











Inpatient Hospital & Long Term Acute
Care Benefits

Benefits are available for (but not limited to) the following
covered services:

e Semiprivate room; cardiac and intensive care units; treat-
ment rooms and equipment.

e Anesthesia.

® Respiratory care.

e FDA-approved drugs, intravenous solutions and vaccines
administered in the hospital.

e Chemotherapy.

¢ Radiology, pathology and radiation therapy.

e Physical, occupational and speech therapy.

e Inpatient physical rehabilitation, subject to benefit precerti-
fication and certain requirements.

e Physician-ordered skilled nursing facility services, up to 60
days per calendar year; subject to medical necessity criteria.

Outpatient Hospital Benefits

Benefits for the services listed under “Inpatient Hospital and
Long Term Acute Care Benefits” are also available (subject to
certain limitations) when they are received in a hospital out-
patient department, emergency room or freestanding ambu-
latory surgical facility. In addition, benefits for outpatient
cardiac and pulmonary rehabilitation are available, subject to
preauthorization requirements and medical criteria.

Physician Benefits

Benefits are available for (but not limited to) the following
covered services:

Surgery and surgical assistance (for specified procedures).
Anesthesia.

Radiation therapy and chemotherapy.

Radiology and pathology, including tissue exams and inter-
pretation of Pap smears.

Routine screening mammograms.

e Allergy tests and extracts.

e Physician home, office, inpatient and outpatient visits for
diagnosis/treatment of an illness or injury.

Maternity & Newborn Coverage

Maternity coverage is available to subscribers and covered
spouses and dependent daughters. If the employee is covered
under a single membership, a newborn will be covered for a
period of 31 days. Application for change to family coverage
must be made within 31 days of birth to continue the baby’s
coverage.

Benefits for covered newborn care include hospital room and
board, screening tests (including newborn hearing), physician
services and other medically necessary treatment. Obstetrical
benefits include prenatal and postnatal care. All covered
charges incurred by a newborn from birth will be subject to a
separate, individual calendar year deductible.



Oral Surgery Benefits

Benefits are available for (but not limited to) the following
covered services:

e Pre-treatment evaluation and outpatient removal of
impacted teeth.

e Removal of tumors and cysts.

e Bone grafts to the jaw.

e Osteotomies.

e Treatment of natural teeth due to an accident which occurs
within 12 months of an injury not related to eating, biting
or chewing.

e Medically necessary services for the treatment of TMJ and
craniomandibular disorder, up to a total contract maximum
of $2,500.

Home Health Aide, Skilled Nursing Care
and Hospice Benefits

The following covered services require benefit preauthoriza-
tion. Limitations and exclusions apply.

Home health aide: When related to active medical treatment,
benefits include personal services (e.g. bathing, feeding and
performing necessary household duties). Benefits are subject
to a 60-day per calendar year limit.

Skilled nursing care: Benefits are available for medically nec-

essary physician-ordered care by a registered or licensed prac-

tical nurse, up to eight hours per day.

Hospice care: Benefits include Medicare-certified home health

aide services for a terminally ill patient, including nursing ser-
vices, respite care, medical social worker visits, crisis care and
bereavement counseling. Limited benefits for inpatient hos-
pice care are also available.

Organ and Tissue Transplant Benefits

Benefits are available for covered services associated with
medically necessary organ and tissue transplants, including
(but not limited to) liver, heart, lung, heart-lung, kidney, pan-
creas, pancreas-kidney and cornea. Limited benefits are also
available for allogeneic/autologous bone marrow transplants
for the specific conditions listed in the contract.
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Other Covered Services

e Ambulance services.

e Qutpatient occupational therapy, physical therapy, speech
therapy, cognitive training and chiropractic/osteopathic
physiotherapy, up to a combined maximum of 60 sessions
per calendar year.

e Chiropractic and osteopathic manipulative treatments, up
to 30 sessions per calendar year.

e Inpatient and outpatient treatment of mental iliness and/or
substance abuse.*

e Rental/initial purchase (whichever costs less) of medically
necessary home medical equipment ordered by a doctor
Limited benefits are available for the repair, maintenance
and adjustment of purchased covered medical equipment.

e Diabetes outpatient self-management training and patient
management; podiatric appliances.

e Services in accordance with the Women'’s Health and
Cancer Rights Act, which requires that a group health plan
providing medical and surgical benefits for mastectomies
also provide benefits for breast reconstruction, prostheses
and treatment of physical complications.

* Inpatient is defined as a patient admitted to a hospital or
other institutional facility for bed occupancy to receive services
consisting of active medical and nursing care to treat condi-
tions requiring continuous nursing intervention of such an
intensity that it cannot be safely or effectively provided in any
other setting.

Outpatient is defined as a person who is not admitted for
inpatient care, but is treated in the outpatient department of
a hospital, in an observation room, in an ambulatory surgical
facility, urgent care facility, a physician’s office, or at home.
Ambulance services are also considered outpatient.



Noncovered Services

This brochure contains only a partial listing of the limita-
tions and exclusions that apply to this NEtwork BLUE health
care coverage. A more complete list may be found in the
master group contract or by referring to the certificate of cov-
erage and schedule of benefits.

No benefits are available for the following:

¢ Audiological exams (except newborn); hearing aids and their
fitting.

e Abortions (except to save the life of the mother).

¢ Blood, plasma, or services by or for blood donors.

e Eye exams, refractions, eyeglasses, contact lenses, eye exer-
cises or visual training.

e Artificial insemination; invitro fertilization; fertility treatment,
and related testing.

e Massage therapy.

¢ Treatment for weight reduction/obesity, including surgical
procedures.

¢ Nutrition care, supplies, supplements or other nutritional
substances, including Neocate, Vivonex and other over-the-
counter infant formulas and supplements.

e Radial keratotomy or any other procedures/alterations of the
refractive character of the cornea to correct myopia, hypero-
pia and/or astigmatism.

e Services we consider to be investigative, not medically nec-
essary, experimental, cosmetic or obsolete.

e Services, drugs, medical supplies, devices or equipment that
are not cost effective compared to established alternatives
or that are provided for the convenience or personal use of
the patient.

e Services provided before the coverage effective date or after
termination.

A more complete list of
limitations and exclusions
can be found in the master
group contract or by referring
to the certificate of coverage

and schedule of benefits.

Services for illness or injury sustained while performing
military service.

Services for injury/illness arising out of or in the course of
employment.

Charges for services which are not within the provider’s
scope of practice.

Residential treatment programs for treatment of mental ill-
ness and/or substance abuse.

Charges in excess of our contracted amount.

e Charges made separately for services, supplies and materials

we consider to be included within the total charge payable.



Late Enrollment

A “late enrollee” is defined as an employee or dependent

for whom coverage is not requested within 31 days of his or
her initial eligibility or during a special enrollment period.
No late enrollees are accepted into the Direct Bill Program.
Depending on your eligibility, other enrollment restric-

tions may apply. For further information, please contact our
Member Services Department.

You or your eligible dependents are not considered late
enrollees if:

e you and/or your dependent were covered under other
qualifying previous coverage at the time of your initial eligi-
bility for this group coverage; and

¢ you and/or your dependent lost coverage under the qualify-
ing previous coverage as a result of: termination of employ-
ment; termination of eligibility; involuntary termination of
the qualifying previous coverage; death of a spouse; divorce
of a spouse; and

e you and/or your eligible dependent request enrollment
within 31 days after termination of qualifying previous
coverage; or within 60 days of the loss of Medicaid or SCHIP
coverage; or

e your employer offers multiple health benefit plans and you
or your eligible dependent have elected a different plan
during an open enrollment period.

Types of Enrollment
Single Membership: Covers the employee only.

Employee and Spouse: Covers the employee and his/her
spouse.

Employee and Child(ren): Covers the employee and eligible
dependent children, but does not provide coverage for a spouse.

Family Membership: Covers the employee, spouse, and eli-
gible dependent children.

The employee’s dependent children (excluding foster chil-
dren) are covered to age 26.
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Allowable Charge

Payment is based on the allowable charge for a covered ser-
vice. Generally, the allowable charge for services by in-network
providers will be the contracted amount. The allowable charge
for services by out-of-network providers will be based on the
contracted amount for Nebraska providers or an amount deter-
mined by the onsite Plan for out-of-network providers.

What is an HSA?

Direct Bill Option 3 is an HSA-eligible health plan. HSA stands
for “Health Savings Account.” An HSA is a special tax-exempt
account established through a qualified financial institution to
pay for medical expenses.

In general, any individual who is covered under a “high
deductible health plan” is eligible to establish an HSA. To
qualify as a high deductible health plan, the plan must satisfy
certain requirements with respect to deductibles and out-of-
pocket expenses.

Funds in an HSA may be used to pay qualified medical
expenses not reimbursed by insurance. Examples include
deductibles and coinsurance, charges for noncovered ser-
vices, and health and long term care insurance premiums.
Withdrawals for other purposes are taxable (and before age
65, subject to a 10% penalty).

Please note: HSA deductible and coinsurance maximums may
be increased annually to conform with cost of living adjust-
ments permitted by Section 223 of the Internal Revenue Code
and subsequent amendments.

This brochure contains only a partial description of the ben-
efits, limitations, exclusions and other provisions of Educators
Health Alliance Direct Bill health care coverage. It describes
the more important parts of the master group contractin a
general way, and should not be considered to be all or part of
the master group contract. In the event there are discrepan-
cies between this document and the contract, the terms and
conditions of the contract will govern.



Direct Bill Dental Coverage

IN-NETWORK
Coverage A
Preventive & Diagnostic Dentistry
Calendar year deductible None

Coinsurance you pay 20% of allowable charges

Coverage B
Maintenance & Simple Restorative Dentistry;
Oral Surgery; Periodontic & Endodontic Services

Calendar year deductible None

Coinsurance you pay 20% of allowable charges

Coverage C
Complex Restorative Dentistry

Calendar year deductible $25 per family

Coinsurance you pay 50% of allowable charges

* Dental coverage B and C combined per family is $50 per calendar year.

Coverage A

e Two oral exams per calendar year.

e Consultations when medically necessary.

e Two prophylaxis per calendar year, including cleaning, scal-
ing and polishing of teeth.

e Two topical fluoride applications per calendar year for cov-
ered family members up to age 16.

e One full-mouth or panorex series of x-rays in any three-con-
secutive-year period; one set of four supplemental bitewing
x-rays in a calendar year.

e Application of sealants to the permanent first or second
molar teeth for covered family members under age 16, once
every four years.

e Space maintainers for prematurely lost primary teeth for
covered family members under age 16.

e Pulp vitality tests.

Coverage B

Oral surgery consisting of:

e Simple and impacted extractions (excluding orthodontic
extractions).

¢ Alveoloplasty.

e Removal of dental cysts and tumors.

e Surgical incision and drainage of dental abscess.

OUT-OF-NETWORK

The EHA Direct Bill Program
includes covered dental services
which are divided into three
categories:

None

30% of allowable charges

Coverage A:

Preventive & Diagnostic Dentistry
$50% per family
Coverage B:
Maintenance & Simple Restorative
Dentistry; Oral Surgery;
Periodontic & Endodontic Services

30% of allowable charges

$50* per family Coverage C:

50% of allowable charges Complex Restorative Dentistry

e Reduction of a complete dislocation or fracture of the
temporomandibular joint of the jaw (TMJ) required as the
direct result of an accident which occurred while the patient
was covered under this contract. Benefits must be provided
within 12 months of the injury, and will not be available if
the injury is the result of eating, biting or chewing.

e Tooth replantation.

e Excision of hyperplastic tissue.

Periodontic services consisting of:

e Up to four periodontic cleanings per calendar year.
e Gingivectomy and gingival curettage.

e Osseous surgery and grafts.

e Scaling and root planing.

e Provisional or permanent periodontal splinting.

e Mucogingivoplastic surgery.

e Treatment of acute infection and oral lesions.

Endodontic services consisting of:

e Pulp cap and vital pulpotomy.

e Root canal therapy (treatment plan, diagnostic x-rays, clini-
cal procedures and follow-up).

e Apical curettage.

e Root resection and hemisection.



Other covered services:

e General anesthesia for oral/dental surgery when medically
necessary.

e Restorations of silver amalgam and/or composite materials
(if gold is used, reimbursement will be made as for silver).

e Temporary crowning of teeth as a result of an accident if
provided within 72 hours of the accident.

e Preformed stainless steel or acrylic crowns on diseased or
damaged teeth.

e Re-cementinlays and crowns on diseased or damaged
teeth.

¢ Palliative treatment limited to opening and drainage of
a tooth when no endodontics follows, smoothing down
chipped teeth, dry socket treatment, pericoronitis treatment
and treatment of canker sores.

¢ Repair of dentures, bridges, crowns and cast restorations.

Coverage C

e Crowns.

¢ Inlays when used as abutments for fixed bridgework.

¢ |nstallation of permanent bridges.

e Full and partial dentures.

e One denture relining each 36-consecutive month period.

¢ Adjustments of dentures after six months have elapsed from
the date of installation.

How Using NEtwork BLUE Dentists
Benefits You

NEtwork BLUE network dentists have agreed to accept our
benefit payment for covered services as payment in full,
except for any deductible and coinsurance amounts and
charges for noncovered services, which are your responsibil-
ity. That means that NEtwork BLUE dentists, under the terms
of their contract with us, can't bill you for amounts over our
benefit allowance (noncontracting dentists can bill you for
amounts over our benefit allowance).

NEtwork BLUE PPO dentists also file your claims for you,
meaning you have less paperwork to worry about. And as an
additional time-saving convenience for you, we send our ben-
efit payment directly to network dentists.
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Noncovered Dental Services

The following is only a partial listing of the exclusions and
limitations that apply to EHA Direct Bill dental coverage. A
complete list is in the master contract.

e Services not identified as covered under Coverages A, B and
Cin the contract.

e Dental services related to congenital malformations or
primarily for cosmetic purposes.

e Services for orthodontic dentistry and treatment of the
temporomandibular jaw joint.

e Supplies, education or training for dietary or nutrition coun-
seling, personal oral hygiene or dental plaque control.

e Services received before the effective date of coverage or
after termination of coverage.

e Services determined to be not medically necessary, investi-
gative, or obsolete.

e Charges in excess of our contracted amount.

e Services covered under Workers’ Compensation or Employ-
ers' Liability Law.

e Services provided by a person who is not a dentist, or by a
dental hygienist not under the dentist’s direct supervision.

e Charges made separately for services, supplies and materials
considered to be included within the total charge payable.

How to Locate NEtwork BLUE

Dentists in Nebraska

1-877-721-2583
www.bcbsne.com

By phone:
On the web:



Your Online Tools and Resources from
Blue Cross and Blue Shield of Nebraska

AccessBluePlus

AccessBluePlus is our secure online member services portal,
available 24 hours a day, seven days a week.

When you register with AccessBluePlus, you can check the sta-
tus of a claim, view your Explanation of Benefits online, print or
request I.D. cards, find a network hospital and use interactive
tools to help manage your family’s health care needs and costs
—whenever and wherever it's convenient for you.

Once your coverage becomes effective, you will be able to
register to start using AccessBluePlus. Within 24 to 48 hours of
your initial online registration, you will receive a letter from us
containing the unique access code you'll need to log in and
start using AccessBluePlus. If you have any questions about
registration, just call the AccessBluePlus Help Line at
1-877-704-2583.

To register to start using AccessBluePlus, go to:
www.bcbsne.com.

Registered AccessBluePlus users have access to four interac-
tive online tools: Healthcare Advisor, Treatment Cost Advisor,
Coverage Advisor and MyRxHealth.

Healthcare Advisor™

Healthcare Advisor’s treatment decision support tools help
users better understand their options. You can learn what to
expect when diagnosed with an illness, or before having sur-
gery. You can use it to research different treatment options,
and determine which hospitals have met leading standards
for patient safety.

Treatment Cost Advisor™™

The Treatment Cost Advisor tool helps you estimate medical
costs before you receive care. Find cost information for many
common medical conditions and health care services. Get reli-
able cost estimates and in- and out-of-network cost comparisons.

Coverage Advisor™

Coverage Advisor helps you determine which health care
services you are likely to need, and then estimates the annual
cost of those services. Coverage Advisor helps you make
informed benefit plan decisions.

MyRxHealth

MyRxHealth, from Blue Cross and Blue Shield of Nebraska’s
pharmacy benefits manager, Prime Therapeutics, Inc., is
loaded with valuable information and interactive tools that
employees can use to manage their families’ prescription drug
purchases.

At MyRxHealth, you can find benefit information and personal
Rx claim history, drug formulary look up, Rx Nebraska partici-
pating pharmacy locator, drug cost calculator and comparison
of brand name and generic drug costs.
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A new you with BlueHealth
Advantage, small changes

can make a big difference.

BlueHealth Advantage

The lifestyle decisions we make regarding diet, weight,
exercise, smoking, seatbelt use and more directly impact our
health care costs.

BlueHealth Advantage, our wellness and lifestyle manage-
ment website, can help you make positive lifestyle changes.
BlueHealth Advantage offers:

e Educational health and wellness information
e Lifestyle management guides
e Personal health assessment tools

To check out all the valuable health and wellness resources
available to you, go to www.bluehealthadvantagene.com.



Blue Cross and Blue Shield of Nebraska
Contacts and Resources

Blue Cross and Blue Shield of Nebraska

Member Services Department

Phone
1-877-721-2583

E-mail
www.bcbsne.com

To locate NEtwork BLUE providers in Nebraska

Phone
1-877-721-2583

Website
www.bcbsne.com

To locate BlueCard PPO providers nationwide

Phone
Toll-free 1-800-810-BLUE (2583)

Website
www.bcbs.com

To locate participating Rx Nebraska

pharmacies nationwide

Phone
1-877-800-0746

Website
www.bcbsne.com
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