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Welcome

Welcome to your plan for healthy living

Carehirst &0 T -

From preventive services to maintaining your health, to our
extensive network of providers and resources, CareFirst

BlueCross BlueShield and CareFirst BlueChoice, Inc. : .
(CareFirst) are there when you need care. We will work i
together to help you get well, stay well and achieve any e | e
wellness goals you have in mind. :

We know that health insurance is one of the most important
decisions you make for you and your family—and we thank you for
choosing CareFirst. This guide will help you understand your plan
benefits and all the services available to you as a CareFirst member.

Visit carefirst.com/acps
for up-to-date information
on your plan.

Please keep and refer to this guide while you are enrolled in this plan.

How your plan works
Find out how your health plan works and how you can access the
highest level of coverage.
What's covered
See how your benefits are paid, including any deductibles,
copayments or coinsurance amounts that may apply to your plan.
Getting the most out of your plan
Take advantage of the added features you have as a
CareFirst member:
Wellness discount program offering discounts on fitness gear,
gym memberships, healthy eating options and more.

Online access to quickly find a doctor or search for benefits
and claims.

Health information on our website includes health calculators,
tracking tools and podcast videos on specific health topics.

Vitality magazine with healthy recipes, preventive health care
tips and a variety of articles.

SUM1816-1P (8/19)_C

Alexandria City Public Schools—Your Prescription Drug & Dental Benefit Options = 1


http://www.carefirst.com/acps

Prescription Drug Program

A total prescription for health

Prescription drugs are an integral part of high-quality health care. The prescription benefits
your employer is offering give you an affordable and convenient way to make the best

decisions when it comes to your prescriptions.

Your prescription benefits

As a CareFirst BlueCross BlueShield or CareFirst BlueChoice, Inc.
(CareFirst) member, you'll have access to:

A nationwide network of 66,000 participating pharmacies'
Access to thousands of covered prescription drugs

Mail Service Pharmacy, a convenient and fast option to refill
your prescriptions through home delivery

Coordinated medical and pharmacy programs to help
improve your overall health and reduce costs

Keeping you informed

Together with our pharmacy benefit manager, CVS Caremark®?,

we keep you informed about your prescription drug coverage and
provide you with periodic updates about your plan through targeted
mailings and phone calls. Take the call and/or review your mailed
notices to learn about lower-cost drug alternatives, possible safety
concerns, drug tier changes and more.

Online tools and resources

To get the most from your prescription drug plan, you need to

stay informed. Our easy-to-use, interactive tools and resources are
available 24/7. Visit carefirst.com/rxgroup to see if a drug is covered,
find a pharmacy, learn how drugs interact with each other and get
more information about medications. You can access even more
tools and resources once you're a member through My Account
(carefirst.com/myaccount) by selecting Drug and Pharmacy
Resources under Coverage.

" If your employer has selected the RxChoice network, you will have access to 57,000 retail pharmacies.
2 CVS Caremark is an independent company that provides pharmacy benefit management services to CareFirst members.

3-Tier Non-Risk (ASO)
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Prescription Drug Program

Understanding your formulary

A formulary is a list of covered prescription drugs. Our drug list is reviewed and approved by an independent
national committee comprised of physicians, pharmacists and other health care professionals who make sure
the drugs on the formulary are safe and clinically effective. The prescription drugs found on the CareFirst
Formulary (drug list) are divided into tiers. These tiers include zero-dollar cost share, generics, preferred brand
and non-preferred brand drugs. Your cost share is determined by the tier the drug falls into.

Drug tier ‘ Description

Tier 0: $0 Drugs ® Preventive drugs (e.g. statins, aspirin, folic acid, fluoride, iron supplements,
smoking cessation products and FDA-approved contraceptives for women)
are available at a zero-dollar cost share if prescribed under certain medical
criteria by your doctor.

® Oral chemotherapy drugs and diabetic supplies (e.g. insulin syringes, pen
needles, lancets, test strips, and alcohol swabs) are also available at a zero
dollar cost share.

Tier 1: Generic Drugs $ | ® Generic drugs are the same as brand-name drugs in dosage form, safety,
strength, route of administration, quality, performance characteristics and
intended use.

® Generic drugs generally cost less than brand-name drugs.

Tier 2: Preferred Brand | = Preferred brand drugs are brand-name drugs that may not be available
Drugs $$ in generic form, but are chosen for their cost effectiveness compared to
alternatives. Your cost-share will be more than generics but less than non-
preferred brand drugs. If a generic drug becomes available, the preferred
brand drug may be moved to the non-preferred brand category.

Tier 3: Non-Preferred = Non-preferred brand drugs often have a generic or preferred brand drug
Brand Drugs $$$ option where your cost share will be lower.

Note: If the cost of your drug is less than your copay or coinsurance, you only pay the cost of the drug. Once you meet your deductible (if
applicable to your plan), you may pay a different copay or coinsurance for drugs depending on the drug tier. Some drugs may not be covered
based on your plan. There is an exception process if you need an excluded drug to be covered for medical necessity reasons. Check your
benefit summary or enroliment materials for specific plan information. Once you are a member, you can view specific cost-share information in
My Account.

Preferred Drug List

CareFirst's Preferred Drug List includes generic and Non-preferred drugs aren't included on the
preferred brand drugs selected for their quality, Preferred Drug List; they are still covered but at
effectiveness and safety by the CVS Caremark the highest cost share. Also, some drugs on the
national Pharmacy and Therapeutics (P&T) Preferred Drug List may not be covered based on
committee. By using the Preferred Drug List, you your plan. To see your formulary and Preferred
can work with your doctor or pharmacist to make Drug List, go to carefirst.com/rxgroup.

safe and cost-effective decisions to better manage
your health care and out-of-pocket costs.
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Prescription Drug Program

Prescription guidelines

Some medications are only intended to be

used in limited quantities; others require that
your doctor obtain prior authorization through
CarefFirst before they can be filled. These drug
guidelines are indicated on the formulary found at
carefirst.com/rxgroup.

Quantity limits are placed on selected drugs
for safety, quality or utilization reasons.
Limits may be placed on the amount of

the drug covered per prescription or for a
defined period of time. If your doctor decides
that a different quantity of medication is
right for you, your doctor can request prior
authorization for coverage.

Prior authorization is required before you fill
prescriptions for certain drugs. Your doctor
must obtain prior authorization before they
can be filled. Without prior authorization
approval, your drugs may not be covered.

Step therapy ensures you receive a lower-
cost drug option as the first step in treating
certain health conditions. When similar drugs
are available, step therapy guides your doctor
to prescribe the lower-cost option first. You
may then move up the cost levels until you
find the drug that works best for you. Higher
step drugs may require prior authorization by
your doctor before they can be covered.

Ways to save

Two ways to fill
Retail pharmacies

With access to 66,000 pharmacies’ across the
country, you can visit carefirst.com/rxgroup and
use our find a Pharmacy tool to locate a convenient
participating pharmacy. Be sure to take your
prescription and member ID card with you when
filling prescriptions.

Mail Service Pharmacy

Mail order is a convenient way to fill your
prescriptions, especially for refilling drugs taken
frequently. You can register three ways—online
through My Account, by phone or by mail. Once
you register, you'll be able to:

Refill prescriptions online, by phone or
by email

Choose your delivery location

Consult with pharmacists by phone 24/7
Schedule automatic refills

Receive email notification of order status

Choose from multiple payment options

Here are some ways to help you save on your prescription drug costs.

Use generic drugs—generic drugs can cost up to 80% less than their brand-name counterparts.
Made with the same active ingredients as their brand-name counterparts, generics are also
equivalent in dosage, safety, strength, quality, performance and intended use.

Use drugs on the Preferred Drug List—the Preferred Drug List identifies generic and preferred

brand drugs that may save you money.

Use the Drug Pricing Tool—this tool allows you to compare the cost of a drug purchased at a
pharmacy versus purchasing the same drug through mail order, as well as view generic drugs

available at a lower cost.

Use mail order—by using our Mail Service Pharmacy you get the added convenience of
having your prescriptions delivered right to your home. Plus, if you pay a coinsurance for your
maintenance drugs, the overall cost of the drug may be less expensive through mail order,

reducing your out-of-pocket costs.

" If your employer has selected the RxChoice network, you will have access to 57,000 retail pharmacies.
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Prescription Drug Program

Care management programs

We offer care management programs and tools
designed to improve your health while lowering
your overall health care costs.

Specialty Pharmacy Coordination Program

This program addresses the unique clinical needs of
members taking high-cost specialty drugs for certain
complex health conditions like multiple sclerosis,
rheumatoid arthritis and hemophilia. Members
receive enhanced one-on-one support with a
registered nurse and dedicated clinical team who
will coordinate care with your doctor.

The program provides:

24-hour pharmacist assistance
Injection training coordination

Educational materials for your specific
condition

Drug interaction monitoring and review

A one-month supply of your specialty drugs
mailed to your home or office, or available for
pick up at any CVS retail pharmacy

Comprehensive Medication Review

When you are taking multiple drugs to treat a
medical condition, it can be overwhelming. The
Comprehensive Medication Review program can
connect you with a CVS Caremark pharmacist
who will review your drugs and talk to your doctor
about dosages, duration and any other pertinent
issues. The pharmacist will work with your doctor
to evaluate opportunities to:

Identify possible drug interactions

Improve drug adherence

Reduce gaps in care

Eliminate duplications in drug therapy
The program works with your doctor to ensure that
you are not only taking the best drugs to manage

your conditions, but you are also able to take your
drugs as prescribed.

SUM5041-1P (10/22)

Medication Therapy Management Program

Taking medications as prescribed not only helps
improve your health but can also reduce your
health care costs. CareFirst's Medication Therapy
Management program is designed to help you get
the best results from your drug therapy.

We review pharmacy claims for opportunities to:

Save you money
Support compliance with medications
Improve your care

Ensure safe use of high-risk medications

When opportunities are identified, “Drug
Advisories” will be communicated to either you
and/or your doctor regarding your drug therapy.
Through our Pharmacy Advisor program, you may
also have the opportunity to speak one-to-one with
a pharmacist, who can answer questions and help
you manage your prescription drugs.

Should you have any questions about
your prescription benefits, please
contact CareFirst Pharmacy Services at
800-241-3371.
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Pharmacy Program Summary of Benefits

for Point of Service (POS) Plan

Formulary 2 = 3-Tier = $0 Deductible = $10/30/50

Plan Feature
Individual Deductible

‘ Amount You Pay
None
None

Individual $1,000
Individual + 1 $2,000

Family Deductible
Drug Out-of-Pocket Maximum

Family $3,000
Preventive Drugs $0
(up to a 34-day supply)
Oral Chemotherapy Drugs $0
and Diabetic Supplies
(up to a 34-day supply)
Generic Drugs (Tier 1) $10

(up to a 34-day supply)

Preferred Brand Drugs (Tier 2) | $30

(up to a 34-day supply)

Non-preferred Brand Drugs $50

(Tier 3)

(up to a 34-day supply)

Generic: $20

Preferred Brand: $60
Non-preferred Brand: $100

Maintenance Drugs
(up to a 90-day supply)

‘ Description

Your benefit does not have a deductible.
Your benefit does not have a family deductible.

All deductibles, copays, coinsurance and other eligible out-of-
pocket costs count toward your out-of-pocket maximum, except
balance billed amounts.

A preventive drug is a prescribed medication or item on
CareFirst's Preventive Drug List.*

Diabetic supplies include needles, lancets, test strips and
alcohol swabs.

Generic drugs are covered at this copay level.
All preferred brand drugs are covered at this copay level.

All non-preferred brand drugs on this copay level are not on
the Preferred Drug List.* Discuss using alternatives with your
physician or pharmacist.

Maintenance drugs of up to a 90-day supply are available for
twice the copay through Mail Service Pharmacy or a CVS Retail
Pharmacy.

Visit carefirst.com/acps for the most up-to-date drug lists, including the prescription guidelines. Prescription
guidelines indicate drugs that require your doctor to obtain prior authorization from CareFirst before they can be
filled and drugs that can be filled in limited quantities.

This plan summary is for comparison purposes only and does not create rights not given through the benefit plan.

Policy Form Numbers: VA/CFBC/RX3 (R. 8/12) « VA/CF/RX3 (R. 8/12)

Infertility medication covered up to a maximum of $30,000 per lifetime.

Benefit designs are subject to and may be impacted by certain state regulations.

Non-Contracting Pharmacy: If the Member purchases a Prescription Drug Covered Service or
Diabetic Supply from a Non-Contracting Pharmacy, the Member is responsible for paying the total
charge and Submitting a claim to CareFirst or its designee for reimbursement. Members will be
entitled to reimbursement from CareFirst or its designee up to the amount of the Allowed Benefit,
minus any applicable Member payment amounts, as stated in the Schedule of Benefits. Members
may be responsible for balances above the Allowed Benefit.

Non-Contracting Pharmacy means a Pharmacist or Pharmacy that does not contract with CareFirst

or its designee.

CST2821-1P (5/19) m VA
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Below are limitations and exclusions contained in your
CareFirst BlueChoice or CareFirst medical policy to
which the prescription rider is attached.

Medical Limitations and Exclusions—CareFirst
BlueChoice

10.1

A.

Coverage is Not Provided For:
Any service, supply or item that is not Medically Necessary.
Although a service may be listed as covered, benefits will
be provided only if the service is Medically Necessary as
determined by CareFirst BlueChoice.
Services that are Experimental/Investigational or not in
accordance with accepted medical or psychiatric practices
and standards in effect at the time the service in question is
rendered, as determined by CareFirst BlueChoice.
The cost of services that:
1. Are furnished without charge; or
2. Are normally furnished without charge to persons without
health insurance coverage; or
3. Would have been furnished without charge if the Member
was not covered under the Evidence of Coverage or under
any health insurance.
Services that are not described as covered in the Evidence of
Coverage or that do not meet all other conditions and criteria
for coverage, as determined by CareFirst BlueChoice. Referral
by a Primary Care Physician and/or the provision of services
by a Contracting Provider does not, by itself, entitle a Member
to benefits if the services are not covered or do not otherwise
meet the conditions and criteria for coverage.
Except for Emergency Services, Urgent Care and follow-up
care after emergency surgery, benefits will not be provided
for any service(s) provided to a Member by Non-Contracting
Physicians or Non-Contracting Providers, unless written prior
authorization is specifically obtained from CareFirst BlueChoice.
Routine, palliative or cosmetic foot care (except for conditions
determined by CareFirst BlueChoice to be Medically Necessary)
including flat foot conditions, supportive devices for the foot,
treatment of subluxations of the foot, care of corns, bunions
(except capsular or bone surgery), calluses, toe nails, fallen
arches, weak feet, chronic foot strain, and symptomatic
complaints of the feet.
Except for treatment for Accidental Injury or benefits for Oral
Surgery as described above, dental care including extractions;
treatment of cavities; care of the gums or bones supporting
the teeth; treatment of periodontal abscess; removal of
impacted teeth; orthodontia, except for the treatment of a
cleft lip or cleft palate; false teeth; or any other dental services
or supplies. These services may be covered under a separate
rider purchased by the Group and attached to the Evidence
of Coverage.
Benefits will not be provided for cosmetic surgery (except
as specifically provided for reconstructive breast surgery
and reconstructive surgery as listed above) or other services
primarily intended to correct, change or improve appearances.
Treatment rendered by a health care provider who is a member
of the Member's family (parents, spouse, brothers, sisters,
children).
Any prescription drugs obtained and self-administered
by the Member for outpatient use unless the prescription
drug is specifically covered under the Evidence of Coverage.
Medications that can be self-administered or do not medically
require administration by or under the direction of a physician
are not covered even though they may be dispensed or
administered in a physician office or provider facility. Benefits
for prescription drugs may be available through a rider
purchased by the Group and attached to the Evidence of
Coverage.
All non-prescription drugs, medications, biologicals, and
Over-the-Counter disposable supplies, routinely obtained
and self-administered by the Member, except as stated in the
Description of Covered Services. Over-the-Counter means any
item or supply, as determined by CareFirst BlueChoice, that is
available for purchase without a prescription, unless otherwise
a Covered Service. This includes, but is not limited to, non-
prescription eye wear, family planning and contraception
products, cosmetics or health and beauty aids, food and
nutritional items, support devices, non-medical items, foot care

wno

AA.
. Routine eye examinations, frames and lenses or contact lenses.

CcC.

Pharmacy Program Summary of Benefits for Point of Service (POS) Plan

items, first aid and miscellaneous medical supplies (whether

disposable or durable), personal hygiene supplies, incontinence

supplies, and Over-the-Counter medications and solutions.

Any procedure or treatment designed to alter an individual’s

physical characteristics to those of the opposite sex.

Services to reverse voluntary, surgically induced infertility, such

as a reversal of a sterilization.

All assisted reproductive technologies (except artificial

insemination and intrauterine insemination), including in vitro

fertilization, gamete intra-fallopian tube transfer, zygote intra-
fallopian transfer cryogenic preservation or storage of eggs and
embryo and related evaluative procedures, drugs, diagnostic
services and medical preparations related to the same unless
covered under a rider purchased by the Group and attached to
the Evidence of Coverage.

Fees or charges relating to fitness programs, weight loss or

weight control programs; physical conditioning; pulmonary

rehabilitation programs; exercise programs; and use of passive
or patient-activated exercise equipment.

Treatment for obesity except for the surgical treatment of

Morbid Obesity.

Medical or surgical treatment of myopia or hyperopia.

Coverage is not provided for radial keratotomy and any other

forms of refractive keratoplasty, or any complications.

Services furnished as a result of a referral prohibited by law.

Services solely required or sought on the basis of a court order

or as a condition of parole or probation unless authorized or

approved by CareFirst BlueChoice.

Health education classes and self-help programs, other than

birthing classes or for the treatment of diabetes.

Acupuncture services except when approved or authorized by

CareFirst BlueChoice when used for anesthesia.

Any service related to recreational activities. This includes,

but is not limited to sports, games, equestrian, and athletic

training. These services are not covered unless authorized or

approved by CareFirst BlueChoice even though they may have
therapeutic value or be provided by a health care provider.

Coverage under this Description of Covered Services does not

include the cost of services or payment for services for any

illness, injury or condition for which, or as a result of which,

a Benefit (as defined below) is provided or is required to be

provided either:

1. Under any federal, state, county or municipal workers’
compensation or employer’s liability law or other similar
program; or

2. From any federal, state, county or municipal facility or
other government agency, including, in the case of service-
connected disabilities, the Veterans Administration, to
the extent that Benefits are payable by the federal, state,
county or municipal facility or other government agency
and provided at no charge to the Member, but excluding
Medicare benefits and Medicaid benefits.

Benefit as used in this provision includes a payment or any
other benefit, including amounts received in settlement of a
claim for benefits.

Private duty nursing.

Non-medical, health care provider services, including, but not

limited to:

1. Telephone consultations, failure to keep a scheduled
visit, completion of forms, copying charges or other
administrative services provided by the health care
practitioner or the healthcare practitioner’s staff.

2. Administrative fees charged by a physician or medical
practice to a Member to retain the physician’s or medical
practices services, e.g., “concierge fees” or boutique medical
practice membership fees. Benefits under this Description
of Covered Services are available for Covered Services
rendered to the Member by a health care provider.

Educational therapies intended to improve

academic performance.

Vocational rehabilitation and employment counseling.

Benefits for routine eye examinations, frames and lenses or
contact lenses may be available through a rider purchased by
the Group and attached to the Evidence of Coverage.

Custodial, personal, or domiciliary care that is provided to meet
the activities of daily living, e.g., bathing, toileting and eating
(care which may be provided by persons without professional
medical skills or training).

Alexandria City Public Schools—Your Prescription Drug & Dental Benefit Options = 7



Pharmacy Program Summary of Benefits for Point of Service (POS) Plan

DD. Work hardening programs. Work hardening programs
are highly specialized rehabilitation programs designed to
simulate workplace activities and surroundings in a monitored
environment with the goal of conditioning the participant for a
return to work.

EE. Treatment of sexual dysfunctions or inadequacies including,
but not limited to, surgical implants for impotence, medical
therapy, and psychiatric treatment.

FF. Travel (except for Medically Necessary air transportation and
ground ambulance, as determined by CareFirst BlueChoice,
and CareFirst BlueChoice approved services listed in the
Transplants section of this Description of Covered Services).

GG. Durable Medical Equipment or Supplies associated or used in
conjunction with non-covered items or services.

HH. Services required solely for employment, insurance, foreign
travel, school, camp admissions or participation in sports
activities.

10.2  Infertility Services.

Coverage for Artificial Insemination (and intrauterine insemination)

does not include the following:

A. Any costs associated with freezing, storage or thawing of sperm
for future attempts or other use.

B. Any charges associated with donor sperm.

C. Infertility services that include the use of any surrogate or
gestational carrier service.

D. Infertility services when the infertility is a result of elective male
or female surgical sterilization procedures, with or without
reversal.

E. Infertility services for domestic partners or common law
spouses, except in those states that recognize those unions.

F.  All self-administered fertility drugs.

10.3  Organ and Tissue Transplants.

Benefits will not be provided for the following:

A.  Non-human organs and their implantation.

B. Any Hospital or professional charges related to any
accidental injury or medical condition for the donor of the
transplant material.

C. Any charges related to transportation, lodging, and meals
unless authorized or approved by CareFirst BlueChoice.

D. Services for a Member who is an organ donor when the
recipient is not a Member.

E. Benefits will not be provided for donor search services.

F.  Any service, supply or device related to a transplant that is not
listed as a benefit in this Description of Covered Services.

10.4  Inpatient Hospital Services.

Coverage is not provided for the following:

A. Private room, unless Medically Necessary and authorized or
approved by CareFirst BlueChoice. If a private room is not
authorized or approved, the difference between the charge for
the private room and the charge for a semiprivate room will not
be covered.

B. Non-medical items and convenience items, such as television,
phone rentals, guest trays and laundry charges.

C. Except for covered Emergency Services and Childbirth, a
Hospital admission or any portion of a Hospital admission that
had not been authorized or approved by CareFirst BlueChoice,
whether or not services are Medically Necessary and/or meet
all other conditions for coverage.

D. Private duty nursing.

10.5 Home Health Services.

Coverage is not provided for:

A. Private duty nursing.

B. Custodial Care.

C. Services in the Member's home if it is outside the Service Area.

10.6  Hospice Benefits.

Coverage is not provided for:

A. Services, visits, medical equipment or supplies that are

not included in the CareFirst BlueChoice-approved plan

of treatment.

Services in the Member's home if it is outside the Service Area.
Financial and legal counseling.

Any service for which a Qualified Hospice Care Program does
not customarily charge the patient or his or her family.

onw

E. Chemotherapy or radiation therapy, unless used for
symptom control.

F.  Services, visits, medical/surgical equipment or supplies;

including equipment and medication not required to maintain

the comfort and to manage the pain of the terminally

ill Member.

Reimbursement for volunteer services.

Custodial Care, domestic or housekeeping services.

Meals on Wheels or similar food service arrangements.

Rental or purchase of renal dialysis equipment and supplies.

Private duty nursing.

AT TIo

10.7  Outpatient Mental Health and Substance Abuse.

Coverage is not provided for:

A. Psychological testing, unless Medically Necessary, as
determined by CareFirst BlueChoice, and appropriate within
the scope of Covered Services.

B. Services solely on court order or as a condition of parole or
probation unless approved or authorized by the CareFirst
BlueChoice Medical Director.

C. Mental retardation, after diagnosis.

D. Psychoanalysis.

10.8  Inpatient Mental Health and Substance.

The following services are excluded:

A. Admissions as a result of a court order or as a condition of
parole or probation unless approved or authorized by the
CareFirst BlueChoice Medical Director.

B. Custodial Care.

C. Observation or isolation.

10.9  Emergency Services and Urgent Care.

Benefits will not be provided for:

A. Emergency care if the Member could have foreseen the need
for the care before it became urgent (for example, periodic
chemotherapy or dialysis treatment).

B. Medical services rendered outside of the Service Area which
could have been foreseen by the Member prior to departing
the Service Area.

C. Charges for emergency and Urgent Care services received from
a Non-Contracting Provider after the Member could reasonably
be expected to travel to the nearest Contracting Provider.

D. Charges for services when the claims filing and notice
procedures stated in Section 7 of this Description of Covered
Services have not been followed by the Member.

E. Except for Medically Necessary follow-up care after emergency
surgery, charges for follow-up care received in the emergency
or Urgent Care facility outside of the Service Area unless
CareFirst BlueChoice determines that the Member could
not reasonably be expected to return to the Service Area for
such care.

F.  Except for covered ambulance services, travel, including
travel required to return to the Service Area, whether or not
recommended by a Contracting Provider.

G. Treatment received in an emergency department to treat
a health care problem that does not meet the definition of
Emergency Services as defined in Section 7 of this Description
of Covered Services.

10.10 Medical Devices and Supplies.

Coverage is not provided for:

A. Convenience item. Any item that increases physical comfort or
convenience without serving a Medically Necessary purpose,
e.g. elevators, hoyer/stair lifts, ramps, shower/bath bench.

B. Furniture items. Movable articles or accessories which serve as
a place upon which to rest (people or things) or in which things
are placed or stored, e.g. chair or dresser.

C. Exercise equipment. Any device or object that serves as a
means for energetic physical action or exertion in order to
train, strengthen or condition all or part of the human body,
e.g. exercycle or other physical fitness equipment.

D. Institutional equipment. Any device or appliance that is
appropriate for use in a medical facility and is not appropriate
for use in the home, e.g. parallel bars.

E. Environmental control equipment. Any device such as air
conditioners, humidifiers, or electric air cleaners. These items
are not covered even though they may be prescribed, in the
individual's case, for a medical reason.
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Pharmacy Program Summary of Benefits for Point of Service (POS) Plan

Eyeglasses, contact lenses, dental prostheses or appliances,

or hearing aids. Benefits for eyeglasses and contact lenses
may be available through a rider purchased by the Group and
attached to the Evidence of Coverage.

Corrective shoes, unless they are an integral part of the lower
body brace, shoe lifts or special shoe accessories.

Medical equipment/supplies of an expendable nature, except
those specifically listed as a Covered Medical Supply in this
Description of Covered Services. Non-covered supplies include
incontinence pads or ace bandages.

Not all services and procedures are covered by your benefits
contract. This plan summary is for comparison purposes only and
does not create rights not given in the benefit plan.

Prescription Drug Exclusions
Benefits will not be provided under this rider for:

1.

2.

3.

11.
12.
13.

Any devices, appliances, supplies, and equipment except as

otherwise provided in the Evidence of Coverage.

Routine immunizations and boosters such as immunizations for

foreign travel, and for work or school related activities.

Prescription Drugs for cosmetic use.

Prescription Drugs administered by a physician or dispensed in

a physician’s office.

Drugs, drug therapies or devices that are considered

Experimental/Investigational by CareFirst BlueChoice.

Except for items included on the Preventive Drug List, Over-

the-Counter medications or supplies lawfully obtained without

a prescription such as those that are available in the identical

formulation, dosage, form, or strength of a Prescription Drug.

Vitamins, except CareFirst BlueChoice will provide a benefit for

Prescription Drug:

a. Prenatal vitamins.

b. Fluoride and fluoride containing vitamins.

c. Single entity vitamins, such as Rocaltrol and DHT.

d. Vitamins included on the Preventive Drug List.

Infertility drugs and agents for use in connection with infertility

services or treatments that are excluded from coverage under

the Evidence of Coverage to which this rider is attached.

Any portion of a Prescription Drug that exceeds:

a. athirty-four (34) day supply for Prescription Drugs; or,

b. aninety (90) day supply for Maintenance Drugs unless
authorized by CareFirst BlueChoice.

. Prescription Drugs that are administered or dispensed by a

health care facility for a Member who is a patient in the health
care facility. This exclusion does not apply to Prescription
Drugs that are dispensed by a Pharmacy on the health care
facility’s premises for a Member who is not a patient in the
health care facility.

Prescription Drugs for weight loss.

Biologicals and allergy extracts.

Blood and blood products. (May be covered under the medical
benefits in the Evidence of Coverage to which this rider

is attached.)

Not all services and procedures are covered by your benefits
contract. This plan summary is for comparison purposes only and
does not create rights not given through the benefit plan.

Medical Limitations and Exclusions—CareFirst
BlueCross BlueShield

10.1General Exclusions
Coverage is not provided for the following:

A

Any service, test, procedure, supply, or item which CareFirst
determines not necessary for the prevention, diagnosis

or treatment of the Member’s illness, injury, or condition.
Although a service may be listed as covered, benefits will be
provided only if it is Medically Necessary and appropriate in the
Member's particular case.

Any treatment, procedure, facility, equipment, drug, drug
usage, device, or supply which, in the judgment of CareFirst,

is Experimental/Investigational, or not in accordance with
accepted medical or psychiatric practices and standards in
effect at the time of treatment, except for covered benefits for
Clinical Trials.

The cost of services that are furnished without charge or

are normally furnished without charge if a Member was not
covered under the Evidence of Coverage or under any health
insurance, or any charge or any portion of a charge which by

law the provider is not permitted to bill or collect from the
Member directly.

Any service, supply, or procedure that is not specifically listed in
the Member's Evidence of Coverage as a covered benefit or that
does not meet all other conditions and criteria for coverage as
determined by CareFirst.

Services that are beyond the scope of the license of the
provider performing the service.

Routine foot care, including services related to hygiene or

any services in connection with corns, calluses, flat feet, fallen
arches, weak feet, chronic foot strain, symptomatic complaints
of the feet, or partial removal of a nail without the removal of
its matrix. However, benefits will be provided for these services
if CareFirst determines that medical attention was needed
because of a medical condition affecting the feet, such as
diabetes and, that all other conditions for coverage have been
met.

Any type of dental care (except treatment of accidental injuries,
oral surgery, and cleft lip, cleft palate, or ectodermal dysplasia,
as described in this Description of Covered Services) including
extractions, treatment of cavities, care of the gums or bones
supporting the teeth, treatment of periodontal abscess,
removal of impacted teeth, orthodontia, false teeth, or any
other dental services or supplies, unless provided in a separate
rider or amendment to this Evidence of Coverage. Benefits

for oral surgery are Section 2.21 in the Outpatient and Office
Services Section of this Description of Covered Services. All
other procedures involving the teeth or areas surrounding the
teeth, including shortening of the mandible or maxillae for
Cosmetic purposes or for correction of malocclusion unrelated
to a functional impairment are excluded.

Cosmetic surgery (except benefits for Reconstructive Breast
Surgery or reconstructive surgery) or other services primarily
intended to correct, change, or improve appearances.

Cosmetic means a service or supply which is provided with

the primary intent of improving appearances and not for the
purpose of restoring bodily function or correcting deformity
resulting from disease, trauma, or previous therapeutic
intervention as determined by CareFirst.

Treatment rendered by a Health Care Provider who is the
Member's Spouse, parent, child, grandparent, grandchild, sister,
brother, great grandparent, great grandchild, aunt, uncle, niece,
or nephew or resides in the Member's home.

Any prescription drugs, unless administered to the Member

in the course of covered outpatient or inpatient treatment

or unless the prescription drug is specifically identified as
covered. Take-home prescriptions or medications, including
self-administered injections which can be administered by

the patient or by an average individual who does not have
medical training, or medications which do not medically require
administration by or under the direction of a physician are not
covered, even though they may be dispensed or administered
in a physician or provider office or facility, unless the take-home
prescription or medication is specifically identified as covered.
Benefits for prescription drugs may be available through a rider
or amendment purchased by the Group and attached to the
Evidence of Coverage.

All non-prescription drugs, medications, biologicals, and Over-
the-Counter disposable supplies routinely obtained and self-
administered by the Member, except for the CareFirst benefits
described in this Evidence of Coverage and diabetic supplies.
Food and formula consumed as a sole source or supplemental
nutrition, except as listed as a Covered Service in this
Description of Covered Services.

Any procedure or treatment designed to alter an individual's
physical characteristics to those of the opposite sex.

Treatment of sexual dysfunctions or inadequacies including,
but not limited to, surgical implants for impotence, medical
therapy, and psychiatric treatment.

Fees and charges relating to fitness programs, weight loss or
weight control programs, physical, pulmonary conditioning
programs or other programs involving such aspects as
exercise, physical conditioning, use of passive or patient-
activated exercise equipment or facilities and self-care or
self-help training or education, except for diabetes outpatient
self-management training and educational services. Cardiac
rehabilitation programs are covered as described in this
Evidence of Coverage.
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Pharmacy Program Summary of Benefits for Point of Service (POS) Plan

Medical and surgical treatment for obesity and weight

reduction, except in the instance of Morbid Obesity.

Medical or surgical treatment of myopia or hyperopia, including

radial keratotomy and other forms of refractive keratoplasty or

any complications thereof. Benefits for vision may be available
through a rider or amendment purchased by the Group and
attached to the Evidence of Coverage.

Services solely based on a court order or as a condition of

parole or probation, unless approved by CareFirst.

Health education classes and self-help programs, other than

birthing classes or those for the treatment of diabetes.

Acupuncture services, except when approved or authorized by

CareFirst when used for anesthesia.

Any service related to recreational activities. This includes,

but is not limited to, sports, games, equestrian, and athletic

training. These services are not covered unless authorized or

approved by CareFirst even though they may have therapeutic
value or be provided by a Health Care Practitioner.

Any service received at no charge to the Member in any federal

hospital or facility, or through any federal, state, or local

governmental agency or department, not including Medicaid.

(This exclusion does not apply to care received in a Veteran’s

hospital or facility unless that care is rendered for a condition

that is a result of the Member’s military service.)

Private Duty Nursing.

Non-medical, provider services, including but not limited to:

1. Telephone consultations, failure to keep a scheduled
visit, completion of forms, copying charges, or other
administrative services provided by the Health Care
Practitioner or the Health Care Practitioner’s staff.

2. Administrative fees charged by a physician or medical
practice to a Member to retain the physician’s or medical
practices services, e.g., “concierge fees” or boutique medical
practice membership fees. Benefits under this Evidence of
Coverage are available for Covered Services rendered to the
Member by a Health Care Provider.

Speech Therapy, Occupational Therapy, or Physical Therapy,

unless CareFirst determines that the condition is subject

to improvement. Coverage does not include non-medical

Ancillary Services such as vocational rehabilitation, employment

counseling, or educational therapy.

Services or supplies for injuries or diseases related to a covered

person’s job to the extent the covered person is required to be

covered by a workers' compensation law.

Travel (except for Medically Necessary air transportation and

ground ambulance, as determined by CareFirst, and services

listed under the Section 2.14 Transplants Section of this

Description of Covered Services), whether or not recommended

by an Eligible Provider.

Services or supplies received from a dental or medical

department maintained by or on behalf of an employer, mutual

benefit association, labor union, trust, or similar persons

or groups.

Contraceptive drugs or devices, unless specifically identified

as covered in this Evidence of Coverage, or in a rider or

amendment to this Evidence of Coverage.

Any illness or injury caused by war (a conflict between nation

states), declared or undeclared, including armed aggression.

Services, drugs, or supplies the Member receives without

charge while in active military service.

Habilitative Services delivered through early intervention and

school services.

Custodial Care.

Coverage does not include non-medical Ancillary Services,

such as vocational rehabilitation, employment counseling, or

educational therapy.

Services or supplies received before the effective date of the

Member's coverage under this Evidence of Coverage.

Durable Medical Equipment or Supplies associated or used in

conjunction with non-covered items or services.

Services required solely for employment, insurance,

foreign travel, school, camp admissions or participation in

sports activities.

Work Hardening Programs. Work Hardening Program means

a highly specialized rehabilitation programs designed to

simulate workplace activities and surroundings in a monitored

environment with the goal of conditioning the participant for a

return to work.

10.2  Infertility Services .

Benefits will not be provided for any assisted reproductive
technologies including artificial insemination, as well as in vitro
fertilization, gamete intra-fallopian tube transfer, zygote intra-
fallopian transfer cryogenic preservation or storage of eggs and
embryo and related evaluative procedures, drugs, diagnostic
services and medical preparations related to the same.

10.3  Transplants

Benefits will not be provided for the following:

A.  Non-human organs and their implantation. This exclusion will
not be used to deny Medically Necessary non-Experimental/
Investigational skin grafts.

B. Any hospital or professional charges related to any
accidental injury or medical condition for the donor of the
transplant material.

C. Any charges related to transportation, lodging, and meals
unless authorized or approved by CareFirst.

D. Services for a Member who is an organ donor when the
recipient is not a Member.

E. Benefits will not be provided for donor search services.

F.  Any service, supply, or device related to a transplant that is not
listed as a benefit in the Description of Covered Services.

10.4  Inpatient Hospital Services

Coverage is not provided (or benefits are reduced, if applicable) for

the following:

A. Private room, unless Medically Necessary and authorized or
approved by CareFirst. If a private room is not authorized
or approved, the difference between the charge for the
private room and the charge for a semiprivate room will not
be covered.

B. Non-medical items and convenience items, such as television
and phone rentals, guest trays, and laundry charges.

C. Except for covered Emergency Services and Maternity Care,
a hospital admission or any portion of a hospital admission
(other than Medically Necessary Ancillary Services) that had
not been approved by CareFirst, whether or not services
are Medically Necessary and/or meet all other conditions
for coverage.

D. Private Duty Nursing.

10.5 Home Health Services
Coverage is not provided for:
A. Private Duty Nursing.

B. Custodial Care.

10.6  Hospice Services

Benefits will not be provided for the following:

A. Services, visits, medical equipment, or supplies not authorized
by CarefFirst.

Financial and legal counseling.

Any services for which a Qualified Hospice Program does not
customarily charge the patient or his or her family.
Reimbursement for volunteer services.

Chemotherapy or radiation therapy, unless used for
symptom control.

Services, visits, medical equipment, or supplies that are not
required to maintain the comfort and manage the pain of the
terminally ill Member.

G. Custodial Care, domestic, or housekeeping services.

nw
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10.7  Medical Devices and Supplies

Benefits will not be provided for purchase, rental, or repair of

the following:

A. Convenience items. Equipment that basically serves comfort or
convenience functions or is primarily for the convenience of a
person caring for a Member (e.g., an exercycle or other physical
fitness equipment, elevators, hoyer lifts, shower/bath bench).

B. Furniture items, movable objects or accessories that serve as a
place upon which to rest (people or things) or in which things
are placed or stored (e.g., chair or dresser).

C. Exercise equipment. Any device or object that serves as a
means for energetic physical action or exertion in order to
train, strengthen or condition all or part of the human body,
(e.g., exercycle or other physical fitness equipment).

D. Institutional equipment. Any device or appliance that is
appropriate for use in a medical facility and is not appropriate
for use in the home (e.g., parallel bars).
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Pharmacy Program Summary of Benefits for Point of Service (POS) Plan

Environmental control equipment. Equipment that can be used
for non-medical purposes, such as air conditioners, humidifiers,
or electric air cleaners. These items are not covered even
though they may be prescribed, in the individual's case, for a
medical reason.

Eyeglasses or contact lenses (except when used as a prosthetic
lens replacement for aphakic patients as in this Evidence

of Coverage), dental prostheses or appliances (except for
Medically Necessary treatment of Temporomandibular Joint
Syndrome (TM))).

Corrective shoes (unless required to be attached to a leg brace),
shoe lifts, or special shoe accessories.

Medical equipment/supplies of an expendable nature,

except as specifically listed as a Covered Medical Supply in

this Evidence of Coverage. Non-covered supplies include
incontinence pads or ace bandages.

Not all services and procedures are covered by your benefits
contract. This plan summary is for comparison purposes only and
does not create rights not given in the benefit plan.

Prescription Drug Exclusions
Benefits will not be provided under this rider for:

1.

2.

3.
4,

10.

11.
12.
13.

Any devices, appliances, supplies, and equipment except as

otherwise provided in Evidence of Coverage.

Routine immunizations and boosters such as immunizations for

foreign travel, and for work or school related activities.

Prescription Drugs for cosmetic use.

Prescription Drugs administered by a physician or dispensed in

a physician’s office.

Drugs, drug therapies or devices that are considered

Experimental/Investigational by CareFirst.

Except for items included on the Preventive Drug List, Over-

the-Counter medications or supplies lawfully obtained without

a prescription such as those that are available in the identical

formulation, dosage, form, or strength of a Prescription Drug.

Vitamins, except CareFirst will provide a benefit for

Prescription Drug:

a. Prenatal vitamins.

b. Fluoride and fluoride containing vitamins.

c. Single entity vitamins, such as Rocaltrol and DHT.

d. Vitamins included on the Preventive Drug List.

Infertility drugs and agents for use in connection with infertility

services or treatments that are excluded from coverage under

the Evidence of Coverage to which this rider is attached.

Any portion of a Prescription Drug that exceeds:

a. athirty-four (34) day supply for Prescription Drugs; or,

b. aninety (90) day supply for Maintenance Drugs unless
authorized by CareFirst.

Prescription Drugs that are administered or dispensed by a

health care facility for a Member who is a patient in the health

care facility. This exclusion does not apply to Prescription

Drugs that are dispensed by a Pharmacy on the health care

facility’s premises for a Member who is not a patient in the

health care facility.

Prescription Drugs for weight loss.

Biologicals and allergy extracts.

Blood and blood products. (May be covered under the medical

benefits in the Evidence of Coverage to which this rider

is attached.)

Not all services and procedures are covered by your benefits
contract. This list is a summary and is not intended to itemize every
procedure not covered by CareFirst BlueCross BlueShield. This plan
summary is for comparison purposes only and does not create
rights not given through the benefit plan.
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Pharmacy Program Summary of Benefits
for Qualified Health Plan (QHP) with HSA

Formulary 2 m 3-Tier m Integrated Deductible = 10%/20%/30%

Plan Feature ‘ Amount You Pay ‘ Description

Individual Deductible $1,600 Integrated with medical

Family Deductible $3,200 Integrated with medical

Out-of-Pocket Maximum $6,500 Individual and Integrated with medical. All deductibles, copays, coinsurance and
$13,000 Family other eligible out-of-pocket costs count toward your out-of-pocket

maximum, except balance billed amounts.

Preventive Drugs $0 A preventive drug is a prescribed medication or item on

(up to a 34-day supply) CareFirst's Preventive Drug List.*

Oral Chemotherapy Drugs $0 Diabetic supplies include needles, lancets, test strips and

and Diabetic Supplies alcohol swabs.

(up to a 34-day supply)

Generic Drugs (Tier 1) 10% coinsurance Generic drugs are covered at this copay level.

(up to a 34-day supply)

Preferred Brand Drugs (Tier 2) | 20% coinsurance All preferred brand drugs are covered at this copay level.

(up to a 34-day supply)

Non-preferred Brand Drugs 30% coinsurance All non-preferred brand drugs on this copay level are not on

(Tier 3) the Preferred Drug List.* Discuss using alternatives with your

(up to a 34-day supply) physician or pharmacist.

Restricted Generic Substitution

If a provider prescribes a non-preferred brand drug when a generic is available, you will pay the non-preferred brand copay PLUS
the cost difference between the generic and brand drug up to the cost of the prescription. If a generic version is not available, you
will only pay the copay. Also, if your prescription is written for a brand-name drug and DAW (dispense as written) is noted by your
doctor, you will only pay the non-preferred brand copay and not the cost difference between the generic and brand drug.

Maintenance Drugs Generic: 10% Maintenance drugs up to a 90-day supply are available through
(up to a 90-day supply) Preferred Brand: 20% Mail Service or a CVS Retail Pharmacy
Non-preferred Brand: 30%

Visit carefirst.com/acps for the most up-to-date drug lists, including the prescription guidelines. Prescription
guidelines indicate drugs that require your doctor to obtain prior authorization from CareFirst before they can be
filled and drugs that can be filled in limited quantities.

This plan summary is for comparison purposes only and does not create rights not given through the benefit plan.
Policy Form Numbers: VA/CFBC/RX3 (R. 8/12) « VA/CF/RX3 (R. 8/12)

Infertility medication covered up to a maximum of $30,000 per lifetime.

Benefit designs are subject to and may be impacted by certain state regulations.

Non-Contracting Pharmacy: If the Member purchases a Prescription Drug Covered Service or
Diabetic Supply from a Non-Contracting Pharmacy, the Member is responsible for paying the total
charge and Submitting a claim to CareFirst or its designee for reimbursement. Members will be
entitled to reimbursement from CareFirst or its designee up to the amount of the Allowed Benefit,
minus any applicable Member payment amounts, as stated in the Schedule of Benefits. Members
may be responsible for balances above the Allowed Benefit.

Non-Contracting Pharmacy means a Pharmacist or Pharmacy that does not contract with CareFirst
or its designee.

CST4495-1P (5/19) m VA
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Below are limitations and exclusions contained in your
CareFirst BlueChoice or CareFirst medical policy to
which the prescription rider is attached.

Medical Limitations and Exclusions—CareFirst
BlueChoice

10.1

A.

Coverage is Not Provided For:
Any service, supply or item that is not Medically Necessary.
Although a service may be listed as covered, benefits will
be provided only if the service is Medically Necessary as
determined by CareFirst BlueChoice.
Services that are Experimental/Investigational or not in
accordance with accepted medical or psychiatric practices
and standards in effect at the time the service in question is
rendered, as determined by CareFirst BlueChoice.
The cost of services that:
1. Are furnished without charge; or
2. Are normally furnished without charge to persons without
health insurance coverage; or
3. Would have been furnished without charge if the Member
was not covered under the Evidence of Coverage or under
any health insurance.
Services that are not described as covered in the Evidence of
Coverage or that do not meet all other conditions and criteria
for coverage, as determined by CareFirst BlueChoice. Referral
by a Primary Care Physician and/or the provision of services
by a Contracting Provider does not, by itself, entitle a Member
to benefits if the services are not covered or do not otherwise
meet the conditions and criteria for coverage.
Except for Emergency Services, Urgent Care and follow-up
care after emergency surgery, benefits will not be provided
for any service(s) provided to a Member by Non-Contracting
Physicians or Non-Contracting Providers, unless written prior
authorization is specifically obtained from CareFirst BlueChoice.
Routine, palliative or cosmetic foot care (except for conditions
determined by CareFirst BlueChoice to be Medically Necessary)
including flat foot conditions, supportive devices for the foot,
treatment of subluxations of the foot, care of corns, bunions
(except capsular or bone surgery), calluses, toe nails, fallen
arches, weak feet, chronic foot strain, and symptomatic
complaints of the feet.
Except for treatment for Accidental Injury or benefits for Oral
Surgery as described above, dental care including extractions;
treatment of cavities; care of the gums or bones supporting
the teeth; treatment of periodontal abscess; removal of
impacted teeth; orthodontia, except for the treatment of a
cleft lip or cleft palate; false teeth; or any other dental services
or supplies. These services may be covered under a separate
rider purchased by the Group and attached to the Evidence
of Coverage.
Benefits will not be provided for cosmetic surgery (except
as specifically provided for reconstructive breast surgery
and reconstructive surgery as listed above) or other services
primarily intended to correct, change or improve appearances.
Treatment rendered by a health care provider who is a member
of the Member's family (parents, spouse, brothers, sisters,
children).
Any prescription drugs obtained and self-administered
by the Member for outpatient use unless the prescription
drug is specifically covered under the Evidence of Coverage.
Medications that can be self-administered or do not medically
require administration by or under the direction of a physician
are not covered even though they may be dispensed or
administered in a physician office or provider facility. Benefits
for prescription drugs may be available through a rider
purchased by the Group and attached to the Evidence of
Coverage.
All non-prescription drugs, medications, biologicals, and
Over-the-Counter disposable supplies, routinely obtained
and self-administered by the Member, except as stated in the
Description of Covered Services. Over-the-Counter means any
item or supply, as determined by CareFirst BlueChoice, that is
available for purchase without a prescription, unless otherwise
a Covered Service. This includes, but is not limited to, non-
prescription eye wear, family planning and contraception
products, cosmetics or health and beauty aids, food and
nutritional items, support devices, non-medical items, foot care
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. Routine eye examinations, frames and lenses or contact lenses.
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Pharmacy Program Summary of Benefits for Qualified Health Plan (QHP) with HSA

items, first aid and miscellaneous medical supplies (whether

disposable or durable), personal hygiene supplies, incontinence

supplies, and Over-the-Counter medications and solutions.

Any procedure or treatment designed to alter an individual’s

physical characteristics to those of the opposite sex.

Services to reverse voluntary, surgically induced infertility, such

as a reversal of a sterilization.

All assisted reproductive technologies (except artificial

insemination and intrauterine insemination), including in vitro

fertilization, gamete intra-fallopian tube transfer, zygote intra-
fallopian transfer cryogenic preservation or storage of eggs and
embryo and related evaluative procedures, drugs, diagnostic
services and medical preparations related to the same unless
covered under a rider purchased by the Group and attached to
the Evidence of Coverage.

Fees or charges relating to fitness programs, weight loss or

weight control programs; physical conditioning; pulmonary

rehabilitation programs; exercise programs; and use of passive
or patient-activated exercise equipment.

Treatment for obesity except for the surgical treatment of

Morbid Obesity.

Medical or surgical treatment of myopia or hyperopia.

Coverage is not provided for radial keratotomy and any other

forms of refractive keratoplasty, or any complications.

Services furnished as a result of a referral prohibited by law.

Services solely required or sought on the basis of a court order

or as a condition of parole or probation unless authorized or

approved by CareFirst BlueChoice.

Health education classes and self-help programs, other than

birthing classes or for the treatment of diabetes.

Acupuncture services except when approved or authorized by

CareFirst BlueChoice when used for anesthesia.

Any service related to recreational activities. This includes,

but is not limited to sports, games, equestrian, and athletic

training. These services are not covered unless authorized or

approved by CareFirst BlueChoice even though they may have
therapeutic value or be provided by a health care provider.

Coverage under this Description of Covered Services does not

include the cost of services or payment for services for any

illness, injury or condition for which, or as a result of which,

a Benefit (as defined below) is provided or is required to be

provided either:

1. Under any federal, state, county or municipal workers’
compensation or employer’s liability law or other similar
program; or

2. From any federal, state, county or municipal facility or
other government agency, including, in the case of service-
connected disabilities, the Veterans Administration, to
the extent that Benefits are payable by the federal, state,
county or municipal facility or other government agency
and provided at no charge to the Member, but excluding
Medicare benefits and Medicaid benefits.

Benefit as used in this provision includes a payment or any
other benefit, including amounts received in settlement of a
claim for benefits.

Private duty nursing.

Non-medical, health care provider services, including, but not

limited to:

1. Telephone consultations, failure to keep a scheduled
visit, completion of forms, copying charges or other
administrative services provided by the health care
practitioner or the healthcare practitioner’s staff.

2. Administrative fees charged by a physician or medical
practice to a Member to retain the physician’s or medical
practices services, e.g., “concierge fees” or boutique medical
practice membership fees. Benefits under this Description
of Covered Services are available for Covered Services
rendered to the Member by a health care provider.

Educational therapies intended to improve

academic performance.

Vocational rehabilitation and employment counseling.

Benefits for routine eye examinations, frames and lenses or
contact lenses may be available through a rider purchased by
the Group and attached to the Evidence of Coverage.

Custodial, personal, or domiciliary care that is provided to meet
the activities of daily living, e.g., bathing, toileting and eating
(care which may be provided by persons without professional
medical skills or training).
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DD. Work hardening programs. Work hardening programs
are highly specialized rehabilitation programs designed to
simulate workplace activities and surroundings in a monitored
environment with the goal of conditioning the participant for a
return to work.

EE. Treatment of sexual dysfunctions or inadequacies including,
but not limited to, surgical implants for impotence, medical
therapy, and psychiatric treatment.

FF. Travel (except for Medically Necessary air transportation and
ground ambulance, as determined by CareFirst BlueChoice,
and CareFirst BlueChoice approved services listed in the
Transplants section of this Description of Covered Services).

GG. Durable Medical Equipment or Supplies associated or used in
conjunction with non-covered items or services.

HH. Services required solely for employment, insurance, foreign
travel, school, camp admissions or participation in sports
activities.

10.2  Infertility Services.

Coverage for Artificial Insemination (and intrauterine insemination)

does not include the following:

A. Any costs associated with freezing, storage or thawing of sperm
for future attempts or other use.

B. Any charges associated with donor sperm.

C. Infertility services that include the use of any surrogate or
gestational carrier service.

D. Infertility services when the infertility is a result of elective male
or female surgical sterilization procedures, with or without
reversal.

E. Infertility services for domestic partners or common law
spouses, except in those states that recognize those unions.

F.  All self-administered fertility drugs.

10.3  Organ and Tissue Transplants.

Benefits will not be provided for the following:

A.  Non-human organs and their implantation.

B. Any Hospital or professional charges related to any
accidental injury or medical condition for the donor of the
transplant material.

C. Any charges related to transportation, lodging, and meals
unless authorized or approved by CareFirst BlueChoice.

D. Services for a Member who is an organ donor when the
recipient is not a Member.

E. Benefits will not be provided for donor search services.

F.  Any service, supply or device related to a transplant that is not
listed as a benefit in this Description of Covered Services.

10.4  Inpatient Hospital Services.

Coverage is not provided for the following:

A. Private room, unless Medically Necessary and authorized or
approved by CareFirst BlueChoice. If a private room is not
authorized or approved, the difference between the charge for
the private room and the charge for a semiprivate room will not
be covered.

B. Non-medical items and convenience items, such as television,
phone rentals, guest trays and laundry charges.

C. Except for covered Emergency Services and Childbirth, a
Hospital admission or any portion of a Hospital admission that
had not been authorized or approved by CareFirst BlueChoice,
whether or not services are Medically Necessary and/or meet
all other conditions for coverage.

D. Private duty nursing.

10.5 Home Health Services.

Coverage is not provided for:

A. Private duty nursing.

B. Custodial Care.

C. Services in the Member's home if it is outside the Service Area.

10.6  Hospice Benefits.

Coverage is not provided for:

A. Services, visits, medical equipment or supplies that are

not included in the CareFirst BlueChoice-approved plan

of treatment.

Services in the Member's home if it is outside the Service Area.
Financial and legal counseling.

Any service for which a Qualified Hospice Care Program does
not customarily charge the patient or his or her family.
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E. Chemotherapy or radiation therapy, unless used for
symptom control.

F.  Services, visits, medical/surgical equipment or supplies;

including equipment and medication not required to maintain

the comfort and to manage the pain of the terminally

ill Member.

Reimbursement for volunteer services.

Custodial Care, domestic or housekeeping services.

Meals on Wheels or similar food service arrangements.

Rental or purchase of renal dialysis equipment and supplies.

Private duty nursing.

AT TIo

10.7  Outpatient Mental Health and Substance Abuse.

Coverage is not provided for:

A. Psychological testing, unless Medically Necessary, as
determined by CareFirst BlueChoice, and appropriate within
the scope of Covered Services.

B. Services solely on court order or as a condition of parole or
probation unless approved or authorized by the CareFirst
BlueChoice Medical Director.

C. Mental retardation, after diagnosis.

D. Psychoanalysis.

10.8  Inpatient Mental Health and Substance.

The following services are excluded:

A. Admissions as a result of a court order or as a condition of
parole or probation unless approved or authorized by the
CareFirst BlueChoice Medical Director.

B. Custodial Care.

C. Observation or isolation.

10.9  Emergency Services and Urgent Care.

Benefits will not be provided for:

A. Emergency care if the Member could have foreseen the need
for the care before it became urgent (for example, periodic
chemotherapy or dialysis treatment).

B. Medical services rendered outside of the Service Area which
could have been foreseen by the Member prior to departing
the Service Area.

C. Charges for emergency and Urgent Care services received from
a Non-Contracting Provider after the Member could reasonably
be expected to travel to the nearest Contracting Provider.

D. Charges for services when the claims filing and notice
procedures stated in Section 7 of this Description of Covered
Services have not been followed by the Member.

E. Except for Medically Necessary follow-up care after emergency
surgery, charges for follow-up care received in the emergency
or Urgent Care facility outside of the Service Area unless
CareFirst BlueChoice determines that the Member could
not reasonably be expected to return to the Service Area for
such care.

F.  Except for covered ambulance services, travel, including
travel required to return to the Service Area, whether or not
recommended by a Contracting Provider.

G. Treatment received in an emergency department to treat
a health care problem that does not meet the definition of
Emergency Services as defined in Section 7 of this Description
of Covered Services.

10.10 Medical Devices and Supplies.

Coverage is not provided for:

A. Convenience item. Any item that increases physical comfort or
convenience without serving a Medically Necessary purpose,
e.g. elevators, hoyer/stair lifts, ramps, shower/bath bench.

B. Furniture items. Movable articles or accessories which serve as
a place upon which to rest (people or things) or in which things
are placed or stored, e.g. chair or dresser.

C. Exercise equipment. Any device or object that serves as a
means for energetic physical action or exertion in order to
train, strengthen or condition all or part of the human body,
e.g. exercycle or other physical fitness equipment.

D. Institutional equipment. Any device or appliance that is
appropriate for use in a medical facility and is not appropriate
for use in the home, e.g. parallel bars.

E. Environmental control equipment. Any device such as air
conditioners, humidifiers, or electric air cleaners. These items
are not covered even though they may be prescribed, in the
individual's case, for a medical reason.
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Eyeglasses, contact lenses, dental prostheses or appliances,

or hearing aids. Benefits for eyeglasses and contact lenses
may be available through a rider purchased by the Group and
attached to the Evidence of Coverage.

Corrective shoes, unless they are an integral part of the lower
body brace, shoe lifts or special shoe accessories.

Medical equipment/supplies of an expendable nature, except
those specifically listed as a Covered Medical Supply in this
Description of Covered Services. Non-covered supplies include
incontinence pads or ace bandages.

Not all services and procedures are covered by your benefits
contract. This plan summary is for comparison purposes only and
does not create rights not given in the benefit plan.

Prescription Drug Exclusions
Benefits will not be provided under this rider for:

1.

2.

3.

11.
12.
13.

Any devices, appliances, supplies, and equipment except as

otherwise provided in the Evidence of Coverage.

Routine immunizations and boosters such as immunizations for

foreign travel, and for work or school related activities.

Prescription Drugs for cosmetic use.

Prescription Drugs administered by a physician or dispensed in

a physician’s office.

Drugs, drug therapies or devices that are considered

Experimental/Investigational by CareFirst BlueChoice.

Except for items included on the Preventive Drug List, Over-

the-Counter medications or supplies lawfully obtained without

a prescription such as those that are available in the identical

formulation, dosage, form, or strength of a Prescription Drug.

Vitamins, except CareFirst BlueChoice will provide a benefit for

Prescription Drug:

a. Prenatal vitamins.

b. Fluoride and fluoride containing vitamins.

c. Single entity vitamins, such as Rocaltrol and DHT.

d. Vitamins included on the Preventive Drug List.

Infertility drugs and agents for use in connection with infertility

services or treatments that are excluded from coverage under

the Evidence of Coverage to which this rider is attached.

Any portion of a Prescription Drug that exceeds:

a. athirty-four (34) day supply for Prescription Drugs; or,

b. aninety (90) day supply for Maintenance Drugs unless
authorized by CareFirst BlueChoice.

. Prescription Drugs that are administered or dispensed by a

health care facility for a Member who is a patient in the health
care facility. This exclusion does not apply to Prescription
Drugs that are dispensed by a Pharmacy on the health care
facility’s premises for a Member who is not a patient in the
health care facility.

Prescription Drugs for weight loss.

Biologicals and allergy extracts.

Blood and blood products. (May be covered under the medical
benefits in the Evidence of Coverage to which this rider

is attached.)

Not all services and procedures are covered by your benefits
contract. This plan summary is for comparison purposes only and
does not create rights not given through the benefit plan.

Medical Limitations and Exclusions—CareFirst
BlueCross BlueShield

10.1General Exclusions
Coverage is not provided for the following:

A

Any service, test, procedure, supply, or item which CareFirst
determines not necessary for the prevention, diagnosis

or treatment of the Member’s illness, injury, or condition.
Although a service may be listed as covered, benefits will be
provided only if it is Medically Necessary and appropriate in the
Member's particular case.

Any treatment, procedure, facility, equipment, drug, drug
usage, device, or supply which, in the judgment of CareFirst,

is Experimental/Investigational, or not in accordance with
accepted medical or psychiatric practices and standards in
effect at the time of treatment, except for covered benefits for
Clinical Trials.

The cost of services that are furnished without charge or

are normally furnished without charge if a Member was not
covered under the Evidence of Coverage or under any health
insurance, or any charge or any portion of a charge which by

law the provider is not permitted to bill or collect from the
Member directly.

Any service, supply, or procedure that is not specifically listed in
the Member's Evidence of Coverage as a covered benefit or that
does not meet all other conditions and criteria for coverage as
determined by CareFirst.

Services that are beyond the scope of the license of the
provider performing the service.

Routine foot care, including services related to hygiene or

any services in connection with corns, calluses, flat feet, fallen
arches, weak feet, chronic foot strain, symptomatic complaints
of the feet, or partial removal of a nail without the removal of
its matrix. However, benefits will be provided for these services
if CareFirst determines that medical attention was needed
because of a medical condition affecting the feet, such as
diabetes and, that all other conditions for coverage have been
met.

Any type of dental care (except treatment of accidental injuries,
oral surgery, and cleft lip, cleft palate, or ectodermal dysplasia,
as described in this Description of Covered Services) including
extractions, treatment of cavities, care of the gums or bones
supporting the teeth, treatment of periodontal abscess,
removal of impacted teeth, orthodontia, false teeth, or any
other dental services or supplies, unless provided in a separate
rider or amendment to this Evidence of Coverage. Benefits

for oral surgery are Section 2.21 in the Outpatient and Office
Services Section of this Description of Covered Services. All
other procedures involving the teeth or areas surrounding the
teeth, including shortening of the mandible or maxillae for
Cosmetic purposes or for correction of malocclusion unrelated
to a functional impairment are excluded.

Cosmetic surgery (except benefits for Reconstructive Breast
Surgery or reconstructive surgery) or other services primarily
intended to correct, change, or improve appearances.

Cosmetic means a service or supply which is provided with

the primary intent of improving appearances and not for the
purpose of restoring bodily function or correcting deformity
resulting from disease, trauma, or previous therapeutic
intervention as determined by CareFirst.

Treatment rendered by a Health Care Provider who is the
Member's Spouse, parent, child, grandparent, grandchild, sister,
brother, great grandparent, great grandchild, aunt, uncle, niece,
or nephew or resides in the Member's home.

Any prescription drugs, unless administered to the Member

in the course of covered outpatient or inpatient treatment

or unless the prescription drug is specifically identified as
covered. Take-home prescriptions or medications, including
self-administered injections which can be administered by

the patient or by an average individual who does not have
medical training, or medications which do not medically require
administration by or under the direction of a physician are not
covered, even though they may be dispensed or administered
in a physician or provider office or facility, unless the take-home
prescription or medication is specifically identified as covered.
Benefits for prescription drugs may be available through a rider
or amendment purchased by the Group and attached to the
Evidence of Coverage.

All non-prescription drugs, medications, biologicals, and Over-
the-Counter disposable supplies routinely obtained and self-
administered by the Member, except for the CareFirst benefits
described in this Evidence of Coverage and diabetic supplies.
Food and formula consumed as a sole source or supplemental
nutrition, except as listed as a Covered Service in this
Description of Covered Services.

Any procedure or treatment designed to alter an individual's
physical characteristics to those of the opposite sex.

Treatment of sexual dysfunctions or inadequacies including,
but not limited to, surgical implants for impotence, medical
therapy, and psychiatric treatment.

Fees and charges relating to fitness programs, weight loss or
weight control programs, physical, pulmonary conditioning
programs or other programs involving such aspects as
exercise, physical conditioning, use of passive or patient-
activated exercise equipment or facilities and self-care or
self-help training or education, except for diabetes outpatient
self-management training and educational services. Cardiac
rehabilitation programs are covered as described in this
Evidence of Coverage.
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Medical and surgical treatment for obesity and weight

reduction, except in the instance of Morbid Obesity.

Medical or surgical treatment of myopia or hyperopia, including

radial keratotomy and other forms of refractive keratoplasty or

any complications thereof. Benefits for vision may be available
through a rider or amendment purchased by the Group and
attached to the Evidence of Coverage.

Services solely based on a court order or as a condition of

parole or probation, unless approved by CareFirst.

Health education classes and self-help programs, other than

birthing classes or those for the treatment of diabetes.

Acupuncture services, except when approved or authorized by

CareFirst when used for anesthesia.

Any service related to recreational activities. This includes,

but is not limited to, sports, games, equestrian, and athletic

training. These services are not covered unless authorized or

approved by CareFirst even though they may have therapeutic
value or be provided by a Health Care Practitioner.

Any service received at no charge to the Member in any federal

hospital or facility, or through any federal, state, or local

governmental agency or department, not including Medicaid.

(This exclusion does not apply to care received in a Veteran’s

hospital or facility unless that care is rendered for a condition

that is a result of the Member’s military service.)

Private Duty Nursing.

Non-medical, provider services, including but not limited to:

1. Telephone consultations, failure to keep a scheduled
visit, completion of forms, copying charges, or other
administrative services provided by the Health Care
Practitioner or the Health Care Practitioner’s staff.

2. Administrative fees charged by a physician or medical
practice to a Member to retain the physician’s or medical
practices services, e.g., “concierge fees” or boutique medical
practice membership fees. Benefits under this Evidence of
Coverage are available for Covered Services rendered to the
Member by a Health Care Provider.

Speech Therapy, Occupational Therapy, or Physical Therapy,

unless CareFirst determines that the condition is subject

to improvement. Coverage does not include non-medical

Ancillary Services such as vocational rehabilitation, employment

counseling, or educational therapy.

Services or supplies for injuries or diseases related to a covered

person’s job to the extent the covered person is required to be

covered by a workers' compensation law.

Travel (except for Medically Necessary air transportation and

ground ambulance, as determined by CareFirst, and services

listed under the Section 2.14 Transplants Section of this

Description of Covered Services), whether or not recommended

by an Eligible Provider.

Services or supplies received from a dental or medical

department maintained by or on behalf of an employer, mutual

benefit association, labor union, trust, or similar persons

or groups.

Contraceptive drugs or devices, unless specifically identified

as covered in this Evidence of Coverage, or in a rider or

amendment to this Evidence of Coverage.

Any illness or injury caused by war (a conflict between nation

states), declared or undeclared, including armed aggression.

Services, drugs, or supplies the Member receives without

charge while in active military service.

Habilitative Services delivered through early intervention and

school services.

Custodial Care.

Coverage does not include non-medical Ancillary Services,

such as vocational rehabilitation, employment counseling, or

educational therapy.

Services or supplies received before the effective date of the

Member's coverage under this Evidence of Coverage.

Durable Medical Equipment or Supplies associated or used in

conjunction with non-covered items or services.

Services required solely for employment, insurance,

foreign travel, school, camp admissions or participation in

sports activities.

Work Hardening Programs. Work Hardening Program means

a highly specialized rehabilitation programs designed to

simulate workplace activities and surroundings in a monitored

environment with the goal of conditioning the participant for a

return to work.

10.2  Infertility Services .

Benefits will not be provided for any assisted reproductive
technologies including artificial insemination, as well as in vitro
fertilization, gamete intra-fallopian tube transfer, zygote intra-
fallopian transfer cryogenic preservation or storage of eggs and
embryo and related evaluative procedures, drugs, diagnostic
services and medical preparations related to the same.

10.3  Transplants

Benefits will not be provided for the following:

A.  Non-human organs and their implantation. This exclusion will
not be used to deny Medically Necessary non-Experimental/
Investigational skin grafts.

B. Any hospital or professional charges related to any
accidental injury or medical condition for the donor of the
transplant material.

C. Any charges related to transportation, lodging, and meals
unless authorized or approved by CareFirst.

D. Services for a Member who is an organ donor when the
recipient is not a Member.

E. Benefits will not be provided for donor search services.

F.  Any service, supply, or device related to a transplant that is not
listed as a benefit in the Description of Covered Services.

10.4  Inpatient Hospital Services

Coverage is not provided (or benefits are reduced, if applicable) for

the following:

A. Private room, unless Medically Necessary and authorized or
approved by CareFirst. If a private room is not authorized
or approved, the difference between the charge for the
private room and the charge for a semiprivate room will not
be covered.

B. Non-medical items and convenience items, such as television
and phone rentals, guest trays, and laundry charges.

C. Except for covered Emergency Services and Maternity Care,
a hospital admission or any portion of a hospital admission
(other than Medically Necessary Ancillary Services) that had
not been approved by CareFirst, whether or not services
are Medically Necessary and/or meet all other conditions
for coverage.

D. Private Duty Nursing.

10.5 Home Health Services
Coverage is not provided for:
A. Private Duty Nursing.

B. Custodial Care.

10.6  Hospice Services

Benefits will not be provided for the following:

A. Services, visits, medical equipment, or supplies not authorized
by CarefFirst.

Financial and legal counseling.

Any services for which a Qualified Hospice Program does not
customarily charge the patient or his or her family.
Reimbursement for volunteer services.

Chemotherapy or radiation therapy, unless used for
symptom control.

Services, visits, medical equipment, or supplies that are not
required to maintain the comfort and manage the pain of the
terminally ill Member.

G. Custodial Care, domestic, or housekeeping services.
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10.7  Medical Devices and Supplies

Benefits will not be provided for purchase, rental, or repair of

the following:

A. Convenience items. Equipment that basically serves comfort or
convenience functions or is primarily for the convenience of a
person caring for a Member (e.g., an exercycle or other physical
fitness equipment, elevators, hoyer lifts, shower/bath bench).

B. Furniture items, movable objects or accessories that serve as a
place upon which to rest (people or things) or in which things
are placed or stored (e.g., chair or dresser).

C. Exercise equipment. Any device or object that serves as a
means for energetic physical action or exertion in order to
train, strengthen or condition all or part of the human body,
(e.g., exercycle or other physical fitness equipment).

D. Institutional equipment. Any device or appliance that is
appropriate for use in a medical facility and is not appropriate
for use in the home (e.g., parallel bars).
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E. Environmental control equipment. Equipment that can be used
for non-medical purposes, such as air conditioners, humidifiers,
or electric air cleaners. These items are not covered even
though they may be prescribed, in the individual's case, for a
medical reason.

F. Eyeglasses or contact lenses (except when used as a prosthetic
lens replacement for aphakic patients as in this Evidence
of Coverage), dental prostheses or appliances (except for
Medically Necessary treatment of Temporomandibular Joint
Syndrome (TM))).

G. Corrective shoes (unless required to be attached to a leg brace),
shoe lifts, or special shoe accessories.

H. Medical equipment/supplies of an expendable nature,
except as specifically listed as a Covered Medical Supply in
this Evidence of Coverage. Non-covered supplies include
incontinence pads or ace bandages.

Not all services and procedures are covered by your benefits

contract. This plan summary is for comparison purposes only and

does not create rights not given in the benefit plan.

Prescription Drug Exclusions
Benefits will not be provided under this rider for:

1.

2.

3.
4,

10.

11.
12.
13.

Any devices, appliances, supplies, and equipment except as

otherwise provided in Evidence of Coverage.

Routine immunizations and boosters such as immunizations for

foreign travel, and for work or school related activities.

Prescription Drugs for cosmetic use.

Prescription Drugs administered by a physician or dispensed in

a physician’s office.

Drugs, drug therapies or devices that are considered

Experimental/Investigational by CareFirst.

Except for items included on the Preventive Drug List, Over-

the-Counter medications or supplies lawfully obtained without

a prescription such as those that are available in the identical

formulation, dosage, form, or strength of a Prescription Drug.

Vitamins, except CareFirst will provide a benefit for

Prescription Drug:

a. Prenatal vitamins.

b. Fluoride and fluoride containing vitamins.

c. Single entity vitamins, such as Rocaltrol and DHT.

d. Vitamins included on the Preventive Drug List.

Infertility drugs and agents for use in connection with infertility

services or treatments that are excluded from coverage under

the Evidence of Coverage to which this rider is attached.

Any portion of a Prescription Drug that exceeds:

a. athirty-four (34) day supply for Prescription Drugs; or,

b. aninety (90) day supply for Maintenance Drugs unless
authorized by CareFirst.

Prescription Drugs that are administered or dispensed by a

health care facility for a Member who is a patient in the health

care facility. This exclusion does not apply to Prescription

Drugs that are dispensed by a Pharmacy on the health care

facility’s premises for a Member who is not a patient in the

health care facility.

Prescription Drugs for weight loss.

Biologicals and allergy extracts.

Blood and blood products. (May be covered under the medical

benefits in the Evidence of Coverage to which this rider

is attached.)

Not all services and procedures are covered by your benefits
contract. This list is a summary and is not intended to itemize every
procedure not covered by CareFirst BlueCross BlueShield. This plan
summary is for comparison purposes only and does not create
rights not given through the benefit plan.
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Specialty Pharmacy Coordination Program

Helping your employees manage
costly, complex health conditions

Specialty drugs are one of the most rapidly growing
costs in health care. Members taking these drugs
generally require high-touch services and on-going
clinical support to help manage their condition.

The program addresses the unique clinical
needs for the following conditions: crohn’s
disease, cystic fibrosis, hemophilia,
hereditary angioedema, multiple sclerosis,
oncology, rheumatoid arthritis, ulcerative
colitis, and selected IVIG conditions.

The CareFirst* Specialty Pharmacy Coordination
Program offers the best arrangement for specialty
drug management by coordinating member

care and needs as part of a comprehensive plan
monitored closely by qualified professionals.

Better outcomes, both financially and clinically, are
derived from the avoidance of costly breakdowns
such as relapses and hospital admissions. Selecting
the right pharmacy within a network is an important
way to avoid these breakdowns and improve
consistency of patient care. CareFirst selected

CVS Pharmacy as its Exclusive Specialty Pharmacy
Network. Members can get a one-month supply

of their specialty medication delivered right to

their home or to a CVS Pharmacy retail location for
pick up.

To help members achieve the best possible
outcomes, the following services are available:

One-on-one support from a registered nurse
specializing in their specific condition
Comprehensive assessment at program
initiation

Dedicated clinical team that coordinates care
with their doctor

Drug interaction review

Drug and condition-specific education and
counseling on medication adherence, side
effects and safety

Refill reminders

24-hour pharmacist assistance

* CareFirst refers to CareFirst BlueCross BlueShield and CareFirst BlueChoice, Inc. collectively.
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Ways to Save with Generic Drugs

Take control & save on your drug costs

You can save money on prescription drugs by switching to generics. Generic drugs are proven

to be just as safe and effective as their brand-name counterparts. The difference? Name

and price.

What are generics?

Generics work the same as brand-name
drugs, but cost much less.

Save by using generic drugs

A generic drug is essentially a copy of a
brand-name drug. It contains the same active
ingredients and is identical in dosage, safety,
strength, how it's taken, quality, performance
and intended use.

Generic drugs are approved by the U.S. Food
and Drug Administration (FDA).

Generic drugs are manufactured in facilities
that are required to meet the same FDA
standards of good manufacturing practices as
brand-name products.’

Generic drugs are less expensive than
brand-name medications.

A study by the FDA concluded that consumers
who are able to replace all their branded
prescriptions with generics can save up to
52% on their daily drug costs.?

FDA-approved generic drugs account
for 90% of the prescriptions dispensed
in the U.S. Having more generic drugs
available reduces health care costs
which increases access to medications
and helps prevent shortages.

Here’s an example of how much you could save by switching to a generic alternative.

Brand name Generic name

Average monthly

cost* of brand

Monthly savings if
using generic

Average monthly
cost* of generic

Ambien (10mg) Zolpidem Tartrate $474 $1 $473
Coumadin (2mg) | Warfarin Sodium $169 $8 $161
Singulair (10mg) Montelukast Sodium $200 $6 $194

* Costs based on CareFirst BlueCross BlueShield November 2018-April 2019 claims at CVS pharmacies and rounded to the

nearest dollar.

' FDA, Safety, Efficacy, and Quality Remain Top Priorities as We Continue Our Work to Expand Access to Cost-Saving Generic Drugs for the

American Public, https://www.fda.gov/news-events/fda-voices-perspectives-fda-leadership-and-experts/safety-efficacy-and-quality-remain-

top-priorities-we-continue-our-work-expand-access-cost-saving, accessed September 16, 2019.
2 FDA, Savings from Generic Drugs Purchased at Retail Pharmacies, https://www.fda.gov/drugs/resourcesforyou/ucm134205.htm, accessed

September 16, 2019.
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Ways to Save with Generic Drugs

»

How do | switch to a generic drug?

You can ask your doctor or pharmacist if any of the
prescription medications you are currently taking
can be filled with a generic alternative. To find out
if there are lower cost drugs available, including

generics, which can be used to treat your condition:

Visit the Drug Search section on
carefirst.com/rxgroup and review the
Preferred Drug List for your formulary.

Print the list and take it with you to

your doctor.

Ask your doctor if a generic drug could work
for you.
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How we help you save

To help you get the most savings, our
pharmacy benefit manager, CVS Caremark*
notifies members by mail about opportunities
to save with generic drugs.

If you fill a prescription for a non-
preferred brand drug you will receive a
personalized letter from CVS Caremark
with available lower-cost generic
alternative options plus steps for
changing to a generic alternative.

Plus, a letter will be enclosed that

you can take to your doctor on your
next visit.

*CVS Caremark is an independent company that provides
pharmacy benefit management services.
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Maintenance Choice® Program

Options and savings when filling your maintenance medications

Maintenance medications are used to treat chronic, long-term conditions, such as high blood pressure or
diabetes, and are taken on a regular, recurring basis. Our Voluntary Maintenance Choice Program allows you
to fill your three-month supply of maintenance medications for only two copays.

There are two ways you can fill your three-month supply of maintenance medications:

With CVS Caremark Mail Service, At a CVS Pharmacy retail location,
you can: you can:
Enjoy convenient home delivery service Access the entire network of CVS pharmacies
Refill your prescriptions online, by phone Pick up your medications at a time
or email convenient to you
Check account balances and make payments Enjoy same-day prescription availability
through an automated phone system Talk with a pharmacist face-to-face

Receive email or text notifications of
order status

Access a pharmacist by phone 24 hours a day

A three-month supply will only be covered through CVS Caremark Mail Service or a CVS Pharmacy retail
location. Whether you choose to fill at either option you will only pay the equivalent of two copays for a
three-month supply of maintenance medications.

You may also fill a one-month supply of maintenance mediations at any retail pharmacy; however, you will
pay the applicable copay for each fill. Therefore, a three-month supply will cost you three copays rather than
two copays.

If you would like... Then...

To register for CVS Mail Service Choose the option that works best for you:

= Online: Go to carefirst.com/myaccount to login or register for My Account.
Under the Coverage tab, select Drug and Pharmacy Resources and select
Request a New Mail Order Prescription.

= By phone: Call CareFirst Pharmacy Services at 800-241-3371 and our
Customer Care representatives can walk you through the process.

To find a CVS Pharmacy retail Go to carefirst.com/myaccount to login or register for My Account. Click
location Drug and Pharmacy Resources and select Find a Pharmacy to find a location
convenient for you.

For more information, call CareFirst Pharmacy Services at 800-241-3371.
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Mail Service Pharmacy

Reliable. Fast. Convenient.,

Take advantage of CVS Caremark Mail Service Pharmacy, a fast and accurate home delivery
service that offers a way for you to save both time and money on your long-term (maintenance)
prescriptions.*

As a CareFirst BlueCross BlueShield or CareFirst

BlueChoice, Inc. (CareFirst) member, once you It's easy to register for mail service

register for Mail Service Pharmacy you'll be able to: i
Choose one of the following three ways:

Refill prescriptions online, by phone or

. Online
by email )
. ] Go to carefirst.com/myaccount
Schedule automatic refills and log in. Under the Coverage tab,
Choose your delivery location select Drug and Pharmacy Resources,
Consult a pharmacist by phone 24/7 and select Request a New Mail Order

Prescription. Once you've entered
your prescription information, we will
contact your doctor to request up to
a 90-day supply of your medication.

Receive email notification of order status

Choose from multiple payment options

By phone

Call the toll-free phone number on
the back of your member ID card.
Our Customer Care representatives
can walk you through the process.

By mail

If you already have your prescription,
you can send it to us with a completed
Mail Service Pharmacy Order Form.

Log in to My Account and select the
Coverage tab, then choose Drug and
Pharmacy Resources. Scroll to the
bottom of the page and click on My
Drug Forms. Mailing instructions are
included on the form.

©

* Maintenance medications are used to treat chronic, long-term conditions, such as high blood pressure or diabetes,
and are taken on a regular, recurring basis.
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BlueDental Plus

Includes access to a national provider network

CareFirst BlueCross BlueShield (CareFirst) offers BlueDental Plus coverage, which allows you

the freedom to see any dentist you choose.

Our plusses

Most plans cover 100% of preventive and
diagnostic services

No claim forms or paperwork to fill out when
a member sees a participating dentist

We coordinate benefits for members with
dental coverage from another carrier

More than 123,000 participating dentists and
specialists across the United States.

Our plans

With BlueDental Plus, you'll save the most money
by seeing a participating provider.

What's a participating provider?

It's a dentist or specialist who is in our network and
accepts our reduced negotiated fees as payment in
full. This means no balance for you to pay, keeping
your out-of-pocket costs low.

Option 1—By choosing a dentist in the
Preferred Provider Network, you pay the
lowest out-of-pocket costs. These dentists
accept CareFirst's allowed benefit as payment
in full. You're only responsible for deductibles
and coinsurance. And for your convenience,
your provider is reimbursed directly.

Option 2—By choosing a dentist who
participates with CareFirst, but not through
the Preferred Provider Network, you'll pay
slightly higher out-of-pocket costs. Similar
to Option 1, there is no balance to pay.
You're still responsible for deductibles and
coinsurance, and have the convenience of
your provider being reimbursed directly.

Can | see a non-participating provider?

Of course. But your out-of- pocket expenses will
be highest with providers outside our network.
You may have to pay the difference between
the dentist's fee and what your plan allows for
those services.

Where can | find a dentist?
Visit carefirst.com/doctor and select BlueDental to
view in-network providers.

When do | get my ID card?

Member ID cards are mailed to your home after
enrollment. You can also access your ID card—
along with other claims and benefit information—
at My Account or on the CareFirst mobile app. Visit
carefirst.com/myaccount to register.

Who can | call with questions about my
dental plan?

Call Dental Customer Service toll free at
866-891-2802 between 8 a.m. and 6 p.m. ET,
Monday-Friday.

Common dental insurance terms

Deductible: The amount you are responsible
for before CareFirst pays for dental services.

Family deductible: A deductible that is
satisfied by the combined expenses of all
covered family members. For example, a
plan with a $25 deductible may be limited
to a maximum of three deductibles ($75
per family) regardless of the number of
family members.

Coinsurance: Your share of the dentist's fee
after CareFirst has paid its share.

Annual maximum: The yearly
reimbursement level for an individual/family
set by your CareFirst dental plan.
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BlueDental Plus

Summary of Benefits
[Services | InnetworkYouPay | Out-of-network You Pay |

DEDUCTIBLE APPLIES TO ALL BASIC AND MAJOR SERVICES* $50 Individual/ $50 Individual/
$150 Family $150 Family
ANNUAL MAXIMUM APPLIES TO ALL BASIC AND MAJOR SERVICES* Plan pays $2,000 combined maximum

PREVENTIVE AND DIAGNOSTIC SERVICES
= Oral Exams (two per benefit period) = Fluoride treatments (two per

= Prophylaxis (two cleanings per benefit period per member, until
benefit period) the end of the year the member
= Bitewing X-rays reaches the age 19)
= Full mouth X-ray or panograph and = Sealants on permanent molars )
bitewing X-ray c):)me?natign apnd (once per tocF))th per 36 months per No charge 20% of Allowed Benefit
one cephalometric X-ray (once per member, until the end of the year
36 months) the member reaches the age 19)
= Palliative emergency treatment = Space maintainers (once per 60
months)
BASIC SERVICES AND MAJOR SERVICES—SURGICAL
= Direct placement fillings using = Periodontal scaling and root
approved materials (one filling per planing (once per 24 months, one
surface per 12 months) full mouth treatment)
= Endodontics (treatment as required = General anesthesia rendered for a
involving the root and pulp of the covered dental service 20% of Allowed Benefit | 40% of Allowed Benefit
tooth, such as root canal therapy) = Oral surgery (surgical extractions, after deductible’ after deductible’
= Surgical periodontic services treatment for cysts, tumor and
including osseous surgery, abscesses, apicoectomy and
mucogingival surgery and occlusal hemi-section)
adjustments (once per 60 months) = Simple extractions
MAJOR SERVICES—RESTORATIVE
= Full and/or partial dentures = Recementation of crowns,
(once per 60 months) inlays and/or bridges (once per
= Fixed bridges, crowns, inlays and 12 months)
onlays (once per 60 months) = Repair of prosthetic appliances as
= Denture adjustments and relining required (once in any 12 month 20% of Allowed Benefit | 40% of Allowed Benefit
(limits apply for regular and period per specific area of after deductible’ after deductible’
immediate dentures) appliance)

= Dental implants, subject to
medical necessity review (once per
60 months)

ORTHODONTIC SERVICES

= Benefits for orthodontic services are available for covered members who
meet treatment criteria.

ORTHODONTIC LIFETIME MAXIMUM Plan pays $1,000 combined maximum

50% of Allowed Benefit' | 50% of Allowed Benefit!

' CareFirst payments are based on the CareFirst Allowed Benefit. Participating and Preferred Dentists accept 100% of the CareFirst Allowed
Benefit as payment in full for covered services. Non-participating dentists may bill the member for the difference between the Allowed Benefit
and their charges.

* Deductible and Annual Maximum Combined In-network/Out-of-network.

Summary of Exclusions: Not all services and procedures are covered by your benefits contract. This plan summary is for comparison purposes
only and does not create rights not given through the benefit plan.

VA Benefits issued under policy form numbers: Group Hospitalization and Medical Services, Inc.: VA/GHMSI/BLUEDENTAL EOC (1/15);
VA/GHMSI/BLUEDENTAL DOCS (1/15); VA/GHMSI/BLUEDENTAL SOB (1/15); VA/CF/GC (R.1/13); VA/CF/ELIG (R.1/12) and any amendments.

For more information visit carefirst.com/acps

CST3264-1P (4/18) m VA Group m Plan 6
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BlueDental Plus

Section 3—Limitations and Exclusions
(in addition to those found in the Evidence of Coverage)

3.1
A

mm

Limitations.

Covered Dental Services must be performed by or under the
supervision of a Dentist, within the scope of practice for which
licensure or certification has been obtained.

Benefits will be limited to standard procedures and will not

be provided for personalized restorations or specialized
techniques in the construction of dentures or bridges, including
precision attachments and custom denture teeth.

If a Member switches from one Dentist to another during

a course of treatment, or if more than one Dentist renders
services for one dental procedure, CareFirst shall pay as if only
one Dentist rendered the service.

CareFirst will reimburse only after all dental procedures for the
condition being treated have been completed (this provision
does not apply to orthodontic services).

In the event there are alternative dental procedures that meet
generally accepted standards of professional dental care for

a Member's condition, benefits will be based upon the lowest
cost alternative.

Exclusions. Benefits will not be provided for:

Replacement of a denture, bridge, or crown as a result of loss

or theft.

Replacement of an existing denture, bridge, or crown that is

determined by CareFirst to be satisfactory or repairable.

Replacement of dentures, bridges, or crowns within 60 months

from the date of placement or replacement for which benefits

were paid in whole or in part under the terms of the Evidence
of Coverage.

Treatment or services for temporomandibular joint

disorders including but not limited to radiographs and/or

tomographic surveys.

Gold foil fillings.

Dental services in connection with birth defects or mainly for

Cosmetic reasons; with the following exceptions:

1. Benefits will be provided for dental services received by
the Member due to trauma to whole Sound Natural Teeth
when the dental services are received after the Effective
Date of coverage under the Evidence of Coverage only if the
Member's medical benefit plan does not provide benefits
for such dental services and written proof of denial of a
claim for such benefits is submitted to CareFirst, and

2. Benefits will be provided for dental services in connection
with birth defects, including cleft lip or cleft palate or both,
only if the Member's medical benefit plan does not provide
benefits for such dental services and written proof of denial
of a claim for such benefits is submitted to CareFirst.

<r
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Periodontal appliances.

Prescription drugs, including, but not limited to antibiotics
administered by the Member, inhalation of nitrous oxide,
injected or applied medications that are not part of the

dental service being rendered, and localized delivery of
chemotherapeutic agents for the treatment of a medical
condition, unless specifically listed as a Covered Dental Service
in the Description of Covered Services.

Splinting.

Nightguards, occlusal guards, or other oral orthotic appliances.
Bacteriologic studies, histopathologic exams, accession of
tissue, caries susceptibility tests, diagnostic radiographs, and
other pathology procedures, unless specifically listed as a
Covered Dental Service in the Description of Covered Services.
Intentional tooth reimplantation or transplantation.

Interim prosthetic devices, fixed or removable and not

part of a permanent or restorative prosthetic service, and
tissue conditioning.

Additional fees charged for visits by a Dentist to the Member’s
home, to a hospital, to a nursing home, or for office visits after
the Dentist’s standard office hours. CareFirst shall provide the
benefits for the dental service as if the visit was rendered in the
Dentist's office during normal office hours.

Transseptal fiberotomy or vestibuloplasty.

Orthognathic Surgery or other oral Surgery covered under the
Member's medical benefit plan.

The repair or replacement of any orthodontic appliance.

Any orthodontic services after the last day of the month in
which covered services ended except as specifically described
in the Description of Covered Services and the Evidence

of Coverage.

Services or supplies that are not Medically Necessary.

Services not specifically listed in the Description of

Covered Services as a Covered Dental Service, even if
Medically Necessary.

Services or supplies that are related to an excluded service
(even if those services or supplies would otherwise be

covered services).

Separate billings for dental care services or supplies furnished
by an employee of a Dentist which are normally included in the
Dentist's charges and billed for by them.

Telephone consultations, failure to keep a scheduled visit,
completion of forms, or administrative services.

Services or supplies that are Experimental or Investigational in
nature.

Services, appliances, or supplies related to orthodontic
treatment (optional).

Class I, Class IV and Class V services incurred during a
Member's Benefit Waiting Period (optional).
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How Orthodontic Benefits are Paid

The standard CareFirst orthodontia benefit, if included in the dental plan, covers orthodontic
service until the end of the month in which a member reaches age 19, regardless of any
treatment that may be in progress. Some plans do not cover orthodontic treatment at all.
Your orthodontist will work with you to determine what treatment works best for you and
your family.

CareFirst does NOT reduce the lifetime maximum
because of a previous dental carrier's payment
to the service.

On the following pages are examples of how
orthodontic benefits are paid based on different
circumstances. These scenarios assume a
Traditional Dental product with a lifetime
maximum benefit of $1,200 and a $3,000 allowed
benefit for orthodontic treatment. If the member
is receiving treatment from a participating
orthodontist, the member and the plan will each
pay 50 percent coinsurance of the allowed benefit,
with the plan paying up to the orthodontic lifetime
maximum benefit amount of $1,200. The member
is responsible for the difference between the
lifetime maximum and the allowed benefit.
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How Orthodontic Benefits are Paid

Scenario 1—New orthodontia treatment

The benefit for orthodontic treatment is provided
in quarterly installments, and is determined on the
anticipated length of treatment, as specified by the
orthodontist. Orthodontists will submit one claim

quarterly. Members seeking treatment from a
participating orthodontist are responsible for

the coinsurance percentage associated with the
treatment; the amount of member liability should

for the entire orthodontic course of treatment.
Twenty-five percent of the member’s lifetime
maximum for orthodontic services will be paid
upon the initial placement of the bands.

Payments of the remaining allowance will be
divided into equal monthly amounts and paid

Example #1—Participating orthodontist

not exceed the CareFirst allowed benefit. The
allowance for the comprehensive treatment will be
determined at the time the appliance (e.g. braces,
retainer, headgear, etc.) is placed; any increase

in allowances that may occur during the course

of treatment will not apply to orthodontic cases

in progress.

The orthodontic treatment plan costs $5,000 for 24 months.

CareFirst's initial payment $300 25% of the member’s orthodontic lifetime
maximum, $1,200.

CareFirst is responsible for the remaining $900 7 quarterly increments of $117.39

payment ($900 + 23 months x 3 = $117.39) plus final
payment of $78.27 in the 8th quarter.

CareFirst allowed benefit $3,000

The member will be liable for $1,800 | $3,000 allowed benefit - $1,200 = $1,800

Example #2—Non-participating orthodontist

The orthodontic treatment plan costs $5,000 for 24 months.

CarefFirst's initial payment $300 25% of the member’s orthodontic lifetime
maximum, $1,200.

CareFirst is responsible for the remaining $900 7 quarterly increments of $117.39

payment ($900 + 23 months x 3 = $117.39) plus final
payment of $78.27 in the 8th quarter.

The member will be liable for any charges in $3,800 $5,000 - $1,200 = $3,800

excess of the CareFirst payment
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How Orthodontic Benefits are Paid

Scenario 2—CareFirst coverage becomes effective after the start of an ongoing
orthodontic treatment plan

Members enrolled after the placement of the orthodontic claim if the banding date is before
appliance (e.g. braces, retainer, headgear, etc.) the members' effective date. Providers will submit
are eligible to receive orthodontia benefits for the total charges, banding date and number

the treatment in progress. CareFirst will consider of treatment months for the treatment to be

a benefit based on the cost of the remainder rendered. The prorated payments will be different
of the treatment plan. CareFirst will prorate an dependent upon the length of treatment.

Example #1 — 36 month treatment plan, participating orthodontist

The orthodontic treatment plan costs $5,000 for 36 months and the member had 20 months in treatment
prior to CareFirst coverage effective date.

Monthly treatment plan cost $138.89 $5,000 + 36 months = $138.89
Total amount CareFirst will not cover for | $2,777.80 | $138.89 x 20 months = $2,777.80
benefit

New total charge for benefit and what $2,222.20 | $5,000 - 2,777.80 = $2,222.20

CareFirst and the member will pay over
pay $2,222.20 is less than the allowed benefit of $3,000; therefore,
the next 16 months - -
CareFirst and the member share the total cost over the remaining
16 months of covered treatment (36 total months of treatment
minus 20 months of coverage already received before CareFirst
coverage effective date).

Total member is responsible for $1,111.10 | Member is responsible for 50 percent coinsurance ($2,222.20 x
50% =$1,111.10)

Total amount CareFirst is responsible for | $1,111.10 | Since the coinsurance is lower than the orthodontic lifetime
maximum of $1,200, CareFirst will pay the remaining balance, after
the member pays 50 percent coinsurance. CareFirst will make an
initial payment of $69.44 ($1,111.10 + 16 months = $69.44) and
then 4 quarterly payments of $208.32, plus a final payment of
$208.38.

Example #2 — 24 month treatment plan, participating orthodontist

The orthodontic treatment plan costs $5,000 for 24 months and the member had 20 months in treatment
prior to CareFirst coverage effective date.

Monthly treatment plan cost $208.33 $5,000 + 24 months = $208.33
Total amount CareFirst will not cover for | $4,166.60 | $208.33 x 20 months = $4,166.60
benefit

New total charge for benefit and what $833.40 $5,000 - 4,166.60 = $833.40

CareFirst and the member will pay over
pay $833.40 is less than the allowed benefit of $3,000; therefore,
the next 16 months )

CareFirst and the member share the total cost over the next 4
months of covered treatment (24 total months of treatment minus
20 months of coverage already received before CareFirst coverage
effective date).

Total member is responsible for $416.70 Member is responsible for 50 percent
coinsurance ($833.40 x 50% = $416.70)

Total amount CareFirst is responsible for | $416.70 Since the coinsurance is lower than the orthodontic lifetime
maximum of $1,200, CareFirst will pay the remaining balance, after
the member pays 50 percent coinsurance.

CareFirst will make an initial payment of $104.18 ($416.70 + 4
months = $104.18) and then one quarterly payment of $312.52.

This information applies to most standard insured Traditional Dental plans.
This information does not apply to Affordable Care Act (ACA) plans.
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How Orthodontic Benefits are Paid

Virginia—Limitations and Exclusions
GHMSI Traditional Dental Group Contact

(in addition to those found in the Evidence of Coverage)

1.1 Limitations.

A.

Covered Dental Services must be performed by or under the supervision
of a Dentist, within the scope of practice for which licensure or certification
has been obtained

. Benefits will be limited to standard procedures and will not be provided

for personalized restorations or specialized techniques in the construction
of dentures or bridges, including precision attachments and custom
denture teeth

. If a Member switches from one Dentist to another during a course of

treatment, or if more than one Dentist renders services for one dental
procedure, CareFirst shall pay as if only one Dentist rendered the service

. CareFirst will reimburse only after all dental procedures for the condition

being treated have been completed (this provision does not apply to
Orthodontic Services) (optional)

. Inthe event there are alternative dental procedures that meet generally

accepted standards of professional dental care for a Member’s condition,
benefits will be based upon the lowest cost alternative

1.2 Exclusions. Benefits will not be provided for:

A
B.

C.

-

Replacement of a denture, bridge, or crown as a result of loss or theft
Replacement of an existing denture, bridge, or crown that is determined by
CarefFirst to be satisfactory or repairable

Replacement of dentures, bridges, or crowns within 60 months from the
date of placement or replacement for which benefits were paid in whole or
in part under the terms of the Contract

. Treatment or services for temporomandibular joint disorders including but

not limited to radiographs and/or tomographic surveys

. Gold foil fillings
. Dental services in connection with birth defects or mainly for Cosmetic

reasons; with the following exceptions:

1. Benefits will be provided for dental services received by the Member
due to trauma to whole Sound Natural Teeth only if the Member’s
medical benefit plan does not provide benefits for such dental services
and written proof of denial of a claim for such benefits is submitted to
CareFirst, and

Benefits will be provided for dental services in connection with birth
defects, including cleft lip or cleft palate or both, only if the Member's
medical benefit plan does not provide benefits for such dental services
and written proof of denial of a claim for such benefits is submitted

to CareFirst

N

. Periodontal appliances
. Prescription drugs, including, but not limited to antibiotics administered by

the Member, inhalation of nitrous oxide, injected or applied medications
that are not part of the dental service being rendered, and localized delivery
of chemotherapeutic agents for the treatment of a medical condition, unless
specifically listed as a covered service

in the Contract

Splinting

Nightguards, occlusal guards, or other oral orthotic appliances

. Bacteriologic studies, histopathologic exams, accession of tissue, caries

susceptibility tests, diagnostic radiographs, and other pathology procedures,
unless specifically listed as a covered service in the Contract

Intentional tooth reimplantation or transplantation

. Interim prosthetic devices, fixed or removable and not part of a permanent

or restorative prosthetic service, and tissue conditioning

(CST4498-1P (3/19)

. Additional fees charged for visits by a Dentist to the Member’s home, to a

hospital, to a nursing home, or for office visits after the Dentist's standard
office hours. CareFirst shall provide the benefits for the dental service as if
the visit was rendered in the Dentist's office during normal office hours

0. Transseptal fiberotomy or vestibuloplasty

o

o

. Orthognathic Surgery or other oral Surgery covered under the Member’s

medical benefit plan

. The repair or replacement of any orthodontic appliance
. Any orthodontic services after the last day of the month in which covered

services ended except as specifically described in the Evidence of Coverage

. Services or supplies that are not Medically Necessary
. Services not specifically shown in the Contract as a Covered Dental Service,

even if Medically Necessary

. Services or supplies that are related to an excluded service (even if those

services or supplies would otherwise be covered services)

. Separate billings for dental care services or supplies furnished by an

employee of a Dentist which are normally included in the Dentist's charges
and billed for by them

. Telephone consultations, failure to keep a scheduled visit, completion of

forms, or administrative services

. Services or supplies that are Experimental or Investigational in nature

Benefits issued under policy form numbers:

1) Dental Freestanding/Non-Rider contract policy form numbers—Group
Regional Traditional Dental:

Group Hospitalization and Medical Services, Inc.

(DC jurisdiction): DC/CF/GC (R. 1/13), DC/CF/EOC/D-V

(1/12),-DC/ CF/DO-DOCS (R. 10/11), DC/CF/DO-SOB

(R.

1/04), DC/CF/ELIG (9/04) and any amendments.

CareFirst of Maryland, Inc. (MD Groups in CFMI Service Area): CFMI/51+/GC (R.
1/13) « CFMI/EOC/D-V (R. 10/11) « CFMI/DENTAL DOCS (R. 9/11) « CFMI/DENTAL
SOB (7/09) * CFMI/ELIG/D-V (7/09) and any amendments.

Group Hospitalization and Medical Services, Inc. (MD Groups in GHMSI Service
Area): MD/CF/GC (R. 1/13) * MD/CF/EOC/D-V (R. 10/11) » MD/CF/DENTAL DOCS

(R.

9/11) « MD/CF/DO-SOB (7/03) » MD/CF/ELIG (R. 1/08) and any amendments.

Group Hospitalization and Medical Services, Inc. (Virginia): VA/CF/GC (R. 1/13) «
VA/CF/EOC D-V (1/12) « VA/DN-DOCS (R. 10/11) « VA/CF/DO-SOB (R. 1/04) « VA/
CF/ELIG (1/12); and any amendments.

2) Dental Rider policy form numbers—Group Regional Traditional Dental:

CareFirst of Maryland, Inc. Dental Rider (MD Groups in CFMI Service Area):
CFMI/51+/DENTAL RIDER (4/09);

Group Hospitalization and Medical Services, Inc. Dental Riders: MD/CF/DENTAL
RIDER (R. 4/08); DC/CF/DENTAL RIDER (R. 6/09);

VA/CF/DN RDR (R. 6/09).

CareFirst BlueChoice, Inc. Dental Riders: MD/BC/DENTAL RIDER

(R.

4/08); DC/BC/DENTAL RIDER (R. 6/09); VA/BC/DN RDR (R. 6/09).
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My Account

It's easy to manage your health care with My Account

As a CareFirst BlueCross o e e o

BlueShield (CareFirst) member,
your personalized benefit
information is available 24/7.

HOME  COVERAGE  CLAIMS  DOCTORS

22 vew7akns v

Register for My Account for r
secure online access to your
coverage details, ID card My Policies

and more. Plus, you'll also
be able to quickly locate in-

. - Plan Summa
network providers and facilities N

B} HealthyBlue HMO

nationwide.
Membser [0 Effecitve Date
. 123456789 Jan1, 2007
Go to carefirst.com/myaccount
i PCP Ca-Pay Spedalist Ca-Pay
to register. s0® s30°

My Account at a glance

© Home (4]

= Quickly view plan information including effective
date, copays, deductible, out-of-pocket status
and recent claims activity
= Manage your personal profile details @
including password, username and email, or
choose to receive materials electronically
= Send a secure message via the Message Center &
= Check Alerts 4 for important notifications 9

© Coverage
= Access your plan information—plus, see who
is covered
= Update your other health insurance information,
if applicable e
= View, order or print member ID cards
= Review the status of your health expense
account (HSA or FSA)'!
= Order and refill prescriptions e
= View prescription drug claims

€ Claims

= Check your claims activity, status and history

= Review your Explanation of Benefits (EOBs)

= Track your remaining deductible and e
out-of-pocket total

= Submit out-of-network claims

= Review your year-end claims summary

' Only if offered by your plan.
2 Only available when using a computer.

O 0 0 0 @ Amy Smith v

MYHEMTH  DOCUMENT  TOOLS  HELP

all AT&T & 10:25 AM 3 92% ()

Carehitst 2 ©

HOME

MEDICAL DRUG DENTAL COVERAGE

1
(2,
(37 cums
(4
©

Your PCP

PCP nal assigned.

Group &
ARAR &
Urgent Care Co-Pay
S50
m DOCUMENT

TOOLS

DOCTORS

MY HEALTH

HELP
Doctors
= Find in-network providers and facilities
nationwide, including specialists, urgent care
centers and labs
= Select or change your primary care provider
(PCP)
= Locate nearby pharmacies

My Health

= Access health and wellness discounts
through Blue365

= Learn about your wellness program options'

= Track your Blue Rewards progress'

Documents

= Look up plan forms and documentation?

= Download Vitality, your annual member
resource guide

Tools

= Access the Treatment Cost Estimator to calculate
costs for services and procedures?

= Use the drug pricing tool to determine
prescription costs

Help

= Find answers to many frequently asked
questions

= Send a secure message or locate important
phone numbers

3 The doctors accessed via this website are independent providers making their own medical determinations and are not employed by
CareFirst. CareFirst does not direct the action of participating providers or provide medical advice.
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Your Source For Health Care Information

Carehirst ©@

Member Tools Plan Information

See the benefits of CareFirst Dental!

For the exclusive use of Alexandria City Public Schools employees

Get customized plan information
with My Account

= Check your plan’s benefits, deductibles, copays and out-of-
pocket costs

= View, print or email your ID card

= Review your claims status

Benefits include:

Easy access to My Account—check your
plan’s benefits, deductibles, copays and
out-of-pocket costs

Find a dentist or locate a pharmacy.
Look up the details of your plan
Download or print forms

Check and compare your prescription costs to
help you plan your pharmacy spending.

CST3434-1N (3/19)

Save With Your Plan Health & Wellness

Find a Dentist

Find a dental provider in your network.

Search Now ¢4

Locate essential CareFirst phone numbers

Learn about health and wellness resources
available to you

Visit carefirst.com/acps to find
information about your health care
plan that’s personalized for you.
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http://www.carefirst.com/acps

Notice of Nondiscrimination and
Availability of Language Assistance Services

(UPDATED 8/5/19)

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc., CareFirst Diversified Benefits and all of their
corporate affiliates (CareFirst) comply with applicable federal civil rights laws and do not discriminate on the
basis of race, color, national origin, age, disability or sex. CareFirst does not exclude people or treat them
differently because of race, color, national origin, age, disability or sex.

CareFirst:

= Provides free aid and services to people with disabilities to communicate effectively with us, such as:
Qualified sign language interpreters
Written information in other formats (large print, audio, accessible electronic formats, other formats)

= Provides free language services to people whose primary language is not English, such as:
Qualified interpreters
Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst has failed to provide these services, or discriminated in another way, on the basis

of race, color, national origin, age, disability or sex, you can file a grievance with our CareFirst Civil Rights
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is
available to help you.

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator
as indicated below. Please do not send payments, claims issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights

Mailing Address P.O. Box 8894
Baltimore, Maryland 21224

Email Address civilrightscoordinator@carefirst.com
Telephone Number 410-528-7820
Fax Number 410-505-2011

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc.,
Group Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., The Dental Network and First Care, Inc. are independent licensees of the Blue Cross and

Blue Shield Association. In the District of Columbia and Maryland, CareFirst MedPlus is the business name of First Care, Inc. In Virginia, CareFirst MedPlus is the business
name of First Care, Inc. of Maryland (used in VA by: First Care, Inc.). The Blue Cross® and Blue Shield® and the Cross and Shield Symbols are registered service marks of the
Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
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Foreign Language Assistance

Attention (English): This notice contains information about your insurance coverage. It may contain key dates
and you may need to take action by certain deadlines. You have the right to get this information and assistance in
your language at no cost. Members should call the phone number on the back of their member identification card.
All others may call 855-258-6518 and wait through the dialogue until prompted to push 0. When an agent
answers, state the language you need and you will be connected to an interpreter.

ATCE (Amharic) “100.9:- BV TINFOEP AN ao&7 147 ool HA: WP OO P1-180F (4T AL&CLFD- 01,10 1CT
A4 ANTL T RILUT 04 $6F ALH &FAAz: &Y avZ8 0a91TTH hG PATYII hEP NRTRP ATH 09175 av-(1 T hAP s
ANA WPk hoed@d NCeP NATECA AL OLTMPAD- PAAN ¢ TC DA S FAN: ANA NALPTE £19° ML hdh &TC

855-258-6518 L@mA®- 07 A3%+ hANLTICE &40 7919157 av NP AA NP A8 O aPAf LATP? PTLLATTFT £
LAO-¢E NH.LI® NHCATY. OC L1655 (s

Ede Yoribd (Yoruba) Itétiléko: Akiyési yii ni iwifun nipa is¢ addjutofo re. O le ni awon déeti pato o si le ni lati
gbé igbése ni awon 0j6 gbédéke kan. O ni ¢td lati gba iwifun yii ati iranlowo ni édé re 16fe¢. Awon omo-egbé
gbddo pe ndmba foonu té6 wa I¢yin kaadi idanimo won. Awon miran le pe 855-258-6518 ki o si duro nipas¢ ijiroro
titi a 6 fi so fun o lati te 0. Nigbati asoju kan ba dahun, so édé ti o £ a 6 si so 0 po mg ogbufo kan.

Tiéng Viét (Vietnamese) Chu y: Thong bao nay chira thong tin vé pham vi bao hiém cia quy vi. Théng bao co thé
chira nhitng ngay quan trong va quy vi can hanh dong trudc mot sb thoi han nhat dinh. Quy vi co quyén nhan
duoc thong tin nay va hd tro bang ngdn ngit ctia quy vi hoan toan mién phi. Cac thanh vién nén goi s6 dién thoai
& mit sau ciia thé nhan dang. T4t ca nhitng ngudi khac c6 thé goi s6 855-258-6518 va cho hét cude ddi thoai cho
dén khi duoc nhic nhén phim 0. Khi mét tong dai vién tra 11, hily néu rd ngdn ngit quy vi can va quy vi sé duogc
két nbi véi mot thong dich vién.

Tagalog (Tagalog) Atensyon: Ang abisong ito ay naglalaman ng impormasyon tungkol sa nasasaklawan ng iyong
insurance. Maaari itong maglaman ng mga pinakamahalagang petsa at maaaring kailangan mong gumawa ng
aksyon ayon sa ilang deadline. May karapatan ka na makuha ang impormasyong ito at tulong sa iyong sariling
wika nang walang gastos. Dapat tawagan ng mga Miyembro ang numero ng telepono na nasa likuran ng kanilang
identification card. Ang lahat ng iba ay maaaring tumawag sa 855-258-6518 at maghintay hanggang sa dulo ng
diyalogo hanggang sa diktahan na pindutin ang 0. Kapag sumagot ang ahente, sabihin ang wika na kailangan mo
at ikokonekta ka sa isang interpreter.

Espaiiol (Spanish) Atencidon: Este aviso contiene informacion sobre su cobertura de seguro. Es posible que
incluya fechas clave y que usted tenga que realizar alguna accidn antes de ciertas fechas limite. Usted tiene
derecho a obtener esta informacion y asistencia en su idioma sin ningtin costo. Los asegurados deben llamar al
numero de teléfono que se encuentra al reverso de su tarjeta de identificacion. Todos los demas pueden llamar al
855-258-6518 y esperar la grabacion hasta que se les indique que deben presionar 0. Cuando un agente de seguros
responda, indique el idioma que necesita y se le comunicara con un intérprete.

Pyccruii (Russian) Buumanue! HacTosiee yBeqoMICHHE COACPIKUT HH(OPMALHIO O BAILIEM CTPAXOBOM
obecreueHnd. B HeM MOTYT yKa3bIBaThCsl BXKHBIC JAThI, H OT BAC MOYKET MOTPEOOBATHCS BBIMOJIHUTE HEKOTOPHIC
JCWCTBHS 0 OMPEACICHHOrO CPOKa. BeI mMeere mpaBo OECIUIATHO MOJIYYUTh HACTOSIINC CBEACHUS U
CONYTCTBYIOLIYIO IIOMOIIb HAa YAOOHOM BaM SI3bIKE. Y YACTHUKAM CIIEAYET 00pamarscs mo Homepy TenedoHa,
YKa3aHHOMY Ha TBUIBHOH CTOPOHE HACHTH(UKALMOHHOHN KapThl. Bee mpoure abOHEHTHI MOTYT 3BOHUTH 1O
HOMepy 855-258-6518 u oxxuaaTh, HOKa B FOJIOCOBOM MEHIO He OyA€T npeIoxkeHo HaxkaTh mudpy «0». Ilpu
OTBETE arcHTa YKa)KUTE JKEIACMBbIH S3bIK OOIIEHHS, X BAC CBSDKYT C IEPEBOAYMKOM.
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18T (Hindi) €071 &: S8 FAAT 7 3TThT S1AT kot & IR H SATHNT &1 378 81 8 Weel & o SHH HEL
fafarat &1 Ieer@ 8l 31X 3muss farw Rt fad Ta-8AT 3 e 1 3T FTE 81| IR Tg ATHAFRNT
3R F T TETICT 39T 19T H T Qfoeh TTet 7 TR 8| FEE T 39 TgeTed 9 & N fow 70 wier
ST 9T hiel hieAT AT | 31T FHY 9T 855-258-6518 U hiel oY Tehd & 3R T dah 0 a1t & TolT o gl
ST, TS dh TG HT TAET HY | TS IS Tl 3cal & dl 3 T T §dTU 3R IMIhT SATEITHR H Halde
& e SeeT|

Bdsi>-wuqu (Bassa) To Duti Cao! B3 nia ke ba nyo b& ké t gbo kpa b6 ni fiia-flia-tiin nyee jé dyi. B5 nia ke
bédé wé jéé bé bé th ké de wa m3 m ké nyuee nyu hwe bé wé b&a ké zi. D md ni kpé bé m ké b3 nia ke ké gbo-
kpa-kpa th mjee dyé dé ni bidi-wudi mu b£ th ké se widi o pé&. Kpood nyo b& me d4 fiiin-ndba nia dé waa
.D. kdad dein nye. Nyo t33 séin me d4 ndba nia ke: 855-258-6518, ké m me fo tee b€ wa kée m gbo c& b€ m ké
n363 mda 0 kee dyi padain hwe. D jii ké nys do dyi th g5 jiiin, po wudu th m3 poe dyie, ké ny> do mu bé niin
b€ o ké ni wudud mu za.

FRe] (Bengali) TS Fe: A% (IGCT ST [T FONFS o1& O TR AT TS 89 OIfTY ATH© A
A7% 48 SIS AT AP TS fofte © M| A1 ¥ fAET ST 98 07 TMINF 97 FIF© TSI
AP AT AR | THAE SIS ATCIAT PR AT THE F FI© [ | AT 855-258-6518 FFE
3 & 0 =1 1 31 AT ACTH FA© MEN | TN (AT A6 SBF (N O A=A (S S I Jef o
9T SN (ST NET Y 1 3|

CFan g o S 2 Rl S e ol - o Jaiia gy Sila gl Blate gy S Gula i) S Gl s ra s (Urdu) 52/
ra A o 3 SIS deala laglan gy uly S Glp 3305 0 S DS SIS S s B g Al pasada SIS o
B - la S SISy i O asm sy Caly (SIS ALl € ) jaaen 2 38 18 S duala aae (e ) ) S
Ob) msllae Gy s s S Gl € T SS a8 S a0 sl ow s S JS 1855-258-6518 Sl
S ofls sl e s aa gl gl il

@J\jug"_\u\ejy}AﬂL}GAG_AGLA@JU&}\AQ&:\W.M\Mwum)ga)\g)dk;m:%\6}1;4&.4)5\03\ e marsj)w.‘u[j
#S&Q)Ju&};uh)‘\.lu&é\)&)}mm\)@M\J}QL&M\w\uw‘)\d‘)};}&w\)\mgﬁe\ﬁ\@ahbu‘)‘)&n

) DJLAAEI.\JJJ‘JSGAJ“)S“):ILMJ.\‘)é?\.lwmuh:[@umﬂ)lsM&JJDJ:::C‘).JBJLAA::L\J&\JLAD\

58 Jha s ada s o pa jle 4 B S il | Sl o 50

Ma) ) lind o8y Aaga gl 58 o (g ging g iadlill et (i Cllaglea e JUadY) 138 (g giny: 4 (4rabic) Lusel il
Jeai¥) sliac ) e sy 4S5 6 Jaad () 50 Slialy o glaall g Baclicall 038 o J gaand) Gl oy Baana Ailgd 2o ) 5o Jsla e ya)
Al e Juai¥l o A (S, ag dualall Ay sell Cay e Ay jela 8 ) oS0l gl ) e

Lo Jeal 5il) ) zlind A Aall) S0 o318 5l aaf Ala) i 0, o) e Joraal) pgie by i Zialaal) S UsiiY) 5 855-258-6518
sl Cpen el sl Al 55 s

F1 X AL (Traditional Chinese) X7 : A GV B EAOOR Bea FHAHBIE AN, AERIA R RE L & 2 H 3
B ABAER E IR Z BT BRI TE), (AR B EREM EN, Nl R REERR AR 1 B AR
o @ BERRITHIES @ R mr s yes, HMpTA A LTS 855-258-6518, IS EE
HEERME TR 0, EHsHR/ERE R, FROEFEFEMANES, SRR DEABER,
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Igbo (Igbo) Nrubama: Qkwa a nwere ozi gbasara mkpuchi nchekwa onwe gi. O nwere ike inwe ubochi ndi di
mkpa, i nwere ike ime ihe tupu ufodu ubochi njedebe. I nwere ikike inweta 0zi na enyemaka a n’asusu gi na
akwughi ugwo o bula. Ndi otu kwesiri ikpo akara ekwenti di n’azu nke kaadi njirimara ha. Ndi 0zo niile nwere
ike 1kpo 855-258-6518 wee chere ububo ahu ruo mgbe amanyere ipi 0. Mgbe onye nnochite anya zara, kwuo
asusu 1 choro, a ga-¢jiko gi na onye okowa okwu.

Deutsch (German) Achtung: Diese Mitteilung enthilt Informationen iiber Thren Versicherungsschutz. Sie kann
wichtige Termine beinhalten, und Sie miissen gegebenenfalls innerhalb bestimmter Fristen reagieren. Sie haben
das Recht, diese Informationen und weitere Unterstiitzung kostenlos in Threr Sprache zu erhalten. Als Mitglied
verwenden Sie bitte die auf der Riickseite Threr Karte angegebene Telefonnummer. Alle anderen Personen rufen
bitte die Nummer 855-258-6518 an und warten auf die Aufforderung, die Taste 0 zu driicken. Geben Sie dem
Mitarbeiter die gewiinschte Sprache an, damit er Sie mit einem Dolmetscher verbinden kann.

Frangais (French) Attention: cet avis contient des informations sur votre couverture d'assurance. Des dates
importantes peuvent y figurer et il se peut que vous deviez entreprendre des démarches avant certaines échéances.
Vous avez le droit d'obtenir gratuitement ces informations et de 1'aide dans votre langue. Les membres doivent
appeler le numéro de téléphone figurant a l'arriére de leur carte d'identification. Tous les autres peuvent appeler le
855-258-6518 et, apres avoir écouté le message, appuyer sur le 0 lorsqu'ils seront invités a le faire. Lorsqu'un(e)
employé(e) répondra, indiquez la langue que vous souhaitez et vous serez mis(e) en relation avec un interprete.

ol of(Korean) T-2): o] SA| Aol = g Aol tigt A7} xghe o] gy 78 dat 2
ZAE Falof sl A 7] gho] E9kd 5= stk At A= AFE Qo] & sl G u ol xS S
AE7F AGFHLE sl o)l A9 1D 7h=2] o) s AstH g 2 Aga] FAA L. 3] o] ofy 2l -
855-258-6518 W1 0.2 A3}sl] 08 T2 vAI X 7 £ W 7hA] 7|ghe] A Al L. A A" Aol A
a3k o] E DEe A B9 Au| 2o dAs] =Py

Diné Bizaad (Navajo) Ge': Dii bee it hane’igii bii’ dahol$ bee éédahdzin béeso ach’aah naanil
nik’ist’i‘igii ba. Bii’ dahol@g doo iiyisii yoolkaaligii d66 t'aadoo le'é adadoolyjjligii da
yOkeedgo t’'aa doo bee e’e’aahi ajiil’jjh. Bee na ahoét’i’ dii bee it hane’ déé

nika’adoowot t'aa ninizaad bee t'aa jiik’'é. Atah danilinigii béésh bee hane’é bee woita’igii
nitfizgo bee nee hédolzinigii bikéédéé’ bikaa’ bich’j’ hodoonihji’. Aadéé naanata’ éi kojj’
dahddoolnih 855-258-6518 do0 yii diitts’jjt yatti’igii t'aa niléij{ 4addé6 éi bikéé’déo naasbaas

bit adidiilchit. Ak&’anidaalwd’igii neidiitdago, saad bee yanitt'i‘igii yii diikit d66 ata’ halne’é
Ia nikd’adoolwot.
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Health benefits administered by:

Carehrst

CONNECT WITH US:

CareFirst BlueCross BlueShield is the business name of Group Hospitalization and Medical Services, Inc., an independent licensee of the Blue Cross and Blue Shield Association.
BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of independent
Blue Cross and Blue Shield Plans.
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