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BLUE VALLEY UNIFIED

01/01/2023

The Covered Services described in the Benefit Schedule are subject to the conditions, limitations and exclusions

of the Contract.

Plan Type

(Visit our website at
www.bluekc.com to receive a
complete listing of network
hospitals and physicians).

Your Plan Type is a Preferred Provider Organization (PPO).
Members can receive services from any hospital or physician but receive
greater benefits when they use the Preferred-Care Blue Network. Please

see the Covered Services section for further information.

Dependent Age

Dependent Limiting Age — 26
Coverage will be provided until the end of the Calendar Year when they
turn 26.

Domestic Partners

Not Covered

Newborn Eligibility

Individual only plan — employee must submit an application within 31
days following birth to employer group in order for newborn to be
covered at date of birth. Any additional premium owed for the newborn
addition will be collected according to normal billing practices.

Deductible (per Calendar Year)
(Individual/Family)

OUT-OF-NETWORK

PROVIDERS

Individual: $3,300
Family: $8,250

IN-NETWORK PROVIDERS

Individual: $3,300
Family: $8,250

Out-of-Pocket Maximum
(per Calendar Year)
(Individual/Family)
Includes Deductible

Individual: $3,300
Family: $8,250

Individual: $6,600
Family: $16,500

The Out-of-Pocket Maximum is the total amount of Cost-Sharing the
members pay each Calendar Year toward covered charges before
BCBSKC pays 100% of benefits. Certain amounts do not apply towards
the Out-of-Pocket Maximum as specified in the Contract.

After a combination of covered family members have satisfied the
family Out-of-Pocket Maximum, the Out-of-Pocket Maximum will be
considered satisfied for all covered family members.

There are separate Out-of-Pocket Maximums for In-Network Providers
and Out-of-Network Providers. The amount You pay for Covered
Services received from In-Network Providers or Out-of-Network

Providers will apply to the Out-of-Pocket Maximum for each other.

PPO-SCHED2-21-K
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COVERED MEDICAL

SERVICES

COST-SHARING AND
LIMITATIONS AT OUT-OF-

COST-SHARING AND
LIMITATIONS AT IN-

Ambulance

NETWORK PROVIDERS
In-Network Deductible

NETWORK PROVIDERS
Deductible

Ambulance services received from
an Out-of-Network Provider will be
subject to the In-Network Out-of-
Pocket Maximum.

Autism

Deductible Deductible then 20% Coinsurance

Coverage for Applied Behavior Analysis for Covered
Persons until age 19

These services must be Prior Authorized.

Bone Marrow Testing

Deductible Deductible then 20% Coinsurance

Covered Services are limited to testing for A, B, and DR Antigens

Dental — Accidental Deductible Deductible then 20% Coinsurance
Injury/Surgery

These services must be Prior Authorized
Diabetes Self-Management Deductible Deductible then 20% Coinsurance
Education and Training
Diabetic Shoes Deductible Deductible then 20% Coinsurance

1 pair of Diabetic Shoes and 3 pair of inserts per Covered Person per
Calendar Year Maximun

Diabetic Supplies
Provided by a Chronic Condition
Management Vendor

No Copayment Not Applicable

Diagnostic and Routine
Preventive Mammograms, Pap
Smears and PSA Tests

No Copayment Deductible then 20% Coinsurance

Durable Medical Equipment

Deductible Deductible then 20% Coinsurance

These services must be Prior Authorized.

Elective For women

Sterilization

Covered under Routine Preventive ' Deductible then 20% Coinsurance

Services

PPO-SCHED2-21-K
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COVERED MEDICAL COST-SHARING AND COST-SHARING AND

SERVICES LIMITATIONS AT IN- LIMITATIONS AT OUT-OF-

NETWORK PROVIDERS NETWORK PROVIDERS

For men Deductible then covered at 100% | Deductible then 20% Coinsurance
of the Allowable Charge and will
not be subject to any Cost-Sharing
requirements

Emergency Services Deductible In-Network Deductible
Emergency Services received from
an Out-of-Network Provider will be
subject to the In-Network Out-of-

Pocket Maximum.
Formula and Food Products for Deductible Deductible then 20% Coinsurance
Phenylketonuria but never greater than 50% of the
cost of the formula or food
product.

55,000 Calendar Year Maximum

These services must be Prior Authorized.

Genetic Testing Deductible Deductible then 20% Coinsurance

We provide Benefits for the genetic testing in accordance with Our
Medical Necessity criteria.

These services must be Prior Authorized.

Home Health Services Deductible Deductible then 20% Coinsurance

60 visit Calendar Year Maximum

Home Hospice Services Deductible Deductible then 20% Coinsurance

We provide Benefits for Hospice services if a Physician certifies that You
are Terminally Ill. Covered Services are limited to palliative care. If We
determine the care provided is not palliative care(pain management),
Benefits under Hospice Services are not Covered Services

Immunizations for Dependent No Copayment No Copayment
Children age 6 and under

PPO-SCHED2-21-K 5 14274000-PBKH351-0123



COVERED MEDICAL

SERVICES

COST-SHARING AND COST-SHARING AND
LIMITATIONS AT IN- LIMITATIONS AT OUT-OF-

NETWORK PROVIDERS NETWORK PROVIDERS
Covered Services for routine and necessary immunizations will be
provided at 100% of the Allowable Charge and will not be subject to any
Cost-Sharing requirements

Any office visit charges incurred in conjunction with these
immunizations will be subject to the office visit Copayment, Coinsurance
and Deductible requirements of the Contract, the same as any other
services.

Inpatient Hospice Facility

Deductible Deductible then 20% Coinsurance

14 day Lifetime Maximum
These services must be Prior Authorized.

Inpatient Hospital Services

Deductible Deductible then 20% Coinsurance

These Services Must Be Prior Authorized. All Admissions, except
maternity and emergency Admissions, must be Prior Authorized by Us.
We require notification of emergency and maternity Admissions
within 48 hours of the Admission or as soon as reasonably possible.

Inpatient Mental lliness

Deductible Deductible then 20% Coinsurance

These Services Must Be Prior Authorized by New Directions.

Inpatient Substance Abuse

Deductible Deductible then 20% Coinsurance

These Services Must Be Prior Authorized by New Directions.

Maternity

Covered under your Maternity Services Benefit

Dependent daughters are not covered.
Elective pregnancy termination is not covered.

If a child is adopted by a covered Employee within 90 days of birth,
Covered Services include obstetrical and delivery expenses only for the
birth mother incurred at the time of the birth of such child.

Kansas residents may qualify for an adoption benefit. See eligibility for
adoption.

Office Visit - Physician Services

Deductible Deductible then 20% Coinsurance

PPO-SCHED2-21-K
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COVERED MEDICAL

SERVICES

COST-SHARING AND
LIMITATIONS AT OUT-OF-

COST-SHARING AND
LIMITATIONS AT IN-

Organ Transplant

NETWORK PROVIDERS
Subject to the applicable Cost-

NETWORK PROVIDERS
Subject to the applicable Cost-

Sharing Sharing
These services must be Prior Authorized
Orthoptic Training Deductible Deductible then 20% Coinsurance

12 Visit Lifetime Limit for the treatment for Convergence Insufficiency in
children under the age of 18

Outpatient Office Visit Deductible Deductible then 20% Coinsurance
Mental lliness

Therapy Deductible Deductible then 20% Coinsurance
Outpatient Office Visit Deductible Deductible then 20% Coinsurance
Substance
Abuse Treatment Deductible Deductible then 20% Coinsurance
Outpatient Surgery/Services in Deductible Deductible then 20% Coinsurance

Hospital or other Outpatient

Facility Certain outpatient surgeries and services require Prior Authorization.
Please contact customer service or visit http://www.bluekc.com/pa
for the current list of outpatient surgeries and services that must be

Prior Authorized.

Outpatient Occupational Deductible Deductible then 20% Coinsurance
Therapy Therapy

when

performed by a

Home Health

Care or Facility-

based Provider

Occupational Deductible Deductible then 20% Coinsurance

Therapy

when Occupational Therapy, and Physical Therapy and Skeletal

performedin a Manipulations:

Physician’s Combined 60 visit Calendar Year Maximum

office

Physical Deductible Deductible then 20% Coinsurance

Therapy

when

PPO-SCHED2-21-K

performed by a
Home Health
Care or Facility-
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COVERED MEDICAL

SERVICES

COST-SHARING AND
LIMITATIONS AT IN-

COST-SHARING AND
LIMITATIONS AT OUT-OF-

based Provider

NETWORK PROVIDERS

NETWORK PROVIDERS

Physical Deductible Deductible then 20% Coinsurance
Therapy
when Physical Therapy, and Occupational Therapy and Skeletal
performedin a Manipulations :
Physician’s Combined 60 visit Calendar Year Maximum.
office
Speech and Deductible Deductible then 20% Coinsurance
Hearing
Therapy Speech and Hearing Therapy:
Combined 20 visit Calendar Year Maximum
Prosthetic and Orthotic Deductible Deductible then 20% Coinsurance

Appliances

(Not included in Durable Medical
Equipment. See the Prosthetic and
Orthotic Appliances Benefit under
the Covered Services Section for
specific Benefits)

These Services Must Be Prior Authorized.

Routine Preventive Care — (See
the Routine Preventive Care
Benefit under the Covered
Services Section for a description
of Routine Preventive Services for
which You have Benefits)

No Copayment

Deductible then 20% Coinsurance

Skilled Nursing Deductible Deductible then 20% Coinsurance
30 day Calendar Year Maximum
These Services Must Be Prior Authorized.
Telehealth - Office Visits Deductible Not Applicable
Blue KC Virtual
Care Therapy Deductible Not Applicable
Urgent Care Deductible Deductible then 20% Coinsurance
X-ray and other Radiology Deductible Deductible then 20% Coinsurance
Procedures
All Other Covered Services Deductible Deductible then 20% Coinsurance

PPO-SCHED2-21-K

8 14274000-PBKH351-0123



COVERED MEDICAL COST-SHARING AND COST-SHARING AND

SERVICES LIMITATIONS AT IN- LIMITATIONS AT OUT-OF-
NETWORK PROVIDERS NETWORK PROVIDERS
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COVERED MEDICAL

SERVICES

COST-SHARING AND
LIMITATIONS AT IN-
NETWORK PROVIDERS

COST-SHARING AND
LIMITATIONS AT OUT-OF-
NETWORK PROVIDERS

Outpatient Tier1 No Copayment Deductible then $12 Copayment
Prescription then 50% Coinsurance
Contraceptives
Short Term
Supplies
If a generic version
is not available or
Prior Authorization
is obtained, Tier 2
Drugs and Tier 3
Drugs will be
subject to the Cost-
Sharing indicated
for Tier 1 Drugs.
Tier 2 Deductible then No Copayment Deductible then $60 Copayment
then 50% Coinsurance
Tier 3 Deductible then No Copayment Deductible then $80 Copayment
then 50% Coinsurance
Outpatient Tier 1 No Copayment Deductible then $24 Copayment
Prescription then 50% Coinsurance
Contraceptives
Long-Term Supplies
through Mail-Order
If a generic version
is not available or
Prior Authorization
is obtained, Tier 2
Drugs and Tier 3
Drugs will be
subject to the Cost-
Sharing indicated
for Tier 1 Drugs.
Tier 2 Deductible then No Copayment Deductible then $120 Copayment
then 50% Coinsurance
Tier 3 Deductible then No Copayment Deductible then $160 Copayment
then 50% Coinsurance
Short-Term Tier 1 Deductible then No Copayment Deductible then $12 Copayment
Supplies then 50% Coinsurance
Tier 2 Deductible then No Copayment Deductible then $S60 Copayment

PPO-RXSCHED1-21-K
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COVERED MEDICAL COST-SHARING AND COST-SHARING AND

SERVICES LIMITATIONS AT IN- LIMITATIONS AT OUT-OF-
NETWORK PROVIDERS NETWORK PROVIDERS
then 50% Coinsurance
Tier 3 Deductible then No Copayment Deductible then $80 Copayment
then 50% Coinsurance
Long-Term Tier1 Deductible then No Copayment Deductible then $24 Copayment
Supplies then 50% Coinsurance
Mail Order
Tier 2 Deductible then No Copayment Deductible then $120 Copayment
then 50% Coinsurance
Tier 3 Deductible then No Copayment Deductible then $160 Copayment
then 50% Coinsurance
Infertility / Tier1 Deductible then No Copayment Deductible then Applicable
Impotency Drugs then 50% Coinsurance Copayment then 50% Coinsurance
Tier 2 Deductible then No Copayment Deductible then Applicable
then 50% Coinsurance Copayment then 50% Coinsurance
Tier 3 Deductible then No Copayment Deductible then Applicable
then 50% Coinsurance Copayment then 50% Coinsurance
Prescription Oral Tier1 Deductible Deductible then 50% Coinsurance
Chemotherapy
Drugs
Short-Term
Supplies
Tier 2 Deductible Deductible then 50% Coinsurance
Tier 3 Deductible Deductible then 50% Coinsurance
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SECTION A. DEFINITIONS

This section tells the meanings of some of the more important words used in the Contract. Please read
this section carefully. It will help You to understand the rest of the Contract. All of these defined words
are capitalized when used in the Contract.

Accidental Injury

Admission

Adverse Determination

Allowable Charge

PPO-CERT-17-K

Means accidental bodily injury sustained by a Covered Person which is
the direct result of an accident, independent of disease or bodily infirmity
or any other cause.

Begins the first day a Covered Person becomes a registered Hospital bed
patient or a Skilled Nursing Facility patient and continues until he is
discharged.

Means a determination by Us that a proposed or delivered Health Care
Service which would otherwise be covered under the Contract is not or was
not Medically Necessary or the health care treatment has been determined to
be Experimental/Investigative and:

a. The requested service is provided in a manner that leaves the Covered
Person with a financial obligation to the provider or providers of such
service; or

b. The Adverse Determination is the reason for the Covered Person not
receiving the requested services.

Means the dollar amount upon which Benefits will be determined. Any
amounts for Covered Services (other than Copayments) a Covered Person is
required to pay will be based on this Allowable Charge. Benefit limits, if
any, will also be based on this Allowable Charge. The Allowable Charge
may vary depending upon whether or not the provider is a Participating
Provider and the terms of that provider’s contract with Us.

You may be responsible for the difference between the amount that the
Out-of-Network Provider bills and the payment We will make for the
Covered Services as set forth in this paragraph.

The following explains what the Allowable Charge is for different
providers:

a. For Hospitals, other institutional health care facilities, Physicians or
suppliers of medical goods and services which are In-Network
Providers.

The Allowable Charge is the lesser of:

(1) The amount the provider has agreed to accept as payment in full as
of the date of service; or

12 14274000-PBKH351-0123



PPO-CERT-17-K

(2) The provider’s billed charges.

. For Hospitals, other institutional health care facilities, Physicians or

suppliers of medical goods and services which are Out-of-Network
Providers, but are Participating Providers.

The Allowable Charge is the lesser of:

(1) The amount the provider has agreed to accept as payment in full as
of the date of service; or

(2) The provider’s billed charges.

For Hospitals, other institutional health care facilities, Physicians or
suppliers of medical goods and services which are Out-of-Network
Providers and Non-Participating Providers inside Our Service Area.

The Allowable Charge is the lesser of:

(1) The amount the provider has agreed to accept as payment in full as
of the date of service; or

(2) Our participating fee schedule amount for the same services or
supplies for such provider-type, if any; or

(3) The provider’s billed charges.

. For Hospitals, other institutional health care facilities, Physicians or

suppliers of medical goods and services, which are Out-of-Network
Providers outside Our Service Area, the Allowable Charge is
determined in accordance with the BlueCard® Program.

13 14274000-PBKH351-0123



Ambulance
Ambulatory Review
Annual Enrollment
Period

Benefits

PPO-CERT-17-K

c.

For ground Ambulance services provided by Out-of-Network and Non-
Participating Providers inside our Service Area.

The Allowable Charge is the lesser of:

(1) The amount the provider has agreed to accept as payment in full as
of the date of service; or

(2) An amount that is based on 150% of the Medicare fee schedule.
This percentage will be periodically evaluated and adjusted if
deemed appropriate by Blue KC. If the fee schedule does not
include a specific code for the service provided, Blue KC will
apply the same methodology used to establish an Allowable Charge
for an Out-of-Network Participating Provider; or

(3) The provider’s billed charges.
For In-Network pharmacies.
The Allowable Charge is the lesser of:

(1) The negotiated rate the pharmacy has agreed to accept for Our
members; or

(2) The Usual and Customary Charge

For purposes of this paragraph, Usual and Customary Charge means
the amount that the participating pharmacy would have charged You if
You were a cash paying customer. Such amount includes all applicable
discounts, including, without limitation, senior citizen’s discounts,
coupon discounts, non-insurance discounts, or other special discounts
offered to attract customers.

For Out-of-Network pharmacies.

The Allowable Charge is 50% of the balance of the provider’s billed
charges after Your Cost-Sharing has been applied.

Means a vehicle designed and operated to provide medical services and
that is licensed by state and local laws.

Means Utilization Review of Health Care Services performed or provided
in an outpatient setting.

Means a period of time mutually agreed upon by the Employer and Us
during which eligible persons who have not enrolled with Us may do so.

Means the amount of Allowable Charges We pay for Covered Services
after the Copayment, Coinsurance, and/or Deductible requirement has been

14 14274000-PBKH351-0123



Benefit Schedule

Blue Cross and Blue
Shield of Kansas City

Calendar Year

Calendar Year
Maximum

Case Management

Certificate

Certification

Claim

Coinsurance

PPO-CERT-17-K

met.

Means a listing of certain Covered Services specifying Copayments,
Coinsurance, Deductibles and limitations under the Contract.

Means the company legally responsible for providing the Benefits under the
Contract. Blue Cross and Blue Shield of Kansas City is referred to as "We,"
"Us" and "Our."

Means January 1 through December 31 of the same year.

Means a maximum dollar amount, or a maximum number of days, visits or
sessions for which Benefits for Covered Services are provided for a
Covered Person in any one Calendar Year. Once a Calendar Year
Maximum for a specific Covered Service is met, no more Benefits for
such Covered Services will be provided during the same Calendar Year.

If the Contract replaces any health plan issued by Blue Cross and Blue
Shield of Kansas City under which a Covered Person was covered, then
this maximum will be reduced by the amount of Benefits a Covered
Person received through the previous plan(s) during that Calendar Year.

Means a method of review whereby a Covered Person’s health, or
catastrophic or chronic or complex health problem or general health is
evaluated and a plan of care is developed and implemented which meets
that Covered Person’s particular needs and is the most cost effective.

Means this booklet and any amendments.

Means a determination by Us that an Admission, availability of care,
continued stay or other Health Care Service has been reviewed and, based
on the information provided, satisfies Our requirements for Medical
Necessity, appropriateness, health care setting, level of care and
effectiveness.

Means a request for: (1) services that require Prior Authorization made in
accordance with the procedures outlined in the Utilization Review
Section; (2) payment for Covered Services rendered in accordance with
the procedures outlined in the How to File a Claim Section; or (3) an
appeal of a benefit determination ("Grievance") made in accordance with
the procedures outlined in the Complaint and Grievance Procedures
Section.

Means the percentage of an Allowable Charge that You must pay for a
Covered Service.
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Complications of
Pregnancy

Concurrent Review

Confinement

Contract

Copayment

Cost Sharing

Covered Person

Covered Services

Custodial Care

Deductible

PPO-CERT-17-K

Means non-routine care (medical or surgical) required due to medical
complications occurring as a result of or during the pregnancy. This does
not include the actual obstetrical procedure itself which is defined as a
normal delivery, cesarean section, or elective abortion.

Means Utilization Review conducted during a patient's Hospital stay or
course of treatment.

Means an uninterrupted stay following formal Admission to a Hospital or
Skilled Nursing Facility. It starts with the Admission and ends the day the
Covered Person is discharged from the Hospital or Skilled Nursing
Facility.

Means the agreement between the Employer and Us that contains all of the
terms of coverage. The Contract includes the Certificate, the Employer
application, the Employee application, and any amendments.

Means the dollar amount of a charge that a Covered Person must pay for
certain Covered Services.

Means the applicable Copayment, Coinsurance, or Deductible that must be
paid by the Covered Person for a Covered Service. Cost-Sharing does not
include Premiums, amounts incurred for Non-Covered Services, or any
amount above the Allowable Charge.

Means the Employee or any of the Employee's Dependents whose
coverage is in effect under the Contract.

Means services, supplies, equipment and care specifically listed in the
"Covered Services" section of the Contract.

Means care furnished mainly to train or assist in personal hygiene or other
activities of normal daily living such as dressing, feeding, and walking,
rather than to provide medical treatment.

Means the portion of Allowable Charges for Covered Services a Covered
Person must pay each Calendar Year before We will provide Benefits
unless otherwise specified. The application of the Deductible during any
Calendar Year will be based upon the date when Covered Services were
actually received. Each Covered Person must satisfy a Deductible each
Calendar Year before Benefits will be paid.

If the Contract replaces the Employer's previous plan which provided

similar coverage, a credit will be applied to the Deductible required by this
Certificate, but only for the following conditions:
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Dependent

Designated
Telehealth Vendor

Discharge Planning

Due Date
Effective Date

Emergency Medical
Condition

Emergency Services

Employee

PPO-CERT-17-K

a. Deductible credit will be available only to those Covered Persons who
were covered by the former plan on the day immediately prior to the
Effective Date of the Contract when the Effective Date of the Contract
is other than January 1; and

b. Credit will be limited to the charges for Covered Services that applied to
the Deductible and were received within the 90 day period prior to the
Effective Date of the Contract.

Means a person in the Employee's family who meets the Dependent
eligibility requirements of the "Eligibility, Enrollment and Effective Date"
section of the Contract.

Means a telehealth vendor designated by the Employer.

Providers of such Designated Telehealth Vendor are not In-Network
Providers. However, amounts You pay for Covered Services received
from the Designated Telehealth Vendor will accumulate to Your In-
Network Provider and Out-of-Network Provider Deductible and/or Out-
of-Pocket Maximum.

Means the formal process for determining, prior to discharge from a

facility, the coordination and management of the care that a patient

receives following discharge from a facility.

Means the first day of each month when Premiums are due and payable.

Means the date coverage begins for a Covered Person under the Contract.

Means a medical condition manifesting itself by an unexpected onset of

symptoms of sufficient severity (including severe pain) so that a prudent

layperson, who possesses an average knowledge of health and medicine,

could reasonably expect the absence of immediate medical attention to

result in:

a. Serious impairment to a bodily function;

b. Serious dysfunction of any bodily organ or part; or

c. Placing the health of the individual (or, with respect to a pregnant
woman, the health of the woman or her unborn child) in serious
jeopardy

Means Ambulance services and health care items and services furnished or

required to evaluate and treat an Emergency Medical Condition, as directed

or ordered by a Physician.

Means an eligible Employee of the Employer as provided in the Contract.
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Employer

Experimental/
Investigative Services

PPO-CERT-17-K

Means the business organization or legal entity to which the Contract is
issued.

We will use the following criteria to determine whether drugs, devices and
medical treatment or procedures and Related Services and Supplies are
Experimental or Investigative.

A drug, device or medical treatment or procedure is Experimental or
Investigative if:

a.

The drug or device cannot be lawfully marketed without approval of
the United States Food and Drug Administration and approval for
marketing has not been given at the time the drug or device is
furnished; or

Reliable evidence shows that the drug, device or medical treatment or
procedure:

(1) Is provided as part of a Phase I or Phase II clinical trial, as the
experimental or research arm of a Phase III clinical trial, or in any
other manner that is intended to evaluate the maximum tolerated
dose, safety, toxicity, or efficacy as its objective;

(2) Is provided pursuant to a written protocol or other document that
lists an evaluation of its safety, toxicity, or efficacy as its objective;

or

(3) Is Experimental/Investigative per the informed consent document
utilized with the drug, device or medical treatment.

The national Blue Cross and Blue Shield Association’s uniform medical
policy (as amended from time to time) has determined the device or
medical treatment or procedure (“technology”) is investigational based
on the following criteria:

(1) Final approval from the appropriate governmental regulatory
bodies has not been received; or

(2) Scientific evidence does not permit conclusions concerning the
effect of the technology on health outcomes; or

(3) The technology does not improve the net health outcome; or
(4) The technology is not as beneficial as established alternatives; or

(5) The improvement is not attainable outside the investigational
settings; or

18 14274000-PBKH351-0123



Health Care Service

Home Health Agency

Hospice

Hospital

PPO-CERT-17-K

d. To the extent paragraphs a., b., and c. above do not apply the drug,
device, medical treatment, or procedure and Related Services and
Supplies will still be considered Experimental or Investigative if:

(1) We, utilizing additional authoritative sources of information and
expertise, have determined that the technology does not meet the
criteria listed in paragraph c. 1-5 above; or

(2) There is not sufficient evidence based on peer reviewed studies
published in medical literature to establish the safety and efficacy
of the technology.

"Related Services and Supplies" for the purposes of this definition shall
mean any service or supply that We determine is primarily related to the
application or usage of a drug, device, medical treatment or procedure that
is Experimental or Investigative.

Means a service for the diagnosis, prevention, treatment, cure or relief of a
health condition, illness, injury or disease.

Means an organization or entity that is licensed to provide Health Care
Services in the home.

Means an organization or entity that furnishes medical services and
supplies only to patients who are considered to be Terminally IlI.

Means a facility that:
a. Operates pursuant to law;

b. Provides 24-hour nursing services by Registered Nurses (R.N.’s) on
duty or call; and

c. Provides Health Care Services on an inpatient basis for the care and
treatment of injured or sick individuals through medical, diagnostic and
surgical facilities by or under the supervision of a Physician or a staff of
Physicians.

Hospitals are classified as follows:

a. In-Network Provider Hospital. See definition of In-Network Provider.

b. Out-of-Network Provider Hospital. An Out-of-Network Hospital may
or may not be a Participating Provider. See definition of Out-of-
Network Provider.

c. Out-of-Network Participating Provider Hospital means a Hospital that
contracts with Us or any Blue Cross and/or Blue Shield Plan to provide

the Hospital services described in the Contract and accepts the
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Immediate Family
Member

In-Network Provider

Initial Enrollment Period

Late Enrollee

Lifetime Maximum
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Allowable Charge as full payment for Covered Services except for
Copayments, Coinsurance and Deductibles, if any.

d. An Out-of-Network Non-Participating Provider Hospital means an Out-
of-Network Hospital that does not have a Participating Provider
Hospital contract with Us.

Hospital does not include residential or nonresidential treatment facilities;
health resorts; nursing homes; Christian Science sanatoria; institutions for
exceptional children; Skilled Nursing Facilities; places that are primarily for
the care of convalescents; clinics; Physicians’ offices; private homes;
ambulatory surgical centers; or Hospices.

We have the right to determine whether a facility is a Hospital.

Means a parent, spouse, child, or sibling and such person's spouse.

Means a Hospital, Physician or other provider of medical services and
supplies that has a contract to provide services at negotiated rates for Your
coverage under an In-Network Provider contract with Us for the Members
can receive services from any hospital or physician but receive greater
benefits when they use the Preferred-Care Blue network, or one of Our
designated vendor's networks.

Such In-Network Provider will bill Us directly for Covered Services You
receive and will not bill You for any charges above the amount agreed upon
by Us and the provider except for any Copayments, Coinsurance and/or
Deductible amounts for which You are responsible.

Means the period of time during which a person is first eligible to enroll
under the Contract. It starts on the date of the person's initial date of
eligibility and ends 31 days later.

Means a person who requests Coverage under the Contract following his

Initial Enrollment Period and who does not qualify to enroll under a

Special Enrollment Period, unless either of the following apply:

a The Employer offers multiple health benefit plans and the person
elects a different health benefit plan during an Annual Enrollment
Period without a lapse in coverage; or

b A court ordered coverage to be provided for a minor child.

Means that when Benefits for a Covered Services total this amount, no
more Benefits will be paid for a Covered Person under the Contract.
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Medically Necessary
(Medical Necessity)

Medicare
Mental Illness and

Substance Abuse

Non-Participating
Provider

Organ Transplant
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Means services and supplies which We, utilizing additional authoritative
sources of information and expertise, determine are essential to the health
of a Covered Person and are:

a. Appropriate and necessary for the symptoms, diagnosis and treatment
of a medical or surgical condition;

b. In accordance with Our local medical policies, which are consistent
with acceptable medical practice according to the national Blue Cross
and Blue Shield Association’s uniform medical policy (as amended
from time to time);

c. Not primarily for the convenience of the Covered Person, nor the
Covered Person’s family, Physician or another provider;

d. Consistent with the attainment of reasonably achievable outcomes; and

e. Reasonably calculated to result in the improvement of the Covered
Person’s physiological and psychological functioning.

Our determinations regarding Medical Necessity, just like any other
determination, may be appealed pursuant to the grievance procedure.

Means Part A or Part B of the insurance program established by Title
XVIII, of the United States Social Security Act, as amended.

Means any disorder as such terms are defined in the American Psychiatric
Association Diagnostic and Statistical Manual of Mental Disorders (DSM-
IV, 1994).

Means an Out-of-Network Hospital, health care facility, Physician

or other provider of medical care or supplies, which has not entered into a
contract that defines the method We will use to determine the Allowable
Charges for Covered Services. Non-Participating Providers have not
agreed to accept our Allowable Charge as payment in full for Covered
Services and may require You to pay the difference between what the
Non-Participating Providers bills and the payment We will make for
Covered Services. You are also responsible for amounts incurred for Non-
Covered Services, amounts in excess of any Benefit limits of the Contract,
and any applicable Cost-Sharing.

Means surgically removing an organ or tissue from one person (donor)
and placing it in another person (recipient) or returning the organ or tissue
from the donor to the donor (same person), an autologous organ
transplant.
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Out-of-Network
Provider

Out-of-Pocket Maximum

Participating Provider

Physician
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Means a Hospital, Physician or other provider of medical services and
supplies that does not have a contract to provide services at negotiated
rates for Your coverage under an In-Network Provider contract with Us
for the Preferred-Care Blue network.

Means the total amount of Cost-Sharing a Covered Person must pay each
Calendar Year before amounts incurred for Covered Services will be paid
in full. The Out-of-Pocket Maximum does not include:

a. Any amount that is above the Allowable Charge;

b. Any amount that exceeds a specific maximum for Benefits;

c. Any amount for Covered Services incurred in an Out-of-Network Non-
Participating outpatient facility or in an Out-of-Network Non-
Participating Provider Hospital in Our Service Area, except for
Emergency Services;

d. Any amount for Covered Services incurred at a non-Designated
Transplant Provider for an Organ Transplant;

Amounts You pay for Covered Services administered by a Pharmacy
Benefit Manager that are processed under the Contract are included in the
Out-of-Pocket Maximum.

Amounts You pay for non-Covered Services and for services that are
denied by Us as not Medically Necessary will not apply to the Out-of-
Pocket Maximum.

Means an Out-of-Network Hospital, health care facility, Physician, or other
provider of medical care or supplies, which has entered into a contract that
defines the method We will use to determine the Allowable Charges for
Covered Services. Participating Providers have agreed to accept Our
Allowable Charge as payment in full for Covered Services. However, You
are responsible for the payment of any Copayment, Coinsurance and
Deductible amounts, non-Covered Services and amounts in excess of any
Benefit maximums of the Contract.

Means anyone qualified and licensed to practice medicine and surgery by
the state in which services are rendered who has the degree of Doctor of
Medicine (M.D.) or Doctor of Osteopathy (D.O.). Physician also means
Doctors of Dentistry and Podiatry as well as Optometrists, Chiropractors
and Psychologists when they are acting within the scope of their license.

22 14274000-PBKH351-0123



Post-Service Claim
Pre-Service Claim
Premiums

Primary Care Physician
(PCP)

Prior Authorization or
Prior Authorized

Prospective Review

Reinstatement
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By use of this term and when We are required by state insurance law, We
recognize and accept, to the extent of Our obligations under the Contract,
other practitioners of medical care and treatment when the services
performed are within the lawful scope of the practitioner’s license and are
provided pursuant to applicable laws.

Physicians are classified as follows:

a. In-Network Provider Physician. See the definition of In-Network
Provider.

b. Out-of-Network Provider Physician. An Out-of-Network Provider
Physician may or may not be a Participating Provider Physician. See
the definition of Out-of-Network Provider.

c. Participating Provider Physician means a Physician who, by a contract
with a Blue Cross and/or Blue Shield Plan, agrees to accept the
Allowable Charge as full payment for Covered Services. Any
applicable Copayments, Coinsurance and/or Deductible for Covered
Services are Your responsibility.

d. Non-Participating Provider Physician means a Physician that does not
have a Participating Provider Physician contract with Us.

Means a request for payment for Covered Services rendered.
Means a request for services that require Prior Authorization.

Means the amount paid on a periodic basis for Your coverage under the
Contract.

Means an internist, family practitioner, general practitioner, or pediatrician.

Means the procedure whereby We determine: (a) based on medically
recognized criteria, whether or not an Admission to a Hospital as an
inpatient is reasonable for the type of services to be received; or, (b)
whether any service to be performed is reasonable and Medically
Necessary for the condition being treated and the type of services to be
provided.

Means Utilization Review conducted prior to an Admission or a course of
treatment.

Means restoring a Contract that has been terminated (for example, because
of nonpayment of Premiums).
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Retrospective Review

Second Opinion

Service Area

Skilled Nursing Facility

Special Enrollment
Period

PPO-CERT-17-K

Means Utilization Review of Medical Necessity that is conducted after
services have been provided to a patient, but does not include the review
of a claim that is limited to an evaluation of reimbursement levels,
veracity of documentation, accuracy of coding or adjudication for
payment.

Means an opportunity or requirement to obtain a clinical evaluation by a
provider other than the one originally making a recommendation for a
proposed health service to assess the clinical necessity and appropriateness
of the initial proposed health services.

(Sometimes referred to as "Our Service Area") means the geographic area
served by Us. Contact Us to determine the geographic area We serve.

Means a facility that:
a. Operates pursuant to law;

b. Provides 24-hour nursing services by registered nurses (R.N.’s) on duty
or on call; and

c. Provides convalescent and long-term illness care with continuous
nursing and other Health Care Services by, or under the supervision of,
a staff of one or more Physicians and registered nurses.

The Skilled Nursing Facility may be operated either independently or as
part of an accredited general Hospital.

Skilled Nursing Facility also means an extended care facility, convalescent
care facility, intermediate care facility or long-term illness facility.

Skilled Nursing Facilities are classified as follows:

a. Participating Provider Skilled Nursing Facility means a Skilled Nursing
Facility that contracts with Us or any Blue Cross and/or Blue Shield
Plan to provide the Skilled Nursing Facility Covered Services, if any,
described in the Contract and accepts the Allowable Charge as full
payment for Covered Services except for Copayments, Coinsurance
and/or Deductibles if any.

b. Non-Participating Provider Skilled Nursing Facility means a Skilled
Nursing Facility which does not have a contract with Us or any Blue
Cross and/or Blue Shield Plan.

Means a period of time during which a new Dependent may enroll for
coverage. It also means a period of time during which an individual who
did not enroll for coverage during the individual's Initial Enrollment
Period may be eligible to enroll for coverage.
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Specialist

Stabilize

Terminally 111

Utilization Review

Waiting Period

We, Us, Our

You, Your
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Means Doctors of Medicine (M.D.), Doctors of Osteopathy (D.O.), except
Primary Care Physicians, and other medical practitioners when the
services performed are within the lawful scope of the practitioner's license,
including, but not limited to, optometrists, chiropractors and
psychologists.

Means with respect to an Emergency Medical Condition, that no material
deterioration of the condition is likely to result or occur before an
individual may be transferred.

Refers to a patient that a Physician has certified has 6 months or less to
live.

Means a set of formal techniques designed to monitor the use of, or
evaluate the clinical necessity, appropriateness, efficacy, or efficiency of,
Health Care Services, procedures, or settings. Techniques may include
Ambulatory Review, Prospective Review, Second Opinion, Certification,
Concurrent Review, case management, Discharge Planning or
Retrospective Review. Utilization Review shall not include elective
requests for clarification of coverage.

Means the length of time an Employee must continuously work for the
Employer before he is eligible to enroll for coverage under the Contract.

The terms of any eligibility condition or Waiting Period imposed will not
exceed 90 days in a manner that violates the Affordable Care Act.

Means Blue Cross and Blue Shield of Kansas City, the company legally
responsible for providing the Benefits for Covered Services under the

Contract.

Refers to the Covered Person.
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SECTION B. ELIGIBILITY, ENROLLMENT AND EFFECTIVE DATE

1. Employee Eligibility

To be eligible to enroll as an Employee, a person must be:

a. In an eligible class of Employees listed in the Contract and satisfy any
Waiting Periods required by the Employer; and

b. A legal alien residing in the United States, or a United States citizen.

2. Dependent Eligibility

PPO-CERT-17-K

To be eligible to enroll as a Dependent, a person must be:
a. The Employee's legal spouse;

b. The Employee's or Employee's legal spouse's child. Such child
includes:

(1) achild by birth;
(2) an adopted child;

(3) a child under the age of 18 who has been placed with the
Employee for the purpose of adoption for whom the Employee
has a legal obligation to support; or

(4) a child under the age of 18 who has been placed under the
Employee’s legal guardianship.

Coverage for a Dependent child under this section will apply without
regard to whether such child (defined above) is: married, a tax dependent
of the Employee or Employee’s spouse, a student, actively employed, or
residing with or receiving financial support from the Employee or
Employee’s legal spouse.

Coverage will be provided until the end of the Calendar Year in which
such child reaches the Dependent limiting age; or

c. The Employee’s or Employee’s legal spouse’s, unmarried Dependent
child (defined above) who has reached the limiting age but who cannot
support himself because of a physical or mental handicap. The
Dependent’s handicap must have started before the end of the
Calendar Year in which the Dependent reached the limiting age and
the Dependent must have been continuously covered by Us or a prior
health plan at the time of reaching the limiting age.

We must receive satisfactory proof of the child’s handicap within 31
days before the Dependent reaches the limiting age, or within 31 days
after the Dependent is enrolled for coverage under the Contract to
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continue coverage beyond the Dependent Limiting Age. In addition,
We must receive such satisfactory proof annually following the
Dependent's attainment of the limiting age.

It is the Employee’s responsibility to see that Dependent information is
kept current. If necessary Dependent information is not in Our files,
claims will be rejected for such individuals.

Dependents will not be eligible for coverage unless the Employee is
covered under the Contract.

3. Enrollment
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. Annual Enrollment Period

If an Employee has elected coverage under another health plan offered
by his Employer, such Employee and his Dependents will not be eligible
for coverage under this Contract unless they enroll during the Annual
Enrollment Period. During the Employer designated Annual Enrollment
Period, an individual who is eligible for coverage as an Employee or
Dependent may apply for coverage by submitting to Us a completed
Employee application. A Late Enrollee may enroll for coverage during
an Annual Enrollment Period.

. Initial Enrollment Period for a Newly Eligible Employee

The Effective Date of coverage of a person who first becomes eligible
as an Employee will be based on the Employer's Employee Benefit
policy, but not later than the first day of the month immediately
following satisfaction of the waiting period, if any, and not earlier than
the date of hire. If an Employee has Dependents on the date the
Employee’s coverage becomes effective, coverage for those
Dependents will begin on the Employee’s coverage Effective Date,
provided the Employee requests coverage for the Dependents on the
Employee application when the Employee enrolled.

Special Enrollment Periods

(1) New Dependents: If a new Dependent is acquired by an Employee
due to marriage, birth of a child, adoption of a child, or placement for
adoption of a child, the new Dependent, the spouse of an Employee
and/or an Employee who previously declined coverage may enroll
during this Special Enrollment Period, even if coverage was
previously declined. To enroll during this Special Enrollment
Period, an Employee must submit to Us a completed Employee
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application and any additional Premium due within 31 days after the
date of marriage, birth, adoption, or placement for adoption.
Documentation verifying the event must be provided, if requested.

Notwithstanding the above paragraph, if the Employee previously
has elected Dependent coverage and such coverage is in effect on
the date of the newborn child’s birth, then the Employee’s
newborn child will be covered automatically for 31 days from the
moment of birth. No additional Premium will be assessed for
coverage for these 31 days. If additional Premium is due, the
Employee must submit to Us a completed Employee application
requesting coverage for such newborn to be added within 31 days
of the child’s birth in order to continue such child’s coverage
beyond the initial 31 days. Coverage for such a newborn will be
subject to all of the terms and conditions of the Contract.

If You notify Our Customer Service Department of the birth either
verbally or in writing within 31 days of the date of birth, We must:

(i) Provide the Employee with forms and instructions; and

(i1) Allow an additional 10 days from the date on which enrollment
forms and instructions were provided for the Employee to
complete and return the enrollment materials for the newborn.

If a child placed for adoption is not legally adopted, coverage for
such child will end the earlier of the date on which the Employee’s
legal support obligation for the child ends or 280 days after such
child’s date of placement.

If the new Dependent does not enroll within 31 days of becoming
eligible, then the Dependent will be considered a Late Enrollee.

(2) Loss of Other Coverage: If an Employee has previously declined

coverage for himself and/or his Dependent(s) and the Employee
and/or his Dependent(s) were covered under another health plan
(including Medicaid, Children’s Health Insurance Plan (CHIP),
and nationalized health insurance provided by a foreign
government), the Employee and/or his Dependent(s) may enroll if
any of the following conditions are satisfied:

a. (1) The employer’s contributions toward such coverage were
terminated;

(1) The Employee’s and/or his Dependent’s COBRA or state
continuation coverage has been exhausted; or

(i) The Employee’s and/or his Dependent’s coverage
terminated as a result of loss of eligibility for coverage.
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Loss of eligibility for coverage does not include
termination due to untimely payment of Premiums or
termination for cause. Events that could result in a loss
of eligibility for coverage include:

1. Legal separation, divorce, no longer qualifying as a
dependent under the other coverage, death of an
Employee, termination of employment or reduction in
the number of hours of employment.

2. Reaching a Lifetime Maximum on all Benefits under
coverage offered by an employer.

3. An employer no longer offers any health coverage to
a class of similarly situated individuals.

b. Except as provided below, the Employee must submit to Us a
completed Employee application and any additional Premium
due within 31 days after the loss of such other coverage and
provide appropriate documentation verifying the loss of such
other coverage, if requested.

c. If the Employee and/or Dependent lost Medicaid or CHIP
coverage, the Employee must submit to Us a completed
Employee application and any additional Premium due within
60 days after the loss of such coverage and provide appropriate
documentation verifying the loss of such coverage, if
requested.

(3) Eligibility for Premium Assistance under Medicaid or CHIP.
Except as provided below, if an Employee and/or his Dependent
become eligible for premium assistance under Medicaid or CHIP
and the coverage provided under the Contract is not a high
deductible health plan as defined under IRS Code §223, the
eligible Employee and/or his eligible Dependents may enroll
during this Special Enrollment Period, even if coverage was
previously declined. To enroll during this Special Enrollment
Period, an Employee must submit to Us a completed Employee
application and any additional Premium due within 60 days after
eligibility is determined and provide appropriate documentation
verifying the eligibility, if requested.

(4) Coverage Options: The Employee and/or his Dependents may enroll
in any health benefit plan offered by his Employer subject to any
qualified employer coverage requirements under the premium
assistance rules for Medicaid or CHIP.

d. Guardianship
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A child placed with an Employee for legal guardianship may enroll by
submitting to Us a completed Employee application, a copy of the court
order awarding guardianship, and any additional Employee Premium due
within 31 days of the effective date of the court order. If the Employee
does not enroll the child within 31 days of the date of the court order
awarding guardianship, then the child will be considered a Late Enrollee.

e. Qualified Medical Child Support Order

If a Qualified Medical Child Support Order is issued, We must receive a
completed Employee application and any additional Employee Premium
due within 31 days of the date of the court order. If the child is not
enrolled within 31 days of the date of the court order, then the child will
be considered a Late Enrollee.

f. Employee Application

Employees must fully and accurately complete and sign the Employee
application. Coverage for all Covered Persons may become null and
void from inception if it is determined that You intentionally
misrepresented material facts or committed fraud.

4. Effective Date of
Coverage
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Coverage is effective at 12:01 a.m. on the following specified dates
subject to all of the terms and conditions of the Contract and the payment
of applicable Premium, as follows:

a. Annual Enrollment Period

If You are eligible for coverage on the Effective Date of the Contract,
Your coverage will become effective on that date.

If You enroll during any subsequent Annual Enrollment Period, the
Effective Date of coverage is the Contract anniversary date.

b. Initial Enrollment Period for a Newly Eligible Employee

The Effective Date of coverage of a person who first becomes eligible
as an Employee will be based on the Employer's Employee Benefit
policy, but not later than the first day of the month immediately
following satisfaction of the waiting period, if any, and not earlier than
the date of hire. If an Employee has Dependents on the date the
Employee’s coverage becomes effective, coverage for those
Dependents will begin on the Employee’s coverage Effective Date,
provided the Employee requests coverage for the Dependents on the
Employee application when the Employee enrolled.
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c. Special Enrollment Period

(1) New Dependents: If an individual enrolls during a Special
Enrollment Period due to acquiring a new Dependent, coverage is
effective as follows:

(a) In the case of marriage, the first day of the month following the
date of the marriage.

(b) In the case of the birth of a child, the date of such birth.

(c) In the case of adoption of a child, the earlier of: (i) the moment
of birth for a newborn child if a petition for adoption was filed
within 31 days of the birth of the child; (ii) the date the petition
for adoption was filed; or (ii1) on the child's date of placement.
Date of placement means the date You assume the legal
obligation for total or partial support of the child to be adopted
in connection with formal adoption proceedings.

(2) Loss of Other Coverage: If an individual enrolls under the Special
Enrollment Period due to a loss of coverage, coverage is effective
on the first day following the date the other coverage terminates.

(3) Eligibility for Premium Assistance under Medicaid or CHIP. If an
individual enrolls under the Special Enrollment Period due to
becoming eligible for premium assistance under Medicaid or
CHIP, coverage is effective on the first day following the date that
eligibility for the premium assistance subsidy is determined or as
otherwise required by law.

d. Late Enrollees

The Effective Date of coverage for an individual who is a Late
Enrollee is the next Contract anniversary date.

e. Guardianship
In the case of a child placed for guardianship, the Effective Date of
coverage is the date the court order awarding guardianship is legally
effective.

f. Qualified Medical Child Support Order
Notwithstanding any provision in the Contract to the contrary, children
who are the subject of a "Qualified Medical Child Support Order" will
be eligible for coverage in accordance with such order, provided the
order is "qualified" in accordance with Section 609 of ERISA.

In the event a medical child support order is received, the Employer
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will:

(1) Promptly notify the participant and each alternate recipient of such
order and the procedures for determining whether an order is a
Qualified Medical Child Support Order;

(2) Within a reasonable period after receipt of such order, determine
whether such order is a Qualified Medical Child Support Order and
notify the participant and each alternate recipient of such
determination; and

(3) Permit an alternate recipient to designate a representative for
receipt of copies of notices that are sent to the alternate recipient
with respect to a medical child support order.

Coverage for such child will be provided in accordance with the
requirements of the order, applicable federal laws, and all other terms
and conditions of the Contract.

g. Extension of Benefits from Prior Plan

If You are covered under an extension of benefits under a prior plan,
coverage under the Contract will become effective in accordance with
the above provisions. Services or supplies that are covered, or
required to be covered, under an extension of benefits provision under
the prior plan will be covered under the Contract subject to the
Coordination of Benefits section.

5. Dual Coverage

For the same Employer-sponsored coverage, an individual cannot be
covered under this Contract simultaneously as an Employee and a
Dependent, nor can an individual be covered under this Contract
simultaneously as a Dependent of more than one Employee.

If an eligible Employee and/or Dependent declines coverage under this
Contract due to having Dependent coverage under the “other” Employee’s
coverage and subsequently ceases to be an eligible Dependent under such
“other” Employee’s coverage, such individual may be eligible for Employee
coverage, and, if applicable, Dependent coverage subject to the Special
Enrollment Periods section of this Contract.

6. Section 125 Eligibility
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The eligibility provisions of Your Employer’s Section 125 plan are
incorporated into this Section provided such provisions are consistent with
the final permitted mid-year election changes outlined under Treas. Reg.
§1.125-4 and §1.125-3. Your Employer will determine who is eligible under
this provision and will advise Us of such person’s eligibility and Effective
Dates of coverage.

32 14274000-PBKH351-0123



SECTION C. COVERED SERVICES

This section describes the Benefits for Covered Services available under the Contract. All Covered
Services are subject to the conditions, limitations and exclusions of the Contract.

Covered Services

Benefits

Deductible

PPO-CERT-17-K

Covered Services under the Contract are set forth in this section. All
Covered Services are subject to Deductible, Copayment, and Coinsurance
requirements and the limitations and exclusions of the Contract.

The specified services and supplies will be Covered Services only if they
are:

a. Incurred for a Covered Person while coverage is effective;
b. Performed, prescribed or ordered by a Physician;

c. Medically Necessary for the treatment of Your injury or illness, except
for specifically listed routine preventive or diagnostic services;

d. Not excluded under the Contract; and
e. Received in accordance with the requirements of the Contract.

We provide Benefits for Covered Services in excess of the Deductible and
Copayments. All Covered Services are subject to the maximums and
other limits and conditions specified in the Contract.

Benefits are different depending on whether Covered Services are
received from an In-Network Provider or an Out-of-Network Provider.
Benefits for Covered Services will be greater if Covered Services are
received from In-Network Providers. It is Your responsibility to ensure
that You use In-Network Providers to receive the maximum Benefits.
Failure to do so will increase Your financial responsibility.

The Deductible is applied each Calendar Year. Except as specifically
provided, the Calendar Year Deductible must be satisfied before We will
provide Benefits for Covered Services. After a combination of covered
family members have satisfied the family Deductible for a Calendar Year,
the Deductible will be considered satisfied for all covered family
members. No Covered Person is allowed to contribute more than his own
individual Deductible to the family Deductible per Calendar Year.

You must satisfy the Deductible requirement for services received from
In-Network Providers and a separate Deductible requirement for services
received from Out-of-Network Providers. Amounts You pay towards
satisfaction of the Deductible requirement for Emergency Services will
apply to Your In-Network Provider Deductible, regardless of whether
services are received from an In-Network or Out-of-Network Provider.
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Copayments

Out-of-Pocket Maximum

Prior Authorization
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Copayments are a specified charge that You must pay each time You
receive a service of a particular type or in a designated setting. Whenever
a Copayment applies towards a Covered Service, the Deductible does not
apply, except as specified for Emergency Services.

Copayments are shown in the Benefit Schedule.

After a combination of covered family members have satisfied the family
Out-of-Pocket Maximum for a Calendar Year, the Out-of-Pocket
Maximum will be considered satisfied for all covered family members.

There are separate Out-of-Pocket Maximums for In-Network Providers
and Out-of-Network Providers. The amount You pay for Covered Services
received from In-Network Providers or Out-of-Network Providers will
apply to the Out-of-Pocket Maximum for each other.

Please see the definition of Out-of-Pocket Maximum for a listing of
expenses that do not apply to the Out-of-Pocket Maximum.

Services that must be Prior Authorized by Us will state so in the
applicable Covered Service provision. Please visit
http://www.bluekc.com/pa for the current list of services that must be
Prior Authorized. The following explanation outlines Your
responsibilities for obtaining such approval and the consequences of
obtaining such services when they have not been Prior Authorized.

Services Received from In-Network Providers Inside Our Service Area —
If these services are not Prior Authorized, the admitting Physician,
provider and/or Hospital will be responsible for the cost associated with
such services, regardless of Medical Necessity.

Services Received from Out-of-Network Providers or In-Network
Providers Outside Our Service Area — If these services are not Prior
Authorized, You will be responsible for the cost associated with such
services, regardless of Medical Necessity.

In the case of a maternity or an inpatient Admission due to an Emergency
Medical Condition, You must notify Us within 48 hours of the Admission
or as soon thereafter as reasonably possible.

Benefits will be limited to the length of stay approved by Us. When the
approved length of stay must be extended for Medically Necessary
reasons, You or Your attending Physician, on Your behalf, must contact
Us in advance to obtain Our approval for the additional days. Failure to
provide such notice or obtain Prior Authorization or approval for
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additional days may result in You being responsible for the cost of the
service regardless of Medical Necessity.

The following information provides a detailed description of Covered Services:

1. Accident-Related
and Other Dental
Services

Accidental Injury

Tooth Extractions

Dental Implants
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We provide Benefits for dental services only when such services are for
treatment of an Accidental Injury. Covered Services are limited to
treatment of natural teeth and the purchase, repair or replacement of dental
prostheses needed as a direct result of an Accidental Injury (except injury
resulting from biting or chewing). Treatment must be completed within
12 months of the date of the Accidental Injury to be considered a Covered
Service, unless the medical condition of the Covered Person prevents
treatment from being rendered within 12 months of the date of the
Accidental Injury.

Covered Services also include treatment of jaw fractures or complete
dislocations and diagnostic x-rays in connection with these fractures and
dislocations.

We provide Benefits for:

Extraction of the tooth (teeth) and services related to such extraction(s)
when performed in conjunction with the treatment of head and/or neck
tumor(s).

Dental implants and bone grafts for the following conditions:

a. The repair of defects in the jaw due to tumor/cyst removal;

b. Severe atrophy in a toothless arch;

c. Exposure of nerves;

d. Non-union of a jaw fracture;

e. Loss of tooth (teeth) due to an Accidental Injury; and

f. Correction of a defect diagnosed within 31 days of birth.

Dental prostheses over an implant are not covered unless the dental
implant was due to an Accidental Injury or due to a correction of a defect

diagnosed within 31 days of birth.

Dental implants and bone grafts must be Prior Authorized by Us.
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Orthognathic Surgery

Temporomandibular
Joint Disorder

Complications of
Dental Treatment

We provide Benefits for orthognathic surgery for the following conditions:
a. Correction of a defect diagnosed within 31 days of birth; or

b. Correction of a defect due to an Accidental Injury. Treatment for
correction of a defect due to an Accidental Injury must be completed
within 12 months of the date of the Accidental Injury to be considered
a Covered Service, unless the medical condition of the Covered Person
prevents treatment from being rendered within 12 months of the date
of the Accidental Injury.

We provide Benefits for the surgical treatment of temporomandibular joint
disorder. We provide Benefits for the medical or dental management of
temporomandibular joint disorder only in connection with acute
dislocation of the mandible due to trauma, fractures or tumors.

We provide Benefits for inpatient Hospital services required as a result of
complications of dental treatment. Covered Services are limited to
services that cannot be adequately provided in an outpatient setting.

2. Allergy

We provide Benefits for allergy services provided in a Physician’s office.
Covered Services are limited to office visits and Medically Necessary
testing, injections, and allergy antigens.

3. Ambulance Services

We provide Benefits for transportation by a licensed Ambulance service
when it is Medically Necessary to transport You from the place where an
Accidental Injury or other Emergency Medical Condition occurred, to the
nearest facility where appropriate treatment can be obtained. Covered
Services include ambulance services provided by ground, water, and air
Ambulance.

Covered Services include transportation by an air Ambulance only when it
is Medically Necessary to utilize an air Ambulance and will be limited to
transportation to the nearest facility where appropriate treatment can be
obtained.

Benefits for a ground Ambulance may be limited to a maximum allowable
charge for each usage if indicated in the Benefit Schedule.

PPO-CERT-17-K
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4. Anesthesia

Medical

Dental

We provide Benefits for anesthesia materials and their administration if
the surgical, orthopedic, diagnostic, or obstetrical service requiring the
anesthesia is covered. Covered Services must be provided by a Physician
(other than the operating Physician) or Certified Registered Nurse
Anesthetist (CRNA).

Anesthesia services provided in an In-Network facility will be subject to
the In-Network Provider Deductible and Out-of-Pocket Maximum
provisions of the Contract and will be paid at the In-Network Provider
Coinsurance level.

We provide Benefits for general anesthesia materials, their administration,
and medical care facility charges for dental care if provided to the
following Covered Persons:

a. Children age 5 and under;

b. Persons who are severely disabled; or

c. Persons who have medical or behavioral conditions requiring
hospitalization or general anesthesia when dental care is provided;

whether such services are provided in a Hospital, surgical center, or office.
Covered Services must be provided by a Physician, Certified Registered
Nurse Anesthetist (CRNA) or Dentist.

5. Autism Spectrum
Disorder

PPO-CERT-17-K

The following definitions apply to this section:

Applied Behavior Analysis (ABA) means the design, implementation,
and evaluation of environmental modifications, using behavioral stimuli
and consequences, to produce socially significant improvement in human
behavior, including the use of direct observation, measurement, and
functional analysis of the relationships between environment and
behavior. Applied Behavior Analysis does not include cognitive
therapies or psychological testing, personality assessment, intellectual
assessment, neuropsychological assessment, psychotherapy, cognitive
therapy, sex therapy, psychoanalysis, hypnotherapy, family therapy and
long-term counseling as treatment modalities.

Autism Service Provider means:
a. Any person, entity, or group that provides diagnostic or treatment
services for Autism Spectrum Disorders who is licensed or certified

by the state in which services were rendered to provide health care
services; or
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b. In states that do not have licensure and/or certification requirements,
any person who is a Behavioral Analyst with national certification
from the Behavior Analyst Certification Board;

c. Any person who is licensed by the Kansas Behavioral Sciences
Regulatory Board as a licensed behavior analyst or a licensed
assistant behavior analyst, or who is obtaining supervised field
experience under a licensed behavior analyst.

Autism Spectrum Disorders means a neurobiological disorder, an illness
of the nervous system, which includes Autistic Disorder, Asperger's
Disorder, Pervasive Developmental Disorder Not Otherwise Specified,
Rett's Disorder, and Childhood Disintegrative Disorder as defined within
the DSM-IV.

Diagnosis of Autism Spectrum Disorders means medically necessary
assessments, evaluations, or tests performed by a licensed physician,
licensed psychologist, or licensed specialist clinical social worker in order
to diagnose whether an individual has an Autism Spectrum Disorder.

Treatment for Autism Spectrum Disorder means care prescribed or
ordered for an individual diagnosed with an Autism Spectrum Disorder by
a licensed physician or licensed psychologist or licensed specialist clinical
social worker, including equipment medically necessary for such care,
pursuant to the powers granted under such licensed physician's or licensed
psychologist's license.

We provide Benefits for the diagnosis and treatment of Autism Spectrum
Disorders when prescribed or ordered for an individual diagnosed with an
Autism Spectrum Disorder by a licensed physician or licensed
psychologist, including equipment medically necessary for such care.

The Benefits for Applied Behavior Analysis are subject to the same
Copayment and/or Coinsurance provisions as other Covered Services for
Covered Persons until their 19% birthday. Such maximum benefit limit
may be exceeded, upon prior approval by New Directions, if the provision
of ABA therapy beyond the maximum limit is Medically Necessary for a
Covered Person.

Coverage for Applied Behavior Analysis is limited to Medically
Necessary treatment ordered by the treating physician or psychologist in
accordance with the treatment plan for Covered Persons under the age of
19. An ABA therapy treatment plan must include all elements necessary
for Us to pay the claim. Except for inpatient services, We have the right to
review the treatment plan once every six months unless the treating
physician agrees a more frequent review is necessary.

Notwithstanding any provision in the Certificate to the contrary, services
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provided by an Autism Service Provider for Speech Therapy,
Occupational Therapy or Physical Therapy will not be subject to any visit
limits and shall not be subject to the age limitations described in this
subsection, except for Applied Behavior Analysis.

ABA services must be Prior Authorized by New Directions.

6. Bone Marrow We provide Benefits for bone marrow testing. Covered Services are
Testing limited to Human Leukocyte Antigen testing for A, B and DR antigens
used in bone marrow transplantation.

7. Chemotherapy We provide Benefits for chemotherapy, including oral chemotherapy
drugs.
8. Clinical Trials We provide Benefits for Routine Patient Care Costs as the result of a

Phase I, II, III, or IV clinical trial for the purposes of prevention, early
detection, or treatment of cancer or other life-threatening disease or
condition, if approved by one of the following entities and the treating
facility and personnel have the expertise and training to provide the
treatment and treat a sufficient number of patients:

a. National Institute of Health (NIH);

b. Center for Disease Control and Prevention (CDC);

c. Agency for Health Care Research and Quality;

d. Centers for Medicare and Medicaid Services;

e. A cooperative group or center of those listed in a. through d., or of
the Department of Defense or Veteran Affairs

f. A qualified non-research entity identified in the guidelines issued
by the NIH

g. If certain conditions are met, the Department of Veteran Affairs,
the Department of Defense, or the Department of Energy

h. The FDA in the form of an investigational new drug application

i. A drug trial that is exempt from the requirement of a FDA new
drug application

Routine Patient Care Costs are defined as follows:
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a. Drugs and devices that have been approved for sale by the FDA,
regardless of whether they have been approved by the FDA for use
in treating the patient’s particular condition;

b. Reasonable and Medically Necessary services needed to
administer a drug or device under evaluation in a clinical trial; and

c. All other items and services that are otherwise generally available
in the clinical trial, except:

i. The Investigational item, device, or service itself;
ii. Items and services provided solely to satisfy data collection
and analysis needs and that are not used in the direct clinical

management of the patient;

iii. Costs for services clearly inconsistent with widely accepted
and established standards of care for a particular diagnosis, or

iv. Items and services customarily provided by the research
sponsors free of charge for any enrollee in the trial.

These services must be Prior Authorized by Us.

9. Cochlear Implants

We provide Benefits for cochlear implants. Covered Services include the
initial cochlear implant, Medically Necessary repairs and replacements
that are no longer covered under warranty, and relate