Your Health Care Benefit Program

& BlueCross BlueShield of lllinois
Y

300 East Randolph

Chicago, IL 60601
Or call us at the phone number on the back of your identification card.

Blue Cross and Blue Shield of lllinois is a
Division of Health Care Service Corporation
A Mutual Legal Reserve Company

IL_G_P_OF_2023



BENEFIT HIGHLIGHTS

Plan Name: Blue PPO Platinums™ 119

Network Name: PPOSM Network

Your benefits are highlighted below. However, to fully understand your benefits, it is very important that you read this

entire Certificate.

Unless otherwise stated, all benefits below are subject to your Deductibles and any applicable cost sharing, such as

Coinsurance and/or Copayment.

Lifetime Maximum for all Benefits
Individual Deductible

— Participating Provider

— Non-Participating and Non-Plan
Provider

Family Deductible
— Participating Provider

— Non-Participating and Non-Plan
Provider

Individual Out-of-Pocket Expense Limit
(does not apply to all services)
— Participating Provider

— Non-Participating and Non-Plan
Provider

Family Out-of-Pocket Expense Limit
(does not apply to all services)

— Participating Provider

— Non-Participating and Non-Plan
Provider

Unlimited

$250 per Benefit Period
$500 per Benefit Period

$750per Benefit Period
$1,500 per Benefit Period

$1,500per Benefit Period
Unlimited

$4,500 per Benefit Period
Unlimited

COVERAGE DESCRIBED BELOW IS SUBJECT TO THE BENEFIT PERIOD DEDUCTIBLE, COPAYMENTS AND/OR
COINSURANCE AMOUNT INDICATED, UNLESS OTHERWISE SPECIFIED.

INPATIENT HOSPITAL BENEFITS — Daily bed, board and general nursing care, ancillary services (i.e., operating rooms,

drugs, surgical dressings and lab work).

OUTPATIENT HOSPITAL BENEFITS — Includes but is not limited to Surgery, Diagnostic Services, radiation therapy,
Chemotherapy, electroconvulsive therapy, Renal Dialysis Treatments and continuous ambulatory peritoneal dialysis
treatment, Coordinated Home Care program, pre-admission testing, Partial Hospitalization Treatment Program, Autism
Spectrum Disorders, Habilitative Services, surgical implants, Maternity Services, abortion care and Urgent Care.

HOSPITAL BENEFITS
Payment level for Covered Services from a
Participating Provider
— Inpatient Copayment
— Inpatient Covered Services

— Outpatient Surgical Copayment
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You pay $200 per admission
We pay 80% of the Eligible Charge
You pay $150 per visit
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(except for surgical sterilization
procedures)
— Surgical sterilization procedures

— Outpatient Covered Services
Payment level for Covered Services from a
Non-Participating Provider

— Inpatient Copayment

— Inpatient Covered Services

— Outpatient Surgical Copayment

— Outpatient Covered Services

Non-Plan Provider
Hospital Emergency Care

— Payment level for Emergency Accident
Care from either a Participating, Non-
Participating or Non-Plan Provider

— Payment level for Emergency Medical
Care (including Mental lliness or
Substance Use  Disorder services
provided in a Hospital emergency
department) from either a Participating,
Non-Participating or Non-Plan Provider

— Payment level for Emergency room
services that are not Emergency Accident
Care, Emergency Medical Care or Mental
lliness or Substance Use Disorder
services provided in a Hospital
emergency department from either a
Participating, Non-Participating or
Non-Plan Provider

Payment level for Emergency Room
Copayment

Urgent Care

— Payment level for Covered Services at an
Urgent Care Facility from a Participating
Provider

OUTPATIENT LABORATORY SERVICES

We pay 100% of the Eligible Charge
We pay 80% of the Eligible Charge

You pay $300 per admission

We pay 50% of the Eligible Charge
You pay $250 per visit

We pay 50% of the Eligible Charge

We pay 50% of the Eligible Charge

We pay 80% of the Eligible Charge

We pay 80% of the Eligible Charge

We pay 80% of the Eligible Charge

You pay $400 per occurrence

(waived if admitted to the Hospital as an Inpatient
immediately Following emergency treatment)

You pay $60 Copayment, no Deductible

Payment level for Outpatient Laboratory Covered Services

Participating Provider
— Freestanding Facility

— Hospital
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Non-Participating Provider
OUTPATIENT SURGICAL/MEDICAL SERVICES

Payment level for Outpatient Surgical/ Medical

Covered Services
Participating Provider

— Freestanding Facility

— Hospital
Non-Participating Provider

CERTAIN DIAGNOSTIC TESTS

Payment level for certain diagnostic tests:
Computerized Tomography (CT Scan), Positron
Emission Tomography (PET Scan), Magnetic
Resonance Imaging (MRI)

Participating Provider
— Freestanding Facility
— Hospital
Non-Participating Provider
OUTPATIENT DIAGNOSTIC X-RAY SERVICES

Payment level for Outpatient Diagnostic X-Ray
Services

Participating Provider
— Freestanding Facility
— Hospital

Non-Participating Provider

We pay 50% of the Eligible Charge

You pay $150 per visit, then We pay 80% of the
Eligible Charge

You pay $150 per visit, then We pay 80% of the
Eligible Charge

You pay $250 per visit, then We pay 50% of the
Eligible Charge

We pay 80% of the Eligible Charge
We pay 80% of the Eligible Charge
We pay 50% of the Eligible Charge

We pay 80% of the Eligible Charge
We pay 80% of the Eligible Charge
We pay 50% of the Eligible Charge

PHYSICIAN BENEFITS - Includes but is not limited to Surgery, Anesthesia Services, assistant surgeon, Medical Care,
treatment of Mental lliness or Substance Use Disorders, consultations, mammograms, Outpatient periodic health
examinations, routine pediatric care, Diagnostic Services, injected medicines, amino acid-based elemental formulas,
electroconvulsive therapy, radiation therapy, Chemotherapy, cancer medications, Outpatient rehabilitative therapy, Autism
Spectrum Disorders, Habilitative Services, rehabilitative services, Outpatient respiratory therapy, chiropractic and
osteopathic manipulation, hearing screening, diabetes self-management training and education, dental accident care,
family planning services, Outpatient contraceptive services, bone mass measurement and osteoporosis, investigational
cancer treatment, infertility treatment, pediatric dental services, mastectomy-related services, Maternity Services and

abortion care.
PHYSICIAN BENEFITS

Payment level for Surgical/ Medical Covered
Services

— Participating Provider (except for surgical
sterilization procedures)

— Surgical sterilization procedures

— Non-Participating Provider
Payment level for Covered Services received in a
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Professional Provider’s Office

— Participating Provider (other than a You pay $30 per visit, then We pay 100% of the
Specialist) Maximum Allowance, no Deductible
— Participating Provider (Specialist) You pay $60 per visit, then We pay 100% of the
Maximum Allowance, no Deductible
— Chiropractic and Osteopathic 25 visit maximum per Benefit Period
Manipulation
— Naprapathic Services 15 visit maximum per Benefit Period

Payment level for Emergency Accident Care from  We pay 80% of the Maximum Allowance
either a Participating, Non-Participating or
Non-Plan Provider

Payment level for Emergency Medical Care We pay 80% of the Maximum Allowance
(including Mental lliness or Substance Use

Disorder services provided in a Hospital

emergency department) from either a

Participating, Non-Participating or Non-Plan

Provider

Payment level for Emergency room services that We pay 80% of the Maximum Allowance
are not Emergency Accident Care, Emergency

Medical Care or Mental lliness or Substance Use

Disorder services provided in a Hospital

emergency department from either a

Participating Provider, Non-Participating or

Non-Plan Provider

Payment level for Outpatient Treatment of Mental ~ You pay $30 per visit, then We pay 100% of the
lliness and Substance Use Disorder Rehabilitation Maximum Allowance, no Deductible
Treatment from a Participating Provider

PREVENTIVE CARE SERVICES - Benefits will be provided for the following Covered Services and will
not be subject to Coinsurance, Deductible, Copayment or dollar maximum (to be implemented in the
quantities and at the times required by applicable law or regulatory guidance): Evidence-based items or
services that have in effect a rating of “A” or “B” in the current recommendations of the United States
Preventive Services Task Force (USPSTF); immunizations recommended by the Advisory Committee on
Immunization Practices of the Centers for Disease Control and prevention with respect to the individual
involved; evidence-informed preventive care and screenings provided for in the comprehensive guidelines
supported by the Health Resources and Services Administration (HRSA) for infants, children, and
adolescents; and additional preventive care and screenings provided for in comprehensive guidelines
supported by the HRSA. For purposes of this benefit, the current recommendations of the USPSTF
regarding breast cancer screening and mammography and prevention will be considered the most current
(other than those issued in or around November 2009).

Payment level for Preventive Care Services received from a:

— Participating Provider We pay 100% of the Eligible Charge or Maximum
Allowance, no Deductible

— Non-Participating Provider We pay 50% of the Eligible Charge or Maximum
Allowance

OTHER COVERED SERVICES - Blood and blood components; Ambulance Transportation, medical and surgical
dressings, supplies, casts and splints, prosthetic devices, orthotic devices and durable medical equipment.
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Payment Level for a Participating Provider

HEARING AID BENEFITS

Hearing Aid benefits for individuals under 19

— Benefit Period

— Benefit maximum

— Benefit payment level

Number of Hearing Aids, per ear, each Benefit Period

Hearing Aid benefits for individuals 19 or over

— Benefit Period

— Benefit maximum

— Benefit payment level
TELEHEALTH SERVICE

Payment level for Covered Services received through a:

— Participating Provider

— Non-Participating Provider

VIRTUAL VISITS

Payment level for Covered Services received through a
Virtual Visit

Participating Provider

Non-Participating Provider

OUTPATIENT INFUSION THERAPY
Payment level for routine Maintenance Drugs from a
Participating Provider

— Home, Office, or Infusion Suites
— Outpatient Hospital

Payment level for non-Maintenance Drugs from a

Participating Provider

Non-Participating Provider

PEDIATRIC DENTAL CARE SERVICES
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We pay 80% of the Eligible Charge, Ambulance
Transportation Eligible Charge or Maximum
Allowance

24 months
None

80% of Maximum Allowance after your program deductible
One

24 months
$2,500 per ear, per Benefit Period

80% of Maximum Allowance after your program deductible

You pay $30 per visit, no Deductible
We pay 50% of the Eligible Charge

You pay $30 per visit, then We pay 100% of the Maximum
Allowance, no Deductible

We pay 50% of the Eligible Charge

You pay $50 per visit, We pay 100% of the Maximum
Allowance, no Deductible

You pay $500 per visit, We pay 100% of the Eligible
Charge, no Deductible

We pay 80% of the Eligible Charge or Maximum
Allowance

We pay 50% of the Eligible Charge or Maximum
Allowance
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Payment level for Pediatric Dental Services

— Participating Provider We pay 70% of the Maximum Allowance
— Non-Participating Provider We pay 50% of the Maximum Allowance

TO IDENTIFY NON-PARTICIPATING PHYSICIANS, HOSPITALS, PROVIDERS OR FACILITIES, YOU SHOULD
CONTACT BLUE CROSS AND BLUE SHIELD BY CALLING THE CUSTOMER SERVICE TOLL-FREE TELEPHONE
NUMBER ON YOUR BLUE CROSS AND BLUE SHIELD IDENTIFICATION CARD.
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OUTPATIENT PRESCRIPTION DRUG PROGRAM BENEFITS

Please refer to the Outpatient Prescription Drug Program Benefit Section of your Certificate for additional information
regarding how payment is determined. Benefits are available for up to a 12-month supply for dispensed contraceptives.

Benefits are available for contraceptive drugs and products shown on the Contraceptive Coverage List and will not be
subject to any Deductible, Coinsurance Amount and/or Copayment Amount when received from a Participating
Prescription Drug Provider. Your share of the cost for all other contraceptive drugs and products will be provided as
shown below.

If you or your Provider requests a Brand Name Drug when a Generic Drug or therapeutic equivalent is available, you will
be responsible for the Non-Preferred Brand Name Drug payment amount, plus the difference in cost between the Brand
Name Drug and the generic or therapeutic equivalent, except as otherwise provided in this Certificate.

Note: The amount you may pay per 30-day supply of a covered insulin drug, regardless of quantity or type, shall not exceed
$100, when obtained from a Preferred Participating or Participating Pharmacy.

Preferred Participating Copayment and/or Coinsurance for covered drugs and supplies
Payment level for drugs and supplies
— Tier1 You pay $0 per prescription

— Tier2 You pay $10 per prescription

— Tier 3 You pay $35 per prescription

— Tier4 You pay $75 per prescription

Participating Copayment and/or Coinsurance for covered drugs and supplies

Payment level for drugs and supplies

— Tier1 You pay $10 per prescription

— Tier2 You pay $20 per prescription

— Tier 3 You pay $55 per prescription

— Tier4 You pay $95 per prescription
Specialty Prescription Drug Program

— Tier5 You pay $150 per prescription

— Tier6 You pay $250 per prescription

Home Delivery Copayment and/or Coinsurance for covered drugs and supplies

— Tier1 You pay $0 per prescription
— Tier 2 You pay $30 per prescription
— Tier 3 You pay $105 per prescription
— Tier4 You pay $225 per prescription

NON-PARTICIPATING PHARMACY— OUTPATIENT PRESCRIPTION DRUG PROGRAM

*When you obtain Covered Drugs, including diabetic supplies from a Non-Participating Pharmacy or a non-Preferred
Specialty Pharmacy Provider (other than a Participating Pharmacy), benefits will be provided at 50% of the amount you
would have received had you obtained drugs from a Participating Pharmacy Provider minus the Deductible, if any. If an
out-of-pocket expense limit is shown above for Non-Participating Providers, then only your Deductible, if any, Copayment
Amount and Coinsurance Amount will apply towards the above out-of-pocket expense limit for Non-Participating
Providers. However, none of your other expenses at such Non-Participating Pharmacy will apply towards the out-of-
pocket expense limit.
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Schedule of Pediatric Vision Care Coverage

For Covered Persons Under Age 19

Pediatric Vision Care Services

Covered person Cost or
Discount when Covered
Services are received from a
Participating Vision Provider
(When a fixed-dollar
Copayment is due from the
Covered Person, the remainder
is payable under the Certificate
up to the covered charge®)

Allowance when Covered
Services are received from a
Non-Participating Vision
Provider

(Maximum amount payable by
plan, not to exceed the retail
costs)**

Exam (with dilation as necessary; routine eye
examinations do not include professional
services for contact lenses):

No Copayment

Up to $30

Frames:

“Provider-Designated” frame

Frames covered by this Certificate are limited
to the provider-designated frames which
include a selection of frame sizes (including
adult sizes) for children up to age 19. The
Participating Vision Provider will show you the
selection of frames covered by this Certificate.
If you select a frame that is not included in the
provider-designated frames covered under by
Certificate, you are responsible for the
difference in cost between the Participating
Vision Provider reimbursement amount for
covered frames and the retail price of the
frame selected. If frames are provided by a
Non-Participating Vision Provider, benefits are
limited to the amount shown above.

Any amount 1) paid to the Non-Participating
Vision Provider for the difference in cost of a
non-provider-designated frame or 2) that
exceeds the maximum amount payable for a
Non-Participating Vision Provider supplied
frame will not apply to any applicable
Deductible, Coinsurance, or out-of-pocket
expense limit/out-of-pocket Coinsurance
maximum.

No Copayment

Up to $75

Frequency:
Examination, Lenses, or Contact Lenses

Once every 12-month Benefit Period

Frame

Once every 12-month Benefit Period

Standards Plastic, Glass, or Polycarbonate
Spectacle Lenses:

Single Vision No Copayment Up to $25
Bifocal No Copayment Up to $40
Trifocal No Copayment Up to $55
Lenticular No Copayment Up to $55
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Standard Progressive Lens No Copayment Up to $55

Lens Options (add to lens costs above):

UV Treatment No Copayment Up to $12
Standard Plastic Scratch Coating No Copayment Up to $12
Standard Polycarbonate No Copayment Up to $32
Photocromatic / Transitions Plastic No Copayment Up to $57
Contact Lenses: (Contact lens allowance 100% coverage for provider-

includes materials only) designated contact lenses

Elective- Extended Wear Disposables Up to 6 months supply of Up to $150

monthly or 2 week disposable,
single vision spherical or toric
contact lenses

Daily Wear / Disposable Up to 3 months supply of daily Up to $150
disposable, single vision
spherical contact lenses

Conventional 1 pair from selection of Up to $150
provider-designated contact
lenses

Medically Necessary contact lenses — Up to $210

Preauthorization is required (see details below)

Contact lenses covered under the Certificate
are limited to the provider-designated contact
lenses. The Participating Vision Provider will
inform you of the contact lens selection
covered under the Certificate. If you select a
lens that is not included in the pediatric lens
selection covered under the Certificate, you
are responsible for the difference in cost
between the Participating Vision Provider
reimbursement amount for covered contact
lenses and the retail price of the contact lenses
selected. Any amount 1) paid to the
Participating Vision Provider for the difference
in cost of a non-provider designated contact
lens or 2) that exceeds the maximum amount
payable for Non-Participating Vision Provider
supplied contact lenses will not apply to any
applicable Deductible, Coinsurance, or out-of-
pocket expense limit/out-of-pocket coinsurance
maximum.

Routine eye exams do not include professional services for contact lens evaluations. Any applicable fees are the
responsibility of the patient.

Value-added features:

Laser vision correction: You will receive a discount for traditional LASIK and custom LASIK from Participating
Physicians and affiliated laser centers. You must obtain Preauthorization for this service in order to receive coverage.
Prices/discounts may vary by state and are subject to change without notice.

Additional Benefits

Medically Necessary contact lenses: Contact lenses may be determined to be medically necessary and appropriate
in the treatment of patients affected by certain conditions. In general, contact lenses may be medically necessary and
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appropriate when the use of contact lenses, in lieu of eyeglasses, will result in significantly better visual and/or
improved binocular function, including avoidance of diplopia or suppression. Contact lenses may be determined to be
medically necessary in the treatment of the following conditions:

keratoconus, pathological myopia, aphakia, anisometropia, aniseikonia, aniridia, corneal disorders, post-traumatic
disorders, irregular astigmatism.

Medically necessary contact lenses are dispensed in lieu of other eyewear. Participating providers will obtain the
necessary preauthorization for these services.

Low Vision: Low vision is a significant loss of vision but not total blindness. Ophthalmologists and optometrists
specializing in low vision care can evaluate and prescribe optical devices and provide training and instruction to
maximize the remaining usable vision for our members with low vision.

With prior approval from Blue Cross and Blue Shield of lllinois, covered persons who required low-vision services and
optical devices are entitled to the following coverage, with both Participating and Non-Participating Providers:

Low Vision Evaluation: One comprehensive evaluation every five years (Non-Participating Allowance of $300). This
examination, sometimes called a functional vision assessment, can determine distance and clarity of vision, the size of
readable print, the existence of blind spots or tunnel vision, depth perception, eye-hand coordination, problems
perceiving contrast and lighting requirements for optimum vision.

Low Vision Aid: Covered for one device per year such as high-power spectacles, magnifiers and telescopes Non-
Participating Allowance of $600 per device and $1200 lifetime). These devices are utilized to maximize use of available
vision, reduce problems of glare or increase contrast perception, based on the individual’s vision goals and lifestyle
needs.

Follow-up care: Four visits in any five-year period (Non-Participating Allowance of $100 per visit).

Warranty: Warranty limitations may apply to Provider or retailer supplied frames and/or eyeglass lenses. Please ask
your Provider for details of the warranty that is available to you.

* The “covered charge” is the rate negotiated with Participating Vision Providers for a particular Covered Service.

** THE PLAN PAYS THE LESSER OF THE ALLOWANCE NOTED OR THE RETAIL COST. RETAIL PRICES VARY BY
LOCATION.

YOU WILL BE RESPONSIBLE FOR THE DIFFERENCE BETWEEN THE ALLOWANCE AND THE BILLED CHARGES,
WHEN RECEIVING COVERED SERVICES FROM A NON-PARTICIPATING PROVIDER.

TO IDENTIFY NON-PARTICIPATING AND PARTICIPATING VISION PROVIDERS, HOSPITALS OR FACILITIES,
VISIT EYEMED’S WEBSITE AT WWW.EYEMED.COM AND USE THE FIND A PROVIDER LINK (CHOOSE THE
SELECT NETWORK FOR YOUR SEARCH), OR CALL 1-844-684-2254.
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A message from

BLUE CROSS AND BLUE SHIELD

Health Care Service Corporation, a Mutual Legal Reserve Company, the Blue Cross and Blue Shield Plan serving the
state of lllinois will provide the health care benefits described in this benefit program. Like most people, you probably have
many questions about your coverage. This Certificate contains a great deal of information about the services and supplies
for which benefits will be provided under your benefit program. Please read your entire Certificate very carefully. We hope
that most of the questions you have about your coverage will be answered.

In this Certificate we refer to our company as “Blue Cross and Blue Shield” or “Blue Cross and Blue Shield of lllinois” and
we refer to the company that you work for as the “Group.” Any references to “applicable law” will include applicable laws
and rules, including but not limited to statutes, ordinances, administrative decisions and regulations. The Definitions
Section will explain the meaning of many of the terms used in this Certificate. All terms used in this Certificate, when
defined in the Definitions Section, begin with a capital letter. Whenever the term “you” or “your” is used, we also mean all
eligible family members who are covered under Family Coverage.

Blue Cross and Blue Shield pays indemnification or advances expenses to a director, officer, employee or agent consistent
with Blue Cross and Blue Shield’s bylaws then in force and as otherwise required by applicable law.

THIS CERTIFICATE REPLACES ANY PREVIOUS CERTIFICATES THAT MAY HAVE BEEN ISSUED TO YOU BY BLUE
CROSS AND BLUE SHIELD.

If you have any questions once you have read this Certificate, talk to your Group Administrator, or call us at your local Blue
Cross and Blue Shield office. It is important to all of us that you understand the protection this coverage gives you.

Welcome to Blue Cross and Blue Shield! We are very happy to have you as a member and pledge you our best service.

Sincerely,

—Al— )

Stephen Harris

President, Blue Cross Blue Shield of lllinois
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NOTICE

Please note that Blue Cross and Blue Shield of lllinois has contracts with many health care Providers that provide
for Blue Cross and Blue Shield to receive, and keep for its own account, payments, discounts and/or allowances
with respect to the bill for services you receive from those Providers.

Please refer to the provision entitled “Blue Cross and Blue Shield’s Separate Financial Arrangements with
Providers” in the GENERAL PROVISIONS section of this booklet for a further explanation of these arrangements.

The use of a metallic name, such as Platinum, Gold, Silver or Bronze, or other statements with respect to a health
benefit plan’s actuarial value, is not an indicator of the actual amount of expenses that a particular person will be
responsible to pay out of his/her own pocket. A person’s out-of-pocket expenses will vary depending on many
factors, such as the particular health care services, health care Providers and particular benefit plan chosen. Please
note that metallic names reflect only an approximation of the actuarial value of a particular benefit plan.

Changes in state or federal law or regulations or interpretations thereof may change the terms and conditions of
coverage.

WARNING, LIMITED BENEFITS WILL BE PAID WHEN NON-PARTICIPATING PROVIDERS ARE USED

You should be aware that when you elect to utilize the services of a Non-Participating Provider for a Covered Service in
Non-Emergency situations (except for Mental lliness or Substance Use Disorder services provided in a Hospital emergency
department), benefit payments to such Non-Participating Provider are not based upon the amount billed. The basis of your
benefit payment will be determined according to your Certificate’s fee schedule, usual and customary charge (which is
determined by comparing charges for similar services adjusted to the geographical area where the services are performed),
or other method as defined by the Certificate. YOU CAN EXPECT TO PAY MORE THAN THE APPLICABLE COPAYMENT
AND COINSURANCE AMOUNT DEFINED IN THE CERTIFICATE AFTER THE PLAN HAS PAID ITS REQUIRED
PORTION. Non-Participating Providers may bill members for any amount up to the Billed Charge after the plan has paid its
portion of the bill.

Participating Providers have agreed to accept discounted payments for services with no additional billing to the member
other than applicable Copayments, Coinsurance and Deductible amounts. You may obtain further information about the
participating status of Professional Providers and information on out-of-pocket expenses by calling the toll-free telephone
number on your identification card.
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DEFINITIONS SECTION

Throughout this Certificate, many words are used which have a specific meaning when applied to your health care coverage.
These terms will always begin with a capital letter. When you come across these terms while reading this Certificate, please
refer to these definitions because they will help you understand some of the limitations or special conditions that may apply
to your benefits. If a term within a definition begins with a capital letter, that means that the term is also defined in these
definitions. All definitions have been arranged in ALPHABETICAL ORDER. Hereinafter, we refer to Blue Options PPO*",
BlueChoice Preferred PPO™, and Blue PPO* networks collectively as the benefit program.

A1C TESTING....means blood sugar level testing used to diagnose prediabetes, type | diabetes, and type Il diabetes, and
to monitor management of blood sugar levels.

ACUPUNCTURISTS.....means a duly licensed acupuncturist operating within the scope of his or her license.

ACUTE TREATMENT SERVICES.....means 24-hour medically supervised addiction treatment that provides evaluation and
withdrawal management and may include biopsychosocial assessment, individual and group counseling, psychoeducational
groups, and discharge planning.

ADVANCED PRACTICE NURSE.....means a Certified Clinical Nurse Specialist, Certified Nurse-Midwife, Certified Nurse
Practitioner or Certified Registered Nurse Anesthetist, operating within the scope of his/her applicable license and/or
certification.

AMBULANCE TRANSPORTATION.....means local transportation in a specially equipped certified vehicle for ground and
air transportation options from your home, scene of accident or medical emergency to a Hospital, between Hospital and
Hospital, between Hospital and Skilled Nursing Facility or from a Skilled Nursing Facility or Hospital to your home. If there
are no facilities in the local area equipped to provide the care needed, Ambulance Transportation then means the
transportation to the closest facility that can provide the necessary service. Ambulance Transportation provided for the
convenience of you, your family/caregivers or Physician, or the transferring facility, is not considered Medically Necessary
and is not covered under this Certificate.

AMBULANCE TRANSPORTATION ELIGIBLE CHARGE.....means i) for ambulance Providers that bill for Ambulance
Transportation services through a Participating Hospital, the Ambulance Transportation Eligible Charge(s) will utilize the
applicable ADP, and ii) for all other ambulance Providers, the Ambulance Transportation Eligible Charge is such Provider’s
Billed Charges.

AMBULATORY SURGICAL FACILITY.....means a facility (other than a Hospital) whose primary function is the provision of
surgical procedures on an ambulatory basis and which is duly licensed by the appropriate state and local authority to provide
such services, when operating within the scope of such license.

ANESTHESIA SERVICES.....means the administration of anesthesia and the performance of related procedures by a
Physician or a Certified Registered Nurse Anesthetist which may be legally rendered by them respectively.

APPROVED CLINICAL TRIAL.....means a phase |, phase Il, phase Il or phase IV clinical trial that is conducted in relation
to the prevention, detection or treatment of cancer or other Life-Threatening Disease or Condition and is one of the following:

1. A federally funded or approved trial,
2. A clinical trial conducted under an FDA Experimental/Investigational new drug application, or
3. A drug that is exempt from the requirement of an FDA Experimental/Investigational new drug application.

AUTISM SPECTRUM DISORDER(S)......means pervasive developmental disorders as defined in the most recent edition
of the Diagnostic and Statistical Manual of Mental Disorders, including autism, Asperger's disorder and pervasive
developmental disorders not otherwise specified.

AVERAGE DISCOUNT PERCENTAGE (“ADP”).....means a percentage discount calculated by Blue Cross and Blue Shield
that will be applied to a Provider’s Eligible Charge for Covered Services rendered to you by Hospitals and certain other
health care facilities for purposes of calculating Coinsurance amounts, Deductibles, out-of-pocket maximums and/or any
benefit maximums. The ADP will often vary from Claim-to-Claim. The ADP applicable to a particular Claim for Covered
Services is the ADP, current on the date the Covered Service is rendered, which is relevant to the particular Claim. The
ADP reflects Blue Cross and Blue Shield’s reasonable estimate of average payments, discounts and/or other allowances
that will result from its contracts with Hospitals and other facilities under circumstances similar to those involved in the
particular Claim, reduced by an amount not to exceed 15% of such estimate, to reflect related costs. (See provisions of this
Certificate regarding “Blue Cross and Blue Shield’s Separate Financial Arrangements with Providers.”) In determining the
ADP applicable to a particular Claim, Blue Cross and Blue Shield will take into account differences among Hospitals and
other facilities, Blue Cross and Blue Shield’s contracts with Hospitals and other facilities, the nature of the Covered Services
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involved and other relevant factors. The ADP shall not apply to Eligible Charges when your benefits under this Certificate
are secondary to Medicare and/or coverage under any other group program.

AVERAGE WHOLESALE PRICE....means any one of the recognized published averages of the prices charged by
wholesalers in the United States for the drug products they sell to a Pharmacy.

BEHAVIORAL HEALTH PRACTITIONER.....means a Physician or Professional Provider who is duly licensed to render
Covered Services for Mental lliness or Substance Use Disorder, and is operating within the scope of such license.

BEHAVIORAL HEALTH UNIT.....means a unit established to assist in the administration of Mental lliness and Substance
Use Disorder Treatment benefits including Prior Authorization, Emergency Mental lliness or Substance Use Disorder
Admission and length of stay/service review for Inpatient Hospital admissions and/or review of Outpatient services for the
treatment of Mental lliness and Substance Use Disorder.

BENEFIT PERIOD...... means the period beginning on the Coverage Date and ending on the termination date, except for
the Pediatric Vision Care Benefit Period, which is defined in the Pediatric Vision Care section of this Certificate.

BILLED CHARGES.....means the total gross amounts billed by Provider to Blue Cross and Blue Shield on a Claim, which
constitutes the usual retail price that the Provider utilizes to bill patients or any other party that may be responsible for
payment of the services rendered without regard to any payor, discount or reimbursement arrangement that may be
applicable to any particular patient. This list of retail prices is also sometimes described in the health care industry as a
“chargemaster.”

BIOMARKER TESTING...means the analysis of tissue, blood, or fluid biospecimen for the presence of a biomarker,
including, but not limited to singly-analyte tests, multi-plex panel tests, and partial or whole genome sequencing.

BLUE CROSS AND BLUE SHIELD.... means Blue Cross and Blue Shield of lllinois, a Division of Health Care Service
Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association.

CARE COORDINATION.....means organized, information-driven patient care activities intended to facilitate the appropriate
responses to Covered Person’s healthcare needs cross the continuum of care.

CARE COORDINATOR FEE.....means a fixed amount paid by a Blue Cross and/or Blue Shield Plan to Providers periodically
for Care Coordination under a Value-Based Program.

CERTIFICATE.....means this booklet, including your application(s) for coverage under the Blue Cross and Blue Shield
benefit program described in this booklet.

CERTIFICATE OF CREDITABLE COVERAGE.....means a certificate disclosing information relating to your Creditable
Coverage under a health care benefit program.

CERTIFIED CLINICAL NURSE SPECIALIST.....means a nurse specialist who (a) is licensed under the Nursing and
Advanced Practice Nursing Act; (b) has an arrangement or agreement with a Physician for obtaining medical consultation,
collaboration and hospital referral and (c) meets the following qualifications:

1. Is agraduate of an approved school of nursing and holds a current license as a registered nurse, and is operating within
the scope of such license; and

2. Is a graduate of an advanced practice nursing program.

CERTIFIED REGISTERED NURSE ANESTHETIST or CRNA.....means a nurse anesthetist who: (a) is a graduate of an
approved school of nursing and is duly licensed as a registered nurse and is operating within the scope of such license; (b)
is a graduate of an approved program of nurse anesthesia accredited by the Council of Accreditation of Nurse Anesthesia
Education Programs/Schools or its predecessors; (c) has been certified by the Council of Certification of Nurse Anesthetists
or its predecessors; and (d) is recertified every two years by the Council on Recertification of Nurse Anesthetists.

CERTIFIED NURSE-MIDWIFE.....means a nurse-midwife who (a) practices according to the standards of the American
College of Nurse-Midwives; (b) has an arrangement or agreement with a Physician for obtaining medical consultation,
collaboration and hospital referral and (c) meets the following qualifications:

1. Is a graduate of an approved school of nursing and holds a current license as a registered nurse, and is operating
within the scope of such license; and
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2. Is a graduate of a program of nurse-midwives accredited by the American College of Nurse Midwives or its
predecessor.

CERTIFIED NURSE PRACTITIONER.....means a nurse practitioner who (a) is licensed under the Nursing and Advanced
Practice Nursing Act; (b) has an arrangement or agreement with a Physician for obtaining medical consultation, collaboration
and hospital referral and (c) meets the following qualifications:

1. Is a graduate of an approved school of nursing and holds a current license as a registered nurse, and is operating
within the scope of such license; and

2. Is a graduate of an advanced practice nursing program.

CHEMOTHERAPY.....means the treatment of malignant conditions by pharmaceutical and/or biological anti-neoplastic
drugs.

CHIROPRACTOR.....means a duly licensed Chiropractor operating within the scope of his/her license.

CLINICAL PROFESSIONAL COUNSELOR.....means a duly licensed clinical professional counselor operating within the
scope of his/her license.

CIVIL UNION.....means a legal relationship between two persons, of either the same or opposite sex, established pursuant
to or as otherwise recognized by the lllinois Religious Freedom Protection and Civil Union Act.

CLAIM.....means notification in a form acceptable to Blue Cross and Blue Shield that a service has been rendered or
furnished to you. This notification must include full details of the service received, including your name, age, sex,
identification number, the name and address of the Provider, an itemized statement of the service rendered or furnished
(including appropriate codes), the date of service, the diagnosis (including appropriate codes), the Claim Charge, and any
other information which Blue Cross and Blue Shield may request in connection with Covered Services rendered to you.

CLAIM CHARGE.....means the amount which appears on a Claim as the Provider's charge for service rendered to you,
without adjustment or reduction and regardless of any separate financial arrangement between Blue Cross and Blue Shield
and a particular Provider. (See provisions of this Certificate regarding “Blue Cross and Blue Shield’s Separate Financial
Arrangements with Providers”).

CLAIM PAYMENT.....means the benefit payment calculated by Blue Cross and Blue Shield, after submission of a Claim, in
accordance with the benefits described in this Certificate. All Claim Payments will be calculated on the basis of the Eligible
Charge for Covered Services rendered to you, regardless of any separate financial arrangement between Blue Cross and
Blue Shield and a particular Provider. (See provisions of this Certificate regarding “Blue Cross and Blue Shield’s Separate
Financial Arrangements with Providers”).

CLINICAL LABORATORY.....means a clinical laboratory which complies with the licensing and certification requirement
under the Clinical Laboratory Improvement Amendments of 1988, the Medicare and Medicaid programs and any applicable
state and local statutes and regulations.

CLINICAL PSYCHOLOGIST.....means a psychologist who specializes in the evaluation and treatment of Mental lliness or
Substance Use Disorder and who meets the following qualifications:

1. Has a doctoral degree from a regionally accredited University, College or Professional School; and has two years
of supervised experience in health services of which at least one year is post-doctoral and one year is in an
organized health services program; or

2. Is a Registered Clinical Psychologist with a graduate degree from a regionally accredited University or College; and
has not less than six years as a psychologist with at least two years of supervised experience in health services.

CLINICAL SOCIAL WORKER.....means a duly licensed Clinical Social Worker operating within the scope of his/her license.

CLINICAL STABILIZATION SERVICES.....means 24-hour treatment, usually following acute treatment services for
Substance Use Disorder, which may include intensive education and counseling regarding the nature of addiction and
its consequences, relapse prevention, outreach to families and significant others, and aftercare planning for individuals
beginning to engage in recovery from addiction.

CLINICIAN..... means a person operating within the scope of his/her license, registration or certification in the clinical
practice of medicine, psychiatry, psychology or behavior analysis.

COBRA.....means those sections of the Consolidated Omnibus Budget Reconciliation Act of 1985 (P.L. 99-272), as
amended, which regulate the conditions and manner under which an employer can offer continuation of group health
insurance to Eligible Persons whose coverage would otherwise terminate under the terms of this Certificate.
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COINSURANCE.....means a percentage of an eligible expense that you are required to pay towards a Covered Service.

COMPLICATIONS OF PREGNANCY.....means all physical effects suffered as a result of pregnancy which would not be
considered the effect of normal pregnancy.

CONGENITAL OR GENETIC DISORDER.....means a disorder that includes, but is not limited to, hereditary disorders,
Congenital or Genetic Disorders may also include, but are not limited to, Autism or an Autism Spectrum Disorder, cerebral
palsy, and other disorders resulting from early childhood iliness, trauma or injury.

COORDINATED HOME CARE PROGRAM.....means an organized skilled patient care program in which care is provided
in the home. Care may be provided by a Hospital's licensed home health department or by other licensed home health
agencies. You must be homebound (that is, unable to leave home without assistance and requiring supportive devices or
special transportation) and you must require Skilled Nursing Service on an intermittent basis under the direction of your
Physician. This program includes Skilled Nursing Service by a registered professional nurse, the Covered Services of
Physical, Occupational and Speech Therapists, Hospital laboratories, and necessary medical supplies. The program does
not include and is not intended to provide benefits for Private Duty Nursing Service. It also does not cover services for
activities of daily living (personal hygiene, cleaning, cooking, etc.).

COPAYMENT.....means a specified dollar amount that you are required to pay towards a Covered Service.
COVERAGE DATE.....means the date on which your coverage under this Certificate begins.
COVERED SERVICE.....means a service or supply specified in this Certificate for which benefits will be provided.

CUSTODIAL CARE SERVICE.....means any service primarily for personal comfort or convenience that provides general
maintenance, preventive, and/or protective care without any clinical likelihood of improvement of your condition. Custodial
Care Services also means those services which do not require the technical skills, professional training and clinical
assessment ability of medical and/or nursing personnel in order to be safely and effectively performed. These services can
be safely provided by trained or capable non-professional personnel, are to assist with routine medical needs (e.g. simple
care and dressings, administration of routine medications, etc.) and are to assist with activities of daily living (e.g. bathing,
eating, dressing, etc.).

DEDUCTIBLE.....means the amount of expense that you must incur in Covered Services before benefits are provided.
DENTIST.....means a duly licensed Dentist operating within the scope of his/her license.

DIAGNOSTIC SERVICE.....means tests rendered for the diagnosis of your symptoms and which are directed toward
evaluation or progress of a condition, disease or injury. Such tests include, but are not limited to, x-ray, pathology services,
Clinical Laboratory tests, pulmonary function studies, electrocardiograms, electroencephalograms, radioisotope tests,
electromyograms, magnetic resonance imaging (MRI), computed tomography (CT scans) and positron emission
tomography (PET scans).

DIALYSIS FACILITY.....means a facility (other than a Hospital) whose primary function is the treatment and/or provision of
maintenance and/or training dialysis on an ambulatory basis for renal dialysis patients and which is duly licensed by the
appropriate governmental authority to provide such Covered Services when operating within the scope of such license.
DOMESTIC PARTNER.....means a person with whom you have entered into a Domestic Partnership.

DOMESTIC PARTNERSHIP.....means long-term committed relationship of indefinite duration with a person which meets
the following criteria:

1. You and your Domestic Partner have lived together for at least 6 months;

Neither you nor your Domestic Partner is married to anyone else or has another Domestic Partner;
Your Domestic Partner is at least 18 years of age and mentally competent to consent to contract;
Your Domestic Partner resides with you and intends to do so indefinitely;

You and your Domestic Partner have an exclusive mutual commitment similar to marriage; and

S e

You and your Domestic Partner are jointly responsible for each other's common welfare and share financial
obligations.

DURABLE MEDICAL EQUIPMENT PROVIDER.....means a duly licensed durable medical equipment Provider, when
operating within the scope of such license.

IL_G_P_OF_2023 Blue Cross and Blue Shield of lllinois is a
8 Division of Health Care Service Corporation
A Mutual Legal Reserve Company



EARLY ACQUIRED DISORDER.....means a disorder resulting from iliness, trauma, injury, or some other event or condition
suffered by a child prior to that child developing functional life skills such as, but not limited to, walking, talking or self-help
skills. Early Acquired Disorder may include, but is not limited to, Autism or an Autism Spectrum Disorder and cerebral palsy.

ELIGIBLE CHARGE....means (a) in the case of a Provider, other than a Professional Provider, which has a written
agreement with Blue Cross and Blue Shield of lllinois or another Blue Cross and/or Blue Shield Plan to provide care to
participants in the PPO benefit program, or is designated as a Participating Provider by any Blue Cross and/or Blue Shield
Plan, at the time Covered Services are rendered, such Provider's Claim Charge for Covered Services, and (b) in the case
of a Provider, other than a Professional Provider, which does not have a written agreement with Blue Cross and Blue Shield
of lllinois or another Blue Cross and/or Blue Shield Plan to provide care to participants in the PPO benefit program, or is not
designated as a Participating Provider by any Blue Cross and/or Blue Shield Plan, at the time Covered Services are
rendered, of the following amount:

1. The lesser of (unless otherwise required by applicable law or arrangement with the Non- Participating Provider)(A)
the Provider’'s Billed Charges, and (B) an amount determined by Blue Cross and Blue Shield of lllinois to be
approximately 105% of the base Medicare reimbursement rate, excluding any Medicare adjustment(s) which is/are
based on information on the Claim; or

2. If there is no base Medicare reimbursement rate available for a particular Covered Service, or if the base Medicare
reimbursement amount cannot otherwise be determined under subsection (1) above based upon the information
submitted on the Claim, the lesser of(unless otherwise required by applicable law or arrangement with the Non-
Participating Provider)(A) the Provider’'s Billed Charges and (B) an amount determined by Blue Cross and Blue
Shield of lllinois to be 150% of the Maximum Allowance that would apply if the services were rendered by a
Participating Professional Provider on the date of service; or

3. If the base Medicare reimbursement amount and the Maximum Allowance cannot be determined under subsections
(1) or (2) above, based upon the information submitted on the Claim, then the amount will be 50% of the Provider’s
Billed Charges, provided, however, that Blue Cross and Blue Shield may limit such amount to the lowest contracted
rate that Blue Cross and Blue Shield has with a Participating Provider for the same or similar service based upon
the type of Provider and the information submitted on the claim, as of January 1 of the same year that the Covered
Services are rendered to the member (unless otherwise required by applicable law or arrangement with the Non-
Participating Providers).

In addition to the foregoing, the Eligible Charge will be subject in all respects to Blue Cross and Blue Shield Claim Payment
rules, edits and methodologies regardless of the Provider’s status as a Participating Provider or Non- Participating Provider.
(See provisions of this Certificate regarding “Blue Cross and Blue Shield’'s Separate Financial Arrangements with
Providers.”)

ELIGIBLE PERSON.....means an employee of the Group who meets the eligibility requirements for this health coverage, as
described in the ELIGIBILITY SECTION of this Certificate.

EMERGENCY ACCIDENT CARE.....means the initial Outpatient treatment of accidental injuries including related Diagnostic
Service.

EMERGENCY MEDICAL CARE......means services provided for the initial Outpatient treatment, including related Diagnostic
Services, of an Emergency Medical Condition.

EMERGENCY MEDICAL CONDITION...... means a medical condition manifesting itself by acute symptoms of sufficient
severity, regardless of the final diagnosis given, such that a prudent layperson, who possesses an average knowledge of
health and medicine, could reasonably expect the absence of immediate medical attention to result in:

1. Placing the health of the individual (or, with respect to a pregnant woman, the health of the woman or her unborn
child) in serious jeopardy;

Serious impairment to bodily functions;
Serious dysfunction of any bodily organ or part;

Inadequately controlled pain; or

o &~ 0N

With respect to a pregnant woman who is having contractions:
a. Inadequate time to complete a safe transfer to another hospital before delivery; or

b. A transfer to another hospital may pose a threat to the health or safety of the woman or unborn child.
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EMERGENCY MENTAL ILLNESS OR SUBSTANCE USE DISORDER ADMISSION....means an admission for the
treatment of Mental lliness or Substance Use Disorder as a result of the sudden and unexpected onset of a Mental lliness
or Substance Use Disorder such that a prudent layperson, who possesses an average knowledge of health and medicine,
could reasonably expect that in the absence of immediate medical treatment would likely result in serious and permanent
medical consequences to oneself or others.

EMERGENCY SERVICES.....means, with respect to an emergency medical condition, a medical screening examination
that is within the capability of the emergency department of a hospital, including ancillary services routinely available to the
emergency department to evaluate such emergency medical condition, and, within the capabilities of the staff and facilities
available at the hospital, such further medical examination and treatment as are required to stabilize the patient.

ENROLLMENT DATE.....means the first day of coverage under your Group’s health plan or, if your Group has a waiting
period prior to the effective date of your coverage, the first day of the waiting period (typically, the date employment begins).
No such waiting period may exceed 90 days unless permitted by applicable law. If our records show that your Group has a
waiting period that exceeds the time period permitted by applicable law, then we reserve the right to begin your coverage
on a date that we believe is within the required period. Regardless of whether we exercise that right, your Group is
responsible for your waiting period. If you have questions about your waiting period, please contact your Group.

EXPERIMENTAL/INVESTIGATIONAL SERVICES AND SUPPLIES.....means the use of any treatment, procedure, facility,
equipment, drug, device, or supply not accepted as Standard Medical Treatment for the condition being treated or, if any of
such items required Federal or other governmental agency approval, such approval was not granted at the time services
were provided. Approval by a Federal agency means that the treatment, procedure, facility, equipment, drug, device, or
supply has been approved for the condition being treated and, in the case of a drug, in the dosage used on the patient.

As used herein, medical treatment includes medical, surgical, mental health treatment, Substance Use Disorder Treatment
or dental treatment.

FAMILY COVERAGE.....means coverage for you and your eligible spouse and/or dependents under this Certificate.

FREESTANDING FACILITY...... means an Outpatient services facility that is not covered under a Hospital's written
agreement with Blue Cross and Blue Shield and has its own billing number and written agreement with Blue Cross and Blue
Shield to provide services to participants in the benefit program at the time services are rendered. Freestanding Facilities
may also be referred to as Outpatient Freestanding Facilities.

GROUP POLICY or POLICY.....means the agreement between Blue Cross and Blue Shield and the Group, any addenda,
this Certificate, the Group’s application and the Plan, as appropriate, along with any exhibits, appendices, addenda and/or
other required information and the individual application(s) of the persons covered under the benefit program.

HABILITATIVE SERVICES....means Occupational Therapy, Physical Therapy, Speech Therapy, and other services
prescribed by a Physician pursuant to a treatment plan to enhance the ability of a child to function with a Congenital, Genetic,
or Early Acquired Disorder. These services may include Physical Therapy and Occupational Therapy, speech language
pathology, and other services for a Covered Person with disabilities in a variety of Inpatient and/or Outpatient settings, with
coverage as described in the Certificate.

HEARING AID....means any wearable non-disposable, non-experimental instrument or device designed to aid or
compensate for impaired human hearing and any parts, attachments, or accessories for the instrument or device, including
an ear mold.

HEARING CARE PROFESSIONAL.....means a person who is a licensed Hearing Aid dispenser, licensed audiologist, or
licensed Physician operating within the scope of such license.

HOME INFUSION THERAPY PROVIDER.....means a duly licensed home infusion therapy Provider, when operating within
the scope of such license.

HOSPICE CARE PROGRAM PROVIDER....means an organization duly licensed to provide Hospice Care Program
Service, when operating within the scope of such license.

HOSPICE CARE PROGRAM SERVICE.....means a centrally administered program designed to provide for the physical,
psychological and spiritual care for dying persons and their families. The goal of hospice care is to allow the dying process
to proceed with a minimum of patient discomfort while maintaining dignity and a quality of life. Hospice Care Program
Service is available in the home, Skilled Nursing Facility or special hospice care unit.

HOSPITAL.....means a duly licensed institution under state law for the care of the sick which provides Covered Services
under the care of a Physician including the regular provision of bedside nursing by registered nurses, irrespective of whether
the institution provides surgery on its premises or at another licensed hospital pursuant to a formal written agreement
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between the two institutions. It does not mean health resorts, rest homes, nursing homes, skilled nursing facilities,
convalescent homes, or custodial homes of the aged or similar institutions.

IATROGENIC INFERTILITY......means an impairment of fertility by surgery, radiation, Chemotherapy, or other medical
treatment affecting reproductive organs or processes.

INDIVIDUAL COVERAGE......means coverage under this Certificate for yourself but not your spouse and/or dependents.
INFERTILITY.....means a disease, condition, or status characterized by:

1. The inability to conceive a child or to carry a pregnancy to live birth after one year of regular unprotected sexual
intercourse for a woman 35 years of age or younger, or after 6 months for a woman over 35 years of age (conceiving
but having a miscarriage does not restart the 12 month or 6-month term for determining Infertility);

2. A person’s inability to reproduce either as a single individual or with a partner without medical intervention; or

A licensed Physician’s findings based on a patient's medical, sexual, and reproductive history, age, physical
findings, or diagnostic testing.

INFUSION THERAPY..... means the administration of medication through a needle or catheter. It is prescribed when a
patient’s condition is so severe that it cannot be treated effectively through oral medications. Typically, “Infusion Therapy”
means that a drug is administered intravenously, but the term refers to situations where drugs are provided through other
non-oral routes, such as intramuscular injections and epidural routes (into the membranes surrounding the spinal cord).
Infusion Therapy, in most cases, requires health care professional services for the safe and effective administration of the
medication.

IN HOME HEALTH ASSESSMENT...means Covered Services including, but not limited to, health history and blood
pressure and blood sugar level screening. The assessment is designed to provide you with information regarding your
health that can be discussed with your health care Provider, and is not a substitute for diagnosis, management and treatment
by your health care Provider.

INPATIENT.....means that you are a registered bed patient and are treated as such in a health care facility.

INTENSIVE OUTPATIENT PROGRAM..... means a freestanding or Hospital-based program that provides services for at
least 3 hours per day, 2 or more days per week, to treat Mental lliness or Substance Use Disorder or specializes in the
treatment of co-occurring Mental lliness and Substance Use Disorder. Requirements: Blue Cross and Blue Shield requires
that any Mental lliness and/or Substance Use Disorder Intensive Outpatient Program must be licensed in the state where it
is located or accredited by a national organization that is recognized by Blue Cross and Blue Shield as set forth in its current
credentialing policy, and otherwise meets all other credentialing requirements set forth in such policy.

LIFE-THREATENING DISEASE OR CONDITION.....means, for the purposes of a clinical trial, any disease or condition
from which the likelihood of death is probable unless the course of the disease or condition is interrupted.

LONG-TERM ANTIBIOTIC THERAPY...means the administration of oral, intramuscular, or intravenous antibiotics singly or
in combination for periods of time in excess of 4 weeks.

LONG TERM CARE SERVICES.....means those social services, personal care services and/or Custodial Care Services
needed by you when you have lost some capacity for self-care because of a chronic illness, injury or condition.

MAINTENANCE CARE....means those services administered to you to maintain a level of function at which no
demonstrable and/or measurable improvement of condition will occur.

MAINTENANCE OCCUPATIONAL THERAPY, MAINTENANCE PHYSICAL THERAPY, and/or MAINTENANCE SPEECH.

MARRIAGE AND FAMILY THERAPIST (“LMFT").....means a duly licensed marriage and family therapist operating within
the scope of his/her license.

MATERNITY SERVICE.....means the services rendered for normal pregnancy. A normal pregnancy means an intrauterine
pregnancy which, through vaginal delivery, results in an infan