ovuruererecereeereereeeseesseesessesess s sssessssssssssssessesenns 16
Out-of-Network Benefit: Y ou pay 20% of UCR after deductible...........cooceernnionnnenreeeccieeee 16
Emergencycare Reasonablechargesfor servicesand suppliesrequired becauseof amedica emergency. Y ou pay

a$10copay per doctor’ sofficeor urgent carevisit; a$50 copay tothehospital for eachemergency
roomvisitandany chargesfor servicesthat arenot coveredby thisPlan ...

Prescriptiondrugs

Drugs prescribed by a Plan doctor and obtained at a participating pharmacy. Y ou pay a$10
copayment per prescriptionUNITOrTERil........c.oceieeeieresesee st snsesees 17

Dental care

Nocurrent benefit

Visioncare

Nocurrent benefit

Out-of-pocket limit

Copaymentsarerequiredfor afew benefits; however, after your out-of-pocket expensesreach
amaximum 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. See pages 18 and 19 for out-of -
pocket maximumMsfor SElf-referredSEIVICES...........oicc s 8
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1999 Ratel nfor mation for
PhysiciansHealth Servicesof Connecticut, I nc.

Non-Postal r atesapply tomost non-Postal enrollees. If youareinaspecial enrollment category, refer to
theFEHB Guidefor that category or contact theagency that maintainsyour healthbenefitsenrolIment.

Postal ratesapply tomost career U.S. Postal Serviceemployees, but do not apply to non-career Postal
employees, Postal retirees, certain special Postal employment categoriesor associatemembersof any
Postal employeeorganization. If youareinaspecia Postal employment category, refer totheFEHB Guide
forthat category.

Non-Postal Premium Postal Premium
Biweekly Monthly Biweekly
Typeof Gov't Y our Gov't Y our USPS Y our
Enrollment Code Share Share Share Share Share Share
Self Only DP1 $72.06 $40.60 $156.13 $87.97 $84.98 $27.68
Self and Family DP2 $160.39 | $154.45 $347.51 $334.64| $18329 [ $131.55




