PREFERRED BLUE®
PLAN OF BENEFITS

South Carolina

BlueCross BlueShield of South Carolina
is an independent licensee of the
Blue Cross and Blue Shield Association



Dear Member:

BlueCross BlueShield of South Carolina (BlueCross) is pleased to provide your Preferred Blue® Plan of
Benefits. BlueCross provides you and your covered family members with cost-effective health care
coverage both locally and on a nationwide basis.

Please refer to the Benefits outlined in this Plan of Benefits for all your health care coverage.

The Blue Cross and Blue Shield networks offer the best geographic access to Providers and Hospitals of
any Preferred Provider Organization (PPO) in the nation. This national coverage is available through the
BlueCard® Program in which all BlueCross Plans participate. For more Provider information visit our website
at www.SouthCarolinaBlues.com.

Blue Medicare Solutions:

Medicare is a federal program to help people age 65 and over (or under 65 for those who qualify) cover
healthcare costs. Today, many people are working longer and delaying retirement. Just because you
continue to work doesn’t mean you can’t take advantage of the savings available through the Medicare
program. BlueCross BlueShield of South Carolina offers a portfolio of Medicare products with low premiums
and rich benefits. Once you turn 65, the Corporation wants you to consider all of your Medicare options,
and potentially save money. Call the Corporation at 855-542-4376 for more information.

We welcome you to our family of health care coverage through BlueCross and look forward to meeting your
health care needs.

BlueCross BlueShield of South Carolina is an independent licensee of the Blue Cross and Blue Shield
Association.

MGPBInt-NGF (Rev. 01/23)



VISIT OUR WEBSITE AND MOBILE SITE

Through our Member website, www.SouthCarolinaBlues.com, you can access My Health Toolkit®, a
source for instant, personalized Benefits and health information. As a Member, you can take full
advantage of this interactive website to complete a variety of self-service transactions online from
wherever you have Internet access. Need to access your Member ID card digitally or order a
replacement? Need to check the status of a claim or download claim forms? Need to print an
Explanation of Benefits (EOB)?

You also can use such self-help tools as:
View the status of your eligibility, deductible, out-of-pocket and any healthcare account balances.

The Doctor and Hospital Finder is where you get the most recent information on our network of
medical Providers and Hospitals. Search by name, address, gender, specialty and Hospital affiliation.
You can also get information about medical schools attended, board certification status, languages
spoken, handicap access, maps and driving directions.

With Shopping for Care, you can find health care Providers and services within our vast Provider
network, check out cost information (where available) to make sure you’re getting the care you need at
the best possible price and see reviews from other patients who have rated a Provider you're
considering. You can also identify Blue Distinction® Specialty Care Hospitals.

Our Shopping for Care feature also includes cost estimates to help you find the right care at the right
price. Estimates help you avoid surprises when the bills come as costs for a medical procedure — like
an ultrasound, a checkup, X-rays or joint replacement — can vary by hundreds of dollars. From My
Health Toolkit®, under the Resources tab, click Find a Doctor or Hospital under Shopping for Care. As
you explore the Find Care categories further, you'll see a Cost Estimates tab that’s loaded with price
information about hundreds of procedures, from mammograms and MRIs to allergy testing, sleep
studies, physical therapy and various types of surgery.

On the go? The My Health Toolkit® mobile app is available in both the App Store and Google Play. With
your personal account you can:

e Check the status of your claims

e View and share your digital ID card

e Confirm your coverage for services

e Find a Provider or Hospital in your network

e Manage your medical spending accounts, if applicable

Scan the below QR code with your smartphone camera for quick access to our Member website.
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IMPORTANT INFORMATION ABOUT YOUR HEALTH COVERAGE:

The Benefits you receive will depend on whether the Provider of medical services is a Participating or Non-
Participating Provider. You will receive the maximum Benefits that can be paid if you use Participating
Providers and you get Preauthorization, when required, before getting medical care. The amount you have
to pay may increase when you do not use Participating Providers and if you do not get Preauthorization.

BlueCross makes every effort to contract with Providers that practice at participating Hospitals. Members
of the Blue Cross and Blue Shield Association (BCBSA) also attempt to contract with Providers that practice
at participating Hospitals. For various reasons, some Providers may elect not to contract as Participating
Providers. If you use a Non-Participating Provider, you may have no protection from balance billing from
the Provider, except where prohibited by applicable law.
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HOW TO GET HELP

How to get help with claims or Benefit questions:

¢ From Columbia, South Carolina, dial 803-264-0015
e From anywhere else in or out of South Carolina, dial 800-760-9290

How to get help on Preauthorization:

For radiation oncology Services, Magnetic Resonance Imaging (MRIs), Magnetic Resonance Angiography
(MRAs), Computerized Axial Tomography (CAT) scans or Positron Emission Tomography (PET) scans and
musculoskeletal care in an outpatient facility:

e 866-500-7664

For all other medical care:

e 803-736-5990 from the Columbia, South Carolina area
e 800-327-3238 from all other South Carolina locations
e 800-334-7287 from outside South Carolina

Please do not call these numbers for claims inquiries.

Please note that Preauthorization is required for certain procedures. Please contact your Provider for
additional information.

Preauthorization for Mental Health Services and Substance Use Disorder Services:

e 803-699-7308 from the Columbia, South Carolina area
800-868-1032 from all other areas

For assistance outside the United States:

You may also call 800-810-BLUE (2583) when traveling outside the United States for assistance with
locating an international Provider, in translating foreign languages and submitting claims.
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Blue CareOnDemandSM:

The Corporation provides you with access to Blue CareOnDemand, a Telehealth service. Blue
CareOnDemand is powered by Amwell. Amwell is an independent company that provides Telehealth
hosting and software services on behalf of BlueCross. Blue CareOnDemand licensed health care
professionals can treat many of the most common health issues such as cold and flu symptoms and other
specialties. Telehealthis nota replacement forprimary care doctors. Members should
maintain relationships with their primary care doctors and continue scheduling office visits for preventive
care. We encourage Members to use the convenience of Blue CareOnDemand for treating unexpected,
non-emergency health issues. Members can use Blue CareOnDemand to seek treatment from U.S.
licensed healthcare professionals twenty-four (24) hours per day, seven (7) days per week and three
hundred sixty-five (365) days per year through the convenience of video consultation.

There are two (2) ways for Members to register and create their patient profiles:
1. Download the “Blue CareOnDemand” mobile app from iTunes or Google Play.
2. Visit www.BlueCareOnDemandSC.com.

Once registered, Members can log in to the mobile app or website as needed and consult with doctors
through video visits.

Comprehensive Case Management:

The Corporation provides you with access to Comprehensive Case Management, a unique patient
support and education program which provides you with a registered nurse case manager to assist you in
making informed decisions about your health care when you’re seriously ill or injured. Participation in the
program, however, is voluntary and at no cost to Members.

Connect Your Way:

The Corporation provides you with access to receive important messages through email, text message or
push notifications. Updates from your Group Health Plan can help you stay healthy, save money and make
the most of your Benefits. Updating your contact settings is easy and the sooner you set your preferences,
the sooner we will be able to connect in a way that makes sense for you. Start by logging in to My Health
Toolkit®. Under My Profile, select My Contact Preferences.

Essential Advocate:

The Corporation provides you and your Dependents with access to Essential Advocate, a program that
includes access to a Care Coordinator and Registered Nurse, plus the unique service of our health
advocacy program tailored to bridge the gap between care and Benefits, Provider and patient, and Hospital
and home. Members will experience personal support and receive individualized assistance provided by
experienced healthcare and Benefit experts. The health advocates assist Members with:

Identifying and coordinating a range of wellness services.

Using online tools for treatment options and cost estimates.

Educating Members on health plan Benefits and how they work.

Assistance in negotiating fees with healthcare Providers to lower the Members’ out-of-pocket costs.
Providing advice or assistance to Members when filing a complaint or grievance.

Preparing Members and family members for medical appointments.

Arranging transportation relating to medical needs.

Navigating the BlueCross website, including cost estimator and quality tools.

And much more.

Call 855-638-5839 to speak with a Care Coordinator, Registered Nurse or Health Advocate.
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Health Coaching — Chronic Condition:
The Corporation provides you with access to Health Coaching — Chronic Condition, a program designed
to help Members with the following conditions live healthier lives:

Attention deficit hyperactivity disorder
Asthma (pediatric and adult)

Bipolar disorder

Coronary artery disease

Chronic heart failure

Chronic obstructive pulmonary disease
Depression

Diabetes (pediatric and adult)
Hypertension (high blood pressure)
Hyperlipidemia (high cholesterol)
Metabolic health

Migraine

Recovery support

Stress Management

As a participant in Health Coaching — Chronic Condition, you will receive personalized information and
tools to help you learn more about your condition and ways to improve your health. You will also have
access to a personal health coach — a healthcare professional who can help you reach your health goals.

If you are identified as someone with one of the conditions listed above who could benefit from the program,
you will be automatically enrolled. If you do not wish to participate, you can disenroll by calling 855-838-
5897.

Health Coaching — Lifestyle:

The Corporation provides you with access to the Health Coaching — Lifestyle bundle, a collection of
programs designed to help you improve your health and wellness lifestyle such as kicking a habit, exercising
more or switching up your diet. You may also receive guidance as you adjust to a major change in your
life, such as pregnancy. A health coach will provide support and help you create an action plan to meet
your personal goals. The bundle includes the following programs:

Back care

Maternity (preconception, maternity and postpartum care)
Tobacco-free living

Weight management (adults and Children)

To participate, call 855-838-5897.

My Diabetes Discount Program:

The Corporation provides you with access to the My Diabetes Discount Program, a program which gives
Members access to more affordable insulin to help manage their Type 1 or Type 2 diabetes. Members who
meet the eligibility criteria will be automatically enrolled in the program. Eligible Members will receive
communication welcoming them to the program as well as advising them of the ongoing requirements they
must meet to remain enrolled in the program. While enrolled in the My Diabetes Discount Program,
Members will receive their insulin at a reduced Copayment.
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My Health Novel:

The Corporation provides you with access to My Health Novel. If you wish to make healthy lifestyle
changes and need assistance in managing your health goals, log onto My Health Toolkit® to complete an
assessment to determine if you are eligible to participate in programs offered through My Health Novel.
Members who are eligible to participate will be matched to programs based on their risk factors, interests
and preferred method of participation (i.e., in person or on-line).

Renal Management:

The Corporation provides you with access to Renal Management, a program that develops a personalized
care plan for Members who are diagnosed with Chronic Kidney Disease (CKD) Stage 4 and Stage 5 and
End Stage Renal Disease (ESRD). As a participant in Renal Management, you will receive:

e A program welcome packet.

e Educational materials related to identified needs.

e Coaching, counseling and telephonic care management by a Registered Nurse specialized in renal
management.

e Access to a Case Manager via a toll-free number.

e A secure, digital application used to record and track health data, access information and facilitate
communication with the Case Manager.

Members identified as being in an approved course of treatment will receive a letter and phone call from
the Companion Benefit Alternatives Companion Care Solutions team. Companion Benefit Alternatives is a
subsidiary of Blue Cross and Blue Shield of South Carolina that provides the Renal Management program.
If the Member needs assistance and agrees to participate, the Member is enrolled in the program.

Strive powered by Virgin Pulse:

The Corporation provides you with access to Strive, a comprehensive solution for health and well-being
engagement. Strive is designed to help you adopt easy-to-maintain changes in behavior that can lower
health risks. Everyone has different health goals and needs. You deserve better than a one-size-fits-all
platform. Whether you just want to stay healthy or you need to manage certain health issues, Strive helps
you get on a path to success. Strive is user-friendly with digital options similar to those that Members
already use and enjoy in their daily lives. Features include a brief health survey, challenges, digital
coaching, and educational content. Strive’s smart technology serves up tailored tips and programming that
help members build healthy habits. You can even share features, such as challenges, with friends and
family members. Strive is a product of Virgin Pulse, an independent company that offers a digital health
platform on behalf of your Group Health Plan. To access Strive, login to My Health Toolkit®.
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HOW TO FILE CLAIMS

Participating Providers have agreed to file claims for healthcare services they rendered to you. However,
in the event a Provider does not file a claim for such services, it is your responsibility to file the claim. If
you choose to use a Non-Participating Provider, you are responsible for filing your claim.

Once the claim has been processed, you will have quick access to an EOB through our website or by
contacting customer service. The EOB explains who provided the care, the kind of service or supply
received, the amount billed, the Allowable Charge, the Coinsurance rate and the amount paid. It also shows
Benefit Year Deductible information and the reasons for denying or reducing a claim. Please see this Plan
of Benefits for more information.

The only time you must pay a Participating Provider is when you have a Benefit Year Deductible,
Coinsurance, Copayment or when you have services or supplies that are not Covered Expenses under
your Plan of Benefits.

If you need a claim form, you may obtain one from us at the address below or print a copy from the website.
You can also call us at the telephone numbers listed on the previous page, and we will send you a form.
After filling out the claim form, send it to the address below:

BlueCross BlueShield of South Carolina
Claims Service Center

Post Office Box 100300

Columbia, South Carolina 29202

Please refer to Article Xl of this Plan of Benefits for more information on filing a claim.
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SCHEDULE OF BENEFITS

Employer: South Carolina Dental Association
Plan 7
Plan of Benefits Effective Date: February 1, 2023

This Schedule of Benefits and the Benefits described herein are subject to all terms and conditions of this
Plan of Benefits. In the event of a conflict between this Plan of Benefits and this Schedule of Benefits, this
Schedule of Benefits shall control. Capitalized terms used in this Schedule of Benefits have the meaning
given to such terms in this Plan of Benefits.

To maximize your Benefits, seek medical services from a Participating Provider. Please call 800-810-BLUE
(2583) or access our website at www.SouthCarolinaBlues.com to find out if your Provider is a Participating
Provider.

GENERAL PROVISIONS

When a Benefit is listed below and has a dollar or percentage amount associated with it then the
Benefit will be provided to Members subject to the terms of this Plan of Benefits. When a Benefit
has a "Covered" notation associated with it, the Benefit will pay based on the location of the
service (e.g. inpatient, outpatient, office). When a Benefit has a "Non-Covered" notation
associated with it, the Benefit is not available to the Member. All Benefits are subject to the dollar
or Eercentage amount limitation associated with each Benefit in this Schedule of Benefits.

Coverage for new Employees hired following the Plan of Benefits
Probationary Period: Effective Date will commence on the first of the month following the
probationary period designated by each Employer.

In addition to meeting the
requirements contained in
this Plan of Benefits; the
maximum age limitation to
qualify as a Dependent
Child is:

A Child under the age of twenty-six (26).

Actively at Work:
Minimum hours per week: | At least thirty (30) hours per week.

Minimum weeks per year: | At least forty-eight (48) weeks per year.
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Benefit Year Deductible:

$5,000 per family with no one Member meeting more than $2,500 for
Participating Providers (includes Non-Participating Providers of
ambulance services, Emergency Services, and non-Emergency
Services furnished at certain Participating Provider facilities).

$10,000 per family with no one Member meeting more than $5,000 for
Non-Participating Providers.

Other than as specified above, Covered Expenses for services
rendered by Participating or Non-Participating Providers will be applied
only to the Participating Provider Benefit Year Deductible or the Non-
Participating Provider Benefit Year Deductible, respectively.

Out-of-Pocket Maximums
for Participating Providers
(generally includes Non-
Participating Providers of
ambulance services,
Emergency Services, and
non-Emergency Services
furnished at certain
Participating Provider
facilities):

$14,700 per family with no one Member meeting more than $7,350.

All Benefit Year Deductibles, Coinsurance and Copayments incurred,
with the exception of chiropractic services, will contribute to the Out-of-
Pocket Maximum.

All Allowable Charges are paid at 100% after the Out-of-Pocket
Maximum is met. If Coinsurance does not contribute to the Out-of-
Pocket Maximum, the percentage of reimbursement does not change
from the amount indicated on the Schedule of Benéefits.

Coinsurance, Benefit Year Deductibles and Copayments for services
rendered by Participating or Non-Participating Providers will be applied
only to the Participating Provider Out-of-Pocket Maximum or the Non-
Participating Provider Out-of-Pocket Maximum, respectively.

Out-of-Pocket Maximums
for Non-Participating
Providers:

$22,000 per family with no one Member meeting more than $11,000.

Coinsurance for chiropractic services and Copayments do not
contribute to the Out-of-Pocket Maximum determination.

Allowable Charges are paid at 100% after the Out-of-Pocket Maximum
is met. If Coinsurance does not contribute to the Out-of-Pocket
Maximum, the percentage of reimbursement does not change from the
amount indicated on the Schedule of Benefits.

Other than as specified above, Coinsurance and Benefit Year
Deductibles for services rendered by Participating or Non-Participating
Providers will be applied only to the Participating Provider Out-of-Pocket
Maximum or the Non-Participating Provider Out-of-Pocket Maximum,
respectively.

MGPBsch-NGF (Rev. 01/23)




Benefit Year Deductibles and any Copayments must be met before any Covered Expenses can be
paid.

This Schedule of Benefits applies during the 01/01 through 12/31 Benefit Year. The Anniversary Date is
02/01.

There are no annual or lifetime dollar limitations on essential health Benefits as defined by the
Affordable Care Act (ACA).
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PREAUTHORIZATION

P ——
Any questions about Preauthorization should be directed to either your Provider or to the Corporation at
the number on the back of your Identification Card.

Preauthorization is required for the following services:

All facility Admissions for non-emergent medical and behavioral health services
Applied Behavioral Analysis (ABA) related to Autism Spectrum Disorder
Ambulance services (non-emergency)
Cleft lip and palate
Dental care for accidental injury (Preauthorization is required for the treatment plan and
subsequent visits)
Rental of Durable Medical Equipment
Purchase of Durable Medical Equipment over $500
Home Health Care
Hospice Care
Interdisciplinary pain management program
Orthopedic devices
Orthotic devices
Outpatient Services
o Any surgical procedure that may be potentially cosmetic: i.e., blepharoplasty, reduction

mammoplasty
Cancer chemotherapy (initial notification)
Electroconvulsive therapy (ECT)
Hysterectomy
Investigational procedures
Partial hospitalization and intensive outpatient programs
Radiation therapy (initial notification)
Sclerotherapy

o Septoplasty
¢ Oxygen
e Psychological testing
e Radiology management

O O O O O O O

o CAT scan

o MRI

o MRA

o Musculoskeletal care
o PET scan

o Radiation treatment plans related to oncology
e Repetitive transcranial magnetic stimulation (rTMS)

Please refer to the Corporation’s website for a complete list of Prescription Drugs and Specialty Drugs
that require Preauthorization.
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The penalties for not obtaining preauthorization, when required, are as follows:

Denial of room and board charges:

e All facility Admissions for non-emergent medical and behavioral health services

Denial of all charges:

ABA related to Autism Spectrum Disorder
DME purchase of $500 or more

Home Health Care

Hospice Care

Radiology management

Benefits reduced by 50% of the Allowable Charge:

e Outpatient services, including partial hospitalization, psychological testing, rTMS, ECT and
intensive outpatient programs

e Psychological testing performed in the office

e rTMS performed in the office
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ADMISSIONS/INPATIENT BENEFITS

The below include services for medical, mental health and substance use disorders

Participating Provider

Non-Participating
Provider at a
Participating facility

(unless the Provider
satisfies advance
patient notice and
consent requirements)

Non-Participating
Provider at a Non-
Participating facility

(or at a Participating
Provider facility if
advance patient notice
and consent
requirements are met)

Inpatient Hospital
charges during an
Admission (non-
emergency)

The Corporation pays
70% of the Allowable
Charge after the Benefit
Year Deductible

The Member pays the
remaining 30% of the
Allowable Charge after
meeting the Member's
Benefit Year Deductible

The Corporation pays
70% of the Allowable
Charge after the
Participating Provider
Benefit Year Deductible

The Member pays the
remaining 30% of the
Allowable Charge after
meeting the Member's
Participating Provider
Benefit Year Deductible

The Corporation pays
50% of the Allowable
Charge after the Benefit
Year Deductible

The Member must pay
the balance of the
Provider's charge

Hospital Admission
resulting from an
emergency room visit

The Corporation pays
70% of the Allowable
Charge after the Benefit
Year Deductible

The Member pays the
remaining 30% of the
Allowable Charge after
meeting the Member's
Benefit Year Deductible

The Corporation pays
70% of the Allowable
Charge after the
Participating Provider
Benefit Year Deductible

The Member pays the
remaining 30% of the
Allowable Charge after
meeting the Member's
Participating Provider
Benefit Year Deductible

The Corporation pays
70% of the Allowable
Charge after the
Participating Provider
Benefit Year Deductible

The Member must pay
the balance of the
Provider's charge
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Participating Provider

Non-Participating Provider

Inpatient physical rehabilitation
services when Preauthorized by
the Corporation and performed
by a Provider designated by the
Corporation

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

Skilled Nursing Facility
Admissions, limited to sixty (60)
days per Member per Benefit
Year

Residential Treatment Center
Admissions

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge
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OUTPATIENT BENEFITS
The below include services for medical, mental health and substance use disorders

Participating Provider

Non-Participating
Provider at a
Participating facility

(unless the Provider
satisfies advance
patient notice and
consent requirements)

Non-Participating
Provider at a Non-
Participating facility

(or at a Participating
Provider facility if
advance patient notice
and consent
requirements are met)

Outpatient Hospital
services (non-
emergency)

The Corporation pays
70% of the Allowable
Charge after the Benefit
Year Deductible

The Member pays the
remaining 30% of the
Allowable Charge after
meeting the Member's
Benefit Year Deductible

The Corporation pays
70% of the Allowable
Charge after the
Participating Provider
Benefit Year Deductible

The Member pays the
remaining 30% of the
Allowable Charge after
meeting the Member's
Participating Provider
Benefit Year Deductible

The Corporation pays
50% of the Allowable
Charge after the Benefit
Year Deductible

The Member must pay
the balance of the
Provider's charge

Participating Provider

Non-Participating Provider

Lab, X-ray and other diagnostic
services

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

Outpatient emergency room
services
(Copayment waived if admitted)

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible and after
the Member pays a $300
Copayment

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible and
Copayment

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible and after the
Member pays a $300 Copayment

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Participating Provider Benefit
Year Deductible and Copayment
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Participating Provider

Non-Participating Provider

Surgery

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

For certain surgeries performed
by a Non-Participating Provider
at certain Participating Provider
facilities (unless the Provider
satisfies advance patient notice
and consent requirements):

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible

The Member generally pays the
remaining 30% of the Allowable
Charge after meeting the
Member's Participating Provider
Benefit Year Deductible

For all other surgeries:

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

Maternity

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge
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PROVIDER SERVICES

The below include services for medical, mental health and substance use disorders

Participating Provider

Non-Participating
Provider at a
Participating facility

(unless the Provider
satisfies advance
patient notice and
consent requirements)

Non-Participating
Provider at a Non-
Participating facility

(or at a Participating
Provider facility if
advance patient notice
and consent
requirements are met)

Inpatient Provider
Services for an
Admission resulting
from an emergency
room visit

The Corporation pays
70% of the Allowable
Charge after the Benefit
Year Deductible

The Member pays the
remaining 30% of the
Allowable Charge after
meeting the Member's
Benefit Year Deductible

The Corporation pays
70% of the Allowable
Charge after the
Participating Provider
Benefit Year Deductible

The Member pays the
remaining 30% of the
Allowable Charge after
meeting the Member's
Participating Provider
Benefit Year Deductible

The Corporation pays
50% of the Allowable
Charge after the Benefit
Year Deductible

The Member must pay
the balance of the
Provider's charge
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Participating Provider

Non-Participating Provider

Inpatient Provider Services (non-
emergency)

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

For certain Inpatient Provider
Services performed by a Non-
Participating Provider at certain
Participating Provider facilities
(unless the Provider satisfies
advance patient notice and
consent requirements):

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible

The Member generally pays the
remaining 30% of the Allowable
Charge after meeting the
Member's Participating Provider
Benefit Year Deductible

For all other Inpatient Provider
Services:

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge
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Participating Provider

Non-Participating Provider

Surgical Services, when
rendered in a Hospital or
Ambulatory Surgical Center
(non-emergency)

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

For certain Surgical Services
performed by a Non-Participating
Provider at certain Participating
Provider facilities (unless the
Provider satisfies advance
patient notice and consent
requirements):

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible

The Member generally pays the
remaining 30% of the Allowable
Charge after meeting the
Member's Participating Provider
Benefit Year Deductible

For all other Surgical Services:
The Corporation pays 50% of the
Allowable Charge after the

Benefit Year Deductible

The Member must pay the
balance of the Provider's charge
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Participating Provider

Non-Participating Provider

Provider Services for treatment
in a Hospital outpatient
department or Ambulatory
Surgical Center

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

For certain Provider Services
performed by a Non-Participating
Provider at certain Participating
Provider facilities (unless the
Provider satisfies advance
patient notice and consent
requirements):

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible

The Member generally pays the
remaining 30% of the Allowable
Charge after meeting the
Member's Participating Provider
Benefit Year Deductible

For all other Provider Services
for treatment in a Hospital
outpatient department or
Ambulatory Surgical Center:

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

Provider Services for an
outpatient emergency room visit

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Participating Provider Benefit
Year Deductible
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Participating Provider

Non-Participating Provider

Services in the Provider's office,
including contraceptives and
birth control devices (other than
maternity care, physical therapy,
dialysis treatment and Second
Surgical Opinion)

This Benefit does not include
preventive Benefits offered under
the ACA. See the preventive
Benefits section in this Schedule
of Benefits for payment of
preventive Benefits under the
ACA.

The Corporation pays 100% of
the Allowable Charge after the
Member pays a $30 Copayment

Office services by a Specialist
will be paid at 100% of the
Allowable Charge after a $60
Copayment

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

Services in the Provider's office
for Mental Health Services and
Substance Use Disorder
Services

The Corporation pays 100% of
the Allowable Charge after the
Member pays a $30 Copayment

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

Provider Services in the
Member’s home

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

Second Surgical Opinion

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

All other Provider Services

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge
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OTHER SERVICES

Participating Provider

Non-Participating Provider

Air ambulance service

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Participating Provider Benefit
Year Deductible

Ground ambulance service

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 70% of the
Allowable Charge after the
Participating Provider Benefit
Year Deductible

The Member must pay the
balance of the Provider's charge

Durable Medical Equipment,
Prosthetics and Orthopedic
Devices

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

Non-Covered

Medical Supplies

Covered

Covered

Home Health Care, limited to
sixty (60) visits per Member per
Benefit Year

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

Hospice Care, limited to six (6)
months per episode

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

Participating Provider

Non-Participating Provider
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Colorectal cancer screenings
limited to:

e One (1) fecal occult
blood testing of three (3)
consecutive stool
samples per Benefit
Year

e One (1) flexible
sigmoidoscopy every five
(5) years

e One (1) double contrast
barium enema every five
(5) years

e One (1) colonoscopy
every ten (10) years

Covered

Covered

ABA related to Autism Spectrum
Disorder

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

Non-Covered

Provider charges for
rehabilitation related to physical
therapy and occupational therapy
(Limited to a combined thirty (30)
visits per Member per Benefit
Year)

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

Provider charges for habilitation
related to physical therapy and
occupational therapy (Limited to
a combined thirty (30) visits per
Member per Benefit Year)

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

Rehabilitation related to speech
therapy (Limited to twenty (20)
visits per Member per Benefit
Year)

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge
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Participating Provider

Non-Participating Provider

Habilitation related to speech
therapy (Limited to twenty (20)
visits per Member per Benefit
Year)

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

Human organ and tissue
transplant services

Human organ and tissue
transplant services are only
covered if provided at a Blue
Distinction® Center of Excellence
or a transplant center approved
by the Corporation in writing

Provider charges are subject to
the Benefit Year Deductible

The Corporation pays 70% of the
Allowable Charge after the
Benefit Year Deductible

The Member pays the remaining
30% of the Allowable Charge
after meeting the Member's
Benefit Year Deductible

Non-Covered

Allergy injections

The Corporation pays 100% of
the Allowable Charge after the
Member pays a $30 Copayment

Office services by a Specialist
will be paid at 100% of the
Allowable Charge after a $60
Copayment

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

Chiropractic services, including
modalities, spinal
manipulation/subluxation, limited
to $500 per Member per Benefit
Year

The Corporation pays 100% of
the Allowable Charge after the
Member pays a $60 Copayment

The Corporation pays 50% of the
Allowable Charge after the
Benefit Year Deductible

The Member must pay the
balance of the Provider's charge

Oxygen

Covered

Covered

My Health Novel Weight
Management Program

Covered

Covered
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Participating Provider

Non-Participating Provider

Sustained Health services
related to an annual physical
exam (limited to $500 per
Member per Benefit Year)

This Benefit does not include
preventive Benefits offered under
the ACA. Payment will be made
for the ACA preventive Benefits
prior to Sustained Health
services. See the preventive
Benefits section in this Schedule
of Benefits for payment of
preventive Benefits under the
ACA.

The Corporation pays 100% of
the Allowable Charge after the
Member pays a $30 Copayment

Non-Covered
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VISION BENEFITS

Participating Provider

Non-Participating Provider

Vision exams, including
refractions, limited to $150 per
Member per Benefit Year

The Corporation pays 100% of
the Allowable Charge

The Corporation pays 100% of
the Allowable Charge

The Member must pay the
balance of the Provider's charge
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PREVENTIVE BENEFITS

The Benefit Year Deductible does not apply to these Benefits

Participating Provider

Non-Participating Provider

Preventive Benefits under the
Affordable Care Act (ACA) (Refer
to www.healthcare.gov for
guidelines)

Covered

Non-Covered

Pap smear screenings (the
report and interpretation only,
limited to one (1) per Member
per Benefit Year)

The Corporation pays 100% of
the Allowable Charge

Non-Covered

Prostate screenings, limited to
one (1) per Member per Benefit
Year

The Corporation pays 100% of
the Allowable Charge

Non-Covered

Gynecological exam (limited to
two (2) per Member per Benefit
Year)

The Corporation pays 100% of
the Allowable Charge

Non-Covered

In South Carolina:

SC Mammography Network

All Other Providers

Mammography screenings,
limited to one (1) per Benefit
Year for any female Member age
forty (40) or older

The Corporation pays 100% of
the Allowable Charge

Non-Covered

Outside South Carolina:

Out-of-State Participating
Providers

All Other Providers

Mammography screenings,
limited to one (1) per Benefit
Year for any female Member age
forty (40) or older

The Corporation pays 100% of
the Allowable Charge

Non-Covered
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PRESCRIPTION DRUG BENEFIT

Prescription Drug coverage is handled by Optum Rx, an independent company that provides
pharmacy Benefits on behalf of BlueCross.

Prescription
Drugs

Mail Service/Home
Delivery Pharmacy

Participating
Pharmacy

All Other
Pharmacies

Generic Drugs

The Member pays a
$25 Prescription Drug
Copayment for each
prescription or refill,
up to a 90 day supply

The Member pays a
$15 Prescription Drug
Copayment for each
monthly prescription
or refill, up to a 90 day

supply

The Member will be
responsible for 100%
of the Allowable
Charge at the
pharmacy then will be
reimbursed at 50%
after a $15
Prescription Drug
Copayment per
Member for each
monthly prescription
or refill, up to a 90 day

supply

Preferred Drugs

Members are encouraged to
utilize Generic Drugs when
available and may be subject
to a penalty if not

The Member pays a
$90 Prescription Drug
Copayment for each
prescription or refill,
up to a 90 day supply

The Member pays a
$40 Prescription Drug
Copayment for each
prescription or refill,
up to a 31 day supply

The Member will be
responsible for 100%
of the Allowable
Charge at the
pharmacy then will be
reimbursed at 50%
after a $40
Prescription Drug
Copayment per
Member for each
prescription or refill,
up to a 31 day supply

Non-Preferred Brand Drugs

Members are encouraged to
utilize Generic Drugs when
available and may be subject
to a penalty if not

The Member pays a
$175 Prescription

Drug Copayment for
each prescription or
refill, up to a 90 day

supply

The Member pays a
$70 Prescription Drug
Copayment for each
prescription or refill,
up to a 31 day supply

The Member will be
responsible for 100%
of the Allowable
Charge at the
pharmacy then will be
reimbursed at 50%
after a $70
Prescription Drug
Copayment per
Member for each
prescription or refill,
up to a 31 day supply
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Prescription
Drugs

Mail Service/Home
Delivery Pharmacy

Participating
Pharmacy

All Other
Pharmacies

Contraceptives: oral
contraceptives, cervical cap,
diaphragms, emergency
contraception, female
condom, implantable rod,
intrauterine device (IUD),
patch, shot/injection,
spermicide, sponge, vaginal
contraceptive ring and
approved sterilization
procedures for women

A complete list of specific
Prescription Drugs or supplies
covered at 100% is available
at
www.SouthCarolinaBlues.com

The above contraceptives are
covered under the
participating medical Benefits
at the same payment levels.
Refill quantities may vary.

Prescription Drugs will
be covered at 100%,
up to a 90 day supply

Prescription Drugs will
be covered at 100%,
up to a 31 day supply

The Member will be
responsible for 100%
of the Allowable
Charge at the
pharmacy then will be
reimbursed at 100%,
up to a 31 day supply

All other contraceptives
(Prescription Drugs)

All other contraceptives are
paid at the Generic, Preferred
and Non-Preferred Brand
Drug payment levels.

Covered

Covered

Covered

Tobacco cessation
Prescription Drugs

Covered

Covered

Covered

Prescription Drug deductible

$0 (No Prescription
Drug deductible)

$0 (No Prescription
Drug deductible)

$0 (No Prescription
Drug deductible)

Prescription Drug Out-of-
Pocket Maximum

$0 (No Prescription
Drug Out-of-Pocket
Maximum)

$0 (No Prescription
Drug Out-of-Pocket
Maximum)

$0 (No Prescription
Drug Out-of-Pocket
Maximum)
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Prescription
Drugs

Mail Service/Home
Delivery Pharmacy

Participating
Pharmacy

All Other
Pharmacies

Insulin for Members enrolled
in the My Diabetes Discount
Program

(see the Introduction section
for information about the My
Diabetes Discount Program)

The Member pays a
$25 Prescription Drug
Copayment for each
prescription or refill,
up to a maximum of
$20

The Member pays a
$15 Prescription Drug
Copayment for each
prescription or refill,
up to a maximum of
$20

The Member will be
responsible for 100%
of the Allowable
Charge at the
pharmacy then will be
reimbursed at 50%
after a $15
Prescription Drug
Copayment for each
prescription or refill,
up to a maximum of
$20

Diabetic syringes and
supplies

One Prescription Drug
Copayment applies for all
supplies purchased on the
same day

Covered

Covered

Covered

Syringes and related supplies
for conditions such as cancer
or burns, test tape, surgical
trays and renal dialysis
supplies

Non-Covered

Non-Covered

Non-Covered
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SPECIALTY DRUG BENEFIT

Participating
Pharmacy

All Other
Pharmacies

Specialty Drugs

The Member pays a $125
Prescription Drug Copayment for
each prescription or refill, up to a
31 day supply

Non-Covered
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7. Cooperate fully with the Corporation in its exercise of its rights under this provision, do nothing that
would interfere with or diminish those rights and furnish any information required by the
Corporation.

The Corporation has discretion to determine whether claims for Benefits submitted to the Corporation are
related to the injuries or illness to the extent this provision applies. If the Corporation pays Benefits for an
injury or illness and the Corporation determines the Member also received a recovery from the Employer
and/or Employer’s Workers’ Compensation carrier by means of a settlement, judgment or other payment
for the same injury or illness, the Member shall reimburse the Corporation from the recovery for all Benefits
paid by the Corporation relating to the injury or illness. However, under no circumstances shall the
Member’s reimbursement to the Corporation exceed the amount of such recovery.

If the Member receives a recovery from the Employer and/or Employer’'s Workers’ Compensation carrier,
the Corporation’s right of reimbursement from the recovery will be applied even if: liability is denied,
disputed or is made by means of a compromised, doubtful and disputed, clincher or other settlement; no
final determination is made that the injury or illness was sustained in the course of or resulted from the
Member’'s employment; the amount of workers’ compensation benefits due to medical or healthcare is not
agreed upon or defined by the Member, Employer or the Workers’ Compensation carrier; or the medical or
healthcare benefits are specifically excluded from the settlement or compromise.

ARTICLE X - ERISA RIGHTS

Each Member in this Plan of Benefits is entitled to certain rights and protections under ERISA. ERISA
provides that all Members shall be entitled to:

A. RECEIVE INFORMATION ABOUT THE PLAN OF BENEFITS

1. Examine, without charge, at the Plan Administrator’s office and at other specified locations, such
as worksites and union halls, all documents governing this Plan of Benefits, including insurance
contracts and collective bargaining agreements, and a copy of the latest annual report (Form 5500
Series) filed with the U.S. Department of Labor and available at the Public Disclosure Room of the
Employee Benefits Security Administration.

2. Obtain, upon written request to the Plan Administrator, copies of documents governing the
operation of this Plan of Benefits, including insurance contracts and collective bargaining
agreements and copies of the latest annual report (Form 5500 Series) and updated Summary Plan
Description. The Plan Administrator may assess a reasonable charge for the copies.

3. Receive, upon request, a summary of this Plan of Benefits’ annual financial report. The Plan
Administrator is required by law to furnish each Member with a copy of this summary annual report.

B. CONTINUATION COVERAGE

Members are entitled to continue healthcare coverage for themselves and their Dependents if there is
a loss of coverage under this Plan of Benefits as a result of a Qualifying Event. The Member or
Dependents may have to pay for such continuation coverage. Employee Members should review the
documents governing COBRA continuation coverage rights.
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C. PRUDENT ACTIONS BY PLAN FIDUCIARIES

In addition to creating rights for Members, ERISA imposes duties upon the people who are responsible
for the operation of an employee welfare benefit plan. The people who administer an employee welfare
benefit plan are called “fiduciaries,” and have a duty to do so prudently and in the interest of the
Members. The Employer is a fiduciary of this Plan of Benefits only as to those fiduciary duties it has
not assigned and delegated to the Corporation. The Corporation is a fiduciary of this Plan of Benefits
only as to those fiduciary duties it was assigned and delegated by Employer.

D. ENFORCEMENT OF EMPLOYEE RIGHTS

1.

If a Member’s claim for a Benefit is denied or ignored, in whole or in part, such Member has a right
to know why this was done, to obtain copies of documents relating to the decision without charge
and to appeal any denial, all within certain time schedules.

Under ERISA, there are steps a Member can take to enforce the rights described above. For
instance, if a Member requests a copy of Group Health Plan documents or the latest annual report
from the Group Health Plan and does not receive them within thirty (30) days, such Member may
file suit in a federal court. In such a case, the court may require the Plan Administrator to provide
the materials and pay such Member up to $110 a day until such Member receives the materials,
unless the materials were not sent because of reasons beyond the control of the Plan Administrator.
If a Member has a claim for Benefits that is denied or ignored, in whole or in part, such Member
may file suit in a state or federal court. In addition, if a Member disagrees with the Group Health
Plan’s decision or lack thereof concerning the qualified status of a domestic relations order or a
Medical Child Support Order, such Member may file suit in federal court. If it should happen that
the Group Health Plan fiduciaries misuse the Group Health Plan’s money, or if a Member is
discriminated against for asserting such Member’s rights, such Member may seek assistance from
the U.S. Department of Labor, or such Member may file suit in a federal court. The court will decide
who should pay court costs and legal fees. If a Member is successful, the court may order the
person the Member has sued to pay these costs and fees. If the Member loses, the court may order
such Member to pay these costs and fees, for example, if it finds such Member’s claim is frivolous.

No one, including the Employer, the Members’ union or any other person, may fire an Employee or
otherwise discriminate against an Employee in any way to prevent an Employee from obtaining a
Benefit or exercising the Employee’s rights under ERISA.

ASSISTANCE WITH QUESTIONS

If a Member has any questions about this Plan of Benefits, the Member should contact the Plan
Administrator. If a Member has any questions about this statement or about a Member’s rights
under ERISA, or if a Member needs assistance in obtaining documents from the Plan Administrator,
the Member should contact the nearest office of the Employee Benefits Security Administration,
U.S. Department of Labor, listed in the telephone directory or the Division of Technical Assistance
and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200
Constitution Avenue N.W., Washington, D.C. 20210. A Member may also obtain certain
publications about the Member’s rights and responsibilities under ERISA by calling the publications
hotline of the Employee Benefits Security Administration.
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ARTICLE XI - CLAIMS FILING AND APPEAL PROCEDURES

A. CLAIMS FILING PROCEDURES

1.

When a Participating Provider renders services, generally, the Participating Provider should either
file the claim on the Member’s behalf or provide an electronic means for the Member to file a claim
while the Member is in the Participating Provider’s office. However, the Member is responsible for
ensuring that the claim is filed.

Written notice of receipt of services on which a claim is based must be furnished to the Corporation,
at its address on the Identification Card, within twenty (20) days of the beginning of services or as
soon thereafter as is reasonably possible. Failure to give notice within the time does not invalidate
nor reduce any claim if the Member can show that it was not reasonably possible to give the notice
within the required time frame and if notice was given as soon as reasonably possible. Upon receipt
of the notice, the Corporation will furnish or cause a claim form to be furnished to the Member. If
the claim form is not furnished within fifteen (15) days after the Corporation receives the notice, the
Member will be deemed to have complied with the requirements of this Plan of Benefits as to proof
of loss. The Member must submit written proof covering the character and extent of the services
within the time fixed for filing proof of loss.

For Benefits not provided by a Participating Provider, the Member is responsible for filing claims
with the Corporation. When filing the claims, the Member will need the following:

a. A claim form for each Member. Members can get claim forms from a Member services
representative at the telephone number indicated on the Identification Card or via the
Corporation’s website, www.SouthCarolinaBlues.com.

b. Itemized bills from the Provider(s). These bills should contain all the following:

i. Provider's name and address;

i. Member’'s name and date of birth;

iii. Member’s Identification Card number;

iv. Description and cost of each service;

v. Date that each service took place; and,

vi. Description of the illness or injury and diagnosis.

c. Members must complete each claim form and attach the itemized bill(s) to it. If a Member has
other insurance that already paid on the claim(s), the Member should also attach a copy of the
other Plan’s explanation of benefits notice.

d. Members should make copies of all claim forms and itemized bills for the Member’s records

since they will not be returned. Claims should be mailed to the Corporation’s address listed on
the claim form.
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4. The Corporation must receive the claim within ninety (90) days after the beginning of services.
Failure to file the claim within the ninety (90) day period, however, will not prevent payment of
Covered Expenses if the Member shows that it was not reasonably possible to file the claim timely,
provided the claim is filed as soon as is reasonably possible. Except in the absence of legal
capacity, claims must be filed no later than fifteen (15) months following the date services were
received.

5. Receipt of a claim by the Corporation will be deemed written proof of loss and will serve as written
authorization from the Member to the Corporation to obtain any medical or financial records and
documents useful to the Corporation. The Corporation, however, is not required to obtain any
additional records or documents to support payment of a claim and is responsible to pay claims
only on the basis of the information supplied at the time the claim was processed. Any party who
submits medical or financial reports and documents to the Corporation in support of a Member’s
claim will be deemed to be acting as the agent of the Member. If the Member desires to appoint
an Authorized Representative in connection with such Member's claims, the Member should
contact the Corporation for an Authorized Representative form.

6. There are four (4) types of claims: Pre-Service Claims, Urgent Care Claims, Post-Service Claims
and Concurrent Care Claims. The Corporation will make a determination for each type of claim
within the following time periods:

a. Pre-Service Claim.

i. A determination will be provided in writing or in electronic form within a reasonable period
of time, appropriate to the medical circumstances, but no later than fifteen (15) days from
receipt of the claim.

i. If a Pre-Service Claim is improperly filed or otherwise does not follow applicable
procedures, the Member will be sent notification within five (5) days of receipt of the claim.

iii. Anextension of fifteen (15) days is permitted if the Corporation determines that, for reasons
beyond the control of the Corporation, an extension is necessary. If an extension is
necessary, the Corporation will notify the Member within the initial fifteen (15) day time
period that an extension is necessary, the circumstances requiring the extension and the
date the Corporation expects to render a determination. If the extension is necessary to
request additional information, the extension notice will describe the required information.
The Member will have at least forty-five (45) days to provide the required information. If
the Corporation does not receive the required information within the forty-five (45) day time
period, the claim will be denied. The Corporation will make its determination within fifteen
(15) days of receipt of the requested information or, if earlier, the deadline to submit the
information. If the Corporation receives the requested information after the forty-five (45)
days but within two hundred twenty-five (225) days, the claim will be reviewed as a first
level appeal. Reference Article XI(B) for details regarding the appeals process.

b. Urgent Care Claim.

i. A determination will be sent to the Member in writing or in electronic form as soon as
possible, taking into account the medical exigencies, but no later than seventy-two (72)
hours from receipt of the claim.

ii. If the Member's Urgent Care Claim is determined to be incomplete, the Member will be
sent a notice to this effect within twenty-four (24) hours of receipt of the claim. The Member
will then have forty-eight (48) hours to provide the additional information. Failure to provide
the additional information within forty-eight (48) hours may result in the denial of the claim.
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If the Member requests an extension of urgent care Benefits beyond an initially determined
period and makes the request at least twenty-four (24) hours prior to the expiration of the
original determination period, the Member will be notified within twenty-four (24) hours of
receipt of the request for an extension.

c. Post-Service Claim.

A determination will be sent within a reasonable time period but no later than thirty (30)
days from receipt of the claim.

An extension of fifteen (15) days may be necessary if the Corporation determines that, for
reasons beyond the control of the Corporation, an extension is necessary. If an extension
is necessary, the Corporation will notify the Member within the initial thirty (30) day time
period that an extension is necessary, the circumstances requiring the extension and the
date the Corporation expects to render a determination. If the extension is necessary to
request additional information, the extension notice will describe the required information.
The Member will have at least forty-five (45) days to provide the required information. If
the Corporation does not receive the required information within the forty-five (45) day time
period, the claim will be denied. The Corporation will make its determination within fifteen
(15) days of receipt of the requested information or, if earlier, the deadline to submit the
information. If the Corporation receives the requested information after the forty-five (45)
days but within two hundred twenty-five (225) days, the claim will be reviewed as a first
level appeal. Reference Article XI(B) for details regarding the appeals process.

d. Concurrent Care Claim.

The Member will be notified if there is to be any reduction or termination in coverage for ongoing
care sufficiently in advance of such reduction or termination to allow the Member time to appeal
the decision before the Benefits are reduced or terminated.

7. Notice of Determination.

a. Ifthe Member's claim is filed properly and the claim is in part or wholly denied, the Member will
receive notice of an Adverse Benefit Determination, in a culturally and linguistically appropriate
manner, that will:

Include information sufficient to identify the claim involved (including date of service,
healthcare Provider, claim amount (if applicable)) and a statement describing the
availability, upon request, of the diagnosis and treatment codes and their corresponding
meanings;

State the specific reason(s) for the Adverse Benefit Determination, including the denial
code and its corresponding meaning, as well as a description of the standard (if any) that
was used in denying the claim;

State that the Member is entitled to receive, upon request and free of charge, reasonable
access to and copies of all documents, records and other information relevant to the
Member’s claim;

Reference the specific Plan of Benefits provisions on which the determination is based;

Describe additional material or information, if any, needed to complete the claim and the
reasons such material or information is necessary;
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d.

vi. Describe the claims review procedures and this Plan of Benefits and the time limits
applicable to such procedures, including a statement of the Member’s right to bring a civil
action under section 502(a) of ERISA following an Adverse Benefit Determination on
review;

vii. If the reason for denial is based on a lack of Medical Necessity, Investigational or
Experimental exclusion or similar limitation, explain the scientific or clinical judgment for
the determination (or state that such information will be provided free of charge upon
request);

viii. Disclose any internal rule, guideline or protocol relied on in making the Adverse Benefit
Determination (or state that such information will be provided free of charge upon request);

ix. Provide a description of available internal appeals and external review processes, including
information regarding how to initiate such appeals;

X. Disclose the availability of, and contact information for, any applicable office of health
insurance consumer assistance or ombudsman established under section 2793 of the
Public Health Service Act, to assist individuals with the internal claims and appeals and
external review processes; and,

xi. Include a statement regarding the Member’s right to bring an action under section 502(a)
of ERISA.

The Member will be provided, as soon as practicable upon request, the diagnosis and treatment
codes and their corresponding meanings associated with the Adverse Benefit Determination.

No decisions regarding hiring, compensation, termination, promotion or other similar matters
with respect to any individual will be made based upon the likelihood that the individual will
support the denial of Benefits.

The Member will also receive a notice if the claim is approved.

B. APPEAL PROCEDURES FOR AN ADVERSE BENEFIT DETERMINATION

1.

The Member has one hundred eighty (180) days from receipt of an Adverse Benefit Determination
to file an appeal. An appeal must meet the following requirements:

a.

b.

An appeal must be in writing;

An appeal must be sent (via U.S. mail) to BlueCross BlueShield of South Carolina at the
address on the Member’s Identification Card;

The appeal request must state that a formal appeal is being requested and include all pertinent
information regarding the claim in question; and,

An appeal must include the Member's name, address, identification number and any other
information, documentation or materials that support the Member’s appeal.

The Member may submit written comments, documents or other information in support of the
appeal and will (upon request) have access to all documents relevant to the claim. A person other
than the person who made the initial decision will conduct the appeal. No deference will be afforded
to the initial determination.
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3. The Member must raise all issues and grounds for appealing an Adverse Benefit Determination at
every stage of the appeals process or such issues and grounds will be deemed permanently
waived.

4. If the appealed claim involves an exercise of medical judgment, the Corporation will consult with
an appropriately qualified healthcare practitioner with training and experience in the relevant field
of medicine. If a healthcare professional was consulted for the initial determination, a different
healthcare professional will be consulted on the appeal.

5. The Corporation will make a final decision on the appeal within the time periods specified below:
a. Pre-Service Claim.

The Corporation will decide the appeal within a reasonable period of time, taking into account
the medical circumstances, but no later than thirty (30) days after receipt of the appeal.

b. Urgent Care Claim.

The Member may request an expedited appeal of an Urgent Care Claim. This expedited appeal
request may be made orally, and the Corporation will communicate with the Member by
telephone or facsimile. The Corporation will decide the appeal within a reasonable period of
time, taking into account the medical circumstances, but no later than seventy-two (72) hours
after receipt of the request for an expedited appeal.

c. Post-Service Claim.

The Corporation will decide the appeal within a reasonable period of time but no later than sixty
(60) days after receipt of the appeal.

d. Concurrent Care Claim.

The Corporation will decide the appeal of Concurrent Care Claims within the time frames set
forth in Article XI(B)(4)(a-c) depending on whether such claim is also a Pre-Service Claim, an
Urgent Care Claim or a Post-Service Claim.

6. Notice of Appeals Determination.

a. IfaMember’s appeal is denied in whole or in part, the Member will receive notice of an Adverse
Benefit Determination, in a culturally and linguistically appropriate manner, that will:

i. Include information sufficient to identify the claim involved (including date of service,
healthcare Provider, claim amount (if applicable)) and a statement describing the
availability, upon request, of the diagnosis and treatment codes and their corresponding
meanings;

ii. State specific reason(s) for the Adverse Benefit Determination, including the denial code
and its corresponding meaning, as well as a description of the standard (if any) that was
used in denying the claim and a discussion of the decision;

iii. Reference specific provision(s) of this Plan of Benefits on which the benefit determination
is based;

iv. State that the Member is entitled to receive, upon request and free of charge, reasonable
access to and copies of all documents, records and other information relevant to the claim
for Benefits;
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v. Describe any voluntary appeal procedures offered by the Corporation and the Member’s
right to obtain such information;

vi. Disclose any internal rule, guideline or protocol relied on in making the Adverse Benefit
Determination (or state that such information will be provided free of charge upon request);

vii. If the reason for an Adverse Benefit Determination on appeal is based on a lack of Medical
Necessity, Investigational or Experimental or other limitation or exclusion, explain the
scientific or clinical judgment for the determination (or state that such information will be
provided free of charge upon request);

viii. Provide a description of available internal appeals and external review processes, including
information regarding how to initiate such appeals;

ix. Disclose the availability of, and contact information for, any applicable office of health
insurance consumer assistance or ombudsman established under section 2793 of the
Public Health Service Act, to assist individuals with the internal claims and appeals and
external review processes; and,

X. Include a statement regarding the Member’s right to bring an action under section 502(a)
of ERISA.

b. The Member will also receive, free of charge, any new or additional evidence considered, relied
upon or generated in connection with the claim. This evidence will be provided as soon as
possible and sufficiently in advance of the date on which the notice of Adverse Benefit
Determination is received to give the Member a reasonable opportunity to respond prior to that
date.

c. Ifthe Adverse Benefit Determination is based on a new or additional rationale, then the Member
will be provided with the rationale, free of charge. The rationale will be provided as soon as
possible and sufficiently in advance of the date of the Adverse Benefit Determination to give
the Member a reasonable opportunity to respond prior to that date.

d. The Member will be provided, as soon as practicable upon request, the diagnosis and treatment
codes and their corresponding meanings associated with the Adverse Benefit Determination.

e. No decisions regarding hiring, compensation, termination, promotion or other similar matters
with respect to any individual will be made based upon the likelihood that the individual will
support the denial of Benefits.

f. A Member’s claim and appeals will be decided pursuant to a good faith interpretation of the
Plan of Benefits, in the best interest of the Member, without taking into account either the
amount of the Benefits that will be paid to the Member or the financial impact on the Group
Health Plan.

g. The Member will also receive a notice if the claim on appeal is approved.
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C. EXTERNAL REVIEW PROCEDURES

1.

After a Member has completed the appeal process, a Member may be entitled to an additional,
external review of the Member’s claim at the Corporation’s expense. An external review may be
used to reconsider the Member’s claim if the Corporation has denied, either in whole or in part, the
Member’s claim. In order to qualify for external review, the termination or denial or reduction of the
claim must be related to:

a. Medical Necessity, appropriateness, healthcare setting, level of care or effectiveness of a
Benefit;

b. An Investigational or Experimental service that involves a life-threatening or seriously disabling
condition; or,

c. Administration of the Plan of Benefits’ provisions related to cost-sharing and surprise billing
protections for emergency or air ambulance services by Non-Participating Providers and care
provided by Non-Participating Providers at certain Participating Provider facilities

After a Member has completed the appeal process (and an Adverse Benefit Determination has
been made), such Member will be notified in writing of such Member’s right to request an external
review. The Member should file a written request for external review within four (4) months of
receiving the notice of the Corporation’s decision on the Member’s appeal. In order to receive an
external review, the Member will be required to authorize the release of such Member’s medical
records (if needed in the review for the purpose of reaching a decision on Member’s claim). If a
Member needs assistance during the external review process, the Member may contact the South
Carolina Department of Insurance (DOI) at the following address and telephone number:

South Carolina Department of Insurance
P.O. Box 100105
Columbia, S.C. 29202-3105
800-768-3467

Within five (5) business days of a Member’s request for an external review, the Corporation will
respond by either:

a. Notifying the DOI of a request for external review and requesting the DOI assign the review to
an independent review organization and then forward the Members records to the DOI; or,

b. Notifying the Member in writing that the Member’s request does not meet the requirements for
an external review and the reasons for the Corporation’s decision.

The external review organization will take action on the Member’s request for an external review
within forty-five (45) days after it receives the request for external review from the Corporation.

Expedited external reviews are available if the Member’s Provider certifies that the Member has a
Serious Medical Condition. A serious medical condition, as used in this Article XI(C)(5), means
one that requires immediate medical attention to avoid serious impairment to body functions,
serious harm to an organ or body part, or that would place the Member’s health in serious jeopardy.
If the Member may be held financially responsible for the treatment, a Member may request an
expedited review of the Corporation’s decision if the Corporation’s denial of Benefits involves
Emergency Services and the Member has not been discharged from the treating Hospital. The
independent review organization will be assigned as expeditiously as reasonably possible and must
make its decision within seventy-two (72) hours after it receives the request for expedited review.
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ARTICLE XlIl - GENERAL PROVISIONS

AMENDMENT

Upon thirty (30) days prior written notice, the Corporation may unilaterally amend this Plan of Benefits when
required by federal or state law. Increases in the Benefits provided or decreases in the Premium are
effective without such prior notice. Notice of an amendment will be effective when addressed to the
Employer. The Corporation has no responsibility to provide individual notices to each Member when an
amendment to this Plan of Benefits has been made.

AUTHORIZED REPRESENTATIVES

A Provider may be considered a Member’s Authorized Representative without a specific designation by the
Member when the Preauthorization request is for Urgent Care Claims. A Provider may be a Member’s
Authorized Representative with regard to non-Urgent Care Claims only when the Member gives the
Corporation or the Provider a specific designation, in a format that is reasonably acceptable to the
Corporation to act as an Authorized Representative. If the Member has designated an Authorized
Representative, all information and notifications will be directed to that representative unless the Member
gives contrary directions.

BLUECARD PROGRAM
|. Out-of-Area Services
Overview

The Corporation has a variety of relationships with other Blue Cross and/or Blue Shield Licensees, referred
to generally as “Inter-Plan Arrangements.” These Inter-Plan Arrangements operate under rules and
procedures issued by the Blue Cross Blue Shield Association (“Association”). Whenever Members access
healthcare services outside the geographic area the Corporation serves, the claim for those services may
be processed through one of these Inter-Plan Arrangements. The Inter-Plan Arrangements are described
generally below.

Typically, when accessing care outside the geographic area the Corporation serves, Members obtain care
from healthcare Providers that have a contractual agreement (“Participating Providers”) with the local Blue
Cross and/or Blue Shield Licensee in that other geographic area (“Host Blue”). In some instances, Members
may obtain care from healthcare Providers in the Host Blue geographic area that do not have a contractual
agreement (“Non-Participating Providers”) with the Host Blue. The Corporation will remain responsible for
fulfilling our contractual obligations to you. The Corporation’s payment practices in both instances are
described below.

Inter-Plan Arrangements Eligibility — Claim Types

All claim types are eligible to be processed through Inter-Plan Arrangements, as described above, except
for all Dental Care Benefits except when paid as medical claims/Benefits, and those Prescription Drug
Benefits or Vision Care Benefits that may be administered by a third party.

A. BlueCard® Program

The BlueCard® Program is an Inter-Plan Arrangement. Under this Arrangement, when Members access
covered healthcare services within the geographic area served by a Host Blue, the Host Blue will be
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responsible for contracting and handling all interactions with its Participating Providers. The financial terms
of the BlueCard Program are described generally below.

Liability Calculation Method Per Claim

Unless subject to a fixed dollar Copayment, the calculation of the Member liability on claims for covered
healthcare services will be based on the lower of the Participating Provider's billed covered charges or the
negotiated price made available to the Corporation by the Host Blue.

Host Blues determine a negotiated price, which is reflected in the terms of each Host Blue’s healthcare
Provider contracts. The negotiated price made available to the Corporation by the Host Blue may be
represented by one of the following:

(i) An actual price. An actual price is a negotiated rate of payment in effect at the time a claim is
processed without any other increases or decreases; or

(i) An estimated price. An estimated price is a negotiated rate of payment in effect at the time a claim
is processed, reduced or increased by a percentage to take into account certain payments
negotiated with the Provider and other claim- and non-claim-related transactions. Such
transactions may include, but are not limited to, anti-fraud and abuse recoveries, Provider refunds
not applied on a claim-specific basis, retrospective settlements and performance-related bonuses
or incentives; or

(iii) An average price. An average price is a percentage of billed covered charges in effect at the time
a claim is processed representing the aggregate payments negotiated by the Host Blue with all of
its healthcare Providers or a similar classification of its Providers and other claim- and non-claim-
related transactions. Such transactions may include the same ones as noted above for an
estimated price.

Host Blues determine whether or not they will use an actual, estimated or average price. Host Blues using
either an estimated price or an average price may prospectively increase or reduce such prices to correct
for over-or underestimation of past prices (i.e., prospective adjustment may mean that a current price
reflects additional amounts or credits for claims already paid or anticipated to be paid to Providers or refunds
received or anticipated to be received from Providers). However, the BlueCard Program requires that the
amount paid by the Member is a final price; no future price adjustment will result in increases or decreases
to the pricing of past claims. The method of claims payment by Host Blues is taken into account by the
Corporation in determining your Premiums.

B. Special Cases: Value-Based Programs

BlueCard Program

The Corporation has included a factor for bulk distributions from Host Blues in the Employer’s Premium for
Value-Based Programs when applicable under this contract.

If the Member receives covered healthcare services under a Value-Based Program inside a Host Blue’s
service area, the Member will not be responsible for paying any of the Provider Incentives, risk-sharing,

and/or Care Coordinator Fees that are a part of such an arrangement, except when a Host Blue passes
these fees to the Corporation through average pricing or fee schedule adjustments.

C. Return of Overpayments
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Recoveries of overpayments/from a Host Blue or its Participating and Non-Participating Providers can arise
in several ways, including, but not limited to, anti-fraud and abuse recoveries, audits/healthcare
Provider/hospital bill audits, credit balance audits, utilization review refunds and unsolicited refunds.
Recoveries will be applied/ so that corrections will be made, in general, on either a claim-by-claim or
prospective basis. If recovery amounts are passed on a claim-by-claim basis from a Host Blue to the
Corporation, they will be credited to the Employer account. In some cases, the Host Blue will engage a third
party to assist in identification or collection of recovery amounts. The fees of such a third party may be
charged to the Employer as a percentage of the recovery.

D. Inter-Plan Programs: Taxes/Surcharges/Fees

In some instances laws or regulations may impose a surcharge, tax or other fee that applies to insured
accounts. If applicable, the Corporation will include any such surcharge, tax or other fee in determining the
Employer’s Premium.

E. Non-Participating Providers Outside the Corporation’s Service Area
1. Member Liability Calculation

When covered healthcare services are provided outside of the Corporation’s service area by Non-
Participating Providers, the amount(s) a Member pays for such services will generally be based on either
the Host Blue’s Non-Participating Provider local payment or the pricing arrangements required by applicable
law. In these situations, the Member may be responsible for the difference between the amount that the
Non-Participating Provider bills and the payment the Corporation will make for the covered services as set
forth in this paragraph. Payments for out-of-network emergency services are governed by applicable law.

2. Exceptions

In some exception cases, the Corporation may pay claims from Non-Participating Providers outside of the
Corporation’s service area based on the Provider’s billed charge. This may occur in situations where a
Member did not have reasonable access to a Participating Provider, as determined by the Corporation in
the Corporation’s sole and absolute discretion or by applicable law. In other exception cases, the
Corporation may pay such claims based on the payment the Corporation would make if the Corporation
were paying a Non-Participating Provider inside of the Corporation’s service area. This may occur where
the Host Blue’s corresponding payment would be more than the Corporation’s in-service area Non-
Participating Provider payment. The Corporation may choose to negotiate a payment with such a Provider
on an exception basis.

Unless otherwise stated, in any of these exception situations, the Member may be responsible for the
difference between the amount that the Non-Participating Provider bills and payment the Corporation will
make for the covered services as set forth in this paragraph.

F. Blue Cross Blue Shield Global® Core Program

e General Information

If Members are outside the United States, the Commonwealth of Puerto Rico and the U.S. Virgin Islands
(hereinafter: “BlueCard service area”), they may be able to take advantage of the Blue Cross Blue Shield

Global Core Program when accessing covered healthcare services. The Blue Cross Blue Shield Global

MGPBPOB-NGF (Rev. 01/23) PAGE 70



Core Program is unlike the BlueCard Program available in the BlueCard service area in certain ways. For
instance, although the Blue Cross Blue Shield Global Core Program assists Members with accessing a
network of inpatient, outpatient and professional Providers, the network is not served by a Host Blue. As
such, when Members receive care from Providers outside the BlueCard service area, the Members will
typically have to pay the Providers and submit the claims themselves to obtain reimbursement for these
services.

e Inpatient Services

In most cases, if Members contact the Blue Cross Blue Shield Global Core Service Center for assistance,
hospitals will not require Members to pay for covered inpatient services, except for their cost-share
amounts/Benefit Year Deductibles, Coinsurance, etc. In such cases, the hospital will submit Member claims
to the Blue Cross Blue Shield Global Core Service Center to initiate claims processing. However, if the
Member paid in full at the time of service, the Member must submit a claim to obtain reimbursement for
covered healthcare services.

e OQutpatient Services

Physicians, urgent care centers and other outpatient Providers located outside the BlueCard service area
will typically require Members to pay in full at the time of service. Members must submit a claim to obtain
reimbursement for covered healthcare services.

e Submitting a Blue Cross Blue Shield Global Core Claim

When Members pay for covered healthcare services outside the BlueCard service area, they must
submit a claim to obtain reimbursement. For institutional and professional claims, Members should
complete a Blue Cross Blue Shield Global Core International claim form and send the claim form
with the Provider’s itemized bill(s) to the Blue Cross Blue Shield Global Core Service Center
address on the form to initiate claims processing. The claim form is available from the Corporation,
the Blue Cross Blue Shield Global Core Service Center or online at www.bluecardworldwide.com.
If Members need assistance with their claim submissions, they should call the Blue Cross Blue
Shield Global Core Service Center at 1.800.810.BLUE (2583) or call collect at 1.804.673.1177, 24
hours a day, seven days a week.

CLERICAL ERRORS

Clerical errors by the Corporation will not cause a denial of Benefits that should otherwise have been
granted, nor will clerical errors extend Benefits that should otherwise have ended.
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CONTINUATION OF CARE

If a Participating Provider’'s contract ends or is not renewed for any reason other than fraud or a failure to
meet applicable quality standards or this Contract is terminated and the Member is a Continuing Care
Patient, the Member may be eligible to continue to receive in-network Benefits from that Provider with
respect to the course of treatment relating to the Member’s status as a Continuing Care Patient.

In order to receive this Continuation of Care, the Member must submit a request to the Corporation on the
appropriate form. Upon receipt of the request, the Corporation will notify the Member and the Provider of
the last date the Provider is part of the network and a summary of Continuation of Care requirements. The
Corporation will review the request to determine qualification for the Continuation of Care. If additional
information is necessary to make a determination, the Corporation may contact the Member or the Provider
for such information. If the Corporation approves the request, in-network Benefits for that Provider will be
provided, with respect to the course of treatment relating to the Member’s status as a Continuing Care
Patient, for ninety (90) days or until the date the Member is no longer a Continuing Care Patient for the
Provider. During this time, the Provider will accept the network allowance as payment in full. Continuation
of Care is subject to all other terms and conditions of this Contract, including regular Benefit limits.

DISCLOSURE TO EMPLOYER

The Group Health Plan will disclose (or will require the Corporation to disclose) Member's PHI to the
Employer only to permit the Employer to carry out Plan administration functions for the Employer’s Group
Health Plan not inconsistent with the requirements of HIPAA. Any disclosure to and use by the Employer
will be subject to and consistent with the provisions of paragraphs A and B of this section.

A. Restrictions on Employer’'s Use and Disclosure of PHI.

1. The Employer will neither use nor further disclose Member’s PHI, except as permitted or required
by the Group Health Plan documents, as amended, or required by law.

2. The Employer will ensure that any agent, including any subcontractor, to whom it provides Member
PHI agrees to the restrictions and conditions of this Plan of Benefits with respect to Member’s PHI.

3. The Employer will not use or disclose Member PHI for employment-related actions or decisions or
in connection with any other benefit or employee benefit plan of the Employer.

4. The Employer will report to the Group Health Plan any use or disclosure of Member PHI that is
inconsistent with the uses and disclosures allowed under this section promptly upon learning of
such inconsistent use or disclosure.

5. The Employer will make PHI available to the Member who is the subject of the information in
accordance with HIPAA.

6. The Employer will make Member PHI available for amendment and will, on notice, amend Member
PHI in accordance with HIPAA.

7. The Employer will track disclosures it may make of Member PHI so that it can make available the
information required for the Group Health Plan to provide an accounting of disclosures in
accordance with HIPAA.

8. The Employer will make its internal practices, books and records relating to its use and disclosure
of Member PHI available to the Plan and to the U.S. Department of Health and Human Services to
determine compliance with HIPAA.

9. The Employer will, if feasible, return or destroy all Member PHI, in whatever form or medium
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(including in any electronic medium under the Employer’s custody or control), received from the
Group Health Plan, including all copies of and any data or compilations derived from and allowing
identification of any Member who is the subject of the PHI, when the Member’'s PHI is no longer
needed for the Plan administration functions for which the disclosure was made. If itis not feasible
to return or destroy all Member PHI, the Employer will limit the use or disclosure of any Member
PHI it cannot feasibly return or destroy to those purposes that make the return or destruction of the
information infeasible.

10. The Employer willimplement administrative, physical and technical safeguards that reasonably and
appropriately protect the confidentiality, integrity and availability of the ePHI that the Employer
creates, receives, maintains or transmits on behalf of the Group Health Plan.

11. The Employer will ensure that any agent, including a subcontractor, to whom the Employer provides
ePHI (that the Employer creates, receives, maintains or transmits on behalf of the Group Health
Plan) agrees to implement reasonable and appropriate security measures to protect this
information.

12. The Employer shall report any security incident of which it becomes aware to the Group Health
Plan as provided below.

a. In determining how and how often the Employer shall report security incidents to the Group
Health Plan, both the Employer and the Group Health Plan agree that unsuccessful attempts
at unauthorized access or system interference occur frequently and that there is no significant
benefit for data security from requiring the documentation and reporting of such unsuccessful
intrusion attempts. In addition, both parties agree that the cost of documenting and reporting
such unsuccessful attempts as they occur outweigh any potential benefit gained from reporting
them. Consequently, both the Employer and the Group Health Plan agree that this Contract
shall constitute the documentation, notice and written report of any such unsuccessful attempts
at unauthorized access or system interference as required above and by 45 C.F.R. Part 164,
Subpart C and that no further notice or report of such attempts will be required. By way of
example (and not limitation in any way), the parties consider the following to be illustrative (but
not exhaustive) of unsuccessful security incidents when they do not result in unauthorized
access, use, disclosure, modification or destruction of ePHI or interference with an information
system:

i. Pings on a party’s firewall;
i. Portscans;

iii. Attempts to log on to a system or enter a database with an invalid password or
username;

iv. Denial-of-service attacks that do not result in a server being taken offline; and,
v. Malware (e.g., worms, viruses).

b. The Employer shall, however, separately report to the Group Health Plan any successful
unauthorized access, use, disclosure, modification or destruction of the Group Health Plan’s
ePHI of which the Employer becomes aware if such security incident (a) results in a breach of
confidentiality; (b) results in a breach of integrity but only if such breach results in a significant,
unauthorized alteration or destruction of the Group Health Plan’s ePHI; or (c) results in a breach
of availability of the Group Health Plan’s ePHI, but only if said breach results in a significant
interruption to normal business operations. Such reports will be provided in writing within ten
(10) business days after the Employer becomes aware of the impact of such security incident
upon the Group Health Plan’s ePHI.
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B. Adequate Separation Between the Employer and the Group Health Plan.

1. Only Employees or other workforce members under the control of the Employer (“Employees”)
who, in the normal course of their duties, assist in the administration of the Employer's Employee
Benefits or the Group Health Plan or the Group Health Plan finances or other classes of Employees
as designated in writing by the Employer, may be given access to Member PHI received from the
Group Health Plan or a third party servicing the Group Health Plan.

2. These Employees will have access to Member PHI only to perform the Plan administration
functions that the Employer provides for the Group Health Plan or to assist Members.

These Employees will be subject to disciplinary action and sanctions, including termination of
employment or affiliation with the Employer, for any use or disclosure of Member PHI in breach or
violation of or noncompliance with the provisions of this section. The Employer will promptly report
such breach, violation or noncompliance to the Group Health Plan and will cooperate with the
Group Health Plan to correct the breach, violation or noncompliance to impose appropriate
disciplinary action or sanctions on each Employee or other workforce member causing the breach,
violation or noncompliance and to mitigate any deleterious effect of the breach, violation or
noncompliance on any Member, the privacy of whose PHI may have been compromised by the
breach, violation or noncompliance.

3. The Employer will ensure that the separation required by the above provisions will be supported by
reasonable and appropriate security measures.

The Employer certifies that the Group Health Plan contains the provisions outlined above.
GOVERNING LAW

This Plan of Benefits (including the Schedule of Benefits) is governed by and subject to applicable federal
law. If and to the extent that federal law does not apply, this Plan of Benefits is governed by and subject to
the laws of the State of South Carolina. If federal law conflicts with any state law, then such federal law
shall govern. If any provision of this Plan of Benefits conflicts with such law, this Plan of Benefits shall
automatically be amended solely as required to comply with such state or federal law, and the Corporation
shall be entitled to adjust the Premium upon thirty-one (31) days written notice.

IDENTIFICATION CARD
A Member must present the Member’s Identification Card prior to receiving Benefits.

Identification Cards are for identification only. Having an Identification Card creates no right to Benefits or
other services. To be entitled to Benefits, the cardholder must be a Member whose Premium has been
paid. Any person receiving Covered Expenses to which the person is not entitled will be responsible for the
charges.

INCONTESTABILITY

The validity of this Plan of Benefits may not be contested after it has been in force for two (2) years from its
date of issue. No statement relating to insurability, except fraudulent misstatements, made by any Member
may be used in contesting the validity of the coverage with respect to which the statement was made after
the coverage has been in force for a period of two (2) years unless it is contained in a written instrument
signed by the person making the statement. The provision does not preclude assertion at any time of
defenses based upon the person’s ineligibility for coverage under the Plan of Benefits or upon other
provision in the Plan of Benefits.
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INFORMATION AND RECORDS

The Corporation is entitled to obtain records and other information as it may reasonably require from any
Member or Provider incident to the treatment, payment and healthcare operations for the administration of
the Benefits hereunder. This includes medical and Hospital records, the Provider's certification as to the
Medical Necessity for care or treatment and/or any other requested documentation or information. Payment
for Benefits may be denied until the requested records, documentation or information is received.

LEGAL ACTIONS

No Member may bring an action at law or in equity to recover on this Plan of Benefits until such Member
has exhausted the appeal process as set forth in Article XI of this Plan of Benefits. No such action may be
brought any later than six (6) years after the time written proof of loss is required to be furnished.

MEMBERSHIP APPLICATION

The Corporation will only accept a Membership Application submitted by the Employer on behalf of its
Employees. The Corporation will not accept Membership Applications directly from Employees or
Dependents.

NEGLIGENCE OR MALPRACTICE

The Corporation does not practice medicine. Any medical treatment, service or Medical Supplies rendered
to or supplied to any Member by a Provider is rendered or supplied by such Provider and not by the
Corporation. The Corporation is not liable for any improper or negligent act, inaction or act of malfeasance
of any Provider in rendering such medical treatment, service, Medical Supply or medication.

NOTICES

Except as otherwise provided in this Plan of Benefits, any notice under this Plan of Benefits may be given
by United States registered or certified mail, postage paid, return receipt requested or nationally recognized
carrier and addressed:

1. To the Corporation:

BlueCross BlueShield of South Carolina
P.O. Box 100300
Columbia, South Carolina 29202

2. ToaMember: To the last known name and address listed for the Employee related to such Member
on the Membership Application. Members are responsible for notifying the Corporation of any name
or address changes within thirty-one (31) days of the change.

3. To the Employer: To the name and address last given to the Corporation. The Employer is
responsible for notifying the Corporation of any name or address change within thirty-one (31) days
of the change.

NO WAIVER OF THE CORPORATION’S RIGHTS
On occasion, the Corporation may, at its option, choose not to enforce all of the terms and conditions of

this Plan of Benefits. Such a decision does not mean the Corporation waives or gives up any rights under
this Plan of Benefits in the future.
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OTHER INSURANCE

Each Member must provide the Corporation with information regarding all other health insurance coverage
to which such Member is entitled.

PAYMENT OF CLAIMS

A Member is expressly prohibited from assigning any right to payment of or related to Benefits. The
Corporation may pay all Benefits directly to the Member upon receipt of due proof of loss when a Non-
Participating Provider renders services. When payment is made directly to the Member, the Member is
responsible for any payment to the Provider. Where a Member has received Benefits from a Participating
Provider, the Corporation will pay Benefits directly to such Participating Provider.

PHYSICAL EXAMINATION

The Corporation has the right to have examined, at its own expense, a Member whose injury or sickness
is the basis of a claim (whether a Pre-Service Claim, Post-Service Claim, Concurrent Care Claim or Urgent
Care Claim). Such physical examination may be made as often as the Corporation may reasonably require
while such claim for Benefits or request for Preauthorization is pending.

REPLACEMENT COVERAGE
If this Plan of Benefits replaced the Employer’s prior Plan, all eligible persons who were validly covered

under that Plan on its termination date will be covered on the Plan of Benefits Effective Date of this Plan of
Benefits, provided such persons are enrolled for coverage as stated in Article Il.
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This index contains instances of the use of defined terms in this Plan of Benefits. This index does not

include Benefits or excluded items.
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AMENDMENT

Association Name: South Carolina Dental Association

Association Number: 26-87008, 26-87009, 26-87010, 26-87011, 26-87012,

26-87013, 26-87014, 26-87015, 26-87016, 26-87017, 26-87024, 26-87025, 26-87042, 26-87043,
26-87044, 26-87045, 26-87046, 26-87047, 26-87052, 26-87053, 26-87063 and appropriate
subgroups

Effective Date: February 1, 2023

Amendment: 1

The Plan of Benefits between the Employer and the Corporation is amended as follows:

All references to “Employer’'s Group Health Plan” throughout the Plan of Benefits are replaced with
the term “Group Health Plan”.

All references to the term “Employer” are replaced with “Association” in the definitions entitled Benefit
Detail Report, Contract, Grace Period, Membership Application, Plan Administrator, Plan of Benefits,
Plan Sponsor and Premium.

ARTICLE | - DEFINITIONS is amended by the addition of the following term:

Association: the professional association in which the Employer participates and which has
established and sponsors the Group Health Plan.

The definition entited COBRA Administrator in Article | — DEFINITIONS is deleted in its
entirety.

The following definitions in Article | — DEFINITIONS are deleted in their entirety and the following
substituted therefore:

Employee: any employee of the Employer who is eligible for coverage, as provided in Article Il of
this Plan of Benefits, and who is so designated to the Corporation by the Association.

Employer: the entity which has elected coverage through a written agreement with the
Association.

Group Health Plan: the employee welfare benefit plan established, administered and/or
sponsored by the Association to provide health Benefits to Employees and/or their Dependents
directly or through insurance, reimbursement or otherwise.

Probationary Period: the period of continuous employment (if included on the Schedule of
Benefits) with the Employer that an Employee must complete before becoming eligible to enroll in
this Plan of Benefits. The Association may require an additional orientation period.

All references to the term “Employer” are replaced with “Association” in the following sections of
the Plan of Benefits: Article 1I(C)(5), Article V(F), Article VI(D), Article VI(F), Article VI(l), Article
X(C), the AMENDMENT section of Article Xll, the DISCLOSURE TO ASSOCIATION section of
Article Xl with the exception of Section A(3) and the NOTICES section of Article XII.
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Section C(1) in Article Il — ELIGIBILITY FOR COVERAGE is deleted in its entirety and the
following substituted therefore:

1.

Employees and Dependents Eligible on the Employer’s Effective Date.

For Employees (and such Employee’s Dependents for whom such Employee has elected
coverage) who are Actively at Work prior to and on the Employer's Effective Date,
coverage will generally commence on this Plan of Benefits Effective Date.

If the Corporation receives an Employee’'s Membership Application dated after the
Employer’s Effective Date, coverage will commence on the date chosen by the
Association.

Section C(6)(c)(ii) in Article Il — ELIGIBILITY FOR COVERAGE is deleted in its entirety and the
following substituted therefore:

Was not under a COBRA (or other) continuation provision described in Article Il
(C)(6)(c)(i) and either the coverage was terminated as a result of loss of eligibility for the
coverage (including as a result of legal separation, divorce, death or termination of
employment), reduction in the number of hours of employment, or the Association or
employer ceasing to offer the coverage to the Employee or Dependent or if the
employer’s contributions toward the coverage were terminated;

The last paragraph in Section C(6) in Article Il - ELIGIBILITY FOR COVERAGE is deleted in its
entirety and the following substituted therefore:

The above list is not an all-inclusive list of situations when an Employee or Dependent loses
eligibility. For situations other than those listed above, see the Association.

Section E in Article Il — ELIGIBILITY FOR COVERAGE is deleted in its entirety and the following
substituted therefore:

E. MEMBERSHIP APPLICATION

The Corporation will only accept a Membership Application submitted by the Association on
behalf of each Employee. The Corporation will not accept a Membership Application directly
from an Employer, Employee or Dependent.

Sections B(1) and B(2) in Article VI - TERMINATION OF THIS PLAN OF BENEFITS are
deleted in their entirety and the following substituted therefore:

1.

If the Premium remains unpaid after the Grace Period, this Plan of Benefits shall
automatically terminate, without prior notice to the Association, Employer, or to any
Member, immediately after the last day of the Grace Period.

If an Employer fails to pay its Premium after the Grace Period, this Plan of Benefits for
that Employer shall terminate at the discretion of the Association for nonpayment of
Premium, without any prior notice to the Employer or Members, immediately after the last
day of the Grace Period. Additionally, the Corporation retains the right to terminate this
Plan of Benefits for the Association, Employer and Members in the event the Association
fails to pay any or all the Premium and such amount remains unpaid after the Grace
Period.
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Section E(1) in Article VI - TERMINATION OF THIS PLAN OF BENEFITS is deleted in its
entirety and the following substituted therefore:

1. The Corporation may terminate coverage under this Plan of Benefits if:

a.

The Corporation ceases to offer coverage of the type of group health insurance
coverage provided by this Plan of Benefits and provides notice to the Association and
Members at least ninety (90) days prior to the date of the discontinuation of such
coverage;

The Corporation offers to the Association the option to purchase any other group
health insurance currently being offered by the Corporation to a group health plan in
such market; and,

The Corporation acts uniformly without regard to the claims experience of the
Association or any Health Status-Related Factor relating to any Members,
Employees or Dependents who may become eligible for such coverage.

Section E(2)(b) in Article VI- TERMINATION OF THIS PLAN OF BENEFITS is deleted in its
entirety and the following substituted therefore:

b.

If the Corporation provides notice to the Department of Insurance (DOI) and to the
Association and Members of such discontinuation at least one hundred eighty (180)
days prior to the date of the discontinuation of such coverage;

Section B(2) in Article VIl - CONVERSION AND CONTINUATION OF COVERAGE is deleted in

its entirety.

Section C(1)(b) in Article VIl — CONVERSION AND CONTINUATION OF COVERAGE is deleted
in its entirety and the following substituted therefore:

b.

Establishment of Procedures for Determining Qualified Status of Orders.

The Employer shall establish reasonable procedures to determine whether Medical
Child Support Orders are Qualified Medical Child Support Orders and to administer
the provision of Covered Expenses under such qualified orders. The Employer’s
procedures:

i. Shall be in writing;

ii. Shall provide for the notification of each person specified in a Medical Child
Support Order as eligible to receive Benefits under this Plan of Benefits (at the
address included in the Medical Child Support Order) of the Employer’s
procedures promptly upon receipt by the Employer of the Medical Child Support
Order; and,

iii. Shall permit an Alternate Recipient to designate a representative for receipt of
copies of notices that are sent to the Alternate Recipient with respect to a
Medical Child Support Order.
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Section B in Article X — ERISA RIGHTS is deleted in its entirety and the following substituted
therefore:

B. CONTINUATION COVERAGE

Members are entitled to continue healthcare coverage for themselves and their Dependents if
there is a loss of coverage under this Plan of Benefits as a result of a Qualifying Event. The
Member or Dependents may have to pay for such continuation coverage. Employee
Members should review any documents provided by the Employer or Association outlining
COBRA continuation coverage rights.

Section D(3) in Article X — ERISA RIGHTS is deleted in its entirety and the following substituted
therefore:

3. No one, including the Association, Employer, the Members’ union or any other person,
may fire an Employee or otherwise discriminate against an Employee in any way to
prevent an Employee from obtaining a Benefit or exercising the Employee’s rights under
ERISA.

The section entitted MEMBERSHIP APPLICATION in Article Xll - GENERAL PROVISIONS is
deleted in its entirety and the following substituted therefore:

MEMBERSHIP APPLICATION

The Corporation will only accept a Membership Application submitted by the Association. The

Corporation will not accept Membership Applications directly from an Employer, Employee or
Dependent.

The section entited REPLACEMENT COVERAGE in Article XIl - GENERAL PROVISIONS is
deleted in its entirety and the following substituted therefore:

REPLACEMENT COVERAGE

If this Plan of Benefits replaced the prior Plan, all eligible persons who were validly covered under

that Plan on its termination date will be covered on the Plan of Benefits Effective Date of this Plan
of Benefits, provided such persons are enrolled for coverage as stated in Article Il.

THIS IS AN AMENDMENT TO YOUR PRESENT PLAN OF BENEFITS.
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