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CERTIFICATE RIDER
(For Participating Provider Option Plans)

The Certificate, to which this Rider is attached and becomes a part, is
amended as stated below.

A. PHYSICIAN BENEFIT SECTION

The following Covered Service is added to the Physician Benefit Section of
your Certificate:

Shingles Vaccine—Benefits will be provided for a shingles vaccine
approved by the federal Food and Drug Administration at the benefit
payment level described in the Wellness Care provision of this
Certificate.

B. SPECIAL CONDITIONS AND PAYMENTS

The Wellness Care Benefit Maximum provision is replaced with the follow-
ing:

Wellness Care Benefit Maximum

Benefits for wellness care will be limited to a maximum of $1,000 per bene-
fit period.

The following Covered Services are not subject to the wellness care benefit
maximum: routine mammogram, Pap smear test, prostate test and digital
rectal examination, colorectal cancer screening, ovarian cancer screening,
clinical breast examination, human papillomavirus vaccine and shingles
vaccine.

Except as amended by this Rider, all terms, conditions, limitations and ex-
clusions of the Certificate to which this Rider is attached will remain in full
force and effect.

Attest: Health Care Service Corporation
a Mutual Legal Reserve Company
(Blue Cross and Blue Shield of Illinois)

’EAM%———-— ’fﬂ@m‘f‘g/

Deborah Dorman-Rodriguez
Secretary

”PMMU&,AWW

Patricia A. Hemingway Hall
President
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A message from

Lake County Medical Society (LCMS)

This booklet is your Certificate of Health Care Benefits. It describes the health
care benefit program that we have arranged for you. This program is underwrit-
ten by Health Care Service Corporation, a Mutual Legal Reserve Company, the
Blue Cross and Blue Shield Plan serving the state of Illinois.

We are pleased to offer this program to you and your family. We believe it will
help relieve you of many financial worries should you have health care ex-
penses.

This booklet may be accompanied by a current copy of the Lake County Medi-
cal Society (LCMS) Administrative Policy with respect to the eligibility, benefit
levels and billing policies for our enrollees. Or, you may call LCMS at
847-482-0222 for a current copy of the Administrative Policy at any time. Due
to periodic changes in benefit levels and administrative procedures, which may
be implemented during a plan year, there may be discrepancies between this
booklet and our Administrative Policy. For the most current version of our Blue
Cross Blue Shield Benefit Program booklets, visit our website at LCMSIIli-
nois.org. Go to the Insurance page.

Call a Medical Service Advisor before Hospitalization:

To maximize your benefits under our plans, you must call a Medical Service
Advisor (MSA) prior to hospitalization, or within two business days following
a maternity or emergency admission. Someone else can make the call for you.
There is a reduction in benefits for non-compliance with this feature of our plan.
Please remind your covered children who may be away at college about this fea-
ture of our plan. In Illinois, call 1-800-247-9211. From outside of Illinois, call
1-800-826-8551. An MSA number to call will also be found on your Blue Cross
Blue Shield ID card.



Please Note:
The COBRA Continuation of Coverage section in this book applies only to en-

rollees in employer groups with 20 or more employees. For all others, the
Illinois State Law for Continuation of Coverage applies.

Questions about enrollment, cancellation, billing, home address changes or reg-
istering changes in your family status should be directed to:

Lake County Medical Society
1025 W. Everett Road

Suite 4

Lake Forest, IL 60045

Phone: 847-482-0222
Fax: 847-574-0445
Email: LakeDocs@aol.com

Sincerely,
Lake County Medical Society (LCMS)



A message from

BLUE CROSS AND BLUE SHIELD

Your Group has entered into an agreement with us (Health Care Service Corpo-
ration, a Mutual Legal Reserve Company, the Blue Cross and Blue Shield Plan
serving the state of Illinois) to provide you with this benefit program. Like most
people, you probably have many questions about your coverage. This Certifi-
cate 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”
and we refer to the company that you work for as the “Group.”” 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.

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,

?quul(ﬁ@v%w

Patricia A. Hemingway Hall
President

’aén./k’@b———-— ’fﬂ@m‘f‘g/

Deborah Dorman-Rodriguez
Secretary
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NOTICE

Please note that Blue Cross and Blue Shield of Illinois 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 allow-
ances with respect to the bill for services you receive from those Providers.

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

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-Partici-
pating Provider for a Covered Service in non-emergency situations, 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
policy’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 policy. YOU
CAN EXPECT TO PAY MORE THAN THE COINSURANCE AMOUNT
DEFINED IN THE POLICY 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 addi-
tional billing to the member other than Coinsurance and deductible amounts.
You may obtain further information about the participating status of profession-
al providers and information on out-of-pocket expenses by calling the toll free
telephone number on your identification card.
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BENEFIT HIGHLIGHTS

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

THE MEDICAL SERVICES
ADVISORY PROGRAM

MSA®’

Registered Mark of

Health Care Service Corporation
a Mutual Legal Reserve Company

Lifetime Maximum
for all Benefits

Individual Deductible
Family Deductible

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

— Participating Provider
— Non-Participating Provider
— Non-Plan Provider

Family Out-of-Pocket
Expense Limit

Private Duty Nursing Service
Benefit Maximum

Well Child Care (under age 16)
Benefit Maximum

Wellness Care (age 16 & over)
Benefit Maximum

Chiropractic and Osteopathic
Manipulation Benefit Maximum

Physical Therapy Services
Benefit Maximum

Occupational Therapy
Benefit Maximum

Speech Therapy
Benefit Maximum

Additional Speech Therapy
Benefits for Treatment of

A special program designed to
assist you in determining the course
of treatment that will maximize
your benefits under this Certificate

$5,000,000
$2,000 per benefit period
3 individual deductibles

$3,000 per benefit period
$4,500 per benefit period
No limit

3 individual out-of-pocket
expense limits

$1,000 per month

$1,000 per benefit period
$1,000 per benefit period
$1,000 per benefit period
$5,000 per benefit period

$5,000 per benefit period

$5,000 per benefit period

Pervasive Developmental Disorders 20 visits per benefit period
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Temporomandibular Joint
Dysfunction and

Related Disorders
Lifetime Maximum

HOSPITAL BENEFITS

Payment level for Covered
Services from a
Participating Provider:

— Inpatient Covered Services

— Outpatient Covered
Services

— Wellness Care

Payment level for Covered
Services from a
Non-Participating Provider:

— Inpatient Deductible
— Inpatient Covered Services

— Outpatient Covered
Services

— Wellness Care

Payment level for Covered
Services from a
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 from either
a Participating,
Non-Participating or
Non-Plan Provider

GB-10 HCSC

$3,000

90% of the Eligible Charge
90% of the Eligible Charge

100% of the Eligible Charge,
no deductible

$300 per admission
70% of the Eligible Charge
70% of the Eligible Charge

70% of the Eligible Charge

50% of the Eligible Charge

90% of the Eligible Charge,
no deductible

90% of the Eligible Charge,
no deductible



PHYSICIAN BENEFITS

Payment level for Surgical/
Medical Covered Services

— Participating Provider

Payment level for
Physician Office Visits

— Participating Provider

Payment level for
Well Child Care

— Participating Provider

Payment level for Emergency
Accident Care

Payment level for Emergency
Medical Care

Payment level for
Wellness Care

— Participating Provider
— Office visits

— Non-Participating Provider

Additional Surgical Opinion

OTHER COVERED SERVICES

Payment level

PRESCRIPTION DRUG
PROGRAM BENEFITS

Payment level
— Generic drugs

— Formulary brand name
drugs and diabetic supplies

— Non-Formulary brand
name drugs

GB-10 HCSC

90% of the Maximum Allowance

$10 per visit, then 100% of the
Maximum Allowance, no deductible

$10 per visit, then 100% of the
Maximum Allowance, no deductible

90% of the Maximum Allowance,
no deductible

90% of the Maximum Allowance,
no deductible

100% of the Maximum Allowance,
no deductible

$10 per visit, then 100% of the
Maximum Allowance, no deductible

70% of the Maximum Allowance

100% of the Claim Charge,
no deductible

80% of the Eligible Charge
or Maximum Allowance

$15 per prescription

65% of the Eligible Charge
per prescription

50% of the Eligible Charge
per prescription



Out-of-Pocket Limit
— Maximum $150.00 per prescription

— Minimum $15.00 per prescription

Home Delivery Prescription
Drug Program

Payment level
— Generic drugs $30 per prescription

— Formulary brand name drugs
and diabetic supplies 65% of the Eligible Charge
per prescription

— Non-Formulary brand name
drugs 50% of the Eligible Charge
per prescription

Out-of-Pocket Limit
— Maximum $300.00 per prescription

— Minimum $30.00 per prescription

TO IDENTIFY NON-PLAN AND PLAN HOSPITALS 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 IDENTIFI-
CATION CARD.
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DEFINITIONS SECTION

Throughout this Certificate, many words are used which have a specific mean-
ing 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 under-
stand 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 ar-
ranged in ALPHABETICAL ORDER.

ADVANCED PRACTICE NURSE....means a Certified Clinical Nurse Spe-
cialist, Certified Nurse-Midwife, Certified Nurse Practitioner or Certified
Registered Nurse Anesthetist.

AMBULANCE TRANSPORTATION.....means local transportation in a spe-
cially equipped certified vehicle 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 trans-
portation to the closest facility that can provide the necessary service.

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.

A “Plan Ambulatory Surgical Facility” means an Ambulatory Surgical Fa-
cility which has a written agreement with Blue Cross and Blue Shield of
Illinois or another Blue Cross and Blue Shield Plan or Blue Cross Plan to
provide services to you at the time services are rendered to you.

A “Non-Plan Ambulatory Surgical Facility” means an Ambulatory Surgical
Facility which does not meet the definition of a Plan Ambulatory Surgical
Facility.

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.

AVERAGE DISCOUNT PERCENTAGE (“ADP”).....means a percentage dis-
count determined 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 maxi-
mums. 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, that is determined by Blue Cross and Blue Shield
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to be 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 Sepa-
rate 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 involved and other relevant factors. The ADP shall not apply to Eli-
gible Charges when your benefits under this Certificate are secondary to
Medicare and/or coverage under any other group program.

CERTIFICATE.....means this booklet, including your application for coverage
under the Blue Cross and Blue Shield benefit program described in this book-
let.

CERTIFICATE OF CREDITABLE COVERAGE.....means a certificate dis-
closing information relating to your Creditable Coverage under a health care
benefit program for purposes of reducing any Preexisting Condition exclusion
imposed by any group health plan coverage.

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 con-
sultation, collaboration and hospital referral and (c) meets the following
qualifications:

(i) is a graduate of an approved school of nursing and holds a current
license as a registered nurse; and

(ii) is a graduate of an advanced practice nursing program.

A “Participating Certified Clinical Nurse Specialist” means a Certified
Clinical Nurse Specialist who has a written agreement with Blue Cross and
Blue Shield of Illinois or another Blue Cross and Blue Shield Plan or Blue
Cross Plan to provide services to you at the time services are rendered.

A “Non-Participating Certified Clinical Nurse Specialist” means a Certi-
fied Clinical Nurse Specialist who does not have a written agreement with
Blue Cross and Blue Shield of Illinois or another Blue Cross and Blue
Shield Plan or Blue Cross Plan to provide services to you at the time ser-
vices are rendered.

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 con-
sultation, collaboration and hospital referral and (c) meets the following
qualifications:
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(i) is a graduate of an approved school of nursing and holds a current
license as a registered nurse; and

(ii) is a graduate of a program of nurse-midwives accredited by the
American College of Nurse Midwives or its predecessor.

A “Participating Certified Nurse-Midwife” means a Certified Nurse-Mid-
wife who has a written agreement with Blue Cross and Blue Shield of
Illinois or another Blue Cross and Blue Shield Plan or Blue Cross Plan to
provide services to you at the time services are rendered.

A “Non-Participating Certified Nurse-Midwife” means a Certified Nurse-
Midwife who does not have a written agreement with Blue Cross and Blue
Shield of Illinois or another Blue Cross and Blue Shield Plan or Blue Cross
Plan to provide services to you at the time services are rendered.

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 consulta-
tion, collaboration and hospital referral and (c) meets the following
qualifications:

(i) is a graduate of an approved school of nursing and holds a current
license as a registered nurse; and

(ii) is a graduate of an advanced practice nursing program.

A “Participating Certified Nurse Practitioner” means a Certified Nurse
Practitioner who has a written agreement with Blue Cross and Blue Shield
of Illinois or another Blue Cross and Blue Shield Plan or Blue Cross Plan to
provide services to you at the time services are rendered.

A “Non-Participating Certified Nurse Practitioner” means a Certified Nur-
se Practitioner who does not have a written agreement with Blue Cross and
Blue Shield of Illinois or another Blue Cross and Blue Shield Plan or Blue
Cross Plan to provide services to you at the time services are rendered.

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; (b) is a graduate of an approved program of
nurse anesthesia accredited by the Council of Accreditation of Nurse Anesthe-
sia 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 Anes-
thetists.

A “Participating Certified Registered Nurse Anesthetist” means a Certified
Registered Nurse Anesthetist who has a written agreement with Blue Cross
and Blue Shield of Illinois or another Blue Cross and Blue Shield Plan or
Blue Cross Plan to provide services to you at the time services are rendered.

A “Non-Participating Certified Registered Nurse Anesthetist” means a
Certified Registered Nurse Anesthetist who does not have a written agree-
ment with Blue Cross and Blue Shield of Illinois or another Blue Cross and
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Blue Shield Plan or Blue Cross Plan to provide services to you at the time
services are rendered.

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

CHIROPRACTOR.....means a duly licensed chiropractor.

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, the date of service, the diagno-
sis, the Claim Charge, and any other information which Blue Cross and Blue
Shield may request in connection with services rendered to you.

CLAIM CHARGE.....means the amount which appears on a Claim as the Pro-
vider’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 re-
garding “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.”)

with the licensing and certification requirements under the Clinical
Laboratory Improvement Amendments of 1988, the Medicare and Medicaid
programs and any applicable state and local statutes and regulations.

A “Participating Clinical Laboratory” means a Clinical Laboratory which
has a written agreement with Blue Cross and Blue Shield of Illinois or
another Blue Cross and Blue Shield Plan or Blue Cross Plan to provide ser-
vices to you at the time services are rendered.

A “Non-Participating Clinical Laboratory” means a Clinical Laboratory
which does not have a written agreement with Blue Cross and Blue Shield
of Illinois or another Blue Cross and Blue Shield Plan or Blue Cross Plan to
provide services to you at the time services are rendered.

CLINICAL PROFESSIONAL COUNSELOR.....means a duly licensed clini-
cal professional counselor.
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A “Participating Clinical Professional Counselor” means a Clinical Profes-
sional Counselor who has a written agreement with Blue Cross and Blue
Shield of Illinois or another Blue Cross and Blue Shield Plan or Blue Cross
Plan to provide services to you at the time services are rendered.

A “Non-Participating Clinical Professional Counselor” means a Clinical
Professional Counselor who does not have a written agreement with Blue
Cross and Blue Shield of Illinois or another Blue Cross and Blue Shield
Plan or Blue Cross Plan to provide services to you at the time services are
rendered.

CLINICAL SOCIAL WORKER.....means a duly licensed clinical social
worker.

A ““Participating Clinical Social Worker” means a Clinical Social Worker
who has a written agreement with Blue Cross and Blue Shield of Illinois or
another Blue Cross and Blue Shield Plan or Blue Cross Plan to provide ser-
vices to you at the time services are rendered.

A “Non-Participating Clinical Social Worker” means a Clinical Social
Worker who does not have a written agreement with Blue Cross and Blue
Shield of Illinois or another Blue Cross and Blue Shield Plan or Blue Cross
Plan to provide services to you at the time services are rendered.

COBRA.....means those sections of the Consolidated Omnibus Budget Recon-
ciliation 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 un-
der the terms of this Certificate.

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.

COORDINATED HOME CARE PROGRAM.....means an organized skilled
patient care program in which care is provided in the home. Care may be pro-
vided 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 Ser-
vice by a registered professional nurse, the 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 Pri-
vate Duty Nursing Service. It also does not cover services for activities of
daily living (personal hygiene, cleaning, cooking, etc.).
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A “Plan Coordinated Home Care Program” means a Coordinated Home
Care Program which has a written agreement with Blue Cross and Blue
Shield of Illinois or another Blue Cross and Blue Shield Plan or Blue Cross
Plan to provide services to you at the time service is rendered to you.

A “Non-Plan Coordinated Home Care Program” means a Coordinated
Home Care Program which does not have an agreement with a Blue Cross
and Blue Shield Plan or Blue Cross Plan but has been certified as a home
health agency in accordance with the guidelines established by Medicare.

COPAYMENT.....means a specified dollar amount that you are required to pay
towards a Covered Service.

COURSE OF TREATMENT....means any number of dental procedures or
treatments performed by a Dentist or Physician in a planned series resulting
from a dental examination in which the need for such procedures or treatments
was determined.

COVERAGE DATE.....means the date on which your coverage under this
Certificate begins.

COVERED SERVICE.....means a service or supply specified in this Certifi-
cate for which benefits will be provided.

CREDITABLE COVERAGE.....means coverage you had under any of the fol-
lowing:

(i) A group health plan.

(ii) Health insurance coverage for medical care under any hospital or
medical service policy or certificate, hospital or medical service
plan contract, or HMO contract offered by a health insurance issuer.

(iii) Medicare (Parts A or B of Title XVIII of the Social Security Act).
(iv) Medicaid (Title XIX of the Social Security Act).

(v) Medical care for members and certain former members of the uni-
formed services and their dependents.

(vi) A medical care program of the Indian Health Service or of a tribal
organization.

(vii) A State health benefits risk pool.

(viii) A health plan offered under the Federal Employees Health Benefits
Program.

(ix) A public health plan established or maintained by a State or any
political subdivision of a State, the U.S. government, or a foreign
country.

(x) A health benefit plan under section 5(¢) of the Peace Corps Act.
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(xi) State Children’s Health Insurance Program (Title XXI of the Social
Security Act).

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 condi-
tion. 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 per-
formed. These services can be safely provided by trained or capable
non-professional personnel, are to assist with routine medical needs (e.g. sim-
ple care and dressings, administration of routine medications, etc.) and are to
assist with activities of daily living (e.g. bathing, eating, dressing, etc.). Custo-
dial Care Service also means providing care on a continuous Inpatient or
Outpatient basis without any clinical improvement by you.

DENTIST.....means a duly licensed dentist.

DIAGNOSTIC SERVICE.....means tests rendered for the diagnosis of your
symptoms and which are directed toward evaluation or progress of a condi-
tion, disease or injury. Such tests include, but are not limited to, x-ray,
pathology services, clinical laboratory tests, pulmonary function studies, elec-
trocardiograms, electroencephalograms, radioisotope tests, and
electromyograms.

DIALYSIS FACILITY.....means a facility (other than a Hospital) whose pri-
mary 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 services.

A “Plan Dialysis Facility” means a Dialysis Facility which has a written
agreement with Blue Cross and Blue Shield of Illinois or another Blue
Cross and Blue Shield Plan or Blue Cross Plan to provide services to you at
the time services are rendered to you.

A “Non-Plan Dialysis Facility” means a Dialysis Facility which does not
have an agreement with a Blue Cross and Blue Shield Plan or Blue Cross
Plan but has been certified in accordance with the guidelines established by
Medicare.

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:

(i) you and your Domestic Partner have lived together for at least 6
months,

(ii) neither you nor your Domestic Partner is married to anyone else or
has another domestic partner,
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(iii) your Domestic Partner is at least 18 years of age and mentally com-
petent to consent to contract,

(iv) your Domestic Partner resides with you and intends to do so indefi-
nitely,

(v) you and your Domestic Partner have an exclusive mutual commit-
ment similar to marriage, and

(vi) you and your Domestic Partner are jointly responsible for each oth-
er’s common welfare and share financial obligations.

DURABLE MEDICAL EQUIPMENT PROVIDER....means a duly licensed
durable medical equipment provider.

A “Participating Durable Medical Equipment Provider” means a Durable
Medical Equipment Provider who has a written agreement with Blue Cross
and Blue Shield of Illinois or another Blue Cross and Blue Shield Plan or
Blue Cross Plan to provide services to you at the time services are rendered.

A “Non-Participating Durable Medical Equipment Provider” means a Du-
rable Medical Equipment Provider who does not have a written agreement
with Blue Cross and Blue Shield of Illinois or another Blue Cross and Blue
Shield Plan or Blue Cross Plan to provide services to you at the time ser-
vices are rendered.

ELIGIBLE CHARGE.....means (a) in the case of a Provider, other than a Pro-
fessional Provider, which has a written agreement with Blue Cross and Blue
Shield to provide care to you at the time Covered Services are rendered, such
Provider’s Claim Charge for Covered Services and (b) in the case of a Provid-
er other than a Professional Provider which does not have a written agreement
with Blue Cross and Blue Shield to provide care to you at the time Covered
Services are rendered, the amount for Covered Services determined by Blue
Cross and Blue Shield based on the following order:

(i) the charge which is within the range of charges other similar Hospi-
tals or facilities in similar geographic areas charge their patients for
the same or similar services, as reasonably determined by Blue
Cross and Blue Shield, if available,

(ii) the amount that the Centers for Medicare & Medicaid Services
(“CMS”) reimburses the Hospitals or facilities in similar geograph-
ic areas for the same or similar services rendered to members in the
Medicare program,
or

(iii) the charge which the particular Hospital or facility usually charges
its patients for Covered Services.

ELIGIBLE PERSON.....means an employee of the Group who meets the eligi-
bility requirements for this health and/or dental coverage, as described in the
ELIGIBILITY SECTION of this Certificate.
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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 a medical
condition displaying itself by acute symptoms of sufficient severity (including
severe pain) such that a prudent layperson, who possesses an average knowl-
edge of health and medicine, could reasonably expect that the absence of
immediate medical attention could result in:

(i) 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;

(ii) serious impairment to bodily functions; or
(iii) serious dysfunction of any bodily organ or part.

Examples of symptoms that may indicate the presence of an emergency
medical condition include, but are not limited to, difficulty breathing, se-
vere chest pains, convulsions or persistent severe abdominal pains.

EMERGENCY MENTAL ILLNESS ADMISSION....means an admission for
the treatment of Mental Illness as a result of the sudden and unexpected onset
of a mental condition that the absence of immediate medical treatment would
likely result in serious and permanent medical consequences to oneself or oth-
ers.

Examples of Mental Illness are: major depression with significant suicidal
intent, psychosis with associated homicidal intent or a manic episode re-
sulting in inability to care for oneself.

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 employ-
ment begins).

FAMILY COVERAGE.....means coverage for you and your eligible depen-
dents under this Certificate.

GROUP POLICY or POLICY....means the agreement between Blue Cross
and Blue Shield and the Group, any addenda, this Certificate, the Benefit
Program Application of the Group and the individual applications of the
persons covered under the Policy.

HOME INFUSION THERAPY PROVIDER....means a duly licensed home
infusion therapy provider.

A “Participating Home Infusion Therapy Provider” means a Home Infu-
sion Therapy Provider who has a written agreement with Blue Cross and
Blue Shield of Illinois or another Blue Cross and Blue Shield Plan or Blue
Cross Plan to provide services to you at the time services are rendered.
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A “Non-Participating Home Infusion Therapy Provider” means a Home In-
fusion Therapy Provider who does not have a written agreement with Blue
Cross and Blue Shield of Illinois or another Blue Cross and Blue Shield
Plan or Blue Cross Plan to provide services to you at the time services are
rendered.

HOSPICE CARE PROGRAM PROVIDER.....means an organization duly li-
censed to provide Hospice Care Program Service.

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 main-
taining 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 for the care of the sick which
provides service under the care of a Physician including the regular provision
of bedside nursing by registered nurses. It does not mean health resorts, rest
homes, nursing homes, skilled nursing facilities, convalescent homes, custo-
dial homes of the aged or similar institutions.

A “Plan Hospital” means a Hospital which has a written agreement with
Blue Cross and Blue Shield of Illinois or another Blue Cross and Blue
Shield Plan or Blue Cross Plan to provide services to you at the time ser-
vices are rendered to you.

A “Non-Plan Hospital” means a Hospital that does not meet the definition
of a Plan Hospital.

A “Participating Hospital” means a Plan Hospital that has an agreement
with Blue Cross and Blue Shield of Illinois or another Blue Cross and Blue
Shield Plan or Blue Cross Plan to provide Hospital services to participants
in a Participating Provider Option program.

A “Non-Participating Hospital” means a Plan Hospital that does not meet
the definition of a Participating Hospital.

INDIVIDUAL COVERAGE....means coverage under this Certificate for
yourself but not your spouse and/or dependents.

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

INVESTIGATIONAL or INVESTIGATIONAL SERVICES AND SUP-
PLIES....means procedures, drugs, devices, services and/or supplies which
(1) are provided or performed in special settings for research purposes or un-
der a controlled environment and which are being studied for safety,
efficiency and effectiveness, and/or (2) are awaiting endorsement by the ap-
propriate National Medical Specialty College or federal government agency
for general use by the medical community at the time they are rendered to
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you, and (3) specifically with regard to drugs, combination of drugs and/or
devices, are not finally approved by the Food and Drug Administration at the
time used or administered to you.

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 condi-
tion.

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

MAINTENANCE OCCUPATIONAL THERAPY, MAINTENANCE PHYSI-
CAL THERAPY, and/or MAINTENANCE SPEECH THERAPY..... means
therapy administered to you to maintain a level of function at which no de-
monstrable and measurable improvement of a condition will occur.

MARRIAGE AND FAMILY THERAPIST (“LMFT”)....means a duly li-
censed marriage and family therapist.

A ““Participating Marriage and Family Therapist” means a Marriage and
Family Therapist who has a written agreement with Blue Cross and Blue
Shield of Illinois or another Blue Cross and Blue Shield Plan or Blue Cross
Plan to provide services to you at the time services are rendered.

A “Non-Participating Marriage and Family Therapist” means a Marriage
and Family Therapist who does not have a written agreement with Blue
Cross and Blue Shield of Illinois or another Blue Cross and Blue Shield
Plan or Blue Cross Plan to provide services to you at the time services are
rendered.

MATERNITY SERVICE.....means the services rendered for normal pregnan-
cy. A normal pregnancy means an intrauterine pregnancy which, through
vaginal delivery, results in an infant, who is not premature or preterm. Prema-
ture or preterm means an infant born with a low birth weight, 5.5 pounds or
less, or an infant born at 37 weeks or less.

MAXIMUM ALLOWANCE.....means the amount determined by Blue Cross
and Blue Shield, which Participating Professional Providers have agreed to
accept as payment in full for a particular Covered Service. All benefit pay-
ments for Covered Services rendered by Professional Providers, whether
Participating or Non-Participating will be based on the Schedule of Maximum
Allowances. These amounts may be amended from time to time by Blue Cross
and Blue Shield.

MEDICAL CARE.....means the ordinary and usual professional services ren-
dered by a Physician or other specified Provider during a professional visit for
treatment of an illness or injury.
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MEDICALLY NECESSARY....SEE EXCLUSIONS SECTION OF THIS
CERTIFICATE.

MEDICARE.....means the program established by Title XVIII of the Social
Security Act (42 U.S.C. §1395 et seq.).

MEDICARE APPROVED or MEDICARE PARTICIPATING.....means a Pro-
vider which has been certified or approved by the Department of Health and
Human Services for participating in the Medicare program.

MEDICARE SECONDARY PAYER or MSP.....means those provisions of the
Social Security Act set forth in 42 U.S.C. §1395 y (b), and the implemented
regulations set forth in 42 C.F.R. Part 411, as amended, which regulate the
manner in which certain employers may offer group health care coverage to
Medicare-eligible employees, their spouses and, in some cases, dependent
children.

MENTAL HEALTH UNIT..... means a unit established to perform preadmis-
sion review and length of stay review for Inpatient services and/or review of
Outpatient services for the treatment of Mental Illness and Substance Abuse.

MENTAL ILLNESS.....means those illnesses classified as disorders in the
current Diagnostic and Statistical Manual of Mental Disorders published by
the American Psychiatric Association.

“Serious Mental Illness™.....means the following mental disorders as classi-
fied in the current Diagnostic and Statistical Manual published by the
American Psychiatric Association:

(i) Schizophrenia;
(ii) Paranoid and other psychotic disorders;
(iii) Bipolar disorders (hypomanic, manic, depressive and mixed);
(iv) Major depressive disorders (single episode or recurrent);
(v) Schizoaffective disorders (bipolar or depressive);
(vi) Pervasive developmental disorders;
(vii) Obsessive-compulsive disorders;
(viii) Depression in childhood and adolescence;
(ix) Panic disorder;

(x) Post-traumatic stress disorders (acute, chronic, or with delayed on-
set); and

(xi) Anorexia nervosa and bulimia nervosa.

NAPRAPATH.....means a duly licensed naprapath.
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NAPRAPATHIC SERVICES.....means the performance of naprapathic prac-
tice by a Naprapath which may legally be rendered by them.

NON-PARTICIPATING HOSPITAL.....SEE DEFINITION OF HOSPITAL.

NON-PARTICIPATING PROFESSIONAL PROVIDER.....SEE DEFINITION
OF PROVIDER.

NON-PARTICIPATING PROVIDER.....SEE DEFINITION OF PROVIDER.
NON-PLAN HOSPITAL.....SEE DEFINITION OF HOSPITAL.
NON-PLAN PROVIDER.....SEE DEFINITION OF PROVIDER.

OCCUPATIONAL THERAPIST.....means a duly licensed occupational thera-
pist.

OCCUPATIONAL THERAPY....means constructive therapeutic activity de-
signed and adapted to promote the restoration of useful physical function.
Occupational Therapy does not include educational training or services de-
signed and adapted to develop a physical function.

OPTOMETRIST.....means a duly licensed optometrist.

A “Participating Optometrist” means an Optometrist who has a written
agreement with Blue Cross and Blue Shield of Illinois or another Blue
Cross and Blue Shield Plan or Blue Cross Plan to provide services to you at
the time services are rendered.

A “Non-Participating Optometrist” means an Optometrist who does not
have a written agreement with Blue Cross and Blue Shield of Illinois or
another Blue Cross and Blue Shield Plan or Blue Cross Plan to provide ser-
vices to you at the time services are rendered.

ORTHOTIC PROVIDER.....means a duly licensed orthotic provider.

A “Participating Orthotic Provider” means an Orthotic Provider who has a
written agreement with Blue Cross and Blue Shield of Illinois or another
Blue Cross and Blue Shield Plan or Blue Cross Plan to provide services to
you at the time services are rendered.

A “Non-Participating Orthotic Provider” means an Orthotic Provider who
does not have a written agreement with Blue Cross and Blue Shield of Illi-
nois or another Blue Cross and Blue Shield Plan or Blue Cross Plan to
provide services to you at the time services are rendered.

OUTPATIENT.....means that you are receiving treatment while not an Inpa-
tient. Services considered Outpatient, include, but are not limited to, services
in an emergency room regardless of whether you are subsequently registered
as an Inpatient in a health care facility.
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PARTIAL HOSPITALIZATION TREATMENT PROGRAM.....means a Blue
Cross and Blue Shield approved planned program of a Hospital or Substance
Abuse Treatment Facility for the treatment of Mental Illness or Substance
Abuse Rehabilitation Treatment in which patients spend days or nights.

PARTICIPATING PRESCRIPTION DRUG PROVIDER.....SEE DEFINI-
TION OF PROVIDER.

PARTICIPATING PROFESSIONAL PROVIDER....SEE DEFINITION OF
PROVIDER.

PARTICIPATING PROVIDER....SEE DEFINITION OF PROVIDER.

PARTICIPATING PROVIDER OPTION..... means a program of health care
benefits designed to provide you with economic incentives for using desig-
nated Providers of health care services.

PHARMACY.....means any licensed establishment in which the profession of
pharmacy is practiced.

PHYSICAL THERAPIST.....means a duly licensed physical therapist.

PHYSICAL THERAPY.....means the treatment of a disease, injury or condi-
tion by physical means by a Physician or a registered professional physical
therapist under the supervision of a Physician and which is designed and
adapted to promote the restoration of a useful physical function. Physical
Therapy does not include educational training or services designed and
adapted to develop a physical function.

PHYSICIAN....means a physician duly licensed to practice medicine in all of
its branches.

PHYSICIAN ASSISTANT.....means a duly licensed physician assistant per-
forming under the direct supervision of a Physician, Dentist or Podiatrist and
billing under such Provider.

PLAN HOSPITAL.....SEE DEFINITION OF HOSPITAL.

PLAN PROVIDER.....SEE DEFINITION OF PROVIDER.
PODIATRIST.....means a duly licensed podiatrist.

PREEXISTING CONDITION.....means any disease, illness, sickness, malady
or condition for which medical advice, diagnosis, care or treatment was
received or recommended by a Provider within 6 months prior to your Enroll-

ment Date. Taking prescription drugs is considered medical treatment even if
your condition was diagnosed more than 6 months before your Enrollment
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Date. For purposes of this definition, pregnancy or conditions based solely on
genetic information are not preexisting conditions.

PRIVATE DUTY NURSING SERVICE.....means Skilled Nursing Service
provided on a one-to-one basis by an actively practicing registered nurse
(R.N.) or licensed practical nurse (L.P.N.). Private Duty Nursing is shift nurs-
ing of 8 hours or greater per day and does not include nursing care of less than
8 hours per day. Private Duty Nursing Service does not include Custodial Care
Service.

PROFESSIONAL PROVIDER.....SEE DEFINITION OF PROVIDER.

PROSTHETIC PROVIDER.....means a duly licensed prosthetic provider.

A “Participating Prosthetic Provider” means a Prosthetic Provider who has
a written agreement with Blue Cross and Blue Shield of Illinois or another
Blue Cross and Blue Shield Plan or Blue Cross Plan to provide services to
you at the time services are rendered.

A “Non-Participating Prosthetic Provider” means a Prosthetic Provider
who does not have a written agreement with Blue Cross and Blue Shield of
Illinois or another Blue Cross and Blue Shield Plan or Blue Cross Plan to
provide services to you at the time services are rendered.

PROVIDER....means any health care facility (for example, a Hospital or
Skilled Nursing Facility) or person (for example, a Physician or Dentist) or
entity duly licensed to render Covered Services to you.

A “Plan Provider” means a Provider which has a written agreement with
Blue Cross and Blue Shield of Illinois or another Blue Cross and Blue
Shield Plan or Blue Cross Plan to provide services to you at the time
services are rendered to you.

A “Non-Plan Provider” means a Provider that does not meet the definition
of Plan Provider unless otherwise specified in the definition of a particular
Provider.

A “Participating Provider” means a Plan Hospital or Professional Provider
which has a written agreement with Blue Cross and Blue Shield of Illinois
or another Blue Cross and Blue Shield Plan or Blue Cross Plan to provide
services to participants in a Participating Provider Option program or a Plan
facility or Professional Provider which has been designated by a Blue Cross
and Blue Shield Plan as a Participating Provider.

A “Non-Participating Provider” means a Plan Hospital or Professional Pro-
vider which does not have a written agreement with Blue Cross and Blue
Shield of Illinois or another Blue Cross and Blue Shield Plan or Blue Cross
Plan to provide services to participants in a Participating Provider Option
program or a facility which has not been designated by Blue Cross and Blue
Shield of Illinois as a Participating Provider.
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A “Professional Provider” means a Physician, Dentist, Podiatrist, Psycholo-
gist, Chiropractor, Optometrist, Clinical Social Worker or any Provider
designated by Blue Cross and Blue Shield of Illinois or another Blue Cross
and Blue Shield Plan or Blue Cross Plan.

A “Participating Prescription Drug Provider” means a Pharmacy that has a
written agreement with a Blue Cross and Blue Shield Plan or the entity
chosen by Blue Cross and Blue Shield to administer its prescription drug
program to provide services to you at the time you receive the services.

PSYCHOLOGIST.....means a Registered Clinical Psychologist.

Registered Clinical Psychologist means a Clinical Psychologist who is reg-
istered with the Illinois Department of Financial and Professional
Regulation pursuant to the Illinois “Psychologists Registration Act” or, in a
state where statutory licensure exists, the Clinical Psychologist must hold a
valid credential for such practice or, if practicing in a state where statutory
licensure does not exist, such person must meet the qualifications specified
in the definition of a Clinical Psychologist.

Clinical Psychologist means a psychologist who specializes in the evalua-
tion and treatment of Mental Illness and who meets the following
qualifications:

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

is a Registered Clinical Psychologist with a graduate degree from a region-
ally accredited University or College; and has not less than six years as a
psychologist with at least two years of supervised experience in health ser-
vices.

REGISTERED SURGICAL ASSISTANT.....means a duly licensed certified
surgical assistant, certified surgical technician, surgical assistant certified or
registered nurse first assistant.

A ““Participating Registered Surgical Assistant” means a Registered Surgi-
cal Assistant who has a written agreement with Blue Cross and Blue Shield
of Illinois or another Blue Cross and Blue Shield Plan or Blue Cross Plan to
provide services to you at the time services are rendered.

A “Non-Participating Registered Surgical Assistant” means a Registered
Surgical Assistant who does not have a written agreement with Blue Cross
and Blue Shield of Illinois or another Blue Cross and Blue Shield Plan or
Blue Cross Plan to provide services to you at the time services are rendered.

RENAL DIALYSIS TREATMENT.....means one unit of service including the

equipment, supplies and administrative service which are customarily consid-
ered as necessary to perform the dialysis process.
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RESPITE CARE SERVICE.....means those services provided at home or in a
facility to temporarily relieve the family or other caregivers (non-professional
personnel) that usually provide or are able to provide such services for you.

RETAIL HEALTH CLINIC.....means a health care clinic located in a retail
setting, supermarket or Pharmacy which provides treatment of common ill-
nesses and routine preventive health care services by Certified Nurse
Practitioners.

A “Participating Retail Health Clinic” means a Retail Health Clinic who
has a written agreement with Blue Cross and Blue Shield of Illinois or
another Blue Cross and Blue Shield Plan or Blue Cross Plan to provide ser-
vices to you at the time services are rendered.

A “Non-Participating Retail Health Clinic” means a Retail Health Clinic
who does not have a written agreement with Blue Cross and Blue Shield of
Illinois or another Blue Cross and Blue Shield Plan or Blue Cross Plan to
provide services to you at the time services are rendered.

SERIOUS MENTAL ILLNESS....SEE DEFINITION OF MENTAL ILL-
NESS.

SKILLED NURSING FACILITY.....means an institution or a distinct part of
an institution which is primarily engaged in providing comprehensive skilled
services and rehabilitative Inpatient care and is duly licensed by the appropri-
ate governmental authority to provide such services.

A “Plan Skilled Nursing Facility” means a Skilled Nursing Facility which
has a written agreement with Blue Cross and Blue Shield of Illinois or
another Blue Cross and Blue Shield Plan or Blue Cross Plan to provide ser-
vices to you at the time services are rendered to you.

A “Non-Plan Skilled Nursing Facility” means a Skilled Nursing Facility
which does not have an agreement with Blue Cross and Blue Shield of Illi-
nois or another Blue Cross and Blue Shield Plan or Blue Cross Plan but has
been certified in accordance with guidelines established by Medicare.

An “Uncertified Skilled Nursing Facility” means a Skilled Nursing Facility
which does not meet the definition of a Plan Skilled Nursing Facility and
has not been certified in accordance with the guidelines established by
Medicare.

SKILLED NURSING SERVICE.....means those services provided by a regis-
tered nurse (R.N.) or licensed practical nurse (L.PN.) which require the
clinical skill and professional training of an R.N. or L.P.N. and which cannot
reasonably be taught to a person who does not have specialized skill and pro-
fessional training. Benefits for Skilled Nursing Service will not be provided
due to the lack of willing or available non-professional personnel. Skilled
Nursing Service does not include Custodial Care Service.

SPEECH THERAPIST.....means a duly licensed speech therapist.
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SPEECH THERAPY.....means the treatment for the correction of a speech im-
pairment resulting from disease including pervasive developmental disorders,
trauma, congenital anomalies or previous therapeutic processes and which is
designed and adapted to promote the restoration of a useful physical function.
Speech Therapy does not include educational training or services designed
and adapted to develop a physical function.

SUBSTANCE ABUSE.....means the uncontrollable or excessive abuse of ad-
dictive substances consisting of alcohol, morphine, cocaine, heroin, opium,
cannabis, and other barbiturates, amphetamines, tranquilizers and/or halluci-
nogens, and the resultant physiological and/or psychological dependency
which develops with continued use of such addictive substances requiring
Medical Care as determined by a Physician or Psychologist.

SUBSTANCE ABUSE REHABILITATION TREATMENT.....means an orga-
nized, intensive, structured, rehabilitative treatment program of either a
Hospital or Substance Abuse Treatment Facility. It does not include programs
consisting primarily of counseling by individuals other than a Physician,
Psychologist, Clinical Social Worker or Clinical Professional Counselor, court
ordered evaluations, programs which are primarily for diagnostic evaluations,
mental retardation or learning disabilities, care in lieu of detention or correc-
tional placement or family retreats.

SUBSTANCE ABUSE TREATMENT FACILITY....means a facility (other
than a Hospital) whose primary function is the treatment of Substance Abuse
and is licensed by the appropriate state and local authority to provide such ser-
vice. It does not include half-way houses, boarding houses or other facilities
that provide primarily a supportive environment, even if counseling is pro-
vided in such facilities.

A “Plan Substance Abuse Treatment Facility” means a Substance Abuse
Treatment Facility which has a written agreement with Blue Cross and Blue
Shield of Illinois or another Blue Cross and Blue Shield Plan or Blue Cross
Plan to provide services to you at the time services are rendered to you.

A “Non-Plan Substance Abuse Treatment Facility” means a Substance
Abuse Treatment Facility that does not meet the definition of a Plan Sub-
stance Abuse Treatment Facility.

SURGERY.....means the performance of any medically recognized, non-In-
vestigational surgical procedure including specialized instrumentation and the
correction of fractures or complete dislocations and any other procedures as
reasonably approved by Blue Cross and Blue Shield.

TEMPOROMANDIBULAR JOINT DYSFUNCTION AND RELATED DIS-
ORDERS.....means jaw joint conditions including temporomandibular joint
disorders and craniomandibular disorders, and all other conditions of the joint
linking the jaw bone and skull and the complex of muscles, nerves and other
tissues relating to that joint.
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TOTALLY DISABLED....means with respect to an Eligible Person, an in-
ability by reason of illness, injury or physical condition to perform the
material duties of any occupation for which the Eligible Person is or becomes
qualified by reason of experience, education or training or with respect to a
covered person other than an Eligible Person, the inability by reason of illness,
injury or physical condition to engage in the normal activities of a person of
the same age and sex who is in good health.
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ELIGIBILITY SECTION

This Certificate contains information about the health care benefit program for
the persons in your Group who:

* Meet the definition of an Eligible Person as specified in the Group Policy;
» Have applied for this coverage; and
* Have received a Blue Cross and Blue Shield ID card.

If you meet this description of an Eligible Person, you are entitled to the bene-
fits of this program.

Replacement of Discontinued Group Coverage

When your Group initially purchases this coverage and such coverage is pur-
chased as replacement of coverage under another carrier’s group policy, those
persons who are Totally Disabled on the effective date of this Policy and were
covered under the prior group policy will be considered Eligible Persons under
this Certificate.

Your Totally Disabled dependents will be considered eligible dependents under
this Certificate if such dependents meet the description of an eligible family
member as specified in the Eligibility Section of this Certificate.

Your dependent children who have reached the limiting age of this Certificate
will be considered eligible dependents under this Certificate if they were cov-
ered under the prior group policy and, because of a handicapped condition, are
incapable of self-sustaining employment and dependent upon you or other care
providers for lifetime care and supervision.

If you are Totally Disabled, you will be entitled to all of the benefits described
in this Certificate. The benefits of this Certificate will be coordinated with the
benefits under your prior group policy. Your prior group policy will be consid-
ered the primary coverage for all services rendered in connection with your
disabling condition when no coverage is available under this Certificate wheth-
er due to absence of coverage in this Certificate or lack of required Creditable
Coverage for a preexisting condition.

MEDICARE ELIGIBLE COVERED PERSONS

If you meet the definition of an Eligible Person stated in the Eligibility Section
above and you are eligible for Medicare and not affected by the “Medicare Sec-
ondary Payer” (MSP) laws as described below, the benefits described in this
Certificate apply to you and to your spouse and covered dependent children (if
he or she is also eligible for Medicare and not affected by the MSP laws). Your
benefit payments under this Certificate will be determined according to the
rules described in the Coordination of Benefits Section of this Certificate.

A series of federal laws collectively referred to as the “Medicare Secondary
Payer” (MSP) laws regulate the manner in which certain employers may offer
group health care coverage to Medicare eligible employees, spouses, and in
some cases, dependent children.
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The statutory requirements and rules for MSP coverage vary depending on the
basis for Medicare and employer group health plan (“GHP”) coverage, as well
as certain other factors, including the size of the employers sponsoring the GHP.
In general, Medicare pays secondary to the following:

1. GHPs that cover individuals with end-stage renal disease (“ESRD”) dur-
ing the first 30 months of Medicare eligibility or entitlement. This is the
case regardless of the number of employees employed by the employer or
whether the individual has “current employment status.”

2. In the case of individuals age 65 or over, GHPs of employers that employ
20 or more employees if that individual or the individual’s spouse (of any
age) has “current employment status.” If the GHP is a multi-employer or
multiple employer plan, which has at least one participating employer that
employs 20 or more employees, the MSP rules apply even with respect to
employers of fewer than 20 employees (unless the plan elects the small
employer exception under the statute).

3. In the case of disabled individuals under age 65, GHPs of employers that
employ 100 or more employees, if the individual or a member of the indi-
vidual’s family has “current employee status.” If the GHP is a
multi-employer or multiple employer plan, which has at least one partici-
pating employer that employs 100 or more employees, the MSP rules
apply even with respect to employers of fewer than 100 employees.

PLEASE NOTE: SEE YOUR EMPLOYER OR GROUP ADMINIS-
TRATOR SHOULD YOU HAVE ANY QUESTIONS REGARDING THE
ESRD PRIMARY PERIOD OR OTHER PROVISIONS OF MSP LAWS
AND THEIR APPLICATION TO YOU, YOUR SPOUSE OR ANY DE-
PENDENTS.

YOUR MSP RESPONSIBILITIES

In order to assist your employer in complying with MSP laws, it is very impor-
tant that you promptly and accurately complete any requests for information
from Blue Cross and Blue Shield and/or your employer regarding the Medicare
eligibility of you, your spouse and covered dependent children. In addition, if
you, your spouse or covered dependent child becomes eligible for Medicare, or
has Medicare eligibility terminated or changed, please contact your employer or
your group administrator promptly to ensure that your Claims are processed in
accordance with applicable MSP laws.

YOUR BLUE CROSS AND BLUE SHIELD ID CARD

You will receive a Blue Cross and Blue Shield identification card. This card will
tell you your Blue Cross and Blue Shield identification number and will be very
important to you in obtaining your benefits.

INDIVIDUAL COVERAGE

If you have Individual Coverage, only your own expenses for Covered Services
are covered, not the expenses of other members of your family.
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FAMILY COVERAGE

If you have Family Coverage, your expenses for Covered Services and those of
your enrolled spouse and your (or your spouse’s) enrolled unmarried children
who are under age 26 will be covered.

Enrolled unmarried children will be covered up to age 30 if they:
¢ Live within the state of Illinois; and

* Have served as an active or reserve member of any branch of the Armed
Forces of the United States; and

¢ Have received a release or discharge other than a dishonorable discharge.

If your child becomes ineligible, his or her coverage will end on the last day of
the period for which premium has been accepted.

Your enrolled Domestic Partner and his or her enrolled unmarried children who
have not attained the limiting age stated above will be covered. Whenever the
term “spouse” is used, we also mean Domestic Partner. All of the provisions of
this Certificate that pertain to a spouse also apply to a Domestic Partner, unless
specifically noted otherwise.

Any newborn children will be covered from the moment of birth. Please notify
your Group Administrator within 31 days of the date of birth so that your mem-
bership records can be adjusted.

Any children who are incapable of self-sustaining employment and are depen-
dent upon you or other care providers for lifetime care and supervision because
of a handicapped condition occurring prior to reaching the limiting age will be
covered regardless of age if they were covered prior to reaching the limiting age
stated above.

Any children who are under your legal guardianship or who are in your custody
under an interim court order of adoption or who are placed with you for adop-
tion vesting temporary care will be covered.

This coverage does not include benefits for grandchildren (unless such children
are under your legal guardianship) or foster children.

CHANGING FROM INDIVIDUAL TO FAMILY COVERAGE

OR ADDING DEPENDENTS TO FAMILY COVERAGE

You can change from Individual to Family Coverage or add dependents to your
Family Coverage because of any of the following events:

e Marriage.

¢ Establishment of a Domestic Partnership.

¢ Birth, adoption or placement for adoption of a child.

¢ Obtaining legal guardianship of a child.

* Loss of eligibility for other health coverage for you or your dependent if:

a. The other coverage was in effect when you were first eligible to en-
roll for this coverage;
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b. The other coverage is not terminating for cause (such as failure to
pay premiums or making a fraudulent claim); and

c. Where required, you stated in writing that coverage under another
group health plan or other health insurance coverage was the reason
for declining enrollment in this coverage.

This includes, but is not limited to, loss of coverage due to:

a. Legal separation, divorce, cessation of dependent status, death of an
employee, termination of employment, or reduction in the number of
hours of employment;

b. In the case of HMO coverage, coverage is no longer provided be-
cause an individual no longer resides in the service area or the HMO
no longer offers coverage in the HMO service area in which the indi-
vidual resides;

c. Reaching a lifetime limit on all benefits in another group health plan;

d. Another group health plan no longer offering any benefits to the
class of similarly situated individuals that includes you or your de-
pendent;

e. When Medicaid or Children’s Health Insurance Program (CHIP)
coverage is terminated as a result of loss of eligibility; or

f. When you or your dependents become eligible for a premium assis-
tance subsidy under Medicaid or CHIP.

¢ Termination of employer contributions towards your or your dependent’s
other coverage.

¢ Exhaustion of COBRA continuation coverage or state continuation cover-
age.
When Coverage Begins

Your Family Coverage or the coverage for your additional dependents will be
effective from the date of the event if you apply for this change within 31 days
of any of the following events:

* Marriage.

¢ Establishment of a Domestic Partnership.

* Birth, adoption, or placement of adoption of a child.
* Obtaining legal guardianship of a child.

However, an application to add a newborn to Family Coverage is not necessary
if an additional premium is not required. Please notify your Group Administra-
tor so that your membership records can be adjusted.

Your Family Coverage or the coverage for your additional dependents will be
effective from the date you apply for coverage if you apply within 31 days of
any of the following events:
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* Loss of eligibility for other coverage for you or your dependent, except for
loss of coverage due to reaching a lifetime limit on all benefits.

¢ Termination of employer contributions towards your or your dependent’s
other coverage.

* Exhaustion of COBRA continuation coverage or state continuation cover-
age.

If coverage is lost in another group health plan because a lifetime limit on all
benefits is reached under that coverage and you apply for Family Coverage or to
add dependents within 31 days after a claim is denied due to reaching the life-
time limit, your Family Coverage or the coverage for your additional
dependents will be effective from the date your claim was denied.

Your Family Coverage or the coverage for your additional dependents will be
effective no later than the first of the month after the special enrollment request
is received if you apply within 60 days of any of the following events:

¢ Loss of eligibility for you or your dependents when Medicaid or CHIP
coverage is terminated as a result of loss of eligibility; or

* You or your dependents become eligible for a premium assistance subsidy
under Medicaid or CHIP.

You must request this special enrollment within 60 days of the loss of Medicaid
or CHIP coverage, or within 60 days of when eligibility for premium assistance
under Medicaid or CHIP is determined. Coverage will be effective no later then
the first of the month after the special enrollment request is received.

CHANGING FROM FAMILY TO INDIVIDUAL COVERAGE

Should you wish to change from Family to Individual Coverage, you may do
this at any time. Your Group Administrator will provide you with the applica-
tion and tell you the date that the change will be effective.

PREEXISTING CONDITION WAITING PERIOD

Your benefits (other than for Maternity Services) are subject to a Preexisting
Condition waiting period of 365 days. The Preexisting Condition waiting period
will begin on the Enrollment Date for you and your eligible dependents (if Fam-
ily Coverage is effective) and will continue for the number of days specified.
This Preexisting Condition waiting period will also apply to each dependent
(other than a newborn child, an adopted child under age 18, a child under age 18
placed for adoption or a child under your legal guardianship if the child is
enrolled within 31 days of birth, adoption, placement for adoption or legal
guardianship) for whom coverage is applied for after your Coverage Date. The
Preexisting Condition waiting period for such a dependent will begin on the de-
pendent’s Enrollment Date.

If you had health coverage prior to getting this coverage without a break in cov-
erage of 63 days or more, your Preexisting Condition waiting period is reduced
by the length of time you had Creditable Coverage. You have the right to
request a Certificate of Creditable Coverage from any previous health plan or
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insurer. Blue Cross and Blue Shield will assist you in obtaining the Certificate
of Creditable Coverage, if needed.

The Preexisting Condition waiting period does not apply to the following bene-
fit section(s) of this Certificate: Outpatient Prescription Drug Program Benefit
Section.

TERMINATION OF COVERAGE

You will no longer be entitled to the benefits described in this Certificate if ei-
ther of the events stated below should occur.

1. If you no longer meet the previously stated description of an Eligible Per-
son.

2. If the entire coverage of your Group terminates.

Termination of the Group Policy automatically terminates your coverage under
this Certificate. It is the responsibility of your Group to notify you of the ter-
mination of the Group Policy, but your coverage will automatically terminate as
of the effective date of termination of the Group Policy regardless of whether
such notice is given.

No benefits are available to you for services or supplies rendered after the date
of termination of your coverage under this Certificate except as otherwise spe-
cifically stated in the “Extension of Benefits in Case of Termination™
provisions of this Certificate or as specified below when your entire Group’s
coverage terminates. However, termination of the Group Policy and/or your
coverage under this Certificate shall not affect any Claim for Covered Services
rendered prior to the effective date of such termination.

Unless specifically mentioned elsewhere in this Certificate, if one of your de-
pendents becomes ineligible, his or her coverage will end as of the date the
event occurs which makes him or her ineligible (for example, date of marriage,
date of divorce, date the limiting age is reached).

Upon the death of an Eligible Person, dependents under his or her family cover-
age will have the option to continue coverage for a period of 90 days subject to
any other Certificate provisions relating to termination of such person’s cover-
age, provided such person makes payment for coverage.

Other options available for continuation of coverage are explained in the Con-
tinuation of Coverage After Termination Sections of this Certificate.

Upon termination of your coverage under this Certificate, you will be issued a
Certificate of Creditable Coverage. You may request a Certificate of Creditable
Coverage within 24 months of termination of your or your dependent’s cover-
age under this Certificate.

Extension of Benefits In Case of Discontinuance

If you are Totally Disabled at the time your entire Group terminates, benefits
will be provided for, and limited to, the Covered Services described in this Cer-
tificate, which are related to the disability. Benefits will be provided when no
coverage is available under the succeeding carrier’s policy whether due to the
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absence of coverage in the policy or lack of required Creditable Coverage for a
preexisting condition. Benefits will be provided for a period of no more than 12
months from the date of termination. It is your responsibility to notify Blue
Cross and Blue Shield, and to provide, when requested by Blue Cross and Blue
Shield, written documentation of such disability. This extension of benefits will
not apply to the following benefit section(s) of this Certificate: Outpatient
Prescription Drug Program Benefit Section.

CONVERSION PRIVILEGE

If your coverage under this Certificate should terminate and you want to contin-
ue Blue Cross and Blue Shield coverage with no interruption, you may do so if
you have been insured under this coverage for at least 3 months and your Group
has not cancelled this coverage and replaced it with other coverage. Here is
what to do:

1. Tell Blue Cross and Blue Shield or your Group Administrator that you
wish to continue your coverage and you will be provided with the neces-
sary application.

2. Send the application and first premium to Blue Cross and Blue Shield
within 31 days of the date you leave your Group or within 15 days after
you have been given written notice of the conversion privilege, but in no
event later than 60 days after you leave your Group.

Having done so, you will then be covered by Blue Cross and Blue Shield on an
individual “direct pay” basis. This coverage will be effective from the date
your Group coverage terminates so long as the premiums charged for the direct
pay coverage are paid when due.

These direct pay benefits (and the premium charged for them) may not be exact-
ly the same as the benefits under this Certificate. However, by converting your
coverage, your health care benefits are not interrupted and you will not have to
repeat waiting periods (if any).

Should any or all of your dependents become ineligible for coverage under this
Certificate, they may convert to direct pay coverage by following the instruc-
tions stated above.
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MEDICAL SERVICES ADVISORY PROGRAM

Blue Cross and Blue Shield has established the Medical Services Advisory
Program (MSA) to perform a review of the following Covered Services prior
to such services being rendered:

e Inpatient Hospital services

¢ Skilled Nursing Facility services

e services received in a Coordinated Home Care Program
 Private Duty Nursing Services

The MSA Program is staffed primarily by registered nurses and other person-
nel with clinical backgrounds. The Physicians in our Medical Department are
an essential part of the MSA Program.

Failure to contact the MSA or to comply with the determinations of the MSA
will result in a reduction in benefits. The MSA’s toll-free telephone number is
on your Blue Cross and Blue Shield identification card. Please read the provi-
sions below very carefully.

The provisions of the MSA PROGRAM section do not apply to the treatment
of Mental Illness and Substance Abuse Rehabilitation Treatment. The provi-
sions for the treatment of Mental Illness and Substance Abuse Rehabilitation
Treatment are specified in the BLUE CROSS AND BLUE SHIELD MEN-
TAL HEALTH UNIT section of this Certificate.

PREADMISSION REVIEW

e Inpatient Hospital Preadmission Review

Preadmission review is not a guarantee of benefits. Actual availabil-
ity of benefits is subject to eligibility and the other terms, conditions,
limitations, and exclusions of this Certificate as well as the Preexist-
ing Condition waiting period, if any.

Whenever a nonemergency or nonmaternity Inpatient Hospital admis-
sion is recommended by your Physician, you must, in order to receive
maximum benefits under this Certificate, call the MSA. This call must
be made at least one business day prior to the Hospital admission.

If the proposed Hospital admission or health care services are not Medi-
cally Necessary, it will be referred to a Blue Cross and Blue Shield
Physician for review. If the Blue Cross and Blue Shield Physician con-
curs that the proposed admission or health care services are not
Medically Necessary, some days, services or the entire hospitalization
will be denied. The Hospital and your Physician will be advised by tele-
phone of this determination, with a follow-up notification letter sent to
you, your Physician and the Hospital. The MSA will issue these notifica-
tion letters promptly. However, in some instances, these letters will not
be received prior to your scheduled date of admission.
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¢ Emergency Admission Review

Emergency admission review is not a guarantee of benefits. Actual
availability of benefits is subject to eligibility and the other terms,
conditions, limitations, and exclusions of this Certificate as well as
the Preexisting Condition waiting period, if any.

In the event of an emergency admission, you or someone who calls on
your behalf must, in order to receive maximum benefits under this Cer-
tificate, notify the MSA no later than two business days or as soon as
reasonably possible after the admission has occurred. If the call is made
any later than the specified time period, you will not be eligible for maxi-
mum benefits.

e Maternity Admission Review

Maternity admission review is not a guarantee of benefits. Actual
availability of benefits is subject to eligibility and the other terms,
conditions, limitations and exclusions of this Certificate.

In the event of a maternity admission, you or someone who calls on your
behalf must, in order to receive maximum benefits under this Certificate,
notify the MSA no later than two business days after the admission has
occurred in order to have the Inpatient Hospital admission reviewed. If
the call is made any later than the specified time period, you will not be
eligible for maximum benefits.

Even though you are not required to call the MSA prior to your maternity
admission, if you call the MSA as soon as you find out you are pregnant,
the MSA will begin to monitor your case. When you contact the MSA,
you will be asked to answer a series of questions regarding your pregnan-
cy. The MSA will provide you with educational materials which will be
informative for you and which you may want to discuss with your Physi-
cian. A letter will be sent to your Physician stating that you contacted the
MSA. The MSA will monitor your case and will be available should you
have questions about your maternity benefits.

e  Skilled Nursing Facility Preadmission Review

Skilled Nursing Facility preadmission review is not a guarantee of
benefits. Actual availability of benefits is subject to eligibility and the
other terms, conditions, limitations, and exclusions of this Certificate
as well as the Preexisting Condition waiting period, if any.

Whenever an admission to a Skilled Nursing Facility is recommended by
your Physician, you must, in order to receive maximum benefits under
this Certificate, call the MSA. This call must be made at least one busi-
ness day prior to the scheduling of the admission. When you call the
MSA, a case manager may be assigned to you for the duration of your
care.

¢ Coordinated Home Care Program Preadmission Review
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Coordinated Home Care Program preadmission review is not a
guarantee of benefits. Actual availability of 