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IMPORTANT TELEPHONE NUMBERS

Member Services
OmahaandToll-free.............cooiiiiiiiii.. 1-877-721-2583
TTY/TTD (for the hearing impaired) ................. 402-390-1888
Coordination of Benefits

OMaNa. .. 402-390-1840
Tol-free . oo 1-800-462-2924
Subrogation

OMaNa. .. 402-390-1847
TolHree . ot 1-800-662-3554

OMaNa. . 402-398-3615
Toll-free . ..o 1-800-821-4786
Certification

Omaha. ... 402-390-1870
Tollfree ..o 1-800-247-1103

BlueCard Provider Information

Toll-free . ...oovvei 1-800-810-BLUE (2583)
Website .....oooviiii www.bcbs.com
Pharmacy Locator

Toll-free ..o 1-877-800-0746
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e Vao  weicome

This document is your Certificate of Coverage. It has been
written to help you understand your Group health coverage
with Blue Cross and Blue Shield of Nebraska (BCBSNE), an
independent licensee of the Blue Cross and Blue Shield
Association.

This Certificate of Coverage is only a partial description of

the benefits, exclusions, limitations, and other terms of the
Master Group Contract to which it refers. It describes the more
important parts of that document in a general way. It is not,
and should not be considered a contract or any part of one. The
Master Group Contract controls the coverage for your Group.

The Master Group Contract is made in and governed by the
laws of the State of Nebraska. Please note that this Certificate
of Coverage may not list all the benefits provided by the laws
of your state if you do not reside in Nebraska. Please read this
Certificate of Coverage carefully.

Please share the information found in this Certificate of
Coverage with your Eligible Dependents. Additional copies
of this document or your Schedule of Benefits and/or your
Schedule of Benefits Summary are available from the BCBSNE
Member Services Department.

How To Use This Document

For your convenience, defined terms are capitalized throughout
this document. For an explanation of a defined term, refer to
the Section titled “Definitions.”

Please take some time to read this document and become
familiar with it. We especially encourage you and your Eligible
Dependents to review the benefit limitations by reading the
Schedule of Benefits Summary and the Section titled “Benefit
Descriptions.” As you read this Certificate of Coverage you will
find that many of the sections of the document are related

to other sections of the document. You may not have all the
information you need by reading just one section. If, after
reading this Certificate of Coverage you have a question about
your coverage or Claim, please contact BCBSNE Member
Services Department.

About Your I.D. Card
BCBSNE will issue you an identification card (I.D. card). Your I.D.
number is a unique alpha numeric combination.

Present your I.D. card to your health care provider when you
receive Services. With your BCBSNE I.D. card, U.S. Hospitals and
Physicians can identify your coverage and will usually submit
their Claims for you.

If you want extra cards for covered family members or need to
replace a lost card, please contact BCBSNE Member Services
Department.
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What'’s A Schedule Of Benefits?

Your Schedule of Benefits is a personalized document that
provides you with a basic overview of your coverage. It also
shows the membership option that applies to you.

We also provide a Schedule of Benefits Summary. For
additional information which may be unique to your coverage,
please refer to the Schedule of Benefits Summary.

Your Rights And Responsibilities As A Blue Cross And

Blue Shield Of Nebraska Member

You have the right to:

«  Betreated with respect and dignity.

Privacy of your personal health information that we
maintain, following state and federal laws.
Receive information about the benefits, limitations
and exclusions of your health plan, including how to
access our network of hospitals, physicians and other
health care providers.
Work with your doctor and other health care
professionals about decisions regarding your
treatment.
Discuss all of your treatment options, regardless of
cost or benefits coverage.
Make a complaint or file an appeal about your
health plan, any care you receive or any benefit
determination your health plan makes.
Make recommendations to us about this rights and
responsibility policy.
Give us suggestions about how we can better serve
you and other members.

You have the responsibility to:

«  Read and be familiar with your health plan coverage
information and what your plan covers and doesn't
cover, or ask for help if you need it.

If you plan has different In-network and Out-of-
network benefits, understand how your choice of an
In-network or Out-of-network Provider will impact
what you pay out of your own pocket, or ask for help if
you need it.

Give us all the information we need to process your
claims and provide you with the benefits you're
entitled to under your plan.

Give all health care providers the information they
need to appropriately treat you.

Advise us of any changes that affect you or your family,
such as birth, marriage/divorce or change of address.



THE PLAN AND HOW IT WORKS m

About The Plan

This Group health plan is a Preferred Provider Organization
(PPO) health benefit plan, insured by Blue Cross and Blue Shield
of Nebraska (BCBSNE).

NEtwork BLUE is a PPO (In-network) Provider network
established by BCBSNE through contracts with a panel of
Hospitals, Physicians and other health care providers who
have agreed to furnish medical Services to you and your family
in a manner that will help manage health care costs. These
providers are referred to as “In-network” or “Preferred Providers.”

Blue Cross and Blue Shield Plans in other states (On-site
Plans) have also contracted with health care providers in their
geographic areas who are referred to as “Preferred Providers.”’

Use of the network is voluntary, but you should be aware that
when you choose to use providers who do not participate in
the local plan’s network for non-emergency situations, you
can expect to pay more than your applicable Coinsurance,
Copayment and/or Deductible amounts. After this health plan
pays its required portion of the bill, Out-of-network Providers
may bill you for any amount not paid. This balance billing does
not happen when you use In-network or Preferred Providers
because these providers have agreed to accept a discounted
payment for Services with no additional billing to you other
than your applicable Coinsurance, Copayment and Deductible
amounts. In-network Providers will also file claims for you.

For help in locating In-network Providers, managing your
personal health care benefits, as well as accessing various
resources and tools, visit BCBSNE online at www.nebraskablue.
com. You may also call Member Services using the toll-free
number on your I.D. card or refer to the Important Telephone
Numbers in the front of this book. If you would like a printed
provider list, BCBSNE will furnish one without charge.

Using Your Benefits Wisely

BCBSNE wants you to get the most from your Group health
coverage. You can save yourself a considerable amount of
time and money by making efficient use of the health care
system.

As you read this document, some “Good Care tips” for efficient
health care will be highlighted in boxes just like this one.
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How The Network Works
Using In-network Providers:
«  Present|.D. card and pay Copayment (when
applicable)
«  Receive highest level of benefit
«  Provider files claims for you
«  Provider accepts insurance payment as payment in full
(except Deductible, Copayment and/or Coinsurance
amounts)
«  No balance billing

Using Out-of-network Providers:
«  You may be required to pay full cost at time of Service
«  You may be reimbursed at a lower benefit level
«  You may have to file claims
«  You're responsible for amounts that exceed the
Allowable Charge

Remember, if more than one Physician is involved in your care,
it is important for you to check the status of each provider.

Exception

If you receive initial, short-term (48 hours or less) Inpatient or
Outpatient care for an Emergency Medical Condition at an
Out-of-network Hospital or by an Out-of-network Provider,
benefits for Covered Services for the initial care will be provided
at the In-network benefit level. Benefits for Inpatient Covered
Services will continue to be paid at the In-network level, as long
as they are for an Emergency Medical Condition.

To continue to receive the In-network level of benefits after

the initial care has been provided, you must use an In-network
Provider. In addition, any Covered Services provided by an Out-
of-network Urgent Care Physician and/or other Out-of-network
professional Provider will be paid at the In-network level when
the corresponding facility charges are paid subject to the In-
network benefit level.

NOTE: You will still be responsible for amounts in excess of the
Allowable Charge when you receive Services from an Out-of-
network Provider.

Be Informed

Out-of-network Providers’ charges may be higher than the
benefit amount allowed by this health plan. You may contact
BCBSNE Member Services Department concerning allowable
benefit amounts in Nebraska for specific procedures. Your
request must specify the Service or procedure, including any
Service or procedure code(s) or diagnosis-related group, and
the provider’s estimated charge.




Out-of-Area Services

BCBSNE has a variety of relationships with other Blue Cross
and/or Blue Shield Licensees referred to generally as “Inter-Plan
Programs.” Whenever You obtain healthcare Services outside
of BCBSNE's service area, the claims for these Services may be
processed through one of these Inter-Plan Programs, which
include the BlueCard® Program and may include negotiated
National Account arrangements available between BCBSNE and
other Blue Cross and Blue Shield Licensees.

Typically, when accessing care outside BCBSNE's service area,
You will obtain care from healthcare providers that have a
contractual agreement (i.e., are “Participating Providers”)
with the local Blue Cross and/or Blue Shield Licensee in

that other geographic area (“Host Blue” or On-Site Plan”). In
some instances, You may obtain care from nonparticipating
healthcare providers. BCBSNE's payment practices in both
instances are described in the following paragraphs.

BlueCard® Program

Under the BlueCard® Program, when You access Covered
Services within the geographic area served by a Host Blue,
BCBSNE will remain responsible for fulfilling BCBSNE's
contractual obligations. However, the Host Blue is responsible
for contracting with and generally handling all interactions
with its Participating healthcare Providers.

Whenever You access Covered Services outside BCBSNE's
service area and the claim is processed through the BlueCard
Program, the amount You pay for Covered Services is calculated
based on the lower of:
« The billed covered charges for your Covered Services, or
« The Contracted Amount that the Host Blue makes available
to BCBSNE.

Often, this Contracted Amount will consist of a simple
discount which reflects an actual price that the Host Blue pays
to Your healthcare provider. Sometimes, it is an estimated
price that takes into account special arrangements with Your
healthcare provider or provider group that may include types
of settlements, incentive payments, and/or other credits or
charges. Occasionally, it may be an average price, based on a
discount that results in expected average savings for similar
types of healthcare providers after taking into account the
same types of transactions as with an estimated price.
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Estimated pricing and average pricing, going forward,

also take into account adjustments to correct for over or
underestimation of modifications of past pricing for the types
of transaction modifications previously noted. However, such
adjustments will not affect the price BCBSNE uses for Your claim
because such adjustments will not be applied retroactively to
claims already paid.

Laws in a small number of states may require the Host Blue to
add a surcharge to Your liability calculation methods, including
a surcharge, BCBSNE would then calculate Your liability for any
Covered Services according to applicable law.

Negotiated (non-BlueCard® Program) National Account
Arrangements

As an alternative to the BlueCard® Program, Your claims for
Covered Services may be processed through a negotiated
National Account arrangement with a Host Blue.

The amount You pay for Covered Services under this
arrangement will be calculated based on the lower of either
billed covered charges or the Contract Amount (refer to the
description of negotiated price under BlueCard® Program)
made available to BCBSNE by the Host Blue.

Non-Participating Healthcare Providers Outside Our Service
Area

Subscriber Liability Calculation — When Covered Services are
provided outside of BCBSNE's service area by nonparticipating
healthcare providers, the amount You pay for such Services will
generally be based on either the Host Blue's nonparticipating
healthcare provider local payment or the pricing arrangements
required by applicable state law. In these situations, You may
be liable for the difference between the amount that the
nonparticipating healthcare provider bills and the payment
BCBSNE will make for the Covered services as set forth in this
paragraph.

Exceptions — In certain situations, BCBSNE may use other
payment bases, such as billed covered charges, the payment
BCBSNE would make if the healthcare Services had been
obtained within BCBSNE's service area, or a special negotiated
payment, as permitted under Inter-Plan Programs Policies, to
determine the amount BCBSNE will pay for Services rendered
by nonparticipating healthcare providers. In these situations,
You may be liable for the difference between the amount that
the nonparticipating healthcare provider bills and the payment
BCBSNE will make for the Covered Services set forth in this
paragraph.



Locating A Provider Outside

The NEtwork Blue Service Area

Selection of a provider of care still remains your choice. If
you receive care from a provider who is a Preferred Provider
with the On-site Blue Cross and/or Blue Shield Plan, you are
eligible to receive the highest benefit level (preferred) possible
under your Group health plan. However, if you choose a
non-Preferred Provider, the benefit level (non-preferred) will
generally be less. For help in locating a Preferred Provider in
another Blue Cross and/or Blue Shield Service Area, including
providers outside of the U.S., you may call the special toll-free
number of the Blue Cross and Blue Shield BlueCard Program
(1-800-810-2583) for assistance.

For help in locating a provider, you can visit the “Blue National
Doctor & Hospital Finder” at the Blue Cross and Blue Shield
Association website, www.bcbs.com. For worldwide medical
assistance services, including help in locating hospital

and doctors throughout the world, you can visit BlueCard
Worldwide by clicking on the link for health care providers
outside of the U.S.

How The Plan Components Work

Your Deductible, Copayment, Coinsurance and Out-of-pocket
Limit are shown on your Schedule of Benefits Summary. The
following is an explanation of each of those components.

Allowable Charge — An amount BCBSNE uses to calculate the
payment of Covered Services. This amount will be based on
either the Contracted Amount for In-network Providers or the
Out-of-network Allowance for Out-of-network Providers.

Coinsurance — This is the percentage you must pay for
Covered Services, after the Deductible is applied.

Copayment (Copay) — A fixed dollar amount payable by the
Covered Person for a Covered Service.

Deductible* — You are responsible for your annual expenses
until you reach the Plan’s Deductible. After the Deductible

is met, benefits for the rest of that calendar year will not be
subject to any further Deductible.
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Charges by In-network Providers will be credited and totaled
for application to the In-network Deductible. Charges by
Out-of-network Providers will be credited and totaled for
application to the Out-of-network Deductible. Charges will not
be credited and totaled for application to both Deductibles.

Copays and charges for Non-covered Services or amounts
in excess of the Allowable Charge do not count toward your
Deductible.

Out-of-pocket Limit* — The maximum amount of cost-sharing
each Covered Person or Membership Unit must pay in a
calendar year.

Charges by In-network Providers will be credited and totaled
for application to the In-network Out-of-pocket Limit. Charges
by Out-of-network Providers will be credited and totaled

for application to the Out-of-network Out-of-pocket Limit.
Charges will not be credited and totaled for application to both
Out-of-pocket Limits.

The following charges do not count toward your Out-of-pocket
Limit:
+  premium amounts;
« amounts in excess of the Allowable Charge;
«  charges for noncovered Services;
«  penalties for failure to comply with Certification
requirements; and
«  penalty amounts under the RX Nebraska Prescription
Drug Program.

*If you have a family or multiple party membership, your plan may
have either an Aggregate or an Embedded Deductible and/or Out-
of-pocket Limit. Your Schedule of Benefits Summary will indicate
whether your plan has an Aggregate or an Embedded amount.

Aggregate Deductible means the entire family Deductible must be
met before benefits are available. Aggregate Out-of-pocket Limit
means the entire family amount must be met before cost-sharing
is no longer applicable. Family members may combine their
Covered expenses to satisfy the family Deductible and Out-of-
pocket amounts.

Embedded Deductible and/or Out-of-pocket Limit means no one
family member contributes more than the individual amount.
Family members may combine their covered expenses to satisfy
the family Deductible and Out-of-pocket amounts.



Utilization Review — Benefits are available under this Group
health plan for Medically Necessary and Scientifically
Validated Services. Services provided by all health care
providers are subject to utilization review by BCBSNE.
Services will not automatically be considered Medically
Necessary because they have been ordered or provided by a
Physician. BCBSNE will determine whether Services provided
are Medically Necessary under the terms of the plan, and
benefits available.

Certification Requirements — Prior Certification is required

for all Inpatient Hospital admissions, as well as certain surgical
procedures, and specialized Services and supplies. In-network
Hospitals will notify BCBSNE of an Inpatient admission.
However, when you are admitted as an Inpatient to an Out-of-
network Hospital, or to a Hospital outside the state of Nebraska,
it is your responsibility to see that BCBSNE is notified of your
admission. For more information, please refer to the section of
this book titled “Certification Requirements.”’

For more definitions, please refer to the section of this book
titled “Definitions.”
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scHEDULE OF BENEFITS SUMMARY ([[TTEGIE

Payment for Services In-network Out-of-network

Provider Provider
Covered Services are reimbursed based on the Allowable Charge. Blue Cross and Blue Shield of Nebraska In-network
Providers have agreed to accept the benefit payment as payment in full, not including Deductible, Coinsurance and/or
Copayment amounts and any charges for non-covered services, which are the Covered Person’s responsibility. That
means In-network providers, under the terms of their contract with Blue Cross and Blue Shield, can’t bill for amounts over
the Contracted Amount. Out-of-network Providers can bill for amounts over the Out-of-network Allowance.

Deductible

(the amount the Covered Person pays each
Calendar Year for Covered Services before the
Coinsurance is payable)

e [Individual $3,100 $6,200
e Family (Aggregate*) $6,200 $12,400

Coinsurance

(the percentage amount the Covered Person
must pay for most Covered Services after the
Deductible has been met)

e Covered Person Pays 0% 20%
Out-of-pocket Limit
(does not include premium, penalty and
amounts not covered by the plan)

e Individual $3,100 $11,200

e  Family $6,200 $22,400
Once the annual Out-of-pocket Limit is reached, most Covered Services are payable by the plan at 100% for the rest of the
Calendar Year.

In-network and Out-of-network Deductible and Out-of-pocket Limits cross accumulate. All other limits (days, visits,
sessions, dollar amounts, etc.) do cross accumulate between In-network and Out-of-network, unless noted differently.
*Aggregate — If you have single coverage, you only need to satisfy the individual Deductible and Out-of-pocket Limit. If
you have family coverage the individual amounts do not apply - the entire family Deductible must be met prior to any
benefits becoming available, and the entire family Out-of-pocket must be met before cost-sharing no longer applies.
Family members may combine their covered expenses to satisfy the required family Deductible and Out-of-pocket
amounts.
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Copayment(s) (copay(s)) apply to:
e This plan has no medical or
prescription drug copays

The Copay amount varies by the type of Covered Service. Refer to the appropriate category for benefit information.

Out-of-pocket Limit includes:
e Deductible
e Coinsurance

Copays not included in the Out-of-pocket Limit will continue to apply, even once the Out-of-pocket Limit for the year is
reached.

The Deductible must be met each Calendar Year before Copays and Coinsurance are applicable.
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Covered Services — lliness or Injury In-network Out-of-network

Provider Provider
Physician Office

° Cr;r;twary Care Physician Office Deductible Deductible and Coinsurance
e  Specialist Physician Office Visit Deductible Deductible and Coinsurance
e  Other Covered Services and

supp.llt.es |:3rowc!ed n .the Deductible Deductible and Coinsurance

Physician’s Office (with or

without an office visit billed)
e Allergy Injections and Serum Deductible Deductible and Coinsurance
e  Other Injections Deductible Deductible and Coinsurance

Primary Care Physician is a physician who has a majority of his or her practice in internal or general medicine,
obstetrics/gynecology, general pediatrics or family practice. A physician assistant is covered in the same manner as a
Primary Care Physician.

Specialist Physician is a physician who is not a Primary Care Physician.

Office Visit Benefits for Primary Care and Specialist Physician Office Visit include office visits (including the initial visit to
diagnose pregnancy) and consultations.

Other Covered Services not part of the Physician Office Benefit (Refer to the appropriate category for benefit
information) include: Allergy Injections & Serum; Other Injections; Advanced Diagnostic Imaging (CT, MRI, MRA, MRS, PET
& SPECT scans and other Nuclear Medicine); Pregnancy Services; Preventive Services; Radiation Therapy & Chemotherapy;
Surgery & Anesthesia; Therapy & Manipulations; Durable Medical Equipment; Sleep Studies; Biofeedback; Psychological
Evaluations, Assessments, and Testing.

Convenient Care/Retail Clinics (Quick Care) Same as a Primary Care Physician Deductible and Coinsurance

Urgent Care Facility Services Deductible Deductible and Coinsurance

Emergency Care Services (services received in
a Hospital emergency room setting)
e Facility Deductible In-network level of benefits

e Professional Services Deductible In-network level of benefits

Outpatient Hospital or Facility Services

Services such as surgery, laboratory and
radiology, cardiac and pulmonary Deductible Deductible and Coinsurance
rehabilitation, observation stays, and other
services provided on an outpatient basis

Inpatient Hospital or Facility Services

Charges for room and board, diagnostic Deductible
testing, rehabilitation and other ancillary
services provided on an inpatient basis

Deductible and Coinsurance
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Preventive Services

In-network
Provider

Out-of-network
Provider

Preventive Services
e Health Care Reform (HCR)
required preventive services (may
be subject to limits that include,
but are not limited to, age,
gender, and frequency)

e HCR required covered preventive
services (outside of limits)

e  Other covered preventive
services not required by HCR

Plan Pays 100%

Deductible

Plan Pays 100%

Deductible and Coinsurance

Deductible and Coinsurance

Deductible and Coinsurance

Immunizations
e  Pediatric (up to age 7)
e Age 7and older
e Related to anillness

Plan Pays 100%
Plan Pays 100%
Same as any other illness

Coinsurance
Deductible and Coinsurance
Same as any other illness

Mental lliness and/or Substance Dependence

In-network

Out-of-network

and Abuse Covered Services

Provider

Provider

Inpatient Services Deductible Deductible and Coinsurance
Outpatient Services
e  Office Services Deductible Deductible and Coinsurance
© Al cher Outpatient ltems & Deductible Deductible and Coinsurance
Services
Emergency Care Services (services received in
a Hospital emergency room setting)
e Facility Deductible In-network level of benefits
e  Professional Services Deductible In-network level of benefits
9
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Other Covered Services — lliness or Injury

In-network

Out-of-network

Acupuncture

Provider
Not Covered

Provider
Not Covered

Advanced Diagnostic Imaging (CT, MRI, MRA,

MRS, PET & SPECT scans and other Nuclear Deductible Deductible and Coinsurance
Medicine)
Ambulance (to the nearest facility for
appropriate care)

e Ground Ambulance Deductible In-network level of benefits

e Air Ambulance Deductible and Coinsurance

Deductible (In-network level of benefits if due
to an emergency)

Biofeedback Deductible Deductible and Coinsurance
Cochlear implants Deductible Deductible and Coinsurance

Dermatological Services

Same as any other illness

Same as any other illness

Diabetic Services

Services include education, self-management
training, podiatric appliances and equipment.

Deductible

Deductible and Coinsurance

Durable Medical Equipment and Supplies
(including Prosthetics)

(rental or purchase, whichever is least costly;
rental shall not exceed the cost of purchasing)

Deductible

Deductible and Coinsurance

Eye Glasses or Contact Lenses

Only covered if required because of a change
in prescription as a result of intraocular
surgery or ocular injury (must be within 12
months of surgery or injury)

Deductible

Deductible and Coinsurance
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10




Other Covered Services — lliness or Injury

In-network
Provider

Out-of-network
Provider

Hearing Aids

Not Covered

Not Covered

Home Health Aide and Skilled Nursing
Home Health Aide (limited to 60 days per

network level of benefits

Calendar Year) Deductible Deductible and Coinsurance
Skilled Nursing Care (limited to 8 hours per
day)
Home Infusion Therapy Deductible Deductible and Coinsurance
Hospice Services Deductible Deductible and Coinsurance
Independent Laboratory
e Diagnostic Deductible In-network Level of Benefits
e Preventive Same as Preventive Services In- Same as Preventive Services In-

network level of benefits

Infertility
[ )

Services to diagnose
Treatment to promote fertility

Same as any other illness
Not Covered

Same as any other iliness
Not Covered

Nicotine Addiction

Medical services and therapy

Nicotine addiction classes &
alternative therapy, such as
acupuncture

Same as Substance Dependence
and Abuse

Not Covered

Same as Substance Dependence
and Abuse

Not Covered

Obesity

Non-surgical treatment
Surgical Treatment

Not Covered
Not Covered

Not Covered
Not Covered

Oral Surgery and Dentistry

Services such impacted wisdom teeth, incision
and drainage abscesses, excision of tumors and

cysts and bone grafts to the jaw.

Deductible Deductible and Coinsurance
Dental treatment when due to an accidental
injury to naturally healthy teeth (treatment
related to accidents must be provided within
12 months of the date of injury).
Organ and Tissue Transplantation Deductible Deductible and Coinsurance
Ostomy Supplies Deductible Deductible and Coinsurance
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Other Covered Services — lliness or Injury In-network Out-of-network
Provider Provider

Physician Professional Services

Inpatient and Outpatient services, such as,
surgery, surgical assistant, anesthesia,
inpatient hospital visits and other non-surgical
services

Pregnancy, Maternity and Newborn Care

Deductible Deductible and Coinsurance

e  Pregnancy and maternity (Payment for
prenatal and postnatal care is included Deductible Deductible and Coinsurance
in the payment for the delivery)

e Newborn care Deductible Deductible and Coinsurance
NOTE: Newborns are covered at birth, subject to the plan’s enrollment provisions.

Radiation Therapy and Chemotherapy Deductible Deductible and Coinsurance

Radiology (x-ray) Services and other
Diagnostic Test
Rehabilitation Services — Inpatient Facility

Deductible Deductible and Coinsurance

(must follow within 90 days of discharge from

acute hospitalization) Deductible Deductible and Coinsurance

Rehabilitation Services

e  Cardiac rehabilitation(limited to
18 sessions per diagnosis during
the preceding four months of
certain cardiac diagnosis)

Deductible Deductible and Coinsurance

e  Pulmonary Rehabilitation (Chronic
lung disease is limited to 18
sessions per diagnosis, not to
exceed 18 sessions per Calendar
Year. Lung, heart-lung transplants
and lung volume are limited to 18
sessions following referral and
prior to surgery plus 18 sessions
within six months of discharge
from hospital following surgery.)

Deductible Deductible and Coinsurance

Renal Dialysis Deductible Deductible and Coinsurance
Respiratory Care
(limited to 60 days per Calendar Year)

Deductible Deductible and Coinsurance
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Other Covered Services — lliness or Injury

In-network
Provider

Out-of-network
Provider

Sexual Dysfunction

Not Covered

Not Covered

Skilled Nursing Facility

(limited to 60 days per Calendar Year) Deductible Deductible and Coinsurance
Sleep Studies (attended sleep study) Deductible Deductible and Coinsurance
T ibul i ibul
e.mpo.romandlbu ar and Craniomandibular Deductible Deductible and Coinsurance
Joint Disorder
Therapy & Manipulations
e  Physical, occupational or speech
therapy services, chiropractic or
osteopathic physiotherapy Deductible Deductible and Coinsurance
(combined limit to 60 sessions per
Calendar Year)
e Chiropractic or osteopathic
manipulative treatments or Deductible Deductible and Coinsurance

adjustments (combined limit to 30
sessions per Calendar Year)

Vision Exams

e Diagnostic (to diagnose an illness)

e Preventive (routine exam
including refraction)

See Physician Office Services

Not Covered

See Physician Office Services

Not Covered

Wigs

Not Covered

Not Covered

All Other Covered Services

Deductible

Deductible and Coinsurance
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Prescription Drugs In-network Out-of-network
Provider Provider

Prescription Drug Deductible
(the amount the Covered Person pays each
Calendar Year for Covered Prescription Drugs
before the Prescription Drug Copayments and/or
Coinsurance are applicable)
e Individual Not Applicable
e  Family Not Applicable
Retail — per 30-day supply
*  Generic drugs (|nclud|.ng non- Deductible Deductible + 25% Penalty
formulary contraceptives)
e  Formulary Brand Name Drugs Deductible Deductible + 25% Penalty
e Non-formulary Brand Name Drugs Deductible Deductible + 25% Penalty
Mail order — per 180-day supply
*  Generic drugs (|nclud|.ng non- Deductible Not Covered
formulary contraceptives)
e  Formulary Brand Name Drugs Deductible Not Covered
e Non-formulary Brand Name Drugs Deductible Not Covered
Specialty drugs Deductible Deductible and Coinsurance
Contraceptives
e  Formulary
- Generic Plan Pays 100% 25% Penalty
- Brand Name Plan Pays 100% 25% Penalty
e Non-formulary
- Generic Same as any other Generic Drugs
- Brand Name Same as any other Non-formulary Brand Name
Infertility
FDA d iptiond t t
.jc\pprove prescription drugs to promote Not Covered Not Covered
fertility
Nicotine Addiction
FDA approved prescription drugs and over-the- Plan Pavs 100% 55% Penalt
counter nicotine addiction drugs and deterrents anrays ° o Fenaity
Obesity
FDA approved prescription drugs Not Covered Not Covered
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cerTIFICATION REQUIREMENTS [T

Certification Process

BCBSNE requires that all Hospital stays, certain surgical
procedures, and specialized Services and supplies be Certified
prior to receipt of such Services or supplies. Ultimately, it is
your responsibility to see that Certification occurs; however, a
Hospital or Provider may initiate the Certification.

When BCBSNE receives a request for Certification, the
appropriateness of the setting and the level of medical care as
well as the timing and duration of the admission is assessed by
BCBSNE (or by persons designated by BCBSNE).

To initiate the Certification process, BCBSNE must be contacted
by you, your family member, the Physician, the Hospital or
someone acting on behalf of you or your family member.
Notification of the intended receipt of Services may be made by
telephone or in writing. We may require that the Certification
include written documentation from the attending Physician,
dentist or other medical provider demonstrating the Medical
Necessity of the procedure or Service and the location where
the Service will be provided.

In the case of an ongoing Inpatient admission, the care should
continue to be Certified in order to assure that it is being
provided in the most appropriate setting.

Please remember that Certification does not guarantee
payment. All other Group plan provisions apply. For
example: Copayments, Deductibles, Coinsurance, eligibility
and exclusions.

Benefits Requiring Certification

The following Services, supplies or drugs must be Certified:
«  Durable Medical Equipment (subsequent purchases);
«  Hospice Care;
« Inpatient Hospital admissions;
« Inpatient Physical Rehabilitation;
+  Long Term Acute Care;
«  Organ and tissue transplants;
«  Prescription drugs (certain drugs as defined by BCBSNE);
«  Pulmonary rehabilitation;
«  Services specifically stated elsewhere in this booklet;
«  Skilled nursing care in the home;
«  Skilled nursing facility care; and
«  Surgical preauthorization programs as defined by

BCBSNE.

NOTE: For additional information on surgical procedures,
specialized Services and supplies requiring Certification, you may
call BCBSNE using the number on your L.D. card or refer to the
Important Telephone Numbers in the front of this book.
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Certification Exceptions

Maternity

Federal law provides for a length of stay of up to 48 hours
following a normal vaginal delivery and 96 hours following a
cesarean section unless otherwise agreed to by the Covered
Person and her Physician. Certification is not required for an
initial maternity admission. However, Certification is required if
the hospitalization extends beyond these times.

Emergencies

BCBSNE must be notified of an admission for an Emergency
Medical Condition within 24 hours of the admission or the next
business day. If Certification is not received, the 24-hour period
prior to the time of admission and the 24-hour period after
such admission will be reviewed to determine if the Covered
Person’s condition and treatment would have hindered his or
her ability to provide notice.

NOTE: Admission through the emergency room does not
necessarily constitute an emergency admission.

Unanticipated Costs

Failure to comply with the Certification requirements may
result in unanticipated costs associated with the incurred
expenses.

If Services are not properly Certified and benefits are reduced
or denied, you are responsible for paying any amount due.
However if the Hospital, Inpatient facility or Physician is an
In-network Provider, they are liable for their Services which

are determined by BCBSNE to be not Medically Necessary,
unless you have agreed in writing to be responsible for such
Services or the provider has documented in the medical record
that you were notified of the Certification determination. Any
reductions made are not considered when computing your
Deductible or your Out-of-pocket Limit.

Avoid Weekend Admissions

Ask your Physician to avoid nonemergency weekend
admissions as most Hospitals do not perform surgical or other
nonemergency procedures on weekends. Benefits may be
denied if this kind of admission is not Medically Necessary.




BeNEFIT DESCRIPTIONS [T

This section provides a general overview of covered health
care Services. There may be items listed below that are not
included in your actual benefits. Your Schedule of Benefits
Summary shows your actual benefits.

What’s Covered

The following list includes examples of the Services that are
covered when Medically Necessary care is provided by an
Approved Provider:

«  Advanced diagnostic imaging;

«  Allergy testing, serum and injections;

«  Ambulance Services;

«  Anesthesia;

«  Assistant surgeon benefits for surgical procedures
specifically identified by BCBSNE;

«  Blood, blood plasma, blood derivatives or blood
fractionates, including administration and processing,
unless donated and for which there is not a charge;

«  Cardiac rehabilitation when in an accredited program
and approved by BCBSNE;

«  Chemotherapy, except as excluded (or not identified
as covered) for or related to transplant procedures;

«  Chiropractic care;

«  Circumcision;

«  Clinical trials, for approved individuals, as described in the
ACA;

«  Cochlear implants;

«  Colorectal cancer screening and related Services;

«  Contraceptive supplies and Services (unless otherwise
covered under the Rx Nebraska Prescription Drug
Program and/or not covered under the medical plan);

«  Dialysis;

«  Diabetic education including self-management training
and patient management;

«  Durable Medical Equipment (DME) rental or initial purchase
(whichever costs less) of certain items of DME and supplies,
when prescribed by a Physician and determined by
BCBSNE to be Medically Necessary. (See Durable Medical
Equipment included in this section for additional
information);

«  Emergency care;

«  Eyeglasses or contact lenses when ordered by a Physician
because of a change in prescription as a direct result of
a covered intraocular surgery or ocular injury (must be
within 12 months of the surgery or injury);

«  Home health aide Services when ordered by a Physician
and are part of a treatment plan developed by the home
health agency and approved by BCBSNE (additional
information about Home Health Aide Services is included
in this section);
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Home infusion therapy;

Hospice Services when Certified by BCBSNE and provided
primarily in the patient’s home by a Medicare-Certified
Hospice (additional information about Hospice Services
can be found in this section);

Hospital Services such as nursing care, drugs,
medicines, therapies, x-rays (radiology) and laboratory
(pathology) tests;

Immunizations;

Inpatient Physician care;

Inpatient Physical Rehabilitation when the provider is
accredited for comprehensive inpatient rehabilitation
and the admission occurs within 90 days of discharge
from the acute hospitalization for the injury, illness or
condition causing the disability;

Mammography;

Manipulative treatment or adjustments;

Maternity care, including services by a certified nurse
midwife (see Maternity Care included in this section for
additional information);

Mental lliness care on an Inpatient, Outpatient and
Emergency Care basis;

Newborn care, (additional information about newborn
care is included in this section);

Nursing Services in the home which require the skill,
proficiency and training of a registered nurse (R.N.) or a
licensed practical nurse (L.P.N.) (see Skilled Nursing Care
included in this section for additional information);
Occupational therapy;

Oral surgery, dental treatment and TMJ services (see Oral
Surgery and Dentistry included later in this section for
more information);

Orthotics for preventing complications associated with
diabetes;

Osteopathic care;

Outpatient (ambulatory) surgery;

Outpatient x-ray, radiology, laboratory and pathology
charges;

Oxygen;

Pacemakers;

Pap smears;

Physical therapy;

Physician visits;

Podiatric appliances necessary for the prevention of
complications associated with diabetes;

Preadmission testing;

Preventive/routine Services (see Preventive/Routine
Services including in this section for additional
information);



«  Prosthetic appliances;

«  Pulmonary rehabilitation when in an accredited program
and when approved by BCBSNE;

«  Radiation therapy, except as excluded (or not identified as
covered) for or related to transplant procedures;

«  Renaldialysis, including all charges for covered home
dialysis equipment and covered disposable supplies, and
dialysis training or counseling;

+  Respiratory care;

« Room and board, including cardiac care and intensive
care room for an Inpatient stay;

«  Sleep studies;

«  Speech therapy;

«  Sterilization;

«  Substance Dependence and Abuse Treatment;

«  Surgical care (the Allowable Charge may include
reductions for procedures involving multiple Physicians
or multiple or bilateral surgical procedures);

«  Surgical dressings;

«  Transplants (for more information about Organ and
Tissue Transplants see the additional information found
in this section);

«  Urgent Care Facility Services.

ADDITIONAL INFORMATION ON COVERED SERVICES
This section provides general information with regard

to Covered Services. If your benefits differ from what

is described in this section, those differences will be
described on your Schedule of Benefits Summary and/or
at the end of this section, or the amendment at the back of
this book.

Ambulance Services

Benefits are available, subject to the Copay, Deductible and/
or Coinsurance amounts outlined in the Schedule of Benefits
Summary, when ambulance services are provided to a Covered
Person for:

«  transportation to the nearest facility for appropriate care
for an Emergency Medical Condition;

«  transportation from a facility where emergent care was
obtained or from an Inpatient acute care facility to the
nearest facility where appropriate care can be provided,
whether it is a lesser or greater level of specific care.
Benefits are also available for transporting the Covered
Person who is bedridden, to a facility for treatment or to
his or her place of residence;
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- transporting a respirator-dependent person; and

«  transportation to and from the nearest appropriate
facility for testing and/or procedures that are not
available at the present facility.

Drugs Administered In An Outpatient Setting

When indicated on your Schedule of Benefits Summary,
prescription drugs and other Covered Services administered in
an Outpatient setting (such as home, Physician’s office or other
Outpatient setting, except a Hospital emergency room) are only
payable under the Rx Nebraska Prescription Drug Program.

NOTE: Please check your Schedule of Benefits Summary to
determine if this provision applies to you.

Durable Medical Equipment (DME)

Benefits are available for rental or initial purchase (whichever
costs less) of covered DME. Benefits for rental of DME shall not
exceed the cost of purchasing the equipment unless otherwise
approved by BCBSNE. In addition, benefits will be available

for subsequent purchases of covered DME when: there is

a significant change in the Covered Person’s condition; the
Covered Person grows; the item is irreparable and/or the cost
of repairs exceeds the expense of purchasing a second piece of
equipment; the item is five or more years old (equipment may
be replaced earlier if preauthorized by BCBSNE); or as otherwise
determined to be reasonable and necessary. In addition,
limited benefits may be available for repair, adjustment and
maintenance of covered DME as determined appropriate by
BCBSNE.

NOTE: Oxygen and equipment for its administration,
respiratory therapy, ventilation equipment, apnea monitors
and continuous positive airway pressure devices (CPAP) may
be subject to review of the rental versus purchase provision
by BCBSNE.

Emergency Care

When you receive care in the emergency room, benefits will
be provided subject to the applicable Copay, Deductible and/
or Coinsurance shown on your Schedule of Benefits Summary.
If you receive care at an Out-of-network Hospital emergency
room or by an Out-of-network Provider, benefits for Covered
Services may be provided at the In-network benefit level. You
will still be responsible for amounts in excess of the Allowable
Charge when you receive services from an Out-of-network
Provider.



If Emergency Care results in a Covered Person being admitted
to the Hospital, BCBSNE must be notified of the admission

in accordance with the Certification requirements for
emergencies. (Please refer to the section of this book titled
“Certification Requirements.’)

EMERGENCY ROOMS ARE EXPENSIVE

Hospital emergency rooms are very expensive because they
are specifically staffed and equipped to handle accidents,
injuries and other emergencies. Using them for preventive
care (or as a substitute for the family physician) can cost you

time and money.

Home Health Aide, Skilled Nursing Care And Hospice
Unless otherwise stated in this document or an amendment
to this document, benefits are available subject to the Copay,
Deductible and/or Coinsurance and benefit limits outlined in
the Schedule of Benefits Summary for the following Medically
Necessary home health aide, respiratory care, Skilled Nursing
Care, and Hospice Services provided to a Covered Person.

Home Health Aide
Benefits are available for Medically Necessary Physician ordered
home health aide Services provided in the home by a licensed
or Medicare-Certified home health agency. Covered Services
include:

«  bathing;

- feeding; and

«  household cleaning duties.

Benefits are only available for personal care Services when they
are related to active and specific medical, surgical or psychiatric
treatment and when such Services are part of the treatment of
the Covered Person and require the skills of a registered nurse.

Respiratory Care

Respiratory care Services must be ordered by a Physician,

be performed in the home, and must related to active and
specific medical or surgical treatment which requires the skill
of a registered nurse or respiratory therapist. These Services
included, but are not limited to: airway maintenance, chest
physiotherapy, delivery of medications, oxygen therapy,
obtaining laboratory samples and pulmonary function testing.
Services must be provided by a Licensed or Medicare-Certified
home health agency.
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Skilled Nursing Care

Nursing care must be Physician ordered and the patient must
need care which requires the skill, proficiency and training of a
registered nurse (R.N.) or a Licensed practical nurse (L.P.N.).

Benefits will not be provided for:

« nursing care in excess of the benefit limit;

« nursing care which is primarily for the convenience of the
patient or the patient’s family;

- time spent bathing, feeding, transporting, exercising or
moving the patient, giving oral medication or acting as a
companion, sitter, or homemaker;

«  care provided by a nurse who is an immediate relative
by blood, marriage or adoption, or a member of the
Covered Person’s household; and

«  care provided in a Hospital, a skilled nursing facility,
intermediate care facility, or a sub-acute care or
rehabilitation facility.

Hospice Services

Hospice is a program of care provided for a person diagnosed
as terminally ill and his/her family. The Covered Person must
have a life expectancy of six months or less and the Physician
ordered Services must be appropriate for palliative support or
management of a terminal illness.

The following Services are covered under a Hospice care
program:

«  Hospice nursing services provided in the home;

+ Inpatient Hospice care;

«  Respite care, which is short-term Inpatient care necessary
in order to give temporary relief to the person who
regularly assists with the care at home;

«  Medical social Services, provided by a medical social
worker employed by the Hospice, which are directly
related to the Covered Person’s medical condition;

«  Crisis care, which is extended skilled nursing care for
up to 24 hours per day in lieu of a Medically Necessary
Inpatient hospitalization;

«  Bereavement counseling for a covered family member
of the deceased Covered Person who was the recipient
of Hospice Services. The counseling Services must be
provided within six months of the death.

Remember To Certify

Skilled nursing care in the home and hospice care must be
Certified by BCBSNE. Please refer to the section of the book
titled “Certification Requirements” for more details.




Maternity and Newborn Care

Maternity Care

Maternity benefits are available to you, a covered spouse or
an Eligible Dependent daughter unless otherwise indicated
in the Master Group Contract between BCBSNE and your
employer. Please contact your Human Resource Department
for additional eligibility information.

Benefits for covered Hospital, surgical and medical care related
to Pregnancy are subject to the Deductible, Coinsurance and/or
Copay amounts outlined in the Schedule of Benefits Summary.
This includes all related Services for prenatal care, postnatal
care, delivery, and complications of Pregnancy or interruptions
of Pregnancy.

In addition, benefits are available for obstetrical care provided
by and within the scope of practice of a certified nurse midwife.

Postpartum depression, psychosis or any other Mental Illiness

are not considered complications of Pregnancy under this part.
Benefits for this type of condition are provided in the same manner
as all other Mental lliness Services.

Newborn Care
Benefits are available at birth for Covered Services for an
eligible newborn infant. Your Schedule of Benefits Summary
shows the applicable Copay, Deductible (unless otherwise
stated the newborn infant will be subject to a separate,
individual deductible) and/or Coinsurance amounts. Covered
Services include:
- room and board, including any ancillary Services;
« screening tests, including the initial newborn hearing exam;
«+ Physician Services for a newborn well infant while
hospitalized, including circumcision;
« newborn screening Services for an infant born at home; and
« Medically Necessary definitive medical or surgical
treatment.

For information on adding a newborn to your coverage, please
refer to the section titled “Eligibility and Enrollment.”

Statement of Rights Under The Newborns’and Mothers’
Health Protection Act

Under federal law, benefits may not be restricted for any
Hospital stay in connection with childbirth for the mother or
newborn child to less than 48 hours following a normal vaginal
delivery, or less than 96 hours following a cesarean section.
However, benefits may be paid for a shorter stay if the mother’s
or newborn’s attending provider, after consulting with the
mother, discharges the mother or newborn earlier.
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Also, under federal law, a plan may not set the level of benefits
or out-of-pocket costs so that any later portion of the 48 hour
(or 96 hour) stay is treated in a manner less favorable than

any earlier portion of the stay. In addition, a plan may not
require the provider to obtain authorization from the plan for
prescribing a length of stay of up to 48 hours (or 96 hours).

Mental lliness, Substance Dependence

And Abuse Benefits

Benefits are payable for covered Hospital and Physician
Services, including mental health Services, psychological or
alcoholism and drug counseling Services by and within the
scope of practice of a:

« qualified Physician or Licensed Psychologist;

«  Licensed Special Psychologist, Licensed clinical social
worker, Licensed professional counselor or Licensed
mental health practitioner; or

« auxiliary providers who are supervised, and billed for,
by a qualified Physician or Licensed Psychologist or as
otherwise permitted by state law.

All licensing or certification shall be by the appropriate
state authority. Appropriate supervision and consultation
requirements also shall be provided by state law.

Inpatient Care

Benefits for covered Inpatient Services are subject to the
applicable Copay, Deductible and/or Coinsurance, as indicated
on your Schedule of Benefits Summary.

A person shall be considered to be receiving Inpatient
treatment if he or she is confined to a Hospital or a Substance
Dependence and Abuse treatment center that provides
medical management including 24-hour nursing care. Services
provided by a facility that does not meet this criteria are
considered part of a residential treatment program, and are
not covered under the Group health plan.

Facilities must be Licensed by the Department of Health and
Human Services, Regulation and Licensure (or equivalent
state agency), or accredited by the Joint Commission on
Accreditation of Rehabilitation Facilities (CARF) or Joint
Commission on Accreditation of Healthcare Organizations
(JCAHO).

Remember To Certify

Inpatient Services for Mental Iliness or Substance
Dependence and Abuse must be Certified by BCBSNE.
Please refer to the section of the book titled “Certification
Requirements” for more details.




Outpatient Care

Benefits are available, subject to the applicable Copay,
Deductible and/or Coinsurance amount indicated on your
Schedule of Benefits Summary for Outpatient treatment of
Mental lllness and Substance Dependence and Abuse.

A person who is not admitted for Inpatient care, but is receiving
treatment in the Outpatient department of a Hospital, in an
observation room, in an Ambulatory Surgical Facility, Urgent
Care Facility, a Physician’s office, or home shall be considered to
be receiving Outpatient Care.

Outpatient Covered Services include:

«  psychological therapy and/or Substance Dependence
and Abuse counseling/rehabilitation provided by an
Approved Provider;

- office visit or clinic visit, Consultation, or emergency
room visit;

« anevaluation and assessment;

« medication checks;

- an Outpatient day, or partial hospitalization program for
Mental Illness or a Substance Dependence and Abuse
treatment program, that offers all-inclusive services for
each Outpatient treatment day;

+  biofeedback training for treatment of Mental lliness;

« ambulance services provided for the treatment of Mental
Illness and Substance Dependence and Abuse;

« laboratory and diagnostic Services; and

«  psychiatric/psychological testing.

Day treatment, partial care and Outpatient programs must
be provided in a Hospital or facility which is Licensed by
the Department of Health and Human Services Regulation
and Licensure or accredited by the Commission on the
Accreditation of Rehabilitation Facilities (CARF).

Emergency Care

Benefits are also available, subject to the applicable
Emergency Care Copay, Deductible and/or Coinsurance
indicated in your Schedule of Benefits Summary, for any
Covered Services provided in a Hospital emergency room
setting for the treatment of Mental Iliness and Substance
Dependence and Abuse.
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Oral Surgery and Dentistry

Limited benefits are available for oral surgery and dentistry.
Benefits for Covered Services are available subject to

any benefit maximums and the Copay, Deductible and/

or Coinsurance as indicated on your Schedule of Benefits
Summary.

Oral Surgery and Dentistry Services

Unless otherwise indicated on your Schedule of Benefits
Summary, the Plan provides benefits for the following
Medically Necessary Services:

« Incision and drainage of abscesses, and other
non-surgical treatment of infections (excluding
periodontic or endodontic treatment of infections);

«  Excision of exostoses, tumors and cysts, whether or not
related to the temporomandibular joint of the jaw (TMJ);

- Diagnostic or surgical procedures involving bone or
joint of the face, neck or head, including osteotomies,
for treatment of Services for the treatment of TMJ or
craniomandibular disorder;

«  Reduction of a complete dislocation or fracture of the
TMJ required as a direct result of an accident®. Benefits
are limited to treatment provided within 12 months of
the injury;

«  Services, supplies or appliances for dental treatment
of natural healthy teeth required as the direct result of
an accidental injury*. Benefits are limited to treatment
provided within 12 months of the injury;

«  Medically Necessary hospitalization and general
anesthesia in order for the Covered Person to safely
receive dental care, including Covered Persons who are
under eight years of age or developmentally disabled.

*Please note, damage to teeth that occurs as a result of eating,
chewing or biting is not considered an “accident.” Benefits are
not available for Services resulting from these types of injuries.

Dental Related Hospital Charges
Benefits are also available for the following charges if
determined by BCBSNE to be Medically Necessary when
related to Covered Services for oral surgery and dentistry or
when the Services are essential to safeguard the health of the
patient who has a specific nondental physical and/or organic
impairment, regardless of whether the admission is for covered
or noncovered dental procedures:

«  Hospital Inpatient Services;

«  Hospital Outpatient Services; or

«  Ambulatory facility Services.



Organ and Tissue Transplants
Benefits are available to a Covered Person who is a transplant
recipient for Medically Necessary Covered Services relating to
or resulting from a transplant of these body organs or tissues:

o liver;

+  heart;

« single and double lung;

« lobar lung;

«  heart-lung;

«  heart valve (heterograft);

«  kidney;

«  kidney-pancreas;

«  pancreas;

«  bone graft;

«  cornea;

«  parathyroid;

«  smallintestine;

« small intestine and liver;

« small intestine and multiple viscera; or

«  bone marrow transplants, including autologous and

allogeneic stem cell transplants.

The applicable Copay, Deductible and/or Coinsurance are
indicated on your Schedule of Benefits Summary.

Remember To Certify

All transplants must be Certified by BCBSNE prior to the
procedure being performed. Please refer to the section of the
book titled “Certification Requirements” for more details.

Additional Covered Transplant Services

Benefits are also available for the following Medically Necessary
Covered Services directly related to or resulting from a covered
transplant:

«  Hospital, medical, surgical or other Covered Services
provided to a donor are included as part of the recipient’s
coverage;

«  Services provided for the evaluation of organs or tissue
including, but not limited to, the determination of tissue
matches;

«  Services provided for the removal of organs or tissue
from nonliving donors; and

«  Service provided for the transportation and storage of
donated human organs or tissues.
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Outpatient Hospital Or Facility Services

Benefits are available, subject to the Copay, Deductible and/

or Coinsurance and benefit limits shown in your Schedule of
Benefits Summary for covered Outpatient Services provided by
a Hospital, Ambulatory Surgical Facility, Urgent Care Facility or
other Outpatient facility.

Outpatient Rehabilitation Services

Cardiac or Pulmonary Rehabilitation is defined as the

use of various modalities of treatment to improve cardiac

or pulmonary function as well as tissue perfusion and
oxygenation through which selected patients are restored to
and maintained at either a pre-illness level of activity or a new
and appropriate level of adjustment.

Covered Outpatient Cardiac or Pulmonary Rehabilitation
The following Services are covered when provided as part of a
rehabilitation program:
- Initial rehabilitation evaluation;
. Exercise sessions;
«  Concurrent monitoring during the exercise session for
high risk patients; and
«  Physician services which are otherwise defined as
Covered Services.

Cardiac Rehabilitation Criteria
The patient must have one of the following diagnoses
occurring during the preceding four months:

«  Anacute myocardial infarction;

- Coronary artery angioplasty, with or without stent
placement, or other Scientifically Validated procedure to
clear blocked vessels;

«  Heart surgery, or coronary artery surgery;

«  Heart transplant;

«  Heart-lung transplant; or

«  Cardiac rehabilitation for treatment of congestive heart
failure and stable angina initially and after significant
changes in clinical status as determined by BCBSNE.

Cardiac Rehabilitation Limits
Benefits for Covered Services are subject to any limits indicated
on your Schedule of Benefits Summary.



Pulmonary Rehabilitation Criteria

Benefits are available when Services are provided prior to
and following lung transplant, heart-lung transplant, lung
volume reduction surgery, and for severe chronic lung
disease patients as reviewed and determined by BCBSNE. In
addition, pulmonary rehabilitation Services must be under
the continuing supervision of a Physician and in a Hospital
environment.

Pulmonary Rehabilitation Limits
Benefits for Covered Services are subject to any limits indicated
on your Schedule of Benefits Summary.

Remember To Certify

Pulmonary Rehabilitation Services must be Certified by
BCBSNE prior to the Services being provided. Please refer to
the section of the book titled “Certification Requirements” for
more details.

Physician Office

Benefits are available, subject to the applicable Copay,
Deductible and/or Coinsurance shown in the Schedule of
Benefits Summary, for Medically Necessary Covered Services
provided in a Physician’s office.

Covered Physician Office Visits
The office visit benefit provision of this plan includes:
« aPhysician office visit;
- aninitial visit to diagnose Pregnancy;
«  Consultations;
«  psychological therapy and/or Substance Dependence
and Abuse counseling/rehabilitation; and
«  medication checks.

Covered Office Services

Unless otherwise stated in this document or an amendment to
this document, Services and supplies covered under the office
services benefit provision of this plan include:

«  x-ray, laboratory and pathology services, including
diagnostic pap smears and mammograms, performed in
the Physician’s office;

«  supplies used to treat the patient during the office visit;

« drugs administered to the patient during the office visit;

«  hearing examination due to illness or injury performed in
the office;

«  vision examination, excluding eye refrations, due to
iliness or injury performed in the office; and

- allergy testing.
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Non-Covered Under Office Service Benefit

Although these Services may be covered under other
provisions, generally the office service benefit provision does
not include:

«  Preventive Services;

«  Services for Pregnancy, except the initial office visit to
diagnose Pregnancy;

« injections;

- infusion therapy;

«  chemotherapy;

«  radiation therapy and/or Advanced Diagnostic Imaging;

« manipulations and adjustments;

«  physical, occupational or speech therapy, including
cognitive training, chiropractic or osteopathic
physiotherapy;

«  surgical procedures and anesthesia;

«  sleep studies;

«  Durable Medical Equipment;

+  biofeedback;

«  psychological evaluations, assessments and testing;

« drugs payable only under the Rx Nebraska Prescription
Drug Program (see the provision in this section titled
“Drugs Administered In An Outpatient Setting” for
additional information); and

«  Outpatient Services received at a place of service other
than a Physician’s office.

Preventive/Routine Services

ACA required Preventive Services are not subject to a
Copayment, Deductible and/or Coinsurance amount when
provided by an In-network Provider. Such covered Preventive
Services include age, gender and frequency limits. A list of
these Preventive Services may be obtained by contacting the
BCBSNE Member Services Department.

When the same ACA required Preventive Services are provided
by an Out-of-network Provider and are otherwise Covered
Services, benefits will be provided as indicated on your
Schedule of Benefits Summary.

Benefits for Covered Services provided by either an In-network
or an Out-of-network Provider that fall outside the age, gender,
and frequency limits for ACA required Preventive Services

will be provided as indicated on your Schedule of Benefits
Summary.

As indicated on your Schedule of Benefits Summary, benefits
will also be provided for other covered Preventive Services.
Such Covered Services include:
« laboratory/pathology Services, including urinalysis (UA)
and complete blood count (CBC);
« hearing screenings and examinations; and
«  Prostate cancer screenings (PSA).



Therapy and Manipulations

The following outpatient and/or home therapies and
manipulative treatments or adjustments are covered subject to
the applicable Copay, Deductible and/or Coinsurance amounts
and benefit maximums shown on your Schedule of Benefits
Summary:

«  Chiropractic or osteopathic manipulative treatments or
adjustments by an Approved Provider;

«  Chiropractic or osteopathic physiotherapy;

«  Occupational therapy by a Licensed occupational
therapist or Licensed occupational therapist assistant
under the supervision and billing of a Licensed
occupational therapist;

«  Physical therapy by a Licensed physical therapist or
Licensed physical therapist assistant who is an Approved
Provider; and

«  Speech therapy provided by a Licensed speech-language
pathologist or registered communication assistant
practicing under the supervision of a Licensed speech-
language pathologist.

Therapy Services described above include habilitative Services,
which are Services designed to help a person who needs active
assistance performing age-appropriate activities of daily living
such as eating, dressing, personal hygiene, ambulation and
changing body position as the result of a developmental delay
or congenital birth defect which has limited age-appropriate
motor sensory or communication development.

Not all Services are habilitative. Examples of Services that are
not habilitative, and not covered under this paragraph, include,
but are not limited to:

«  Custodial Care;

- day care;

«  recreational care;

+  Residential treatment;

«  respite care;

«  social services;

«  vocational training;

« applied behavioural analysis; and

«  Services provided under any state or federal special

education program.

NOTE: A benefit maximum may apply to all the above
Services or any combination of these Services. Check
your Schedule of Benefits Summary to determine how any
applicable benefit maximum will be calculated.
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A session is defined as one visit. Ongoing preventative/
maintenance therapy sessions and ongoing preventative/
maintenance treatments or adjustments are not covered

once the maximum therapeutic benefit has been achieved

for a given condition and continued therapy or continued
treatments or adjustments no longer result in some functional
or restorative improvement.

Women's Health Act

The Women's Health and Cancer Rights Act of 1998 (Women's
Health Act) includes protections for breast cancer patients
who elect to have breast reconstruction in connection with a
mastectomy.

The law requires that certain coverage be provided, and that
notice be given to Covered Persons regarding coverage for this
care under the Group health plan. The Women'’s Health Act
requires that:

A Group health plan which provides medical and surgical
benefits for mastectomies shall also provide, in the case of
a Covered Person who is receiving benefits in connection
with a mastectomy, and who elects breast reconstruction in
connection with such mastectomy, coverage for:
«  reconstruction of the breast on which the mastectomy
has been performed;
«  surgery and reconstruction of the other breast to
produce a symmetrical appearance;
«  prostheses; and
«  physical complications resulting from all stages of the
mastectomy, including lymphedemas,
in a manner determined in consultation with the attending
Physician and patient.

This Group health plan is in compliance with the Women's
Health Act, and provides benefits as required by the Act,
subject to the Copay, Deductible and Coinsurance amounts
applicable to other benefits under the plan.



excLUsioNs—WHAT's NoT covereD |G

Although this plan provides benefits for a wide variety of «  Pillows;
Services, there are some expenses that are not covered. This «  Radios;
section gives you examples of some Services and supplies that . Safety equipment;
are not covered by the plan. « Saunas;
«  Strollers;
Using Headings In This Section «  Television;
To help you find specific exclusions more easily, we have «  The building, remodeling or alteration of a residence;
provided headings for types of Services, treatments or supplies «  The purchasing or customizing of vans or other vehicles;
that fall into a similar category. The actual exclusion appears - Video players; and
under the heading. «  Whirlpools.
Plan Exclusions C. Dental
Benefits are not available for the Services, treatments or Except as specifically described as covered, benefits are not
supplies described in this section, even if: available for:
. recommended or prescribed by a Physician; and/or . bone grafts to the jaw, in relation to dental implants or
« itisthe only treatment available for the Covered Person’s preparation of the mouth for dentures;
condition. « dental care in connection with the treatment, filling,
removal, repositioning or replacement of teeth, including
The Services, treatments and supplies listed as exclusions orthodontics or implants;
in this section are not covered, except when specifically . evaluation and treatment of impacted teeth;
provided for under another section of this Certificate . evaluation and treatment of myofascial pain;
gf Coverage; or by an amendment to this Certificate of . osteotomies of the face, neck or head, except when
overage.

specifically identified elsewhere as a Covered Service;
«  preparation of the mouth for dentures;
«  root canal therapy or care;
« treatment of the dental occlusion by any means or for
any reason;

A. Alternative Treatments
«  Alternative therapies:
- Massage therapy, including rolfing;

: 253223::;;, -« treatment of the temporomandibular joint of the jaw by
_ Light therapy; any means or for any reason, except when specifically

identified elsewhere as a Covered Service;

«  other procedures involving the teeth or structures
directly related to or supporting the teeth, including the
gums and the alveolar processes; and

«  treatment of sleep disorders by a dentist, including
sleep apnea, except for the fabrication of an orthotic for
treatment of a sleep disorder.

- Naturopathy; and
- Vax-D therapy (vertebral axial decompression).

«  Services, drugs, medical supplies, devices or equipment
which are not cost effective compared to established
alternatives, or which are provided for the convenience
or personal use of the Covered Person.

B. Comfort Or Convenience
Batteries and battery chargers unless the device is
covered by BCBSNE;
Beauty/barber service;
Equipment for purifying, heating, cooling or otherwise
treating air or water;
Exercise Equipment;

D. Durable Medical Equipment (DME) And Supplies
- Automated external defibrillator;
«  Enuresis alarm, even if prescribed by a Physician;
«  Mouth guard, even if prescribed by a Physician;
- Non-wearable external defibrillator;
«  Rental or purchase from or use of DME while the patient
is confined to a Hospital, skilled nursing facility, an

ggfiig‘jalx intermediate care facility, a nursing home or any other
e licensed residential facility if such equipment is usually
Humidifiers; . e
. supplied by the facility;
Jacuzzis;

Medical alert systems;
Music devices;
Personal computers;
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Repair, maintenance or adjustment of DME, except as
specifically identified as covered, or provided by other
than a DME or medical supply company; and

Repair or replacement of an item of DME due to misuse,
malicious damage, gross neglect or to replace lost or
stolen items.

E. Experimental Or Investigative

Services considered by BCBSNE to be Investigative, or
for any directly related Services.

Services for medical treatment and/or drugs, whether
compensated or not, that are directly related to, or
resulting from the Covered Person’s participation in

a voluntary, investigative test or research program or
study, unless authorized by BCBSNE.

F. Foot Care

Orthopedic shoes, except initial purchase when
permanently attached to a brace;

Orthotics for the foot, except podiatric appliances
necessary for the prevention of complications associated
with diabetes, or when necessary to treat a congenital
anomaly, as determined by BCBSNE; and

Treatment or removal of corns, callosities, or the cutting
or trimming of nails.

G. Mental lliness And Substance Dependency/Abuse

Custodial care;

Programs for co-dependency; employee assistance;
probation; prevention; educational or self-help;
Programs ordered by the Court that are determined by
BCBSNE to be not medically necessary;

Programs that treat obesity, gambling or nicotine
addiction, except when specifically identified elsewhere
as a Covered Service;

Residential treatment programs;

Services by a non-approved provider;

Services not within the scope of practice of the provider.
(Licensing or certification is by the appropriate state
authority. Supervision and consultation requirements
are governed by the state law.); and

Services, supplies, equipment, procedures, drugs or
programs for treatment of nicotine addiction, except
when identified elsewhere as a Covered Service.

98-490-j 1/2014

25

H. Nutrition

Dietary counseling, except diabetes management as
provided by the plan;

Enteral feedings, even if the sole source of nutrition; and
Nutrition care, nutritional supplements, FDA-exempt
infant formulas, supplies, electrolytes or other nutritional
substances, including but not limited to neocate,
Vivonex, Elecare, Cyclinex-1, ProPhree, vitamins, minerals,
elements, foods of any kind (including high protein and
low carbohydrate foods) and other over-the-counter
nutritional substances.

I. Physical Appearance

Cosmetic Services, or any complications thereof.
Examples include:

- Breast augmentation;

- Breast replacement;

- Dermabrasion;

- Liposuction;

- Protruding ears;

- Spider veins;

- Tattoo removal or revision; and

- Telangiectasias.

NOTE: Benefits for treatment of complications of Cosmetic
Services are only payable if such treatment is normally covered
under the plan. In addition, benefits are available for Services
that are normally covered under the plan if Services otherwise
considered to be Cosmetic are required: as a direct result of a
traumatic injury; to correct a Congenital Abnormality when the
defect severely impairs or impedes normal essential functions; or
to correct a scar or deformity resulting from cancer or from non-
Cosmetic surgery.

Treatment and monitoring for obesity or weight

reduction, regardless of diagnosis.

Examples include:

- Health and athletic club memberships;

- Physical conditioning programs such as athletic
training, body-building exercise, fitness, flexibility and
diversion or general motivation; and

- Weight loss programs.

Weight reduction surgery.



J. Providers

Canceled appointment: Charges for failure to cancel a
scheduled appointment.

Claim forms/records/administrative fees: Charges made
for filling out claim forms or furnishing any records or
information; special charges such as dispensing fees;
admission charges. Physician’s charges for Hospital
discharge Services; after-hour charges over and above
the routine charge; administrative fees; technical
support or utilization review charges which are normally
considered to be within the charge for a Service.
Custodial care, domiciliary care, rest cures, or Services
provided by personal care attendants.

Immediate family: Charges for Services provided by

a person who is a member of the Covered Person’s
immediate family by blood, marriage or adoption.
Hospital/institution Services provided in or by:

a) a Veterans Administration Hospital where the care is
for a condition related to military service, or

b) any non-Participating Hospital or other institution
which is owned, operated or controlled by any federal
government agency, except where care is provided to
nonactive duty Covered Persons in medical facilities.
Inadequate documentation: Charges received when
there is inadequate documentation that a Service was
provided.

Non-approved facility: A health care facility that does
not meet the licensing or Accreditation Standards
required by BCBSNE.

Non-approved provider: Charges for Services by a non-
approved provider.

Out-of-Hospital: Charges made while the patient is
temporarily out of the Hospital.

Overhead expenses: Charges for any office or facility
overhead expenses including, but not limited to, staff
charges, copying fees, facsimile fees and office supplies.
Scope of practice: Charges for Services by a health care
provider which are not within the scope of practice of
such provider.

Services provided by a massage therapist.

Standby: Hospital or Physician charges for standby
availability.
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K. Reproductive Services

Pregnancy assistance treatments, which include but are
not limited to, infertility treatment and related Services,
in addition to:

- Assisted Reproductive Technology (ART), such as
artificial insemination, sperm washing, gamete
intrafallopian transfer (GIFT), zygote intrafallopian
transfer (ZIFT), and in vitro fertilization;

- Embryo transfer procedures;

- Drug and/or hormonal therapy for fertility
enhancement;

- Ultrasounds, lab work and other testing in conjunction
with infertility treatment;

- Reversal of voluntary sterilization;

- Surrogate parenting, donor eggs, donor sperm and
host uterus; and

- Storage and retrieval of all reproductive materials.

Surrogate mother Services.

Voluntary abortions.

L. Services Payable Under Another Plan

Services available at government expense, except

as follows:

If payment is required by state or federal law, the
obligation to provide benefits will be reduced by the
amount of payments the patient is eligible for under
such program (except Medicaid).

With respect to persons entitled to Medicare Part A and
Eligible for Part B benefits, the obligation to provide
benefits will be reduced by the amount of payment

or benefits such person receives from Medicare. This
provision will not apply if the patient is still actively at
work or is an Eligible Dependent of a Subscriber who is
actively at work and has elected this Plan as primary, or
as otherwise provided by federal law. Services provided
for renal dialysis and kidney transplant Services will also
be provided pursuant to federal law.



Services arising out of the course of employment,
whether or not the patient fails to assert or waives his
or her right to Workers” Compensation or Employers’
Liability Law. This includes Services determined to be
work-related under a Workers’ Compensation law, or
under a Workers’ Compensation Managed Care Plan,
but which are not payable because of noncompliance
with such law or Plan. Any charges incurred as a result
of or in the course of employment for an employer that
is not legally required to carry Workers’ Compensation
coverage and that does not provide Workers’
Compensation coverage will be covered.

M. Transplants

Donor charges other than those identified as covered
under“Organ and Tissue Transplants”in the section titled
“Benefit Descriptions;”

Purchased human organs or tissue;

Implantation of an artificial/mechanical organ into a
human recipient, excluding pacemakers, LVADs, or other
devices when specifically approved by BCBSNE; and
Transplantation of any nonhuman organ or tissue to a
human recipient.

N. Travel

Lodging or travel expenses incurred by the patient or
the provider, even though directed by a Physician for the
purpose of obtaining medical treatment, except covered
ambulance Services or other expenses specifically
identified as covered by the plan.

0. Vision And Hearing

Eyeglasses or contact lenses, eye exercises, visual therapy
or visual training (orthoptics), except when specifically
identified elsewhere as a Covered Service;

Preventive vision examinations or care, extended vision
care or exam packages and screening eye examinations,
including eye refractions, except when specifically
identified elsewhere as a Covered Service;

Screening audiological tests (except as covered under
Preventive Services); external and surgically implantable
devices (except cochlear implants as otherwise covered
under this plan) and combination external/implantable
devices to improve hearing, including audiant bone
conductors or hearing aids and their fitting; and
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Surgical, laser or nonsurgical procedures or alterations
of the refractive character of the eye including but

not limited to correction of myopia, hyperopia or
astigmatism. In addition, benefits are not available for:
- Charges for related Services; and

- Eyeglasses or contact lenses following the surgery.

P. Other Exclusions And Limitations

Services not covered by the plan;

Services which are determined by BCBSNE to be not
Medically Necessary;

Services, including related diagnostic testing, which are
primarily:

- recreational, such as music or art therapy;

- educational;

- work-hardening therapy; vocational training;

- medical and nonmedical self-care;

- self-help training;

Sex transformation surgery and related Services;
Interest, sales or other taxes or surcharges on Covered
Services, drugs, supplies or DME., other than those
surcharges or assessments made directly upon
employers or third party payers;

Genetic treatment or engineering. Any service
performed to alter or create changes in genetic structure;
Genetic testing, unless scientifically validated by BCBSNE
medical policy;

Food antigens and/or sublingual therapy;

Snoring, the reduction or elimination of, when that is the
primary purpose of treatment;

Calls or consults by telephone or other electronic means,
video or internet transmissions, and telemedicine, except
in conformance with BCBSNE policies and procedures;
Blood, blood plasma or blood derivatives or fractionates,
or Services by or for blood donors, except administrative
and processing charges for blood used for a Covered
Person furnished to a Hospital by the American Red
Cross, county blood bank, or other organization that
does not charge for blood;

Wigs, hair prostheses and hair transplants, regardless

of the reason for the hair loss;

Hair analysis, including evaluation of alopecia or
age-related hair loss;



Services provided to or for:

- any dependent when coverage is provided by a Single
Membership, except when benefits are specifically
provided by the plan for a newborn or adopted child;

- any person who does not qualify as an Eligible
Dependent;

- any Covered Person before his or her effective date of
coverage, or after the effective date of cancellation or
termination of coverage;

- any Covered Person for which coverage is not
available due to any Contract Waiting Periods.

Military service related illness or injury;

Services for which there is no legal obligation to pay,

including:

- Services for which no charge would be made if
coverage did not exist;

- any charge above the charge that would have been
made if no coverage existed; or

- any service which is normally furnished without charge.

Charges in excess of the Contracted Amount;

Charges made separately for Services and/or procedures,
supplies and materials when they are considered to be
included within the charge for a total Service payable, or
if the charge is payable to another provider;

EXCEPTION: If such charges are made separately when they
are considered to be included within the charge for a total
Service performed by a BCBSNE In-network Provider, then
this amount is not the patient’s liability.

Employer required Services as a condition of employment
including, but not limited to immunizations, blood
testing, work physicals and drug tests;

Charges made pursuant to a Covered Person’s
engagement in an illegal occupation or commission of or
attempt to commit a felony;

Electron beam computed tomography for vascular
screening, including but not limited to screening for
cardiovascular, cerebrovascular and peripheral vascular
disease;
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Private Duty Nursing;

Respite care when not covered as part of a covered

Hospice benefit;

Home health aide, skilled nursing care or Hospice related

Services as follows:

- Services performed by volunteers;

pastoral Services, or legal or financial counseling

Services;

Services primarily for the convenience of the Covered

Person, or a person other than the Covered Person;

- home delivered meals.

Shipping and handling charges;

Places of Service as follows, excluding Covered Services

provided at a health fair approved by BCBSNE:

- day care;

school;

library;

church; or

employee worksite.

Otherwise Covered Services when:

- required solely for purposes of camp, travel, career,
employment, insurance, marriage or adoption;

- related to judicial or administrative proceedings or
orders;

- conducted for the purpose of medical research; or

- required to obtain or maintain a license of any type.

Foreign language and sign language Services;

Driving tests or exams;

Autopsies;

Sexual arousal disorders or erectile dysfunction

treatment, including but not limited to Services,

procedures, supplies or drugs regardless of the cause;

Services for autism spectrum disorder or pervasive

developmental conditions, developmental delays or

sensory integration disorders, unless otherwise required

by law or when specifically identified elsewhere as a

Covered Service; and

Daycare.



PRESCRIPTION DRUG BENEFITS

Prescription Drug Benefits are subject to the applicable
Copay, Deductible and/or Coinsurance amounts shown in the
Schedule of Benefits Summary. All covered prescription drug
products must be Medically Necessary, and:

- FDA approved,

- dispensed by a registered pharmacist, and

«  require a Physician’s or Dentist’s prescription.

A Copay, Deductible and/or Coinsurance will be assessed for
each prescribed drug, supply and/or unit.

Your prescription drug benefit is based on a tiered benefit
design that helps control your out-of-pocket prescription
drug costs by encouraging the use of generic medications.

A drug formulary, which is a list of medications divided into
tiers or categories, is used to determine what you must pay
for each covered prescription medication. The formulary

list classifies drugs as generic and formulary brand-name. A
brand-name drug that does not appear on the list is classified
as a non-formulary brand name drug. The formulary list and
a specialty pharmacy program drug list are available at www.
nebraskablue.com, or you may contact the BCBSNE Member
Services Department.

Whenever appropriate, Generic Drugs will be used to fill
prescriptions. If a generic version is available and the ordering
physician did not specify a Brand Name Drug, but the Covered
Person requests a Brand Name Drug, he or she may be required
to pay a penalty equal to the difference in cost between the
Brand Name Drug and the Generic Drug. This penalty will be in
addition to the applicable Copay, Deductible and Coinsurance.

Additional terms and provisions for the Rx Nebraska
Prescription Drug Program are stated at the end of this section.

Generic Drugs Can Save You Money

Generic drugs are drugs that are labeled by their chemical
name rather than by a brand name. However, all drugs,
whether generic or brand, must meet the same government
standards for safety and effectiveness. Why pay more for a
brand name drug if its generic twin is available at a lower
cost? Ask your physician to prescribe generic drugs
whenever possible.
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Accessing Benefits

If the prescription or supply is purchased at a Rx Nebraska
participating pharmacy, and you present your BCBSNE
identification card to the pharmacist at the time of purchase,
you will only be required to pay your financial liability at

the time the prescription is filled. The Schedule of Benefits
Summary shows your financial liability and the dispensing
amount for each benefit tier.

NOTE: Prepackaging by the manufacturer may limit the quantity
dispensed to an amount which is less than the maximum
dispensing amount available under your coverage. If that
happens, benefits will be provided in compliance with the
manufacturer’s packaging guidelines.

If the covered prescription is filled at an Out-of-network
Pharmacy, or if you do not present your I.D. card at the time
of purchase at an In-network Pharmacy, you will be required
to pay the pharmacy’s usual retail price. You must file a claim
with BCBSNE. Eligible claims will be reimbursed based on the
Allowance for the drug less the applicable Copay, Deductible
and/or Coinsurance and a penalty.

To locate participating Rx Nebraska pharmacies
nationwide, call toll-free 1-877-800-0746.

Services NOT Covered Under the Rx Nebraska Drug
Coverage Program

«  Abortifacients, including but not limited to Mifeprex
(Mifepristone);

«  Cosmetic alteration drugs, health and beauty aids for
such things as the promotion of hair growth/restoration,
control perspiration, to enhance athletic performance or
improve natural appearance;

- Diet or appetite suppressant drugs (Anorexics), dietary
and herbal or nutritional supplements;

«  Drugs for the treatment of Mental lliness and Substance
Abuse unless otherwise required by law;

«  Drugs or medicinals for treatment of fertility/infertility
unless such drugs are covered under an amendment for
infertility treatment and related services;

- DME or devices of any type including, but not limited to
therapeutic devices or artificial appliances;

«  General anesthetic;



«  Home infusion therapy;

« Insulin pumps and continuous glucose monitoring
devices;

- Investigative drugs or drugs classified by the FDA as
experimental;

«  Non-sedating oral antihistamines or antihistamine
decongestant combination;

«  Nutrition care, nutritional supplements and substances;

«  Over-the-counter medications, including non-
prescription medications and non-prescription vitamins,
unless certain over-the-counter/non-prescription
medications are covered under an amendment;

«  Prescription medications determined by the FDA as
having no clinical value (ex: DESI indicator class 06);

«  Prescription medications for the primary purpose of sex
transformation, both prior to and after surgery;

«  Prescription medications purchased in a foreign country,
unless the covered person is living in another country or
needs prescription medications to treat an emergency
medical condition arising while he or she is traveling
in a foreign country or otherwise mandated by federal
legislation. (Evidence of residency or emergency medical
condition must be provided with the claim);

«  Prescription medications for which therapeutically
equivalent over-the-counter/non-prescription products
are available, except when specifically identified elsewhere
as covered;

«  Prescription drug medications obtained or purchased
from a facility owned, operated or controlled by any
federal government agency when the care is related to
military service;

«  Prescription medications prescribed, dispensed and
intended for use in an Inpatient setting;

«  Repackaged medications;

«  Services, drugs and medical supplies which are not cost
effective compared to established alternatives or which
are provided for convenience or personal use;

«  Sexual or erectile dysfunction drugs, aids or treatment;

«  Supplies other than designated injectable, diabetic and
insulin pump supplies. Insulin pump batteries are not
covered under your prescription drug benefits;

«  Testosterone for females;

«  Unit dose packaging of covered prescription drug
products; and

«  Other drugs and/or injectables that are not covered as
determined by BCBSNE.
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Limitations

« Amounts in excess of the supply limit (day or quantity)
for covered prescriptions are not covered.

«  Compounded prescriptions must contain at least one
FDA approved ingredient.

« Injectables are limited to Claims from providers who
are contracting with Prime Therapeutics and filed as a
pharmacy claim.

«  Lost, destroyed or stolen medications are limited to one
replacement per prescription per calendar year.

«  Excessive pattern of drug usage. In the event a Covered
Person’s usage of prescription drugs during a six month
period indicates an excessive pattern of drug usage that
is not Medically Necessary (as determined by BCBSNE's
Drug Utilization Review Program), the Covered Person
will be limited to one Participating Pharmacy of his/her
choice for obtaining covered prescription drugs. If such
a limitation applies to the Covered Person, benefits will
not be available for prescription drugs obtained from any
other pharmacy.

Preauthorization: Under the Rx Nebraska Drug Coverage
Program the following require preauthorization to determine if
benefits will be available.

Formulary brand and non-formulary proton pump inhibitors
(PPIs) - PPIs are used to help reduce stomach acid and

provide relief from the symptoms of heartburn, ulcers, and
gastroesophageal reflux disease (GERD).

For benefits to be considered for the formulary brand
medication Nexium, members must first use a prescription
generic formulary PPI. For benefits to be considered for a
non-formulary PPl, members must first use three formulary
PPIs. Benefits for generic formulary PPls do not require
preauthorization.

NOTE: If you are currently taking a non-formulary PPl or a
formulary brand PPI, preauthorization is necessary to determine if
you meet the criteria for continued benefits.



Gl protective NSAIDs - The Gl protective NSAID program
manages the use of costly gastroprotective NSAIDs used to
treat inflammation and reduce pain. These drugs work the
same as drugs such as naproxen and ibuprofen.

Patients whose medical history and current medical
c