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COVA HDHP Health Benefits Plan
IMPORTANT NOTICE

Your Health Plan is administered by Anthem Blue Cross and Blue Shield. This booklet
describes covered services administered by Anthem under the Commonwealth of Virginia Health
Benefits Program.

This booklet tells You what may be eligible for Reimbursement under Your Health Plan.
Throughout this booklet there are words which begin with capital letters. In most cases, these are
defined terms. See the Definitions section for the meaning of these words.

Your Health Plan does not cover everything. There are specific exclusions for which the
program will never pay. Even more important, payment for services is almost always conditional.
That is, payment may be reduced or even denied for a service if You received the service without
observing all the conditions and limits under which the service is covered. Finally, You almost
always have to pay for part of the cost of treatment.

Your health benefits are contractual in nature. This means, in part, that what You or
your employer thinks is covered does not make it a covered service. Likewise, if You or your
employer thinks a service should be covered, that does not make it a covered service. The same is
true even when the issue is life or death: a service is not covered simply because You, your
Physician, or your employer believe You need the service, or because the service is the only
remaining treatment which might (or might not) save your life. This booklet describes what services
are eligible for Reimbursement, the conditions under which the services are covered, the limits of
coverage, and the amounts which may be payable under the specified conditions. You, and You
alone, are responsible for knowing what is covered and the limits and conditions of
coverage. Furthermore, the terms and conditions of your coverage can be changed without your
consent, if proper notice is given to You. This booklet may be printed at any time from the following
Web site: www.dhrm.virginia.gov.

Your Health Plan pays part of the cost of health services needed to diagnose and treat
illnesses and injuries. Services designed primarily to improve Your personal appearance are not
eligible for Reimbursement. Services which are not necessary for the diagnosis and treatment of
illnesses or injuries are not eligible for Reimbursement unless, in the sole judgment of the Plan
Administrator, such services can reasonably be expected to avoid future costs to Your Health Plan.

Still there is more You need to know. There are some rules which apply to all benefits. See
General Rules Governing Benefits. In addition, there are some services for which the Plan
Administrator will never pay. See the Exclusions section. Also, we have included some rules
governing Your Health Plan. See the Basic Plan Provisions section. Finally, refer to the Definitions
section for an explanation of many of the terms used in this booklet. These sections are important
because they will be used to determine exactly what Your Health Plan covers.

Enroliment in the COVA High Deductible Health Plan (HDHP) allows you to set up a
personal Health Savings Account (HSA) through a bank or other financial institution to help you
manage health care expenses or save for retirement. You can contribute pre-tax dollars to your
HSA in order to pay for certain qualified medical expenses.



Important Contacts:

Anthem Blue Cross and Blue Shield
800-552-2682
For the hearing impaired, please contact your state’s relay service by dialing 711.

Hours of Operation:

Monday-Friday 8:00 a.m. to 6:00 p.m. ET
Saturday 9:00 a.m. to 1:00 p.m. ET
www.anthem.com/cova

Behavioral Health (customer care and authorizations)
800-991-6045

Employee Assistance Program (EAP)
800-346-5484
www.AnthemEAP.com

Department of Human Resource Management
www.dhrm.virginia.gov

ID Card Order Line
866-587-6713

Provider Networks
A directory of participating Providers may be accessed online at www.anthem.com/cova.




Key Words

There are a few key words You will see repeated throughout this booklet. We've highlighted
them here to make the booklet easier to understand. In addition, we have included a Definitions
section that lists the various words referenced. A defined word will begin with a capital letter
each time it is used.

Allowable Charge
Means the amount on which the Deductible (if any) and Coinsurance for eligible services are
calculated.

Coinsurance
The percentage of the Allowable Charge You pay for some covered services.

Covered Person
You and enrolled eligible dependents.

Deductible

The fixed dollar amount of certain covered services You pay in a Plan Year before Your Health
Plan will pay for those remaining covered services during that Plan Year. The Allowable Charge
amount for those covered services is applied to the Deductible. The Deductible amount is for a
twelve month period and begins again each Plan Year.

Under the HDHP, the Deductible applies to your Medical, Behavioral Health, and Outpatient
Prescription Drug coverage. For individual plus one or family coverage, the entire Deductible
must be met before the Plan pays for services for any one covered family member. This
Deductible counts toward the Out-of-Pocket Expense Limit.

There is a separate Plan Year Deductible for your Dental coverage. See the Dental Services
section of the COVA HDHP Plan Summary of Benefits.

Exclusions
A list of services which are not, under any circumstances, eligible for Reimbursement. See the
Exclusions section.

Inpatient
When You are a bed patient in the hospital.

Out-of-Pocket Expense Limit

The amount of money that You pay out of your pocket for certain covered Medical, Behavioral
Health and Outpatient Prescription Drug expenses (combined) during the Plan Year. Once any
one covered member reaches the limit, almost all other covered expenses are paid in full (100%
of the Allowable Charge) for the rest of the Plan Year for that person. Under family coverage
(two or more persons), once the entire family limit is reached, the plan pays 100% of the
Allowable Charge for almost all other covered expenses for all covered family members, even if
no individual family member has reached the individual limit. The Out-of-Pocket Expense Limit
is for a twelve month period and begins again each Plan Year.

Outpatient
When You receive care in a hospital Outpatient department, Emergency room, professional
Provider’s office, or your home.



Plan Administrator
Health Plan benefits are administered by Anthem Blue Cross and Blue Shield.

Plan Year
The period for which benefits are administered, which is July 1 through June 30.

Reimbursement
The amount Your Health Plan pays for covered services.

You
The enrolled member.

Your Health Plan
Your employer’s health care plan through which benefits described in this booklet are available.



COVA HDHP Plan Summary of Benefits

This chart is an overview of your benefits for covered services.

What will | pay?
This chart shows what You pay for Deductibles, Coinsurance and Out-of-Pocket Expenses for
covered services in one Plan Year.

Your coverage includes a $25,000 lifetime maximum for each Covered Person for the
identification of a suitable donor for organ and tissue transplant services. See General Rules
Governing Benefits.

Page
You Pay Number
In-network*
Plus One Family
Single (You and One (You and Two
(You Only) Family or more Family
Member) Members)
Plan Year Deductible (applies as $1,200 $2,400 $2,400 3
indicated)
Plan Year Out-Of-Pocket Expense $5,000 $10,000 $10,000 3
Limit
You Pay
In-network*
Coinsurance
(after Plan Year Deductible)
Ambulance Travel 20% after Deductible 47
No Plan Year limit
Behavioral Health and EAP 23
Inpatient treatment
Facility Services 20%
Professional Provider services 20%
Partial Day Program 20%
Outpatient Treatment Program
Facility Services 20%
Specialty Care Providers 20%
Employee Assistance Program 0% no Deductible

Up to four Visits per incident
*Except in an Emergency, You do not have out-of-network benefits for Medical and Behavioral Health services. See
the General Rules Governing Benefits section.




Summary of Benefits continued

You Pay Page
In-network* Number
Coinsurance
(after Plan Year Deductible)
Dental Services These benefits are provided separately from your HDHP plan, and the HDHP 43
Deductible does not apply. There is a separate Deductible for Dental, as shown below, and this
Deductible does not apply to the HDHP Out-of-Pocket Expense Limit.
Plus One Family
Single (You and One (You and Two
(You Only) Family or more Family
Member) Members)
Plan Year Deductible $50 $100 $150
The most Your Health Plan pays per $2,000 $2,000 $2,000
person per Plan Year (except
orthodontics)
Diagnostic and Preventive Services 0% no Deductible
Primary Services 20% after Deductible
Complex restorative services 50% after Deductible
Orthodontic services 50% no Deductible
Plan pays up to $2,000 per lifetime per Covered Person
Dental Services (nhon-routine Medical) 20% 44
Diabetic Equipment 20% 48
Diabetic Education 20% 28
Diagnostic Tests and X-rays 20% 20, 28
For specific conditions or diseases at a doctor’s
office, Emergency room, or Outpatient hospital department
Dialysis Treatments 18
Facility Services 20%
Doctor’s Office 20%
Doctor’s Visits 28
On an Outpatient basis
Primary Care Physicians 20%
Specialty Care Providers 20%
Early Intervention Services 20% 37
Emergency Room Visits 18
Facility Services 20%
Professional Provider Services
Primary Care Physicians 20%
Specialty Care Providers 20%
Diagnostic Tests, X-rays 20%
Home Health Services 20% 25
90-Visit Plan Year limit for Home Health Services
Home Private Duty Nurse’s Services 20% 48
Hospice Care Services 20% 34

*Except in an Emergency, You do not have out-of-network benefits for Medical and Behavioral Health services. See

the General Rules Governing Benefits section.



Summary of Benefits continued
You Pay Page
In-network* Number

Coinsurance
(after Plan Year Deductible)

Hospital Services 18
Inpatient Treatment
Facility Services 20%
Professional Provider Services
Primary Care Physicians 20%
Specialty Care Providers 20%
Outpatient Treatment
Facility Services 20%
Professional Provider Services
Primary Care Physicians 20%
Specialty Care Providers 20%
Diagnostic Tests, X-rays 20%
Infusion Services 35
Facility Services 20%
Professional Provider Services 20%
Home Services 20% 69
Infusion Medications 20% 35
Outpatient Settings 20%
Home Settings 20%
Maternity
Professional Provider Services 28
Prenatal and Postnatal Care
Primary Care Physicians 20%
Specialty Care Providers 20%
Delivery
Primary Care Physician 20%
Specialty Care Providers 20%
Hospital Services for Delivery 20%
Delivery room, anesthesia, nursing care for newborn
Diagnostic Tests 20%
Medical Equipment (durable), Appliances, Formulas 20% a7
and Supplies
Outpatient Prescription Drugs (retail and mail services 20% 38
pharmacy) and Diabetic Supplies
Shots (allergy and therapeutic injections) 20% 28
At a doctor’s office, Emergency room or Outpatient hospital
department
Skilled Nursing Facility Stays 21
180-day per Stay limit
Facility Services 20%
Professional Provider Services 20%

*Except in an Emergency, You do not have out-of-network benefits for Medical and Behavioral Health services. See
the General Rules Governing Benefits section.



Summary of Benefits continued

You Pay Page
In-network* Number

Coinsurance
(after Plan Year Deductible)

Spinal Manipulations and Other Manual Medical 33
Interventions - $500 Plan Year limit
Primary Care Physicians 20%
Specialty Care Providers 20%
Surgery 18
Inpatient
Facility Services 20%
Professional Provider Services
Primary Care Physicians 20%
Specialty Care Providers 20%
Outpatient
Facility Services 20%
Professional Provider Services
Primary Care Physicians 20%
Specialty Care Providers 20%
Diagnostic Tests, X-rays 20%
Therapy — Outpatient Services 35
Cardiac Rehabilitation Therapy
Facility Services 20%
Professional Provider Services 20%
Chemotherapy
Facility Services 20%
Professional Provider Services 20%
Occupational Therapy
Facility Services 20%
Professional Provider Services
Primary Care Physicians 20%
Specialty Care Providers 20%
Physical Therapy
Facility Services 20%
Professional Provider Services
Primary Care Physicians 20%
Specialty Care Providers 20%
Radiation Therapy
Facility Services 20%
Professional Provider Services 20%
Respiratory Therapy
Facility Services 20%
Professional Provider Services 20%
Speech Therapy
Facility Services 20%
Professional Provider Services
Primary Care Physicians 20%
Specialty Care Providers 20%

*Except in an Emergency, You do not have out-of-network benefits for Medical and Behavioral Health services. See
the General Rules Governing Benefits section.



Summary of Benefits continued

You Pay Page
In-network* Number
Coinsurance
(after Plan Year Deductible)
Vision Correction 20% 48
After surgery or accident
Wellness Services 32
Well Child (through age 6)
Office Visits at specified intervals
Primary Care Physicians 0% no Deductible
Specialty Care Providers 0% no Deductible
Immunizations
Primary Care Physicians 0% no Deductible
Specialty Care Providers 0% no Deductible
Screening Tests 0% no Deductible
Routine Wellness (age 7 and older)
Check-up Visit (one per Plan Year)
Primary Care Physicians 0% no Deductible
Specialty Care Providers 0% no Deductible
Immunizations
Primary Care Physicians 0% no Deductible
Specialty Care Providers 0% no Deductible
Routine Lab and X-ray Services 0% no Deductible
Preventive Care (one of each per Plan Year) 31

Gynecological Exam

Primary Care Physicians

0% no Deductible

Specialty Care Providers

0% no Deductible

Pap Test

0% no Deductible

Mammography Screening

0% no Deductible

Prostate Exam (digital rectal exam)

Primary Care Physicians

0% no Deductible

Specialty Care Providers

0% no Deductible

Prostate Specific Antigen Test

0% no Deductible

Colorectal Cancer Screenings

0% no Deductible

*Except in an Emergency, You do not have out-of-network benefits for Medical and Behavioral Health services. See

the General Rules Governing Benefits section.
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2)

3)

4)

5)

6)

7

GENERAL RULES GOVERNING BENEFITS

When a Charge Is Incurred
You incur the charge for a service on the day You receive the service.

When Benefits Start
Benefits will not be provided for any charges You incur before your Effective Date.

Services Must Be Medically Necessary
In all cases, benefits will be denied if the Plan Administrator determines, in its sole
discretion, that care is not Medically Necessary.

When Benefits End

Benefits will not be provided for charges You incur after your coverage ends. There are two
exceptions. If You are an Inpatient the day your coverage ends, your hospital coverage will
continue until You are discharged to the extent that services were covered prior to the end
of coverage. Also, Other Covered Services such as rental of Medical Equipment (durable)
will be provided for a limited time for a condition for which You received covered services
before your coverage ended. The time will be the shorter of when You become covered
under any other group coverage, or the end of the Plan Year your coverage ends, or a
period equal to the time You were enrolled under Your Health Plan.

Defining Services

When classifying a particular service, the Plan Administrator will use the most recent edition
of a book published by the American Medical Association entitled Current Procedural
Terminology (CPT). The Allowable Charge for a procedure will be based on the most
inclusive code in Current Procedural Terminology. The Plan Administrator alone will
determine the most inclusive code. No benefits will be provided for lesser included
procedures or for procedures which are components of a more inclusive procedure.

Payment to Network Providers

The Plan Administrator pays the Allowable Charge which remains after your Coinsurance, or
Deductible to the network Provider. These amounts may be collected at the time of service.
If You have already paid the Provider You will need to return to the Provider for any
Reimbursement. A Provider who patrticipates in the Plan Administrator’s network will accept
the Plan Administrator’s allowance as payment in full for that service.

Payment to Out-of-Network Medical or Behavioral Health Providers

When a member receives Emergency services from a non-network Medical or Behavioral
Health services Provider, the Plan Administrator may choose to make payment directly to
You or, at the Plan Administrator's sole option, to any other person responsible for payment
of the Provider's charge. Payment will be made only after the Plan Administrator has
received an itemized bill and the medical information the Plan Administrator decides is
necessary to process the claim. If the payment is made directly to You, You will be
responsible for sending payment to the Provider. You also will be responsible for the
difference between Your Health Plan's allowance and the Provider's charge. Payment by the
Plan Administrator will relieve it and Your Health Plan of any further liability for the non-
network Provider's services.
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8)

9)

Alternative Benefits

Your Health Plan may elect to offer benefits for an approved, alternative treatment plan for a
patient who would otherwise require more expensive services, including, but not limited to,
long term Inpatient care. Your Health Plan will provide such alternative benefits at its sole
option and only when and for so long as Your Health Plan decides that the alternative
services are Medically Necessary and cost effective. The total benefits paid for such
services may not exceed the total which would otherwise be paid under this contract without
alternative benefits. If Your Health Plan elects to provide alternative benefits for a member in
one instance, it will not be required to provide the same or similar benefits for any member in
any other instance. Also, this will not be construed as a waiver of the State's right to
administer this contract in the future in strict accordance with its express terms.

Organ and Tissue Transplants, Transfusions

Your Health Plan covers some but not all organ and tissue transplants. Medical necessity
review is required to determine if a specific organ or tissue transplant service will be
covered. When a human organ or tissue transplant is provided from a living donor to a
Covered Person, both the recipient and the donor may receive the benefits of Your Health
Plan. However, benefits for these services are limited only to those not available to the
donor from any other source, including, but not limited to, other insurance coverage or any
government program.

When only the donor is a Covered Person under Your Health Plan, only the organ donation
procedure itself, including services rendered at the time of the organ donation procedure,
are covered services. Any services provided prior to the organ donation procedures are
not covered, whether Inpatient or Outpatient, even if they are provided in anticipation of the
organ donation or as preparation for the organ donation.

Covered services for the identification of a suitable donor to a Covered Person for an
allogeneic bone marrow transplant will include a computer search of established bone
marrow registries and laboratory testing necessary to establish compatibility of potential
donors. Donors may be from the patient's immediate family or have been identified
through the computer search. These services must be ordered by a doctor qualified to
provide allogeneic transplants.

10) Complaint and Appeal Process

You have access to both a complaint process and an appeal process. Should You have a
problem or question about Your Health Plan, Anthem's Member Services Department will
assist You. Most problems and questions can be handled in this manner. You may also file
a written complaint or appeal. Complaints typically involve issues such as dissatisfaction
about Your Health Plan's services, quality of care, the choice of and accessibility to Your
Health Plan's Providers and network adequacy. Appeals typically involve a request to
reverse a previous decision made by Your Health Plan. Requests regarding claim errors,
claim corrections, and claims denied for additional information may be reopened for
consideration without having to invoke the appeal process.

Complaint process

Upon receipt, your complaint will be reviewed and investigated. You will receive a response
within 30 calendar days of Your Health Plan's receipt of your complaint. If we are unable to
resolve your complaint in 30 calendar days, You will be notified on or before calendar day
30 that more time is required to resolve your complaint. We will then respond to You within
an additional 30 calendar days.

11



Important: Written complaints or any questions concerning your Medical, Behavioral Health,
Dental or Outpatient Prescription Drug coverage may be filed to the following address:

Anthem Blue Cross and Blue Shield
Attn: Member Services

P.O. Box 27401

Richmond, VA 23279

Appeal process

Your Health Plan is committed to providing a full and fair process for resolving disputes and
responding to requests to reconsider a coverage decision You find unacceptable. There are
two types of appeals, Plan Administrator appeals and appeals to the Department of Human
Resource Management (DHRM).

Plan Administrator appeals are requests to reconsider coverage decisions of pre-service
or Post-Service Claims. All appeals to the Plan Administrator must be exhausted before
an appeal can be made to DHRM.

A separate expedited Emergency appeals procedure is available to provide resolution
within one business day of the receipt of a complaint or appeal concerning situations
requiring immediate medical care. Situations in which expedited appeals are available
include those involving prescriptions to alleviate cancer pain.

After Plan Administrator appeals are exhausted (or, as described below, when an appeal
to the Plan Administrator is not necessary), You may request of DHRM an appeal
process that includes an impartial clinical review by an independent, external reviewer of
the final coverage decision made by the Plan Administrator. Additionally, issues related
to Your Health Plan may be appealed to DHRM as well. Please note that all appeals to
DHRM are subject to the restrictions listed in the What's Not Appealable at DHRM
section. More information about this process may be found in the Final DHRM appeal
process section.

How to appeal a coverage decision

To appeal a coverage decision, please send a written explanation to the Plan
Administrator's address (see addresses in this section) of why You feel the coverage
decision was incorrect. (Alternatively, Anthem will accept a verbal request for appeal by
calling a Member Services representative.) You may provide any comments, documents or
information that You feel the Plan Administrator should consider when reviewing your
appeal. Please include with the explanation:

the patient's name, address and telephone number;

your identification and group number (as shown on your identification card); and

the name of the health care professional or Facility that provided the service, including
the date and description of the service provided and the charge.

12



Addresses for appeals

Anthem Blue Cross and Blue Shield
Attn: Corporate Appeals Department
P.O. Box 27401

Richmond, VA 23279

How the Plan Administrator will handle your appeal

In reviewing your appeal, the Plan Administrator will take into account all the information
You submit, regardless of whether the information was considered at the time the initial
coverage decision was made. A new review will be completed, and will not assume the
correctness of the original determination. The individual reviewing your appeal will not have
participated in the original coverage decision, and will not be a subordinate of the individual
who made the original determination. Appeals involving medical necessity will be reviewed
by a practitioner who holds a non-restricted license in the Commonwealth of Virginia or
under comparable licensing law in the same or similar specialty as one who typically
manages the medical condition, procedure or treatment under review. Any other decision
that involves the review of medical information will be made by appropriate clinical staff.

The Plan Administrator will resolve and respond in writing to your appeal within the
following time frames:

for Pre-Service Claims, the Plan Administrator will respond in writing within 30 days after
receipt of the request to appeal;

for Post-Service Claims, the Plan Administrator will respond in writing within 60 days
after receipt of the request to appeal,;

for expedited appeals, the Plan Administrator will respond orally within one business day
after receipt from the member or treating Provider of the request to appeal, and will then
provide written confirmation of its decision to the member and treating Provider within 24
hours thereafter.

When the review of your appeal by the Plan Administrator has been completed, You will
receive written notification of the outcome. In the event that the original coverage decision is
upheld, the written notification will include the specific reasons and Your Health Plan
provision(s) on which the determination is based. You will also be entitled to receive, upon
request and at no charge, the following:

« reasonable access to, and copies of, all documents, records, and other information
relevant to the appeal;

- any rule, guideline, protocol or criterion relied upon in the coverage decision(s);
the explanation of the scientific or clinical judgment as it relates to the patient's medical
condition if the coverage decision was based on the medical necessity or experimental
nature of the care; and
the identification of medical or vocational experts whose advice was obtained by Your
Health Plan in connection with the claimant's adverse decision, whether or not the
advice was relied upon.

13



Final DHRM appeal process

Health Plan coverage decisions: To further appeal a final coverage decision made by
Your Health Plan through its internal appeal process, You must submit to the director of the
Commonwealth of Virginia, Department of Human Resource Management (DHRM), in
writing within 60 days of your Plan's denial, the following:

your full name;

your identification number;

the date of the service;

the name of the Provider for whose services payment was denied; and
the reason You think the claim should be paid.

Mail your appeal to the following address:

Director, Virginia Department of Human Resource Management
101 N. 14" Street — 13" Floor

Richmond, VA 23219

Please mark the envelope: Confidential — Appeal Enclosed

You are responsible for providing DHRM with all information necessary to review the denial
of your claim. The Department will ask You to submit any additional information You wish to
have considered in this review, and will give You the opportunity to explain, in person or by
telephone, why You think the claim should be paid. Claims denied due to such things as
policy or eligibility issues will be reviewed by the director of DHRM. Claims denied because
the treatment provided was considered not Medically Necessary will be referred to an
independent medical review organization.

For issues of medical necessity, the medical review organization will examine the final denial
of claims or treatment authorizations to determine whether the decision is objective, clinically
valid, and comparable with established principles of health care. The decision of the
medical review organization will:

be in writing;

contain findings of fact as to the material issues in the case and the basis for those
findings; and

be final and binding if consistent with law and policy.

Other appeals: Issues not involving Plan Administrator appeals related to Your Health Plan
should be submitted in writing to the Director of the Commonwealth of Virginia, DHRM,
using the same procedure outlined above. Appeals to the Director should be filed within 60
days of Your Health Plan’s action or appropriate notification of that action, whichever is later.
With other plan-related appeals to DHRM, if after review, the denial is upheld, that denial is
final.

Beyond any final denial, You may appeal that determination as per the provisions of the
Administrative Process Act within 30 days of the final DHRM determination.

14



What's Not Appealable at DHRM

DHRM does not accept appeals for:

specific coverage Exclusions listed under Exclusions in this handbook. However,
denials of claims or coverage for services involving medical necessity (e.qg.
Experimental or Investigational procedures) can be appealed.

matters in which the sole issue is disagreement with policies, rules, regulations, contract
or law.

claim amounts or service denials when the member's cost is less than $300.

claim amounts above the Allowable Charge billed by a non-participating Provider.

The decision of Your Health Plan is final. If You are unsure whether the decision can be
appealed, call the Office of Health Benefits, 804-225-3642 or 888-642-4414. You may
download an appeals form at www.dhrm.virginia.gov.

11) Coordination of Benefits
Coordination of benefits (COB) rules apply when You or members of your family have
additional health care coverage through other group health plans, including:

group insurance plans, including other Blue Cross and Blue Shield Plans or HMO plans;
labor management trustee plans, union welfare plans, employer welfare plans, employer
organization plans, or employee benefit organization plans; and

coverage under any tax-supported or government program to the extent permitted by
law.

You will receive and be required to complete each year an annual COB questionnaire.
Claims payment will be withheld until the completed questionnaire is received.

Primary Coverage and Secondary Coverage

When a Covered Person is also enrolled in another group health plan, one coverage will
be primary and one will be secondary. The decision of which coverage will be primary or
secondary is made using the order of benefit determination rules. Highlights of these rules
are described below:

If the other coverage does not have COB rules substantially similar to Your Health
Plan's, the other coverage will be primary.

If a Covered Person is enrolled as the named insured under one coverage and as a
dependent under another, generally the one that covers him or her as the named
insured will be primary.

If a Covered Person is the named insured under both coverages, generally the one that
covers him or her for the longer period of time will be primary.

If the Covered Person is enrolled as a dependent child under both coverages (for
example, when both parents cover their child), typically the coverage of the parent
whose birthday falls earliest in the calendar year will be the primary.

Special rules apply when a Covered Person is enrolled as a dependent child under two
coverages and the child's parents are separated or divorced. Generally, the coverage of
the parent or step-parent with custody will be primary. However, if there is a court order
that requires one parent to provide health care for the child, that parent's coverage will
be primary. If there is a court order that states that the parents share joint custody
without designating that one of the parents is responsible for medical expenses, the
coverage of the parent whose birthday falls earliest in the calendar year will be primary.

15



If a covered active employee or employee's dependent is also covered by Medicare, the
coverage provided by the employer is primary (unless Medicare eligibility is due to End
Stage Renal Disease).

If a covered retiree, survivor, LTD patrticipant or their covered dependent is eligible for
Medicare, the Medicare-eligible member is no longer eligible for coverage under Your
Health Plan (except during an End Stage Renal Disease coordination period).

When Your Health Plan is the primary coverage, it pays first. When Your Health Plan is the
secondary coverage, it pays second as follows:

Anthem calculates the amount Your Health Plan would have paid if it had been the
primary coverage, then coordinates this amount with the primary plan's payment. The
combination of the two will not exceed the amount Your Health Plan would have paid it if
had been your primary coverage.

Some plans provide services rather than making a payment (i.e., a group model HMO).
When such a plan is the primary coverage, Your Health Plan will assign a reasonable
cash value for the services and that will be considered the primary plan's payment. Your
Health Plan will then coordinate with the primary plan based on that value.

In no event will Your Health Plan pay more in benefits as secondary coverage than it
would have paid as primary coverage.

12) Overpayment of benefits
If Your Health Plan overpays benefits because of COB, your Plan has the right to recover
the excess from:

e any person to, or for whom such payments were made;
* any insurance company; or
e any other organization.

You will be required to cooperate with Your Health Plan to secure this right.

13) Out-of-Pocket Expense Limit
Your Health Plan protects You from large Out-of-Pocket Expenses by limiting the amount
You spend out of your own pocket each year. Once the limit on Your Health Plan is reached,
almost all other covered expenses are paid in full (100% of Allowable Charge) for the rest of
the Plan Year.

What does not count toward these limits

The following amounts do not count toward your Out-of-Pocket Expense Limit, and You will
always be responsible for these expenses, regardless of whether You have met your Out-of-
Pocket Expense Limit.

amounts above the Allowable Charge (these amounts are not the patient’s responsibility
when services are rendered by a network or participating Provider or Facility);

amounts above health plan limits;

expenses for supplies or services not covered by Your Health Plan; or

Deductible and Coinsurance for Dental services.
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14) Notice from the Plan Administrator to You
A notice sent to You by the Plan Administrator is considered "given" when delivered to
DHRM or your Benefits Administrator at the address listed in the Plan Administrator's
records. If the Plan Administrator must contact You directly, a notice sent to You by the Plan
Administrator is considered "given" when mailed to the member at the member's address
listed in the Plan Administrator's records. Be sure that Your Benefits Administrator has Your
current home address.

15) Notice from You to the Plan Administrator
Notice by You or your Benefits Administrator is considered "given" when delivered to the
Plan Administrator. The Plan Administrator will not be able to provide assistance unless the
member's name and identification number are in the notice.

16) Out-of-Network
Under Your Health Plan, except in an Emergency, You do not have coverage for the
services of Medical and Behavioral Health Providers and facilities outside of the Anthem or
BlueCard PPO networks.

17) Work-related injuries or diseases
Your health plan does not include benefits for services or supplies that are for work-
related injuries or diseases when the employer, or worker if self-employed, must
provide benefits by federal, state, or local law or when that person’s work related
health claims have been paid by the employer. This exclusion applies even if You
waive your right to payment under these laws and regulations or fail to comply with
procedures to receive the benefits. It also applies whether or not the Covered
Person reaches a settlement with his or her employer or the employer’s insurer or
self-insurance association because of the Injury or disease.
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FACILITY SERVICES

HOSPITAL SERVICES

The charges made by a hospital for use of its facilities and services are eligible for
Reimbursement under many circumstances.

Services Which Are Eligible for Reimbursement

1)

2)

3)

4)

5)

6)

Bed and board in a semi-private room, including general nursing services and special diets.
A bed in an intensive care unit is eligible for Reimbursement for critically ill patients. Your
Health Plan covers the charge for a private room if You need a private room because You
have a highly contagious condition; You are at greater risk of contracting an infectious
disease because of your medical condition; or if the hospital only has private rooms.
Otherwise, You have coverage for a semi-private room. If You choose to occupy a private
room, You will be responsible for paying the daily differences between the semi-private and
private room rates in addition to any Coinsurance that may apply.

Customary ancillary services for Inpatient Stays, including operating rooms, medications,
oxygen and oxygen tents, dressings and casts, anesthesia, transfusions, diagnostic tests
and therapy services, Emergency room services whether or not leading directly to
admission or which are rendered to a patient who dies before being admitted, ambulance
services for transportation between local hospitals when Medically Necessary, and routine
nursery care of a newborn as part of a mother's covered maternity service.

Partial hospitalization for Behavioral Health services. These services are available on the
same basis as Inpatient services.

Outpatient hospital services including pre-admission testing and other diagnostic tests,
therapy services, shots, prescription medications received during treatment, surgical
services, Inpatient ancillary services when unavailable in an Inpatient Facility,
mammography, partial hospitalization for Behavioral Health services, and routine
colonoscopy screening.

Dialysis treatment, which is the treatment of severe kidney failure or chronic poor functioning
of the kidneys. This includes hemodialysis and peritoneal dialysis.

Your Health Plan covers treatment of morbid obesity through gastric bypass, or other
methods recognized by the National Institutes of Health (NIH). According to the NIH
guidelines, gastric bypass surgery is effective for the long-term reversal of morbid obesity for
a patient who:

weighs at least 100 pounds over or twice the ideal body weight for frame, age, height
and gender as specified in the 1983 Metropolitan Life Insurance tables;

has a body mass index equal to or greater than 35 kilograms per meter squared, with
comorbidity or coexisting medical conditions such as hypertension, cardiopulmonary
conditions, sleep apnea, or diabetes; or

has a body mass index of 40 kilograms per meter squared, without such comorbidity.

As used above, body mass index equals weight in kilograms divided by height in meters
squared.
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7) Your Health Plan covers some services (such as abdominoplasties, panniculectomies, and
lipectomies) to correct deformity after a previous therapeutic process involving gastric
bypass surgery, other bariatric surgery procedures, or other methods of weight loss. In order
to be covered, a service must be Medically Necessary. Before rendering any of these
services, your Provider should contact the Plan Administrator and request a medical
necessity review.

8) The cost of blood, blood plasma, blood derivatives, or professional donor fees are covered.

Conditions for Reimbursement

1) Inpatient and Outpatient hospital services must be:

e prescribed by a Provider licensed to do so;
» furnished and billed by a hospital; and
* Medically Necessary.

2) In addition to any Coinsurance and Deductible that apply, You may be financially
responsible for the entire hospital bill if, after your admission to the hospital, the Plan
Administrator finds that the Inpatient Stay was not Medically Necessary. In order to avoid
this, You must comply with the following hospital admission review procedure:

a. You, your physician, the admitting physician, a family member, or a friend
must contact the Plan Administrator by telephone or by letter prior to a
non-emergency Inpatient service and furnish the following information:

physician's name, address, and telephone number;

name and address of the hospital to which your admission is planned;
your name and member identification number;

anticipated admission date and length of Stay; and

medical justification for Inpatient treatment.

After an Emergency admission, You, your physician, the admitting physician, a family
member, or a friend must contact the Plan Administrator within 48 hours or, if later, the
next business day after the admission to furnish the above information.

b. You, your physician, the admitting physician, a family member, or a friend must receive a
response from the Plan Administrator, either approval or disapproval, prior to the
rendering of the non-emergency Inpatient service.

The Plan Administrator will respond to a hospital admission review request within 24
hours after its receipt. The Plan Administrator may request additional information in
order to determine whether to approve or disapprove benefits for an Inpatient service. In
this case, the Plan Administrator will respond with an approval or disapproval within 24
hours after the necessary information is supplied.

If, as a part of the hospital admission review program, the Plan Administrator determines
that a contemplated Inpatient service is not Medically Necessary and the member elects
to proceed with the Inpatient service despite this determination, the Plan Administrator
will deny this service as not Medically Necessary unless additional information is
provided indicating a contrary result is warranted. You are financially responsible for
hospital services which are not Medically Necessary.
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3) Members are encouraged to have all Behavioral Health Services pre-authorized, unless
the rules for emergencies apply. Authorization is required within 48 hours of an
Emergency.

4) A health service review (pre-service review) is required for elective diagnostic imaging
services including:

cardiac nuclear studies (such as cardiac stress tests);
CT scans;

MRI, MRA; and

PET, SPECT scans.

This list of services is only a sampling and may change, so always check with your
physician or Anthem Member Services for the most current and complete list.

Special Limits

1) None.

Health Plan Reimbursement

Your Health Plan pays the remaining Allowable Charge after your Deductible and Coinsurance
for covered services in a network hospital during approved admissions.

Member Pays

Inpatient and Outpatient services 20% Coinsurance after Deductible
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SKILLED NURSING FACILITY SERVICES

Services Which Are Eligible for Reimbursement

1

2)

Your Health Plan will cover your semi-private room in a network Skilled Nursing Facility. The
room charge includes your meals, any special diets, and general nursing services. You are
also entitled to receive the same types of ancillary services which are available to a hospital
Inpatient.

Your Health Plan will cover the private room charge if You need a private room because
You have a highly contagious condition or are at greater risk of contracting an infectious
disease because of your medical condition. Otherwise, your Inpatient benefits would cover
the Skilled Nursing Facility's charges for a semi-private room. If You choose to occupy a
private room, You will be responsible for paying the daily differences between the semi-
private and private room rates in addition to your Deductible and Coinsurance (if any).

Conditions for Reimbursement

1)

2)

3)

Care which is necessary for a person who does not have a treatable medical iliness or
injury is not covered. For example, a person is not eligible for covered care in a Skilled
Nursing Facility simply because the person is unable to care for himself (that is, the person
cannot perform several Activities of Daily Living, such as bathing or feeding).

Skilled Nursing Facility Services must also be:

medically skilled services;

prescribed by your Provider and listed in the plan of treatment;
furnished and billed for by the Skilled Nursing Facility; and
Medically Necessary.

You may be financially responsible for the entire Skilled Nursing Facility bill if, after your
admission to the Skilled Nursing Facility, the Plan Administrator finds that the Inpatient Stay
was not Medically Necessary. In order to avoid this, You must comply with the following
procedure.

a. You, your physician, the admitting physician, family member, or a friend must contact
the Plan Administrator by telephone or by letter prior to a non-emergency Inpatient
service and furnish the following information:

physician's name, address, and telephone number;

name and address of the Skilled Nursing Facility to which your admission is planned;
your name and member identification number;

anticipated admission date and length of Stay; and

medical justification for Inpatient treatment.

b. You or your physician must receive a response from the Plan Administrator, either
approval or disapproval, prior to the rendering of the non-emergency Inpatient service.

The Plan Administrator will respond to a Skilled Nursing Facility admission review
request within 24 hours after its receipt. The Plan Administrator may request additional
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information in order to determine whether to approve or disapprove benefits for an
Inpatient service.

In this case, the Plan Administrator will respond with an approval or disapproval within
24 hours after the necessary information is supplied.

If, as a part of the Skilled Nursing Facility admission review procedure the Plan
Administrator determines that a contemplated Inpatient service is not Medically
Necessary and the member elects to proceed with the Inpatient service despite this
determination, the Plan Administrator will deny this service as not Medically
Necessary unless additional information is provided indicating a contrary result is
warranted. You are financially responsible for Skilled Nursing Facility services which
are not Medically Necessary.

c. The Plan Administrator may not require the Skilled Nursing Facility admission review
procedure to be followed for admissions that arise over the weekend.

Special Limits

1) Days of Inpatient care 180 days per Stay

Health Plan Reimbursement

Your Health Plan pays the remaining Allowable Charge after your Deductible and Coinsurance
for services in a network Skilled Nursing Facility during approved admissions.

Member Pays

Skilled Nursing Facility Services 20% Coinsurance after Deductible
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BEHAVIORAL HEALTH SERVICES AND EMPLOYEE ASSISTANCE
PROGRAM (EAP)

Services Which Are Eligible for Reimbursement

Accessing your mental health services and substance abuse services (treatment of alcohol or
drug dependency) is easy. In fact, You have a dedicated department available to You simply by
calling 800-991-6045. You can select any mental health and substance abuse Provider listed in
your Provider directory. Or if You are unsure of which Provider to see, call 800-991-6045 and
the representative will be able to match You with a Provider who seems best suited to meet
your needs.

Services may be provided in various Settings or Levels of Care depending upon the treatment
that is needed. Care managers approve the appropriate Levels of Care based on your diagnosis
and Anthem’s medical necessity criteria.

Behavioral Health Services

1) Inpatient Care
Acute care requires the most intensive level of skills and services, and is provided in a
psychiatric hospital or a detoxification unit. These facilities are licensed as hospitals and
provide 24-hour medical and nursing care.

2) Intermediate Care
Partial day services combine intensive treatment in a medically supervised Setting, with the
opportunity for the patient to return home or to another residential Setting at night. Care
includes individual, group, family, educational, and rehabilitation services. These programs
offer services five times per week for more than several hours per day. A partial day
program must be licensed or approved by the state of Virginia. The program must operate at
least 6 or more continuous hours per day for mental health and substance abuse treatment.

Intensive Outpatient Programs (IOP) are slightly less intense in nature and also afford the
patient the opportunity to return home at night. The program must be licensed by the state of
Virginia and operate 3 or more continuous hours per day, 2-3 times per week. The intensive
Outpatient Level of Care is for the treatment of alcohol or drug dependence.

3) Outpatient
Outpatient Behavioral Health services are the most frequently prescribed Level of Care
provided for an individual, group, or family basis in an office Setting. Therapists include
licensed social workers, master’s level psychiatric nurses, doctoral level psychologists, or
psychiatrists.

4) Medication Management
Your coverage includes Visits to your physician to make sure that medication You are taking
for a mental health or substance abuse problem is working, and the dosage is right for You
and is covered.
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Employee Assistance Program (EAP)

1) The EAP is separate from Your Health Plan’s mental health or substance abuse benefits. It
is a free, confidential service that will put You in touch with a qualified counselor to help You
deal with issues such as:

stress;

child and eldercare resource assistance;
financial concerns;

legal concerns;

marital/relationship or family problems;
feelings of overwhelming loss and grief;
alcohol and drug concerns;

depression and anxiety; and

parenting concerns.

2) The EAP provides up to four counseling sessions per incident free of charge for You and
any household members. Your Behavioral Health Provider will assist in determining the
number of sessions (up to four) that are appropriate for your care and put You in touch with
a qualified counselor in the community. Contact Anthem toll-free at 800-346-5484 for more
information.

3) If You need further counseling, the EAP will coordinate the best and most affordable
resources in your community, including a referral to a Behavioral Health Provider if
appropriate.

All care accessed through the EAP or under the Behavioral Healthcare benefits will be kept
strictly confidential.

Conditions for Reimbursement

1) Members are encouraged to have all Behavioral Health services pre-authorized by calling
Anthem toll-free at 800-991-6045 before receiving care, or within 48 hours of an Emergency
admission.

Special Limits

1) Residential treatment is not a covered benefit.

Health Plan Reimbursement

Your Health Plan pays the remaining Allowable Charge after your Deductible and Coinsurance.

Member Pays

Inpatient and Outpatient Services 20% Coinsurance after Deductible
Partial Day Program 20% Coinsurance after Deductible
EAP Visits 0% no Deductible

24



HOME HEALTH SERVICES

Services Which Are Eligible for Reimbursement

Home Health Services include:

1)

2)

3)

4)

5)

6)

7

8)

9)

Professional Medical services.

Periodic skilled nursing care, for needs that can only be met by a Licensed Registered
Nurse (R.N.) or Licensed Practical Nurse (L.P.N.) under the supervision of an R.N.

Therapy services.

Medical social services provided by a licensed clinical social worker or social services
assistant under the guidance of a licensed clinical social worker.

Services may be eligible for coverage by a home health aide for personal care provided the
member has a skilled need and the services are under the supervision of an R.N.

Nutritional guidance, but limited to individual consultation by an R.N. or qualified dietician.

Diagnostic tests, non-covered therapy services, and similar services which would be
covered if You were an Inpatient in a hospital. These services are also covered when
received in your Provider's office or the Outpatient department of a hospital, but the services
must be arranged through the network home health care agency.

Ambulance services if prearranged by your physician and authorized by the Plan
Administrator if, because of your medical condition, You cannot ride safely in a car when
You go to your Provider's office or to the Outpatient department of the hospital. Ambulance
services will be covered if your condition suddenly becomes worse and You must go to a
local hospital's Emergency room.

Supplies normally used in a hospital for an Inpatient, but these supplies must be dispensed
by the network home health care agency.

10) Administration of drugs prescribed by Your Provider.

Conditions for Reimbursement

1)

2)

Home Health Services must be medically skilled services provided in your home and:

prescribed by a Provider licensed to do so;

listed in your plan of treatment filed with the Plan Administrator;

furnished and billed by a network home health care agency;

services that the Plan Administrator approved for payment before services are rendered;
and Medically Necessary.

You must be homebound for medical reasons. You must be physically unable to obtain
medical care as an Outpatient. You will still be considered homebound for medical
reasons if You must go to the Outpatient department of the hospital because the services
You need cannot be furnished in your home.
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3)

4)

5)

6)

7)

8)

You must be under the active care of a Provider to be eligible for Home Health Services.
Your Provider must certify to the Plan Administrator that You would be in a hospital as an
Inpatient if Home Health Services were not available.

Home Health Services will be provided after your discharge from a hospital as an
Inpatient only when:

the Plan Administrator has received and approved your plan of treatment in advance;
your Provider has certified in writing that You would have to be in the hospital as an
Inpatient if Home Health Services were not available.

If You are not first confined in a hospital, Home Health Services will be provided only
when:

the Plan Administrator has received and approved your plan of treatment in advance;
and

your Provider has certified in writing that You would have to be admitted to a hospital as
an Inpatient if Home Health Services were not available.

Services must follow your plan of treatment. Your plan of treatment must be included in
your medical record. Your medical record must be reviewed by your Provider at regular
intervals. A copy of your plan of treatment must be filed with the Plan Administrator
before Home Health Services can begin. Any changes to your plan of treatment

must be approved for payment in advance by the Plan Administrator.

Services must be furnished by trained health care workers employed by the network
home health care agency. A network home health care agency may make arrangements
with another health care organization to provide You with a Home Health Service, but
the Plan Administrator must approve any such arrangement with another health care
organization in writing in advance.

The following rules apply only to Visits for Home Health Services:

when a health care worker comes to your home more than once a day to provide Home
Health Services, each Visit will be counted as a separate Visit;

when two or more health care workers come to your home at the same time to provide a
single service, the joint Visit will be counted as one Visit;

when two or more health care workers come to your home to provide different types of
Home Health Services, the Visit of each health care worker will be counted as a
separate Visit; and

when special Medical Equipment is needed that cannot be brought into your home, each
time You leave home to use the equipment will be counted as a separate Visit.
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9) Approval of a plan of treatment, or any part of a plan of treatment, or any arrangement
with another health care organization means only that the Plan Administrator will later
consider these services for payment. The Plan Administrator's approval is neither an
endorsement of the quality of the service nor a waiver of any term or condition of this
contract.

10) Disapproval of a plan of treatment, or any part of a plan of treatment, or any
arrangement with another health care organization means only that the Plan
Administrator has determined in advance the services are not covered under this
section. Some private duty nursing services, medical supplies, and Medical Equipment
(durable) may be covered as separately listed Other Covered Services. Please see the
Other Covered Services section.

You may still elect to receive any other services disapproved by the Plan Administrator,
but these will be at your own expense.

11) Therapy services must be rendered by a therapist qualified to do so.

12) Your need for personal care must be determined by the R.N. working for the network
home health care agency. The R.N. must assign duties to the home health aide. Personal
care may include non medically skilled services. The words "personal care" mean:

helping You walk;

helping You take a bath;
helping You dress;

giving You medicine; and
teaching You self-help skills.

Special Limits

1) Visit maximum 90 Visits per Plan Year
2) Payment will not be made for:

homemaker or housekeeping services;

housing, food, home delivered meals, or "Meals on Wheels";

services not listed in your attending Provider's plan of treatment, except for ambulance
services to a hospital Emergency room;

counselor's services;

services which are or are related to diversional, recreational, or social activities; or
prosthetic devices, appliances, and orthopedic braces.

Health Plan Reimbursement

Your Health Plan pays the remaining Allowable Charge after your Deductible and Coinsurance.

Member Pays

Home Health Services 20% Coinsurance after Deductible

Services billed in conjunction with Home Health Services are subject to the applicable
Coinsurance and Deductible.
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PROFESSIONAL SERVICES
MEDICAL, SURGICAL, AND BEHAVIORAL HEALTH SERVICES

This section explains which Medical, surgical, and Behavioral Health services from health
professionals may be eligible for Reimbursement. In general, the professional services of
authorized Providers are eligible for Reimbursement if they are Medically Necessary and
rendered within the scope of the Provider's license.

Services Which Are Eligible for Reimbursement

1) Inpatient Medical, surgical, and Behavioral Health services. These services are
specifically included:

reconstructive surgery to restore a body function, correct congenital or developmental
deformity which causes functional impairment, or relieve pain;
operative procedures for sterilization or to reverse a sterile condition;
multiple surgeries;
assistant surgeon's services;
maternity services rendered during an Inpatient Stay:
routine delivery services (Cesarean birth is a surgical service);
services for complications of pregnancy;
services for miscarriage or other interruptions of pregnancy;
services for the care of a newborn child if the child is a member at the time the
services are rendered;
anesthesia services rendered by a second physician;
Medical and Behavioral Health Visits by a Provider, including:
intensive Medical services (when your medical condition requires a Provider's constant
attendance and treatment for a prolonged period of time);
concurrent care (treatment You receive from a Provider other than the operating
surgeon for a medical condition separate from the condition for which You required
surgery);
Behavioral Health evaluative and concurrent services; and
consultative services from a Provider other than the attending Provider.

2) Outpatient Medical, surgical, and Behavioral Health services, including:

surgical services;

maternity services, including Visits to a Provider for routine pre- and postnatal care, and
delivery of a newborn at home by a Provider;

anesthesia services;

Medical services to diagnose or treat your illness or injury;

diagnostic tests;

therapy services;

shots;

Outpatient self-management training and education performed in person; including
medical nutrition therapy, when provided by a certified, licensed, or registered health
care professional. Diabetic education is covered at no cost to You.

28



a Medical or surgical service if performed by a Provider's employee who is licensed to
perform the service; and

prescription medications that require administration by a health professional including
contraceptive devices and injections.

Conditions for Reimbursement

1) Medical, surgical, and Behavioral Health services must be:

medically skilled services;

billed for by a Provider in private practice;

services which the Provider is licensed to render; and
Medically Necessary.

2) When two or more surgical services are performed during a single operative session, the
Allowable Charge for the combined services will be calculated as follows:

the Allowable Charge for the primary, or major, surgical service performed; plus
a reduced percentage of what the Allowable Charge would have been for each
additional surgical service if these services had been performed alone.

3) Assistant surgeon's services are covered if the operating surgeon explains to the Plan
Administrator, upon request, why this surgical service requires the skills of two
surgeons. When two or more surgeons provide a surgical service which could
reasonably have been performed by one surgeon, the Allowable Charge for this surgical
service will not exceed the Allowable Charge available to one surgeon.

4) Inpatient consultative services are covered provided that the services are requested by
your attending Provider. The Provider rendering the consultative services must examine
You and must enter a signed consultation note in your medical record.

5) If You are admitted to the hospital for an Emergency, You, your physician, the admitting
physician, a family member, or a friend must contact the Plan Administrator within 48
hours or, if later, the next business day.

Special Limits

1) Inpatient professional services in a Skilled Nursing Facility are limited to 180 days per
Stay.

2) The Employee Assistance Program provides up to four Visits per incident per year for
members and eligible “household” members.

3) If a Visit is part of a Home Health Services program, it will reduce by one the
maximum number of Visits available for Home Health Services.
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Health Plan Reimbursement

Your Health Plan pays the remaining Allowable Charge after your Deductible and Coinsurance.

Separate benefits will not be provided for routine pre- and post-operative care. The Plan
Administrator takes these services into account when determining its Allowable Charge
for a surgical service.

When the same physician performs both the surgical or maternity service and the
anesthesia service, the Allowable Charge for the anesthesia service will be 50% of
what the Allowable Charge would have been if a second physician had performed the
anesthesia service.

Member Pays

Inpatient care 20% Coinsurance after Deductible
Outpatient Medical services 20% Coinsurance after Deductible
Outpatient Behavioral Health services 20% Coinsurance after Deductible
Outpatient diagnostic services 20% Coinsurance after Deductible
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PREVENTIVE CARE

Services Which Are Eligible for Reimbursement

The following services (one of each per Plan Year) are eligible for Reimbursement:

1)
2)
3)
4)
5)

6)

Routine gynecological examination

Routine pap test

Routine mammography

Routine prostate exam (digital rectal exam)
Routine prostate specific antigen test

Routine colorectal cancer screening, including:

one fecal occult blood test; and
one flexible sigmoidoscopy, or colonoscopy or double contrast barium enema.

Conditions for Reimbursement

1

Preventive care services must be:

billed for by a Provider in private practice; and
services which the Provider is licensed to render.

Special Limits

1)

None.

Health Plan Reimbursement

Your Health Plan pays the Allowable Charge.

Member Pays

No Deductible or Coinsurance
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ROUTINE WELLNESS SERVICES

Services Which Are Eligible for Reimbursement

The following services are eligible for Reimbursement for members through age 6:

1) Well child, including coverage for routine care, screenings, checkups, and immunizations
are eligible for reimbursement for members through age 6. These services are based on
the recommendations of the American Academy of Pediatrics, and include:

complete physical examinations, developmental assessment and guidance;
immunizations such as diphtheria, tetanus, pertussis (DTP), polio, measles,
mumps, rubella (MMR), hemophilus vaccine (HIB), hepatitis B, varicella virus
(chicken pox) vaccine, pneumococcal conjugate vaccine, influenza, and other
immunizations as may be prescribed by the Commissioner of Health; and

certain laboratory and screening tests, including hearing and vision tests required
for a preschool physical exam.

The American Academy of Pediatrics recommends the following schedule for well
child Visits:

Birth * 4 months e 15 months » 3 years
3-5 days * 6 months » 18 months * 4 years
2-4 weeks * 9 months * 24 months * 5 years
2 months » 12 months e 30 months » 6 years

The following services are eligible for Reimbursement for members age 7 and older:
1) One check up Visit per Plan Year.

2) Routine wellness immunizations, laboratory and x-ray services.

Conditions for Reimbursement

1) Services must be:

billed for by a Provider in private practice; and
services which the Provider is licensed to render.

Special Limits

1) None.

Health Plan Reimbursement

Your Health Plan pays the Allowable Charge.

Member Pays

No Deductible or Coinsurance.
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SPINAL MANIPULATION AND OTHER MANUAL
MEDICAL INTERVENTION SERVICES

Services Which Are Eligible for Reimbursement

1) Spinal manipulations and other manual medical interventions and associated evaluation and
management services, including manipulation of the spine and other joints, application of
manual traction and soft tissue manipulations are eligible for Reimbursement.

Conditions for Reimbursement

1) Services must be:

performed by a licensed chiropractor or licensed medical Provider;
billed for by a chiropractor in private practice or a Provider;

those which the Provider is licensed to render; and

Medically Necessatry.

Special Limits

1) Reimbursement is limited to $500 per Plan Year.

Health Plan Reimbursement

Your Health Plan pays the remaining Allowable Charge after your Deductible and Coinsurance.

Member Pays

Outpatient services 20% Coinsurance after Deductible
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HOSPICE CARE SERVICES

Services Which Are Eligible for Reimbursement

1) Hospice care services are available if You are diagnosed with a terminal illness with a life
expectancy of six months or fewer.

2) Hospice care services include a program of home and Inpatient care provided directly by
or under the direction of a licensed hospice.

3) Hospice care programs include palliative and supportive physician, psychological,
psychosocial, and other health services to individuals utilizing a medically directed
interdisciplinary team.

Conditions for Reimbursement

1) Hospice care services must be:
prescribed by a Provider licensed to do so;
furnished and billed by a licensed hospice; and
Medically Necessary.

Special Limits

1) None.

Health Plan Reimbursement

Your Health Plan pays the remaining Allowable Charge after your Deductible and Coinsurance.

Member Pays

Hospice Care Services 20% Coinsurance after Deductible
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THERAPY SERVICES

Services Which Are Eligible for Reimbursement

Therapy Services include :

1

2)

3)

4)

5)

6)

7)

8)

Cardiac rehabilitation, which is the process of restoring and maintaining the physiological,
psychological, social and vocational capabilities of patients with heart disease.

Chemotherapy for the treatment of disease by chemical or biological antineoplastic agents.

Infusion therapy, which is treatment by placing therapeutic agents into the vein, and
parenteral administration of medication and nutrients. Infusion services also include enteral
nutrition, which is the delivery of nutrients by tube into the gastrointestinal tract. These
services include coverage of all medications administered intravenously and/or parenterally.

Occupational therapy, which is treatment to restore a physically disabled person’s ability to
perform activities such as walking, eating, drinking, dressing, toileting, transferring from
wheelchair to bed, and bathing.

Physical therapy, which is treatment by physical means to relieve pain, restore function, and
prevent disability following disease, injury, or loss of limb. Your coverage includes benefits
for physical therapy to treat lymphedema.

Radiation therapy, including the rental or cost of radioactive materials. It covers the
treatment of disease by x-ray, radium, cobalt, or high energy particle sources.

Respiratory therapy, which is the introduction of dry or moist gases into the lungs to treat
illness or injury.

Speech therapy, which is treatment for the correction of a speech impairment which results
from disease, surgery, injury, congenital anatomical anomaly, or prior medical treatment.

Conditions for Reimbursement

1)

Your Health Plan covers therapy services when the treatment is Medically Necessary for
your condition and provided by a licensed Provider.

Special Limits

1

None.

Health Plan Reimbursement

Your Health Plan pays the remaining Allowable Charge after your Deductible and Coinsurance.
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Member Pays

Cardiac rehabilitation therapy
Chemotherapy

Infusion therapy
Occupational therapy
Physical therapy

Radiation therapy
Respiratory therapy

Speech therapy
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20% Coinsurance after Deductible

20% Coinsurance after Deductible

20% Coinsurance after Deductible

20% Coinsurance after Deductible

20% Coinsurance after Deductible

20% Coinsurance after Deductible

20% Coinsurance after Deductible

20% Coinsurance after Deductible



EARLY INTERVENTION SERVICES

Services Which Are Eligible for Reimbursement

1) Early intervention services are for covered dependents from birth to age three who are
certified by the Department of Mental Health, Mental Retardation, and Substance Abuse
Services (“DMH?”) as eligible for services under Part H of the Individuals with Disabilities
Education Act.

These services consist of:

speech and language therapy;
occupational therapy;

physical therapy; and

assistive technology services and devices.

Conditions for Reimbursement

1) Early intervention services for the population certified by DMH are those services listed
above which are determined to be Medically Necessary by DMH and designed to help an
individual attain or retain the capability to function age-appropriately within his environment.

2) This shall include services which enhance functional ability without effecting a cure. Benefits
for services listed shall not be limited by the exclusion of services that are not Medically
Necessary.

Special Limits

1) Physical therapy, occupational therapy, or speech therapy to maintain or preserve current
functions if there is no chance of improvement or reversal is only available for children under
age 3 who qualify for early intervention services.

Health Plan Reimbursement

Your Health Plan pays the remaining Allowable Charge after your Deductible and Coinsurance.

Member Pays

Early intervention services 20% Coinsurance after Deductible
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OUTPATIENT PRESCRIPTION DRUGS

Services Which Are Eligible for Reimbursement

1)

2)

3)

4)

Outpatient Prescription Drugs received through a pharmacy, a doctor’s office, or a hospital.

Outpatient Prescription Drugs and devices approved by the Food and Drug Administration
(FDA) for use as contraceptives, and outpatient Prescription Drugs for smoking cessation.

The following items for the treatment of diabetes:

insulin;

lancets;

hypodermic needles and syringes;
blood glucose test strips; and
blood glucose meters.

If You receive Outpatient Prescription Drugs from your doctor, they will be covered as other
Medical services or supplies. If You receive Outpatient Prescription Drugs from your
hospital, they will be covered as a hospital service.

Conditions for Reimbursement

1)

The drugs must:

by federal or state law, require a prescription order to be dispensed;

be approved for general use by the U. S. Food and Drug Administration;
be prescribed by a Provider licensed to do so;

be furnished and billed by a pharmacy for Outpatient use; and

be Medically Necessary.

Special Limits

1

2)

3)

Your Outpatient Prescription Drug benefits cover prescriptions obtained from a pharmacist.

Up to a 34-day or up to 90-day supply of medicine for an original prescription or refill for up
to one year. Simply choose a pharmacy that participates in the Wellpoint NextRx Network
and show your ID card to receive benefits. Because your Prescription Drug benefits are
subject to the Plan Year Deductible, You should expect to pay for your prescription when
You pick it up from the pharmacy, until the Deductible is met.

This is a mandatory generic Outpatient Prescription Drug program. If a generic equivalent
exists for a brand name drug, You have two choices. You may request the generic and pay
only the Deductible or 20% Coinsurance after the Deductible is met. Or You and your
physician may request a brand name drug and You will be responsible for the following:

« at a participating pharmacy You will be responsible for the applicable Deductible or 20%

Coinsurance plus the difference between the Allowable Charge for the generic
equivalent and the brand name drug.
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4)

Anytime You or your physician requests a brand name drug when a generic is available, the
difference between the brand Allowable Charge and the generic Allowable Charge will not
apply to your Plan Year Deductible or your Out-of-Pocket Expense Limit.

To find a pharmacy that participates in the WellPoint NextRx Network:

» refer to Your Health Plan’s directory of network Providers at www.anthem.com/cova
check with your local pharmacy to see if they participate in the WellPoint NextRx
Network; or
call Anthem Member Services at 800-552-2682.

WellPoint NextRx Network pharmacies, available nationwide, will automatically file claims for
You and charge You only the required Deductible and Coinsurance amounts under your
health care plan for covered prescriptions.

Anthem Blue Cross and Blue Shield may receive, directly or indirectly, financial credits from
drug manufacturers whose products are included on formulary lists. Credits are received
based on the utilization of the manufacturer's products by persons enrolled under contracts
insured by or administered by Anthem. Credits received by virtue of the benefits provided
under this section are retained by Anthem as a part of its compensation from the state for
administrative services. Payments to pharmacies are not adjusted as a result of these
credits.

Your Health Plan requires prior review of selected drugs before payment is authorized. Your
doctor has a list of drugs that require special approval. This list is periodically modified. You
may obtain a copy of this list by simply contacting Anthem Member Services or on the Web
at www.anthem.com/cova. Select COVA HDHP under the Plan Info/Forms tab, and select
Search the Drug List. Your physician may request prior authorization by calling 800-338-
6180, or by faxing the request to 800-601-4829. A written request, including drug name,
guantity per day and strength, period of time the drug is to be administered, medical
condition for which the drug is being prescribed, the patient's name, ID number, date of
birth, and relationship to the employee, must be sent by your doctor along with applicable
medical records to:

WellPoint NextRx

Drug Prior Authorization
P. O. Box 746000
Cincinnati, OH 45274

You will be notified in writing when a prescription is denied for coverage. Your physician will
be notified of both approval and denial decisions.

Your Health Plan will not deny Prescription Drugs (or Inpatient or 1V therapy drugs) used in
the treatment of cancer pain on the basis that the dosage exceeds the recommended
dosage of the pain relieving agent, if prescribed in compliance with established statutes
pertaining to patients with intractable cancer pain.
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5) You may also purchase your maintenance medication through the mail from WellPoint
NextRx Pharmacy (NextRx), in Anthem’s mail order pharmacy network, and have your
prescription delivered directly to your home. To receive your maintenance medicine
prescription by mail:

Ask your doctor to prescribe a 90-day supply of your maintenance medicine plus refills. If
You need the medicine immediately, ask your doctor for two prescriptions: one to be
filled right away and another to send to the mail service pharmacy.

Complete the order form which is enclosed within the mail service envelope. This is
required for your first order only.

Mail your order form, written prescription(s), and a check to cover the amount of your
Deductible and Coinsurance.

We suggest that You order your refill two weeks before You need it to avoid running out of
your medication.

If You have questions about your mail service prescription, You may call 800-962-8192 for
assistance.

You will receive your Prescription Drugs via first class mail or UPS approximately 14 days
from the date You sent your order.

You will receive refill forms and a notice that shows the number of refills your doctor ordered
in the package with your drugs. Mail the refill notice and the appropriate Deductible and
Coinsurance amount to WellPoint NextRx in the envelope provided.

6) You may need to file your own claim if:

your prescription is filled by a non-participating pharmacy;

You need to have a prescription filled before You receive your card; or

You have a prescription that requires special prior approval, but You need the
prescription filled immediately.

Contact Anthem Member Services if You need a Prescription Drug Claim Form or if You
have any questions about your drug program and related procedures. You may download
this form at www.anthem.com/cova and select COVA HDHP under the Plan Info/Forms
tab. Then select Download Drug Forms.

To file a claim:

Complete the claim form. If possible, ask the pharmacist to complete the pharmacy
section of the form and sign it.

Pay for the prescription.

Mail your claim form to the address on the back of the form. The claim must be received
within 12 months after the end of the calendar year in which the services were received.

7) A prescription is needed for the purchase of diabetic supplies.
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Health Plan Reimbursement

1) Your Health Plan pays the remaining Allowable Charge after You pay the Deductible and
Coinsurance. The Plan Administrator will determine whether a particular generic prescription
drug is equivalent to a brand name prescription drug. If You or your Provider determine to fill
the prescription with a brand name drug when a generic equivalent is available, You will be
responsible not only for the Deductible and Coinsurance, but also the difference between
the Allowable Charge for the brand name drug and the Allowable Charge of its generic
equivalent.

2) If the dispensing pharmacy is a network pharmacy, the Plan Administrator will direct
benefit payment to that pharmacy. If the dispensing pharmacy is a non-network pharmacy,
the Plan Administrator will direct payment to the member.

A network pharmacy is a pharmacy listed as a network pharmacy by the Plan
Administrator at the time the prescription drug is dispensed.

A non-network pharmacy is any other pharmacy. At a non-participating pharmacy You
pay the total price for the drug and file an Anthem Prescription Drug Claim Form.
Reimbursement is limited to the Allowable Charge for the generic drug minus your
Deductible or Coinsurance.

3) The benefits provided for services under this section are in lieu of any other benefits for
the same services listed in any other section of this booklet. Any Deductible and
Coinsurance listed for prescription drug services will not be eligible for Reimbursement as a
covered service under any other section.

Member Pays

Retail and mail service 20% Coinsurance after Deductible

Diabetic Supplies 20% Coinsurance after Deductible

Specialty Medications

PrecisionRx Specialty Solutions is available to members who use specialty drugs. Specialty
drugs are high cost, biotech drugs, usually injected or infused and used for the treatment of
acute or chronic disease. These drugs often require special handling such as temperature
controlled packaging and overnight delivery and are often unavailable at retail stores.
PrecisionRx Specialty Solutions is currently available to members to provide specialty drugs.
PrecisionRx Specialty Solutions network will fill both retail and mail order prescriptions, although
the ability to provide a 90-day supply of a specialty drug may be limited by the storage
requirements of that particular drug.

PrecisionRx Specialty Solutions provides dedicated patient care coordinators to help You
manage your condition and toll-free twenty-four hour access to nurses and registered
pharmacists to answer questions regarding your medications. Your doctor can order your
specialty medication direct from PrecisionRx Specialty Solutions, and you may request refills by
calling 800-870-6419. You will be assigned a patient care coordinator who will work with You
and your physician to obtain prior authorization and to coordinate the shipping of your
medication directly to You or your physician’s office. Your patient care coordinator will also
contact You directly when it is time to refill your prescription.
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You may obtain a list of specialty drugs available through the PrecisionRx Specialty Solutions
network by contacting Anthem Member Services or on the Web at www.anthem.com/cova.
Select COVA HDHP under the Plan Info/Forms tab. Then select the Anthem Prescription link.

QOutpatient Prescription Drug Refills When Traveling

If You are planning to travel on vacation or leaving home for an extended period, You may need
one or more early refills of your medication. Participating retail pharmacies and the Wellpoint
NextRx Mail service may routinely provide one early refill (up to a 34-day or a 90-day supply, as
appropriate) to accommodate travel. However, for extended travel, members should complete
the Prescription Drug Refill Exception Request form available on the DHRM Web site at
www.dhrm.virginia.gov or from your Benefits Administrator. Send the completed form by fax
or U.S. Mail to:

The Department of Human Resource Management (DHRM)
Office of Health Benefits

Attention: Policy and Instruction

101 North 14th Street, 13th Floor

Richmond, VA 23219

Fax: (804) 371-0231

DHRM will approve all valid requests and forward them to Anthem. A member of Anthem’s

customer service team will contact You to obtain specific medication information. Once You
provide the medication information, a prior authorization will be entered for each medication
requested and You will have 14 days to complete your purchase.

Please note:

The maximum supply You may purchase at one time is 12 months.

You will not be allowed to purchase more refills than prescribed. For example, if your one-
year prescription expires six months from the date of your request, You cannot purchase
more than a six-month supply of medication.

You will be charged the appropriate Deductible and Coinsurance for refills requested on the
form. For example, You will be charged for a 6-month supply of medication if You requested
a 6-month supply on the form and later decided to purchase only a 3-month supply at the
pharmacy.

The Food and Drug Administration limits early refills on certain medications.

Allow at least two weeks for complete processing of your request.

The Commonwealth reserves the right to bill a member for any months of medication
remaining if employment terminates.
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DENTAL SERVICES

Services Which Are Eligible for Reimbursement

1) Diagnostic and preventive care
Your Health Plan provides coverage for You to see your dentist twice a year for a checkup.
This allows your dentist to identify any possible problems and to try and prevent cavities and
serious Dental problems. The following services are generally covered:

two routine oral evaluations per Plan Year;

two Dental prophylaxes (cleanings) per Plan Year, including scaling and polishing of
teeth;

Dental x-rays (except x-rays needed to fit braces); bitewing x-rays limited to two per Plan
Year;

one full mouth x-ray or panorex every 36 months;

direct fluoride application to natural teeth for members under age 19 (up to two per Plan
Year);

space maintainers (not made of precious metals);

pulp vitality tests (up to two tests per Plan Year);

palliative Emergency treatment;

Dental pit/fissure sealants on first and second permanent molars for members under age
19;

bite planes or splints to increase vertical dimension for temporomandibular joint or
associated myofacial pain disorders;

occlusal adjustments for temporomandibular joint disorders; and

occlusal night guards for demonstrated tooth wear due to bruxism.

2) Primary Services
After your dentist has examined your teeth, You may need additional Dental work. Your
Health Plan includes coverage for the following:

fillings (amalgam or tooth-colored materials);

pin retention;

simple extractions of natural teeth and surgical extractions of fully erupted teeth;

root canal therapy (endodontics);

care for abscesses in the mouth (excision and drainage);

repair of broken removable dentures;

surgical preparation of ridges for dentures;

re-cementing existing crowns, inlays and bridges;

removing infected parts of the gum and replacing them with healthy tissue (gingivectomy
and gingivoplasty);

scaling and root planing of the gum;

stainless steel crowns;

sedative fillings;

therapeutic pulpotomy;

periodontal evaluation (not in addition to periodic evaluations);

an operation to remove diseased portions of bone around the teeth (osseous surgery);
soft tissue grafts;

bone graft (only around natural teeth);

guided tissue regeneration;

general anesthesia in connection with a covered surgical Dental service;
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crown lengthening when bone is removed and at least six weeks are allowed for healing;
frenectomies;

hemisection and root amputations;

apicoectomies;

periodontal maintenance (limited to two per Plan Year); and

trips by the dentist to your home if You need any of the services You see listed here.

3) Prosthetic and complex restorative services
If preventive or primary services fail to save a tooth, You have coverage for prosthetic and
complex restorative services. These benefits include:

inlays (limited to the benefit for a resin restoration unless part of partial or bridge
abutment);

onlays;

crowns (not part of bridge);

post and core build-ups for crowns;

labial veneers involving the incisal edge of anterior teeth, porcelain laminate (laboratory
processed);

Dental implants;

dentures (full and partial), and denture adjustments and relining; and

fixed bridges and repair.

4) Orthodontic services
Your Health Plan provides coverage for the following orthodontic services:

orthodontic services to correct a handicapping malocclusion (defined as a severe
deviation from the normal range of positioning of teeth). The malocclusion must be
abnormal and correctible.

tooth guidance and harmful habit appliances;

interceptive treatment;

surgical exposure of unerupted teeth when performed for orthodontic purposes; and
orthodontic evaluations when no treatment is initiated.

5) Non-Routine Medical benefits for oral surgery
Your Medical benefits cover oral surgery for:

surgical removal of impacted teeth;

maxillary or mandibular frenectomy when not related to a Dental procedure;
alveolectomy when related to tooth extraction;

orthognathic surgery that is required because of a medical condition or injury which
prevents normal function of the joint or bone and is deemed Medically Necessary to
attain functional capacity of the affected part;

surgical services on the hard or soft tissue in the mouth when the main purpose is not to
treat or help the teeth and their supporting structures; and

the treatment of medically diagnosed cleft lip, cleft palate, or ectodermal dysplasia.
Dental services and Dental appliances furnished when required to treat medically
diagnosed cleft lip, cleft palate, or ectodermal dysplasia; and

Dental services to prepare the mouth for radiation therapy to treat head and neck
cancer.
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6)

7

Non-Routine Medical for accidental injury
Your Health Plan provides coverage for the following non-routine Dental services through
the Medical benefits:

Medically Necessary Dental services when required to diagnose or treat an accidental
injury to the teeth if the accident occurs while You are covered under Your Health Plan.
the repair of Dental appliances damaged as a result of accidental injury to the jaw,
mouth or face;

General Anesthesia and Hospitalization
Your Health Plan provides coverage for the following services through the Medical benefits:

Covered general anesthesia and hospitalization services for children under the age of 5,
Covered Persons who are severely disabled, and Covered Persons who have a medical
condition that requires admission to a hospital or Outpatient surgery Facility.

Conditions for Reimbursement

1

2)

3)

4)

Medical necessity review is required for non-routine oral surgery.

Dental services resulting from an accidental injury are covered, provided that, for an injury
occurring on or after your Effective Date of coverage you:

seek treatment within 60 days after the injury;
submit a plan of treatment from your dentist or oral surgeon for prior approval by
Anthem.

Services and appliances are covered for adults if rendered within a two-year period after the
accidental injury. The two-year restriction may be waived for children under age 18. Actual
treatment may be delayed if tooth/bone maturity is in question and standard industry
protocols are followed. However, a treatment plan must be filed within six months of the
accident and treatment must be completed within two years of active treatment
commencement and prior to age 20. For the waiver to be granted, continuous coverage
under Your Health Plan is required.

Permanent crowns must be authorized in advance for members under age 16.
General anesthesia and hospitalization services are only provided when it is determined by

a licensed dentist, in consultation with the Covered Person's treating physician, that such
services are required to effectively and safely provide Dental care.

Special Limits

1)

2)

A Plan Year Dental Deductible applies to routine Dental services. The Deductible is $50 for
single membership, $100 for employee plus one membership and $150 for family
membership.

Reimbursement for routine Dental services (diagnostic and preventive care, primary

services, prosthetic and complex restorative services combined) is limited to $2,000 per
member per Plan Year.
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3)

4)

5)

6)

7

8)

9)

Reimbursement for routine orthodontic services is limited to $2,000 per member per lifetime.

If You transfer from the care of one dentist to another during a course of treatment, Your
Health Plan will only pay the amount it would pay to one dentist for the same treatment.

If more than one dentist renders services for one procedure, the Plan Administrator will
only pay the amount it would pay to one dentist for the same treatment.

For certain types of services, your dentist may want to submit a plan of treatment in advance
to be sure that the treatment is considered Medically Necessary covered services. Prior
review is recommended for any treatment plan that is expected to cost more than $250.
However, if a plan of treatment is approved in advance, that is not a guarantee of payment
if, for example, new information is submitted with the claim indicating that a less costly
method of treatment would be appropriate.

Replacement of prosthetic appliances, occlusal night guards, dentures, crowns, crown
buildups, post and core to support crowns, onlays and bridges is limited to once every five-
year period. There is one exception: Replacement of a bridge will be provided prior to the
end of the five-year period if one or more abutment teeth are extracted.

For orthodontic services no benefits will be provided for replacement or repair of any
appliance used during the course of treatment.

Orthodontic benefits paid under any other self-funded Commonwealth of Virginia coverage
will count against the orthodontic services lifetime limit.

10) Non-routine Dental services covered under the medical benefit are subject to the Medical

Plan Year Deductible and Out-of-Pocket Expense Limit.

11) Injury as a result of chewing or biting is not considered an accidental injury and would not be

covered by the health plan under medical services.

Health Plan Reimbursement

Your Health Plan pays the remaining Allowable Charge after your Dental Deductible and
Coinsurance for Dental services.

Member Pays

Diagnostic and Preventive Care $0 no Dental Deductible

Primary services 20% after Dental Deductible

Complex Restorative 50% after Dental Deductible

Orthodontic services 50% no Dental Deductible

Oral Surgery 20% Coinsurance after Medical Deductible
Accidental Injury 20% Coinsurance after Medical Deductible
General Anesthesia and Hospitalization 20% Coinsurance after Medical Deductible
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OTHER COVERED SERVICES

Services Which Are Eligible for Reimbursement

The following Other Covered Services are eligible for Reimbursement.
1) Ambulance services when used locally to or from a covered Facility or Provider's office.

2) Medical supplies are covered if they are prescribed by a covered Provider. Examples of
medical supplies are oxygen and equipment (respirators). Some medical supplies require
medical necessity review. Contact Anthem Member Services at 800-552-2682.

3) The cost of fitting, adjustment, and repair of the following items when prescribed by your
doctor for Activities of Daily Living:

artificial limbs, including accessories;

orthopedic braces;

leg braces, including attached or built-up shoes attached to the leg brace;
arm braces, back braces and neck braces;

head halters;

catheters and related supplies;

orthotics, other than foot orthotics;

splints; and

breast prostheses.

4) The rental (or purchase if that would be less expensive) of Medical Equipment (durable)
when prescribed by your doctor. Also covered are maintenance and necessary repairs of
Medical Equipment (durable) except when damage is due to neglect. Network Medical
Equipment (durable) Providers are shown in the Anthem Commonwealth of Virginia and The
Local Choice Medical Provider Directory under Ancillaries, Durable Medical Equipment. If
You obtain equipment from a non-network Medical Equipment (durable) Provider, You may
still have coverage. However, in addition to your Deductible and Coinsurance, the non-
network Provider may bill You for the difference between the Allowable Charge and the
Provider's charge.

Coverage includes equipment such as:

e nebulizers;

* hospital-type beds;
* wheelchairs;

* traction equipment;
 walkers; and

e crutches.

In addition, rental of Medical Equipment (durable) will be provided for a limited time for a
condition for which You received covered services before your coverage ended. The time
will be the shorter of when You become covered under any other group coverage, or the
end of the Plan Year your coverage ends, or a period equal to the time You were enrolled
under Your Health Plan.
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5)

6)

7

8)

Medical necessity review is required. Contact Anthem Member Services at 800-552-2682 for
assistance with medical necessity review.

Special medical formulas which are the primary source of nutrition for Covered Persons
with inborn errors of amino acid or organic acid metabolism, metabolic abnormality or
severe protein or soy allergies. These formulas must be prescribed by a physician and
required to maintain adequate nutritional status.

Covered diabetic equipment includes:

insulin pumps and associated supplies;
lancet devices; and
calibrator solution.

Prescribed services performed by a licensed private duty nurse.

The following prescribed eyeglasses or contact lenses are eligible for Reimbursement only
when required as a result of surgery or for treatment of accidental injury:

a. eyeglasses or contact lenses which replace human lenses lost as the result of
intra-ocular surgery or accidental injury to the eye;

b. "Pinhole" glasses used after surgery for a detached retina; or

c. lenses used instead of surgery, such as:
contact lenses for the treatment of infantile glaucoma,;
corneal or sceleral lenses in connection with keratoconus;
sceleral lenses to retain moisture when normal tearing is not possible or is not
adequate; or
corneal or sceleral lenses to reduce a corneal irregularity (other than
astigmatism).

A maximum of one set of eyeglasses or one set of contact lenses will be covered for your
original prescription or for any change in your original prescription. Examination and
replacement for a prescription change are covered only when the change is due to the
condition for which You needed the original prescription.

Conditions for Reimbursement

1)

2)

3)

With respect to private duty nursing services, only services by a Registered Nurse (R.N.)
or a Licensed Practical Nurse (L.P.N.) are covered. Also,

these services must be Medically Necessary;

the nurse may not be a relative or member of your family;

your Provider must explain why the services are required; and
your Provider must describe the medically skilled service provided.

For Medical Equipment (durable), your Provider must, upon request, explain why the
equipment is needed and how long it will be used.

For coverage of ambulance services:

the trip to the Facility or office must be to the nearest one recognized by the Plan
Administrator as having services adequate to treat your condition.
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the services You receive in that Facility or Provider's office must be covered services.
if the Plan Administrator requests it, the attending Provider must explain why You could
not have been transported in a private car or by any other less expensive means.

4) The Other Covered Services discussed in this section are not eligible for Reimbursement if
the same service is available under some other section of this booklet. The Plan
Administrator will pay only once for a service and will not increase or extend benefits
available under other sections of this contract.

Special Limits

1) The following and similar items are not eligible for Reimbursement as Medical Equipment
(durable):

exercise equipment;

air conditioners;

dehumidifiers and humidifiers;
whirlpool baths;

handrails;

ramps;

elevators;

telephones; or

adjustments made to a vehicle.

2) Your Health Plan will not pay for any equipment which has both a non-therapeutic
and therapeutic use. The Plan Administrator will pay for the least expensive item of
equipment required by your medical condition. If Your Health Plan determines that
purchase of the Medical Equipment (durable) is less expensive than rental, or if the
equipment cannot be rented, the Plan Administrator may approve the purchase as a
covered service.

3) No claim for Other Covered Services will be paid if the Plan Administrator receives it more
than 12 months after the end of the calendar year in which the service was rendered.

Health Plan Reimbursement

Your Health Plan pays the remaining Allowable Charge after your Deductible and Coinsurance.

Member Pays

Other Covered Services 20% Coinsurance after Deductible
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INDIVIDUAL CASE MANAGEMENT PROGRAM

Individual case management is included under your Medical and Behavioral Health benefits. In
addition to the covered services listed in this booklet, Your Health Plan may elect to offer
benefits for an approved alternate treatment plan for a patient who would otherwise require
more expensive covered services. This includes, but is not limited to, long term Inpatient care.
Your Health Plan will provide alternate benefits at its sole discretion.

It will do so only when and for so long as it decides that the services are Medically Necessary
and cost effective. The total benefits paid for such services may not exceed the total that would
otherwise be paid without alternate benefits. If Your Health Plan elects to provide alternate
benefits for a Covered Person in one instance, it will not be required to provide the same or
similar benefits for any Covered Person in any other instance. Also, this will not be construed as
a waiver of Your Health Plan's right to enforce the terms of Your Health Plan in the future in
strict accordance with its express terms.

Also, from time to time Your Health Plan may offer a Covered Person and/or their Provider or
Facility information and resources related to disease management and wellness initiatives.
These services may be in conjunction with the Covered Person’'s medical condition or with
therapies that the Covered Person receives, and may or may not result in the provision of
alternative benefits as described in the preceding paragraph.
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BLUECARD PROGRAM

BlueCard® PPO for Care within the United States

If You need Medical care outside the Anthem network and within the United States, You will
have access to care from a BlueCard PPO Provider. Through the BlueCard PPO program, your
Anthem Blue Cross and Blue Shield ID card is accepted by physicians and hospitals throughout
the country who participate with another Blue Cross Blue Shield company. These Providers
accept your Coinsurance at the time of service instead of requiring full payment. They file claims
directly to their local Blue Cross Blue Shield company for You, and have agreed to accept the
Allowable Charge established by the local company as payment in full.

To locate a BlueCard PPO physician or hospital call 800-810-BLUE (2583). Or use the
BlueCard Doctor and Hospital Finder on the Web at www.bcbs.com. Providers can also tell
You if they participate in BlueCard PPO when You call to make an appointment.

Simply present your Anthem ID card when You receive care. The PPO suitcase logo at the top
of your card tells the physician or hospital that your Medical plan includes the BlueCard
PPO program.

How Charges Are Calculated for BlueCard PPO Services

If the amount You pay for a covered service is based on the charge for that service, the charge
used to calculate your part will be the lower of:

the billed charge for the covered service; or
the negotiated price passed on to Anthem by the local Blue Cross and/or Blue Shield Plan.

Often, this "negotiated price" will consist of a simple discounted price, but it can also be
an estimated or average price allowed under the BlueCard Program and applied under
the terms of your Medical plan.

An estimated price takes into account special arrangements with a Provider or Provider group
that include settlements, withholds, non-claims transactions (such as Provider advances) and
other types of variable payment. An average price is based on a discount that takes into
account these same special arrangements. Of the two, estimated prices are usually closer to
the actual prices. Negotiated prices may be adjusted going forward to correct for over-or
underestimation of past prices. However, the amount You pay is considered a final price.
More detailed information about negotiated prices is included in the group policy.

Laws in a small number of states may require the local Blue Cross and/or Blue Shield Plan to:

use another method for, or
add a surcharge to, your liability calculation.

If any state laws mandate other liability calculation methods, including a surcharge, Anthem

Blue Cross and Blue Shield would then calculate your liability for any covered health care
services according to the applicable state law in effect when You received care.
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BlueCard Worldwide® for Care outside the United States

If You live or travel outside the United States, the BlueCard Worldwide program assists You to
obtain Inpatient and Outpatient hospital care and physician services.

Follow these steps before You travel:

1) Obtain a list of BlueCard Worldwide hospitals located where You will be traveling or
staying. You may obtain this information on the Web at www.bcbs.com. Select
the "Healthcare Coverage" tab, then "Preferred Provider Organization (PPO)" under
Types of Coverage. Or You may call 800-810-BLUE (2583) for assistance.

2) Be sure to carry your Anthem medical ID card with You and present it when You need
Inpatient care.

If You need care once You arrive at your destination, follow these simple steps:
Inpatient hospital care (hnon-emergency):

1) Call the BlueCard Worldwide Service Center at 804-673-1177 (use a local operator to
set up a collect call to the U.S.). A BlueCard Worldwide Service Center representative
will accept the charges and will facilitate hospitalization at a BlueCard Worldwide
hospital. It is important that You call the Service Center in order to obtain cash-less
access for Inpatient care. The hospital will submit your claim for You. The Service
Center is staffed with multilingual representatives and is available 24 hours a day,
seven days a week.

2) Call Anthem Member Services at 804-355-8506 for hospital admission review.
Inpatient hospital care (Emergency):

Bypass the above steps. Go to the nearest hospital. Call the BlueCard Worldwide Service
Center at 804-673-1177 (use a local operator to set up a collect call to the U.S.) if You are
admitted to arrange cash-less access (available in most cases). A BlueCard Worldwide
Service Center representative will assist You. A family member or friend can make this call for
You.

Outpatient hospital care/Physicians services:

1) Call the BlueCard Worldwide Service Center at 804-673-1177 (or use a local operator
to set up a collect call to the U.S.) if You would like information on physicians or
the charges, and if You want, make an appointment with a doctor for You, or will direct
You to a hospital.

2) You will need to pay for your care and then submit a claim using the International
Claim Form to the BlueCard Worldwide Service Center (address is on the claim form).
Contact the Service Center for the form, or You may download the form on the Web at
www.bcbs.com. Select the "Healthcare Coverage" tab, then "When Working or
Travelling Abroad”.
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PROGRAMS INCLUDED IN YOUR HEALTH PLAN

CommonHealth Wellness Program

This program is designed to make a positive difference in your health by integrating health
awareness into the workplace. CommonHealth features a variety of medical screenings,
including cholesterol and blood pressure; challenges; health education programs and other
activities. For more information, visit www.dhrm.virginia.gov and click on the CommonHealth
link. This program is not generally available to retirees, survivors and LTD participants.

24/7 NurseLine and AudioHealth Library

lliness or injury can happen, no matter what time of day. As a COVA HDHP health plan
member, You have access to a team of nurses, available to assist with your questions or
concerns, 24 hours a day, seven days a week. These registered nurses can discuss symptoms
You are experiencing, how to get the right care in the right setting and more. You can call as
often as You like. Call 800-337-4770.

For those who aren't comfortable discussing their health concerns with someone else or those
just looking for more information on a health topic, the AudioHealth Library has more than 300
recorded health topics. Call 800-337-4770 to access this line. For the list of topics, go to
anthem.com/cova and select AudioHealth Library under Special Programs.

Future Moms

You (or your covered dependent) are eligible to participate in the Future Moms program. This
free program is designed to help women have healthy pregnancies and healthy babies. A
Future Moms registered nurse is assigned to women identified as having greater risk of
premature delivery. The nurse works with the mother and her doctor throughout the pregnancy
to help avoid complications and to help ensure that the baby is born at a healthy weight.

As soon as pregnancy is confirmed, sign up for the program by calling 800-828-5891. You will
receive:

toll-free access to a registered nurse, any time day or night, in case You have questions or
concerns along the way;

a prenatal b