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Important Notice from Government EmployeedHealth Association Inc. About

Our Prescription Drug Coverage and Medicare

OPM has determined that the Government Emploisadth Associationinc. prescription drug coverage is, on average, expecte(]|to
pay out as much as the standard Medicare preiserigtug coverage will pay for all plan participants and is considered Creditabl§
Coverage. Thus you do not need to enroll in Medicare Part D and pay extra for prescription drug benefit coveragecidéytou d4
enroll in Medicare Part D later, you wilbt have to pay a penalty for late enroliment as long as you keep your FEHB coverage

However, if you choose to enroll in Medicare Part D, you can keep your FEHB coverage and your FEHB plan will coordiitatejfpenef
with Medicare.

Remember: If you are amauitant and yogancelyour FEHB coverage, you may notearoll in the FEHB Program.

Please be advised

I f you | ose or drop your FEHB coverage and go 63 days I
Medi car e 6 s rygcosesage, Yoy manthiy premium will go up at least 1% per month for every month that you did ngff have
that coverage. For example, if you go 19 months without Medicare Part D prescription drug coverage, your premium wok al I
atleast 19 percentihngher t han what many ot her people pay. Youbdl '
prescription drug coverage. In addition, you may have to wait until the next Annual Coordinated Electiondvtoioer]5th

through Decemberth) to enroll in Medicare Part D.

Medi careds Low I ncome Benef

For people with limited income and resources, extra help paying for a Medicare prescription drug plan is
available. Information regarding this program is available through the Social Se@dityinistration (SSA)
online atwww.socialsecurity.ggwr call the SSA 800 7721213 TTY: (800) 3250778.

You can get more information about Medicare prescription drug plans and the coverage offetechnea from these places:

Visit www.medicare.govfor personalized help,
Call (800) MEDICARE(800)633-4227. TTY: (877) 4862048.



http://www.socialsecurity.gov/
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Introduction

This brochure describes the benefit$Gafvernment Employees Health Associatiorinc. under our contract (CS 1063) with the
United States Office of Personnel Management, as authorized by the Federal Employees Health Benefits law. This Plan is
underwritten by Government Employees Health Association, Inc. The address for the Govemmplege&s Health Association,
Inc. administrative offices is:

Government Employees Health Association, Inc.
P.O. Box 4665
Independence, Missouri 6408665

This brochure is the official statement of benefits. No oral statement can modify or otherwisthaffentefits, limitations, and
exclusions of this brochure. It is your responsibility to be informed about your health benefits.

If you are enrolled in this Plan, you are entitled to the benefits described in this brochure. If you are enrolleddnFaetils
coverage, each eligible family member is also entitled to these benefits. You do not have a right to benefits thalalvkre avai
before January 2012 unless those benefits are also shown in this brochure.

OPM negotiates benefits and ratathveach plan annually. Benefit changes are effective Janu2fi2,and changes are
summarized on pap. Rates are shown at the end of this brochure.

Plain Language

All FEHB brochures are written in plain language to make teagy tounderstad. Here are some examples:

TExcept for necessary technical terms, we use commofiwwords
means Government Employees Health Association, Inc.

1 We limit acronyms to ones you knowERB is the Federal Employees Health Benefits Program. OPM is the United States
Office of Personnel Management. If we use others, we tell you what they mean first.

T Our brochure and other FEHB plans6 br oohapyeucompaeapkanst he sanm

I f you have comments or suggestions about how to improve t
feedback area atww.opm.gov/insurer email OPM atfehbwebcomments@opm.govou may also write to OPM at the U.S.

Office of Personnel Managemehtealthcare and Insurance, Federal Employee Insurance Operations, Program Analysis and System
Support, 1900 E Street W, Washington, DC 20413650.
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Stop Health Care Fraud!

Fraud increases the cost of health care for everyone and increases your Federal Employees Health Benefits Program premium.

OPMbs Office of the I nspector @QGwsteeanddbuse imthecd-EHBIPpgrameregardldsdof a | |
the agency that employs you or from which you retired.

Protect Yourself From Fraud i Here are some things that you can do to prevent fraud:

1 Do not give your plan identification (ID) nurabover the telephone or to people you do not know, except for your health care
provider, authorized health benefits plan, or OPM representative.

Let only the appropriate medical professionals review your medical record or recommend services.
Avoid usinghealth care providers who say that an item or service is not usually covered, but they know how to bill us to get it pai
Carefully review explanations of benefits (EOBs) statements that you receive from us.

Please review your claims history periodicdtly accuracy to ensure services are not being billed to your accounts that were never
rendered.

1 Do not ask your doctor to make false entries on certificates, bills or records in order to get us to pay for an itere.or servi

1 If you suspect that a providaas charged you for services you did not receive, billed you twice for the same service, or
misrepresented any information, do the following:

- Call the provider and ask for an explanation. There may be an error.
- If the provider does not resolve the mattll us at (800) 826136 and explain the situation.

- If we do not resolve the issue:

CALL - THE HEALTH CARE FRAUD HOTLINE
202-418-3300

OR WRITE TO:
United States Office of Personnel Management
Office of the Inspector General Fraud Hotline
1900 E Street NW Room 6400
Washington, DC 204151100

9 Do not maintain as a family member on your policy:
- Your forme spouse after a divorce decree or annulment is final (even if a court order stipulates otherwise); or
- Your child age 2@®r over(unless he/she wassdibled and incapable of sslfipport prior to age 26).

1 If you have any questions about the eligibility of a dependent, check with your personnel office if you are employedr with yo
retirement office (such as OPM) if you are retired, or with the NatiBimaince Center if you are enrolled under Temporary
Continuation of Coverage.

1 Fraud or intentional misrepresentation of material fact is prohibited under the Plan. You can be prosecutedfat fiaud
agency may take action against ydtxamples of fraud include, falsifying a claim to obtain FEHB benefits, trying to or obtaining
service or coverage for yourself or for someone else who is not eligible for coverage, or enrolling in the Plan wheroyou are
longer eligible.

1 If your enrollment continues after you are no longer eligible for coverage (i.e., you have separated from Federal service) and
premiums are not paid, you will be responsible for all benefits paid during the period in which premiums were Naipaidy
be billed by you provider for services received. You may be prosecuted for fraud for knowingly using health insurance benefits fo
which you have not paid premiums. It is your responsibility to know when you or a family member is no longer eligibj@tm use
health irsurance coverage.
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Preventing Medical Mistakes

An influential report from the Institute of Medicine estimates that up to 98,000 Americans die every year from mediczd mistak
hospitals alone. Thatdés about 3, 2a. Qhil deathigthetnmwdi tragic odteome, medical n
mistakes cause other problems such as permanent disabilities, extended hospital stays, longer recoveries, and even additional
treatments. By asking questions, learning more and understanding youraisksnyimprove the safety of your own health care,

and that of your family members. Take these simple steps:

1. Ask questions if you have doubts or concerns.
1 Ask questions and make sure you understand the answers.
9 Choose a doctor with whom you feel comfottatalking.

1 Take a relative or friend with you to help you ask questions and understand answers.

2. Keep and bring a list of all the medicines you take.

1 Bring the actual medicines or give your doctor and pharmacist a list of all the medicines that ymgltakeg non
prescription ¢ver the countg¢rmedicines.

1 Tell them about any drug allergies you have.

9 Ask about any risks or side effects of the medication and what to avoid while taking it. Be sure to write doyauntiattor
or pharmacist says.

1 Make sure your medicine is what the doctor ordered. Ask the pharmacist about your medicine if it looks different than you
expected.

1 Read the label and patient package insert when you get your medicine, including all warnings and instructions.
9 Know how to use gur medicine. Especially note the times and conditions when your medicine should and should not be taken

9 Contact your doctor or pharmacist if you have any questions.

3. Get the results of any test or procedure.
9 Ask when and how you will get the resultste$ts or procedures.
fDondét assume the results are fine if you do not get then
1 Call your doctor and ask for your results.

9 Ask what the results mean for your care.

4. Talk to your doctor about which hospitd is best for your health needs.

9 Ask your doctor about which hospital has the best care and results for your condition if you have more than one hospital
to choose from to get the health care you need.

1 Be sure you understand the instructions you gettdbdow-up care when you leave the hospital.

5. Make sure you understand what will happen if you need surgery.

1 Make sure you, your doctor, and your surgeon all agree on exactly what will be done during the operation.
TAsk your doctor, fiewhwhewm [l amanianget mey hcoasrpi t al ?0
1 Ask your surgeon:

AExactly what will yoube doing®

fAbout how long will it take®

fwhat will happen after surgery?

fiHow can | expect to feel during recovedy?

1 Tell the surgeonanesthesiologist, and nurses about any allgrpad reactions to anesthesia, and any medications you are
taking.
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Patient Safety Links

- www.ahrg.gov/consumer/The Agency for Healthcare Research and Quality makes availaliteeaanging list of topics not
only to inform consumers about patient safety but to help choose quality health care providers and improve the quality of car
you receive.

- www.npsf.org The National Patient Safety Rudation has information on how to ensure safer health care for you and your
family.

- www.talkaboutrx.org The National Council on Patient Information and Education is dedicated to improving communication
about tle safe, appropriate use of medicines.

- www.leapfroggroup.org The Leapfrog Group is active in promoting safe practices in hospital care.

- www.ahga.org The American Health Gality Association represents organizations and health care professionals working to
improve patient safety.

Never Events

You will not be billed for inpatient services related to treatment of specific hospital acquired condif@mnimpatient services
needed to correct never events, if you use Arizona Foundation for Medical Care, FCHN, Freedom Network, PA@dvilance
Preferred and SuperMed NetwdrkeferredProviders. This policy helps to protect you from preventable mddiceors and improve
the quality of care you receive.

When you enter the hospital for treatment of one mendodrc al p
other serious conditions that occur during the course of your 8flyough some of these complications may not be avoidable, too
often patients suffer from injuries or illnesses that could have been prevented if the hospital had taken proper precautions.

We have a benefit payment policy that encousdmespitals to reduethe likelihood of avoidable complications and hosgatajuired
conditions such as certain infections, severe bedsores and fractures; and reduce medical errors that should nevee lthppénitallv e
EvenWlsen an avoidabl e compbiccat sonnerti tribbyeuwilincurEostddcbhidctthd a n
medical error.
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Section 1 Facts about this feefor-servicePlan

This Plan is a fe¢or-service (FFS) plan. You can choose your own physicians, hospitals, and other health cagespkeidjive
you a choice of enrollment in a High Option or a Standard Option.

We reimburse you or your provider for your covered services, usually based on a percentage of the amount we allowni@he type a
extent of covered services, and the amount Wesvaimay be different from other plans. Read brochures carefully.

This plan is a Agrandfathered health pland under t hwragaf for
that was already in effect when the law passed. Spdbifitais plan cannot eliminate all or substantially all benefits to diagnose or
treat a particular condition; it cannot increase your coinsurance (the percentage of a bill you pay); and any incrdastbklésde
out-of-pocket limits, and other copaymis (the fixeddollar amount you pay) must be minimal.

Questions regarding what protections apply may be directed tomygvageha.com You can also read additional information from
the U.S. Department of Healthcahluman Services atww.healthcare.gav

This Plan provides preventive services and screenings to you without any cost sharing; you may choose any availab&egrimary c
provider for adult and pediatric care anditgigor obstetrical or gynecological care do not require a referral.

General features of our High and Standard Options

We have a Preferred Provider Organization (PPO)

Our feefor-service plan offers services thrdug PPO. This means that certain hospitals and other health care providers are

Apr ef er r e dVhenryauude due PPO @roviders, you will receive covered services at reduced cost. Government Employees
Health Associationinc. is solely responsiblef the selection of PPO providers in your area. Contact us for the names of PPO
providers and to verify their continued participation. You can also go té/ebipage which you can reach through the FEHB

Web site www.opm.gov/insure Contact Government Employeékealth Associationinc. to request a PP@irectory.

We have entered into arrangements with Arizona Foundation for Medical Care; Coventry Health Care of Georgia; FCHN in the
state of Washington; Firglealth in the states of California, Florida and Texas; Freedom Network in the states of E/S Kansas and
W Missouri; Health America Pennsylvania; Health Partners of Kansas; HealthLink in the states of lllinois and E/S Missouri;
LifeTrac; MultiPlan inthe states of New Jersey and New York; PPO ®iBAhe states of Alaska, Alabama, lowa, Idaho, Louisiana,
Minnesota, Mississippi, Montana, North Dakota, Nebraska, New Mexico, Nevada, South Dakota, Tennessee, Wisconsin, West
Virginia, Wyoming; Private He#thcare Systems in the states of Arkansas, Connecticut, Hawalii, Indiana, Kentucky, Massachusetts,
Maine, Michigan, New Hampshire, Rhode Island, Vermont; Providence Preferred in the state of Oregon; SuperMed Network in the
state of Ohio; United Healthcaretime states of Colorado, Washington DC, Delaware, Maryland, Oklahoma, Utah, Viagidia
WellPath in the states of North Carolina and South Carolina which are Preferred Providers or networks of hospitals ansliar doctor
all states. The doctors and hitgls participating in these networks have agreed to provide services to Plan members. You always
have the right to choose a PPO provider or afPBO® provider for medical treatment.

PPO networks are now available in many metropolitan areas and additoeeage areas will be added throughout the year.
Enrollees residing in a PPO network aneay requesa directory of the PPO providers in their service area. These providers are
required to meet licensure and certification standards established bgi&tdtederal authorities, however, inclusion in the network
does not represent a guarantee of professional performance nor does it constitute medical advice. To locate a padidgeating p
your area, call (800) 296776 or visit the GEHA Web site atwvw.geha.com When you phone for an appointment, please remember
to verify that the physician is still a PPO provider.

The norPPO benefits are the standard benefits of this Plan. PPO benefits apply only whengy®P@sprovider. Provider networks
may be more extensive in some areas than others. We cannot guarantee the availability of every specialty in all Be@s. If no
provider is available, or you do not use a PPO provider, the standafePR@menefits applyHowever, if the services are rendered
at a PPO hospital, we will payp to the Plan allowable f@ervices of radiologists, anesthesiologistsiergency room physiciaasd
pathologists who are not preferred providers at the preferred providetnraedition, providers outside the United States will be
paid at the PPO level of benefits

Georgia, North Carolina, Pennsylvania and South Carolina

We have entered into an agreement with Coventry Health Care, Inc. Coventry's open access health neteankailéble to our
members. Benefits described above will be the saime have the right to choose in networkoat-of-networkproviders for your

care.By receiving care from aninetwork provider, you receive a higher level of benefit coverage, Kstetwork providers will

file claims for you and are responsible for obtaining any needed precertifications required by the Pé&me@uark providers,

unlike your innetwork providers, are not obligated to obtain any needed certifications arfdrbi¢ine member is responsible for
obtaining the certification. In tHecal marketsCoventry is referred to as Coventry Health Care of Georgia, WellPath in the Carolinas
and Health America Pennsylvania or HAPA. Mendsdill call GEHA for all concerns oguestions.

2012GEHA 7 Sectionl


http://www.geha.com/
http://www.healthcare.gov/
http://www.opm.gov/insure
http://www.geha.com/

How we pay providers

Feefor-service plans reimburse you or your provider for covered services. They do not typically provide or arrange for health care.
Feefor-service plans let you choose your own physicians, hospitals and other healinaséders.

The FFS plan reimburses you for your health care expenses, usually on a percentage basis. These percentages, agtiblelsas dedu
methods for applying deductiblesfamiliesand the percentage of coinsurance you must pay vary by plan.

We offer a preferred provider organization (PPO) arrangement. This arrangement with health care providers gives you enhanced
benefits or limits your oubf-pocket expenses.

We reserve the right to audit medical expenses

Health education resources

Our Web site atvww.geha.conoffers access to the HealtiReporf Newsletter and our Wellness Center for information on general
health topics, health care news, cancer and other specific diseases, drugs/medicationinteracti c hi | dr ends heal t
information.

Your rights

OPM requires that all FEHB plans provide certain information to their FEHB members. You may get information about us, our
net wor ks, and our pr ov wdvweoprs.gov/ins@Ridtsithe speddititipeswrirdornmtion that e must
make available to you. Some of the required information is listed below

1 Government Employees Health Association, Inc. was founded in 1937 as the Radil&jolspital Association. Fof5 years
now, GEHA has provided health insurance benefits to federal employees and retirees.

1 GEHA is incorporated as a General Nrair-Profit Corporation pursuant to Chapter 355 of the Revised Statutes of the State of
Missoui.

1 G E H Apravider networkncludes more than 400 hospitals andne million innetworkphysician locations throughout the
United States. In circumstances where there is limited accasstorkproviders, GEHA may negotiate discounts with some
providess, which will reduce your overall owif-pocketexpenses.

If you want more information about us, call (800) &AB6, or write to GEHA, P. O. Box 4665, Independence, MO 64655.
You may also contact us by fax at (816) 28233 or visit our Web site aiww.geha.com

Your medical and claims records are confidential

We will keep your medical and claims records confidential. Please note that we may disclose your medical and clain@ninformat
(including your prescriptin drug utilization) to any of your treating physicians or dispensing pharmacies.
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Section 2 How we change for2012

Do not relyonly on these change descriptions; tBectionis not an official statement of benefits. For that, go to Section 5 Benefits.
Also, we edited and clarified language throughout the brochure; any language change not shown here is a clarificati®nadhat do
change benefits.

Program-wide changes

1 South Carolina has been removed from the list of Medicatigddserved Areas and Alaska added for 2012.

1 Sections 37 and 8 have changed to reflect claims processing and disputed claims requirements of the Patient Protection and
Affordable Care Act, Public Law 11148.

Changes to this Plan
1 Benefits are now avaitde for nutritional counseling by a licensed or certified dietician, up to $250 per person per calendar year.
(See pag8&9)

9 Benefits are no longer excluded for separate charges of anesthesiologist for colonoscopy and upper endoscopy procedures. (Se
page26)

9 Benefits for home health visits by a registered nurse or a licensed practical nurse have been increased to 50 vigiigper pers
calendar yea(Seepage37)

1 Benefits are now available for one pair of diabetic shoes per person per calendar gebti{p (See pagas)
1 If a drug exists that has awver the counter (OTQ@quivalent the prescription drug will no longer be covered. (Seeg§$hge

1 A new program is now availabl&he GEHA Health Rewards earns rewards for you for activitiésmprove yar health, including
completion of an online health assessment. (See{ge

1 We have explained the procedufescoordinating benefits with your primary group health insurance under the prescription drug
program with Medco when GEHA is secondary paygee(pages 6&2)

Changes to our High Option only

1 Your share of the neRostal premium wilincrease 5%or Self Only and increasg?o for Self and Family. (See back cover)
1 The pilot program to subsidize Medicare Part B premiums has been discontinued.

Changes to our Standard Option only

9 Your share of the no®ostal premium willncrease 7%or Self Only and increaséo for Self and Family. (See back cover)

We haveclarified the following:

1 Prescription drug benefits will not be paid until drugs requiringytteaization have been approved. (See [&ye
1 Treatment therapies have been clarified to confirm this benefit applies to intravenous (IV) antibiotic (S=apag80)

1 We have clarified laboratory tests performed by an associated laboratory nopatinty in the Lab Card Program are subject to
applicabledeductiblesand coinsurance. (See pages 26, 58, and 71)

1 We have clarified we only cover facility services from a Hospital or a licensed residential treatment center (RTC) faresubsta
abuse tretnent. (See page 58)
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Section 3 How you get care

Identification cards We will send you an identification (ID) card when you enroll. You should carry your ID ci
with you at all times. You must show it whenever you receive services from a Plagigprovi
or fill a prescription at a Plan pharmacy. Until you receive your ID card, use your copy ¢
the Health Benefits Election Form, 2B09, your health benefits enroliment confirmation
(for annuitants), or your electronic enrollment system (such gddyee Express)
confirmation letter.

If you do not receive your ID card within 30 days after the effective date of your enrollme
or if you need replacement cards, call us at (800)@&26 or write to us at GEHA, P. O.
Box 4665, Independence, MO 6408665. You may also request replacement cards throt

our Web sitewww.geha.com
Where you get covered You can get care from any ficovered pirov
care and you pay depems on the type of covered provider or facility yase and who bills for the

covered serviceslf you use our preferred providers, you will pay less.

9 Covered providers We consider the following to be covered providetsen theyperform services within the
scope of their license or certification:

A licensed doctor of medicine (M.D.) or a licensed doctor of osteopathy (D.O.). Other
covered providers include a chiropractor, nurse midwitese anesttist, audiologist, dentist
optometrist, licensed clinical social workéicensed clinicapsychologist, licensed
professional counselor, licensed marriage and family therapist, podiatrist, speech, physi
occupational therapisturse practitioner/clinical specialistursing school administered clini
physician assistant, registered nurse firststasts certified surgical assistantShristian
Science practitioneand a dietician with state licensure or statutory certification.

The term Adoctorodo includes all of these
scope of their license ortdication. The t er m i pr i manclydesdamityer |
general practitioners, pediatricians, obstetricians/gynecologists and medical intandsts
mental health/substance abuse providers.

Medically underserved areas Note: We cover any licensed medical practitioner for any
covered service performed within the scope of that license in the states OPM determine
Aimedi cal |l y under s etesvaediiabama, AldskarArizaria,lidaho, lllinbi
Kentucky, Louisiana, Mississippi, Missouri, Montana, New Mexico, North Dakota,
Oklahoma, South Dakota, and Wyoming.

1 Covered facilities Covered facilities include
1 Freestandingmbulatory facility

(1) A facility which is licensed by the state as an ambulatory surgery aarieis
Medicare certification as an ambulatory surgical center, has permanent facilities i
equipment fothe primary purposef performing surgical and/or renal dialysis
procedures on an outpatient bapigvides treatment by or under the supervision of
doctors and nursing services whenever the patient is in the facility; does not prov
inpatient accommodations; and is nather than incidentally, a facility used as an
office or clinic for the private practice of a doctor or other professional.

(2) Ambulatory Surgical Facilities in the state of California do not require a license if
are physician owned. To be covered thiasdities must be accredited by one of the
following: AAAHC (Accreditation Association for Ambulatory Health Care),
AAAASF (American Association for Accreditation for Ambulatory Surgery Facilitie
IMQ (Institute for Medical Quality) or JCAHO (Joint Consgion on Accreditation of
Healthcare Organizations).

9 Christian Sciencaursingorganizationfacilities that are accreditdry The Commission for
Accreditation of Christian Science Nursi@gganization/Facilitie$nc.
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9 Transitional care

1 If you are hosptalized
when your enrollment
begins

2012GEHA

1 Hospice
A facility which meets all of the following:
(1) Primarily provides inpatient hospiazre to terminally ill persons

(2) Is certified by Medicare as such, or is licensed or accredited as such by the jurisd
itis in;

B)Is supervised by a st af fof whdm st lie.odcall ab r
all times

(4) Provides 24 hour a day nursing services under the direction of an R.N. and has a
full-time administratgrand

(5) Providesan ongoing quality assurance program

1 Skilled Nursing Facilityicensed by the state or Medicare certified if the state does not
license these facilities. See limitations on page

9 Hospital

(1) An institution which is accredited as a hospital under the Hospital Accreditation
Program of the Joint Commission éccreditation of Healthcare Organizations
(JCAHO); or

(2) A medical institution which is operated pursuant to law, under the supervision of ¢
of doctors, and with 24 hour a day nursing service, and which is primarily engage
providing generalnpatient acute carend treatment of sick and injured persons
through medical, diagnostic, and major surgical facilities, all of which facilities mu
provided on its premises or have such arrangements by contract or agreement; o

(3) Aninstitution which is operated pursuant to law, under the supervision of a staff o
doctors and with 24 hour a day nursing service and which provides services on tt
premises for the diagnosis, treatment, and care of persons with mental/substance
disordes and has for each patient a written treatment plan which must include
diagnostic assessment of the patient and a description of the treatment to be renc
and provides for followup assessments by or under the direction of the supervising
doctor.

The tem hospital does not include a convalescent home or skilled nursing faoiligny
institution or part thereof which: a) is used principally as a convalescent facility, nursing
facility, or facility for the aged; bjurnishes primarily domiciliary or custodial care, includin
training in the routines of daily living; or c) is operating as a school

Specialty care If you have a chronic or disabling condition and

9 lose acess to your specialist because we drop out of the Federal Employees Health
Benefits (FEHB) Program and you enroll in another FE#H, or

1 lose access to your PPO specialist because we terminate our contract with your spec
for reason®ther than focause,

you may be able to continue seeing your specialist and receiving any PPO benefits for (
90 days after you receive notice of the change. Contact us or, if we drop out of the Prog
contact your new plan.

If you are in the second or third tréster of pregnancy and you lose access to your PPO
specialist based on the above circumstances, you can continue to see your specialist ar
PPO benefits continue until the end of your postpartum care, even if it is beyond the 90

We pay for covered services from the effective date of your enrollment. However, if you
in the hospital when your enrollment in our Plan begins, call our customer service depar
immediately at (800) 826136. If you are new to the FEHB Program, we will reimburse yc
for your covered services while you are in the hospital beginning on the effective date ol
coverage.
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You need prior Plan
approval for certain
services

1 Inpatient hospital
admission
(including Skilled
Nursing Facility, Long
Term Acute Care or
Rehabilitation Facility)

Warning:

Exceptions:

How to precertify an
admission to a hospital,
Skilled Nursing Facility,
Long Term Acute Care or
Rehabilitation Facility

2012GEHA

If you changed from another FEHB plan to us, your former plan will pay for the hospital
until:

1 you are discharged, not merely moved to an alternative care center;
1 the day your benefits from your former plan run out; or
1 the 92nd day after you become a member of this Plan, whichever happens first.

These provisions apply only to the benefitshe hospitalized person. If your plan terminate
participation in the FEHB in whole or in part, or if OPM orders an enrollment change, thi:
continuation of coverage provision does not apply. In such cases, the hospitalized family
me mber 6 s brehe gefv plandegin andhe effective date of enrollment.

The preservice claim approval processes for inpatient hospital admissions (called
precertification) and for other services, are detailed inSkigion. Apre-service claimis any
claim, in whole or in part, that requires approval from us in advance of obtaining medical ¢
services. In other words, a pservice claim for benefits (1) requires precertification, prior
approval or a referrand (2) will result in a reduction of benefits if you do not obtain
precertification, prior approval or a referral.

Precertification is the process by whidhprior to your inpatienhospitaladmissiori we
evaluate the medical necessity of your proposed stay and the number of days required to
your condition. Unless we are misled by the infarmi on gi ven to us,
decision on medical necessity.

In most cases, your physician hospital will take care of requesting precertification. Becaus
you are still responsible for ensuring that your care is precertif@mdshould always ask your
physician or hospital whether they have contacted us.

We will reduce our benefits for the inpatidmspitalstay, Long Term Acute Care stay or
Rehabilitation Facility stapy $500 if no one contacts us for precéctifion. If the stay is not
medically necessayyve will only pay for any covered medical services and supplies that art
otherwise payable on an outpatient basis.

We will reduce our benefits for the Skilled Nursing Facility sfayoi one contacts us for
precertification. If the stay is not medically necessary we will not pay any benefits.

You do not need precertification in these cases:
1 You are admitted to a hospital outside the UnitexteSt

1 You have another group health insurance policy that is the primary payor for the hospi
stay

1 MedicarePart A is the primar payor for the hospital stay

Note: If you exhaust your Medicare hospital benefits and do not want to usklgdioare
lifetime reserve days, then we will become the primary payor andyoeed precertification.

First, you, your representat, your physician or your hospital must call InforMed (Medical
Management ServideIMMS) before admission or services requiring prior authorization are
rendered. The tefree number is (800) 242025. For admissionto Skilled Nursing Facilities,
Long Term Acute Care Facilities, or Rehabilitation Facilities please call OrthoNet to precel
at (877) 3044419. For all admissions except mental health/substance abuse in the state of
Georgia, call Coventry Health Care of Georgia. Tdiefree number is (800) 472004. For

all admissions except mental health/substance abuse in the states of North Carolina and ¢
Carolina, call WellPath. The teftee number is (800) 768355. For all admissions except
mental health/substance aleuin the state of Pennsylvania, call HealthAmerica Pennsylvanii
The tolHree number is (800) 755135. (For mental health/substance atpreeertification,

call InforMed toltHree at (800) 241025) SeeSection5(e)Mental health and substance abus
benefits.
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Next, provide the following information:

enroll eedbs name and plan identificatior
patientdéds name, birth date, and phone r
reason for hospitalization, proposed treatment, or surgery;

name and ptne number of admitting doctor;

1
il
il
il
1 name of hospital or facility; and
l

number of planned days of confinement.

We will then tell the doctor and/or hospital the number of approved inpatient days and we
send written confirmationf ourdecision to you, your doctor, and the hospital

1 Non-urgent care claims For nonrurgent care claims, we will tell the physician and/or hospital the number of approve
inpatient days, or the care that we approve for other seviaesust have prior authorization.
We will make our decision within 15 days of receipt of theg@evice claim.

If matters beyond our control require an extension of time, we may take up to an additiona
15 days for review and we will notify you die need for an extension of time before the end
of the original 15 day period. Our notice will include the circumstances underlying the req
for the extension and the date when a decision is expected.

If we need an extension because we have not eteigcessary information from you, our
notice will describe the specific information required and we will allow you @® ttays from
the receipt of the notice to provide the information.

1 Urgent care claims If you have arurgent care claim (i.e., when waiting for the regular time limit for your medice
care or treatment could seriously jeopardize your life, health, or ability to regain maximum
function, or in the opinion of a physician with knowledge of your medical conditionld
subject you to severe pain that cannot be adequately managed without this care or treatm
will expedite our review and notify you of our decision within 72 hours. If you request that
review your claim as an urgent care claim, we will reviee documentation you provide and
decide whether it is an urgent care claim by applying the judgment of a prudent layperson
possesses an average knowledge of health and medicine.

If you fail to provide sufficient information, we will contact you witt24 hours after we receiv
the claim to provide notice of the specific information we need to complete our review of tt
claim. We will allow you up to 48 hours from the receipt of this notice to provide the neces
information. We will make our desibn on the claim within 48 hours of (1) the time we recei
the additional information or (2he end of the time frame, whichever is earlier.

We may provide our decision orally within these time frames, but we will follow up with wri
or electronic ntification within three days of oral notification.

1 Emergency inpatient If you have an emergen@gdmission due to a condition that you reasonably believe puts you
admission in danger or could cause serious damage to bodily function, you, yourenefattess, the
physician, or the hospitahust telephone us within two business days following the day of th
emergency admission, even if you have been discharged from the hol§pital.do not
telephone the Plan within two business days, penaltiesapyaly - seeWarningunderinpatient
hospital admissioearlier in this Section andlyour hospital stay needs to be extentetbw.

1 Maternity care You do not need precertification of a matermtimission for a routine delivery. Howeyé
your medical condition requires you to stay more than 48 hours after a vaginal delivery or
hours after a cesarean section, then your physician or the hospital must contact us for
precertification of additional days. Further, if your baby stayer givu are discharged, then you
physician or the hospital must contact us for precertification of additional days for your batk
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NICU cases

1 If your hospital stay
needs to be extended

9 Other services

2012GEHA

Confinements of infants in the neonatal care unit at any level must be reported to GEHA
GEHA in collaboration with Alere, will revieWICU cases, and assign a level of care based
on the infantdés acuity and consistent wi-
Outcome of Pregnancy), the 2004 AAP (American Ascay of Pediatrics) statement regarding
hospital levels of care and NUBC (National Uniform Billing Committee). The facility is notifi
of the assigned level of care at the time the case is first reviewed and when a change occu
the facility bills fora higher level of care than is approved, you will be responsible for the
difference between the higher level of care charge and the lower approved level of care ch

If your hospital stay including for magrnity care- needs to be extended, you, your
representative, your doctor or the hospital must ask us to approve the additional days. If yc
remain in the hospital beyond the number of days we approved and did not get the additior
days precertified, the

1 For the part of the admission that was medically necessary, we will pay inpatient benefit
but,

1 For the part of the admission that was not medically necessary, we will pay only medical
services and supplies otherwise payable on an outpatient basiéllarat pay inpatient
benefits.

Some surgeries and procedures require a referral, precertificatiprior authorization. You
need to call us at (800) 8&1L36 before receiving treatment for care such as:

9 ACI (Autologous Cultured Chrondrocytes), also called Genzyme tissue repair (or Cartice
knee cartilage damage

Abdominoplasty/ diastasis recti repair/ panniculectomy

Botox injections

Breast reconstruction espt immediate reconstruction for diagnosis of cancer

Certain prescription drugs

Chronic dialysis provided at a dialysis unit, outpatient hospital facility or in the home

Coma stimulation

=A =4 =4 =4 -4 -4 -4

Cosmetic procedures including: blepharoplasty or any other typeebd esurgery, browlift,
liposuction and scar revision

Epidural injections

Experimental/ investigation surgery or treatment
FACET injections

Genetictesting

Growth hormone therapy (GHT)
Gynecomasti@osmetic (see mammoplasty)
Injectable drugs for arthi#t, psoriasis or hepatitis

Injectable hematopoietic drugs (drugs for anemia, low white blood count)

=A =4 =4 =4 4 A4 A -4 -

Inpatient hospital mental health and substance abuse benefits, inpatient care at resident
treatment centers and outpatient intensive day treatment

Intrathecalbump insertion for pain management (morphine pump, baclofen pump)
Left ventricular assistive device (LVAD)
Mammoplasty, reduction (unilateral/ bilateral)

Mastectomy performed prophylactically

= =4 =4 4 -

Morbid obesity surgeries
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1 Radiology/Imaging
procedures
precertification

How to precertify a
radiology/imaging
procedure:

Exceptions:

2012GEHA

Multilevel artificial disc replacement

Multilevel spinal surgeries

Non-Surgical outpatient cancer treatment, including chemotherapy and radiation
Organ and tissue transplant procedures

Orthognathic surgery (jaw), including TMJ

Physical, occupational and speech therapy

Psychologial testing

Rhinoplastyno prior approval for septoplasty

Spinal fusion

Surgical correction ofongenital anomalies

=A =4 =4 =4 =4 A4 -4 -4 A4 A -2

Surgical treatment of hyperhidrosis (benefits will not be approved unless alternative ther:
such as botox jactions or topical aluminum chloride and pharmacotherapy have been
unsuccessfil

1 Sympathectomy by thoracoscopy or laproscopy
9 Transplants, except kidney or cornea

1 UPPPUvulopalatopharyngdpsty

1 Other surgeries, as identified by the Plan

Radiology precertification is the process by which prior to scheduling specific imaging
procedures we evaluate the medical necessity of your proposed petedusure the
appropriate procedure is being requested for your condition. In most cases your physician
take care of precertification. Because you are still responsible for ensuring that we are ask
precertify your procedure, you should askiydoctor to contact us.

The following outpatient radiology services need to be precertified:
1 CT - Computerized Axial Tomography

1 MRI - Magnetic Resonance Imaging

1 MRA - Magnetic Resonance Angiography

9 NC - Nuclear Cardiac Imaging Studies

9 PET- Positron Emission Tomography

For outpatient CT, MRI, MRA, NC and PET studies, you, your representative or your
doctor mustall MedSolutions before scheduling the procedure. The toll free number is
(866) 8798317. For the state of Georgia, call Coventry Health Care of Georgia. The
toll-free number is (800) 472004. For the states of North Carolina andit® Carolina,

call WellPath. The tolfree number is (800) 768355. For the state of Pennsylvania, call
Health America Pennsylvania. The ke number is (800) 755135. Provide the following
information: patient's name, plan identification roem and birth date, requested procedure a1
clinical support for request, name and telephone number of ordering provider, and name of
requested imaging facility.

You do not need precertificatidn these cases:

1 You have another health insurance policy that is the primary payor including
Medicare Rrt A & B or Part B only

9 The procedure is performed outside the United States
1 You are an inpatient in a hospital

9 The praedure is performed as an emergency
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Warning:

1 If your t reatment needs
to be extended

If you disagree with our
pre-service claims
decision

1 To reconsider a non
urgent careclaim

1 To reconsider aurgent
care claim

1 To file an appeal with
OPM

2012GEHA

We will reduce our benefits for these procedures by $100 if no one contacts us for
precertification. If theorocedure is not medically necessary, we will not pay any benefits.

If you request an extension of an ongoing course of treatment at least 24 hours prior to the
expiration of the approved time period and this is also an urgent care claim, then we will mi
a decision within 24 hours after weceive the claim.

If you have gre-service claimand you do not agree with our decision regarding
precertification of an inpatient admission or prior approval of other services, you may reque
a revew in accord with the procedures detailed below.

If you have already received the service, supply, or treatment, then you pasiesarvice
claim and must follow the entire disputed claims process detailed in Section 8.

Within 6 months of our initial decision, you may ask us in writing to reconsider our initial
decision. Follow Step 1 of the disputed claims process detailed in Section 8 of this brochui

In the case of a preervice claim and subject to a requestadditional information, we have
30 days from the date we receive your written request for reconsideration to

1. Precertify your hospital stay, or, if applicable, arrange for the health care provider to giv
you the care or grant your request for prippeval for a service, drug, or supply; or

2. Ask you or your provider for more information.

You or your provider must send the information so that we receive it within 60 days of
our request. We will then decide within 30 more days.

If we do not receivette information within 60 days we will digle within 30 days of the
datethe information was due. We will base our decision on the information we already
have. We will write to you with our decision.

3. Write to you and maintain our denial.

In the case of an appeal of a{service urgent care claim,thin 6 months of our initial
decision, you may ask us in writing to reconsider our initial decision. Follow Step 1 of the
disputed claims process detailed in Section 8 sflthdbchure.

Subject to a request for additional informatiam will notify you of our decision within

72 hours after receipt of your reconsideration request. We will hasten the review process,
which allows oral or written requests for appeals ancgiobange of information by
telephone, electronic mail, facsimile, or other expeditious methods.

After we reconsider yoysre-service claim if you do not agree with our decision, you may
ask OPM to review it by following Step of the disputed claims process detailed in Section 8
of this brochure.
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Section 4 Your costs for covered services

This is what you will pay oubf-pocket for your covered care:

Copayments

Cost-sharing

Deductible

Coinsurance

If your provider routinely
waives your cost

2012GEHA

A copayment is a fixed amount of money you pay to the provideiity, pharmacy, etc.,
when you receive certain services.

Example: When you see your PPO physician, under the High Option, you pay a copaym
of $20 per visit.

Note: If the billed amountrahe Plan allowance that providers we contract with haveealg
to accept as payment in full is less than your copayment, you pay the lower amount.

Costsharing is the general term used to refer to yowobyocket costs (e.g., deductible,
coinsurance, and copayments) for the covered care yeiveec

A deductible is a fixed amount of covered expenses you must incur for certain covered
services and supplies before we start paying benefits for them. Copayments and coinsui
amounts do not count toward any deductible. When a cowamice or supply is subject to
a deductible, only the Plan allowance for the service or supply counts toward the deducti

1 The calendar year deductible is $350 per person under High and Standard Option. Aft
the deductible amount is satisfied foriadividual, covered services are payable for that
individual . Under a family enroll ment,
considered to be satisfied when the fa
$700 under High and Standard t®@p.

1 We also have separate deductibles for:

- A High Option per admission deductible of $100 per person (PPO) and $300 per p
(nonPPO) for inpatient hospital services

If the billed amount (or the Plan allowance that providersaveract with have agreed to
accept as payment in full) is less than the remaining portion of your deductible, you pay t
lower amount.

Example: If the billed amount is $100, the provider has an agreement with us to accept $
and you have not paid amaynount toward meeting your calendar year deductible, you mus
pay $80. We will apply $80 to your deductible. We will begin paying benefits once the
remaining portion of your calendar year deductible ($350 per person under High and Sta
Option) has ben satisfied.

Note: If you change plans during open season and the effective date of your new plan is
January 1 of the next year, you do not have to start a new deductible under your old plan
betweenJanuary 1 and the effective date of your neanplf you change plans at another
time during the year, you must begin a new deductible under your new plan.

If you change options in this Plan during the year, we will credit the amount of covered
expenses already applied toward the deductible of gldunption to the deductible of your
new option.

Coinsurance is the percentage of our allowance that you must pay for your care. Coinsur
doesnét begin until you meet your deduct
charge or the Plaallowance, whichever is less.

Example: Under the High Option, you pay 25% of our allowance fofR#@ office visits.
If your provider routinely waives (does not require you to pay) gopayments, deductibles,

or coinsurance, the provider is misstating the fee and may be violating the law. In this ca:
when we calculate our share, we wil| rei

For example, if your physician ardhrily charges $100 for a service but routinely waives
your 25% coinsurancéhe actual charge is $78Ve will pay$56.25 (75% of the actual charge
of $75).
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Waivers

Differences between our
allowance and the bill

Your catastrophic
protection out-of-pocket
maximum for
deductibles, coinsurance,
and copayments

PPO

2012GEHA

I n some instances, a provider may aThi& Vi
waiver may state that you accept responsibility for the total charge for any care that is no
covered by your health plan. If you sign such a waiver, whether you are responsible for
charge depends on the contracts that the Plan has svittoitiders. If you are asked to sign t
type of waiver, please be aware that, if benefits are denied for the services, you could be
liable for the related expenses. If you would like more information about waiverse gleatac
us at (800) 81-61360r write to GEHA, P. O. Box 4665, Independence, MO 6440645.

Our APl an allowancedo is the amount we u:
Feefor-service plans arrive at their allowees in different ways, so their allowances vary.
For more information about how we determine our Plan allowance, see the definition of F
allowance in Section 10.

Often, the provideforderlvilcle ipd amdrse atl Yoo
have to pay the difference between our allowance and the bill will depend on the provide
use.

1 PPO providersagree to limit what they will bill you. Because of that, when you use a
preferred provider, your share of covered charges consists oyyiptieductibleand
coinsurancer copayment. Here is an example about coinsurance: You see a PPO ph
who charges $150, but our allowance is $100. If you have met your deductible, you ai
responsible foyour coinsurance. That is, with High Option, you pay ju0% of our $100
allowance ($10). Because of the agreement, your PPO physician will not bill you for th
difference between our allowance andmesbill.

1 Non-PPO providers, on the other had, have no agreement to limit what they will bill you
When you use a neRPO provideryou will pay your deductible and coinsuraricglus any
difference between our allowance and charges on the bill. Here is an example. You st
nonPPO physicanwho har ges $150 and our all owan
your deductible, youra responsible for your coinsurance, so with High Option you pay :
of our $100 allowance ($25). Plus, because there is no agreement betweerRRONon
physicianandus,the physiciarcan bill you for the $50 difference between our allowance
and his/her bill.

The following table illustrates the examples of how much you have to payf-poicket, under
the High Option, for services from a PPO physician vs. aR®@physician. The table uses
our example of a service for which the physician charges $150 and our allowance is $10!
table shows the amount you pay if you have met your calendar year deductible.

EXAMPLE PPO physician Non-PPO physician

Physi cargen0s $150 $150
Our allowance We setitat:  10( We setitat:  10(
We pay 90% of our allowance: 9 75% of our allowance: 7
You owe: Coinsurance 10% of our allowance: 1 25% of our allowance: 2
+Difference up to charge? No: 0 Yes: 50
TOTAL YOU PAY $10 $75

For High and Standard Option medical and surgical services withwance, we pay 100%
of our allowable amount for the remainder of the calendar year aftef-packet expenses

for coinsurancexceed:

9 $4,000 High Option or $5,000 Standard if you use PPO geosi Oubf-pocket expenses
from both PPO and neRPO providers count toward this limit. If you reach this limit,
expenses from neRPO providers must reach the ABRO outof-pocket limit before they
are paid at 100% of our allowable amount.
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Non-PPO

Carryover

If we overpay you

When Government
facilities bill us

2012GEHA

1 $6,000 High Option or $7,000 Standard Option if you usePiB® providers. Any of the
above expenses for PPO providers also count toward this limit. Your eligibté-patket
expenses will not exceed this amount whether or not you use PPO providers.

Out-of-pocket expenses for PPO and N®RO benefits are:
1 The $350 (High and Standard Option) calendar year deductible;
1 The (High Option) $100 (PPO) or $300 (RBRO) per irhospital admission deductible;

1 The 10% (High Option) or 15% (Standard Opjigou pay for PPO charges under medici
services and supplies, surgical and anesthesia services and hospital, facility, ambulai
services and mental health and substance abuse sgrvices

1 The 25% (High Option) or 35% (Standard Option) you pay forBO clarges under
medical services and supplies, surgical and anesthesieeseand hospital, facility
ambulance servicendmental health and substance abuse services

fTFor High Option memberds, copayments a
by Medco go toward a $4,000 annual prescriptioradtpiocket limit (for Self Only or for
Self and Family enroliments) except for the difference between the costs of the gener
brand multisource drugs and the 50% coinsurance for retail drugs aftérsthivo fills
andthe 70% coinsurance for ngmeferred sleep aid drugnd

TfTFor Standar d CGppdaymeatsandrosinsh@nfordpeescription drugs
dispensed by Medco go toward a $6,000 annual prescriptieof-@atcket limit (for Self
Only or SIf and Family enrollments) except for tfi@% coinsurance for nepreferred
sleep aid drugs

The following cannot be counted toward catastrophic protecticofepbcket expenseand
you must continue to pay them even aftear expenses exceed the limits described above

TThe $20 copayment for doctorés office
primary care physician/$25 specialist office visits (Standard Option);

Expenses in excess of our allowable amount or maxirbenefit limitations;

Expenses for well child care and immunizations;

Expenses for dental and chiropractic care;

Any amounts you pay because benefits have been reduced foomgmliance with our
cost containment requirements (see pdde$6); and

1 The$300 copayment (High Option) or $500 copayment (Standard Option) for Speciali
Pharmacy medication not dispensed by Medco Specialty Pharmacy.

= =4 —a -9

If you changed to this Plan during open season from a plan with a catastrophic protectic
benefit andhe effective date of the change was after January 1, any expenses that woul

applied to that planés catastrophic pro
your old plan if they are for care you received in January before your effelte of
coverage in this Pl an. I f you have alr

level in full, it will continue to apply until the effective date of your coverage in this Plan.
you have not met this expense level in full, yold plan will first apply your covered owatf-
pocket expenses until the prior year ds
catastrophic protection benefit to covered-ofipocket expenses incurred from that point
until the effective date ofour coverage in this Plan. Your old plan will pay these covered
expenses according to this yeards benef
Note: If you change options in this Plan during the year, we will credit the amount of co
expensesleady accumulated toward the catastrophicaftpocket limit of your old option tc
the catastrophic protection limit of your new option.

We will make diligent efforts to recover benefit payments we made in error but in good fi
We may reduce subsequent benefit payments to offset overpayments.

Facilities of the Department of Veteran Affairs, the Department of Defense, and the Indi:
Health Service are entitled to seek reimbursement from us faircedrvices and supplies
they provide to you or a family member. They may not seek more than their governing
allow. You may be responsible to pay for certain services and charges. Contact the
government facility directly for more information.
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When you are age 65 or over and do not have Medicare

Under the FEHB law, we must limit our payments for inpatient hospital care and physician care to those payments you wc
be entitled to if you had Medicare. Your physician and hospital must followdsliedrules and cannot bill you for more than
they could bill you if you had Medicare. You and the FEHB benefit from these payment limits. Outpatient hospital care ar
non-physician based care are not covered by this law; regular Plan benefits apglfolldwing chart has more information
about the limits.

If you:
9 are age 65 or oveand
1 do not have Medicare Part A, Part B, or both; and
1 have this Plan as an annuitant or as a former spouse, or as a family member of an annuitant or formerdspouse; an

1 are not employed in a position that gives FEHB coverage. (Your employing office can tell you if this applies.)

Then, for your inpatient hospital care

1 The law requires us to base our payment on an amadinet "equivalent Medicare amount'setby Med c ar e 6 s r |
Medicare would pay, not on the actual charge

1 You are responsible for your applicable deductibles, coinsurance, or copayments under.this Plan

9 You are not responsible for any charges greater than the equivalent Medicare amauititshow that amount on the
explanation of benefits (EOB) form that we send.you

fThe | aw prohibits a hospital from collecting more th

When inpatient claims are paid according to a Diagnostic Related Group (DiRGJor instance, for admissions of certain
retirees who do not have Medicare), we will pay 30% of the total covered amount as room and board charges and 70% as
charges and will apply your coinsurance accordingly.

And, for your physician care, the law requires us to base our payment and your coinsusacopaymenon:
1 an amount set by Medicare and called the "Medicare approved amount," or

1 the actual charge if it is lower than the Medicare approved amount.

If your physician: Then you are respnsible for:

Participates with Medicare or accepts Medicare| your deductibles, coinsurance, and copayment
assignment for the claim and is a member of ou
PPO network,

Participates with Medicare andrist in our PPO | your deductibles, cogurance and any balance L

network, to the Medicare approved amount

Does not participate with Medicare, your deductibles, coinsurance, copaymeais
any balance up to 115% of the Medicare appra
amount

It is generally to your financial advantage to agghysician who participates with Medicare. Such physicians are permitted tc
collect only up to the Medicare approved amount.

Our explanation of benefits (EOB) form will tell you how much the physician or hospital can collect frorif your physicianor
hospital tries to collect more than allowed by law, ask the physician or hospital to reduce the charges. If you have {heaid m:
allowed, ask for a refund. If you need further assistance, call us.
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When you have the
Original Medicare Plan
(Part A, Part B, or both)

2012GEHA

We limit our payment to an amount that supplements the benefits that Mesl@macepay under
Medicare Part A (Hospital insurance) and Medicare Part B (Medical insurance), regardless o
whether Medicare paysNote: Wepay our regular benefits for emergency services to an
institutional provider, such as a hospital, that does not participate with Medicare and is not
reimbursed by Medicare.

We use the Department of Veterans Affairs (VA) Medieageivalent Remittance Aibe (MRA)
when thestatements submitted to determine our payment for covered services provided to yoi
Medicare is primary, when Medicare does not pay the VA facility.

If you are covered by Medicare Part B and it is primary, youobyiocket costs foservices that
both Medicare Part B and we cover depend on whether your physician accepts Medicare ass
for the claim.

If your physicianacceptsMedicare assignment, then we waive some of your deductibles,
copayment and coinsurance for covered gasr

If your physiciandoes not accepMedicare assignment, then you pay the difference between tt
Al i mitirmg tcthharmlysi ci ands charge (whicheve
Medi careds payment.

It is important to know that a physiciarho does not accept Medicare assignment may not hill y
for more than 115% of the amount Medicare
The Medicare Summary Notice (MSN) that Medicare will send you will have more informatior
about the limiing charge.If your physician tries to collect more than allowed by law, ask the
physician to reduce the chargdéthe physician does not, report the physiciatheeMedicare
carrierthatsent you the MSN form. Call us if you need further assistance.

Please see Sectid® Coordinating benefits with other coveragir more information about
how we coordinate benefits with Medicare.
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High and Standard Option

High and Standard Option Benefits

SeeSection Zor how our benfits changed this yeaPage98-101 are a benefits summary of each option. Make sure that you review
the benefits that are available under the option in which you are enrolled.
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High and Standard Option

High and Standard Option Overview

This Plan offers both a High and Standard Option. Both benefit packages are described in Section 5. Make sure that thau revi
benefits that are available under the option in which you are enrolled.

The High andStandard Option Section 5 is divided into subsections. Pleasémpadant things you should keep in mind about

these benefitat the beginning of the subsections. Also readXbeeral exclusions Section 6, they apply to the benefits in the
following subsections. To obtain claim forms, claims filing advice, or more information about High and Standard Option benefits,
contact us at (800) 824136 or at our Web site atww.geha.com

Each option offers unique features.

1 High Option
- Extensive provider network
- No requirement to choose a singlectbr as your primary physician
- No referral needed to see a Gipdist
- $5 copayfor generic prescription drugs

- Within the provider etwork, 100% coverage for room and board and 90% for other hospital charges after the $100
admission deductible. Precertification is required

- Freedom to choose any doctor with extra savingsnyou see a preferred provider

1 Standard Option

- Affordable premiums

- Low $10 copay for office visits to any primary care physician including family or general practitioners, pediatricians
OB/GYN and medical iternists

- No requirement to choose a singlectbr as your primary physician

- Norefearal needed to see a specialist

- $5 copayfor generic prescription drugs

- Preventive dental services covesb0% without a deductible

- Freedom to choose any doctor with extra savingsnyou see a preferred provider

2012GEHA 24 High and Standard OptioSection 5 Overview


http://www.geha.com/

High and Standard Option

Section 5(a) Medical services ad supplies
provided by physicians and other health care professionals

Important things you should keep in mind about these benefits:

1 Please remember that all benefits are subject to the definitions, limitations, and exclusions in this brg
and are pyable only when we determine they are medically necessary.

1 The calendar year deductible is $350 per person ($700 per family) under the High and Standard Opt
calendar year deductible applies to dauamoish!| a)
when the calendar year deductible does not apply.

1 The noRPPO benefits are the standard benefits of this Plan. PPO benefits apply only when you use
provider. When no PPO provider is available, /#0 benefits apply.

1 Be sure to@ad Section 4Your costs for covered servigdsr valuable information about how cestaring
works, with special sections for members who are age 65 or over. Also read Section 9 about coordir
benefits with other coverage, including with Medicare.

1 When you use a PPO hospital, the professionals who provide services to you in a hospital may not a
preferred providers. If they are not, they will be paid by Fté® as norfPPO providers. However, if the
services are rendered at a PPO hospitalyill pay up to the Plan allowable for services of radiologists
anesthesiologists, emergency room physicians and pathologists who are not preferred providers at t
preferred provider rate.

1 YOU MUST GET PRECERTIFICATION FOR CERTAIN OUTPATIENT IMAGING
PROCEDURES. FAILURE TO DO SO WILL RESULT IN A MINIMUM OF $100 PENALTY
Please refer to precertification information in Section 3 to be sure which procedures require precertifi

Benefits Description You pay
After the calendar yea

Note: The calendar year deductible applies to almost all benefits in this Section.
We say fA(No deducrioiapplye) 6 when it does

Diagnostic and treatment services High Option Standard Option
Professional services of physicians PPO: £0 copayment (No PPO: $10 copayment for office

| h S ~ . deductible) visits to primary care physician
Thn physicianos o L ce $25 copayment for office visits
{ Routine physical examinations Non-PPO: 25% of the Plan to specialists (No deductible)

allowance and any difference
i Office medical consultations between our allowance and thg Non-PPO: 35% of the Plan
. - billed amount allowance and any difference

T Second surgical opinions between our allowance and the
Note: See pagedFor coverage of Christian Science billed amount

practitioners.

1 Emergency room physician care (raccidental injury) | PPO: 10% of the Plan allowan{ PPO: 15% of the Plan allowanc

9 During a hospital stay Non-PPO: 25% of the Plan Non-PPO: 35% of the Plan
{1 At home allowance and any difference | allowance and any difference
between our allowance and thq between our alloance and the
1 Professional services of a physician at an urgent care | billed amount billed amount
facility
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High and Standard Option

Lab, X-ray and other diagnostic tests

You pay

High Option

Standard Option

Tests, such as:

Blood tests

Urinalysis

Non-routine Pap test

Pathology

X-rays

Nortroutine mammograms

CAT Scans/MRloutpatient requires precertification)
Double contrast barium enemas

Ultrasound

= =4 =4 -4 -4 -4 -8 -2 _—a -2

Electrocardiogram and EEG

PPO: 10% of the Plan allowan

Non-PPQ 25% of the Plan
allowance and any difference
between our allowance and the
billed amount

Note: If your PPO provider use
a nonrPPO lab or radiologist,
we will pay noRPPO benefits
for any lab and Xay charges

PPO: 15% of the Plan allowanc

Non-PPO: 386 of the Plan
allowance and any difference
between our allowance and the
billed amount

Note: If your PPO provider use
a norPPO lab or radiologist,
we will pay noARPPO benefits
for any lab and Xay charges

Not covered:

1 Professional fees for automaitéab tests

All charges

All charges

Lab Card, service of Quest Diagnostics

You may use this voluntary program for covered
outpatient lab tests. You show your Lab Card Program
identification card and tell your physician you wid like

to use the Lab Card benefit. If the physician draws the
specimen, he/she can cgD0) 646-7788 for pick up or

you can go to an approved collection site and show your
Lab Card alongvith the test requisition from your
physician and have thgpecimen drawn therePlease
Note: Y ou must show your Lab Card each time you obtail
lab work whether in the physiciénoffice or collection

site. To find an approved collection site near you, call
(800) 646-7788 or visit the website at
http://www.geha.com/more_benefits programs/labcard.h

Nothing (No deductible)

Note: This benefit applies to
expenses for lab tests only.
Related expenses for services
by a physician (or lakests
performed by an associated
laboratory not participating in
the Lab Card Program) are
subject to applicable deductiblg
and coinsurance.

Nothing (No deductible)

Note: This benefit applies to
expenses for lab tests only.
Related expenses for services
by a physician (or lab tests
performed by an associated
laboratory not participating in
the Lab Card Program) are
subject to applicabldeductibles
andcoinsurance.

Preventive care, adult

Professional services, such as:

9 Age and gender appropriate peative medical
examination

Routinescreenings, limited to

9 Total blood cholesterol screenings
1 Chlamydial infection

1 Colorectal cancer screeningcluding

- Annual coverage of one fecal occult blood test for
members age 40 and older

- Sigmoidoscopy (surgeon and facility charges)
- Colonoscopy (surgeon and facility charges)
1 Prostate cancer screening

- Annual coverage of one PSA (Prostate Specific

Antigen) test for men age 40 and older

PPO: Nothing (No deductible)

Non-PPO: 25% of the Plan
allowance andray difference
between our allowance and the
billed amount

PPO: Nothing (No deductible)

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount
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Preventive care, adult (continued

You pay

High Option

Standard Option

Routinescreenings, limited tb continued
1 Routine Pap test

- Annual coverage of one Pap smear for women age
and older

1 Routine mammogram
- Mammograms for diagnostic and/or routine screen
1 Osteoporosis screening

- Bone density tests for routine screening for woien
or older or women 60 or older who are at increaseq
risk

PPO: Nothing (No deductible)

Non-PPO: 25% of the Pia
allowance and any difference
between our allowance and thd
billed amount

PPO: Nothing (No deductible)

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

1 Adult routine immunizationsndorsed by the Centers fo
Disease Control and Prevention (CDC)

PPO: Nothing (No deductible)

Non-PPO: Nothing, except any|
difference between our Plan
allowance and the billed
amount. (No deductible)

PPO: Nothing (No deductible)

Non-PPQ Nothing, excepany
difference between our Plan
allowance and the billed
amount. (No deductible)

Not covered:
9 Professional fees for automated lasts

All charges

All charges

Preventive care, children

For dependent children under &

9 Childhoodimmunizations recommended by the Americ
Academy of Pediatrics

1 Well-child carecharges for routine examinations,
including one routine eye examtionperperson per
calendar yeaiimmunizations and care

1 Initial examination of a newborhild covered under a
family enrollment

PPO: Nothing (No deductible)

Non-PPO: Nothing, except any
difference between our Plan
allowance and the billed
amount. (No deductible)

PPO: Nothiig (No deductible)

Non-PPQ Nothing, except any
difference between our Plan
allowance and the billed
amount. (No deductible)

Vision examinations, limited to:

9 Examinations for amblyopia and strabismus

PPO: $20 copanent (No
deductible)

Norn-PPO: 25% of the Plan
allowance and any difference
between our allowance and the
billed amount

PPO: $10 copayment for office
visits to primary care physician
$25 copayment for office visits
to specialist§No deductible)
Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

Not covered:
1 Professional fees for automated lab $est

All charges

All charges

Maternity care

Complete maternity (obstetal) care, such as:
1 Prenatal care

9 Delivery

1 Postnatal care

1 Physician care such as sonograms

Note: Here are some things to keep in mind

1 You do not need to precertify your normal delivery; seq
page B for other édrcumstances, such as extended stay
for you or your baby.

PPO: Nothing (No deductible)

Non-PPO: 25% of the Plan

allowance and any difference
between our allowance and thd
billed amount

PPO: Nothing (No deductible)

Non-PPO: 35% ofhe Plan
allowance and any difference
between our allowance and the
billed amount
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Maternity care (continued)

You pay

High Option

Standard Option

1 You may remain in the hospitap to 48 hows after a
regular delivery and 96 hours after a cesarean delivery
We will cover an extended stay if medically necessary,
you must precertify.

1 We cover routine nursery care of the newborn child du
the covered portion yf t

1 We pay hospitalization and surgeon serviceson
maternity caréhe same as for illness and injury. See
Hospital benefit§Section 5(c)) an&urgery benefits
(Section 5(b))

PPO: Nothing (No deductible)

Non-PPO: 25% of the Plan
allowance and any difference
between our allowance and thq
billed amount

PPO: Nothing (No deductible)

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

1 We will cover other care of an infant who requires
nortroutine treatment if we cover the infant under a Se
and Family enrollment. Surgical benefits, not maternity
benefits, apply to circumcision.

1 Approved fetal monitors, skilled nursing services,
intravenous/infusion therapy, and injectsoare covered
the same as other medical benefits for diagnostic and
treatment services.

Note: Maternity care expenses incurred by a Plan membgq
serving as a surrogate mother are covered by the Plan s
to reimbursement from the other party to the cgacy
contract or agreement. The involved Plan member must
execute our Reimbursement Agreement against any pay
she may receive under a surrogacy contract or agreemer
Expenses of the neborn child are not covered under this
any other benefit in aurrogate mother situation.

PPO: 10% of the Plan allowan

Non-PPO: 25% of the Plan

allowance and any difference
between our allowance and the
billed amount

PPO: 15% ofhePlan allowance

Non-PPO: 35% of the Plan
allowance and any difference
between ouallowance and the
billed amount

Not covered:

9 Home uterine monitoring devicamless preauthorized b
our Medical Director

1 Charges related to abortiorexcept when the life of the
mother would be endangerddhe fetus were carried to
term or when the pregnancy is the result of rape or inc

9 Charges for services and supplies incurred after
termination of coverage

All charges

All charges

Family planning

A range of voluntary family planning servicéisnited to:

1 Voluntary sterilizatios (seeSurgical procedures
Section 5(b))

1 Surgically implanted contraceptives

1 Injectable contraceptive dru¢such as Depo prera)
1 Intrauterine devices (IUDs)

9 Diaphragms

Note: We cover oral contraceptives underhescription
drug benefgin Section 5(f)

PPO: 10% of the Plan allowan

Non-PPO: 25% of the Plan

allowance and any difference
between our allowance and th¢
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount
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High and Standard Option

Family planning (continued)

You pay

High Option

Standard Option

Not covered:

1 Reversal of voluntary surgical sterilizations
1 Genetic counselingnd genetic screening

1 Preimplantation genetic diagnosis (PGD)

1 Expenses for sperm collection and storage

All charges

All charges

Infertility services

1 Diagnosis and treatment offartility except as shown in
Not covered

Note: Benefits are limited to a maximum of $3,000 per
personper calendar year.

PPO: 10% of the Plan allowan

NonPPO: 25% of the Plan
allowance and any difference
between our allowance aniuket
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

Not covered:
1 Infertility services after voluntary sterilizations

9 Fertility drugs

All charges

All charges

1 Genetic counseling and genetic screening
1 Preimplantation genetic diagnosis (PGD)
1 Assisted reproductive technology (ART) procedures,
such as:
- Atrtificial insemination
- Invitro fertilization
- Embryo transfer and gamete intrafallopian transfer
(GIFT)
- Intravaginal insemination (1VI)
- Intracervical insemination (ICI)
- Intrauterine insemination (1UI)
9 Services and supplies related to ART procedures
1 Cost of donor sperm
9 Cost of @nor egg
Allergy care

9 Testingand treatment, including materials (such as alle
serum)

1 Allergy testing is limited to $500 per person per calend
year

1 Allergy injections

PPO: 10% of the Plan allowan

Non-PPO: 25% of the Plan

allowance and any difference
between our allowance and thg
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

Not covered: All charges All charges
1 Clinical ecology and environmental medicine
1 Provocative food testing and sublingual allergy
desensitization
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Treatment therapies

You pay

High Option

Standard Option

1 Antibiotic therapyi Intravenous (1V)/Infusin (see *Note)
9 Outpatient cardiac rehabilitation

1 Chemotherapwpndradiation therapy (precertification
required)

Note: Highdose chemotherapy in association with
autologous bone armrow transplants is limited to those
transplants listed on pages-48.

1 Dialysisi hemodialysis and peritoneal (precertification
required)

1 Intravenous (IV)/Infusioherapy(see *Note)
1 Respiratory and inhalation therapies

Note: Some medications required for treatment therapies
may be available through Medco Pharmacy (mail order) (
Medco participating pharmacy. Medications obtained fro
these sources are covered undemRtescription drug
benefitan Section 5(f).

*Note: Please refer to th8pecialty drug benefitsn pages
31-32 for benefits which apply to some categories of
prescription drug treatment including Growth Hormone
Therapy (GHT).

PPO: 10% of the Plan allowan

Non-PPO: 25% of the Plan
allowance and any differen
between our allowance and thg
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

Not covered:

1 Chelating therapy except for acutesanic, gold or lead
poisoning

1 Maintenance cardiac rehabilitation
9 Topical hyperbaric oxygen therapy
9 Prolotherapy

All charges

All charges
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Specialty drug benefits

You pay

High Option

Standard Option

Specialtymedications are thesused to treat some severe,
chronic medical conditions and are usually administered
injection or infusion including, but not limited to, those in
the following categoriesSee Section 5(fprescription drug
benefitsfor additional pharmacy related infoation.

1 Hemophilia factor products such as Helixate FS,
Recombinate;

1 Blood growth factors such as Aranesp, Leukine,
Neupogen, Procrit, Promacta;

1 Medications for hyperparathyroidism such as Sensipar

1 Growth Hormone medicatiorsich as Genotropin,
Humatrope, Nutropin;

T Immunoglobulin preparations such as Gammagard,
GammarP, Vivaglobin;

9 Psoriasis medications such as Amevive;

9 Multiple Sclerosis medications such as Avonex,
Betaseron, Rebif, Tysabri, Copaxone;

1 Hepatitis medicationsush as Intron A, Pegasys, Peg
Intron, Copegus, Rebetol, Ribavirin, Ribapak, Ribasph

 Rheumatoid arthritis medications such as Kineret,
Orencia, Enbrel and Humira. These drugs may also be
indicated for other conditions.

1 Pulmonary medications such as 8gis (for RSV), Xolair
(asthma), Pulmozyme and Tobi/inhaled tobramycin (fo
cystic fibrosis);

1 Aldurazyme and Naglazyme to treat
Mucopolysaccharidosis;

Cerezyme to treat Gauche
Exjade as a blood modifier to treat iron overload;
Osteoporosis druguch as Forteo;

1 AIDS/HIV drug such as Fuzeon;

9 Orfadin for Hereditary Tyrosinemia;

9 Acromegaly drugs such as Octreotide and Sandostatin

= =4 =

9 Pulmonary hypertension drugs such as Remodulin, Flg
Tracleer and Ventavis, Letairis and Revatio;

1 Osteoarthritis medcations such as Synvisc, Supartz,
Orthovisc, Hyalgan, Euflexxa;

1 Ophthalmic medications such as Lucentis (for macular
degeneration);

1 Cancer medications such as Afinitor, Gleevec, Hycamt
Nexavar, Revlimid, Sprycel, Sutent, Tarceva, Tasigna,
Temodar, Thamid, Tykerb and Zolinza; or infused
medications, such as Herceptin, Erbitux, Rituxan;

9 Kuvan for Phenylketonuria (PKU);

1 Cystadane for Homocystinuria; and

T Xenazi Huntingtond

ne for

Medications dispensed by
Medco Specialty Pharmacies:

When GEHA is primary:

1 25% coinsurance up to a
maximum of $150 for up
to a 30day supply

9 $350 maximum coinsurance
for up to a 9eday supply

When Medicare is primary:

9 15% coinsurance up to a
maximum of $150 for up
to a 30day supply

1 $350 maximum coinsurance
for up toa 9Gday supply

If you choose a brand name
specialty drug for which a
generic drug exists, you will pa|
the 25% (norMedicare)/15%
(Medicare) coinsurance and th
difference between the cost of
the brand name drug and the
cost of the generic drug, unless
your physician has provided
clinical necessity for the brand
name specialty drug which will
requirepreauthorization.

Medications dispensed by
other sources including
physician offices, home health
agencies, outpatient hospitals:

1 PPRO: $300 copayment per
prescription fill and 10% of
the Plan allowance

1 Non-PPO: $300 copayment
per prescription fill and 25%
of the Plan allowance

9 The $300 copayment per
prescription fill does not
apply to the oubf-pocket
maximum

Note: A separate copaymie
applies per prescription fill up
to a 3Qday supply.

Medications dispensed by
Medco Specialty Pharmacies:

1 50% coinsurance up to a
maximum of $200 for up
to a 30day supply

1 50% coinsurance up to a
maximum of $500 for up
to a 90day supply

Medications dispensed by
other sources including
physician offices, home health
agencies, outpatient hospitals:

1 PPO: $500 copayment per
prescription fill and 15% of
the Plan allowance

1 NonPPO: $500 copayment
per prescription fill and 35%
of the Plan allowance

1 The $5® copayment per
prescription fill does not
apply to the oubf-pocket
maximum

Note: A separate copayment
applies per prescription fill up
to a 30day supply.
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Specialtydrug benefits(continued)

You pay

High Option

Standard Option

Drugs in these categories are subject tdSpecialtydrug
benefits The medication examples provided above are n
all inclusive. Call our customer service department at (8(
821-6136 to determine if other medicatiomst listed apply
to this benefit.

Note: Coinsurance for medications dispensed by Medco
Specialty Pharmacies go toward a $4,000 (High Option)
$6,000 (Standard Option) annual prescriptionafypocket
limit (for Self Only or for Self and Family enrolimes)
except for the difference in the cost of the generic and thgq
brand multisource specialty drugs.

Non-Specialty Pharmacy retail purchase

If Medco Specialty Pharmacies are not used and you
purchase medications in the above categories through a
retailpharmacy, you must submit your claim to:

Medco
P.O. Box 14711
Lexington, KY 40512

Rei mbur sement wi || be basg{

used theSpecialtyPharmacies.
You must submit original drug receipts.

Note: Coinsurance for medications dispensedetil
pharmacies go toward a $4,008igh Option) or $6,000
(Standard Optionjannual prescription owdf-pocket limit
(for Self Only or for Self and Family enrollments) except
for the difference in the cost of the generic and the brand
multi-source pecialty drugs

When GEHA is primary:

1 $300 copayment per
prescription fill and 25%
of the Plan allowance (plus
any difference between our
allowance and the cost of
the drug)

Note: A separate copayment
applies per prescriptidiil up
to a 30day supply.

When Medicare is primary:

1 $300 copayment per
prescription fill and 20%
of the Plan allowance (and
any difference between our
allowance and the cost of
the drug)

Note: A separate copayment
applies per prescription fill up
to a 30day supply.

If you choose a brand name
specialty drug for which a
generic drug exists, you will pal
the 25% (norMedicare)/20%
(Medicare) coinsurance and th
difference between the cost of
the brand name drug and the
cost of the generic drug, unles
your physician has provided
clinical necessity for the brand
name specialty drug which will

requirepreauthorization.

1 $500 copayment per
prescription fill and 50%
of the Plan allowancéplus
any difference between our
allowanceand the cost of
the drug

Note: A separate copayment
applies per prescription fill up
to a 30day supply.
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Physical and occupational therapies

You pay

High Option

Standard Option

1 60 visits pelperson pecalendar year for the combined
services of the following: (One visit is two hours or less
physical or occupational therapy.)

- Qualified physical therapists
- Qualified occupational therapists

All physicalandoccupational therapyisits require
preauthorization. Please make an evaluation visit then
contact OrthoNet by phone at (877) 34899 or faxto
(877) 3044398a copy of the evaluation to OrthoNet.
Authorizations will be provided in blocks of time and
progress reviewed prior to additional laoitizations.

To precertify physicaaindoccupational therapy in Georgia
contact Coventry at (800) 472D04. In North and South
Carolina contact WellPath at (800) 70855. In
Pennsylvania contact HAPA at (800) 75535.

Authorizations fophysicaland occupational therapgre
based on medical necessity. In order to make individual
specific authorization decisions, OrthoNet will review the
treating providerds eval u:
of member 6s s wsngrute), mesure @everity(
of symptoms, timeframes for anticipated recovery or clinif
milestones, measurements of joint motion or from
standardized tools specific to the condition or affected bo
part (Simple Shoulder Ted#SS Knee Score, Oswestry, an
DASH),andrehalp ot ent i al . -goirgthérdpy N
management is concurrent and based on progress made
therapy.

Note: We only cover therapy to restore bodily function
when there has been a total or partial loss of bodily functi
due to illness or injury and whe physician:

- orders the care

- identifies the specific professional skills the patient
requires and the medical necessity for skilled servi

- indicates the length of time the services are neede

Note: When you receive medically necessary physical of
occupational therapy on an outpatient basis from a qualifi
professional therapist at a skilled nursing facilijsur
therapy is covered up ®an limits.

PPO: 10% of the Rh allowance

Non-PPO: 25% of the Plan

allowance and any difference
between our allowance and thg
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

Not covered: All charges All charges
1 Exercise programs
1 Longterm rehabilitative therapy
9 Hot and cold packs
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Speech therapy

You pay

High Option

Standard Option

1 30 visits peiperson pecalendar year for the services of
qualified speech therapist: (One visit is thaurs or less
of speech therapy.)

Note: We only cover speech therapy when a physician:
- orders the care

- identifies the specific professional skills the patient
requires and the medical necessity for skilled servi

- indicates thedngth of time the services are needed

All speech therapy visits require preauthorization. Pleasg
make an evaluation visit, then contact OrthoNet by phone
at (877) 3044399 orfax to (877) 3044398a copy of the
evaluation to OrthoNet. Authorizations lle provided

in blocks of time and progress reviewed prior to additiong
authorizations.

To precertify speech therapy in Georgia contact Coventry
at (800) 4762004. In North and South Carolina contact
WellPath at (800) 708355. In Pennsylvania caut HAPA
at (800) 7551135.

Authorization forspeech therapig based on medical
necessity. In order to make individesgecific authorization
deci sions, Ort hoNet will [
evaluati on; including di a(
symptoms, nature or severity of symptoms, timeframes fc
anticipated recovery or clinical milestones, and rehab
potenti al -going théerdpy Mbaagément is n
concurrent and based on progress made in therapy.
Note: When you receive medically neaassspeech therap
on an outpatient basis from a qualified speech therapist ¢
skilled nursing facility, your therapy is covered ugrtan
limits.

PPO: 10% of the Plan allowan

Non-PPO: 25% of the Plan

allowanceand any difference
between our allowance and the
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

Not covered:
9 Computer devices to assist with communications

9 Conputer programs of any type, including but not limite
to those to assist with speech therapy

All charges

All charges

Hearing services {esting, treatmentand
supplieg

1 For treatment related to illness or injury, including
evaluation and diagnostic h@ay tests performed by an
M.D., D.O., or audiologist

Note: For routine hearing screening performed during a
childds prevent i ve Preeenteecard
children

1 Implanted hearingelated devices, such as bone anchol
hearing aids (BAIA) and cochlear implants

Note: For benefits fothe devices, see Section 5(a)

Orthopedicand prosthetic devices.

PPO: 10% of the Plan allowan

Non-PPO: 25% of the Plan
allowance and any difference
between our allowance and thg
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

Hearing services (testing, treatment and suppliesntinued on next pa
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Hearing services (testing, treatmenand

You pay

supplies)(continued)

High Option

Standard Option

1 External hearing aids

Note: Benefit is payablper persorevery five years

PPO: All charges in excess of
$500 for each ear (No
deductible)

Non-PPO: All charges in exce
of $500 for eah ear (No
deductible)

PPO: All charges in excess of
$250 for each ear (No
deductible)

Non-PPO: All charges in exces
of $250 for each ear (No
deductible)

Not covered:

9 Hearing services that are not shown as covered

All charges

All charges

Vision services (testing, treatmentind supplies)

1 First pair of contact lenses standard ocular implant
lenses if required to correct an impairment existing afte
intraocular surgery or accidental injury

9 Outpatient Vision therapy visits by an ophthalmologist ¢
optometrist

PPO: 10% of the Plan allowan

Non-PPO: 25% of the Plan

allowance and any difference
between our allowance and the
billed amount

PPO: 15% of the Ptaallowance

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

Not covered:

1 Computer programs of any type, including but not limiti
to those to assist with vision therapy

1 Eyeglasses or contact lenses andreinations for them
except as shown above

1 Radial keratotomy and other refractive surgery

9 Special multifocal ocular implant lenses

All charges

All charges

Foot care

1 Routine foot carenly whenyou are under active
treatment for a metabolic or peripheral vascular diseas
such as diabetes

PPO: $20 copayment for the
office visit (No deductible); plug
10% of the Plan allowance for
other services performed durin
the visit

Non-PPO: 25% of the Rh

allowance and any difference
between our allowance and the
billed amount

PPO: $10 copayment for the
office visit to primary care
physicians; $25 copayment for
office visits to specialists (No
deductible); plus 15% of the
Plan allowance for other
services performed during the
visit

Non-PPO: 35% of the Plan
allowance and any difference

between our allowance and the
billed amount

9 One pair of diabetic shoes gegrson pecalendar year

PPO & NonPPO: All charges i
excess of $150 (No deductible

PPO & NonPPO: All charges ir
excess of $150 (No deductible;

Not covered:

9 Cutting, trimming of toenails or removal of corns,
calluses, or similar routine treatment of conditions of th
foot, except as stated above

All charges

All charges
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Orthopedic and prosthetic devices

You pay

High Option

Standard Option

1 Artificial limbs and eyes
1 Stump hose

1 Externally worn breast prosthessasd surgical bras,
including necessary replacements following a mastect

1 Intemal prosthetiaevices, such as artificial joints,
pacemakers and surgically implanted breast implant
following mastectomy

1 Implanted hearingelated devices, such as bone anchol
hearing aids (BAHA) and cochlear implants

Note: For information on the professional charges for the
surgery to insert an implant, see Section) Rbrgical
procedures.For information on the hospital and/or
ambulatory surgery center benefits, see SectionSdp)ices
provided by a hospital or other fdity, and ambulance
services.

Note: We will pay only for the cost of the standard item.
Coverage for specialty items such as bionics is limited to
cost of the standard item.

PPO: 10% of the Plan allowan

Non-PPO: 25% of the Plan
allowance and any fierence
between our allowance and the
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

Not covered:

1 Orthopedic and corrective shoes, arch suppdast
orthotics heel pads and heel cups

9 Bioelectric, computer programmed prosthetic devices

All charges

All charges

Durable medical equipment (DME)

Durable medical equipment (DME) is equipment and
supplies that:

9 Are prescribed $your attending physician (i.e., the
physician who is treating your iliness or injury)

9 Are medically necessary

1 Are primarily and customarily used only for a medical
purpose

1 Are generally useful only to a person with an illness or
injury
9 Are designed foprolonged use

1 Serve a specific therapeutic purpose in the treatment ¢
illness or injury

We cover rental or purchase of durable medical equipme
at our option, including repair and adjustment.

Covered items include:
1 Oxygen
1 Dialysis equipment

PPO: 10% of the Plan allowan

Non-PPO: 25% of the Plan
allowance and any difference
between our allowance and th¢
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount
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Durable medical equipment(DME)

You pay

(continued)

High Option

Standard Option

1 Hospital beds
1 Wheelchairs
1 Crutches

1 Walkers

Note: Call us at (800) 826136 as sooas your physician
prescribes this equipment. We will arrange with a health
care provider to rent or sell you durable medical equipme|
at discounted rates and will tell you more about this servi
when you call.

Note: We will pay only for the cost of ttetandard item.
Coverage for specialty equipment such adehain
wheelchairs is limited to the cost of the standard equipme

PPO: 10% of the Plan allowan

Non-PPO: 25% of the Plan
allowance and any difference
between our allowance and thg
billed anount

PPO: 15% of the Plan allowanc
Non-PPO: 35% of the Plan

allowance and any difference

between our allowance and the
billed amount

Not covered:

9 Computer devices to assist with communications
9 Computer programs of any type

1 Air purifiers, air conditionersheating pads, cold therapy,
units, whirlpool bathing equipment, sun and heat lampj{
exercise devices (even if ordered by a doctor), and oth
equipment that does not meet the definition of durable
medical equipment (pageB

1 Lifts, such as seat, chair ean lifts
1 Wigs

9 Bone stimulators except for established +umion
fractures

9 Devices or programs to eliminate bed wetting

All charges

All charges

Home health services

50 inhome visits per person per calendar year, not to ex(
one visit up to two hourger day when:

1 A registerechurse(R.N.) oralicensecdbracticalnurse
(L.P.N.) provides the services

1 The atteding physician orders the ear

1 The physician identifies the specific professional skills
required by the patient and the medicalessity for
skilled services

1 The physician indicates the length of time the sexvare
needed

Note: Covered services araded on our review for medical
necessity.

Note: Please refer to th®pecialty drug benefitsn pages 31

32 for information on benefits for home infusion therapieg

PPO: 10% of the Plan allowan

NonPPO: 25% of the Plan
allowance ad any difference
between our allowance and the
billed amount

PPO: 15% of the Plan allowanc
NonPPO: 35% of the Plan

allowance and any difference

between our allowance and the
billed amount
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Home healthservices(continued)

You pay

High Option

Standard Option

Not covered:

1 Nursing care requested by, or for the convenience of,
patient or the patientos

1 Services primarily for hygiene, feeding, exercising,
moving the patient, homemaking, comioaship or
giving oral medication

1 Home care primarily for personal assistance that does
include a medical component and is not diagnostic,
therapeutic, or rehabilitative

9 Custodial care

9 Services or supplies furnished by immediate relatives ¢
householdnembers, such as spouse, parents, children
brothers or sisters by blood, marriage or adoption

1 Inpatient private duty nursing

All charges

All charges

Chiropractic

Chiropractic services limited to:

9 12 visitsper person per catdar yeafor manipulation of
the spine

1 X-rays, used to detect and determine nerve interferen
due to spinal subluxations or misalignments

1 $25per person per calendar ydar chiropractic Xrays

Note: No other benefits for the services of a chiropreate
covered under any other provision of this Plan. In medici
underserved areas, services of a chiropractor that are list
above are subject to the stated limitations. In medically
underserved areas, services of a chiropractor that are wit
the $ope of his/her license and are not listed above are
eligible for regular Plan benefits.

PPO and NoiPPO:

All charges in excess of $20 ped
visit

All charges in excess of $25 fo
X-rays of the spine

Note: Visits and charges
exceeding these amounts are
applied toward the calendar ye
deductible.

PPO and NoiPPO:

All charges in excess of $20 pe
visit

All charges in excess of $25 fo
X-rays of the spine

Note: Visits and charges
exceeding these amounts are t
applied toward the calendar ye
deductible.

Not covered:
1 Any treatment not specifically listed as covered

1 Adjunctive procedures such as ultrasound, electrical
muscle stimulation, vibratory therapy, and cold pack
application

All charges

All charges

Alternative treatments

Acupuncture:

1 Benefits are limited to 20 procedunesr person per
calendar yeafor medically necessary acupuncture
treatments if performed by a Medical Doctor (M.D.) or
Doctor of Osteopath¢D.O.) for:

PPO: 106 of the Plan allowanc

Non-PPO: 25% of the Plan

allowance and any difference
between our allowance and the
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

- Anesthesia
- Pain relief
Alternative treatments continued on next page
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Alternative treatments (continued)

You pay

High Option

Standard Option

Christian Science Practitioners:

1 Benefits are limited to 50 sessigmar peson per calendal
year

Christian Science Facilities:

1 Nursing care and room and board in a facility accredite
by the Commission for Accreditation of Christian Scien|
Nursing Organizations up to 30 dgysr person per
calendar year

PPO: 10% of the Planlaivance

Non-PPO: 25% of the Plan
allowance and any difference
between our allowance and thg
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

Not covered:

1 All other alternative treatments, including clinical ecolo
and environmental medicine

1 Any treatment not specifically listed as covered
9 Naturopathic services

(Note: Benefits of certain alternative treatnt providers
may be covered in medically underserved areas; see pag
10.)

All charges

All charges

Educational classes and programs

Coverage is limited to:

1 TobaccoCessatiori We cover counseling sessions
including proactive telephone counseling, group
counseling and individual counseling. Benefits are
payable for up to two attempp®r person per calendar
year, with up to four counseling sessions per atiem

In addition, we coveover the countef wi t h a p
prescription) and prescription smoking cessation drugs
approved by the FDA. The quantity of drugs reimburse|
will be subject to recommended courses of treatment. |
may obtain smoking cessatiarugs with your Medco
prescription card, through Medco Pharmacy (mail orde]
or a nonNetwork Retail pharmacy. (See padgfér filing
instructions in Section 5(Brescription drug benefits

PPO: NothingNo deductible)

Non-PPO: Nothing, except any|
difference between our Plan
allowance and the billed
amount.(No deductible)

PPO: NothingNo deductible)

Non-PPO: Nothing, except any
difference between our Plan
allowance and the billed
amount.(No deductible)

Diabetes Education Provided by Certifiediabetes
Educators or physician through a program certified by |
American Diabetes Amciation up to $250 per perspar
calendar year

PPO: All charges in excess of
$250 (No deductible)

Non-PPO: All charges in exces
of $250 (No deductible)

PPO: All chages in excess of
$250 (No deductible)

Non-PPO: All charges in exces
of $250 (No deductible)

Nutritional Counseling Provided by a dietician with
state license or statutory aéidation up to $250 per
personper calendar yeaNutritional counselingnust be
ordered by a physician.

PPO & NonPPO: All charges i
excess of $250No deductible)

PPO & NonPPO: All chargein
excess of $250No deductible)
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Section 5(b) Surgical and anesthesia services
provided by physicians and other health care professnals

center, etc.).

preferred provider rate.

Benefits Description

Important things you should keep in mind about these benefits:

1 Please remember that all benefits are subject to the definitions, limitations, and exclusions in this br
and are payable only when we determine they are medically necessary.

1 Thecalendar year deductible is $350 per person ($700 per family) under the High and Standard Op
The calendar year deductible applies to almost all benefits in this Section. We added "(No deductib
to show when the calendar year deductible doeapyaly.

1 The noRPPO benefits are the standard benefits of this Plan. PPO benefits apply only when you useg
provider. When no PPO provider is available, /%0 benefits apply.

1 Be sure to read Section¥our costs for covered servicdsr valuablenformation about how costharing
works, with special sections for members who are age 65 or over. Also read Section 9 about coord
benefits with other coverage, including with Medicare.

1 The amounts listed below are for the charges billed by sigiay or other health care professional for
your surgical care. Look in Section 5(c) for charges associated with the facilithdspital, surgical

1 When you use a PPO hospital, the professionals who provide services to you ina hspitot all be
preferred providers. If they are not, they will be paid by Bfes1 as norPPO providers. However, if the
services are rendered at a PPO hospitalwill pay up to the Plan allowable for services of radiologists
anesthesiologists, emggncy room physicians and pathologists who are not preferred providers at the

1 YOU MUST GET PRECERTIFICATION FOR SOME SURGICAL PROCEDURES. Please refer
to the precertification information shown in Section 3 to be sure whicicesmequire precertification.

You pay

Af ter

t he

calendar yea

Note: The calendar year deductible applies to almost all benefits in this Section.

We say

Surgical procedures

in(No

High Option

d e d u motapply.l e) o

when it does

Standard Option

A comprehensive range of services, such as:

9 Operative procedures

1 Treatment of fractures, including casting

Normal pre and posbperative care by the surgeon
Correction of amblyopia and strabismus
Endoscopy procedures

Biopsy proedures

Removal of tumors and cysts

= =4 -4 -4 - -

Correction of congenital anomalieimited to children
under the age of 18 unlesgre is a functional deficit
(seeReconstructive surgery

PPO: 10% oflie Plan allowanct

Non-PPO: 25% of the Plan
allowance and any difference
between our allowance and thé
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount
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Surgical procedures(continued)

You pay

High Option

Standard Option

A comprehensive range of servicesontinued

1 Surgical treatment of obesifpariatric surgery) is
covered only if

- eligible enrollee is 18 or over

- clinical records support a body mass index of 40 o
greater (or 3510 when there is a emorbid condition
such as lifethreatening cardiopulmonary problems |
severe diabetes metlis) for a period of six months

- documentation ofailure to lower the body mass
index by a medically supervised prograrithin the
last twelve monthsf diet and exercise of at least si)
months duration

Note: Benefits are payable only for bariatric surgery whic
meets the above criteria and is perforraédenters certified
as fAwell qualifiedo by Ce
Services (CMS).Bariatric surgery must be precertified.

1 Insertion of internal prosthetic devicésge Section 5(a)
Orthopedic and prosthetic devictes device coverage
information

Voluntary sterilization (e.g., Tubal ligation, Vasectomy]
Surgically implanted contraceptives
Intrauterine devices (IUDs)
Treatment of burns

Assistant surgeons are covered up to 20% of our
allowance for the surga's charge for procedures when
is medically necessary to have an assistant surgeon.
Registered nurse first assistants and certified surgical
assistants are covered up to 15% of our allowance for
surgeonbés charge for tday
to have an assistant surgeon.

Note: Postoperative care is considered to be included in
the fee charged for a surgical procedure by a doctor. Any
additional fees charged by a doctor are not covered unle
such charge is for an unrelated condition.

= =4 -4 A -

PPO: 10% of the Plan allowan

Non-PPO: 25% of the Plan

allowance and any difference
between our allowance and th¢
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

When multiple or bilateral surgical procedures performed
during the same operative session add time or complexit
patient care, our benefits are:

1 For the primary procedure based on:
- Full Plan allowance

1 For thesecondaryand subsequent procedures based o
- Onehalf of the Plan allowance

Note: Multiple or bilateral surgical procedures performed
through the same incision
surgery. That is, the procedure would not add time or
complexty to patient care. We do not pay extra for
incidental procedures.

PPO: 10% of the Plan allowan

Non-PPO: 25% of the Plan
allowance and any difference
between ouallowanceand the
billed amount

PPO: 15% of the Plan allance

NonPPO: 35% of the Plan
allowance and any difference
between ouallowanceand the
billed amount
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Surgical procedures(continued)

You pay

High Option

Standard Option

Not covered:

9 Reversal of vaintary sterilization

1 Services of a standby physician or surgeon

1 Routine treatment of conditions of the foot; see Foot ci

1 Surgical treatment of hyperhidrosis unless alternative
therapies such as botox injectiomistopical aluminum
chloride and pharmacotherapy have been unsuccessfi

All charges

All charges

Reconstructive surgery

Surgery to correct a functional defect

Surgery to correct a condition caused by injury or illnej

if:

- the condition produced a major effect on the
member 6s appearance anhg(

- the condition can reasonably be expected to be
corrected by such surgery

Surgery to correct a condition that existed at or from b
and is a significant deviatidnom the common form or
normi limited to children under the age of 18 unless
there is a functional deficit. Examples of congenital
anomaliesare: cleft lip; cleft palate; birth marks; and
webbed fingers and toes.

All stagesof breast reconstruction surgery following a
mastectomy, such as:

- surgery to produce a symmetrical appearance of
breasts

- treatment of any physical complications, such as
lymphedemas

- breast prostheses; and surgical bras and replacen
(see Section 5(a&)rthopedic and prosthetic devices
for coverage)

Note: We pay for internal breast prostheses as hospital
benefits if billed by a hospital. If included with the
surgeonds bill, surgery b
Note: If you need a nséectomy, you may choose to have
the procedure performed on an inpatient basis and rema
the hospital up to 48 hours after the procedure.

PPO: 10% of the Plan allowan(

Non-PPO: 25% of the Plan
allowance and any difference
between our allowance andeth
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

Not covered:

il

Cosmetic surgery any surgical procedure (or any
portion of a procedure) pormed primarily to improve
physical appearance through change in bodily form,
except repair of accidental injury if repair is initiated
promptly or as soon as t

Surgeries related to sex transformation or sexual
dysfunction

Surgeries to correct congenitainomalies for individuals
age 18 and older unless there is a functional deficit

Charges for photographs to document physical conditi

1

All charges

All charges
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Oral and maxillofacial surgery

You pay

High Option

Standard Option

Oral surgicalprocedures, limited to:
1 Reduction of fractures of the jaws or facial bones
1 Surgical correction of cleft lip, cleft palate

1 Excision of cysts anihcision of abscesses unrelated to
tooth structure

1 Extraction of impacted (unerupted or partially erupted)
teeth

1 Alveoloplasty, partial or radical removal of the lower ja
with bone graft

1 Excision of tori, tumors, leukoplakia, prafignant and
malignant lesions, and biopsf hard and soft oral tissue

1 Open reduction of dislocations and excision,
manipulation, aspiration or injéon of
temporomandibular joints

1 Removal of foreign body, skin, subcutaneous areolar
tissue, reactioproducing foreign bodies in the
musculoskeletal system and salivary stones and
incision/excision of salivarglands and ducts

Repair of traumatic wounds
Incision of the sius and repair of oral fistulas
Surgical teatment of trigeminal neuralgia

Repair ofaccidental injury to sound natural teeth such |
expenses for Xays, drugs, crowns, bridgework, inlays
and dentures. Masticating (biting or chewing) incident
are not considered to be accidental injuries. Accidents
dental injuy is covered at 100% for charges incurred
within 72 hours of an accident (spage55).

1 Orthognathic surgery for the following conditions:

= =4 -4 -

- severe sleep apnea only after conservative treatm
of sleep apnea has failed

- cleft palate and Pierre Robin Syndrem

- Orthognathic surgery for any other condition is not
covered

9 Other oral surgery procedures that do not involve the
teeth or their goporting structures

PPO: 10% of the Plan allowan(

Non-PPO: 25% of the Plan
allowance and any difference
between our alloance and the
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

Not Covered: All charges All charges
1 Oral implants and transplants
1 Procedures that involve the teeth or their supporting
structures (such as the periodontal membrane, gingivg
and alveolar bone)
9 Orthodontic treatment
1 Any oral or maxillofacial surgery ricpecifically listed as
covered
1 Orthognathic surgery, except as outlihabove for sever
sleep apnegcleft palate and Rrre Robin Syndrome
(even if necessary because of TMJ dysfunction or
disorder)
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Organlftissue transplants

You pay

High Option

Standard Option

Thesesolid organ transplantsare subject to medical
necessity and experimental/investigational review by the
Plan. Refer t®ther servicedn Section 3 for prior
authorization procedures.

Solid organ transplants limited to
1 Cornea

1 Heart

1 Heart/lung

1 Intestinal transplants

- Small intestine

- Small intestine with the liver

- Small intestine with multiple organs, such as the
liver, stomach, and pancreas

Kidney
Liver
Lung single/bilateral

1
1
1
1 Pancreas

PPO: 10% of the Plan allowan(

Non-PPO: 25% of the Plan

allowance and any difference
between our allowance and thg
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

Blood or marrow stem cell transplantslimited to the
stages of the following diagnoseRefer toOther servicedn
Section 3 for prior authorization procedures.

Physicians consider many features to determine how
diseases will respond to different types of treatment. Sol
of the features measured are thesence or absence of
normal and abnormal chromosomes, the extension of the
disease throughout the body, and how fast the tumor cel
grow. By analyzing these and other characteristics,
physicians can determine which diseases may respond t
treatment withat transplant and which diseases may
respond to transplant. For the diagnoses listed below, th
medical necessity limitation is considered satisfied if the
patient meets the staging description.

9 Allogeneic transplants for

- Acute lymphocytic or notymphocytic
(i.e., myelogenous) leukemia

- Advanced Hodgkindés | ymj
(relapsed)
- AdvancednortHodgki nés | ympho

reoccurrence (relapsed)

- Chronic lymphocytic leukemia/small lymphocytic
lymphama (CLL/SLL)

- Marrow Failure and Related Disorders
(i.e., Fanconi 6s,

- Chronic myelogenous leukemia

PNH,

- Hemoglobinopathy

PPO: 10% of the Plan allowang

Non-PPO: 25% of the Plan
allowance and any difference
between our allowance atige
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount
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Organltissue transplants(continue)

You pay

High Option

Standard Option

1 Allogeneic transplants fercontinued
- Myelodysplasia/Myelodysplastic syndromes
- Severe combined immunodeficiency
- Severe or very severe aplastic anemia
- Amyloidosis
- Paroxysmal Nocturad Hemoglobinuria

PPO: 10% of the Plan allowan

Non-PPO: 25% of the Plan
allowance and any difference
between our allowance and the
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowanand the
billed amount

Thesetandem blood or marrow stem cell transplants for
covered transplantsare subject to medical necessity revig
by the Plan. Refer tBther servicesn Section 3 for prior
authorization procedures.

9 Autologous transplants for

- Acute lymphocytic or notlymphocytic
(i.e., myelogenous) leukemia

- Advanced Hodgkinds | ymj
(relapsed)
- AdvancednortHodgki nés | ympho

reoccurrence (relapsed)
- Neuroblastoma
- Amyloidosis
1 Autologous tandem transplants for
- AL Amyloidosis
- Multiple myeloma (de novo and treated)

- Recurrent germ cell tumors (including testicular
cancer)

Blood or marrow stem cell transplants for:
1 Allogeneic transplants for

- Phagocytic/[Hemophagocytic deficiency diseases
(e.g., WiskottAldrich syndrome)

- Advanced neuroblastoma
- Infantile malignant osteopetrosis
9 Autologous transplants for

- Multiple myeloma

- Testicular, mediastinatetroperitoneal and ovarian
germ cell tumors,

- Breast cancer

- Epithelial ovarian cancer

- Childhood rhabdomyosarcoma

- Advanced Ewing sarcoma

- Advanced Childhood kidney cancers
- Mantle Cell (NorHodgkin lymphoma)
- Wal

denstrombs macrogl ol

PPO: 10% of thélan allowancs

Non-PPO: 25% of the Plan
allowance and any difference
between our allowance and the
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount
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Organltissue transplants(continued)

You pay

High Option

Standard Option

Mini-transplants performed in a clinical trial setting (hon
myeloablative, reduced intensity conditioning or RIC) for
members with a dgnosis listed below are subject to
medical necessity review by the Plan.

Refer toOther servicedn Section 3 for prior authorization
procedures:

1 Allogeneic transplants for

- Acute lymphocytic or notlymphocytic
(i.e., myelogenous) leukemia

- AdvancedHodgi nd6s | ymphoma w
(relapsed)

- AdvancednoHodgki nés | ympho
reoccurrence (relapsed)

- Acute myeloid leukemia

- Advanced Myeloproliferative Disorders (MPDs)

- Amyloidosis

- Chronic lymphocytic leukemia/small lymphocytic
lymphoma (CLL/SLL)

- Hemodobinopathy

- Marrow failure and rel g
PNH, Pure Red Cell Aplasia)

- Myelodysplasia/lMyelodysplastic syndromes

- Paroxysmal Nocturnal Hemoglobinuria

- Severe combined immunodeficiency

- Severe or very severe aplastic anemia

1 Autologous tansplants for

- Acute lymphocytic or noymphocytic
(i.e., myelogenous) leukemia

- Advanced Hodgkinds | ymy
(relapsed)

- AdvancednortHodgki nés | ympho

reoccurrence (relapsed)
- Amyloidosis
- Neuroblastoma

Tandem transplants for covergdnsplants: Subject to
medical necessity.

We will cover donor screening tests and donor search
expenses for up to four potential donors for bone marrow
stem cell transplants.

PPO: 10% of the Plan allowan

Non-PPO: 25% of the Plan
allowance and anyiffierence
between our allowance and the
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount
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Organ/tissue ransplants (continued) You pay

High Option Standard Option

Note: We cover related medical and hospital expenses g
donor when we cover the recipient.

Note: All allowable charges incurred for a surgical

transplant, whether incurred by the recipientionor will be
considered expenses of the recipient and will be coverec
same as for any other illness or injury subject to the limit;
stated below. This benefit applies only if the recipient is

covered by wus and i f t hise
covered.
Transportation Benefit PPO:Nothing (No deductiblg PPO:Nothing (No deductiblg
1 We will also provide up to $10,000 per covered transp| Non-PPO:Nothing (No Non-PPO: Nothing Ko
for transportation (milege or airfare) to a plan designat{ deductiblg deductiblg

facility and reasonable temporary living expenses
(i.e., lodging and meals) for the recipient amg other
individual (or in the case of a minor, two other
individuals), if the recipient lives more than 100 miles
from the designated traplant facility. Transportation
benefits are only payable when GEHA is the primary
payor.

9 Transportation benefitgre payable for follovup care up
to one year following the transplant. The transportatio
benefit is not available for cornea or kidney transplants
You must contact Customer Service for what are
considered reasonable temporary living expenses.

Limited Benefits

9 The process for preauthorizing organ transplants is me
extensive than the normal pegtificationprocess. Befort
your initial evaluation as a potential candidate for a
transplant procedure, you or your doctor must contact
Medical Director so we can arrange to review the clinig
results of the evaluation amiétermine if the proposed
procedure meets our definitiondfme di cal | vy
and is on the list of covered transplants. Coverage for
transplant must be authorized in advance, in writing by
Medical Director. (Cornea and kidney transplantsidb
requirepreauthorization by GEHA's MedicBiirector.)

Organ/tissue transplants continued on next pag
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Organl/tissue transplants(continued)

You pay

High Option

Standard Option

1 We will pay for a second transplant evation
recommended by a physician qualified to perform the
transplant, if: the transplant diagnosis is covered and t
physician is not associated or in practice with the
physician who recommended and will perform the org:
transplant. A third transplaetaluation is covered only
if the second evaluation does not confirm the initial
evaluation.

1 The transplant must be performed at a Rlasignated
organ transplant facility to receive maximum benefits.
GEHA uses a defirtetransplant network, which may be
different than the Preferred Provider Network.

1 If benefits are limited to $100,000 per transplant,
included in the maximum are all charges for hospital,
medical and surgical care incurred while the patient is
hospitalizedor a covered transplant surgery and
subsequent complications related to the transplant.
Outpatient expenses fohemotherapy and any process
obtaining stem cells or bone marrow associated with L
marrow transplant (stem cellgoort) are included in
benefits limit of $100,000 per transplant. Tandem bon
marrow transplants approved as one treatment protoc
are limited to $100,000 when not performed at a Plan
designated facility. All treatment within 120 days
following the tranplant are subject to the $100,000 limi
except expenses for aftercare such as outpatient
prescription drugs are not a part of the $100,000 limit

PPO: $20 copayment (No
deductible)

Non-PPO: 25% of the Plan

allowance and any difference
between our allowance and the
billed amount

If prior approval is not obtained
or a Plardesignated organ
transplant facility is not used,
our allowance will be limited
for hospital and surgery
expenses up to a maximum of
$100,000 per transplant. If we
camot refer a member in need
of a transplant to a designated
facility, the $100,000 maximum
will not apply.

PPO: $10 copayment for office
visits to primary care physicians
$25 copayment for office visits

specialists (No deductible)

Non-PPO: 35% of th&lan
allowance and any difference
between our allowance and the
billed amount

If prior approval is not obtained
or a Plardesignated organ
transplant facility is not used,
our allowance will be limited
for hospital and surgery
expenses up to a maximum of
$100,000 per transplant. If we
cannot refer a member in need
of a transplant to a designated
facility, the $100,000 maximum
will not apply.

1 Chemotherapy and procedures related to bone marroy
transplantation must be performed onla&lan
designated organ transplant facility to receive maximu
benefits.

9 Simultaneous transplants such as kidney/pancreas,
heart/lung, heart/liver are considered as one transplan
procedure and are limited to $100,000 when not
performed at a Pladesignéed organ transplant facility.

PPO: 10% of the Plan allowan

Non-PPO: 25% of the Plan

allowance and any difference
between our allowance and the
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount

Not covered:

1 Services or supplies for or related to surgical transplar
procedures (including administration of higlose
chemotherapy) for artificial or human organ/tissue
transplants ot listed as specifically covered

9 Donor screening tests and donor search expenses, ex
those listed above

1 Expenses for sperm collection and storage

All charges

All charges

Anesthesia

Professional fees for the administration of anesthesia in:
1 Hospital(inpatient)

1 Hospital outpatient department

1 Ambulatory surgical center

1 Office

PPO: 10% of the Plan allowan

Non-PPO: 25% of the Plan
allowance and any difference
between ouallowance and the
billed amount

PPO: 15% of the Plan allowanc

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and the
billed amount
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Section 5(c) Services provided by a hospital or other facility,
and ambulance services

family) under the High and Standard Optio

services.

preferred provider rate.

Benefits Description

Note: The calendar year

which is based on t he

Important things you should keep in mind about these benefits:

1 Please remember that all benefits are subject to the definitions, limitations, and exclusions in this brg
and are payable only when we determine they are medically necessary.

1 In this Section, unlike Sections 5(a) and 5(b), the calendar year deductible applies to only a few bene
We added fi(calendar year

1 A High Option per admission deductible applies of $100 (PPO) and $304P{0N) for inpatient hospital

1 The noRPPO benefits are the standard benefits of this Plan. PPO benefits apply only when you use
provider. When no PPO providerasailable, noFPPO benefits apply.

1 Be sure to read Section¥our costs for covered servigdsr valuable information about how cestaring
works, with special sections for members who are age 65 or over. Also read Section 9 about coordir
benefts with other coverage, including with Medicare.

1 The amounts listed below are for the charges billed by the facility (i.e., hospital or surgical center) or
ambulance service for your surgery or care. Any costs associated with the professional charge (i.e
physicians, etc.) are in Sections 5(a) or 5(b). See pafyr 8overage of a Christian Science facility.

1 When you use a PPO hospital, the professionals who provide services to you in a hospital may not a
preferred providers. If they are not, yheill be paid by this Plan as ngPPO providers. However, if the
services are rendered at a PPO hospital, we will pay up to the Plan allowable for services of radiolog
anesthesiologists, emergency room physicians and pathologists who are notgpzetenders at the

1 Charges billed by a facility for implantable devices, surgical hardwareaegcsubject to the Plan allowan
providerds cost pl lowance(
with no invoice. Providers are encouraged to notify us on admission to determine benefits payable.

1 YOU MUST GET PRECERTIFICATION FOR HOSPITAL STAYS; FAILURE TO DO SO WILL
RESULT IN A MINIMUM $500 PENALTY. Please refer to the precertification infaation shown in
Section 3 to be sure which services require precertification.

deducti bl

deductible applies)d

You pay

e applies ONLY wh

Inpatient hospital

High Option

Standard Option

Room and boardsuch as:

9 Ward, semiprivategr intensive care accommodation
9 General nursing care

1 Meals and special diets

Note: We ory cover a private room if we determine it to be
medically necessary. Otherwise, we will pay the hospital'y
average charge for semiprivate accommodations. The
remaining balance is not a covered expense. If the hospit]
only has private rooms, we will cevthe private room rate.

Note: When the hospital bills a flat rate, we prorate the
charges to determine how to pay them, as follows: 30% rg

and board and 70% other charges.

PPO: Nothing
Non-PPO: Nothing

PPO: 15% of the Plan allowes
(calendar year deductible
applies)

Non-PPO: 35% of the Plan
allowance (calendar year
deductible applies)
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Inpatient hospital (continued)

You pay

High Option

Standard Option

Other hospital services asdpplies, such as:
Operating, recovery and other treatment rooms
Prescribed drugs and medicines

Diagnostic laboratory tests andr&ys

Blood or blood plasma, if not donated or replaced
Dressingssplints casts, and sterile tray services
Medical supplies and equipment, including oxygen
Anesthetics, including nurse anesthedistvices
Takehome items

Medical supplies, appliances, medical equipment, and
covered items bille by a hospital for use at hor(idote:
Calendar year deductible applies

Note: We base payment arhether the facility or a heakh
care professional bills for the services or supplies. For
exampl e, when the hospital
services, we pay Hospital benefits and when the
anesthesiologist bills, we pay Surgery benefits.

= =4 =4 4 -8 A -—a -8 -2

PPO: 10% of the Plamllowance
($100 per admission deductible

applie3
Non-PPO: 25% of the Plan

allowance ($300 per admission
deductibleapplieg

PPO: 15% of the Plaallowance
(calendar year deductible

applies)
Non-PPO: 35% of the Plan

allowance (calendar year
deductible applies)

Maternity Care 1 Inpatient Hospital

Room and boardsuch as:

1 Ward, semiprivate, dntensive care accommodations
1 General nursingare

9 Meals and special diets

Note: Here are some things to keep in mind:

1 You do not need to precertify your normal delivery; see
pace 13 for other circumstances, such as extended stay|
for you or your baby

1 You may remain in the hospitap to 48 hours after a
regular delivery and 96 hours after a cesarean delivery
We will cover an extended stay if medically necessary
but you mst precertify.

Other hospital services and supplies, such as:
Delivery room, recovery, and other treatmesgms
Prescribed drugs and medicines

Diagnostic laboratory tests andr&ys

Blood or blood plasméf not donated or replaced
Dressings ad sterile tray services

Medical supplies and equipment, including oxygen
Anesthetics, including nurse anesthetist services
Takehome items

Medical supplies, appliances, medicqugpment, and any
covered items billed by a hospital for use at hghheate:
Calendar year deductible applies

1 We cover routine nursery care of the newborn child dun

= =4 4 -4 -4 A -8 -2 -

the covered portion of tH

PPO: Nothing

Non-PPO: Nothing for room and
board; 25% of the Plan allowang
for other hospital services ($300
per admission deductibbgplies

PPO: Nothing

Non-PPO: 35% of the Plan
allowance (calendar year
deductible applies)
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Inpatient hospital (continued)

You pay

High Option

Standard Option

Maternity Card Inpatient Hospital continued

1 We will cover other care of an infant who requires
nonroutine treatment if weover the infant under a Self
and Family enrollment. Surgical benefits, not maternity
benefits, apply to circumcision.

Note: For facility care related to maternity, including care
birthing facilities, we will waive the pemdmission
copayment and payf covered services in full when you us
PPO providers.

Note: Maternity care expenses incurred by a Plan membeg
serving as a surrogate mother are covered by the Plan su
to reimbursement from the other party to the surrogacy
contract or agreement. Thevolved Plan member must
execute our Reimbursement Agreement against any payn
she may receive under a surrogacy contract or agreemen
Expenses of the nelorn child are not covered under this ¢
any other benefit in a surrogate mother situation.

PPO: Nothing for room and

board; 10% of th&lan allowance
for other hospital services ($100
per admission deductible applie

Non-PPO: Nothing for room and
board; 25% of the Plan allowang
for other hospital services ($300
per admissiomleductible applies

PPO: 15% of the Plan
allowance (calendar year
deductible applies)

Non-PPO: 35% of the Plan
allowance (calendar year
deductible applies)

Not covered:

1 Any part of a hospital admission that is not medically
necessary (see definitionych as when you do not need
acute hospital inpatient (overnight) care, but could rece
care in some other setting without adversely affecting y
conditionor the quality of your medical careNote: In
this event, we pay benefits for services and lsegopther
than room and board and-hospital physician care at the
level they would have been covered if provided in an
alternative setting

9 Custodial care; see definition
1 Noncovered facilities, such as nursing homes, schools

1 Personal comfort items, si@s telephone, television,
barber services, guest meals and beds

9 Private nursing care

All charges

All charges

Outpatient hospital, clinic or ambulatory
surgical center

1 Operating, recoary, observationand other treatment
rooms

1 Prescribed drugs and medicines
1 Diagnostic laboratory tests,-Mys, and pathology service

1 Administration of blood, blood plasma, and other
biologicals

9 Blood or blood plasmaif not donated or replaced
9 Presurgical testing

9 Dressingssplints casts, and sterile tray services

PPO: 10% of the Plan allowang
(calendar year deductible applie]

Non-PPO: 25% of the Plan
allowance (calendar year
deductible applies)

PPO: 15% of the Plan allowat
(calendar year deductible
applies)

Non-PPO: 35% of the Plan

allowance (calendar year
deductible applies)

Outpatienthospital,clinic or ambulatory surgical centercontinued on nexgage
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Outpatient hospital, clinic or ambulatory

You pay

surgical center(continued)

High Option

Standard Option

1 Medical suppks, including oxygen
9 Anesthetics and anesthesia service
9 Cardiac rehabilitation

Note: Please refer to pageés32 for information on benefits
for Specialty drug benefitmedications dispensed by
hospitals.

Note: We cover hospital servicesdasupplies related to
dental procedures when necessitated by adsmral physical
impairment. We do not cover the dental procedures.

PPO: 10% of the Plan allowan
(calendar year deductible
applies)

Non-PPO: 25% of the Plan
allowance (calendar year
dedctible applies)

PPO: 15% of the Plaallowance
(calendar year deductible appli

Non-PPO: 35% of the Plan
allowance (calendar year
deductible applies)

Not covered: All charges All charges
1 Maintenance cardiac rehabilitation
Maternity Care 7 Outpatient Hospital PPO: Nothing PPO: Nothing

1 Delivery room, recoverypbservationand other treatment
rooms

9 Prescribed drugs and medicines

9 Diagnostic laboratory tests andrays, and pathology
services

1 Administration of blood, blood plasma, and other
biologicals

Blood or blood plasma, if not donated or replaced
Presurgical testing

Dressings and sterile tray services

Medical supplies, including oxygen

Anesthetics andnesthesia services

= =4 4 A -

Note: Maternity care expenses incurred by a Plan membe
serving as a surrogate mother are covered by the Plan st
to reimbursement from the other party to the surrogacy
contract or agreement. The involved Plan member must
executeour Reimbursement Agreement against any paym
she may receive under a surrogacy contract or agreemen
Expenses of the neborn child are not covered under this |
any other benefit in a surrogate mother situation.

Non-PPO: 25% of the Plan
allowance (calendar year
deductible applies)

Non-PPO: 35% of the Plan
allowance (calendar year
deductible applies)

Extended care benefits/Skilled nursing care
facility benefits

1 Inpatient confinement a Skilled Nursing Facilig for the
first 14 days following transfer from acute inpatient
confinement when skilled care is still required. Benefity
limited to $700 per day. No other benefits are payable
inpatient skilled nursing facility charges.

Note: Medicare Part A pays for the fifst days of Skilled
Nursing Facility confinements during a Medicare benefit
period. No benefits are payable by us including during a
readmission during the same benefit period as defined by
Medicare.

Charges in excesd $700 per
day

All charges afted 4 days

Charges in excess o780 per
day

All charges aftefl4 days
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Hospice care

You pay

High Option

Standard Option

Hospice is a coordinated program of maintenance and
supportive care for thertminally ill provided by a medically
supervised team under the direction of a Rlpproved
independent hospice administration.

4 We pay up to $15,000 for hospice care provided in an
outpatient setting or for room, board, and care while
receiving hospiceare in an inpatient setting. Services
may include a combination of inpatient and outpatient
up to a maximum of $15,000

These benefits will be paid if the hospice care program
begins after a personds pr
illness and lifeexpectancy of six months or less and any
services or inpatient hospice stay that is part of the progri
is:

9 Provided while the person is covered by this Plan
9 Ordered by the supervising doctor
1 Charged by the hospice care program

1 Provided within six monthBom the date the person
entered or rentered (after a period of remission) a
hospice care program

Remission is the halt or actual reduction in the progressid
illness resulting in discharge from a hospice care progran
with no further expenses incurred readmission within
three months of a prior discharge is considered as the sa
period of care. A new period begins after three months fr
a prior discharge with maximum benefits available.

PPO: Nothing up to the Plan
limits (calendar year deductible
applies)

Non-PPO: Nothing up to the
Plan limits (calendar year
deductible applies)

PPO: Nothing up to the Plan
limits (calendar year deductit
applies)

Non-PPO: Nothing up to the
Plan limits (calendar year
deductible applies)

Not covered:

9 Charges incurred during a period of remission, charges
incurred for treatment of a sickness or injury of a family
member that are covered under anotpkem provision,
charges incurred for services rendered by a close relat
bereavement counseling, funeratangements, pastoral
counseling, financial or legal counseling, homemaker g
caretaker services

All charges

All charges

Ambulancei accidental injury

Ambulanceservice within 72 hours of an accident is ca¢br
as follows:

1 Local ambulance service (within 100 miles) to the first
hospital where treated, from that hospital to the next
nearest one if necessary treatment is unavailable or
unsuitable at the first hospital, then to either the home
(if ambulance tragport is medically necessary) or other
medical facility (if required for the patient to receive
necessary treatment and if ambulance transport is

medically necessary).

PPO: Nothing up to the Plan
allowance

Non-PPO: Nothing up to the
Plan allowance

PPO:Nothing up to the Plan
allowance

Non-PPO: Nothing up to the
Plan allowance
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Ambulancei accidental injury (continued) You pay
High Option Standard Option
1 Air ambulance to nearest facility whe necessary PPO: Nothing up to the Plan PPO: Nothing up to the Plan
treatment is available is covered if no emergency grou| allowance allowance

t Ld?ti nnSWprrO r:t tin?n: clji ? n v : Sti naA\\/ira rlnbl Ian Non-PPO: Nothing up to the Non-PPO: Nothing up to the
co on warrants ediate evacuation. amouian pjan allowance Plan allowace

will not be covered if transport is beyond the nearest
available suitald facility, but is requested by patient or
physician for continuity of care or other reasons.

Ambulancei non-accidental injury

1 Local ambulance service (within 100 miles) to the first | PPO: 10% of the Plan allowanc|PPO: 15% of the Plan allowan
hospital where treated, from that hospital to the next | (calendar year deductible (calendar year deductible
nearest one if necessary treatment is unavailable or | applies) applies)

unsuitable at the first hospital, then to either home
! . 0, . 0
(if ambulance transport is medically necessary) or othg Non-PPO: 25% of th? Plan Non-PPO: 35% of th'? Plan
medical facility (if required for the patient to receive allowance and any difference |allowance and any difference
necessary treatment and if ambulance transport is between our allowance and the |between our allowance and the
billed amount (calendar year billed amount (calendar year

medlcally necessary). - dedctible applies) deductible applies)
1 Air ambulance to nearest facility where necessary

treatmenis available is covered if no emergency groun
transportation is availa
condition warrants immediate evacuation. Air ambulan
will not be covered if transport is beyond the nearest
available suitable facility, but is regsted by patient or
physician for continuity of care or other reasons.

Not covered: All charges All charges

9 Transportation by amburece is not covered when the
patient does not require the assistance of medically
trained personnel and can be safely transferred (or
transported) by other means
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Section 5(d) Emergency services/accidents

Important things you should keep in mind about these benefits:

1 Please remember that all benefits are subject to the definitions, limitations, and exclusions in this bro
and are payable only when we determine they are medically necessary.

1 The calendar year deductible is $3% person ($700 per family) under the High and Standard Option.
calendar year deductible applies tNodeductimie 6t t al
when the calendar year deductible does not apply.

1 The noAPPO benefits are thetandard benefits of this Plan. PPO benefits apply only when you use a |
provider. When no PPO provider is available, /#0 benefits apply.

1 Be sure to read Section ¥our costs for covered servi¢ésr valuable information about how cesdtaring
works, with special sections for members who are age 65 or over. Also read Section 9 about coordir
benefits with other coverage, including with Medicare.

1 When you use a PPO hospital, the professionals who provide services to you in a hospitalathée no
preferred providers. If they are not, they will be paid by Hté® as norPPO providers. However, if the
services are rendered at a PPO hospitalwill pay up to the Plan allowable for services of radiologists
anesthesiologistgmergencyoom physicians and pathologists who are not preferred providers at the
preferred provider rate.

What is an accidental injury?

An accidental injurys a bodily injury sustained solely through violent, external, and accideetats, such as broken bones,
animal bites, and poisonings.

Benefits Description You pay
After the calendar yea

Note: The calendar year deductible applies to almost all benefits in this Section.
We say "(No deductible" when it doesnot apply.

Accidental injury High Option Standard Option

If you receive care for your accidental injury within 72 hou| PPO: Nothing flo deductiblg PPO: Nothing lo deductiblg

we cover: ) )
Non-PPO: Only the difference | Non-PPO: Only the difference

1 Treatment outside a hospital or in thetpatient/emergency between our allowance and the| between our allowance and tt
room department of a hospital urgent care factly billed amount Ko deductible) billed amount Ko deductiblg

1 Related outpatient physician care

Note: Emergency room charges associated directly with a
i npatient admi ssion are co
Inpatienthospital benefits(seepage50) and are not part

of this benét, even though an accidental injury may be
involved. Expenses incurred after 72 hours, even if relate|
to the accident, are subject to regular benefits and are not
at 100%. This provision also applies to dental care requiri
as a result of accidéal injury to sound natural teeth.
Masticating (chewing) incidents are not considered

to be accidental injuries.

If you receive care for your accidental injury after 72 hourd PPO: 10% of the Plan allowanc, PPO: 15% of the Plan allowal

we cover:
Non-PPO: 25% of the Plan Non-PPO: 35% of the Plan

allowance and any difference | allowance ad any difference
9 Surgicalcare between our allowance and the| between our allowance and tt

Note: We pay hospital benefits if you are admitted. billed amount billed amount

1 Non-surgical physician services and supplies
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Medical emergency

You pay

High Option

Standard Option

1 Outpatient medical or surgical services and supplies bill
by a hospital, for emergency room treatment or outpatie
medical or surgial services and supplies billed by an
urgent care facility.

Note: We pay hospital benefits if you are admitted.

PPO: 10% of the Plan allowanc

Non-PPO: 25% of the Plan
allowance and any difference
between our allowance atige
billed amount

PPO: 15% of the Plan allowal

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and tt
billed amount

Ambulancei accidental injury

Ambulance service within 72 hours of an accident is covel
as follows:

9 Local ambulance service (within 100 miles) to the first

hospital where treated, from that hospital to the next
nearest one if necessary treatment is unavailable or
unsuitable at the first hospital, then to either the home
(if ambulanceransport is medically necessary) or other
medical facility (if required for the patient to receive
necessary treatment and if ambulance transport is
medically necessary).

Air ambulance to nearest facility where necessary
treatment is available is cover#dho emergency ground
transportation is availab
condition warrants immediate evacuation. Air ambulanc
will not be covered if transport is beyond the nearest
available suitable facility, but is requested by patient
or physician for continuity of care or other reasons.

PPO: Nothing up to the Plan
allowance (No deductible)

Non-PPO: Nothing up to the
Plan allowance (No deductible)

PPO: Nothing up to the Plan
allowance (No deductible)

Non-PPO: Nothing up to the
Plan allowane (No
deductible)

Ambulancei non-accidental injury

9 Local ambulance service (within 100 miles) to the first
hospital where treated, from that hospital to the next
nearest one if necessary treatment is unavailable or
unsuitable at the first hospital eh to either the home
(if ambulance transport is medically necessary) or other
medical facility (if required for the patient to receive
necessary treatment and if ambulance transport is
medically necessary).

Air ambulance to nearest facility where necegsa
treatment is available is covered if no emergency groun
transportation is availab
condition warrants immediate evacuation. Air ambulang
will not be covered if transport is beyond the nearest
available suitable facilityput is requested by patient or
physician for continuity of care or other reasons.

PPO: 10% of the Plan allowand
(calendar year deductible appli

Non-PPO: 25% of the Plan
allowance and any difference
between our allowance and the
billed amount (calendar year
deductible applies)

PPO: 15% of the Plan
allowance (calendar year
deductible applies)

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and tt
billed amount (calendar year
deductible applies)

Not covered:

7 Transportation by ambulance is not covered when the
patient does not require the assistance of medically trai
personnel and can be safely transferred (or transported
other means

All charges

All charges
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Section 5(e) Mental health and sibstance abuse benefits

You may choose to get careNetwork or Outof-Network. You must get precertification for certain
services. Cossharing and limitations for mental headthd substance abukenefits will be no greater tha
for similar benefits for other ilinesses and conditions.

Important things you should keep in mind about these benefits:

1 Please remember that all benefits are subject to the definitions, limitations, and exdtugigns
brochure and are payable only when we determine they are medically necessary.

1 The calendar year deductible is $350 per person ($700 per family) under the High and Standard ¢
The calendar year deductible applies to almost all benefits iBthi€ t i o n . We adde
show when the calendar year deductible does not apply.

1 A High Option per admission deductible of $100-Katwork PPO) and $300 (Nexetwork) for
inpatient hospital services.

9 Be sure to read Section¥our costs fo covered servicedor valuable information about how cest
sharing works. Also read Section 9 about coordinating benefits with other coverage, including witl
Medicare.

1 YOU MUST GET PREAUTHORIZATION FOR INPATIENT HOSPITAL SERVICE S,
INPATIENT RESIDENTIAL TREATMENT CENTERS AND OUTPATIENT INTENSIVE DAY
TREATMENT. Failure to do so will result in a minimum of $500 penalty. See the instructions aftg
benefits descriptions below

Benefits Description You pay

Afterthe calendaryear deducti bl e

Note: The calendar year deductible applies to almost all benefits in this Section.
We say fi(No deducroiapplye) 0 when it does

Professional services High Option Standard Option

We cover professional services by licensed profeskiona | Your costsharing Your costsharing

mental health and substance abuse practitioners when a| responsibilities are no greater | responsibilities are no greater
within the scope of their license, such as psychiatrists, | than for other ilinesses or than for other illnesses or
psychologiss, clinical social workes, licensed professional| conditions. conditions.

counselors, or marriage and filyrtherapists.

Diagnosis and treatment of psychiatric conditions, mienta] PPO: $20 copyment per office| PPO: $10 copayment per offic
illness, or mental disorders. Services include: visit (No deductible) visit (No deductible)

I Diagnostic evaluation Non-PPO: 25% of the Plan Non-PPO: 35% of the Plan

{ Crisis intervention and stabilization for acute episodes allowance and any difference | allowance and any difference

1 Medication evaluation and management between our allowance and th{ between ouallowance and the

(pharmacotherapy) billed amount billed amount
1 Treatment and counseling (including individual or grod
therapy visity
1 Diagnosis and treatment of alcoholism and drug abusi
including detoxification, treatment and counseling
1 Professional charges for intensive outpatient treatmen
a providerés office or o
precertification)
Electroconvulsive therapy PPO: 10% of the Plan PPO: 15% of the Plan
allowance allowance

Inpatient professional fees Nor-PPO: 25% of the Plan | Non-PPO: 35% of the Plan

allowance and any difference | allowance and any difference
between our allowance and th{ between our allowance and tht
billed amount billed amount
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Diagnostics

You pay

High Option

Standard Option

1 Outpatient diagnostic tests provided and billed by a
licensed mental health and substance abuse practitio

1 Outpatient diagnostic tests provided and billed by a
laboratory, hospital or other covered facility

1 Psychological and neuropsychological testing necess
to determine the appropriate psychiatric treatment
(requires precertification)

PPO: 10% of the Plan
allowance

Non-PPO: 25% of the Plan
allowance and any difference
between our allowance and th
billed amount

PPO: 15% of the Plan
allowance

Non-PPO: 35% of the Plan
allowance and any difference
between our allowance and thi
billed amount

Lab Card, serviceof Quest Diagnostics

You may use this voluntary program for covered
outpatient lab tests. You show your Lab Card Program
identification card and tell your physician you would like
to use the Lab Card benefit. If the physictaws the
specimen, he/she can call (800) 6488 for pick up or
you can go to an approved collection site and show your
Lab Card along with the test requisition from your
physician and have the specimen drawn there.

Please Note: You must show ydwab Card each time you
obtain | ab work whether in
site. To find an approved collection site near you,

call (800) 6467788 or visit the website at
http://www.geha.com/more_benefits programs/labcard.ht

Nothing (No deductible)

Note: This benefit applies to
expenses for lab tests only.
Related expenses for services|
by a physician (or lab tests
performed by an associated
laboratory not participatg in
the Lab Card Program) are
subject to applicabldeductibles
and coinsurance.

Nothing (No deductible)

Note: This benefit applies to
expenses for lab tests only.
Related expenses for services
by a physician (or lab tests
performed by an associated
laboratory not participating in
the Lab Card Program) are
subject to applicable deductibl
and coinsurance.

Inpatient hospital and inpatient residential
treatment centers(RTC)

1 Room and board, such as:

1 Ward, semiprivate, or intensive care accommodations
9 General nursing care

9 Meals and special diets

Note: We only cover a private room if we determine it to b
medically necessary. Otherwise, we will pay the hospital'y
average charge foemiprivate accommodations. The
remaining balance is not a covered expense. If the hospif]
only has private rooms, we will cover the private room rate

Note: When théacility bills a flat rate, we prorate the charg
to determine bw to pay them, as follows: 30% room and
board and 70% other charges.

PPO: Nothing (No deductible)

Non-PPO: Nothing (No
deductible)

PPO: 15% of the Plan allowan

Non-PPO: 35% of the Plan
allowance

Otherfacility services and supplies:

9 Services proied by a hospital aresidentiatreatment
center (RTC)

Note: We only cover treatment from a Hospital or a license
RTC for substance abuse treatment.

PPO: 10% of the Plan
allowance ($100 per admissio
deductible applies)

Non-PPO: 25% of the Plan
allowance ($300 per admissior|

deductible applies)

PPO:15% of the Plan
allowance

Non-PPO: 35% of the Plan
allowance
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Outpatient hospital

You pay

High Option

Standard Option

1 Services such as partial hospitalizationmensive day
treatmentprograms

PPO: 10% of the Plan
allowance

Non-PPO: 25% of the Plan
allowance

PPO: 15% of the Plan allowan

Non-PPO: 35% of the Plan
allowance

Emergency roomi non-accidental injury

1 Outpatient services and supplies billed by a hospital for
emergeny room treatment

Note: We pay Hospital benefits if you are admitted.

PPO: 10% of the Plan
allowance

Non-PPO: 25% of the Plan
allowance

PPO: 15% of the Plan allowan

Non-PPO: 35% of the Plan
allowance

Mental health and substance abus

Not covered:

1 Services by pastoral, marital, drug/alcohol and other
counselors including therapy for sexual problems

9 Treatment for learning disabilities and mental retardation
9 Telephone therapy
T Travel time to the member

9 Senices rendered or billed by schools, or halfway housej
members of their staffs

1 Marriage counseling
9 Services that are not medically necessary

All charges

All charges

Precertification To be eligible to receive full benefits for mental health and substalmese you must
follow the authorization process

1 You must call InforMed at (800) 24R025 to receive authorization for inpatient care ant
outpatient intensive day treatment. They will authorize angrEal/treatment.

1 You should call our Medical Management Department (800)&823b to precertify
benefits for psychological testing. Psychological testing claims will be denied if we
determine the testing is not medicallycassary.

If you do not obtain precertification for inpatient care and outpatient intensive day treatme
we will decide whether the stay was medically necessary. If we determine the stay was
medically necessary, we will pay the services less the $500tpe If we determine that it
was not medically necessary, we will only pay for any covered services that are otherwis:
payable on an outpatient basis. If you remain in the hospital beyond the days we approv
and did not get the additional days pmified, we will pay inpatient benefits for the part of
the admission that was medically necessary. See Section 3 for details.

See these sections of the brochure for more valuable information about these benefits:

Section 4, Your costs for covered servigdsr information about catastrophic protection for these benefits.

Section 7Filing a claim for covered servicefor information about submitting owatf-network claims.
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Section 5(f). Prescription drug benefits

Important things you should keep in mind about these benefits and features you
should be aware of:
1 We cover prescribed drugs and medications, as described in the chart begirpaggéh

1 Please remember that all benefits are sulbgettte definitions, limitations, and exclusions in this broch
and are payable only when we determine they are medically necessary.

1 There is no calendar year deductible for prescription drugs.

1 Be sure to read Section¥iour costs for covered servigéar valuable information about how cesftaring
works, with special sections for members who are age 65 or over. Also read Section 9 about coor
benefits with other coverage, including with Medicare.

1 Under the High Option plan, if Medicare is yquimary insurance and you have both Medicare Rart
& B coverage, you pay less for your prescriptions (sagpes57-69).

fBased on manufacturerés and FDA guidelines,

quantity, total dose, duration tiferapy, age, gender or specific diagnosis. Since the prescription dog

usually explain the reason the provider prescribed a medication, the requirement of any of these lir
and/or prior authorization to confirm the intent of the prescriber mappeopriate.

Some medications must be approved by GEHA and/or Medco before they are a covered benefit.

1 If you need an extra supply of medications in emergency situations such as if you are called to acti
military duty or as ontnuily af pperatiorfs, yaumay regeve anrexiradadn t
supply at retail or if you received a-8y supply of a specific medication within the last thirty days,
arrangements can be made for an additional 60 days to be dispensed khedegHPharmacymail
order) Call our office at (800) 826136 so that we can work with you to find the most cost effective {
efficient manner of meeting your emergency prescription needs.

9 Each new enrollee will receive a description of our prescription drug progreomizined prescription
drughlan identification card, and a mail order form, questionnaire, and reply envelope.

1 As part of our administration of prescription drug benefits, we may disclose information about your
prescription drug utilization, includingames of your prescribing physicians, to any treating physician
dispensing pharmacies.

1 Who can write your prescription: A licensed physician or a licensed dentist must write the prescript
(physician assistants and nurse practitioners can prescisieteit states as state law allows). Medco
Pharmacymail order)prescriptions, the physician must be licensed in the United States. In addition,
mailing address must be within the United States or include an APO address.

1 Where you can obtain them You may fill the prescription at a participating network retail pharmacy
nontnetwork pharmacy, or througlledco PharmacyWe pay a higher level of benefits when you use
network pharmacy. For medications you may take on a regularidomgbasisve pay a higher level of
benefits througiMedco Pharmacy

1 To help increase awareness, GEHA patrticipates in programs to encourage the prescribing of gene
lower cost alternative preferred brand drugs. These programs may produce savings toegeu. T
programs include generic drug awareness communications or prior approval. In situations where g
approval is required physicians are notified of lower cost preferred brand or generic alternatives. |f
physician approved, the more cesdtective melication will be dispensed. If the physician does not
approve and prefers a npneferred drug, a coverage review is initiated at mail service; at a retail
pharmacy, to initiate the coverage review, the pharmacist, member, or physician would neecto cor
Medco. Medical necessity of ngmeferred drug will be reviewed. Unless there are documented clini
reasons why the preferred drug cannot be used you may still obtain tpeafemed drug but you will be
responsibldor 70% of the cost of the nepreferred drug which will not apply to your annual-of
pocket maximum.

=

Covered medications and supplies

You may purchase the following medications and supplies presichipp a physician from either a pharmacy or by mail:

9 Drugs and medicines (including those administered during &oegred admission or in a naovered facility) that by
Federal Law of the United States require a physician's prescription for theiapeyrexcept those listed ldst covere;

Prescription drug benefits continued on nexgage
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Prescription drug benefits (continued)
Covered medications and suppliegcontinued)

Insulin;

Needles and syringes for the administration of covered medigatio

Contraceptive drugs

Ostomy supplies (please include the manuf ac;andr er 6s pr

= =4 -4 4 -

GEHA members can go to a participating retail pharntaagceivecertain vaccinationslnfluenza vaccine is commonly
administered by retail pharmacie®ther vaccines, such as those for pneumococcal pneumonia (Pneumovax), varicella
(Zostavax) and hepatitis B (Heptavax), may also be available through retail pharmacies.

Membersmay call our @stomer 8rviceDepartmehto identify a participating vaccine pharmaor go towww. medco.com

GEHA members should check with the retail pharmacy to ensure availability of a pharmacist who can inject vaccines ar
availability of the vaccine product before going to the pteemyn GEHA members should also ask retail pharmacies if vaccir
can be administered for patients under the age of 18 in that pharmacy.

1 In addition, we will covepver the countef wi t h a physi ci ands pabacoamssatigntdiugspprpved |
by the FDA. The quantity of drugs reimbursed will be subject to recommended courses of treatment. You maglditam
cessatiordrugs with your Medco prescription card, through Medco Pharmacy (mail order), ofiNehwark Retail pharmacy
(See age & for filing instructions).

Note: A generic equivalent will be dispensed unless you or your physician specifies that the prescription be dispetisad as
when a Federalhapproved generic drug is available unless substitution is prohibitsthteylaw.

High Option i three-tier drug benefit

1 Under theHigh Option, we divide prescription drugs into three categories or tiers: generic,-simglee brand name, and
multi-source brand name. Mukiburce brand name is not applicable to overpeascription drugs. When an approved gener
equivalent is available, that is the drug you will receive, unless you or your physician specifies that the prescrighien mus
filled as written. When an approved generic equivalent is not available, yquawithe brand name singé®urce copayment.
If an approved generic equivalent is available, but you or your physician specifies that the prescription must be fitted,as
you will pay the $5.00 copayment plus the difference in the cost of theigdngg and the brand name migtiurce druginless
your physician has provided clinical necessity for the brand name drug which will rpcparghorization.

1 Generic drugsare chemically and therapeutically equivalent to tireesponding brand drug, but are available at a lower pri
Equivalent generic products for brand name medications become available after a patent and other exclusivity rights fo
brand expire. The Food and Drug Administration must approve altigemegsions of a drug and assure that they meet stric
standards for quality, strength and purity. The FDA requires that generic equivalent medications contain the same acti
ingredients and be equivalent in strength and dosage to brand name drugzimdéference between a generic and its bral
name drug is the cost of the product.

1 Single-sourcebrand name drugs are available from only one manufacturer and areppatented. No generic equivalent is
available.

9 Multi -sourcebrand name drugs aevailable from more than one manufacturer and have at least one generic equivalent
alternative available.

Coordinating with other drug coverage

For other commercial coverage: If you also have drug coverage through another group health insurance plae arelyour
secondary insurance, follow these procedures:

If you obtain your prescription from a retail pharmacy using your primary insurance plan:

1. Present Rx cards from both your primary insurance plan and GEHA.

2. If able, the pharmacy will electrarally process both your primary and secondary claims and the pharmacist will tell yo
you have any remainingppay/coinsurande pay.

3. If the pharmacy cannot electronically process the secondary claim, purchase your prescription using the$tweddrd i
your primary insurance carrier and pay @opay/coinsurance requirég the primary insurancerhen, mail your pharmacy
receipt to Medco for consideration of possible reimbursement through your GEHA, secondary Bemhafitt these claims tc
Medco, P.O. Box 14711, Lexington, KY 40512.

Prescription drug benefits continued on nexgage
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Prescription drug benefits(continued

Coordinating with other drug coverage(continued)

If you obtain your prescription from a mail service pharmadggugour primary insurance plan:

1. Purchase your prescription using the Rx card issued by your primary insurance carrier andcpaggiepinsuranaequired
by the primary insurance.

2. Then, mail your pharmacy receipt to Medco for consideratigros$ible reimbursement through your GEHA, secondary
benefit. Submit these claims to Medco, P.O. Box 14711, Lexington, KY 40512.

If your primary insurance does not provide an RX card:
1. Purchase your drug from the pharmacy and submit the bill to youary insurance.

2. When the primary insurance has made payment, file the claims and the Explanation of Benefit (EOB) with Medco for
consideration of possible reimbursement using your secondary benefit. Submit these claims to Medco, P.O. Box 147
Lexington, KY 40512

I n any event if you use GEHAO6s prescription drug card
reimbursing us any amount in excess of our secondary beHefitother insurance plan is primary, you shouldtasé drug
benefit. If you electtal s e G E H A éPearmd®/(chail order) Medco will bill you directly for 100% of the claim amount.
Medco may contact you to secure a form of payment. After you have paid Medco the amount billed, submit the billitoagmyu
insurance. When your primary insurance makes payment, file the claim and their EOB with Medco for consideration of pc
reimbursement using your secondary benefit. Submit these claims to Medco, P.O. Box 14711, Lexington, KY 40512.

Should Medicee rules change on prescription drug coverage, we reserve the right to require you to use your Medicare cov
the primary insurance for these drugs.

For Medicare Part B insurance coveragelf Medicare Part B is primary, discuss with the retail precynand/or Medco
Pharmacy the options to submit Medicare covered medications and supplies to allow Medicare to pay as the primary carri
Prescriptions typically covered by Medicare Part B include diabetes supplies (test strips, meters), specifiomsadieatito aid
tissue acceptance from organ transplants, certain oral medications used to treat cancer, and ostomy supplies.

Retail- When using a retail pharmacy for eligible Medicare Part B medication or supplies, present the Medicare ID card. R
the retail pharmacy bill Medicare as primary. Most independent pharmacies and national chains are Medicare providéesa
retail pharmacy that is a Medicare Part B participating provider, visit the Medicare welgitevahedicare.gov/supplier/home.a
or call Medicare Customer Service at (800)-8227.

Mail Order- To receive your Medicare Partdigible medications and supplies by mail, send your-oxaér prescriptions to
Medco Pharmey. Medco will review the prescriptions to determine whether it could be eligible for Medicare Part B coverag
Depending on the type of prescription, it will be forwarded to Liberty Medical or Accredo. You can also contact Libergt Me:
directly at (866 3987164 to discuss your diabetes supplies.

For Medicare Part D insurance coverageGEHA supplements the coverage you get with your Medicare Part D prescription
plan. Your Medicare drug plan provides your primary prescription drug benefit. GERAlesoyour secondary prescription drug
benefit. You should have a prescription ID card from your Medicare Part D prescription drug plan and your GEHA ID card
ensure that you get all the coverage you are entitled to receive, use a pharmacy in ttes fatlwoth the GEHA Plan and your
Medicare Part D plan, and show both the Medicare Part D ID card and the GEHA ID card when filling a prescription so the
pharmacy can coordinate coverage on your behalf.

Medco voluntary formulary

Your prescriptiondrugpogr am i ncludes a voluntary fAformularyo feat
approved prescription medications reviewed by an independent group of distinguished health care professionals. Rhesfsi|
are subjected to rigorswclinical analysis from the standpoint of efficacy, safety, side effects;taiigig interactions, dosage an
costbenefit in determining whether they are included on or excluded from the formulary.

A formulary is a list of commonly prescribed medicaidrom which your physician may choose to prescribe. The formulary
designed to inform you and your physician about quality medications that, when prescribed in place of dtreruiary
medications, can help contain the increasing cost of prascrigtug coverage without sacrificing quality. In many therapeutic
categories, there are several drugs of similar effectiveness. Many doctors are often unaware of the significant namietéons i
among these similar drugs and, as a result, their jilnésg decisions often do not consider cost. However, when the cost
difference is brought to their attention, doctors will frequently prescribe the less costly medications.

Prescription drug benefits continued on next pag
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Prescription drug benefits (continued

Medco voluntary formulary (continued)

Your physicians will be contacted to discuss their prescribing decision. No change in the medication prescribed will be mi
wit hout your physicians® appr ovlantaty and m gepdral theredsao fiwandiahperalty fc
obtaining drugs not on the formulary list.

Occasionally there may be exceptions, for additional details refer to palyepgdtant things you should keep in mind about the
benefits and features yshould be aware of

Any rebates or savings received by the Plan on the cost of drugs purchased under this Plan from drug manufacturers are
credited to the health plan and are used to reduce health care costs.

Patient Safety

GEHA has several programspoomote patient safety. Through these programs, we work to ensure safe and appropriate q!
of medication are being dispensed. The result is improved care and safety for our members. Patient safety programs inc

9 Prior approval Approval mustbe obtained for certain prescription drugs and supplies before providing benefits for them.

1 Quantity allowance$ Specific allowances are in place for certain medications, based on manufacturer and FDA recomrr
guidelines.

1 Pharmacy utilizatioi GEHA reserves the right to maximize your quality of care as it relates to the utilization of pharmaci
GEHA will participate in other approved managed care programs, as deemed necessary, to insure patient safety.

How to use Medco network pharmacies (retd)

You may fill your prescription at any participating retail pharmacy. For the names of participating pharmacies, ca&ll{86@5b5
or visitwww.medco.com To receive maximum savings you must present your cdhe aitme of each purchase, and your
enrollment information must be current and correct. In most cases, you simply present the card together with therptescrig
the pharmacist. Each purchase is limited to-a@psupplyper prescription Any presription purchased twice at retail, regardle
of the quantity purchased is considered maintenance medication. We pay a higher level of benefits for maintenance medi
throughMedco Pharmacgmail order)

Refills cannot be obtained un#ib% of the drig has been used. Refills for maintenance medications are not considered new
prescriptions except when the doctor changes the strength or 180 days has elapsed since the previous purchase.e As par
administration of the prescription drug program,reserve the right to maximize your quality of care as it relates to the utiliza
of pharmacies. Some medications may require prior approval by Medco or GEHA.

How to use Medco Pharmacy (mail order)

Through this service, you may receive up to al@9supplyper prescriptiorof maintenance medications for drugs which requir:
prescription, ostomy suppliegiabetic supplieand insulin, syringes and needles for covered injectable medicatiwhsral
contraceptives. Some medications may not be available irday8upply from Medco even though the prescription is for 90 ¢
Even though insulin, syringes, di abetic suppl iobtaintlrough o
Medco Pharmacy, you should obtain a prescription (including the product number for ostomy and insulin pump supplies) f
physician for a 9@lay supply.

Some medications may require approval by Medco or GEHA. Not all drugs are evdilangh Medco Pharmacy. In order to
use Medco Pharmacy, your prescriptions must be written by a physician licensed in the United States. In additionngpur i
address must be within the United States or include an APO address.

Each enrollee wiilreceive a kit that includes a brochure describing the Medco Pharmacy service, an order form, a question
and a return envelope.

To order new prescriptions,ask your doctor to prescribe needed medication for up teda@@upply, plus refills, if gpropriate.
Complete the Health, Allergy, & Medication Questionnaire the first time you order through this service. Complete th&édnfol
on the Ordering Medication Form; enclose your prescription and the correct copayment.
Mail to: Medco

P.O. Box 30493

Tampa, FL 33633493
Fax: Or you can ask your physician to fax your prescriptions to Medco. To do this, provide your doctor with your ID humb
(located on your ID card) and ask him or her to call (888)Y3821 for instructions on howtoeis Medcods fax s

Prescription drug benefits continued on next pag
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Prescription drug benefits (continued

How to use Medco Pharmacy (mail order)continued)

You should receive your medication within 14 days from the date you mail youriptiescrYou will also receive reorder
instructions. If you have any questions or need an emergency consultation with a registered pharmacist, you may call Me
toll-free at (800) 5577675 available 24 hours a day, 7 days a week except Thanksgivindndsinds. Forms necessary for
refills will be provided each time you receive a supply of medication from the service.

Electronic transmission: Or you can ask your physician to transmit your prescriptions electronically to Medco.

Refilling your medication: to be sure you never run short of your prescription medication, you sheoiidereon or after the
refill date indicated on the refill slip or when you have approximately 14 days of medication left.

To order by phone: Call Member Services at (800) 55675. Have your refill slip with the prescription information ready.

To order by mail:
To order online:

Simply mail your refill slip and copayment in the return envelope.
Go tohttp://www.geha.com/prescriptions/OnlinePharmacy.hitrah click on the link to Medco, or go to

www.medco.com

Benefits Description

High Option

Standard Option

Note: The calendar year deductible does not apply to benefits in this Section.

Covered medications and supplies when
GEHA is primary

Medco Network Pharmacy (retail)
All copayments are for up to a @y supplyper prescriptiorn

A generic equivalent Wibe dispensed unleg®u or your
physician specifies that the prescription be dispensed as
written (DAW), when a Federallgpproved generic drug is
available. If there is no generic equivalent available, you |
the brand name awsurance

Note: Underhe High Option plan copayments and
coinsurance for prescription drugs go toward a $4,000 an
prescription oubf-pocket limit(for Self Only or fo Selfand
Family enrollments) exceffor the difference between the
costs of the generic and brand mugtiuirce druggindthe
50% coinsurance for retail drugs after the first fills and
for the 70% coinsurance for ngmeferred sleep aid drugs.

Note: Under the Standard Optiplan copayments and
coinsurance for prescription drugs go toward a $6,000 an
prescription oubf-pocket limit (for S& Only or Self and
Family enrollment) except fahe 70% coinsurance for
non-preferred sleep aid drugs.

Note: Medications to treat some severe and chronic med
conditions are not available at Medco participgtietail
pharmacies but are available through Medco Spediaitg
program. Sepages31-32for the categories of drugs in thig
program.

Generic: $5 or the retail
pharmacyds usu
customary cost of the drug
whichever is less

Single-source brand: 25%p
to amaximum of $150 for up
to a 30day supply

1 Retalil fills eligible for a
greater than a 36ay supply
will be subject to the 25%
coinsurancelp to the
maximum of $350

Multi-source brand: If you
choose a brand name drug for
which a generic drug existyou
will pay the $5 generic copay
and the difference between the
cost of the brand name drug at
the cost of the generic drug,
unless your physician has
provided clinical necessity for
the brand name drug which wil
requirepreauthorization. When
brand name drugs are approve
over generic, your cost will be
based on the brand name drud

Initial and first fill not to exceed
a 30day supply. For all
subsequent refills, you pay the
greater of 50% or the amount
described above.

Gereric: $5 or the retail
phar macyds usu
customary cost of the drug
whichever is less

Brand name:50%up to a
maximum of $200 for up to
a 30day supply

1 Retalil fills eligible for a
greater than a 3@ay supply
will be subject to the 50%
coinsuranceipto the
maximum of $500

Initial amount prescribed, for
up to a 3eday supply
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Prescription drug benefits(continued)

Covered medications and supplies when

You pay

GEHA is primary

High Option

Standard Option

Non-Network Retail

If a participating pharmacy is not available where you res
or you do not use your identification card, you must subn
your claim to:

Medco
P.O. Box 14711
Lexington, KY 40512

Your claim will be calculated on the coimance or the
appropriate copayments. Reimbursement will be based
GEHAG6s costs had you used
must submit original drug receipts.

All copayments are for up to a @lay supply per prescriptio|

Note: When a claim is submittédr online processing or
direct reimbursement of@mpound medication, the pricing
is based on the contractual discounts plus a professional
and any applicable sales taRecent regulations required a
changen processig for compounds.The new standards,
required by HIPAArequire pharmacies to submit all
ingredients in a compound prescription as part of the clai
for both online claim&nd paper claim submissions.
Effective in 2011, pharmacies converted to the newstry
standard changing frommsing the primary ingredient as the
key to prescription claim pricing to use of all ingredients i
the compound for prescription claim pricing.

Note: Under the High Option plan copayments and
coinsurance for prescription dreigo toward a $4,000 annu
prescription oubf-pocket limit (for Self Only or for Self an(
Family enroliments) except for the difference between the
costs of the generic and brand mshiurce drugs and the
50% coinsurance for retail drugs after the fiveb fills and
the 70% coinsurance for ngmeferred sleep aid drugs.

Note: Under the Standard Option plan copayments and
coinsurance for prescription drugs go toward a $6,000 an
prescription oubf-pocket limit (for Self Only or Self and
Family enrolment) except for the 70% coinsurance for
non-preferred sleep aid drugs.

Generic: $5 or the retail
pharmacyds usu
customary cost of the drug
whichever is less

Singlesource brand: 25% up
to a maximum of $150 for up
to a 30day supply

1 Retalil fills eligible for a
greater than a 36ay supply
will be subject to the 25%
coinsurancelp to the
maximum of $350

Multi-source brand: If you
choose a brand name drug for
which a generic drug exists, yg
will pay the $5 generic copay
and the difference betweelmet
cost of the brand name drug a
the cost of the generic drug,
unless your physician has
provided clinical necessity for
the brand name drug which wil
requirepreauthorization.

Plus any difference between o
allowance and theost of the
drug.

Initial and first fill not to exceed
a 306day supply.For all
subsequent refills, you pay the
greater of 50% or the amount
described above.

Generic: $5 or the retail
phar macyds usu
customary cost of the drug
whichever is less

Brand name:50% up to a
maximum of $200 for up to
a 3Gday supply

1 Retail fills eligible for a
greater than a 3@ay supply
will be subject to the 50%
coinsurancelp to the
maximum of $500

Plus any difference between ot
allowance and the cost of the
drug
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Prescription drug benefits(continued)

Covered medications and supplies when

You pay

GEHA is primary

High Option

Standard Option

Medco Pharmacy (mail order)
All copayments are for up to a @lay syply per prescriptior]

A generic equivalent will be dispensed unlgss or your
physician specifies that the prescription be dispensed as
written (DAW), when a Federallgpproved generic drug is
available. If there is no generic equivalent available, pey
the brand name coinsurance.

Note: Under the High Option plan copayments and
coinsurance for prescription drugs go toward a $4,000 an
prescription oubf-pocket limit (for Self Only or for Self an(
Family enrollments) except for the difference betw the
costs of the generic and brand mulburce drugs and the
50% coinsurance for retail drugs after the first two fills an
the 70% coinsurance for ngareferred sleep aid drugs.

Note: Under the Standard Option plan copayments and
coinsurance for peeription drugs go toward a $6,000 ann|
prescription oubf-pocket limit (for Self Only or Self and
Family enroliment) except for the 70% coinsurance for
nonpreferred sleep aid drugs.

Generic: $15 or the cost of the
drug whichever is less

Singlesoure brand: 25% up
to a maximum of $350 for up
to a90-day supply

Multi-source brand: If you
choose a brand name drug for
which a generic drug exists, yd
will pay the $15 generic copay
and the difference between theg
cost of the brand name drug ar
the cos of the generic drug,
unless your physician has
provided clinical necessity for
the brand name drug which wil
requirepreauthorization.

Generic: $15 or the cost of the
drug whichever is less

Brand name: 50% up ®&
maximum of $00 for up to
a 90day supply
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Prescription drug benefits(continued)

Covered medications and supplies Medicare

You pay

A & B primary

High Option

Standard Option

Medco Network Pharmacy (retail)
All copayments are for up to a @lay supply per prescriptio|

A generic equivalent will be dispensed unless you or youl|
physician specifies that the prescription be dispensed as
written, (DAW) when a Federallgpproved generic drug is
available. If therés no generic equivalent available, you p
the brand name coinsurance.

Note: Under the High Option plan copayments and
coinsurance for prescription drugs go toward a $4,000 an
prescription oubf-pocket limit (for Self Only or for Self anc
Family emollments) except for the difference between the
costs of the generic and brand mulburce drugs and the
50% coinsurance for retail dregfter the first two fills and
the 70% coinsurance for ngareferred sleep aid drugs.

Note: Under the Standard Optiplan copayments and
coinsurance for prescription drugs go toward a $6,000 an
prescription oubf-pocket limit (for Self Only or Self and
Family enroliment) except for the 70% coinsurance for
nonpreferred sleep aid drugs.

Note: Medications to tregbme severe and chronic medic
conditions are not available at Medco participating retail
pharmacies but are available through Medco Specialty Di
program. See pages-32 for the categories of drugs in thi
program.

Generic: $5 or the retail

p h ar masua and
customary cost of the drug
whichever is less

Singlesource brand: 20% up
to a maximum of $150 for up
to a 30day supply

1 Retalil fills eligible for a
greater than a 36ay supply
will be subject to the 20%
coinsurancelp to the
maximum of $350

Multi-source brand: If you
choose a brand name drug for
which a generic drug exists, yg
will pay the $5 generic copay
and the difference between the
cost of the brand name drug a
the cost of the generic drug,
unless your physician has
provided clinicainecessity for
the brand name drug which wil
requirepreauthorization.

Initial and first fill not to exceed
a 30day supply. For all
subsequent refills, you pay the
greater of 50% or the amount
described above.

Generic: $5 or theetail

phar macyds usu
customary cost of the drug
whichever is less

Brand name: 50% up to a
maximum of $200 for up to
a 3Gday supply

1 Retail fills eligible for a
greater than a 3@ay supply
will be subject to the 50%
coinsurancelp to the
maximum d $500

Initial amount prescribed, for
up to a 3eday supply
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Prescription drug benefits(continued)

Covered medications and supplies Medicare

You pay

A & B primary

High Option

Standard Option

Non-Network Retail

If a participating pharmacy is not available where you res
or you do not use your identification card, you must subn
your claim to:

Medco
P.O. Box 14711
Lexington, KY 40512

Your claim will be calculated on the coinsurance or the
appropriate copayments. Reimbursement will be based ¢
GEHAG6s costs had you used
must submit original drug receipts.

All copayments are for up to a -y supply per prescriptio

Note: When a claim is submitted for online pegsing or
direct reimbursement of@mpound medication, the pricing
is based on the contractual discounts plus a professional
and any applicable sales taRecent regulations required a
changen processingor compounds The new standards,
required by HIPAArequire pharmacies to submit all
ingredients in a compound prescription as part of the clai
for both online claimand paper claim submissions.
Effective in 2011, pharmacies converted to the new indug
standardchanging fronusing the primary ingredient as the
key to prescription claim pricing to use of all ingredients i
the compound for prescription claim pricing.

Note: Under the High Option plan copayments and
coinsurance for prescription drugs go towardt®80 annual
prescription oubf-pocket limit (for Self Only or for Self anc
Family enroliments) except for the difference between the
costs of the generic and brand mushiurce drugs and the
50% coinsurance for retail dregfter the first two fills and
the 70% coinsurance for ngmeferred sleep aid drugs.

Note: Under the Standard Option plan copayments and
coinsurance for prescription drugs go toward a $6,000 an
prescription oubf-pocket limit (for Self Only or Self and
Family enrollment) excepbf the 70% coinsurance for
non-preferred sleep aid drugs.

Generic: $5 or the retail
pharmacyds usu
customary cost of the drug
whichever is less

Single-source brand20% up
to a maximum of $150 for up
to a30-day supply

1 Retalil fills eligible for a
greater than a 36ay supply
will be subject to the 20%
coinsurancelp to the
maximum of $350

Multi-source brand: If you
choose a brand name drug for
which a generic drug exists, yq
will pay the $5 generic copay
and the difference between the
cost of thebrand name drug an
the cost of the generic drug,
unless your physician has
provided clinical necessity for
the brand name drug which wil
requirepreauthorization.

Plus any difference between o
allowance and the cost of the
drug

Initial and first fill not to exceed
a 30day supply. For all
subsequent refills, you pay the
greater of 50% or the amount
described above and any
difference between our
allowance and the cost of the
drug.

Generic: $5 or the retail
phar macyds usu
customary cost of the drug
whichever is less

Brand name:50% up to a
maximum of $200 for up to
a 3Gday supply

1 Retail fills eligible for a
greater than a 36ay supply
will be subject to the 50%
coinsurancelp to the
maximum of $500

Plus any differencbetween our
allowance and the cost of the
drug
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Prescription drug benefits(continued)

Covered medications and supplies Medicare

You pay

A & B primary

High Option

Standard Option

Medco Phamacy (mail order)
All copayments are for up to a @lay supply per prescriptio|

A generic equivalent will be dispensed unless you or youl|
physician specifies that the prescription be dispensed as
written (DAW), when a Federallgpproved generic drug is
available. If there is no generic equivalent available, you |
the brand name coinsurance.

Note: Under the High Option plan copayments and
coinsurance for prescription drugs go toward a $4,000 an
prescription oubf-pocket limit (for Self Only or for 8lf and
Family enrollments) except for the difference between the
costs of the generic and brand mulburce drugs and the
50% coinsurance for retail drugs after the first two fills an
the 70% coinsurance for ngareferred sleep aid drugs.

Note: Undertie Standard Option plan copayments and
coinsurance for prescription drugs go toward a $6,000 an
prescription oubf-pocket limit (for Self Only or Self and
Family enroliment) except for the 70% coinsurance for
nonpreferred sleep aid drugs.

Generic: 30 or the cost of the
drug whichever is less

Singlesource brand: 15% up
to a maximum of $350 for up
to a 90day supply

Multi-source brand: If you
choose a brand name drug for
which a generic drug exists, yq
will pay the $10 generic copay
and the diffeence between the
cost of the brand name drug af
the cost of the generic drug,
unless your physician has
provided clinical necessity for
the brand name drug which wil
requirepreauthorization.

Generic: $15 or the cost of the
drugwhichever is less

Brand name:50% up to a
maximum of $500 for up to
a 90-day supply

Non-covered medications and supplies

The following medications and supplies are not covered
under the GEHA health plan:

9 Drugs and supplies for cosmetic purposes

1 Vitamins, nutrients and food supplements that do not
require a prescription are not covergddcluding enteral
formula available without a prescription

Nonprescription medicines

Medical supplies such as dressings and antiseptics
Drugs whichare investigational

Drugs prescribed for weight loss

Drugs to treat infertility

Drugs to treat impotency

= =4 -4 4 A -2 -2

If a drug exists that has awver the counter (OTC)
equivalent the prescription drug is not covered

Note: Overthecounter or prescription drugs appved by
the FDA to treat tobacco dependence are covered under
Tobacco cessatiobenefit with your Medco prescription
card, through Medco Pharmacy (mail order) or a non
Network Retail pharmacy(See pag&9)

All charges

All charges
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