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COVA Care Health Benefits Plan
IMPORTANT NOTICE

Your Health Plan benefits are administered by Anthem Blue Cross and Blue Shield
(BCBS) for Medical, Behavioral Health and Employee Assistance Program (EAP), Outpatient
Prescription Drugs, health and wellness programs and optional vision and hearing benefits.
Delta Dental of Virginia administers routine Dental benefits, including optional expanded Dental
benefits.

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

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

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

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

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

When you have questions or need help, here are some of the resources, tools and other
programs that are available to you. More information and descriptions of additional

resources follow the chart.

Resource

Anthem Health Guide
(Member Services)

Overview of Services
Contact your Anthem Health Guide
when:

e You have questions about the
Plan’s benefits for

o Medical

o Health and Wellness
Programs

o Optional Vision and
Hearing

e You want to obtain
preauthorization for a service
(precertification)

e You have a question about a
claim

e You need a new or an additional
ID Card

How to Contact

Phone: 800-552-2682

For hearing impaired, please contact your

state’s relay service by dialing 711

Hours: Monday-Friday
8:00 a.m. - 6:00 p.m. ET

Online: www.anthem.com/cova

Anthem Behavioral
Health and Employee
Assistance Program
(EAP)

See Employee Assistance
Program for a detailed
description of services.

Contact Behavioral Health and
EAP for:

e Access to services and
authorizations

Call the EAP when you need help
with personal concerns such as:

e Stress

e Marital and family issues

e Substance abuse

Phone: 855-223-9277

Hours: available 24 hours a day,
7 days a week

Online: www.anthem.com/cova and
www.anthemeap.com/cova

CarelonRx -
Outpatient
Prescription Drugs

See Outpatient
Prescription Drugs for

a detailed description
of services.

Contact CarelonRx for:

e Pharmacy, Home Delivery and
Specialty Prescription questions

Go online for:

e Plan overview

e List of covered drugs by tier
e  Prescription drug claim form

Customer Service: 833-267-3108
Home Delivery: 833-396-0309
Specialty Rx: 833-255-0645

Hours of Operation: 24 hours a day,
7 days a week

Online: www.anthem.com/cova
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Resource

Anthem Health & Wellness
Programs

See Programs Included In Your
Health Plan for a detailed
description of services.

Overview of Services

For access to the following
programs:

e Building Healthy Families
o Maternity Support and
Incentive

e ConditionCare
o Condition Management

¢ Well-Being Coach
o Bariatric pre-surgery
education coaching program
o Wellness and lifestyle
coaching

How to Contact

Building Healthy Families:
Phone: 833-414-4200
Hours: Monday-Friday
8:30 a.m. - 6:00 p.m. ET

ConditionCare:

Phone: 800-552-2682
Hours: Monday-Friday
8:00 a.m. - 6:00 p.m. ET

Well-Being Coach:
Phone: 844-507-8472
Hours: Monday-Friday
8:30a.m. - 11:00 p.m. ET

Virtual Primary Care

See Programs Included In
Your Health Plan for a
detailed description of
services.

Check symptoms, text chat with a
doctor, and get virtual check-ups and
ongoing care through Anthem’s Sydney
Health app.

For primary care, preventive care, virtual annual
wellness visits, and chronic condition
management, set up an appointment through
Anthem’s Sydney Health app.

From the homepage, select Check-ups and
Ongoing Care.

Monday through Friday, 9 am. to 9 p.m. ET
Saturday and Sunday, 9 a.m.to 5 p.m. ET

For urgent or sick care, select Chat with a Doctor
24/7 or Check Symptoms.

Hours for urgent or sick care: 24/7

LiveHealth Online

See Programs Included In
Your Health Plan for a
detailed description of
services.

LiveHealth Online provides access to

the following services:

e Medical

e Psychology

e Psychiatry

e Employee Assistance Program
(EAP)

e Dermatology

Phone: 888-548-3432

Online: www.livehealthonline.com

Hours of Operation: 24 hours a day,
7 days a week

Scheduled appointments required for
Psychology, Psychiatry, and EAP services.

Delta Dental of Virginia —
Routine Dental Services

See Dental Services — Basic
and Optional Benefits —
Expanded Dental for a
detailed description of
services.

Contact Delta Dental when:
¢ You have questions about the
Plan’s benefits for
o Routine Basic and
Expanded Dental services
o You have a question
about a claim

Phone: 888-335-8296

Hours of Operation: Monday-Thursday
8:15a.m. 10 6:00 p.m. ET
Friday 8:15 a.m. to 4:45 p.m. ET

Online:
https://deltadentalva.com/members/cov.html

ID Card Order Line

When you need a new or an
additional ID card

Phone: 866-587-6713

Online: www.anthem.com/cova
>Login>My Plan>ID Card

Find Care

For the most recent information on In-
network Providers.

A directory of participating Providers may be
accessed online at each Plan Administrator’s
website.
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Resource

SmartShopper Shared
Savings Program

Overview of Services

Contact the Care Concierge Team to
register and identify savings and
reward opportunities

How to Contact
Phone: 844-277-8991
Online: cova.smartshopper.com/

Monday - Thursday from 8 a.m. to 8 p.m.
Friday from 8 a.m. to 6 p.m. ET.

Your Commonwealth of
Virginia Benefits
Administrator

Call your Benefits Administrator if
you have questions about:

o Eligibility

e Enroliment

e Disenrollment

e Qualifying events

e Active employees and their covered family
members: contact your employing agency’s
Human Resources Department.

e Retiree group participants: refer to your
annual rate materials to identify your
Benefits Administrator.

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

Contact the DHRM if you need to
bring an issue to the attention of the
Plan Administrator.

E-mail: ohb@dhrm.virginia.gov
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Get help in your language

Curious to know what all this says? We would be too. Here’s the English version:

This notice has important information about your application or benefits. Look for important dates. You might need to take
action by certain dates to keep your benefits or manage costs. You have the right to get this information and help in your
language for free. Call the Member Services number on your ID card for help. (TTY/TDD: 711)

Spanish

Este aviso contiene informacién importante acerca de su solicitud o sus beneficios. Busque fechas importantes. Podria
ser necesario que actie para ciertas fechas, a fin de mantener sus beneficios o administrar sus costos. Tiene el derecho
de obtener esta informacién y ayuda en su idioma en forma gratuita. Llame al nimero de Servicios para Miembros que
figura en su tarjeta de identificacion para obtener ayuda. (TTY/TDD: 711)

Amharic

LU TNFDEL AATIANFP DL.I° PPT] PPTP MPT), a0l AAD: ANLATL PTTT LAAT: TP PPITPT ATISCT MLI® hG PP Ty
APSNMC (P P7 A2 ACIPE @18 POLATP LIPSA: RUTY ao28 hG W (1R7RP N12 0997 a1Vt AAP T ARTH (90 FOLPP AL, PAD-Y
PANA AT INT R PC @+ (TTY/TDD: 711)

Arabic
b‘ﬂhk&&ﬂbﬁmm‘ydﬁ;\)}\JIA.!“;‘C\:\A:M 4.«@..«” .\JQ‘_}AH&L\.I‘;GUA‘)A\ JMM‘L!\)AH}\A—L\XLJPM@.AL_AA}&M&G Jla.;.uy‘ \.\Agg_,.\a_n
s Aalal) Cay el 48Uy e 3 sa gall slime ) Ciladd o8 5 Juai¥) oayf Ulse il 3 Laall 5 cila slaall 53 e J geanll @l Gay 48SH1 513
(TTY/TDD:711)s2e lsall

Bassa

B3i-po-po nia ke bédé b3 kpade ba ni de-m3-difede mod kpana-dg bé m ké dyée dyi. M me m5 wé kpade bé dyi. B ni kpana de
bé& ké m xwa se moao bé th ké pid xwa béin nyee, o mu wéin bé m ké3 de bé ti k3 nylin. M bédé dyi- bed@m d&d bé th ké b5 nia ke
ké gbo-kpa-kpa dyé dé m bidi-wiudulin b6 pidyi. D4 Méba jé gbo-gmd Kpog ndba nia ni Dyi-dyoin-bg5 kie, b6 gbo-kpa-kpa dyé
je. (TTY/TDD: 711)

Bengali

AR AEE N YREE A R FwfEbe sFeTd oNr FA®| Syl oINS Sely | ST SRS
IS FRE I I AFG 7T FAF I fAUg SN AFANE FO FA© 0 MA| [FARET 93 o MNSIF 3
AFAR SAF TR FAF ANFE AFEE AR TRIDI I AR RS FNG ARFT o AT qq@ I FFa|
(TTY/TDD: 711)

Chinese
A AT B HREE A i tH R EE 2 AR o E%%%%%Eiﬁﬂ o XA RE R AL E H AR SR T8 DAERE Y A i B E &
F - A FESE R EAEES R &S AR B - 558 T1EM ID & Laupk B AR RE =K 8 - (TTY/TDD: 711)

Persian
S S A8y pp sl Lo 4 Lowl Led slol e Lo GwlgF 0 dygs0 Hd peo Oledbl o gals 4uedbl Gl
o s b 1) 03 slolje LS s plail (ol a3l pls sleron S Fom 0o bl p)Y Swl (S
O 0Ly Oy 4 1) LSS g oledbl gl 48wy ly 1y @ ool Led caodS Gogae 1) Leddge
OHLS sy s 4S8 slasl Olods S50 oplad 4 SaS bl ol g LdadS odloyo (LSagF gl
JA(TTY/MDD:711) 008 wlas cow! odd gy OLSlwlid

French

Cette notice contient des informations importantes sur votre demande ou votre couverture. Vous y trouverez également
des dates a ne pas manquer. Il se peut que vous deviez respecter certains délais pour conserver votre couverture santé
ou vos remboursements. Vous avez le droit d’accéder gratuitement a ces informations et a une aide dans votre langue.
Pour cela, veuillez appeler le numéro des Services destinés aux membres qui figure sur votre carte d’identification.
(TTY/TDD: 711)

German

Diese Mitteilung enthalt wichtige Informationen zu lhrem Antrag oder Ihren Beihilfeleistungen. Priifen Sie die Mitteilung
auf wichtige Termine. Moglicherweise miissen Sie bis zu einem bestimmten Datum Malinahmen ergreifen, um lhre
Beihilfeleistungen oder Kostenzuschiisse aufrechtzuerhalten. Sie haben das Recht, diese Informationen und
Unterstltzung kostenlos in lhrer Sprache zu erhalten. Rufen Sie die auf |hrer ID-Karte angegebene Servicenummer fiir
Mitglieder an, um Hilfe anzufordern. (TTY/TDD: 711)



Hindi
3 Il H 39 3Mdes AT oAl & IR H Agcdqul Sl g1 HecaqoT fafar S&| 39el o1y S0 3@t AT Al
FT 9T I & T, 3R ARTT AT d FRAS R & TR & Thdr g1 S T Tg STy 3R Fee

IO ST H HFT H UIed el H1 SR g1 A $ AT 39 ID &S W FEd Ja¢ ey T hiol |
(TTY/TDD: 711)

Igo (Igbo)

Okwa a nwere ozi di mkpa gbasara akwukwo anamachoihe ma o bu elele gi. Chogharia ubochi ndi di mkpa. | nwere ike
ime ihe n'ufodu ubochi iji dowe elele gi ma o bu jikwaa onuego. | nwere ikike inweta ozi a yana enyemaka n’asusu gi
n’efu. Kpoo nomba Qru Onye Otu di na kaadi NJ gi maka enyemaka. (TTY/TDD: 711)

ot SR ASLILE TR "*N% 2 EYAIL. =S FXISHALE

|Stel MMM E= o Ehof| LS 52t ™
H&S 22|st7| @I 57 Ot LNX| 2X|E FofloF & = JAELICE HSHo| A= E 0| HEHE 1 {3e] 202
EE22 S He7t AEHLCHL =22 2o2{™ F5t2| ID 7HE0]| /U= 2|3 MH[A Hdgi H2tStA Al 2. (TTY/TDD: 711)
Russian

HacTosilee yBegomneHne COAEPXUT BaXKHYI0 MHpopMaLmio 0 BalleM 3asiBrieHun unu eeinnatax. Obpatute BHMMaHue
Ha KOHTpOnbHble AaTbl. [1na coxpaHeHus npaBa Ha NorlyYyeHue BbinnaT Unm NOMOLLM C pacxogamMu OT Bac MOXET
notpeboBaTbCA BbINOMHEHME OnpeaeneHHbIX AENCTBUI B YKa3aHHble CPOKW. Bbl MMeeTe npaBo NonyyYnTb AaHHYO
MHopMaLLMO 1 NOMOLLb Ha BalleM s3bike 6ecnnatHo. [ns nonyyeHnsa noMoLm 3BOHUTE B OTAEN 0BCrnyXnBaHus
YYaCTHMKOB MO HOMEPY, YKa3aHHOMY Ha Ballen naeHTUUKaLnoHHOM KapTe.

(TTY/TDD: 711)

Filipino (Tagalog)

May mahalagang impormasyon ang abisong ito tungkol sa inyong aplikasyon o mga benepisyo. Tukuyin ang
mahahalagang petsa. Maaaring may kailangan kayong gawin sa ilang partikular na petsa upang mapanatili ang inyong
mga benepisyo o mapamahalaan ang mga gastos. May karapatan kayong makuha ang impormasyon at tulong na ito sa
ginagamit ninyong wika nang walang bayad. Tumawag sa numero ng Member Services na nasa inyong ID card para sa
tulong. (TTY/TDD: 711)

Urdu
A S ol S S alie S GSRY L sl ) - 68 e U el - o Jeiie gy el ol (e ol S 053 b Gl A0 (Sl G5
J};}A)ﬂd)lsddu_ﬂc.\:\\s\lcSJJA.c_‘\LB;LSJ}a;CSJAAJJ‘&_ﬁLQJhAu\L"_\AAU.._\Ath‘;g\)Su\.dwt&ﬁujj)mus:)se\ﬁ\ﬁu);:\)u
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Viethamese

Thong bao nay cé thong tin quan trong vé don dang ky hodc quyén loi bdo hlém clia quy Vvi. Hay tim cac ngay quan trong
Quy vi c6 thé can phal c6 hanh dong trwéc nhirng ngay nhét dinh dé duy tri quyén loi bao hiém hodc quan ly chi phi cia
minh. Quy vi co quyen nhan mién phi théng tin nay va sy tro' gidp bang ngdn ngir ciia quy vi. Hay goi cho Dich Vu Thanh
Vién trén thé ID clha quy vi dé dwoc gitp d&. (TTY/TDD: 711)

Yoruba

Akiyési yii ni iwifan pataki nipa ibééreé tabi awon anfani re. Wa dééti pataki. O le ni lati gbé igbésé ni dééti kan paté lati
téju awon anfani tabi sakoso iye owo re. O ni et lati gba iwifun yii ki o si seéranw¢ ni €dé re 16féé. Pe Nomba awon ipésé
omo-egbé 16ri kaadi idanimo re fun iranwo. (TTY/TDD: 711)

It’s important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people,
or treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we
offer free aids and services. For people whose primary language isn’t English, we offer free language assistance services
through interpreters and other written languages. Interested in these services? Call the Member Services number on your
ID card for help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color,
national origin, age, disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with
our Compliance Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond,
VA 23279. Or you can file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights at
200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019
(TDD: 1- 800-537-7697) or online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.
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COVA Care — Summary of Benefits

This chart is an overview of your benefits for covered services under the basic plan. This
summary also includes information on the optional benefits available for an additional premium.

COVA Care is a non-grandfathered health plan as defined by the Patient Protection and
Affordable Care Act (PPACA).

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

Page
Number
Plus One Family
Single (You and One (You and Two
(You Only) Family or More
Member) Family
Members)
Plan Year Deductible (applies as indicated) $300 $600 $600 15
Plan Year Out-Of-Pocket Expense Limit $1,500 $3,000 $3,000 19
You Pay You Pay Page
In-network’ In-network’ Number
Copayment Coinsurance
Ambulance Travel $0 20% after Deductible 71
Behavioral Health and EAP 54
Inpatient treatment
Facility Services $300 per Stay 0%
Professional Provider Services $0 0%
Residential Treatment Program $300 per Stay 0%
Partial Hospitalization (Day) Program $125 per 0%
Episode of Care
Intensive Outpatient Treatment $125 per 0%
Program (IOP) Episode of Care
Intensive In-Home Services $25 per Provider 0% 18
group per day
Outpatient Treatment Program
o . $125 per 0%
Facility Services Episode of Care
Non-Medical professional? $25 0%
Medical professional $25
Employee Assistance Program $0 0%
Up to four Visits per issue
(per Plan Year)
Dental Services - Basic 81
Diagnostic and Preventive Services $0 0%, no Deductible
Dental Services (non-routine Medical) $0 20% after Deductible 83

' For Medical and Behavioral Health services: Except in an Emergency, you do not have Out-of-Network benefits
unless you purchased the Out-of-Network option.

2 Includes independently licensed professionals with a master’s or doctoral degree.



Summary of Benefits continued You Pay You Pay Page
In-network’ In-network’ Number
Copayment Coinsurance
Diabetic Equipment $0 20% after Deductible 70
Diabetic Education $0 0% 49
Diagnostic Tests, Labs and X-rays 39
Outpatient Surgery® $0 0%
Outpatient Diagnostic Services Only $0 20% after Deductible
Outpatient Emergency Room $0 20% after Deductible
Dialysis Treatments 39
Facility Services $0 0%
Doctor's Office $0 0%
Doctor’s Visits (On an Outpatient basis) 48
Primary Care Physicians $25 0%
Specialty Care Providers $40 0%
LiveHealth Online $0 0%
Early Intervention Services Copayment/Coinsurance determined by service 67
received.
Emergency Room Visits 39
$300 per Visit 0%
Facility Services (waived if admitted
to hospital)
Professional Provider Services
Primary Care Physicians $25 0%
Specialty Care Providers $40 0%
Diagnostic Tests, Labs and X-rays $0 20% after Deductible
Home Health Services $0 0% 45
90-Visit Plan Year limit per member
Home Private Duty Nurse’s Services $0 20% after Deductible 70
Hospice Care Services $0 0% 68
Hospital Services 39
Inpatient Care
Facility Services $300 per Stay 0%
Primary/Specialty Care Physicians $0 0%
Diagnostic Tests, Labs and X-rays $0 0%
Outpatient Care (including Observation)
Facility Services $125 0%
Professional Provider Services
Primary Care Physicians $25 0%
Specialty Care Providers $40 0%
Diagnostic Tests, Labs and X-rays $0 20% after Deductible
Maternity 48

Professional Provider Services

Prenatal and Postnatal Care

Primary Care Physicians $25 0%

Specialty Care Providers $40 0%
Delivery

Primary/Specialty Care $0 0%

Physicians

' For Medical and Behavioral Health services: Except in an Emergency, you do not have Out-of-Network benefits

unless you purchased the Out-of-Network option.

3 Diagnostic tests, labs and X-rays are covered under the Outpatient Facility Copayment when billed by a Facility in

conjunction with a surgery.



Summary of Benefits continued You Pay You Pay Page
In-network’ In-network’ Number
Copayment Coinsurance
Maternity (continued) 48
Hospital Services for Delivery $300 per Stay 0%
Delivery room, anesthesia, nursing care
for newborn
Diagnostic Tests, Labs and X-rays $0 20% after Deductible
Medical Equipment (durable), $0 20% after Deductible 69
Appliances, Formulas, Prosthetics and
Supplies
Outpatient Prescription Drugs - Mandatory Generic 73
Plus One Family
Single (You anc_i (You and
(You Only) One Family Two or _
Member) more Family
Members)
Plan Year Deductible (Tiers 2, 3 & 4) $150 $300 $300
Retail Pharmacy
Covered drugs per 34-day supply
First Tier $15 0%
Second Tier $30 after deductible 0%
Third Tier $45, after deductible 0%
Fourth Tier (Specialty Drugs)* $55, after deductible 0%
Home Delivery Services (Mail Order)
Covered drugs for up to a 90-day
supply
First Tier $30 0%
Second Tier $60, after deductible 0%
Third Tier $90, after deductible 0%
Fourth Tier (Specialty Drugs)* $110, after deductible 0%
Diabetic Supplies $0 20%, no Deductible
Prescription Insulin Drugs to Treat 34-day supply not to 0%
Diabetes exceed $50
90-day supply not to
exceed $150
Shots (Allergy and Therapeutic $0 20% after Deductible 49
Injections)
At a doctor’s office, Emergency room or
QOutpatient hospital department
Skilled Nursing Facility Stays 43
180-day per Stay limit per member
Facility Services $0 per Stay 0%
Primary/Specialty Care Physicians $0 0%
Surgery 39, 48
Inpatient
Facility Services $300 per Stay 0%
Primary/Specialty Care Physicians $0 0%
Diagnostic Tests, Labs and X-rays $0 0%

' For Medical and Behavioral Health services: Except in an Emergency, you do not have Out-of-Network benefits
unless you purchased the Out-of-Network option.

4 Specialty drugs are typically higher cost brand name drugs used to treat chronic and rare conditions.



Summary of Benefits continued You Pay You Pay Page
In-network’ In-network’ Number
Copayment Coinsurance
Outpatient
Facility Services $125 per Visit 0%
Professional Provider Services
Primary Care Physicians $25 0%
Specialty Care Providers $40 0%
Therapy — Outpatient Services
Cardiac Rehabilitation Therapy 65
Facility Services $0 0%
Primary/Specialty Care Physicians $0 0%
Chiropractic, Spinal Manipulations and 59
Other Manual Medical Interventions
30-Visit Plan Year limit per member
Primary Care Physicians $25 0%
Specialty Care Providers $35 0%
Infusion Services (Includes IV or 17, 65
Injected chemotherapy)
Facility Services $0 20% after Deductible
Primary/Specialty Care Physicians $0 20% after Deductible
Home Health Services $0 20% after Deductible
Infusion Medications
Outpatient Settings $0 20% after Deductible
Home Settings $0 20% after Deductible
Occupational Therapy 65
Facility Services $35 0%
Professional Provider Services
Primary Care Physicians $25 0%
Specialty Care Providers $35 0%
Physical Therapy 65
Facility Services $15 0%
Primary/Specialty Care Physicians $15
Radiation Therapy 65
Facility Services $0 0%
Primary/Specialty Care Physicians $0 0%
Respiratory Therapy 65
Facility Services $0 0%
Primary/Specialty Care Physicians $0 0%
Speech Therapy 65
Facility Services $35 0%
Professional Provider Services
Primary Care Physicians $25 0%
Specialty Care Providers $35 0%
_Urgent Care Center 23
Professional Provider Services
Primary Care Physicians $25 0%
Specialty Care Providers $40 0%
Diagnostic Tests, Labs and X-rays $0 20% after Deductible

' For Medical and Behavioral Health services: Except in an Emergency, you do not have Out-of-Network benefits

unless you purchased the Out-of-Network option.
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Summary of Benefits continued You Pay You Pay Page
In-network’ In-network’ Number
Copayment Coinsurance
Vision, Routine Basic — Blue View Vision Network 85
(included in Basic Plan)
Routine eye exam (one per plan year)
Adult routine eye exam $15 0%
Pediatric routine eye exam (under age 19) $0 0%
Eyeglass frames® 35% discount off
retail price
Eyeglass lenses®
- Single vision lenses $50 Copayment
- Bifocal lenses $70 Copayment
- Trifocal lenses $105 Copayment
Contact lenses 15% discount off
(Conventional, non-disposable) retail price
Vision Correction $0 20% after Deductible 70
After surgery or accident
Wellness and Preventive Care Services 60
Well Child
Office Visits at specified intervals
Primary/Specialty Care Physicians $0 0%
Immunizations®
Primary/Specialty Care Physicians $0 0%
Screening Tests $0 0%
Routine Wellness 60
Check-up Visit (one per Plan Year)
Primary/Specialty Care Physicians $0 0%
Immunizations®
Primary/Specialty Care Physicians $0 0%
Routine Lab and X-ray Services $0 0%
Wellness and Preventive Care Services 61
(one of each per Plan Year)
Gynecological Exam
Primary/Specialty Care Physicians $0 0%
Pap Test $0 0%
Mammography Screening $0 0%
Prostate Exam (digital rectal exam)
Primary/Specialty Care Physicians $0 0%
Prostate Specific Antigen Test $0 0%
Colorectal Cancer Screenings $0 0%

unless you purchased the Out-of-Network option.

5 When purchased as part of a complete pair of eyeglasses. If frames, lenses or lens options are purchased

separately, members will receive a 20% discount.

For Medical and Behavioral Health services: Except in an Emergency, you do not have Out-of-Network benefits

6 Routine immunizations are only covered in the doctor’s office or through the Outpatient pharmacy benefit. Routine
immunizations are not covered in an Outpatient hospital Setting.
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Summary of Benefits continued

Optional Benefits — These options are available for an additional premium.

Summary of Benefits continued You Pay You Pay Page
In-network In-network Number
Copayment Coinsurance
Optional Expanded Dental Plus One Family 88
Sinale (You and (You and
(You (g)nl ) One Family  Two or more
y Member) Family
Members)
Plan Year Deductible $50 $100 $150
The most Your Health Plan pays per
person per Plan Year is $2,000
Primary Dental Care $0 20% after Deductible
Major Dental Care $0 50% after Deductible
Orthodontic Services ($2,000 lifetime $0 50% no Deductible
maximum per person)
Optional Out-of-Network Benefit Plan payment is reduced by 25%. Provider may 92
Balance Bill for amount above Allowable
Charge.
Optional Expanded Routine Vision — Blue View Vision Network 93

These benefits are available once per Plan Year.

You Pay
In-network

Routine eye exam

Covered under Basic Plan

Eyeglass frames

20% discount after plan pays first $100

Eyeglass lenses
- Single vision lenses

$20 Copayment

- Bifocal lenses

$20 Copayment

- Trifocal lenses

$20 Copayment

OR

Contact lenses
- Conventional
- Disposable

- Non-elective

15% discount after plan pays $100
Balance after $100 allowance
Covered in Full

Contact lens fit and follow-up (standard)
Contact lens fit and follow-up (premium)

Up to $55
10% off retail price
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Optional Routine Hearing

97

You pay the remaining cost for hearing aid services and supplies after Your Health Plan’s
Reimbursement.

You Pay
In-network
Routine hearing exam $40 Copayment
(once per Plan Year)
Purchase of hearing aids and other Balance after

related hearing aid services and supplies plan pays $1,200
except disposable hearing aids.

(Available every 48 months. Your Health

Plan pays a maximum of $1,200 during

the 48 months.)
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DEFINITIONS

Throughout this booklet are words which begin with capital letters. In most cases, these are
defined terms. This section gives you the meaning of most of these words.

Activities of Daily Living
These are activities such as walking, eating, drinking, dressing, toileting, transferring
(e.g. wheelchair to bed), and bathing.

Acute Care Facility
This is a Facility that provides Inpatient Medical care and other related services for surgery,
acute Medical conditions or injuries (usually for a short term illness or condition).

Adult Incapacitated Dependents
These are adult children who have been deemed incapacitated due to a physical or mental
health condition. Once approved, coverage for these dependents is subject to periodic reviews.

Adverse Benefit Determination
This is a denial, reduction of a benefit or failure to provide a benefit, in whole or in part, by Your
Health Plan.

Allowable Charge

This is the maximum amount that Your Health Plan will reimburse a Provider for a specific
service. This is also the amount on which the Deductible (if any), Copayment, and Coinsurance
for eligible services are calculated.

Anthem Health Guide (AHG)
This is an Anthem customer service representative who can connect you with the right benefits
and programs for your health care needs, including:

. Spot medical gaps in care, such as routine exams and screenings;

« Appointment —scheduling support;

« Help you compare costs and find in-network Providers; and

. ldentify and take advantage of the many wellness offerings available to you.

Applied Behavior Analysis

This is an educational component of autism spectrum disorder (ASD), which may include the
design, implementation, and evaluation of environmental modifications using behavioral stimuli
and consequences to produce socially significant improvement in human behavior, including the
use of direct Observation, measurement, and functional analysis of the relationship between
environment and behavior.

Balance Bill
This refers to the amount a non-network Provider or Facility charges over the Allowable Charge
that may be billed to you.

Behavioral Health

This includes the promotion and maintenance of mental and emotional health and wellness, and
the treatment of substance abuse.
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Benefits Administrator

The person appointed by your employer to assist you with Your Health Plan is your Benefits
Administrator. Your Benefits Administrator may also provide you information about your
benefits. If there is a conflict between what your Benefits Administrator tells you and Your
Health Plan itself, your benefits, to the extent permitted by law, will be determined on the basis
of the language in this booklet.

Carelon Medical Benefits Management (MBM) Review

This is an Anthem owned utilization management organization that administers the Health
Services Review process for diagnostic imaging services, sleep studies and sleep apnea
treatment such as CPAP, chemotherapy and radiation therapy associated with cancer
treatments. When your Provider calls Your Health Plan for these services, their call will be
directed to Carelon MBM to complete the review.

Coinsurance
The percentage of the Allowable Charge you pay for some covered services is your
Coinsurance.

Concurrent Care Claim
This is a claim for a benefit where Your Health Plan is reducing or ending a service that it
previously approved.

Continuous Glucose Monitoring (CGM) System
This is a continuous home blood glucose monitoring system that continually checks glucose
levels throughout the day and night.

Copayment
The fixed dollar amount you pay for some covered services is your Copayment.

Covered Person
This is you and any enrolled eligible dependents.

Custodial Care
Custodial care is defined as any services, supplies, care or treatment rendered to a beneficiary
or member who:

. is disabled mentally or physically as a result of a mental health/substance abuse diagnosis,
and such disability is expected to continue and be prolonged;

. requires a protected, monitored or controlled environment whether Inpatient, Outpatient, or
at home;

« requires assistance with Activities of Daily Living; and

. is not under active and specific Medical, surgical, or psychiatric treatment that will reduce
the disability to the extent necessary to enable the beneficiary or member to function outside
the protected, monitored, controlled environment.

Deductible

Medical and Behavioral Health Services

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

The Deductible applies to benefits subject to a Coinsurance, such as ambulance travel, private
duty nursing, infusion services, Medical Equipment and supplies, diagnostic tests, labs and
x-rays. It does not apply to wellness, preventive, or drug benefits. Refer to the Summary of
Benefits chart at the front of this booklet for specific benefits.

Family Limit on Deductibles
Deductible amounts are calculated on an individual basis for each family member. This is how
the Deductible works for each coverage type:

« You Only: If you have single-only coverage, you are responsible for satisfying the single
Deductible only.

« You and One Family Member: Each of you must satisfy the individual Deductible.

« Family: Deductible amounts for each individual member accumulate toward the family
Deductible limit. However, no individual family member can contribute more than the
single-only Deductible amount.

Carry Over Deductible

The Deductible amount is for a 12 month period and begins again each Plan Year. Deductible
amounts incurred from April 1 through June 30 carry over and are applied to the new Plan Year
Deductible.

Outpatient Prescription Drug Services

There is a separate Plan Year Deductible for Outpatient Prescription Drug which applies to tiers
2, 3 and 4. The Outpatient Prescription Drug Deductible works the same way as the Medical
and Behavioral Health Deductible, except that the carry over provision does not apply to the
Outpatient Prescription Drug Deductible. The Outpatient Prescription Drug Deductible does
count toward the Out-of-Pocket Expense Limit.

Dental Services

There is a separate Plan Year Deductible for Dental coverage which applies to optional
expanded Dental benefits. The Dental Deductible works the same way as the Medical and
Behavioral Health Deductible, except that the carry over provision does not apply to the Dental
Deductible.

Dental
This refers to covered services for the care of your teeth and gums.

Effective Date
This is the date coverage begins for you and/or your dependents enrolled under Your Health
Plan.

Emergency

An Emergency is the sudden onset of a Medical or Behavioral Health condition that manifests
itself by symptoms of sufficient severity. This includes severe pain that without immediate
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Medical attention could reasonably be expected by a prudent layperson who possesses an
average knowledge of health and medicine to result in:

serious jeopardy to the physical health or Behavioral Health of the individual;
danger of serious impairment of the individual’s bodily functions;

serious dysfunction of any of the individual’s bodily organs; or

in the case of a pregnant woman, serious jeopardy to the health of the fetus.

Employee Assistance Program (EAP)

This is a free, voluntary, confidential service to help you, covered dependents and members of
your household deal with personal challenges that can be addressed through short-term
counseling.

Episode of Care
This is the period of treatment between admission and discharge from a Facility.

Exclusions
These are services which are not, under any circumstances, eligible for Reimbursement under
Your Health Plan. See the Exclusions section.

Experimental/Investigative

These are services or supplies that are judged to be Experimental or Investigative at the Plan
Administrators’ sole discretion. Refer to Experimental/lnvestigative Criteria under the
General Rules Governing Benefits section.

Extended Coverage (COBRA) Qualified Beneficiary

This refers to you or a covered dependent who is covered on the day before a qualifying event,
and who loses coverage due to that event. A child born to or placed for adoption with the
covered employee during Extended Coverage or a participant whose coverage was terminated
in anticipation of a qualifying event is also a qualified beneficiary.

Facility
Facilities that are covered under Your Health Plan include:

Dialysis Centers

Home Health Care Agencies
Hospice Providers

Hospitals

Skilled Nursing Facilities

Health Services Review

This is the process of referring you to an appropriate Provider and reviewing your treatment plan
to assure that you have the benefit under Your Health Plan, that the treatment is Medically
Necessary, and that it is being delivered in the optimal Setting against Medical necessity
criteria. The process may include referring you to an appropriate Provider for your condition.

Home Health Services

These are services rendered in the home Setting. Home Health Services include skilled nursing
Visits and physical, speech, and occupational therapy for patients confined to their homes.
Services also include home infusion therapy, which is the intravenous and parenteral
administration of medication to patients, as well as enteral and parenteral nutrition. Home
infusion therapy does not require that the patient be confined to his/her home.
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Hospitalist

This is a clinician whose primary professional focus is the general medical care of hospitalized
patients. Hospitalists engage in clinical care, teaching, research and enhancing the performance
of hospitals and healthcare system.

Out-of-Network

When Providers, hospitals and other health care Providers/services have not contracted with
the Plan Administrator to deliver health care services to its members they are considered
Out-of-Network. For Medical and Behavioral Health services, except in an Emergency,
members do not have Out-of-Network benefits unless they have purchased the Out-of-Network
option.

The exception to this is the Balance Billing Protection for Out-of-Network Services in the
Commonwealth of Virginia (see General Rules Governing Benefits Section).

In-Home Intensive Behavioral Health Treatment

Concentrated, time-limited interventions provided virtually and/or in the residence of a member
considered to be at high risk for hospitalization, rehospitalization, or other types of facility-based
services due to severe behavioral health and/or substance use disorders and/or behaviors.
Bundled services may include, but are not limited to crisis support, individual and family
counseling, medication management, medication-assisted treatment, peer support, case
management activities, nutrition therapy, and coordination with other required services.

Inpatient
A patient who is treated as a registered bed patient in a hospital and for whom a room and
board charge is made.

Inpatient Facility
This is a Setting where patients can spend the night, including hospitals and Skilled Nursing
Facilities.

Intensive Outpatient Treatment Program (IOP)

Intensive Outpatient Treatment is an alternative to Inpatient or Partial Hospital care. Itis a
structured, short-term treatment that provides a combination of individual, group and family
therapy.

It offers intensive, coordinated, multidisciplinary services for Covered Persons with an active
psychiatric or substance related illness who are able to function in the community at a minimally
appropriate level and present no imminent potential for harm to themselves or others.

Level of Care

This refers to the different types of Behavioral Health treatment Settings available to patients,
including acute Inpatient, Residential Treatment, Partial Hospitalization, Intensive Outpatient
Treatment, In-Home Intensive Behavioral Health Treatment and Outpatient professional (office-
based).

Maintenance Medication

This is a medication that you take routinely to treat or control a chronic illness such as heart
disease, high blood pressure, or diabetes.
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Medical
This refers to covered services for the screening, diagnosis and treatment of illness and
disease.

Medical Equipment (durable)

This is equipment used for a Medical purpose, can withstand repeated use, and is appropriate
for use in your home for daily living purposes.

Medically Necessary

To be considered Medically Necessary, a service must be:

required to identify or treat an illness, injury, or pregnancy-related condition;

consistent with the symptoms or diagnosis and treatment of your condition;

in accordance with standards of generally accepted Medical practice; and

the most suitable supply or level of service that can safely treat the condition and not be for
the convenience of the patient, patient’s family, or the Provider.

Observation

Observation services are hospital Outpatient services given to help the doctor decide if the
patient needs to be admitted as an Inpatient or can be discharged. The doctor has not written
an order to admit the patient to the hospital as an Inpatient. Observation services may be given
in the Emergency room or another area of the hospital.

Other Covered Services
This includes:

. ambulance services;
« Medical supplies; and
. equipment (including diabetic equipment, such as lancet devices and insulin pumps).

See the Other Covered Services section for a complete list.

Out-of-Network

When Providers, hospitals and other health care Providers/services have not contracted with
the Plan Administrator to deliver health care services to its members they are considered
Out-of-Network. For Medical and Behavioral Health services, except in an Emergency,
members do not have Out-of-Network benefits unless they have purchased the Out-of-Network
option.

Out-of-Pocket Expense Limit

This is the maximum amount of money that you pay out of your pocket for certain covered
Medical, Behavioral Health and Outpatient Prescription Drug expenses (combined) during

the Plan Year. The following count toward the Out-of-Pocket Expense Limit: Deductible,
Copayment, and Coinsurance for covered services from Providers and Facilities in your Anthem
and BlueCard/BCBS Global Core PPO Medical and Behavioral Health networks and Outpatient
Prescription Drug services. Once the limit is reached, almost all other covered expenses are
paid in full (100% of the Allowable Charge) for the rest of the Plan Year. The Out-of-Pocket
Expense Limit is for a twelve month period and begins again each July 1.
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Family Limit on Out-of-Pocket Expenses
The Out-of-Pocket Expense Limit is calculated on an individual basis for each family member.
This is how the Out-of-Pocket Expense Limit works for each coverage type:

You Only: If you have single-only coverage, you are responsible for satisfying the single
Out-of-Pocket Expense Limit only.

You and One Family Member: Each of you must satisfy the individual Out-of-Pocket Expense
Limit.

Family: Out-of-Pocket Expense Limit amounts for each individual member accumulate toward
the family Out-of-Pocket Expense Limit. However, no individual family member can contribute
more than the single-only Out-of-Pocket Expense Limit amount.

Outpatient
This is a patient who receives care in a hospital Outpatient department, Emergency room,
professional Provider's office, Retail Health Clinic, Urgent Care Center, or the home.

Outpatient Behavioral Health Services

These are services for the diagnosis and treatment of psychiatric and substance abuse
conditions and include individual psychotherapy, group psychotherapy, and psychological
testing.

Outpatient Prescription Drugs
These are medicines, including insulin, that require a prescription order from your doctor.

Partial Hospitalization (Day) Program
This is intensive Behavioral Health treatment in a medically supervised Setting with the
opportunity for the patient to return home or to another residence at night.

Plan Administrator

A Plan Administrator, also known as a Third Party Administrator (TPA), is an organization that
provides claims administration. Your Health Plan benefits are administered by Anthem Blue
Cross and Blue Shield (BCBS) for Medical, Behavioral Health and Employee Assistance
Program (EAP), Outpatient Prescription Drugs and optional vision and hearing benefits. Delta
Dental of Virginia administers your routine Dental benefits, including optional expanded Dental
benefits. The Plan Administrator may send communications such as brochures or other
materials that describe benefits under Your Health Plan. In the event of a conflict between this
type of information and Your Health Plan, your benefits will be determined on the basis of the
language in this handbook.

Plan Year
This is the period from July 1 through June 30 for which Your Health Plan benefits are
administered.

Plan’s Limiting Age
This is the end of the calendar year in which the dependent child turns age 26 and is no longer
eligible for coverage.

Post-Service Claim

This is a claim filed after services are rendered and a claim that does not require authorization
in advance of the service, even if you request authorization in advance.
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Pre-Admission Testing

This procedure is conducted to determine if you are physically able to undergo Inpatient surgery
under general anesthesia. This can include tests for blood work, chest x-ray, and/or EKG and is
usually done prior to the procedure to ensure the surgery can proceed.

Precertification

This is a pre-service review that involves an advance clinical review and determination of
Medical necessity related to Inpatient hospitalization (hospital admission review) or specific
Outpatient services/procedures (Health Services Review). This process reviews your treatment
plan to assure that the service/procedure is covered, Medically Necessary, and that the
treatment is being delivered in the optimal Setting against Medical necessity criteria. The
process also may include referring you to an appropriate Provider for your condition.

Pre-Service Claims
These are claims for a service where the terms of Your Health Plan require the member to
obtain authorization of the benefit, in whole or in part, in advance of receipt of the service.

Primary Care Physician (PCP)
A general or family practitioner, internist or pediatrician can be designated as a PCP.

Providers
Providers must be licensed in the state where they perform the service you receive.
The following types of Providers may give care under Your Health Plan:

« addictionologists

« audiologists

« behavior analysts

. certified nurse midwives

. certified nurse specialist

« chiropractors

« chiropodists

. clinical social workers

. clinical psychologists

« Behavioral Health clinical nurse specialists
. dentists

. doctors of medicine (MD), including osteopaths and other specialists
. independent clinical reference laboratories
. Intensive In-Home Services counselors (supervised by a licensed Provider)
« marriage and family therapists

- neuropsychologists

. nurse practitioners

. occupational therapists

. opticians

. optometrists

« psychiatrists

. podiatrists

. professional counselors

. registered physical therapists

« Retail Health Clinics

. speech pathologists
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Reimbursement
This is the amount Your Health Plan pays for covered services.

Residential Treatment Program

This is specialized treatment in a licensed residential treatment center for psychiatric, substance
abuse and other Medically Necessary therapeutic services that offers individualized and
intensive treatment and includes:

« Observation and assessment by a psychiatrist or addictionologist weekly or more often; and
« Rehabilitation, therapy and education.

Residential treatment centers must be fully accredited by The Joint Commission (TJC), the
Commission on Accreditation of Rehabilitation Facilities (CARF), the National Integrated
Accreditation for Healthcare Organizations (NIAHO), or the Council on Accreditation (COA).

Retail Health Clinic

This is a walk-in clinic located in a retail outlet such as a pharmacy or grocery store that
provides a defined set of services for preventive health and basic health care problems. A Retail
Health Clinic is staffed by Physician Assistants or Nurse Practitioners under the supervision of a
physician.

Setting

This refers to the place where you receive treatment. It could be a Provider's office, Retail
Health Clinic, Urgent Care Center, hospital Outpatient department, Skilled Nursing Facility,
hospital Inpatient room, partial day program, or your home.

Shots (allergy and therapeutic injections)

Your Health Plan covers therapeutic injections (Shots) that a Provider gives to treat illness (e.g.
allergy Shots) or pregnancy-related conditions. Also included is allergy serum for allergy Shots.
In addition, you have coverage for immunizations and self-administered injections.

Some injections may be administered by pharmacies that are authorized to perform this service.
Contact the pharmacy to determine if they are authorized to perform this service.

Skilled Nursing Facility
This is a Facility licensed by the state in which it operates to provide medically skilled services
to Inpatients.

Specialty Care Providers
This includes any covered Providers other than those defined as Primary Care Physicians.

Specialty Drugs
These are typically higher cost brand name drugs used to treat chronic and rare conditions.

Stay

This is the period of time from the date you are admitted to a Facility to the date you are
discharged from a Facility. If you are readmitted to a hospital for the same diagnosis within 90
days of the first Stay, it is considered the same Stay, and a new hospital Inpatient Copayment
will not apply. If you are readmitted within 90 days for a different diagnosis, a new hospital
Inpatient Copayment will apply.
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Telemedicine
This is the use of interactive audio, video, or other electronic media for the purpose of diagnosis,
consultation, or treatment as it pertains to the delivery of covered health care services.

Tier 1 Drug
This is a lower cost drug, typically a generic drug.

Tier 2 Drug
This is a moderate cost drug, typically a multi-source brand name drug which has a generic
equivalent.

Tier 3 Drug
This is a higher cost drug, typically a single source brand name drug which does not have a
generic equivalent.

Tier 4 Drug
These are Specialty Drugs that are typically higher cost brand name drugs used to treat chronic
and rare conditions.

Urgent Care Center
This is a center primarily used to treat patients who have an injury or illness that requires
immediate care but is not serious enough to warrant a Visit to an Emergency room.

Urgent Care Claim

This is a claim where care and services are actively ongoing and to which the application of time
periods for making claim or appeal decisions could seriously jeopardize the patient’s life, health
or ability to regain maximum function, or in the opinion of the patient’s physician, would subject
the patient to severe pain. Notwithstanding any provision of Your Health Plan, services for an
Emergency Medical condition do not require Provider referrals or any type of advance approval.

Visit
This is when a Covered Person meets with a Provider to receive covered services.
Your Health Plan

This is the COVA Care basic plan and any optional COVA Care benefits in which you are
enrolled.
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GENERAL RULES GOVERNING BENEFITS

1)

2)

3)

4)

5)

6)

7)

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

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

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

When Benefits End

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

Defining Services

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

Payment to Network Providers

The Plan Administrator pays the Allowable Charge which remains after your Copayment,
Coinsurance, or Deductible to the network Provider. These amounts may be collected at the
time of service. When you receive services from a network Provider, the Plan Administrator
will make payment for these services directly to the Provider. If you have already paid the
Provider you will need to return to the Provider for any Reimbursement. A Provider who
participates in a Plan Administrator’s network will accept the Plan Administrator’s allowance
as payment in full for that service.

After Hours Care

If you need care after normal business hours, your Provider may have several options for
you. You should call your Provider’s office for instructions if you need care in the evenings,
on weekends, or during the holidays and cannot wait until the office reopens. If you have an
Emergency, call 911 or go to the nearest Emergency Room.

There is no member liability for any additional after-hours fee charged at in-network free-
standing emergency room centers and/or urgent care centers.
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8)

9)

Balance Billing Protection for Out-of-Network Services in the Commonwealth of
Virginia

When you receive emergency services from an Out-of-Network health care provider or
receive Out-of-Network surgical or ancillary services, (like surgery, anesthesiology,
pathology, radiology, laboratory, or hospitalist services) provided at an In-Network facility,
the Out-of-Network Providers within the Commonwealth of Virginia cannot charge you the
difference between their bill and Your Health Plan’s Allowable Charge. Under these
circumstances, your cost share shall be determined using the Plan’s median in-network
contracted rate for the same or similar service in the same or similar geographical area. The
Plan will provide you with an Explanation of Benefits that reflects the cost share
requirement.

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

Except in an Emergency, you do not have Out-of-Network benefits unless you purchased
the Out-of-Network option. When a member receives services from a non-network Medical
or Behavioral Health services Provider and has purchased the Out-of-Network benéefit, the
Plan Administrator may choose to make payment directly to you or, at the Plan
Administrator's sole option, to any other person responsible for payment of the Provider's
charge. Payment will be made only after the Plan Administrator has received an itemized bill
and the Medical information the Plan Administrator decides is necessary to process the
claim. If the payment is made directly to you, you will be responsible for sending payment to
the Provider. You also will be responsible for the difference between Your Health Plan's
allowance and the Provider's charge. Payment by the Plan Administrator will relieve it and
Your Health Plan of any further liability for the non-network Provider's services.

There is an exception. Under the Balance Billing for Out-of-Network services in the
Commonwealth of Virginia, Your Health Plan will pay the Out-of-Network medical provider
directly when you receive (1) emergency care or (2) when you receive lab or professional
services (like surgery, anesthesiology, pathology, radiology, laboratory, or hospitalist
services) at an In-Network Facility.

10) Alternative Benefits

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

11) Organ and Tissue Transplants, Transfusions

Your Health Plan covers some but not all organ and tissue transplants. A Health Services
Review is required to determine if a specific organ or tissue transplant service will be
covered. When a human organ or tissue transplant is provided from a living donor to a
Covered Person, both the recipient and the donor may receive the benefits of Your Health
Plan. However, benefits for these services are limited only to those not available to the
donor from any other source, including, but not limited to, other insurance coverage or any
government program.
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When only the donor is a Covered Person under Your Health Plan, only the organ donation
procedure itself, including services rendered at the time of the organ donation procedure,
are covered services. Any services provided prior to the organ donation procedures are
not covered, whether Inpatient or Outpatient, even if they are provided in anticipation of the
organ donation or as preparation for the organ donation.

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

12) Complaint and Claims Appeal Process
You have access to both a complaint process and an appeal process. Should you have a
problem or question about Your Health Plan, the appropriate Plan Administrator's Member
Services Department will assist you. Most problems and questions can be handled in this
manner. Anthem is the Plan Administrator for Medical, Behavioral Health and Employee
Assistance Program (EAP), Health and Wellness Programs and Outpatient Prescription
Drug benefits and optional vision and hearing benefits. Delta Dental is the Plan
Administrator for routine Dental services.

You may file a complaint or appeal. Complaints typically involve issues such as
dissatisfaction about Your Health Plan's services, quality of care, the choice of and
accessibility to Your Health Plan's Providers and network adequacy. Appeals typically
involve a request to reverse a previous adverse decision made by Your Health Plan. You
may also request to reopen a claim without invoking the appeal process when there are
claim errors or claims are denied for insufficient information.

Complaint Process

Upon receipt, your complaint will be reviewed and investigated. You will receive a response
within thirty (30) calendar days of the appropriate Plan Administrator’s receipt of your
complaint. If the Plan Administrator is unable to resolve your complaint within this time
frame, you will be notified by the 30th calendar day that more time is required to resolve
your complaint. The Plan Administrator will then respond to you within an additional thirty
(30) calendar days.

Important: Written complaints or any questions concerning your coverage may be filed to
the following addresses:

Anthem Blue Cross and Blue Shield (for Medical, Behavioral Health and Employee
Assistance Program (EAP), Health and Wellness Programs, Prescription Drug and optional
vision and hearing)

Attn: Member Services

P.O. Box 27401

Richmond, VA 23279

Delta Dental of Virginia (for Dental)
Attn: Marketing Administration
5415 Airport Road

Roanoke, VA 24012
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Claims Appeal Process

Your Health Plan is committed to providing a full and fair process for resolving disputes and
responding to requests to reconsider a coverage decision you find unacceptable.

There are two types of claims appeals, internal and external. Internal appeals are filed to
the Plan Administrator responsible for handling the claim. External appeals are filed to the
Department of Human Resource Management (DHRM). You or your authorized
representative may request claims appeals on your behalf. However, appeal requests
submitted by authorized representatives must be accompanied by a signed written
statement from you that allows your authorized representative to act on your behalf.

Internal Appeals

An internal appeal is a request to reconsider an adverse coverage decision of a:

Pre-Service Claim-a claim for a benefit under Your Health Plan for which you have not
received the service or for which you may need to obtain approval in advance.

Post-Service Claim-a claim for any benefit under Your Health Plan for which you have
received the service.

Concurrent Care Claim-a claim for a benefit where Your Health Plan is reducing or ending
a service that it previously approved. Note: For Concurrent Care Claim appeals, the Plan
Administrator must not reduce or terminate benefits prior to the resolution of the appeal.

What You May Appeal

You or your authorized representative may appeal any adverse determination by a Plan
Administrator. An adverse determination is one that denies, reduces, or terminates a
covered benefit. You may also appeal adverse decisions involving a determination that the
requested service is Experimental or Investigational.

In some circumstances, you have the right to an expedited internal appeal. See Expedited
Internal Appeals for more information.

You have the right to request, free of charge, reasonable access to and copies of all
documents, records, and other information relevant to your claim. “Relevant” means that the
document, record, or other information:

« was relied on by the Plan Administrator in making the claim determination (including
internal rules, guidelines, protocols, policies, guidance, or other criteria);

« was submitted, considered, or produced in the course of making the claim determination;
or

. demonstrated that the claim determination was made in accordance with the terms of
the plan.

The Plan Administrator will also provide you, free of charge, with copies of new or additional
evidence considered. In addition, if you receive an adverse claim determination on a review
based on new or additional evidence, the Plan Administrator will provide you, free of charge,
with the rationale.

How to Request an Internal Appeal with the Plan Administrator
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To file an internal appeal, you or your authorized representative must contact the Plan
Administrator and provide the following information:

« your full name

« your identification number

. your address

. your telephone number

. the date(s) of the Medical service

« your specific Medical condition(s) or symptom(s)

. your Provider's name

. the service or supply for which approval of benefits is being sought, and
- any reasons why the appeal should be processed on an expedited basis

When filing an internal appeal, you have the right to submit written comments, documents,
records, and other information supporting your claim. The internal review will take into
account all information that you submit, regardless of whether it was submitted or
considered in the initial benefit determination.

You must file your appeal within 15 months of the date of service or 180 days from
the date you were notified of the Adverse Benefit Determination, whichever is later.

Standard Internal Appeals

You or your authorized representative may request a standard (non-expedited) internal
appeal of a Pre-Service Claim, Post-Service Claim, or a Concurrent Care Claim in writing
by contacting the appropriate Plan Administrator at the address listed in Addresses and
Telephone Number for Appeals.

Note that Anthem will accept standard appeals in writing or orally. Appeals to Anthem
may be made by calling Anthem’s telephone number below. Delta Dental appeals must
be in writing.

Expedited Internal Appeals

You or your authorized representative may request, either orally or in writing, an
expedited internal appeal of a Concurrent Care or Pre-Service Claim involving urgent
Medical care. Situations in which expedited appeals are available include those involving
treatment for cancer.

To file an expedited appeal, contact the appropriate Plan Administrator at the address or
telephone number listed in Addresses and Telephone Number for Appeals below. Please
indicate on the envelope, fax cover sheet, or during the telephone call that you would like for
the appeal to be expedited. Note: Appeals to Delta Dental may only be filed in writing.

Expedited internal appeals must be resolved within seventy-two (72) hours after receipt
of the appeal request.
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Addresses and Telephone Number for Appeals

Anthem Address:

Anthem Blue Cross and Blue Shield

Attn: Corporate Appeals Department

P.O. Box 27401

Richmond, VA 23279

Anthem Telephone Number: 800-552-2682

Delta Dental Address:

Delta Dental of Virginia

Attn: Marketing Administration

5415 Airport Road

Roanoke, VA 24012

Fax: 540-774-7574

Email: mktgadmin@deltadentalva.com

How the Plan Administrator Will Handle Your Appeal

In reviewing your appeal, the Plan Administrator will take into account all the information you
submit, regardless of whether the information was considered at the time the initial decision
was made.

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

. for expedited appeals, the Plan Administrator will respond orally within seventy-two (72)
hours and will follow up with written confirmation of its decision within twenty-four (24)
hours.

. for standard Pre-Service Claim appeals, the Plan Administrator will respond in writing
within thirty (30) days after receipt of the request to appeal;

. for standard Post-Service Claim appeals, the Plan Administrator will respond in writing
within sixty (60) days after receipt of the request to appeal;

. for Concurrent Care Claim appeals, the Plan Administrator will respond in writing within
thirty (30) days after receipt of the request to appeal and prior to the benefits being
reduced or terminated.

When the Plan Administrator has completed its review of your appeal, you will receive
written notification of the outcome.

External Claims (DHRM) Appeals
After internal appeals are exhausted, you may request an external appeal to DHRM.

For external appeals, you may only appeal Adverse Benefit Determinations by the
Plan Administrator that are based on Your Health Plan’s requirements for Medical
necessity, appropriateness, health care Setting, Level of Care, effectiveness of a
covered benefit, or the failure to cover an item or service for which benefits are
otherwise provided because it is determined to be Experimental or
Investigational.
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Just as with internal appeals, in some circumstances, you have the right to an expedited
external appeal. See Expedited External Appeals below for more information.

You or your authorized representative must submit the following information to the Director
of the Virginia Department of Human Resource Management (DHRM):

« your full name

« your identification number

. your address

. your telephone number

. the date(s) of the Medical service

« your specific Medical condition(s) or symptom(s)

. your Provider's name

. the service or supply for which approval of benefits is being sought, and
- any reasons why the appeal should be processed on an expedited basis

You may also submit any additional information you wish to have considered in this review.
However, you do not have to re-send any information that you sent to the Plan Administrator
to consider during your internal appeal.

Claims appeals will be referred to an independent review organization that will render a
written decision. The decision is binding on Your Health Plan, but if the decision is not in
your favor, you have the right to further appeal to the circuit court under the Administrative
Process Act. The circuit court ruling is binding on all parties. The Virginia Administrative
Process Act addresses court review of administrative decisions at the Code of Virginia
§2.2-4025 through Code of Virginia §2.2-4030. Part 2A of the Rules of the Virginia
Supreme Court addresses appeals through the Administrative Process Act.

Standard External Appeals
Standard (non-expedited) external appeals must be submitted in writing to DHRM by
traditional mail, email or facsimile within four (4) months after the final adverse decision by

your Plan Administrator.

You may download an appeals form at www.dhrm.virginia.qov

To appeal by traditional mail, send your request to the following address:
Director, Virginia Department of Human Resource Management

Main Street Centre, 17th Floor

600 East Main Street

Richmond, VA 23219

Please mark the envelope: Confidential — Appeal Enclosed.

To use email, send your request to appeals@dhrm.virginia.gov

To use facsimile, fax your request to 804-786-0356.
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If your appeal request is incomplete or ineligible for external review, DHRM will inform you
within six (6) business days of the reason(s) for ineligibility and what information or materials
are needed to make your appeal request complete.

If your appeal request is complete and eligible for external review, DHRM will notify you
within six (6) business days of the name and contact information of the independent review
organization deciding your appeal. You will then have five (5) business days to provide any
additional information to the independent review organization. The independent review
organization has the discretion to accept additional information provided after this deadline.

Within forty-five (45) days after the independent review organization receives your appeal
request, the independent review organization will send you or your authorized
representative written notification of its decision.

Expedited External Appeals

Expedited external appeals may be submitted to DHRM by telephone, facsimile or email at
the time that you receive:

- an adverse decision from your Plan Administrator, if the adverse decision involves a
Medical condition for which the time frame for completing an expedited internal appeal
(see Expedited Internal Appeals above) would seriously jeopardize your life or health
or would jeopardize your ability to regain maximum function, and you or your
authorized representative has requested an expedited internal appeal from the Plan
Administrator;

. afinal adverse decision of an internal appeal from the Plan Administrator, if the
adverse decision involves a Medical condition for which the time frame for completing
a standard external appeal (see Standard External Appeals above) would seriously
jeopardize your life or health or would jeopardize your ability to regain maximum
function, or if the final adverse decision concerns an admission, availability of care,
continued Stay, or health care service for which you received Emergency services, but
have not been discharged from a Facility; or

. afinal adverse decision of an internal appeal from the Plan Administrator, if the
adverse decision involves treatment for cancer.

If you intend for your appeal to be expedited, clearly write “expedited” on the appeal
request (and envelope, fax cover sheet, or email subject line as appropriate).

You may download an appeals form at www.dhrm.virginia.qov.

To appeal by traditional mail, send your request to the following address:
Director, Virginia Department of Human Resource Management

Main Street Centre, 17th Floor

600 East Main Street

Richmond, VA 23219

Please mark the envelope: Confidential — Expedited Appeal Enclosed.

To use email, send your request to appeals@dhrm.virginia.qov

To appeal by telephone, call 804-786-0353.
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To use facsimile, fax your Expedited Appeal request to 804-371-0231
If faxing an expedited appeal, send an email to appeals@dhrm.virginia.qov (or telephone
804-786-0353) stating you have submitted an expedited appeal for review.

If your appeal request is either incomplete or ineligible for external review, DHRM will
promptly notify you of the reason(s) for ineligibility.

If your expedited appeal is complete and eligible for external review, the independent review
organization will notify you or your authorized representative of its decision within 72 hours
of the independent review organization’s receipt of your appeal request. If this notification is
given verbally, the independent review organization will send you or your authorized
representative a written decision within 48 additional hours.

However, if the expedited appeal involves a determination that a requested Medical
service is Investigational or Experimental, then the following rules apply.

. The appeal must be accompanied by a written certification from your treating
physician that the health care service or treatment would be significantly less effective
if not promptly started.

. If your appeal request is either incomplete or ineligible for external review, DHRM will
promptly notify you of the reason(s) for ineligibility.

. If your appeal is complete and eligible for external review, the independent review
organization will notify you of its decision within seven (7) business days. If this
notification is given verbally, a written notice will follow within 48 hours.

Other Appeals to DHRM

If an appeal involves an adverse determination (these are adverse determinations made by
DHRM), then it should be submitted in writing to the Director of the Virginia Department of
Human Resource Management (DHRM). Appeals to the Director must be filed within four (4)
months of Your Health Plan’s action or appropriate notification of that action, whichever is
later.

To file such an appeal, you or your authorized representative must submit the following
information to the Director of DHRM:

your full name

your identification number

your address

your telephone number

a statement of the adverse decision you are appealing

what specific remedy you are seeking in filing this appeal, and

any reasons why the appeal should be processed on an expedited basis

You may download an appeals form at www.dhrm.virginia.gov/

To appeal by traditional mail, send your request to the following address:
Director, Virginia Department of Human Resource Management

Main Street Centre, 17th Floor

600 East Main Street

Richmond, VA 23219

Please mark the envelope: Confidential — Appeal Enclosed.
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To use email, send your request to appeals@dhrm.virginia.gov
To use facsimile, fax your request to 804-786-0356.

You have the right to submit written comments, documents, records, and other information
supporting your claim. The appeal will take into account all information that you submit,
regardless of whether it was submitted or considered in the initial determination.

DHRM does not accept appeals for matters in which the sole issue is disagreement with
policies, rules, regulations, contract or law. If you are unsure whether an adverse
determination can be appealed, call the Office of Health Benefits at 804-225-3642 or
888-642-4414.

You are responsible for providing DHRM with all information necessary to review the denial
of your claim. You will be allowed to submit any additional information you wish to have
considered in this review, and you will have the opportunity to explain, in person or by
telephone, why you think the determination should be overturned.

These appeals will be decided by the Director of DHRM, who will render a written decision.
If the decision is not in your favor, you have the right to further appeal through the
Administrative Process Act. The circuit court ruling is binding on all parties. The Virginia
Administrative Process Act addresses court review of administrative decisions at the Code
of Virginia §2.2-4025 through Code of Virginia §2.2-4030. Part 2A of the Rules of the
Virginia Supreme Court addresses appeals through the Administrative Process Act.

13) Coordination of Benefits (COB)
COB helps to prevent duplicate payments from benefit plans for the same services. COB is
an important provision because it helps to control the cost of your health care coverage.
COB rules apply when you or members of your family have additional health care coverage
through other group health plans, including:

. group insurance plans, other Blue Cross and Blue Shield plans or HMO plans;

. labor management trustee plans, union welfare plans, employer welfare plans, employer
organization plans, or employee benefit organization plans; and

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

If you are a new enrollee, you will receive and will be required to respond to a COB inquiry
letter following your enrollment in the health plan. You should notify Anthem if your coverage
changes during your employment. You are responsible for ensuring that Anthem has
accurate, up-to-date information on file. This means notifying Anthem if you add other
coverage, change existing coverage or your other coverage cancels.

No person can be enrolled in more than one state health benefits plan under any
circumstances. If it is determined that a person is covered in error, the plan has the right to
take corrective action.

Primary Coverage and Secondary Coverage

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

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

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

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

If the dependent is covered as a dependent on their parent(s) plan and they are also
covered as a dependent on their spouse’s plan, the spouse’s plan is primary.

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

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

If a covered active employee or employee’s dependent also has other coverage as a
retiree or laid off employee, the active coverage is primary and the other coverage is
secondary.

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

If a covered retiree, survivor, LTD participant or their covered dependent is eligible for
Medicare, the Medicare-eligible member is no longer eligible for coverage under Your
Health Plan (except during an End Stage Renal Disease coordination period). Refer to
the Eligibility, Enrollment and Changes section of the handbook under When You
Become Eligible for Medicare for more information.

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

The Plan Administrator calculates the amount Your Health Plan would have paid if it had
been the primary coverage, then coordinates this amount with the primary plan's
payment. Your Health Plan’s payment in combination with the other plan’s payment will
never exceed the amount Your Health Plan would have paid if it had been your primary
coverage.

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

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

34



14) Overpayment of Benefits
If Your Health Plan overpays benefits, your plan has the right to recover the excess from:

any person to, or for whom such payments were made;
any employer;

any insurance company; or

any other organization.

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

15) Out-of-Pocket Expense Limit
For the Basic Health Plan, when you reach the Out-of-Pocket Expense Limit for covered
Medical, Behavioral Health and Outpatient Prescription Drug services in a Plan Year, almost
all other covered Medical, Behavioral Health and Outpatient Prescription Drug services are
paid at 100% of the Allowable Charge for the rest of the Plan Year. If you have the
Out-of-Network buy-up, refer to that section of the handbook for an explanation of the
Out-of-Pocket Expense Limit.

Expenses that count toward your Out-of-Pocket Expense Limit:

- Deductible, Copayments and Coinsurance for covered services from Providers and
Facilities in your Anthem or BlueCard/BCBS Global Core PPO Medical and Behavioral
Health networks and Outpatient Prescription Drug services.

- Copayments for covered routine eye exams for members through the end of the month
they turn 19.

Expenses that do not count toward your Out-of-Pocket Expense Limit:

- services or supplies not covered by Your Health Plan;

- amounts above the Allowable Charge;

- amounts above the health plan limits;

- The difference between the Allowable Charge for a brand name outpatient prescription
drug and the Allowable Charge of generic equivalent;

- Copayments, Deductibles and Coinsurance for routine and expanded Dental services,
and routine vision (exception: routine eye exam for members through the end of the
month they turn 19) and routine hearing services.

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

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

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

19) Subrogation
Your Health Plan does not include subrogation. Your Health Plan will not seek to recover
claims payments from responsible part