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WELSPUN TUBULAR
OPEN ACCESS PLAN L302
BlueChoice Point of Service

Schedule of Benefits for 2020
This Schedule of Benefits is part of the Evidence of Coverage, Form 31-04 and
is subject to all benefit terms, conditions, limitations, and exclusions contained therein.

Health Advantage

»  An Independent Licensee of the Blue Cross and Blue Shield Association

Lifetime Maximum — per Member (all services) Unlimited
Dependent Age 26
In-Network Out-of-Network
Deductible - Individual $600 $1,800
Deductible — Family $1,200 $3,600
COVERED BENEFITS AND SERVICES Copayment Coinsurance Coinsurance

Annual Coinsurance Limit - Individual $2,000 $8,000
Annual Coinsurance Limit - Family $4,000 $16,000
Professional Services

Primary Care Physician (PCP) Visits $30 40% after Ded

Specialist Office Visit (consultation/evaluation only) $40 40% after Ded

Services and procedures provided in the Specialist office 20% 40% after Ded

other than consultation and evaluation

Preventive Care Services

Immunizations (by PCP) $0 $0
Well Baby Care -through 12 months of age (by PCP) $30 40% after Ded
Well Baby Exam- over 12 months of age (by PCP) $30 40% after Ded

Physical Exams - Adults (by PCP) $30 40% after Ded
Annual Routine Gynecological visit (PCP or GYN) $30 40% after Ded
Mammogram and Pap Smear, PSA $0 40% after Ded
Routine Vision Exam (Specialist) $30 40% after Ded
(One visit per Member every 2 Year)

Bone Density $0 40% after Ded

Allergy Services

Services provided by the PCP 20% 40% after Ded
Services provided by the Specialist 20% 40% after Ded

Hospital Services

20% after Ded and
Copayment

Inpatient Services -Semi-private room $200 per admission 40% after Ded

Outpatient Hospital Services 20% after Ded 40% after Ded

Outpatient Surgical Services $100 20% after Ded 40% after Ded
Emergency Care Services

Urgent Care Office Visit (consultation/evaluation only) $40 40% after Ded

Services and procedures provided in the Urgent Care Center 20% 40% after Ded

other than consultation and evaluation

Emergency Room/Urgent Care Center*** $100 Copayment plus 20% Coinsurance

Observation Services*** Coverage is the same for In-Network and Out-of-Network)

*** Emergency Care Copayment waived if Member is admitted directly to the same Hospital.

Ambulance Services (Ground- limited to $1000/ trip; Air- 50% 50%
limited to $5000/ trip )
Ambulatory Surgery Centers (facility Copayment applies) $100 20% after Ded 40% after Ded

Outpatient Diagnostic Services

Diagnostic Services - Lab and X-ray Applicable 20% after Ded 40% after Ded

(Services and procedures performed outside PCP office) Copayment

Advanced Diagnostic Imaging Services MUST be Prior Approved by Health Advantage

Advanced Diagnostic Imaging- CT Scan, PET Scan,
MRI/MRA, Nuclear Cardiology

20% after Ded

40% after Ded

Applicable
Copayment

HMOP Schedule of Benefits
Form #: 32-04-A MHP R1/17

Open Access POS Plan

(Welspun Tubular 1/2017)
www.healthadvantage-hmo.com lmportant Grandfather Status Notice Attached



http://www.healthadvantage-hmo.com/

COVERED BENEFITS AND SERVICES (CONT)

In-Network

In-Network

Out-of-Network

Copayment Coinsurance Coinsurance
Maternity and Family Planning Services*
Initial Office Visit $40 40% after Ded
Prenatal and Postnatal outpatient care $0 20% after Ded 40% after Ded
Inpatient Maternity Services (Subject to all Inpatient $200 per admission 20% after Ded and 40% after Ded
Deductible and Coinsurance) Copayment
Infertility Counseling or Infertility Testing (refer to EOC) 50% Not Covered

Infertility Treatment not covered

*Qut-of-Network Newborn coverage limited to $2000 per Member for all services (first

90 days of birth)

Therapy Services

Inpatient Rehabilitation Services (Limited to 60 days per

$200 per admission

20% after Ded and

Not Covered

member per Contract Year and subject to Inpatient Hospital Copayment
Deductible and Coinsurance)
Outpatient Rehabilitation Services: $30 Not Covered
Physical, Occupational, and Speech Therapy (Limited to 30
aggregate visits per Member per Contract Year)
Chiropractic Services (Limited to 30 aggregate visits per $40 20% Not Covered
Member per Contract Year)
Cardiac Rehabilitation (Limited to 36 visits per Member $40 20% Not Covered
per Contract Year)
Neurologic Rehabilitation Facility Services $200 per admission 20% after Ded and 40% after Ded
(Prior Approval Required) - Limited to 60 days per lifetime Copayment
Mental Iliness and Substance Abuse Services
Inpatient Hospital Inpatient Services -Semi-private room $200 per admission 20% after Ded and 40% after Ded
Copayment
Partial Hospitalization $200 per admission 20% after Ded and 40% after Ded
Copayment
Residential Treatment Centers — Prior Approval Required
(Limited to 60 Days Per Member Per Contract Year) 20% after Ded 40% after Ded
Outpatient (consultation/evaluation only) $40 40% after Ded
Outpatient Services and procedures provided in the 20% 40% after Ded
Specialist office other than consultation and evaluation
Durable Medical Equipment (DME) and Medical Supplies 50% 50% after Ded
Prosthetic and Orthotic Devices and Services 20% after Ded 40% after Ded
Diabetes Management Services
Diabetic Supplies, shoes (per Medicare guidelines) and 20% 40% after Ded
equipment
Diabetic Self Management Training
Single visit or Multiple visits $0 per program 40% after Ded
Skilled Nursing Facility — Prior approval Required
(Limited to 60 Days Per Member Per Contract Year) 20% after Ded 40% after Ded
Home Health Services
(Limited to 50 visits per Member per Contract Year) 20% after Ded 40% after Ded
Hospice Care (Must be approved by Health Advantage) 20% after Ded Not Covered
Dental Care Services
Damage to non-diseased teeth due to accident Applicable 20% after Ded and 40% after Ded
Copayment Copayment

HMOP Schedule of Benefits
Form #: 32-04-A MHP R1/17

(Welspun Tubular 1/2017)

Open Access POS Plan

www.healthadvantage-hmo.com lmportant Grandfather Status Notice Attached
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purchases retail drug benefit rider from Health Advantage)

COVERED BENEFITS AND SERVICES (CONT) In-Network In-Network Out-of-Network
Copayment Coinsurance Coinsurance
Reconstructive Surgery

Correct defects due to Accident or Surgery. (Refer to EOC) _ 20% after Ded and
Applicable C t Not Covered
Copayment opaymen

Reduction Mammoplasty (Prior Approved by Health 50% Not Covered

Advantage)

Medications Applicable

Hospital or Ambulatory Surgical Center Copayment 20% after Ded 40% after Ded

Physician’s Office Applicable 20% after
Copayment Copayment 40% after Ded

Retail Pharmacy (Drug Store) (Not Covered unless Employer $15/35/55

Home Infusion Therapy Pharmacy - Injectable

(Contact Customer

(Contact Customer

(Contact Customer

Medications Service) Service) Service)
Organ Transplant Services (Approved by Health $200 per admission 20% after Ded Not Covered
Advantage)

Medical Foods and Low Protein Modified Food Products Applicable 20% after Ded 40% after Ded

(Only covered in connection with specific diagnoses. See Copayment

Subsection 3.24)

Complications of Smallpox Vaccine Applicable 20% after Ded 40% after Ded
Copayment

Miscellaneous Health Interventions specified in Subsection Applicable 20% after Ded 40% after Ded

3.28 Copayment

NOTE: Some In-Network Services for which the Member has a Coinsurance responsibility are subject to the In-Network Deductible.
Copayment and Coinsurance amounts do not apply to the In-Network Deductible or Annual Coinsurance Limit. Expenses incurred for services that exceed specific benefit

limits are not applied to the Annual Coinsurance Limit. No referral is necessary for In-Network services or Emergency Care.

To receive services at the In-Network benefit level from Out-of-Network providers, services must be arranged by an In-Network Provider and authorized by Health
Advantage. The Member is responsible for difference between billed charges and the Allowance or Allowable Charges for services covered at the Out-of-Network benefit

level.

All Covered Services are subject to the Health Advantage Allowance or Allowable Charge.

HMOP Schedule of Benefits
Form #: 32-04-A MHP R1/17

(Welspun Tubular 1/2017)

Open Access POS Plan

www.healthadvantage-hmo.com lmportant Grandfather Status Notice Attached
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Health Advantage

B Indenandent [icanses af tha Blue Cross and Blue Shield Associatior

This Schedule of Benefits is part of the Evidence of Coverage, Form 31-06 and

WELSPUN TUBULAR LLC

HSA PLAN 518E
Open Access Point of Service
Schedule of Benefits for 2020

is subject to all benefit terms, conditions, limitations, and exclusions contained therein.

Lifetime Maximum — per Member (All Services) Unlimited
Dependent Age 26

OUT OF POCKET LIMITS In-Network Out-of-Network
Annual Deductible — Individual Coverage $2,800 $5,600
Annual Deductible — Family Coverage $5,600 $11,500
Annual Limit on Cost Sharing — Individual * $2,800 N/A
Annual Limit on Cost Sharing — Family * $5,600 N/A
Annual Coinsurance Limit - Individual N/A Unlimited
Annual Coinsurance Limit - Family N/A Unlimited

*One family member may reach their individual Annual Deductible resulting in coinsurance payments for Covered Services for that
member. All family deductible and coinsurance from remaining family members adds together expenses, in any combination, to satisfy the

family Annual Deductible before additional benefits commence. Benefit limits and maximums are based on contract year.

COVERED BENEFITS AND SERVICES

In-Network
Coinsurance

Out-of-Network
Coinsurance

Professional Services

Primary Care Physician (PCP) visit for Preventive Care

0%

20% after Ded

PCP office visit for medical services

0% after Ded

20% after Ded

Specialist Office Visit (consultation/evaluation only)

0% after Ded

20% after Ded

Services and procedures provided in the Specialist office other than consultation and
evaluation

0% after Ded

20% after Ded

Preventive Health Services

Immunizations (by PCP) 0% 0%
Routine Well Baby Care - (by PCP) 0% 20% after Ded
Routine Physical Exams - Adults (by PCP) 0% 20% after Ded
Routine Gynecological visit (PCP or GYN) 0% 20% after Ded
Mammogram/Pap Smear/Prostate-specific antigen test 0% 20% after Ded
Routine Vision Exam (Specialist) (One visit per Member every 2 Years) 0% 20% after Ded
Bone Density 0% 20% after Ded
Colonoscopy Screening

(For ages 50 — 75 years of age and 1 every 10 years) 0% 20% after Ded

Allergy Services

Services provided by the PCP

0% after Ded

20% after Ded

Services provided by the Specialist

0% after Ded

20% after Ded

Hospital Services

Inpatient Services -Semi-private room

0% after Ded

20% after Ded

Outpatient Hospital Services

0% after Ded

20% after Ded

Outpatient Surgical Services

0% after Ded

20% after Ded

Emergency Care Services**

Urgent Care Office Visit (consultation/evaluation only)

0% after Ded

20% after Ded

Services and procedures provided in the Urgent Care Center other than
consultation and evaluation

0% after Ded

20% after Ded

Emergency Room/Urgent Care Center**

Observation Services

0% after In-Network Deductible
(Coverage is the same for
In-Network and Out-of-Network)

**Emergency Care Coinsurance waived if Member is admitted directly to the same Hospital.

Ambulance Services (Ground - limited to $1000 / trip; Air — limited to $5000 /trip)

| 0% after In-Network Deductible

HMOP Schedule of Benefits
Form #: 32-06-B MHP R1/16
Aggregate — Embedded
(Welspun Tubular LLC 1/2019)

www.healthadvantage-hmo.com
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COVERED BENEFITS AND SERVICES

In-Network
Coinsurance

Out-of-Network
Coinsurance

Ambulatory Surgery Center Services

0% after Ded

20% after Ded

Outpatient Diagnostic Services

Diagnostic Services - Lab and X-ray. (covered same as preventive care when
provided in conjunction with preventive care visit)

0% after Ded

20% after Ded

Outpatient Surgical Services

0% after Ded

20% after Ded

Advanced Diagnostic Imaging Services Must be Prior Approved by Health Advantage

Advanced Diagnostic Imaging — CT Scan, PET Scan, MRI/MRA, Nuclear
Cardiology

0% after Ded

20% after Ded

Maternity and Family Planning Services*

Prenatal and Postnatal outpatient care

0% after Ded

20% after Ded

Inpatient Maternity Services (Subject to all Inpatient Deductible and Coinsurance)

0% after Ded

20% after Ded

Infertility Counseling or Infertility Testing (refer to EOC) 0% after Ded Not Covered
Infertility Treatment not covered

*QOut-of-Network Newborn coverage limited to $2000 per Member for all services (fir§t 90 days of birth)

Therapy Services
Inpatient Therapy Services (Limited to 60 days per member per Contract Year 0% after Ded
and subject to Inpatient Hospital Deductible and Coinsurance) Not Covered
Outpatient Rehabilitation Services: Physical, Occupational, and Speech Therapy 0% after Ded
(Limited to 30 aggregate visits per Member per Contract Year) Not Covered
Chiropractic Services (Limited to 30 aggregate visits per Member per Contract 0% after Ded
Year) Not Covered
Cardiac Rehabilitation (Limited to 36 visits per Member per Contract Year) 0% after Ded Not Covered

Mental Illness and Substance Use Disorder Services

Inpatient Hospital Semi-private room

0% after Ded

20% after Ded

Partial Hospitalization

0% after Ded

20% after Ded

Residential Treatment Centers — Prior Approval Required
(Limited to 60 Days Per Member Per Contract Year)

0% after Ded

20% after Ded

Outpatient (consultation/evaluation only)

0% after Ded

20% after Ded

Outpatient Services and procedures provided in the Specialist office other
than consultation and evaluation

0% after Ded

20% after Ded

Durable Medical Equipment (DME) and Medical Supplies

0% after Ded

20% after Ded

Prosthetic and Orthotic Devices and Services

0% after Ded

20% after Ded

Neurologic Rehabilitation Facility Services
(Prior Approval Required)-Limited to 60 days per lifetime

0% after Ded

20% after Ded

Diabetes Management Services

Diabetic Supplies, shoes (per Medicare guidelines) and equipment

0% after Ded

20% after Ded

Diabetic Self Management Training
Single or Multiple visits

0%

20% after Ded

Skilled Nursing Facility — Prior Approval Required
(Limited to 60 Days Per Member Per Contract Year)

0% after Ded

20% after Ded

Home Health Services
(Limited to 50 visits per Member per Contract Year)

0% after Ded

20% after Ded

Hospice Care (Must be approved by Health Advantage)

0% after Ded

Not Covered

Oral Surgery

0% after Ded

20% after Ded

Dental Care Services
Damage to non-diseased teeth due to accident
(Subject to $2,000 maximum per Member per accident)

0% after Ded

20% after Ded

HMOP Schedule of Benefits
Form #: 32-06-B MHP R1/16
Aggregate — Embedded
(Welspun Tubular LLC 1/2019)

www.healthadvantage-hmo.com
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COVERED BENEFITS AND SERVICES

In-Network
Coinsurance

Out-of-Network
Coinsurance

Reconstructive Surgery

Correct defects due to Accident or Surgery. (Refer to EOC) 0% after Ded Not Covered
Children age 12 years and under for specific conditions.
Reduction Mammoplasty (Prior Approved by Health Advantage) 0% after Ded Not Covered

Medications
Hospital or Ambulatory Surgical Center

0% after Ded

20% after Ded

Physician’s Office

0% after Ded

20% after Ded

Retail Pharmacy (Drug Store)

0% after Ded

Not Covered except
for emergencies

Home Infusion Therapy Pharmacy - Injectable Medications

(Contact Customer
Service)

(Contact Customer
Service)

Organ Transplant Services (Approved by Health Advantage)

0% after Ded

Not Covered

Medical Foods and Low Protein Modified Food Products
(Only covered in connection with specific diagnoses. See Subsection 3.24)

0% after Ded

20% after Ded

Complications of Smallpox Vaccine

0% after Ded

20% after Ded

Miscellaneous Health Interventions specified in Subsection 3.28

0% after Ded

20% after Ded

NOTE: All covered services are subject to deductible and coinsurance except for preventive health services. Family coverage means
any coverage other than self-only coverage. One family member may reach their deductible and receive coinsurance payments. The
rest of the family's deductible must be satisfied before coinsurance is applied for all remaining family members. The remaining family
deductible and coinsurance adds together expenses from all remaining family members, in any combination, to satisfy the family
deductible and annual limitation on cost sharing. Out-of-Network deductible and coinsurance amounts do not apply to the In-Network
deductible or annual limitation on cost sharing. Expenses incurred for services that exceed specific benefit limits are not applied to the
annual limitation on cost sharing. No referral is necessary for In-Network services or emergency care.

To receive services at the In-Network benefit level from Out-of-Network providers, services must be arranged by an In-Network
Provider and authorized by Health Advantage. The Member is responsible for difference between billed charges and Allowable

Charges for services covered at the Out-of-Network benefit level.

All Covered Services are subject to the Health Advantage Allowance or Allowable Charge.

HMOP Schedule of Benefits
Form #: 32-06-B MHP R1/16
Aggregate — Embedded
(Welspun Tubular LLC 1/2019)
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PATIENT PROTECTIONS

Health Advantage generally allows the designation of a Primary Care Physician. You have the right to
designate any Primary Care Physician who participates in our network and who is available to accept you or
your family members. For information on how to select a Primary Care Physician, and for a list of the
participating Primary Care Physicians, contact Health Advantage or visit our Website at
WWW.HEALTHADVANTAGE-HMO.COM.

For children, you may designate a pediatrician as the Primary Care Physician.

You do not need prior authorization from Health Advantage or from any other person (including a Primary Care
Physician) in order to obtain access to obstetrical or gynecological care from a health care professional in our
network who specializes in obstetrics or gynecology. The health care professional, however, may be required to
comply with certain procedures, including obtaining prior authorization for certain services, following a pre-
approved treatment plan, or procedures for making referrals. For a list of participating health care professionals
who specialize in obstetrics or gynecology, contact Health Advantage or visit our Website at
WWW.HEALTHADVANTAGE-HMO.COM.

Health Advantage
Grandfathered Health Plan
Notice

Health Advantage believes this plan is a “grandfathered health plan” under the Patient Protection and Affordable
Care Act (the Affordable Care Act). As permitted by the Affordable Care Act, a grandfathered health plan can
preserve certain basic health coverage that was already in effect when that law was enacted. Being a
grandfathered health plan means that your plan may not include certain consumer protections of the Affordable
Care Act that apply to other plans, for example, the requirement for the provision of preventive health services
without any cost sharing. However, grandfathered health plans must comply with certain other consumer
protections in the Affordable Care Act, for example, the elimination of lifetime limits on benefits.

Questions regarding which protections apply and which protections do not apply to a grandfathered health plan
and what might cause a plan to change from grandfathered health plan status can be directed to Health
Advantage at 1-800-843-1329. You may also contact the Employee Benefits Security Administration, U.S.
Department of Labor at 1-866-444-3272 or www.dol.gov/ebsa/healthreform. This website has a table
summarizing which protections do and do not apply to grandfathered health plans
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1.2

1.3

1.4

1.5

1.0 HOW THE COVERAGE UNDER YOUR HEALTH BENEFIT PLAN WORKS

Your employer has established and maintains an employee health benefit plan (“Plan”) for employees
and their eligible dependents. The Employer administers that Plan and actively promotes the Plan to its
employees. The Employer and you, through your premium contributions, have purchased a health
benefit plan provided by the Group Contract and Evidence of Coverage issued by HMO Partners, Inc.
d/b/a Health Advantage that provides a range of coverage for medical services you may need. Thisis a
very valuable benefit for you, but you should understand clearly that your Plan does NOT cover all
medical services, drugs, supplies, tests or equipment (“Health Interventions” or “Interventions”). A Plan
covering all Health Interventions would be prohibitively expensive. For that reason, we have offered
and you have purchased a more limited Plan. This document is your guide to what you have and have
not purchased; in other words, what is and is not eligible for benefits under your Plan. Accordingly,
you should read this entire document carefully both now and BEFORE you obtain medical or
preventive health services to be sure you understand what is covered and the limitations on
your coverage.

The philosophy and purpose behind your Plan is that we want you to have coverage for the vast
majority of medical needs you may face, including most hospital and physician services, emergency
care, preventive and wellness services, medications, supplies and equipment. However, in order to
keep costs of your Plan within reasonable limits, we have deliberately excluded coverage of a number
of specific Health Interventions, we have placed coverage limits on some other Interventions, and we
have established an overall standard we call the “Primary Coverage Criteria” that each and every claim
for benefits must meet in order to be covered under your Plan.

Here is an important thing for you to clearly understand. For any Health Intervention, there are several
general coverage criteria that must be met in order for that Intervention to qualify for coverage under
your Plan.

1. The Primary Coverage Criteria must be met.

The Health Intervention must conform to specific limitations stated in your Plan.

The Health Intervention must not be specifically excluded under the terms of your Plan.
At the time of the Intervention, you must meet the Plan’s eligibility standards.

You must comply with the Plan’s Provider network and cost sharing arrangements which may
include a referral from your Primary Care Physician; and

6. You must follow the Plan’s procedures for filing claims.

The following discussion will give you a brief description of each of these qualifications.

The Primary Coverage Criteria. The Primary Coverage Criteria apply to ALL benefits you may claim
under your Plan. It does not matter what types of Health Intervention may be involved or when or where
you obtain the Intervention. The Primary Coverage Criteria are designed to allow Plan benefits for only
those Health Interventions that are proven as safe and effective treatment. The Primary Coverage
Criteria also provide benefits only for the least invasive or risky Intervention when such Intervention
would safely and effectively treat the medical condition; or they provide benefits for treatment in an
outpatient, doctor’s office or home care setting when such treatment would be a safe and effective
alternative to hospitalization. Examples of the types of Health Interventions that the Primary Coverage
Criteria exclude from coverage include such things as the cost of hospitalization for a minor cold or
some other condition that could be treated outside the hospital, or the cost of an investigational drug or
treatment such as herbal therapy, or some forms of Chemotherapy not shown to have any beneficial or
curative effect on a particular cancerous condition. Finally, the Primary Coverage Criteria require that if
there are two or more effective alternative Health Interventions, the Plan should limit its payment to the
Allowance or Allowable Charge for the most cost effective Intervention. The specific coverage
standards that must be met under the Primary Coverage Criteria are outlined in detail in Section 2.0 of
this document.

Specific Limitations in Your Plan. Because of the high cost of some Health Interventions, as well as
the difficulty in some cases of determining whether an Intervention is really needed, we include
coverage for such Health Interventions but place limits on the extent of coverage by limiting the number
of Provider visits or treatments received during a contract year or other specified time period. Examples
of such limitations include a limit on the number of covered visits for physical, occupational, speech,
chiropractic and cardiac rehabilitative therapy services. Other types of limitations include requirements
that an Intervention be provided in a particular location or by a Provider holding a particular type of
license, or in accordance with a written treatment plan or other documentation. Common benefits and

akrowbd

6



1.6

1.7

1.8

limitations are outlined in detail in Section 3.0 of this document. You will note that this document refers
to Coverage Policies we have developed that may address limitations of coverage for a particular
service, treatment or drug. You may request a copy of our Coverage Policy with respect to a particular
service, treatment or drug, or, if you have Internet access, you may review our established Coverage
Policies on our web site at WWW.HEALTHADVANTAGE-HMO.COM.

Specific Exclusions in Your Plan. There are many possible reasons why we have selected a
particular condition, health care Provider, Health Intervention, or service to be excluded from your Plan.
Some exclusions are based on the availability of other coverage or financing for certain types of injuries.
For example, injuries you receive on the job are generally covered by workers’ compensation. Other
exclusions are based on the need to try to keep your coverage affordable, covering basic health care
service needs, but not covering every possible desired Intervention. The exclusion for Cosmetic
Services is an example of this type of exclusion. The plan excludes coverage of some health care
Providers because we believe the Provider is not qualified or because the Provider lacks appropriate
training or experience to provide a service, or that the service lies outside his/her scope of practice. For
example the plan does not cover services rendered by unlicensed Providers or by Hospital residents,
interns, students or fellows.

Other exclusions are based on our judgment that the need for such Health Intervention is questionable
in many cases, or that the services are of unknown or unproven beneficial effect. Examples of these
types of exclusions include biofeedback and cranial electrotherapy stimulation devices, as well as some
forms of high dose Chemotherapy and bone marrow transplantation. Before you undergo treatment
or tests, you should review the specific exclusions listed in Section 4.0 of this document. If you
have any questions about whether a specific exclusion applies, discuss it with your doctor(s).
Call our Customer Service representatives if you need assistance. You may also request a copy of
our Coverage Policy with respect to a particular service, treatment or drug, or, if you have Internet
access, you may review all our established Coverage Policies on our web site at
WWW.HEALTHADVANTAGE-HMO.COM.

Provider Network and Cost Sharing Procedures. Your plan does not provide coverage for one
hundred percent of the costs associated with covered Health Interventions. You are expected to pay
Copayments, Deductible and Coinsurance. You are encouraged to select, and to maintain a patient-
physician relationship with, your Primary Care Physician. Your coverage includes a special limitation in
the form of provider network requirements. These provisions are designed to try to hold down the costs
of your coverage by limiting the coverage to those physicians, hospitals or other health care providers
who participate in our provider networks, and by having your primary care physician consult with you in
advance on whether the sometimes more expensive services of a specialist are really needed, or
whether the primary care physician can adequately address the problem. You and your physician are
always free to make any decision you believe is best for you concerning whether to receive any
particular service or treatment, or whether to see any provider (in or out of the network). However, if
you do decide to go “out-of-network” for services or treatment, your coverage will be reduced or limited
to the out-of-network rate. In some cases, you also may be required to meet certain prior approval of
coverage or precertification of coverage procedures as outlined in this document. There are exceptions
to the network for emergencies or, in rare cases upon approval by Health Advantage, where services or
treatment covered under your Plan are not available for some reason from an In-Network Provider. In-
Network Providers are identified in our published provider directory, or you may call Customer Service
to ask about a specific provider, or visit our Website at WWW.HEALTHADVANTAGE-HMO.COM. A full
explanation of the provider network requirements and your payment obligations applicable to your Plan
is set forth in Section 5.0 and the Schedule of benefits.

Eligibility Standards. You must be eligible for benefits under your Plan at the time you receive a
Health Intervention. Eligibility standards are set forth in Section 6.0 of this document. Since your
coverage is through a group contract, this means you must be an eligible member of the Group, either
as a Subscriber or an eligible Dependent of a Subscriber. In order to be an eligible member of the
Group, you must meet the Group eligibility standards, which often include limited enrollment periods or
Waiting Periods before your Group coverage takes effect. In all cases, in order to be considered
“eligible” for coverage, your Plan must be valid and in force at the time the services or treatment are
provided. All premiums must be timely paid. It is important to understand the provisions of Section 6.0
that outline the circumstances under which your coverage may terminate under the Plan. This section
also describes the special situations provided by state and federal law that allow continued coverage
under the Plan for a limited time after you are no longer a Subscriber or Dependent. This section also
describes the circumstances under which you may convert your coverage to an individual plan.
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1.9

1.10

2.1

2.2

Claim Filing Procedures. Your Plan provides procedures that you, your Provider or your Authorized
Representative must follow in filing claims with Health Advantage. Your failure to follow these
procedures could result in significant delays in the processing of your claim, as well as potential denial
of benefits. For example not informing a provider of your coverage under the Evidence of Coverage
which causes the claim to not meet timely filing requirements will make you fully responsible for charges
for services from that provider. These procedures are set out in Section 7.0. In addition, Section 7.0
explains how you can appeal a benefit determination in the event you believe that such benefit
determination does not comply with the terms of the Plan.

Plan Administration. Information about the financial incentives Health Advantage provides In-Network
Providers, including Physicians, is set out in Section 8.0. Certain important matters, not otherwise
described in this Evidence of Coverage, are described in Section 9.0. Section 10.0 is a glossary of
defined terms used in the Evidence of Coverage. Finally, Section 11.0 provides information the Plan is
required to provide in accordance with the Employee Retirement Income Security Act of 1974 (ERISA).

2.0 PRIMARY COVERAGE CRITERIA

Purpose and Effect of Primary Coverage Criteria. The Primary Coverage Criteria are set out in this
Section 2.0 of this document. The Primary Coverage Criteria are designed to allow Plan benefits for
only those Interventions that are proven as safe and effective treatment. Another goal of the Primary
Coverage Criteria is to provide benefits only for the least invasive or risky Intervention when such
Intervention would safely and effectively treat the medical condition, or to provide benefits for treatment
in an outpatient, doctor’s office or home care setting when such treatment would be a safe and effective
alternative to hospitalization. Finally, if there is more than one effective Health Intervention available,
the Primary Coverage Criteria allow the Plan to limit its payment to the Allowance or Allowable Charge
for the most cost-effective Intervention. Regardless of anything else in this Plan, and regardless of any
other communications or materials you may receive in connection with your Plan, you will not have
coverage for any service, any medication, any treatment, any procedure or any equipment, supplies or
associated costs UNLESS the Primary Coverage Criteria set forth in this Section are met. At the same
time, bear in mind that just because the Primary Coverage Criteria are met does not necessarily mean
the treatment or services will be covered under your Plan. For example, a Health Intervention that
meets the Primary Coverage Criteria will be excluded if the condition being treated is a non-covered
treatment excluded by the Plan. (See Subsection 4.1) As explained in the preceding Section 1.0, the
Primary Coverage Criteria represent one category of six general coverage criteria that must be met for
coverage in all cases. The Primary Coverage Criteria are as follows:

Elements of the Primary Coverage Criteria.

In order to be covered, medical services, drugs, treatments, procedures, tests, equipment or supplies
(“Interventions”) must be recommended by your treating physician and meet all of the following
requirements:

1. The Intervention must be an item or service delivered or undertaken primarily to prevent,
diagnose, detect, treat, palliate or alleviate a medical condition or to maintain or restore
functional ability of the mind or body. A “medical condition” means a disease, illness, injury,
pregnancy or a biological or psychological condition that, if untreated, impairs or threatens to
impair ability of the body or mind to function in a normal, healthy manner.

2. The Intervention must be proven to be effective (as defined in Subsections 2.3.1.a. or 2.3.1.b,
below) in preventing, treating, diagnosing, detecting, or palliating a medical condition.
3. The Intervention must be the most appropriate supply or level of service, considering potential

benefits and harm to the patient. The following three examples illustrate application of this
standard (but are not intended to limit the scope of the standard): (i) An Intervention is not
appropriate, for purposes of the Primary Coverage Criteria, if it would expose the patient to
more invasive procedures or greater risks when less invasive procedures or less risky
Interventions would be safe and effective to diagnose, detect, treat or palliate a medical
condition. (i) An Intervention is not appropriate, under the Primary Coverage Criteria, if it
involves hospitalization or other intensive treatment settings when the Intervention could be
administered safely and effectively in an outpatient or other less intensive setting, such as the
home. Certain forms of therapy (examples include chiropractor services, physical therapy,
speech or occupational therapy) are not considered appropriate for purposes of coverage if the
frequency or duration of therapy reaches a point of maintenance, where the patient remains at



the same functional level and further therapy would not improve functional capacity or
ambulation.

4, The Primary Coverage Criteria allow the Plan to limit its coverage to payment of the Allowance
or Allowable Charge for the most cost-effective Intervention.

“Cost-effective” means a Health Intervention where the benefits and harms relative to the costs
represent an economically efficient use of resources for patients with the medical condition
being treated through the Health Intervention. For example, if the benefits and risks to the
patient of two alternative Interventions are comparable, a Health Intervention costing $1,000 will
be more cost effective than a Health Intervention costing $10,000. “Cost-effective” shall not
necessarily mean the lowest price.
2.3 Primary Coverage Criteria Definitions. The following definitions are used in describing the elements
of the Primary Coverage Criteria:
1. Effective defined

a. An existing Intervention (one that is commonly recognized as accepted or standard
treatment or which has gained widespread, substantially unchallenged use and
acceptance throughout the United States) will be deemed “effective” for purposes of the
Primary Coverage Criteria if the Intervention is found to achieve its intended purpose
and to prevent, cure, alleviate or enable diagnosis or detection of a medical condition
without exposing the patient to risks that outweigh the potential benefits. This
determination will be based on consideration of the following factors, in descending
order of priority and weight:

i. scientific evidence, as defined in Subsection 2.3.2, below (where available); or

ii. if scientific evidence is not available, expert opinion(s) (whether published or
furnished by private letter or report) of an Independent Medical Reviewer(s)
with education, training and experience in the relevant medical field or subject
area; or

iii. if scientific evidence is not available, and if expert opinion is either unavailable
for some reason or is substantially equally divided, professional standards, as
defined and qualified in Subsection 2.3.3, below, may be consulted.

iv. If neither scientific evidence, expert opinion nor professional standards show
that an existing Intervention will achieve its intended purpose to prevent, cure,
alleviate or enable diagnosis or detection of a medical condition, then Health
Advantage in its discretion may find that such existing Intervention is not
effective and on that basis fails to meet the Primary Coverage Criteria.

b. A new Intervention (one that is not commonly recognized as accepted or standard
treatment or which has not gained widespread, substantially unchallenged use and
acceptance throughout the United States) will be deemed “effective” for purposes of the
Primary Coverage Criteria if there is scientific evidence (as defined in Subsection 2.3.2,
below) showing that the Intervention will achieve its intended purpose and will prevent,
cure, alleviate or enable diagnosis or detection of a medical condition without exposing
the patient to risks that outweigh the potential benefits. Scientific evidence is deemed
to exist to show that a new Intervention is not effective if the procedure is the subject of
an ongoing phase |, I, or lll trial or is otherwise under study to determine its maximum
tolerated dose, its toxicity, its safety, its efficacy, or its efficacy as compared with a
standard means of treatment or diagnosis. If there is a lack of scientific evidence
regarding a new Intervention, or if the available scientific evidence is in conflict or the
subject of continuing debate, the new Intervention shall be deemed “not effective,” and
therefore not covered in accordance with the Primary Coverage Criteria, with one
exception -- if there is a new Intervention for which clinical trials have not been
conducted because the disease at issue is rare or new or affects only a remote
population, then the Intervention may be deemed “effective” if, but only if, it meets the
definition of “effective” as defined for existing Interventions in Subsection 2.3.1.a,
above.

2. Scientific Evidence defined. “Scientific Evidence,” for purposes of the Primary Coverage

Criteria, shall mean only one or more of the following listed sources of relevant clinical

information and evaluation:




a. Results of randomized controlled clinical trials, as published in the authoritative medical
and scientific literature that directly demonstrate a statistically significant positive effect
of an Intervention on a medical condition. For purposes of this Subsection a.,
“authoritative medical and scientific literature” shall be such publications as are
recognized by Health Advantage, listed in its Coverage Policy or otherwise listed as
authoritative medical and scientific literature on Health Advantage’s web site at
WWW.HEALTHADVANTAGE-HMO.COM; or

b. Published reports of independent technology or pharmaceutical assessment
organizations recognized as authoritative by Health Advantage. For purposes of this
Subsection b. an independent technology or pharmaceutical assessment organization
shall be considered “authoritative” if it is recognized as such by Health Advantage,
listed in its Coverage Policy or otherwise listed as authoritative on Health Advantage’s
web site at WWW.HEALTHADVANTAGE-HMO.COM.

Professional Standards defined. “Professional standards,” for purposes of applying the

“effectiveness” standard of the Primary Coverage Criteria to an existing Intervention, shall mean

only the published clinical standards, published guidelines or published assessments of

professional accreditation or certification organizations or of such accredited national
professional associations as are recognized by Health Advantage’s Medical Director as
speaking authoritatively on behalf of the licensed medical professionals participating in or
represented by the associations. Health Advantage shall have full discretion whether to accept
or reject the statements of any professional association or professional accreditation or
certification organization as “professional standards” for purposes of this Primary Coverage

Criteria. No such statements shall be regarded as eligible to be classified as “professional

standards” under the Primary Coverage Criteria unless such statements specifically address

effectiveness of the Intervention, and conclude with substantial supporting evidence that the

Intervention is safe, that its benefits outweigh potential risks to the patient, and that it is more

likely than not to achieve its intended purpose and to prevent, cure, alleviate or enable

diagnosis or detection of a medical condition.

2.4 Application and Appeal of Primary Coverage Criteria.

1.

The following rules apply to any application of the Primary Coverage Criteria. Health Advantage

shall have full discretion in applying the Primary Coverage Criteria, and in interpreting any of its

terms or phrases, or the manner in which it shall apply to a given Intervention. No Intervention

shall be deemed to meet the Primary Coverage Criteria unless the Intervention qualifies under

ALL of the following rules:

a. lllegality — An Intervention does not meet the Primary Coverage Criteria if it is illegal to
administer or receive it under federal laws or regulations or the law or regulations of the
state where administered.

b. FDA Position — An Intervention does not meet the Primary Coverage Criteria if it
involves any device or drug that requires approval of the U.S. Food and Drug
Administration (“FDA”), and FDA approval for marketing of the drug, or of the device for
a particular medical condition, has not been issued prior to your date of service. In
addition, an Intervention does not meet the Primary Coverage Criteria if the FDA or the
U.S. Department of Health and Human Services or any agency or division thereof,
through published reports or statements, or through official announcements or press
releases issued by authorized spokespersons, have concluded that the Intervention or
a means or method of administering it is unsafe, unethical or contrary to federal laws or
regulations.  Neither FDA Pre-Market Approval nor FDA finding of substantial
equivalency under 510(k) automatically guarantees coverage of a drug or device.

C. Proper License — An Intervention does not meet the Primary Coverage Criteria if the
health care professional or facility administering it does not hold the proper license,
permit, accreditation or other regulatory approval required under applicable laws or
regulations in order to administer the Intervention.

d. Plan Exclusions, Limitations or Eligibility Standards — Even if an Intervention otherwise
meets the Primary Coverage Criteria, it is not covered under this Plan if the Intervention
is subject to a Plan exclusion or limitation, or if you fail to meet Plan eligibility
requirements.
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e. Position Statements of Professional Organizations — Regardless of whether an
Intervention meets some of the other requirements of the Primary Coverage Criteria,
the Intervention shall not be covered under the Plan if any national professional
association, any accrediting or certification organization, any widely-used medical
compendium, or published guidelines of any national or international workgroup of
scientific or medical experts have classified such Intervention or its means or method of
administration as “experimental” or “investigational” or as questionable or of unknown
benefit. However, an Intervention that fails to meet other requirements of the Primary
Coverage Criteria shall not be covered under the Plan, even if any of the foregoing
organizations or groups classify the Intervention as not “experimental” or not
“investigational,” or conclude that it is beneficial or no longer subject to question. For
purposes of this Subsection e., “national professional association” or “accrediting or
certifying organization,” or “national or international workgroup of scientific or medical
experts” shall be such organizations or groups recognized by Health Advantage, listed
in its Coverage Policy or otherwise listed as authoritative on Health Advantage’s web
site at WWW.HEALTHADVANTAGE-HMO.COM.

f. Coverage Policy — With respect to certain, treatments, services, tests, equipment, drugs
or supplies, Health Advantage has developed specific Coverage Policies, which have
been put into writing, and are published on Health Advantage’s web site at
WWW.HEALTHADVANTAGE-HMO.COM. If Health Advantage has developed a
specific Coverage Policy that applies to the drug, treatment, service, test, equipment or
supply that you received or seek to have covered under your Plan, the Coverage Policy
shall be deemed to be determinative in evaluating whether such drug, treatment,
service, test, equipment or supply meets the Primary Coverage Criteria; however, the
absence of a specific Coverage Policy with respect to any particular drug, treatment,
service, test, equipment or supply shall not be construed to mean that such drug,
treatment, service, test, equipment or supply meets the Primary Coverage Criteria.

2. You may appeal a determination by Health Advantage that an Intervention does not meet the
Primary Coverage Criteria by contacting the Member Response Coordinator. Use the
procedures for appeals outlined in Sections 7.2 and 7.3.

3. Any appeal available with respect to a Primary Coverage Criteria determination shall be subject
to the terms, conditions and definitions set forth in the Primary Coverage Criteria. An appeal
shall also be subject to the terms, conditions and definitions set forth elsewhere in this Plan.
The Appeals Reviewer or an External Review organization shall render its independent
evaluation so as to comply with and achieve the intended purpose of the Primary Coverage
Criteria and other provisions of this Plan.

3.0 BENEFITS AND SPECIFIC LIMITATIONS IN YOUR PLAN

Because of the high cost of some services or treatments, as well as the difficulty in some cases of determining
whether services are really needed, we include coverage for such services or treatments but place limits on the
extent of coverage by limiting the number of Provider visits or treatments received during a Contract Year or
other specified period of time. This Section 3.0 describes medical services, drugs, supplies, tests and
equipment for which coverage is provided under the Plan, provided all terms, conditions, exclusions and
limitations of the Plan, including the six coverage criteria, are satisfied. This Section 3.0 sets out specific
limitations applicable to each covered medical service, drug, supply, test or equipment.

You will note references to Deductible, Coinsurance and Copayment obligations. For a description of the
amount of these obligations and how they may vary depending upon whether you select an In-Network or Out-
of-Network Provider, refer to Section 5.0, the definition of Allowable Charge as set out in the Glossary of Terms
and the Schedule of Benefits.

3.1 Professional Services. Subject to all terms, conditions, exclusions and limitations of the Plan set forth
in this Evidence of Coverage, coverage is provided for the following professional services when
performed by a Physician. All Covered Services are subject to the applicable Deductible, Copayment
and Coinsurance specified in the Schedule of Benefits.

1. Primary Care Physician Office Visits. Coverage is provided for the diagnosis and treatment
of illness or Injury when provided in the medical office of a Primary Care Physician. Member is
responsible for the Deductible, Copayment and Coinsurance specified in the Schedule of
Benefits.
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3.2

Specialty Care Provider Office Visits. Coverage is provided for the diagnosis and treatment
of illness or Injury when provided in the medical office of the Specialty Care Provider. The
Member is responsible for the Deductible, Copayment and Coinsurance specified in the
Schedule of Benefits.

Physician Hospital Visits. Coverage is provided for services of Physicians for diagnosis,
treatment and consultation while the Member is admitted as an inpatient in a Hospital for
Covered Services.

Telephone and Other Electronic Consultation. Telephone calls or other forms of electronic
consultation (e.g. e-mail, internet or video) between a Provider and a Member, or between a
Provider and another Provider, for consultation, medical management, or coordinating care,
including reporting or obtaining tests or laboratory results, are generally not covered. See
Subsection 4.4.14. However, subject to all terms, conditions, exclusions and limitations of the
Plan as set forth in this Evidence of Coverage, communications made by a Physician
responsible for the direct care of a Member in Case Management with involved health care
Providers are covered.

Surgical Services. Coverage is provided for services of Physicians for surgery, either as an
inpatient or outpatient. If coverage is provided for two (2) or more surgical operations
performed during the same surgical encounter or for bilateral procedures, payment for the
secondary or subsequent procedure will be made at a reduced rate. In general, overall
payment for one or more procedures during the same operative setting will be no more than if
the procedures had been done by one physician. Details as to how such payments are
calculated are provided to In-network physicians through Provider News and Coverage Policy.
Further, Health Advantage's payment for an assistant surgeon shall be limited to one physician
gualified to act as an assistant for the surgical procedure.

Assistant Surgeon Services. Not all surgeries merit coverage for an assistant surgeon.
Further, Health Advantage's payment for a covered assistant surgeon shall be limited to one
Physician qualified to act as an assistant for the surgical procedure.

Standby Physicians. Services of standby physicians are only covered in the event such
physician is required to assist with certain high-risk services specified by Health Advantage, and
only for such time as such physician is in immediate proximity to the patient.

Abortions.  Abortions are generally not covered, see Subsection 4.3.1. Pregnancy
terminations under the direction of a Physician are covered, but only when performed in an In-
Network Hospital or Outpatient Hospital setting.

Preventive Care. Subject to all terms, conditions, exclusions and limitations of this Evidence of
Coverage, coverage is provided for preventive health services when provided according to the Health
Advantage Preventive Health Guidelines. Preventive health services must be provided by a Primary
Care Physician except for annual GYN visits for female Members and routine vision examinations. The
Member is responsible for the Deductible, Copayment, and Coinsurance amount specified in the
Schedule of Benefits. The following are examples of preventive health services:

1.

2.

Well baby care for Members up to age 12 months and well child care over the age of 12 months
when performed by a Primary Care Physician.

Immunizations. Intradermally administered influenza vaccination(s) and enhanced
immunogenicity are subject to the maximum benefit the Plan allows for intramuscular injectable
influenza vaccine without thimerasol per Member per Contract Year.

Annual GYN examinations and pap smears for cervical cancer screening provided by a Primary
Care Physician or Gynecologist.

Annual mammogram for breast cancer screening.

Osteoporosis screening when performed by a Physician

Eye and hearing screenings for Member for the purpose of determining vision or hearing
problems, but only when provided by a Primary Care Physician.

Coverage is provided for one prostate cancer screening per year for any man forty (40) years of
age or older when performed or prescribed by a Physician. Coverage provided by this
Subsection is not subject to a Deductible, Copayment or Coinsurance but is subject to the
Allowable Charge as defined by Health Advantage.

Periodic health assessments for adults, based on age, sex and medical history when provided
by a Primary Care Physician.
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3.4

9. One routine vision examination is covered every 2 years by a Provider who is an optometrist or
ophthalmologist.

Hospital Services. Subject to all terms, conditions, exclusions and limitations of the Plan set forth in

this Evidence of Coverage, including applicable Deductible, Copayment and Coinsurance specified in

the Schedule of Benefits, coverage is provided for the following Hospital services. All Hospital Services

must be performed or prescribed by a Physician and provided by a Hospital.

1. Inpatient Hospital Services. This benefit is subject to the following specific limitations:
a. Payment for Hospital charges for inpatient admissions shall be limited to the lesser of
the billed charge or the Allowance or Allowable Charge established by Health
Advantage.
b. If you have a condition requiring that you be isolated from other patients, Health
Advantage will pay for an isolation unit equipped and staffed as such.
C. In the event services are rendered for a covered benefit during an inpatient admission

to a Hospital where the admitting diagnosis was for a non-covered benefit, Health
Advantage will pay that portion of the Hospital Charge which is attributable to services
rendered for the covered benefit.

d. The services of social workers shall be included in the basic daily room and board
allowance.
e. Hospital admissions outside the state of Arkansas are subject to Pre-admission

Notification. Please call the number listed on the Identification Card to notify Health
Advantage of the admission.

f. Services rendered in a Hospital in a country outside of the United States of America
shall not be paid except at the sole discretion of Health Advantage.
g. Admissions to a Long Term Acute Care Hospital or to a Long Term Acute Care division

of a Hospital are subject to Pre-admission Notification. Please call the number listed on
the Identification Card to notify Health Advantage of the admission.

2. Outpatient Hospital Services. Coverage is provided for services of an Outpatient Hospital,
Outpatient Surgery Center or Outpatient Radiation Therapy Center. However, if you use an out
of state Outpatient Surgery Center that does not contract with the local Blue Cross and Blue
Shield Plan, payment for all such services, including Professional Services, will be limited to the
Allowance or Allowable Charge for all the services or $500 whichever is less. See Subsection
3.4.

3. Hospital Services in Connection with Dental Treatment. Health Advantage generally does
not cover dental services, See Subsection 3.21. Subject to Prior Approval from Health
Advantage, coverage is provided for hospital services, including anesthesia, services in
connection with treatment for a complex dental condition provided to: (i) a Member under seven
(7) years of age who is determined by two (2) dentists (in separate practices) to require the
dental treatment without delay; (i) a Member with a diagnosis of serious mental or physical
condition; or (iii) a Member, certified by his or her primary care physician to have a significant
behavioral problem. Please note Prior Approval does not guarantee payment or assure
coverage, it means only that the information furnished to us at the time indicates that the
hospital services meet the Primary Coverage Criteria requirements set out in
Subsections 2.4.1.b., e, or f. All services must still meet all other coverage terms,
conditions and limitations, and coverage for these services may still be limited or denied,
if, when the claims for the services are received by us, investigation shows that a benefit
exclusion or limitation applies, that the Member ceased to be eligible for benefits on the
date the services were provided, that coverage lapsed for non-payment of premium, that
out-of-network limitations apply, or any other basis specified in this Evidence of
Coverage.

Ambulatory Surgery Center. Subject to all terms, conditions, exclusions and limitations of the Plan as
set forth in this Evidence of Coverage and subject to the Deductible, Copayment and Coinsurance
specified in the Schedule of Benefits, coverage is provided for specific surgical services received at an
Ambulatory Surgery Center that are performed or prescribed by a Physician. Covered services include
diagnostic imaging and laboratory services required to augment a surgical service and performed on the
same day as such surgical service. Ambulatory Surgery Center services in connection with treatment
for a complex dental condition are provided in accordance with Subsection 3.3.3. A list of services
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3.7

covered in an Ambulatory Surgery Center is available on our web site WWW.HEALTHADVANTAGE-
HMO.COM. However, if you use an out of state Ambulatory Surgery Center that does not contract with
the local Blue Cross and Blue Shield Plan, payment for all such services, including Professional
Services, will be limited to the Allowance or Allowable Charge incurred for all the services or $500,
whichever is less.

Outpatient Diagnostic Services. Subject to all terms, conditions, exclusions and limitations of the
Plan as set forth in this Evidence of Coverage, coverage is provided for diagnostic services and
materials, including but not limited to, diagnostic imaging (e.g. x-rays, fluoroscopy, ultrasounds,
radionuclide studies) electrocardiograms, electroencephalograms and laboratory tests when performed
or prescribed by a Physician and subject to the Deductible, Copayment and Coinsurance specified in
the Schedule of Benefits.

Advanced Diagnostic Imaging Services. Computed tomography scanning (“CT SCAN”), Magnetic
Resonance Angiography or Imaging (“MRI/MRA”), Nuclear Cardiology and positron emission
tomography scans (“PET SCAN”) (collectively referred to as “Advanced Diagnostic Imaging”) require
prior approval from Health Advantage. Please note that Prior Approval does not guarantee
payment or assure coverage; it means only that the information furnished to us at the time
indicates that the CT SCAN, MRI/MRA, Nuclear Cardiology or PET SCAN meets the Primary
Coverage Criteria requirements set out in Subsection 2.2. and the Applications of the Primary
Coverage Criteria set out in Subsections 2.4.1.b., e, or f. All services, including any advanced
diagnostic imaging receiving Prior Approval, must still meet all other coverage terms,
conditions, and limitations, and coverage for any advanced diagnostic imaging receiving Prior
Approval may still be limited or denied if, when the claims for the advanced diagnostic imaging
are received by us, investigation shows that a benefit exclusion or limitation applies, that the
Member ceased to be eligible for benefits on the date services were provided, that coverage
lapsed for non-payment of premium, that out-of-network limitations apply, or any other basis
specified in this Evidence of Coverage.

Maternity. Subject to all terms, conditions, exclusions and limitations of the Plan as set forth in this

Evidence of Coverage, coverage is provided for Maternity Care when performed or prescribed by a

Physician subject to the Deductible, Copayment and Coinsurance amounts specified in the Schedule of

Benefits.

1. Maternity and Obstetrical Care. Coverage is provided for Maternity and Obstetrical Care,
including Routine Prenatal Care and postnatal care; and use of Hospital delivery rooms and
related facilities; special procedures as may be necessary. Routine Prenatal Care includes the
coverage of one routine ultrasound only. See Subsection 4.3.111 concerning exclusion of
additional routine ultrasounds.

2. Midwives. Services provided by any lay midwife are not covered. See Subsection 4.2.5.
However, subject to all terms, conditions, exclusions and limitations of the Plan as set forth in
this Evidence of Coverage, coverage is provided for services provided by a certified nurse
midwife who has a collaborative agreement with a Physician who is within immediate proximity
to the Hospital utilized by the certified nurse midwife, in case there is need for assistance during
the delivery.

3. Newborn Care in the Hospital. Provided the Child’s coverage becomes effective on his or her

date of birth in accordance with the provisions of Section 6.0, coverage is provided for a hospital
stay for the mother and newborn child of at least forty-eight (48) hours following a vaginal
delivery or at least ninety-six (96) hours following a cesarean section, unless the treating
provider, after consulting with the mother, discharges the mother or newborn child earlier. A
Subscriber or Spouse’s newborn Child will be covered from the date of birth, including use of
newborn nursery and related services. However, if such Child is born in an Out-of-Network
hospital, the Child’s coverage for Out-of-Network services in the first 90 days is limited to the
Allowance or Allowable Charges incurred or $2,000, whichever is less. 6.0.
If a Child is born in an Out-of-Network hospital because the Subscriber's Spouse has other
health plan coverage, or if such Child is an adopted child born in an Out-of-Network hospital,
nursery charges are covered up to the Allowance or Allowable Charge incurred or $2,000,
whichever is less.

4, Family Planning Services. Coverage is provided for the following family planning services
when authorized and provided by In-Network Physicians:
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a. Counseling and planning services for infertility when provided by In-Network
Physicians;

b Infertility Testing. Coverage is provided for certain services to diagnose infertility.
Diagnostic procedures are limited to semen analysis of the covered Spouse,
endometrial biopsy, hystero-salpingography and diagnostic laparoscopy.

C. Pregnancy terminations when provided according to the Health Advantage Coverage
Policy and when performed in an In-Network Hospital setting. See Section 4.3.1.
d. Oral Contraceptives are only covered under Section 3.23 Medications when the
Employer purchases a retail drug benefit rider through Health Advantage.
e. Voluntary sterilizations (vasectomies and tubal ligations). Reversals not covered.
NOTE: Treatment of infertility, including prescription drugs, is not a covered benefit.
5. Genetic Testing. In general, genetic testing to determine: (1) the likelihood of developing a

disease or condition; (2) the presence of a disease or condition in a relative; (2) the presence of
a disease or condition in a relative; (3) the likelihood of passing an inheritable disease, condition
or congenital abnormality to an offspring; (4) genetic testing of the products of amniocentesis to
determine the presence of a disease, condition, or congenital anomaly in the fetus; (5) genetic
testing of a symptomatic Member’s blood or tissue to determine if the Member has a specific
disease or condition; and (6) genetic testing to determine the anticipated response to a
particular pharmaceutical, are not covered.

However, subject to the terms, conditions, exclusions and limitations of the Plan set forth in this
Evidence of Coverage, a limited number of specific genetic tests may be covered for situations
(4) or (5) referenced above when Health Advantage has determined that the particular genetic
test (a) is the only way to diagnose the disease or condition, (b) has been scientifically proven to
improve outcomes when used to direct treatment, and (c) will affect the individual’s treatment
plan. A limited number of specific genetic tests may be covered for situation (6) referenced
above if criteria (b) and (c) above are met. Health Advantage has full discretion in determining
which particular genetic tests may be eligible for benefits as an exception to this exclusion. Any
published Health Advantage Coverage Policy regarding a genetic test will control whether or not
benefits are available for that genetic test as an exception to this exclusion.

Therapy Services. Subject to all terms, conditions, exclusions and limitations of the Plan as set forth in

this Evidence of Coverage, coverage is provided for inpatient and outpatient therapy services when

performed or prescribed by a Physician. Such therapy services include physical and occupational
therapy. Such therapy services shall include services provided for developmental delay, developmental
speech or language disorder, developmental coordination disorder and mixed developmental disorder.

Therapy services must be performed by an appropriate registered physical, occupational or speech-

language therapist licensed by the appropriate State Licensing Board and must be furnished in

accordance with a written treatment Plan established and certified by the treating Physician. This
benefit is subject to the Copayment and/or Deductible and Coinsurance specified in the Schedule of

Benefits.

1. Inpatient Therapy. Coverage is provided for inpatient therapy services, including professional
services, when performed or prescribed by a Physician and rendered in a Hospital. Inpatient
stays for therapy are limited to sixty (60) days per Member per Contract Year.

2. Outpatient Therapy. Coverage is provided for outpatient therapy services when performed or
prescribed by a Physician. Coverage for outpatient visits for physical therapy, occupational
therapy, speech therapy and chiropractic services is limited to an aggregate maximum of thirty
(30) visits per Member per Contract Year. Coverage for outpatient physical therapy,
occupational therapy and speech therapy is subject to the benefit for Primary Care Physicians
set out in the Schedule of Benefits. Coverage for outpatient chiropractic services is subject to
the benefit for Specialty Care Physicians set out in the Schedule of Benefits. See Subsection
10.64 — Outpatient Therapy Visit. 3. Cardiac and Pulmonary Rehabilitation Therapy.
Coverage for cardiac and pulmonary rehabilitation therapy is provided in accordance with
Coverage Policy. Coverage for cardiac rehabilitation therapy limited to a maximum of 36 visits
per Member per Contract Year. However, coverage is not provided for cardiac or pulmonary
rehabilitation therapy from Freestanding Facilities. Peripheral vascular disease rehabilitation
therapy is not covered. See Subsection 4.3.87.
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4. Cognitive Rehabilitation. Cognitive Rehabilitation is generally not covered. See Subsections
4.3.19 and 10.11.

5. Radio-Frequency Thermal Therapy. The use of radio-frequency thermal therapy for treatment
of orthopedic conditions is not covered. See Subsection 4.3.90. However, subject to all terms,
conditions, exclusions and limitations of the Plan as set forth in this Evidence of Coverage,
coverage for radio-frequency thermal therapy is provided and included in the payment for the
primary procedure of the orthopedic condition.

Mental Health and Substance Abuse Services (Alcohol and Drug Abuse). Subject to all terms,

conditions, exclusions and limitations of the Plan as set forth in this Evidence of Coverage, coverage is

provided for Mental Health, including eating disorders, and substance abuse services when performed

or prescribed by a Physician. The treating facility must be a Hospital. See Subsection 10.43.

Treatment received at a Freestanding Residential Substance Abuse Treatment Center or at a

Freestanding Psychiatric Residential Treatment Center is not a covered benefit. Coverage is limited to

seven (7) inpatient days or thirty (30) outpatient visits per Member per Contract Year. Each Partial

Hospitalization day counts as one inpatient day. This benefit is subject to the Deductible, Copayment

and Coinsurance specified in the Schedule of Benefits. See Subsection 10.55 Mental Health.

Copayments and Coinsurance for Mental Health and substance abuse services are not applied to the

Inpatient Admission Maximums and are not applied to Annual Coinsurance Maximums.

1. Inpatient Mental Health and Substance Abuse Services. Coverage is provided for inpatient
Mental Health and Substance Abuse Services, including professional services, when performed
or prescribed by an In-Network Physician. Each Partial Hospitalization day counts as one
inpatient day. This benefit is subject to the Deductible, Copayment and Coinsurance specified
in the Schedule of Benefits, for each day of inpatient and Partial Hospitalization care.

2. Outpatient Mental Health and Substance Abuse Services. Coverage is provided for
outpatient Mental Health and Substance Abuse Services when performed by an In-Network
Physician. This benefit is subject to the Deductible, Copayment and Coinsurance specified in
the Schedule of Benefits, for each outpatient visit.

3. Substance Abuse Services. Benefits for treatment of drug addiction and alcoholism are
limited to multidisciplinary substance abuse rehabilitation units of Hospitals, in an inpatient
setting.

Autism Spectrum Disorder Benefits. Subject to all other terms, conditions, exclusions and limitations
of the Plan as set forth in this Evidence of Coverage as well as the Deductible, Copayment, and
Coinsurance set out in the Schedule of Benefits, coverage is provided for Members with autism
spectrum disorder.

Further, subject to Prior Approval from Health Advantage and all other terms, conditions exclusions and
limitations of the Plan as set forth in this Evidence of Coverage, as well as the Deductible, Copayment,
and Coinsurance set out in the Schedule of Benefits, the following coverage is provided annually for
applied behavior analysis when ordered by a medical doctor or a psychologist for a Member under the
age of 18 when provided by a Board Certified Behavioral Analyst (BCBA):

Category Limits
Applied Behavioral Analysis Treatment Plan: up to one treatment plan per six months;
Applied Behavioral Analysis Assessment: up to three hours every three months;
Applied Behavioral Analysis BCBA direct services: up to six hours per week for 50 weeks;

Applied Behavioral Analysis Treatment by Behavioral

Technician, a Board Certified Associate Behavioral Analyst
or a Board Certified Behavioral Analyst: up to 40 hours per week for 50 weeks.

Please note that Prior Approval does not guarantee payment or assure coverage; it means only
that the information furnished to Health Advantage at the time indicates that the applied
behavior analysis meets the Primary Coverage Criteria requirements set out in Subsection 2.2
and the Applications of the Primary Coverage Criteria set out in Subsections 2.4.1.b., e., or f. All
services, including any applied behavior analysis receiving Prior Approval, must still meet all
other coverage terms, conditions, and limitations, and coverage for any applied behavior
analysis receiving Prior Approval may still be limited or denied if, when the claims for the
applied behavior analysis are received by Health Advantage, investigation shows that a benefit
exclusion or limitation applies, that the Member ceased to be eligible for benefits on the date
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services were provided, that coverage lapsed for non-payment of premium, that out-of-network
limitations apply, or any other basis specified in this Evidence of Coverage.

Emergency Care Services. Subject to all terms, conditions, exclusions and limitations of the Plan as
set forth in this Evidence of Coverage, coverage is provided for Emergency Care. When Emergency
Care is needed the Member should seek care at the nearest facility. Emergency Care received within
forty-eight (48) hours of the emergency is subject to the Deductible, Copayment and Coinsurance
specified in the Schedule of Benefits. If the Member is admitted as an inpatient to the same hospital
where Emergency Care was rendered, the Emergency Care Copayment is waived and all services are
subject to the inpatient Deductible, Copayment and Coinsurance.

1. After-Hours Clinic or Urgent Care Center. Services provided in an after-hours or urgent care
center are subject to the Emergency Care Deductible, Copayment and Coinsurance for each
visit.

2. Observation Services. Observation services are covered when ordered by an In-Network

Physician. Observation Services ordered in conjunction with an emergency room visit or
outpatient visit are subject to the Emergency Care Deductible, Copayment and Coinsurance for
each visit.

3. Transfer to In-Network Hospital. Continuing or follow-up treatment for Injury or Emergency
Care is limited to care that meets Primary Coverage Criteria before you can be safely
transferred, without medically harmful or injurious consequences, to an In-Network Hospital in
the Service Area Services are subject to all applicable Deductible, Copayment and
Coinsurance.

4, Emergency Hospital Admissions. You are responsible for notifying Health Advantage of an
emergency admission to an In-Network Hospital in the Service Area or a Hospital outside the
Service Area within 24 hours or the next business day. Failure to notify Health Advantage may
result in the Member paying a greater portion of the medical bill.

5. Medical Review of Emergency Care. Emergency Care is subject to medical review. If, based
upon the signs and symptoms presented at the time of treatment as documented by attending
health care personnel, Health Advantage determines that a visit to the emergency room fails to
meet the definition of Emergency Care as set out in this Evidence of Coverage (See Subsection
10.29 Emergency Care), coverage shall be denied and the emergency room charges will
become the Member's liability.

Durable Medical Equipment. Subject to all terms, conditions, exclusions and limitations of the Plan as

set forth in this Evidence of Coverage, coverage is provided for Durable Medical Equipment (DME)

when prescribed by an In-Network Physician according to the guidelines specified below. This benefit,
together with the benefit for equipment under Subsection 3.18, Home Health Services, is subject to the

Deductible, Copayment and Coinsurance specified in the Schedule of Benefits. Coinsurance for

Durable Medical Equipment and Medical Supplies used in connection with Durable Medical Equipment

is not applied to the Annual Coinsurance Maximum.

1. Durable Medical Equipment is equipment which (1) can withstand repeated use; and (2) is
primarily and customarily used to serve a medical purpose; and (3) generally is not useful to a
person in the absence of an illness or injury; and (4) is appropriate for use in the home.
Coverage for Durable Medical Equipment and Medical Supplies is provided when the Durable
Medical Equipment is provided in accordance with Coverage Policy. Examples of Durable
Medical Equipment include, but are not limited to, oxygen equipment, wheelchairs and crutches.

2. Durable Medical Equipment delivery or set up charges are included in the Allowance or
Allowable Charge for the Durable Medical Equipment.
3. A single acquisition of eyeglasses or contact lenses within the first six months following cataract

surgery is covered. With respect to such eyeglasses or contact lenses, tinting or anti-reflective
coating and progressive lenses are not covered. The Allowance or Allowable Charge is based
on the cost for basic glasses or contact lenses. Eyeglass frames are subject to a $50 maximum
Allowance or Allowable Charge.

4. Replacement of DME is covered only when necessitated by normal growth or when it exceeds
its useful life. Maintenance and repairs resulting from misuse or abuse of DME are the
responsibility of the Member.
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5. When it is more cost effective, Health Advantage in its discretion will purchase rather than lease
equipment. In making such purchase, Health Advantage may deduct previous rental payments
from its purchase Allowance.

6. Coverage for Medical Supplies used in connection with Durable Medical Equipment is limited to
a 90-day supply per purchase.

Medical Supplies. Subject to all terms, conditions, exclusions and limitations of the Plan as set forth in

this Evidence of Coverage, Medical Supplies (See Subsection 10.52), other than Medical Supplies that

can be purchased without a prescription, are covered when prescribed by a Physician.

1. Expenses for Medical Supplies provided in a Physician’s office are included in the
reimbursement for the procedure or service for which the supplies are used.

2. Coverage for Medical Supplies is limited to a 31-day supply per month.

3. Coverage for Medical Supplies used in connection with Durable Medical Equipment, Subsection

3.12, is subject to the Deductible, Coinsurance and Copayment specified in the Schedule of
Benefits. Coinsurance for Medical Supplies used in connection with Durable Medical is not
applied to the Annual Coinsurance Maximum.

4, Expenses for Medical Supplies provided in connection with home infusion therapy are included
in the reimbursement for the procedure or service for which the supplies are used.

Prosthetic and Orthotic Devices and Services. Subject to all terms, conditions, exclusions and
limitations of the Plan as set forth in this Evidence of Coverage, and subject to the Deductible,
Copayment and Coinsurance specified in the Schedule of Benefits, coverage is provided for prosthetic
and orthotic devices, including associated services, and its repair if such device is required for treatment
of a condition arising from an illness or Accidental Injury. Health Advantage will provide you the
Allowable Charge for a prosthetic device. Replacement of a prosthetic or orthotic device is covered no
more frequently than once per three-year period except when necessitated by normal growth or when
the age of the prosthetic or orthotic device exceeds the device’s useful life. Maintenance and repair
resulting from misuse or abuse of a prosthetic or orthotic device are the responsibility of the Member.

Hearing aids, prosthetic devices to assist hearing or talking devices are not generally covered. See
Subsection 4.3.49. However, subject to all terms, conditions, exclusions and limitations of the Plan as
set forth in this Evidence of Coverage, coverage is provided for:

1. cochlear implant (an implantable hearing device inserted into the modiolus of the cochlea and
into cranial bone) and its associated speech processor up to a lifetime maximum benefit of one
cochlear implant per ear per Member; and

2. one auditory brain stem implant per lifetime for an individual twelve years of age and older with
a diagnosis of Neurofibromatosis Type Il (NF2) who has undergone or is undergoing removal of
bilateral acoustic tumors; and

3. surgically implantable osseointegrated hearing aid for patients with single-sided deafness and
normal hearing in the other ear. Coverage is further limited to Members with
a. congenital or surgically induced malformations (e.g. atresia) of the external ear canal or

middle ear;

chronic external otitis or otitis media, subject to Prior Approval;
tumors of the external canal and/or tympanic cavity; and

d. sudden, permanent, unilateral hearing loss due to trauma, idiopathic sudden hearing
loss, or auditory nerve tumor.

Diabetes Management Services. Subject to all terms, conditions, exclusions and limitations of the
Plan as set forth in this Evidence of Coverage, Health Advantage will pay for one Diabetes Self-
Management Training Program per lifetime per Member. Such training program must be in compliance
with the national standards for diabetes self-management education programs developed by the
American Diabetes Association. If there is significant change in the Member's symptoms or conditions
which under Coverage Policy make it necessary to change the Member's diabetic management
process, Health Advantage will pay for an additional Diabetes Self-Management Training Program. This
benefit is payable for training in or out of the hospital that has been prescribed by a Physician.

Foot care is generally not covered, see Subsection 4.3.43. However, subject to all terms, conditions,
exclusions and limitations of the Plan as set forth in this Evidence of Coverage, coverage of foot care is
provided when required for prevention of complications associated with diabetes mellitus.
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Subject to all terms, conditions, exclusions and limitations of the Plan as set forth in this Evidence of
Coverage, the Plan will cover one eye examination to screen for diabetic retinopathy per Contract Year
for Members who are diagnosed with diabetes.

If provided in Coverage Policy, Health Advantage will pay for Durable Medical Equipment, Medical
Supplies and services for the treatment of diabetes. The Health Advantage Allowance or Allowable
Charge for Insulin Pumps is $4,400.

Ambulance Services. Subject to all terms, conditions, exclusions and limitations of the Plan as set
forth in this Evidence of Coverage, coverage is provided for ground, water or air Ambulance Services to
the nearest hospital in the event Emergency Care is needed. (See Subsection 10.29 Emergency Care.)
The coverage for ground or water Ambulance Services may not exceed $1,000 per trip, subject to the
Deductible, Copayment and Coinsurance specified in the Schedule of Benefits. The coverage for air
Ambulance Services may not exceed $5,000 per trip, subject to the Deductible, Copayment and
Coinsurance specified in the Schedule of Benefits. Air Ambulance Services are further limited to one
trip per Member per Contract Year.

Skilled Nursing Facility Services. Subject to all terms, conditions, exclusions and limitations of the
Plan as set forth in this Evidence of Coverage, coverage is provided for Skilled Nursing Facility services
when authorized in advance by a Physician. See Subsection 10.89 for the definition of Skilled Nursing
Facility. This benefit is subject to the Deductible, Copayment and Coinsurance specified in the
Schedule of Benefits. This Skilled Nursing Facility services benefit is subject to the following conditions:

1. The admission must be within seven days of release from a Hospital;

2. The Skilled Nursing Facility services are of a temporary nature and increase ability to function;
3. Custodial Care is not covered (See Subsections 4.4.7 and 10.21);

4. Coverage is provided for a maximum number of days as set forth in the Schedule of Benefits

per Member per Contract Year.

Home Health Services. Subject to all terms, conditions, exclusions and limitations of the Plan as set
forth in this Evidence of Coverage, including but not limited to the exclusion of Custodial Care (see
Subsections 4.4.7 and 10.21), coverage is provided for Home Health Services when Coverage Policy
supports the need for in-home service and such care is prescribed or ordered by a Physician. Covered
Services must be provided through and billed by a licensed home health agency. Covered Services
provided in the home include services of a Registered Professional Nurse (R.N.), a Licensed Practical
Nurse (L.P.N.) or a Licensed Psychiatric Technical Nurse (L.P.T.N.), provided the nurse is not related to
you by blood or marriage or does not ordinarily reside in your home. Home Health visits are subject to
the Deductible, Copayment, Coinsurance and benefit limitation specified in the Schedule of Benefits.
(Home infusion services are not covered by this Section 3.18, but are covered under Subsection
3.23.1.d.)

Hospice Care. Subject to all terms, conditions, exclusions and limitations of the Plan as set forth in this
Evidence of Coverage, if the Member has been diagnosed and certified by the attending Physician as
having a terminal illness with a life expectancy of six months or less, and if arranged through a Health
Advantage Case Manager, Health Advantage will pay the Allowance or Allowable Charge for Hospice
Care. The services must be rendered by an entity licensed by the Arkansas Department of Health or
other appropriate state licensing agency and accepted by Health Advantage as a Provider. This benefit
is subject to the Deductible, Copayment and Coinsurance specified in the Schedule of Benefits.

Oral Surgery. Subject to all terms, conditions, exclusions and limitations of the Plan as set forth in this
Evidence of Coverage, Health Advantage will pay only for the following non-dental oral surgical
procedures:

1. Excision of tumors and cysts of the jaws, cheeks, lips, tongue, roof and floor of the mouth when
pathological examination is required.
2. Surgical procedures required to treat an Accidental Injury (See Subsection 10.1 Accidental

Injury) to jaws, cheeks, lips, tongue, roof and floor of the mouth. Injury to a tooth or teeth while
eating is not considered an Accidental Injury; treatment of such injury will not be covered.

3 Excision of exostoses of jaws and hard palate.
4. External incision and drainage of cellulitis.
5. Incision of accessory sinuses, salivary glands or ducts.

Dental Care or Orthodontic Services. Dental Care and orthodontic services are not covered.

19



3.22

Benefits for Accidental Injury. However, if a Member has an Accidental Injury, benefits will be

provided, subject to all terms, conditions, exclusions and limitations of the Plan as set forth in

this Evidence of Coverage, for Dental Care and x-rays necessary to correct damage to a Non-
diseased Tooth or surrounding tissue caused by the Accidental Injury. The Member must seek
treatment within 72 hours of injury for services to be covered. Coverage is subject to the

Deductible, Copayment and Coinsurance specified in the Schedule of Benefits to a maximum

benefit of $2000 with the following limitations:

a. Only the Non-diseased Tooth or Teeth avulsed or extracted as a direct result of the
Accidental Injury and the Non-diseased Tooth or Teeth immediately adjacent will be
considered for replacement

b. Orthodontic services are limited to the stabilization and re-alignment of the accident-
involved teeth to their pre-accident position. Reimbursement for this service will be
based on a per tooth allowance.

c Injury to teeth while eating is not considered an Accidental Injury.

d. Double abutments are not covered.

e. Any Health Intervention related to dental caries or tooth decay is not covered.
f. Removal of teeth is not covered.

Benefits for dental services. Dental services in connection with radiation treatment for cancer of
the head or neck are covered.

Benefits for anesthesia services. Hospital and Ambulatory Surgery Center services and
anesthesia services related to dental procedures, including services to children, are covered in
accordance with Subsection 3.3.3.

Reconstructive Surgery. Cosmetic Services are not covered. (See Subsections 4.4.5 and 10.18)
Subject to all terms, conditions, exclusions and limitations of the Plan as set forth in this Evidence of
Coverage, and subject to the Deductible and Coinsurance specified in the Schedule of Benefits,
coverage is provided for the following reconstructive surgery procedures when prescribed or ordered by
an In-Network Physician:

1.

2.

Treatment provided for the correction of defects incurred in an Accidental Injury sustained by
the Member

Surgery performed on a child for the correction of a cleft palate or cleft lip, removal of a port-
wine stain or hemangioma (only on the face), or correction of a congenital abnormality.
Orthognathic surgery is not covered. See Subsection 4.3.77. In order to be covered such
corrective surgery for a congenital defect must be performed when the child is 12 years of age
or younger, unless, in its sole discretion Health Advantage determines that due to the
complexity of the procedure, such surgery could not be performed prior to the child’s 12"
birthday. Dental Care to correct congenital defects is not a covered benefit.

Subject to Prior Approval from Health Advantage, coverage for corrective surgery and related
Health Interventions for a Member who is diagnosed as having a craniofacial anomaly provided
the Health Interventions meet Primary Coverage Criteria to improve a functional impairment that
results from the craniofacial anomaly as determined by a nationally accredited cleft-craniofacial
team. A nationally accredited cleft-craniofacial team for cleft-craniofacial conditions shall
evaluate Members with craniofacial anomalies and coordinate a treatment plan for each
Member. Coverage includes corrective surgery, dental care, vision care and the use of at least
one (1) hearing aid. Please note that Prior Approval does not guarantee payment or assure
coverage; it means only that the information furnished to Health Advantage at the time
indicates that the Health Interventions meets the Primary Coverage Criteria requirements
set out in Subsection 2.2 and the Applications of the Primary Coverage Criteria set out in
Subsections 2.4.1.b., e., or f. All services, including any Health Interventions receiving
Prior Approval, must still meet all other coverage terms, conditions, and limitations, and
coverage for any Health Intervention receiving Prior Approval may still be limited or
denied if, when the claims for the Health Interventions are received by Health Advantage,
investigation shows that a benefit exclusion or limitation applies, that the Member
ceased to be eligible for benefits on the date services were provided, that coverage
lapsed for non-payment of premium, that out-of-network limitations apply, or any other
basis specified in this Evidence of Coverage.
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4, Treatment provided when it is incidental to disease or for reconstructive surgery following
neoplastic (cancer) surgery.

5. In connection with a mastectomy resulting from cancer surgery, services for (a) reconstruction
of the breast on which the cancer-related surgery was performed; (b) surgery to reconstruct the
other breast to produce a symmetrical appearance; and (c) prostheses and services to correct
physical complications for all stages of the mastectomy, including lymphademas.

6. Reduction mammoplasty, if such reduction mammoplasty meets Coverage Criteria and is Prior
Approved by Health Advantage is covered subject to a 50% Copayment.

Medications.

Subject to all terms, conditions, exclusions and limitations of the Plan set forth in this

Evidence of Coverage, coverage is provided for Prescription Medication. (See Subsection 10.78
Prescription Medication.) This coverage varies, depending upon the sites of service where the
Medication is received by the Member.

1. Sites of Service

a.

Hospital or Ambulatory Surgical Center. The benefit for Medications received from a
Hospital or an Ambulatory Surgical Center is included in the Allowance or Allowable
Charge for the Hospital Services. See Subsections 3.3 and 3.4.
Physician’s Office. The benefit for Medications administered in a Physician’s office is
covered based upon the Allowance or Allowable Charge for the Medication and subject
to the Deductible, Coinsurance and Copayment specified in the Schedule of Benefits.
Conditions of coverage set forth in Subsections 3.23.2.a, b and ¢ are applicable to this
coverage.
Retail Pharmacy (Drug Store). There is no coverage for Prescription Medications that
may be purchased from a retail pharmacy (drug store) unless the Employer purchases
a retail drug benefit rider from Health Advantage. See Subsection 4.3.88.
Home Infusion Therapy Pharmacy. The benefit for Medications received from a
licensed retail pharmacy designated by Health Advantage as a home infusion therapy
Provider is covered based upon the Allowance or Allowable Charge for the Medication.
i. Covered Medications. Medications are covered subject to the Deductible,
Copayment and Coinsurance listed in the Schedule of Benefits,

ii. FDA approved medications that exist as separate components and are
intended for reconstitution prior to administration are covered. Examples
include, but are not limited to, total parental, intravenous antibiotics and
hydration therapy.

iii. Conditions of Coverage. Conditions of coverage set forth in Subsections
3.23.2. a, b, ¢, d and e are applicable to this coverage.

iv. Medical Supplies. Medical Supplies used in connection with home infusion
therapy are covered under this Subsection 3.23.1.d. See Subsection 3.13.

V. Administration Charges. Charges to administer or inject Medication by a
licensed medical professional operating under his/her scope of practice are
covered under this Subsection 3.23.1.d. according to the allowable fee
schedule for skilled nursing under both home infusion therapy and Home
Health.

2. Conditions of Coverage

a.

Prior Approval. Selected Prescription Medications, as designated from time to time by
Health Advantage, are subject to Prior Approval through criteria established by Health
Advantage before coverage is allowed. A list of Medications for which Prior Approval is
required is available from Health Advantage upon request or, if you have Internet
access, you may review this list on Health Advantage’s web site at
WWW.HEALTHADVANTAGE-HMO.COM. This Subsection 3.23.2.a. is applicable to
Prescription Medication covered by Subsections 3.23.1.b and d.

Specialty Medications. Selected Prescription Medications are designated by Health
Advantage as “Specialty Medications” due to their route of administration, approved
indication, unique nature, or inordinate cost. These medications usually require defined
handling and home storage demands, crucial patient education, and careful monitoring.
Such medications include, but are not limited to growth hormones, blood modifiers,
immunoglobulins, and medications for the treatment of hemophilia, deep vein

21



http://www.healthadvantage-hmo.com/

3.24

thrombosis, hepatitis C, Crohn’s disease, cystic fibrosis, multiple sclerosis and
rheumatoid arthritis. Specialty Medications may be A Medications or B Medications.
Specialty Medications classified as A Medications are not covered unless the Employer
purchases a retail drug benefit rider from Health Advantage. Specialty Medications
classified as B Medications are covered. (See Subsection 10.78 for definitions of “A
Medications” and “B Medications.”) Coverage for Specialty Medications is subject to
Prior Approval and may only be purchased through a specialty pharmacy vendor under
contract with Health Advantage. A list of Specialty Medications is available from Health
Advantage upon request or, if you have Internet access, you may review this list on
Health Advantage’s web site at WWW.HEALTHADVANTAGE-HMO.COM. This
Subsection 3.23.2.b is applicable to Prescription Medication covered by Subsections
3.23.1.b and d.

C. Formulary. Except in limited circumstances set out in this Subsection 3.23.2.c. and
elsewhere in this Evidence of Coverage, a Prescription Medication must be listed in the
Formulary in order to be covered. (See Subsection 10.33 Formulary.) However, if a
Prescription Medication in the Formulary causes or has caused adverse or harmful
reactions for a particular Member, or has been shown to be ineffective in the treatment
of a Member’s particular disease or condition, such Member may be able to obtain
coverage for a Prescription Medication not in the Formulary by requesting Prior
Approval. This Subsection 3.23.2.c is applicable to Prescription Medication covered by
Subsections 3.23.1. b. and d.

d. Step Therapy. Selected Prescription Medications as designated from time to time by
Health Advantage in its discretion, are subject to Step Therapy restrictions. (See
Subsection 10.93 Step Therapy.) Such Step Therapy must be completed before
coverage for the selected Prescription Medication is provided. The Step Therapy
requirements for a particular Prescription Medication are available from Health
Advantage upon request. This Subsection 3.23.2.d is applicable to Prescription
Medication covered by Subsections 3.23.1. d.

e. Dispensing Quantities — Limitations
A Prescription Medication will not be covered for any quantity or period in excess of that
authorized by the prescribing Physician or health care Provider.

Early refills are covered at the discretion of Health Advantage. A prescription will not be
covered if refilled after one year from the original date of the prescription.

Coverage of selected Prescription Medications as designated from time to time by
Health Advantage in its discretion, is subject to Dose Limitations. (See Subsection
10.26 Dose Limitation.) The Dose Limitation for a particular Prescription Medication is
available from Health Advantage upon request.

This Subsection 3.23.2.e is applicable to Prescription Medication covered by
Subsections 3.23.1. d.

Organ Transplant Services. Subject to all terms, conditions, exclusions and limitations of the Plan as
set forth in this Evidence of Coverage, coverage is provided for human-to-human organ or tissue
transplants in accordance with the following specific conditions:

1.

Not all transplants are covered. There must be a specific Coverage Policy which allows
benefits for the transplant in question, and the Member must meet all of the required criteria
necessary for coverage set forth in the Coverage Policy and in this Evidence of Coverage.

Except for kidney and cornea transplants, coverage for transplant services requires Prior
Approval by Health Advantage. A request for approval must be submitted to Health Advantage
prior to receiving any transplant services, including transplant evaluation. Please note that
Prior Approval does not guarantee payment or assure coverage; it means only that the
information furnished to us at the time indicates that the transplant meets the Primary
Coverage Criteria requirements set out in Subsection 2.2. and the Applications of the
Primary Coverage Criteria set out in Subsections 2.4.1.b., e., or f. All services, including
any transplant receiving Prior Approval, must still meet all other coverage terms,
conditions, and limitations, and coverage for any transplant receiving Prior Approval
may still be limited or denied if, when the claims for the transplant are received by us,
investigation shows that a benefit exclusion or limitation applies, that the Member
ceased to be eligible for benefits on the date services were provided, that coverage
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lapsed for non-payment of premium, that out-of-network limitations apply, or any other
basis specified in this Evidence of Coverage.

The transplant benefit is subject to the Deductible and Coinsurance specified in the Schedule of
Benefits.

Notwithstanding any other provisions of this Evidence of Coverage, at the option of Health
Advantage, the Allowance or Allowable Charge for an organ transplant, including any charge for
the procurement of the organ, hospital services, physician services and associated costs,
including costs of complications arising from the original procedure that occur within the
Transplant Global Period, shall be limited to the lesser of (a) ninety percent (90%) of the billed
charges or (b) the global payment determined as payment in full by a Blue Cross and Blue
Shield Association Blue Distinction Centers for Transplant participating facility or a facility that
has contracted with Health Advantage to provide the organ transplant. If the Member receives
the transplant from a facility outside of Arkansas that is not in the Blue Distinction Centers for
Transplant network, but is contracted with a local Blue Cross and/or Blue Shield Plan, the
Allowable Charge shall be the price contracted by such Blue Cross and/or Blue Shield Plan.
Please note that our payments for any transplant (whether performed within the
transplant network or by a non-participating facility) are limited to a global payment that
applies to all covered transplant services; we will not pay any amounts in excess of the
global payment for services the facility or any physician or other health care Provider or
supplier may bill or attempt to bill separately, because the global payment is deemed to
include payment for all related necessary services (other than non-covered services). If
you use a facility participating in the Blue Distinction Centers for Transplant network,
that facility has agreed to accept the global payment as payment in full, and should not
bill you for any excess amount above the global payment, except for applicable
Deductible, Coinsurance or non-covered services; however, a non-participating facility
may bill you for all amounts it may charge above the global payment. These charges
above the global payment could amount to thousands of dollars in additional out of
pocket expenses to you.

When the Member is the potential transplant recipient, a living donor’s hospital costs for the
removal of the organ are covered with the following limitations:

a. Allowance or Allowable Charges are only covered for the period beginning on the day
before the transplant to the date of discharge or 39 days, whichever is less.
b. Donor testing is covered only if the tested donor is found compatible.

Solid organ transplants of any kind are not covered for individuals with a malignancy that is
presently active or in partial remission. A solid organ transplant of any kind is not covered for a
Member that has had a malignancy removed or treated in the 3 years prior to the proposed
transplant. For purposes of this section, malignancy includes a malignancy of the brain or
meninges, head or neck, bronchus or lung, thyroid, parathyroid, thymus, pleura, esophagus,
heart or pericardium, liver, stomach, small or large bowel, rectum, kidney, bladder, prostate,
testicle, ovary, uterus, other organs associated with the genito-urinary tract, bones, muscle,
nerves