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Introduction

Asuris Northwest Health

528 E Spokane Falls Blvd., Suite 301
Spokane, WA 99202

P.O. Box 30271
Salt Lake City, UT 84130-0271

This Booklet provides the evidence and a description of the terms and benefits of coverage. The
agreement between the Group and Asuris Northwest Health (called the "Contract") contains all
the terms of coverage. Your plan administrator has a copy.

This Booklet describes benefits effective October, 1, 2010, or the date after that on which Your
coverage became effective. This Booklet replaces any plan description, Booklet or certificate
previously issued by Us and makes it void.

As You read this Booklet, please keep in mind that references to "You" and "Your" refer to both
the Enrolled Employee and Enrolled Dependents (except that in the eligibility and continuation of
coverage sections, the terms "You" and "Your" mean the Enrolled Employee only). The terms
"We," "Us" and "Our" refer to Regence BlueShield and the term "Group" means the association
through which your employer has made arrangements for its employees to participate under this
coverage. Other terms are defined in the Definitions Section at the back of this Booklet or where
they are first used and are designated by the first letter being capitalized.

This coverage is a “non-grandfathered health plan” under the Patient Protection and Affordable
Care Act (PPACA).

Notice of Privacy Practices: Asuris Northwest Health has a Notice of Privacy Practices that is
available by calling Customer Service or visiting the Web site listed below.

CONTACT INFORMATION
Customer Service: 1 (888) 367-2109

And visit Our Web site at: www.myAsuris.com

Using Your Asuris Infinity $1,000 Booklet

YOUR PARTNER IN HEALTH CARE

Asuris Northwest Health is pleased that Your Group has chosen Us as Your partner in health
care. It's important to have continued protection against unexpected health care costs. Thanks
to the purchase of Asuris Infinity $1,000, You have coverage that's comprehensive, affordable
and provided by a partner You can trust in times when it matters most.

Asuris Infinity $1,000 provides You with great benefits that are quickly accessible and easy to
understand, thanks to broad access to Providers, Upfront Benefits and innovative tools. With
Asuris Infinity $1,000 health care coverage, You will discover more personal freedom to make
informed health care decisions, as well as the assistance You need to navigate the health care
system.
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YOU SELECT YOUR PROVIDER AND CONTROL YOUR OUT-OF-POCKET
EXPENSES

Asuris Infinity $1,000 gives You broad access to Providers. Asuris Infinity $1,000 also allows You
to control Your out-of-pocket expenses, such as Copayments and Coinsurance, for each Covered
Service. Here's how it works - You control Your out-of-pocket expenses by choosing Your
Provider under three choices called: "Category 1," "Category 2" and "Category 3."

e Category 1. You choose to see a preferred Provider and save the most in Your out-of-
pocket expenses. Choosing this category means You will not be billed for balances beyond
any Deductible, Copayment and/or Coinsurance for Covered Services.

e Category 2. You choose to see a participating Provider and Your out-of-pocket expenses
will generally be higher than if You choose Category 1 because We may negotiate larger
discounts with preferred Providers that will result in lower out-of-pocket amounts for You.
Choosing this category means You will not be billed for balances beyond any Deductible,
Copayment and/or Coinsurance for Covered Services.

e Category 3. You choose to see a Provider that does not have a participating contract with
Us and Your out-of-pocket expenses will generally be higher than Category 1. Also,
choosing this category means You may be billed for balances beyond any Deductible,
Copayment and/or Coinsurance. This is sometimes referred to as balance billing.

For each benefit in this Booklet, We indicate the Provider You may choose and Your payment
amount for each Category. Categories 1, 2 and 3 are also in the Definitions Section of this
Booklet. You can go to www.myAsuris.com for further Provider network information.

ADDITIONAL MEMBERSHIP ADVANTAGES

When Your Group purchased Asuris Infinity $1,000, You were provided with more than just great
coverage. You also acquired Asuris membership, which offers additional valuable services. The
advantages of Asuris membership include access to personalized health care planning
information, health-related events and innovative health-decision tools, as well as a team
dedicated to Your personal health care needs. You also have access to www.myAsuris.com,
powered by the Asuris Engine, an interactive environment that can help You navigate Your way
through health care decisions. These additional valuable services are a complement to the group
health plan, but are not insurance.

e Go to www.myAsuris.com. Have Your Member card handy to log on. Use the Web site to
view recent claims, get health guidance and support, get access to local events, and use
tools for annual planning. Itis a health power source that can help You lead a healthy
lifestyle, become a well-informed health care shopper and increase the value of Your health
care dollar.

¢ Go to www.regencerx.com or www.myAsuris.com. Here You can identify Participating
Pharmacies, find alternatives to expensive medicines, learn about prescriptions for various
llinesses and even compare medications based upon performance and cost, as well as
discover how to receive discounts on prescriptions.

GUIDANCE AND SERVICE ALONG THE WAY

This Booklet was designed to provide information and answers quickly and easily. Be sure to
understand Your benefits before You need them. You can learn more about the unique
advantages of Asuris Infinity $1,000 health care coverage and the rewards of Asuris membership
throughout this Booklet, some of which are highlighted here. We realize that You may still have
some questions about Your Asuris Infinity $1,000 coverage, so please contact Us if You do.

e Learn more and receive answers about Your coverage or any other plan that We offer.
Just call 1 (888) 367-2109 to talk with one of Our Customer Service representatives. Phone
lines are open Monday-Friday 6 a.m. - 6 p.m. You may also visit Our Web site at:
www.myAsuris.com.

e Case Management. You can request that a case manager be assigned or You may be
assigned a case manager to help You and Your Physician best use Your benefits and
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navigate the health care system in the best way possible. Case managers assess Your
needs, develop plans, coordinate resources and negotiate with Providers. Call Case
Management at 1 (800) 462-5680.
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Understanding Your Benefits

In this section, You will discover information to help You understand what We mean by Your
Maximum Benefits, Deductibles (if any), Copayments, Coinsurance and Maximum Coinsurance.
Other terms are defined in the Definitions Section at the back of this Booklet or where they are
first used and are designated by the first letter being capitalized.

MAXIMUM BENEFITS

Some benefits for Covered Services may have a specific Maximum Benefit. For those Covered
Services, We will provide benefits until the specified Maximum Benefit (which may be a number
of days, visits or services, a dollar amount or a specified time period) has been reached. Allowed
Amounts for Covered Services provided are also applied toward the Deductible and against any
specific Maximum Benefit that is expressed in this Contract as a number of days, visits or
services. Refer to the Medical Benefits Sections of this Contract to determine if a Covered
Service has a specific Maximum Benefit.

MAXIMUM COINSURANCE

Members can meet the Maximum Coinsurance by payments of Coinsurance for all categories as
specifically indicated in the Medical Benefits Section. Any amounts You pay for non-Covered
Services, Deductible, Copayments or amounts in excess of the Allowed Amount do not apply
toward the Maximum Coinsurance. You will continue to be responsible for amounts that do not
apply toward the Maximum Coinsurance, even after You reach this Contract's Maximum
Coinsurance.

Once You reach the Maximum Coinsurance, benefits subject to the Maximum Coinsurance will
be paid at 100 percent of the Allowed Amount for the remainder of the Calendar Year. The
Coinsurance for some benefits of this Contract do not change to a higher payment level or apply
to the Maximum Coinsurance. Those exceptions are specifically noted in the Medical Benefits
Section of this Booklet.

The Family Maximum Coinsurance for a Calendar Year is satisfied when three or more family
Members' Coinsurance for that Calendar Year total and meet the Family's Maximum Coinsurance
amount. One Member may not contribute more than the individual Maximum Coinsurance
amount.

Benefits provided under the Prescription Medication Benefits Section do not apply toward the
Maximum Coinsurance of the Medical Benefits Section and have a separate Calendar Year
Maximum Coinsurance.

COPAYMENTS

Copayments are the fixed dollar amount that You must pay directly to the Provider for Upfront
office visit benefits, emergency room visits or Prescription Medication each time You receive a
specified service or medication (as applicable). The Copayment will be the lesser of the fixed
dollar amount or the Allowed Amount for the service or medication. Refer to the Medical Benefits
Sections to understand what Copayments You are responsible for.

Copayments applicable to Prescription Medications are located in the Prescription Medication
Benefits Section of this Booklet.

PERCENTAGE PAID UNDER THE CONTRACT (COINSURANCE)

Once You have satisfied any applicable Deductible and any applicable Copayment, We pay a
percentage of the Allowed Amount for Covered Services You receive, up to any Maximum
Benefit. When Our payment is less than 100 percent, You pay the remaining percentage (this is
Your Coinsurance). Your Coinsurance will be based upon the lesser of the billed charges or the
Allowed Amount. The percentage We pay varies, depending on the kind of service or supply You
received and who rendered it.
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We do not reimburse Providers for charges above the Allowed Amount. However, a Provider will
not charge You for any balances for Covered Services beyond Your Deductible, Copayment
and/or Coinsurance amount if You choose Category 1 or Category 2. Nonparticipating Providers,
however, may bill You for any balances over Our payment level in addition to any Deductible,
Copayment and/or Coinsurance amount if You choose Category 3. See the Definitions Section
for descriptions of Providers.

Coinsurance amounts applicable to Prescription Medications are located in the Prescription
Medication Benefits Section of this Booklet.

DEDUCTIBLES

We will begin to pay benefits for Covered Services in any Calendar Year only after a Member
satisfies the Calendar Year Deductible. A Member satisfies the Deductible by incurring a specific
amount of expense for Covered Services during the Calendar Year for which the Allowed
Amounts total the Deductible. We do not pay for services applied toward the Deductible. Refer
to the Medical Benefits Section to see if a particular service is not subject to the Deductible.

The Family Calendar Year Deductible is satisfied when three or more covered family Members'
Allowed Amounts for that Calendar Year total and meet the Family Deductible amount. One
Member may not contribute more than the individual Deductible amount. Any amounts You pay
for non-Covered Services, Copayments or amounts in excess of the Allowed Amount do not
count toward the Deductible.

HOW CALENDAR YEAR BENEFITS RENEW

Many provisions of the Contract (for example, Deductibles, Maximum Coinsurance, and certain
benefit maximums) are calculated on a Calendar Year basis. Each January 1, those Calendar
Year maximums begin again.

Some benefits of this Contract have a separate Maximum Benefit based upon a Member's
Lifetime and do not renew every Calendar Year. Those exceptions include teaching doses of
Self-Administrable Injectable Medication, hospice respite care, and nutritional counseling and are
further detailed in the benefits sections of this Booklet.
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Medical Benefits

In this section, You will learn about Your health plan's benefits and how Your coverage pays for
Covered Services. There are no referrals required before You can use any of the benefits of this
coverage, including women's health care services. Upfront and Professional Services benefits
are listed first, followed by all other Covered Services in alphabetical order.

All covered benefits are subject to the limitations, exclusions and provisions of this plan. To be
covered, medical services and supplies must be Medically Necessary for the treatment of an
lliness or Injury (except for any covered preventive care). Also, a Provider practicing within the
scope of his or her license must render the service. Please see the Definitions Section in the
back of this Booklet for descriptions of Medically Necessary and of the kinds of Providers who
deliver Covered Services.

A Health Intervention may be medically indicated yet not be a Covered Service under the
Contract or otherwise be Medically Necessary.

If benefits under the Contract change while You are in the Hospital (or any other facility as an
inpatient), coverage will be provided based upon the benefit in effect when the stay began.

ANNUAL MAXIMUM BENEFIT LIMIT
Per Member: $2,000,000

CALENDAR YEAR MAXIMUM COINSURANCE
Per Member: $3,000
Per Family: $9,000

COPAYMENTS AND COINSURANCE
Copayments and Coinsurance are listed in the tables for Covered Services for each applicable
benefit.

CALENDAR YEAR DEDUCTIBLES
Per Member: $1,000
Per Family: $3,000

For Category 1 and Category 2, You do not need to meet any Deductible before receiving
benefits for preventive care, including immunizations

Any Deductible also does not apply to the following Upfront Benefits:

e each Category 1 or Category 2 office visit; and
e outpatient diagnostic laboratory and radiology.

UPFRONT BENEFITS

We cover Upfront Benefits for office visits and outpatient radiology and laboratory services for
treatment of lliness or Injury . These services are provided as outlined below. For Category 1
and Category 2 Upfront Benefits, for office visits, You will not be responsible for any Coinsurance,
however, the office visit Copay applies. You have multiple ways of tracking Your benefits,
including access to www.myAsuris.com, and calling Our Customer Service department if You
have questions about Your accruals and/or reaching Your Upfront Benefit limits.

Upfront Benefits For Office Visits — lliness or Injury

Category: 1 Category: 2 Category: 3

Provider: Preferred

Provider: Participating

Provider: Nonparticipating

Payment: After $25 Copayment
per visit, We pay 100% of the
Allowed Amount.

Payment: After $25 Copayment
per visit, We pay 100% of the
Allowed Amount.

Payment: After Deductible, We
pay 50% of the Allowed Amount
and You pay balance of billed
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charges. Your 50% payment of
the Allowed Amount will be
applied toward the Maximum
Coinsurance

The Copayment applies to Upfront visits in the office, home or Hospital outpatient department only. All
other professional services performed in the office, not billed as an office visit, or that are not related to
the actual visit (separate facility fees billed in conjunction with the office visit for example) are not
considered an Upfront Benefit and are subject to the applicable benefit for such service and subject to the
Deductible.

Upfront Benefits For Outpatient Laboratory and Radiology Services

Category: 1 Category: 2 Category: 3

Provider: Preferred Provider: Participating Provider: Nonparticipating

Payment: We pay 100% of the Payment: We pay 100% of the Payment: We pay 100% of the
Allowed Amount. Allowed Amount. Allowed Amount and You pay
balance of billed charges.

Limit: $500 per Member per Calendar Year; not subject to the Deductible. Once this limit is reached,
We cover laboratory and radiology services, including mammography, under the professional services
provision or the mammography provision in this Medical Benefits Section and subject to the Deductible.

BENEFITS COVERED AFTER DEDUCTIBLE
For Your ease in finding the information regarding benefits most important to You, We have listed
these benefits alphabetically, with the exception of the Professional Services Benefit.

PROFESSIONAL SERVICES

Category: 1 Category: 2 Category: 3

Provider: Preferred Provider: Participating Provider: Nonparticipating

Payment: After Deductible, We | Payment: After Deductible, We | Payment: After Deductible, We
pay 80% and You pay 20% of the | pay 50% and You pay 50% of the | pay 50% of the Allowed Amount

Allowed Amount. Your 20% Allowed Amount. Your 50% and You pay balance of billed
payment will be applied toward payment will be applied toward charges. Your 50% payment of
the Maximum Coinsurance. the Maximum Coinsurance. the Allowed Amount will be

applied toward the Maximum
Coinsurance.

We cover services and supplies provided by a professional Provider subject to any Deductible
and Coinsurance and any specified limits as explained in the following paragraphs:

Medical Services

We cover professional services and supplies, including the services of a Provider whose opinion
or advice is requested by the attending Provider, that are generally recognized and accepted non-
surgical procedures for diagnostic or therapeutic purposes in the treatment of Iliness or Injury.
Services and supplies also include those to treat a congenital anomaly.

Office Visits
We cover office visits for treatment of lliness or Injury after any limit for Upfront office visits
benefits is exhausted.

Professional Inpatient
We cover professional inpatient visits for lliness or Injury.

Radiology and Laboratory

We cover services for treatment of lliness or Injury after any limit for Upfront laboratory and
radiology benefits is exhausted. This includes, but is not limited to, mammography and prostate
screening services not covered under the Preventive Care benefit.
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Diagnostic Procedures

We cover services for diagnostic procedures including cardiovascular testing, pulmonary function
studies, sleep studies and neurology/neuromuscular procedures. We also cover diagnostic
procedures such as colonoscopies.

Surgical Services
We cover surgical services and supplies including the services of a surgeon, an assistant
surgeon and an anesthesiologist.

Therapeutic Injections
We cover therapeutic injections and related supplies when given in a professional Provider's
office.

A selected list of Self-Administrable Injectable Medications is covered under the Prescription
Medication Benefits Section of the Contract. Teaching doses (by which a Provider educates the
Member to self-inject) are covered for this list of Self-Administrable Injectable Medications up to a
limit of three doses per medication per Member Lifetime. We consider teaching doses that are
applied toward any Deductible as benefits provided and apply them against the Maximum Benefit
limit on these services.

ACUPUNCTURE
Category: 1 Category: 2 Category: 3
Provider: Preferred Provider: Participating Provider: Nonparticipating

Payment: After Deductible, We | Payment: After Deductible, We Payment: After Deductible, We
pay 80% and You pay 20% of the | pay 50% and You pay 50% of the | pay 50% of the Allowed Amount

Allowed Amount. Your 20% Allowed Amount. Your 50% and You pay balance of billed
payment will be applied toward payment will be applied toward charges. Your 50% payment of
the Maximum Coinsurance. the Maximum Coinsurance. the Allowed Amount will be

applied toward the Maximum
Coinsurance.

Limit: 12 visits per Member per Calendar Year. (For acupuncture to treat Chemical Dependency
Conditions, refer to the chemical dependency provision in this Medical Benefits Section.)

We consider visits for these services that are applied toward any Deductible as benefits provided
and apply them against any Maximum Benefit limit on these services.

AMBULANCE SERVICES

Category: All

Provider: All

Payment: After Deductible, We pay 80% and You pay 20% of the Allowed Amount. Your 20% payment
of the Allowed Amount will be applied toward the Maximum Coinsurance.

We cover ambulance services to the nearest Hospital equipped to provide treatment, when any
other form of transportation would endanger Your health and the purpose of the transportation is
not for personal or convenience purposes. Covered ambulance services include licensed ground
and air ambulance Providers.

BLOOD BANK

Category: All

Provider: All

Payment: After Deductible, We pay 80% and You pay 20% of the Allowed Amount. Your 20% payment
of the Allowed Amount will be applied toward the Maximum Coinsurance.

We cover the services and supplies of a blood bank, excluding storage costs.
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CHEMICAL DEPENDENCY SERVICES

Category: 1

Category: 2

Category: 3

Provider: Preferred

Provider: Participating

Provider: Nonparticipating

Payment: After Deductible, We
pay 80 % and You pay 20 % of
the Allowed Amount. Your 20 %
payment will be applied toward
the Maximum Coinsurance.

Payment: After Deductible, We
pay 50 % and You pay 50% of
the Allowed Amount. Your 50 %
payment will be applied toward
the Maximum Coinsurance.

Payment: After Deductible, We
pay 50 % of the Allowed Amount
and You pay balance of billed
charges. Your 50 % payment of
the Allowed Amount will be
applied toward the Maximum
Coinsurance.

We cover Chemical Dependency Services for treatment of Chemical Dependency Conditions,

including the following:

e acupuncture services (when provided for Chemical Dependency Conditions, these
acupuncture services do not apply toward the overall acupuncture Maximum Benefit); and

e Prescription Medications that are prescribed and dispensed through a chemical dependency
treatment facility (such as methadone).

Definitions

In addition to the definitions in the Definitions Section, the following definitions apply to this
Chemical Dependency Services benefit:

Chemical Dependency Conditions means substance-related disorders included in the most recent

edition of the Diagnostic and Statistical Manual of Mental Disorders published by the American
Psychiatric Association. Chemical dependency is an addictive relationship with any drug or
alcohol characterized by a physical or psychological relationship, or both, that interferes on a
recurring basis with an individual's social, psychological, or physical adjustment to common
problems. Chemical dependency does not include addiction to or dependency on tobacco,

tobacco products, or foods.

Chemical Dependency Services mean Medically Necessary outpatient services, Residential
Care, partial hospital program or inpatient services provided by a licensed facility or licensed
individuals with the exception of Skilled Nursing Facility services (unless the services are
provided by a licensed behavioral health provider for a covered diagnosis), home health services
and court ordered treatment (unless the treatment is determined by Us to be Medically

Necessary).

Residential Care means care received in an organized program which is provided by a residential
facility, Hospital, or other facility licensed, for the particular level of care for which reimbursement
is being sought, by the state in which the treatment is provided.

Exclusively for the purpose of this Chemical Dependency Benefit, "medically necessary" or
"medical necessity" is defined by the American Society of Addiction Medicine patient placement
criteria. "Patient placement criteria" means the admission, continued service and discharge
criteria set forth in the most recent version of the Patient Placement Criteria for the Treatment of
Substance Abuse-Related Disorders as published by the American Society of Addiction Medicine.

DENTAL HOSPITALIZATION

Category: 1

Category: 2

Category: 3

Provider: Preferred

Provider: Participating

Provider: Nonparticipating

Payment: After Deductible, We
pay 80% and You pay 20% of the
Allowed Amount. Your 20%
payment will be applied toward
the Maximum Coinsurance.

Payment: After Deductible, We
pay 50% and You pay 50% of the
Allowed Amount. Your 50%
payment will be applied toward
the Maximum Coinsurance.

Payment: After Deductible, We
pay 50% of the Allowed Amount
and You pay balance of billed
charges. Your 50% payment of
the Allowed Amount will be
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applied toward the Maximum
Coinsurance.

We cover inpatient and outpatient services and supplies for hospitalization for Dental Services
(including anesthesia), if hospitalization in an ambulatory surgical center or Hospital is necessary
to safeguard Your health. Benefits are not available for the charges of a dentist or for services

received in a dentist's office.

DETOXIFICATION

Category: All

Provider: All

Payment: After Deductible, We pay 80% and You pay 20% of the Allowed Amount. Your 20% payment
of the Allowed Amount will be applied toward the Maximum Coinsurance.

We cover Medically Necessary detoxification.

DIABETIC EDUCATION

Category: 1

Category: 2

Category: 3

Provider: Preferred

Provider: Participating

Provider: Nonparticipating

Payment: After Deductible, We
pay 80% and You pay 20% of the
Allowed Amount. Your 20%
payment will be applied toward
the Maximum Coinsurance.

Payment: After Deductible, We
pay 50% and You pay 50% of the
Allowed Amount. Your 50%
payment will be applied toward
the Maximum Coinsurance.

Payment: After Deductible, We
pay 50% of the Allowed Amount
and You pay balance of billed
charges. Your 50% payment of
the Allowed Amount will be
applied toward the Maximum
Coinsurance.

We cover services and supplies for diabetic self-management training and education, including
nutritional therapy if provided by Providers with expertise in diabetes.

DIABETES SUPPLIES AND EQUIPMENT
We cover supplies and equipment for the treatment of diabetes. For professional services,
diabetic education, Durable Medical Equipment, nutritional counseling, orthotic devices or

Prescription Medications, see those benefits of this Contract.

DURABLE MEDICAL EQUIPMENT

Category: 1

Category: 2

Category: 3

Provider: Preferred

Provider: Participating

Provider: Nonparticipating

Payment: After Deductible, We
pay 80% and You pay 20% of the
Allowed Amount. Your 20%
payment will be applied toward
the Maximum Coinsurance.

Payment: After Deductible, We
pay 50% and You pay 50% of the
Allowed Amount. Your 50%
payment will be applied toward
the Maximum Coinsurance.

Payment: After Deductible, We
pay 50% of the Allowed Amount
and You pay balance of billed
charges. Your 50% payment of
the Allowed Amount will be
applied toward the Maximum
Coinsurance.

Durable Medical Equipment means an item that can withstand repeated use, is primarily used to
serve a medical purpose, is generally not useful to a person in the absence of lliness or Injury
and is appropriate for use in the Member's home. Examples include oxygen equipment and
wheelchairs. Durable Medical Equipment is not covered if it serves solely as a comfort or

convenience item.

EMERGENCY ROOM (INCLUDING PROFESSIONAL CHARGES)

Category: All

Provider: All

Payment: After $200 Copayment per visit and Deductible, We pay 20% and You pay 20% of the Allowed
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Amount. Your 20% payment of the Allowed Amount will be applied toward the Maximum Coinsurance.
This Copayment applies whether or not You have met the Deductible. However, this Copayment is
waived when You are admitted directly from the emergency room to the Hospital or any other facility on

an inpatient basis.

We cover emergency room services and supplies, including outpatient charges for patient
observation and medical screening exams that are required for the stabilization of a patient
experiencing an Emergency Medical Condition. Emergency room services do not need to be pre-
authorized. See the Hospital benefit in this Medical Benefits Section for coverage of inpatient

Hospital admissions.

FAMILY PLANNING

Category: 1

Category: 2

Category: 3

Provider: Preferred

Provider: Participating

Provider: Nonparticipating

Payment: After Deductible, We
pay 80% and You pay 20% of the
Allowed Amount. Your 20%
payment will be applied toward
the Maximum Coinsurance.

Payment: After Deductible, We
pay 50% and You pay 50% of the
Allowed Amount. Your 50%
payment will be applied toward
the Maximum Coinsurance.

Payment: After Deductible, We
pay 50% of the Allowed Amount
and You pay balance of billed
charges. Your 50% payment of
the Allowed Amount will be
applied toward the Maximum
Coinsurance.

We cover certain professional Provider contraceptive services and supplies, including, but not
limited to, vasectomy, tubal ligation and insertion of IUD or Norplant. See the Prescription

Medication Benefits Section for coverage of prescription contraceptives.

GENETIC TESTING

Category: 1

Category: 2

Category: 3

Provider: Preferred

Provider: Participating

Provider: Nonparticipating

Payment: After Deductible, We
pay 80% and You pay 20% of the
Allowed Amount. Your 20%
payment will be applied toward
the Maximum Coinsurance.

Payment: After Deductible, We
pay 50% and You pay 50% of the
Allowed Amount. Your 50%
payment will be applied toward
the Maximum Coinsurance.

Payment: After Deductible, We
pay 50% of the Allowed Amount
and You pay balance of billed
charges. Your 50% payment of
the Allowed Amount will be
applied toward the Maximum
Coinsurance.

HOME HEALTH CARE

Category: 1

Category: 2

Category: 3

Provider: Preferred

Provider: Participating

Provider: Nonparticipating

Payment: After Deductible, We
pay 80% and You pay 20% of the
Allowed Amount. Your 20%
payment will be applied toward
the Maximum Coinsurance.

Payment: After Deductible, We
pay 50% and You pay 50% of the
Allowed Amount. Your 50%
payment will be applied toward
the Maximum Coinsurance.

Payment: After Deductible, We
pay 50% of the Allowed Amount
and You pay balance of billed
charges. Your 50% payment of
the Allowed Amount will be
applied toward the Maximum
Coinsurance.

Limit: 130 visits per Member per Calendar Year

We cover home health care when provided by a licensed agency or facility for home health care.
Home health care includes all services for homebound patients that would be covered if the
patient were in a Hospital or Skilled Nursing Facility. We consider visits for these services that
are applied toward any Deductible as benefits provided and apply them aga