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Welcome to the State Health Plan’s 80/20 PPO Plan, also referred to in this benefits booklet simply as your health
benefit plan, or the PPO Plan. Your health benefit plan is administered by Blue Cross and Blue Shield of North Carolina
(Blue Cross NC). In North Carolina, the Plan has a custom network, the North Carolina State Health Plan Network.
Outside of North Carolina, you have access to a national network through Blue Cross NC.

Please read this benefits booklet carefully so that you will understand your benefits. Your doctor or medical
professional is not responsible for explaining your benefits to you.

As a member of the State Health Plan, you will enjoy quality health care from the Plan’s network of health care providers
and easy access to specialists. Blue Cross NC provides administrative services only and does not assume any financial
risk or obligation with respect to claims. You also have the freedom to choose health care providers who do not
participate in the North Carolina State Health Plan Network.

You may receive, upon request, information about your health benefit plan, its services and doctors, including this
benefits booklet with a benefit summary. An online “Find a Doctor Tool” is available to assist you with finding a health
care provider. Visit www.shpnc.org to access this tool.

If any information in this booklet conflicts with North Carolina state law or it conflicts with medical policies adopted
under your health benefit plan, North Carolina law will prevail, followed by medical policies. If any of the Blue Cross NC
medical policies conflict with the State Health Plan medical policies or benefits, including the exclusions list, the State
Health Plan medical policies and benefits will be applied. The availability of benefits is described in this booklet and
member benefit language should be reviewed before applying the terms of any medical policy.

The benefit plan described in this booklet is subject to the Health Insurance Portability and Accountability Act of 1996
(HIPAA). A summary of benefits, conditions, limitations, and exclusions is set forth in this benefits booklet for easy
reference.

The information contained in this booklet is supported by medical policies, which are used as guides to make coverage
determinations. For specific detailed information, or medical policies, please call State Health Plan Customer Service at
888-234-2416, or visit Blue Cross NC’s web site at bluecrossnc.com To obtain a copy of the General Statutes visit the
North Carolina General Assembly at https://www.ncleg.gov/Laws/GeneralStatutes and search for Article 3B in Chapter
135.

As you read this benefits booklet, keep in mind that any word you see in italics (italics) is a defined term and will appear
in the “Definitions” section at the end of this benefits booklet.

Aviso Para Miembros Que No Hablan Ingles

Este folleto de beneficios contiene un resumen en inglés de sus derechos y beneficios cubiertos por su Plan de beneficios
de salud. Siusted tiene dificultad en entender alguna seccion de este folleto, por favor llame al departamento de
Atencion al Cliente para recibir ayuda.

Notice for Members Not Conversant in English: This benefits booklet contains a summary in English of your rights and
benefits under your health benefit plan. If you have difficulty understanding any part of this booklet, contact Customer
Service to obtain assistance.

For your convenience, we have additional ways for you to access your member information. Our website,
www.shpnc.org, offers a variety of health-related resources — including online forms, search tools to help you find a
doctor, and general information about your plan. Additionally, our prompt and knowledgeable Customer Service Center
is just a phone call away at 888-234-2416.
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WHO TO CONTACT

State Health Plan Customer Service

888-234-2416
TTY and TDD: 800-442-7028
8 a.m. - 6 p.m., Monday-Friday, except holidays

For questions regarding your benefits, claim
inquiries and new Identification Card (ID card)
requests.

Medical Certification or Prior Review

800-672-7897

To request prior review (certification) for
certain out-of-network or out-of-state services.

Medical Claims Filing

Mail completed medical claims to:

State Health Plan
c/o Blue Cross NC
PO Box 30087
Durham, NC 27702

State Health Plan Eligibility and Enroliment Center

855-859-0966
8 a.m. - 5 p.m., Monday-Friday, except holidays

For questions regarding member eligibility and
enrollment.

COBRA Administration and Individual Billing Services
Customer Service

877-679-6272
8 a.m. - 5 p.m., Monday-Friday, except holidays

For questions relating to premium payments
for Retirees/COBRA/Surviving Spouses.

CVS Caremark PBM Customer Service

888-321-3124
24 hours a day, 7 days per week

For questions regarding your pharmacy
benefits, to obtain a preferred medication list,
information on prior authorizations, refills, and
more. Please note: Blue Cross NC does not
administer your prescription drug benefits.

CVS Caremark PBM Specialty Pharmacy
800-238-7828

For information regarding the specialty
pharmacy services offered or to obtain
specialty medications.

CVS Caremark PBM - Prior Authorization Number
800-294-5979

To initiate a prior authorization request for a
prescription medication.

Prescription Medication Claims Filing

Mail completed prescription medication
claim forms to:

CVS/Caremark
P.O. Box 52136
Phoenix, Arizona 85072-2136

Medical and Pharmacy Appeals
888-234-2416

See "Appeals Correspondence" in "What If You
Disagree with A Decision?"

Behavioral Health
800-367-6143

TTY and TDD: 800-442-7028

For questions about your behavioral health and
substance use disorder benefits and claims.

Return to Table of Contents




Behavioral Health Appeals
800-367-6143

See "Appeals Correspondence" in "What If You
Disagree with A Decision?"

CVS MinuteClinic Tobacco Cessation Program

888-321-3124
24 hours a day, 7 days per week

In-person tobacco cessation assistance
including obtaining nicotine replacement
therapy.

BlueCard’ PPO Program

800-810-2583 (Inside USA)
804-673-1177 (Call collect outside USA)

To find a participating provider outside of North
Carolina and worldwide.

™
Blue365

1-855-511-2583
8 a.m. - 6 p.m. Monday-Friday, except holidays

Health and wellness information support and
services, and special Member savings available
365 days a year.

N.C. Department of State Treasurer,

Retirement Systems Division
3200 Atlantic Avenue
Raleigh, NC 267604

919-814-4000 or 1-877-NCSECURE (1-877-627-3287)

www.myncretirement.com

If you are a benefit recipient (Retirees,
Beneficiaries, Disability recipients) and you
have questions about your retirement benefits.

®
Blue Connect

www.shpnc.org

To enroll in a safe, secure customer service
website in order to: Check claim status, verify
benefits and eligibility, change your address, or
request a new ID card.

State Health Plan Website

www.shpnc.org

To obtain information on Pharmacy benefits,
search for a provider, obtain claim forms,
obtain "proof of coverage" portability
certificates, and more.

State Health Plan Office
919-814-4400

Enrollment exceptions for Non-Active Members
(Retirees, Disabled Members, RIF Members,
COBRA Members, former Members of the
General Assembly, and other 100%
contributory Members). Active members must
contact their HBR for enrollment exceptions.

Return to Table of Contents
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MEMBER RIGHTS AND RESPONSIBILITIES

As a State Health Plan member, you have the right to:

Receive, upon request, information about your health benefit plan including its services and doctors, a benefits
booklet and benefit summary. Access to an online directory of in-network providers.

Receive courteous service from the State Health Plan and its representatives.

Receive considerate and respectful care from your in-network providers.

Receive the reasons for the denial of a requested treatment or health care service, including, upon request, an
explanation of the Utilization Management criteria and treatment protocol used to reach the decision.

Receive the reasons why Blue Cross NC denied a request for treatment or health care service, and the rules used to
reach those results.

Receive, upon request, information on the procedure and medical criteria used to determine whether a procedure,
treatment, facility, equipment, medication, or device is investigational, experimental, or requires prior approval.
Receive accurate, reader friendly information to help you make informed decisions about your health care.

Expect that measures will be taken to ensure the confidentiality of your health care information.

File a grievance and expect a fair and efficient appeals process for resolving any differences you may have with the
coverage determination of your health benefit plan.

Be treated with respect and recognition of your dignity and right to privacy.

Voice complaints or appeals about the organization or the care it provides.

Make recommendations regarding the organization's members' rights and responsibilities policies.

As a State Health Plan member, you have the responsibility to:

Present your ID card each time you receive services.

Give your doctor permission to ask for medical records from other doctors you have seen. You will be asked to sign
a transfer of medical records authorization form.

Read your benefits booklet and all other member materials.

Call State Health Plan Customer Service if you have a question or do not understand the material provided by the
State Health Plan.

Follow the course of treatment prescribed by your doctor. If you choose not to comply, tell your doctor.

Provide complete information about any iliness, accident, or health care issues to the State Health Plan or its
representatives and providers.

Make and keep appointments for non-emergency medical care. If it is necessary to cancel an appointment, give the
doctor's office adequate notice.

Ensure any advance certifications have been received for out-of-network services (see "Prospective Reviews" section
for information on certifications).

File claims for out-of-network services in a complete and timely manner.

Participate in understanding your health problems and the medical decisions regarding your health care.

Be considerate and courteous to North Carolina State Health Plan Network providers, their staff, and State Health
Plan representatives.

Use Blue Connect to manage claims and related benefit issues.

Protect your ID card from unauthorized use.

Notify your employing unit and the State Health Plan of any address or phone number changes.

Notify your employer and the State Health Plan if you have any other group coverage or become eligible for
Medicare.

Update eBenefits, the Plan’s enrollment system with any change in a dependent’s status.

Play an active part in your health care.

3 Return to Table of Contents




UNDERSTANDING YOUR STATE HEALTH PLAN COVERAGE

This benefits booklet provides important information about your benefits and can help you understand how to maximize
them. To help you become familiar with some common insurance terms concerning what you may owe after visiting
your Provider, see the chart below:

Copayment

The fixed-dollar amount that is due and payable by the member at the time a covered service is
provided. Copayments are not credited to the deductible; however, they are credited to the
out-of-pocket limit. See “Summary of Benefits” for your specific copayment amount.

Deductible

The dollar amount you must incur for covered services in a benefit period before benefits are
payable under the Plan. The deductible does not include coinsurance, charges in excess of the
allowed amount, amounts exceeding any maximum, or expenses for non-covered expenses.
This plan has an embedded deductible, which means you have an individual deductible and if
dependents are covered, you also have a combined family deductible. You must meet your
individual deductible before benefits are payable under the Plan. Once the family deductible is
met, it is met for all covered family members. Amounts applied to your out-of-network
deductible are credited to your in-network deductible. Amounts applied to your in-network
deductible are not credited to your out-of-network deductible. Copayments are not credited to
the benefit period deductible. See “Summary of Benefits” for your specific deductible amounts.

Coinsurance

Your share of the cost of a covered service, after you have met your benefit period deductible.
This is stated as a percentage of the allowed amount. The coinsurance percentage shown in
“Summary of Benefits” is the portion the member pays.

Out-of-Pocket Limit

The out-of-pocket limit is the dollar amount you pay for covered services in a benefit period
before the Plan pays 100%. Your out-of-pocket limit is determined by your type of coverage.
The individual out-of-pocket limit applies to each family member covered by the Plan. All family
members (subscriber, spouse and/or dependent child(ren)) enrolled together contribute to the
same family out-of-pocket limit. When either the family in-network or out-of-network out-of-
pocket limit is met, the family out-of-pocket limit is met for all family members on the same
80/20 plan. Coinsurance, copayments and deductibles, are included in the out-of-pocket limit.
Non-covered services and amounts over allowed amounts (are not included in the out-of-pocket
limit. Charges for prescription medications also apply to the benefit period out-of-pocket limit.
Amounts applied to your out-of-network out-of-pocket are credited to your in-network out-of-
pocket; however, amounts applied to your in-network out-of-pocket are not credited to your
out-of-network out-of-pocket. For out-of-network services, members are responsible for the
difference between the allowed amount and the total billed amount even after the out-of-
pocket limit has been met, except for emergency room services.

Please note: The deductible and out-of-pocket limit amounts listed in the “Summary of Benefits” may be revised each
year in accordance with Internal Revenue Service (IRS) rulings.

If you are trying to determine whether coverage will be provided for a specific service, you may want to review all of the

following:

e “Summary of Benefits" to get an overview of your specific benefits, such as deductible, coinsurance, copayments,
and maximum amounts.

e “Covered Services" to get more detailed information on what is covered and what is excluded from coverage.

e “What Is Not Covered?" to see general exclusions from coverage.

e “Utilization Management” for important information on when prior review and certification are required.
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GET THE MOST OUT OF YOUR HEALTH CARE BENEFITS

Understand Your Health Benefit Plan

The more you know about your benefits, the easier it will be to take control of your health. Let the State Health Plan
help you understand your plan and use it effectively through our customer friendly website (www.shpnc.org), Customer
Service (888-234-2416), and your benefits booklet.

Manage Your Out-of-Pocket Costs by Managing the Locations in which You Receive Care

Generally speaking, care received in a doctor's office is the most cost effective for you, followed by hospital outpatient
services. Hospital inpatient and emergency room services often bear the highest cost. In addition, remember that in-
network care (services from a North Carolina State Health Plan Network in-network provider who agrees to charge
specified rates) will cost you less than similar care provided by an out-of-network provider. You should ask the
receptionist whether the provider's office is hospital owned or operated or provides hospital-based services. This may
subject your medical services to the outpatient services benefit, which requires deductibles and coinsurance. Know what
your financial responsibility is before receiving care.

Save on Prescription Medications

Print out the preferred medication list and take it with you when visiting your doctor. Ask your doctor to authorize a
generic substitute whenever a generic is available and appropriate. You are more likely to save money using generics
since they typically have the lowest copayment. When there is more than one brand name medication available and
appropriate for your medical condition, it is suggested that you ask your physician to prescribe a medication in a lower
brand Tier.

Select a Primary Care Provider (PCP)

While your health benefit plan does NOT require you to have a primary care provider, we strongly urge you to select and
use one. A primary care provider informs you of your health care options, documents your care, and maintains your
records for you. In addition, they save you time and unnecessary additional costs by recommending appropriate
specialists, coordinating your care with them, and informing them of things such as your medical history and potential
medication interactions.

THE CLEAR PRICING PROJECT

The State Health Plan’s Clear Pricing Project (CPP) was developed to secure the Plan’s financial future and to promote
quality, accessible health care. The goal of this effort was to ensure that members have this valuable benefit for years to
come, while bringing transparency to health care expenses and addressing the rising health costs that you and your
family face every day.

This effort resulted in more than 28,000 providers partnering with the Plan for transparent and affordable health
care. These providers are noted in the online “Find a Doctor” tool as CPP Providers.

In 2022, members will receive lower copays by visiting a CPP provider, which is outlined in this Benefit Booklet.

To learn more about the CPP, visit the Plan’s website at www.shpnc.org.
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NC HEALTHCONNEX

North Carolina’s Health Information Exchange (HIE) system, NC HealthConnex, is a secure electronic network system

for doctors, hospitals, and other health care providers to share information that can improve your care. The system links
your key medical information from all your health care providers to create a single, electronic patient health record. The
system intends to facilitate conversations between your authorized health care providers, allowing them to access and

share your patient health records from across the State.

Due to new legislation (NCSL 2021-26), the deadline for most providers to connect to NC HealthConnex was extended to
January 1, 2023.

More details on NC HealthConnex, including FAQs, are available at www.hiea.nc.gov.
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HOW THE 80/20 PPO PLAN WORKS

The 80/20 PPO Plan gives you the freedom to choose any provider — the main difference will be the cost to you,
depending on whether you see an in-network or out-of-network provider. This Plan also offers members the option to
reduce their monthly premium via a Premium Credit and additional Wellness Incentives for seeking care from certain
providers.

Wellness Activity

During Open Enrollment, Annual Enrollment, or when enrolling within 30 days of being first eligible, you have the option
to complete one wellness activity, the tobacco attestation. A wellness premium credit can lower your monthly
employee-only premium. See Wellness Premium Credit below.

Wellness Premium Credit: Tobacco Attestation

During annual Open Enrollment and when enrolling within 30 days of being first eligible (initial enroliment), you will
need to attest that you do not use tobacco or commit to attending at least one tobacco cessation counseling session to
earn the tobacco premium wellness credit. When you are initially eligible, you have 90 days from your eligibility date to
complete the tobacco cessation visit. The 2022 Open Enrollment tobacco cessation visit must be completed by
November 30, 2021. You will need to log into eBenefits, the Plan’s enroliment system, to complete the attestation.
Completing this attestation during your enrollment period will save you $60 per month off of your employee-only
premium.

To complete the tobacco cessation program, you may visit a MinuteClinic or an in-network Primary Care Provider. You
will need to verify if the Primary Care Provider offers cessation services (some do not). Providers must use one of the
following codes when billing for this service: 99406 and 99407.

Wellness Incentive
In addition to the Wellness Premium Credit, you can also take advantage of additional Wellness Incentives to lower your
out-of-pocket costs and encourage you to save money for various health care services you receive throughout the year.

Visit the CPP PCP listed on your ID card Free (S0)

Visit any other network PCP listed on your ID card Your copay is reduced to $10 each visit

Visit a CPP Behavioral Specialist

Free (S0)

Visit a CPP Specialist

Your copay is reduced to $40 each visit

Visit a CPP Speech, Occupational or Physical Therapist or
a Chiropractor

Your copay is reduced to $26 each visit

Availability of Wellness Activity Accommodation

Your health plan is committed to helping you achieve your best health and to making the wellness premium credit
available to all employees that complete the tobacco attestation. For tobacco users, a reasonable alternative to the
tobacco cessation program offered can be provided to you upon request. If your physician recommends a different
alternative because he or she believes the program we make available is not medically appropriate, that
recommendation may be accommodated to enable you to achieve the reward. Contact us at 855-859-0966 to make an

accommodation request.
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THE ROLE OF A PRIMARY CARE PROVIDER (PCP)

A Primary Care Provider (PCP) can help you manage your health and make decisions about your health care needs. Itis
important for you to maintain a relationship with a PCP. If you change PCPs, be sure to have your medical records
transferred, especially immunization records, to provide your new doctor with your medical history. You should
participate actively in all decisions related to your health care and discuss all treatment options with your health care
provider regardless of cost or benefit coverage. If you selected a PCP during enrollment, you may change your PCP at
any time. You will receive a new ID card which will include the PCP name on the ID card. PCPs are trained to deal with a
broad range of health care issues and can help you to determine when you need a specialist.

A Primary Care Provider can practice:

e Family Practice/General Practice e Pediatrics
e Internal Medicine e Certified Nurse Practitioner
e Physician’s Assistants e  Obstetrics & Gynecology

Please note, however, that not every provider in these specialties is available to be a PCP in the North Carolina State
Health Plan Network. Please visit the State Health Plan website at www.shpnc.org or call State Health Plan Customer
Service to be sure the provider you choose is available to be a North Carolina State Health Plan Network PCP. If you
choose to use either the online” Find a Doctor” tool directory or the PCP selection tool, available via eBenefits, the Plan’s
enrollment system you will be able to identify CPP PCPs within the North Carolina State Health Plan Network. Always
confirm that the provider is in-network before receiving care.

If your PCP or specialist leaves the North Carolina State Health Plan Network and is currently treating you for an ongoing
special condition that meets the continuity of care criteria, Blue Cross NC will notify you 30 days before the provider's
termination, as long as Blue Cross NC receives timely notification from the provider. You may be eligible to elect
continuing coverage for a period of time if, at the time of the provider's termination, you meet the eligibility
requirements. See Continuity of Care in "Utilization Management." Please contact the State Health Plan Customer
Service at the number in "Who to Contact" for additional information.

In-Network Benefits

By receiving care from an in-network provider, you receive a higher level of benefit coverage. In-network providers will
file claims for you and request prior review when necessary. You may want to check with your in-network provider to
make sure that prior review has been requested. Your in-network provider is required to use the North Carolina State
Health Plan Network hospital where they practice, unless that hospital cannot provide the services you need. The Plan
contracts with a broad network of North Carolina providers to deliver covered services to Plan members. Please note
that dentists and orthodontists do not participate in the North Carolina State Health Plan Provider Network, but there
are a limited number of oral maxillofacial surgeon’s available in-network. However, if the condition is an emergency or if
an in-network provider is not reasonably available or that provider type does not participate in the network, benefits will
be paid at the in-network level. For more information on Blue Cross NC’s access to care standards, see the State Health
Plan website at www.shpnc.org or call Customer Service at the number given in “Who to Contact.” In-network providers
include:

e Doctors — classified as primary care providers (described above) or specialists.

e Other Providers — health care professionals, such as physical therapists, occupational therapists, speech
pathologists, clinical social workers and nurse practitioners.

e Hospitals — both general and specialty hospitals.

o Non-hospital facilities — such as skilled nursing facilities, ambulatory surgical centers and substance abuse treatment
facilities.

You do not need a referral to see a North Carolina State Health Plan Network provider. To see which providers are
available in-network, please refer to, the “Find a Doctor” section of this Benefits Booklet, on our website at
www.shpnc.org, or call State Health Plan Customer Service at the number given in "Who to Contact."
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The list of in-network providers may change from time to time, so please verify that the provider is still in the North
Carolina State Health Plan Network before receiving care, even if referred by an in-network provider.

If you see a provider outside of North Carolina, see “Receiving Care When You Are Outside Of North Carolina” for
information about requesting prior review.

Please refer to "Summary of Benefits" to see when deductibles or coinsurance apply to any of your in-network benefits.
Also see "Understanding Your Share of the Cost" for an explanation of deductibles, copayments, coinsurance, and out-of-
pocket limits.

Out-of-Network Benefits
With the PPO Plan, you may choose to receive covered services from an out-of-network provider and benefits will be
subject to out-of-network benefits and/or reimbursements level.

However, if the condition is an emergency, or if in-network providers are not reasonably available to the member as
determined by Blue Cross NC's access to care standards, benefits will be paid at the in-network benefit level. For more
information on Blue Cross NC's access to care standards, see the State Health Plan website at www.shpnc.org or call
Customer Service at the number given in "Who to Contact.” If you believe an in-network provider is not reasonably
available, you can help assure that benefits are paid at the correct benefit level by calling State Health Plan Customer
Service before receiving care from an out-of-network provider. See the number for "Prior Review (Certification)" in
"Who to Contact."

When you see an out-of-network provider, you may be responsible for more of the cost. Out-of-network benefits are
generally lower than in-network benefits. In addition, you may be required to pay the difference between the provider’s
actual charge and the allowed amount. You eliminate this additional cost by receiving care from in-network providers.
The State Health Plan encourages you to discuss the cost of services with out-of-network providers before receiving care,
so you will be aware of your total financial responsibility. Out-of-network providers may or may not bill the State Health
Plan directly for services. If the provider does not bill the State Health Plan, you will need to submit a claim form to the
State Health Plan.

Out-of-network providers, unlike in-network providers, are not obligated by contract to request prior review by the State
Health Plan. If you go to an out-of-network provider or receive care outside of North Carolina, it is your responsibility to
request or ensure that your provider requests prior review by the State Health Plan or its representative. Failure to
request prior review and obtain certification will result in a full denial of benefits. Before receiving the service, you may
want to verify with the State Health Plan or its representative, that certification has been obtained. See “Prospective
Review/Prior Review” in “Utilization Management” for additional information.

Note: Some services may not be covered out-of-network. See "Summary of Benefits" and "Covered Services." See "Out-
of-Network Benefits Exceptions" and "Emergency and Urgent Care Services." Also see "Behavioral Health Services" for
additional information on prior review and certification requirements for these services.

How to File a Claim

If you visit in-network providers, they will file claims for you. If you visit out-of-network providers, you may be
responsible for paying for care at the time of service and filing claims for reimbursement. Whenever you need to file a
claim, you should mail the completed claim form to:

For your medical and behavioral health services: For your prescription medications:

State Health Plan

c/o Blue Cross NC CVS Caremark
PO Box 30087 P.O. Box 52136
Durham, NC 27702 Phoenix, Arizona 85072-2136

You may obtain a claim form, including international claim forms, by visiting the State Health Plan website at
www.shpnc.org or calling State Health Plan Customer Service at the number listed in "Who to Contact." For help filing a
claim, call State Health Plan Customer Service at the number given in “Who to Contact.”
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Making an Appointment

Call the provider's office and identify yourself as a State Health Plan member. Please ask the receptionist whether the
provider's office is hospital-owned or operated or provides hospital-based services. This may subject your in-network
medical services to the Outpatient Services benefit. Your provider directory will also help you make this determination.
Provider locators are available online at our website or by calling State Health Plan Customer Service at the number
given in "Who to Contact." If you need non-emergency services after your provider's office has closed, please call your
provider's office for their recorded instructions. If you cannot keep an appointment, call the provider’s office as soon as
possible. Charges for missed appointments, which providers may require as part of their routine practice, are not
covered.

Identification Card

Your ID card identifies you as a North Carolina State Health Plan Network 80/20 (PPO) member and serves as your health
and pharmacy ID card. Be sure to carry your ID card with you at all times and present it each time you seek health
care. Each dependent will receive their own ID card.

If you select a PCP for each family member upon enrollment, each family member’s ID card will have the selected PCP
printed on the front of the ID card.

Only subscribers and their enrolled eligible dependents may seek services with their card. The State Health Plan may
consider unauthorized use of this card to be fraud. To find out how to report fraud go to “Report Suspected Abuse and
Fraud” in the Contact Us section of the State Health Plan’s website at www.shpnc.org. The Plan will seek
reimbursement for claims incurred with a State Health Plan ID card before coverage is effective or after coverage has
ended.

If any information on your ID card is incorrect or for ID card requests, please visit “Blue Connect” which can be accessed
from eBenefits. For information about how to access eBenefits, visit the Plan’s website at www.shpnc.org or call
Customer Service at the number listed in “Who to Contact” or on the back of your /D card.
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UNDERSTANDING YOUR SHARE OF THE COST

As a member of the Plan, you enjoy quality health care from a network of health care providers and easy access to
specialists. You also have the freedom to choose health care providers who do not participate in the North Carolina
State Health Plan Network — the main difference will be the cost to you.

Benefits are available for service from an in- or out-of-network provider that is recognized as eligible. For a list of eligible
providers, please visit the Plan’s website at www.shpnc.org or call Customer Service at the number listed in “Who to

Contact.”

In-Network Out-of-Network
Type of Provider In-network providers are health care Out-of-network providers are not
professionals and facilities that have designated as North Carolina State
contracted with the Plan and/or Blue Health Plan Network providers or
Cross NC, or a provider participating in Blue Card providers. Also see
the BlueCard program, Blue Cross NC's “Out-of-Network Benefit
national network. Ancillary providers Exceptions.”
outside of North Carolina are considered
in-network only if they contract directly
with Blue Cross NC, even if they
participate in the BlueCard program. In-
network providers agree to limit charges
for covered services to the allowed
amount.
Please note that dentists and
orthodontists do not participate in the
North Carolina State Health Plan Network
but there are a limited number of oral
maxillofacial surgeon’s available in-
network.
The list of in-network providers may
change from time to time. In-network
providers are listed on the Plan’s website
at www.shpnc.org or call Customer
Service at the number listed in “Who to
Contact.”
Allowed Amount vs. If the billed amount for a covered service | You may be responsible for paying
Billed Amount is greater than the allowed amount, you any charges over the allowed
are not responsible for the difference. You | amount in addition to any
will be responsible for any applicable applicable deductible,
copays, deductible, coinsurance, and non- | coinsurance, non-covered
covered expenses based on the allowed expenses and certification
amount. amounts, if any, except for
emergency services in the case of
It is important to note, that there are an emergency.
some instances, due to the provider
contract, that the allowed amount may
be greater than the billed amount.
Referrals The Plan does not require you to obtain The Plan does not require you to
any referrals. obtain any referrals.
After-hours Care If you need non-emergency services after your provider’s office has closed,
please call your provider’s office for their recorded instructions.
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Care Outside of North
Carolina

Your ID card gives you access to
participating providers outside the state of
North Carolina through the BlueCard
program, and benefits are provided at the
in-network benefit level.

If you are in an area that has
participating providers and you
choose a provider outside the
Network, you will receive the
lower out-of-network benefit.
Also see “Out-of-Network Benefit
Exceptions.”

responsible for filing claims directly with
Blue Cross NC.

Prior Review In-network providers in North Carolina You are responsible for ensuring
and in-network inpatient facilities outside | that you or your out-of-network
North Carolina are responsible for provider requests prior review by
requesting prior review when necessary. Blue Cross NC. Failure to request
If you receive other, non-inpatient prior review and obtain
services outside of North Carolina (even if | certification will result in full
you see an in-network provider), you are denial of benefits. Prior review is
responsible for ensuring that you or your | not required for an emergency or
provider requests prior review. for an inpatient hospital stay for
For inpatient or certain outpatient 48 hours after a vaginal delivery

. . . . or 96 hours after a cesarean

behavioral health services, either in or )
outside of North Carolina, see the section.
Behavioral Health number in “Who To
Contact.”
Prior review is not required for an
emergency or for an inpatient hospital
stay for 48 hours after a vaginal delivery
or 96 hours after a cesarean section.

Filing Claims In-network providers in North Carolina are | You may have to pay the out-of-

network provider in full and
submit your own claim to Blue
Cross NC. Mail claims in time to
be received within 18 months of
the date the service was
provided. Claims not received
within 18 months from the
service date will not be covered.

Out-of-Network Benefit Exceptions

In an emergency, in situations where in-network providers are not reasonably available as determined by Blue Cross NC's
access to care standards, or in continuity of care situations, out-of-network benefits will be paid at your in-network
benefit level. However, you may be responsible for charges billed separately by the provider which are not eligible for
additional reimbursement. If you are billed by the provider, you will be responsible for paying the bill and filing a claim
with Blue Cross NC.

If you believe an in-network provider is not reasonably available, you can help assure that benefits are paid at the
correct benefit level by calling Customer Service before receiving care from an out-of-network provider.
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80/20 PLAN (PPO) SUMMARY OF BENEFITS

The following is a summary of your 80/20 Plan (PPO) benefits. A more complete description of your benefits is found in
"Covered Services." General exclusions may also apply. Please see "What Is Not Covered?" As you review the Summary
of Benefits chart, keep in mind:

e The copayment amounts are fixed dollar amounts the member must pay for some covered services depending on the
provider network selection made at the time of service.

e Multiple office visits or emergency room visits on the same day may result in multiple copayments.

e (Coinsurance percentages shown in this section are the portion of the allowed amount that you pay.

e Deductible and coinsurance are based on the allowed amount.

e Services applied to the deductible also count toward any visit or day maximums.

o If your benefit level for services includes deductibles and coinsurance, your provider may collect an estimated amount
of these at the time you receive services.

e To receive in-network benefits, you must receive care from a North Carolina State Health Plan Network in-network
provider. However, in an emergency, or when in-network providers are not reasonably available as determined by
Blue Cross NC's access to care standards, you may also receive in-network benefits for care from an out-of-network
provider. Please see “Out-of-Network Benefits” and "Emergency and Urgent Care Services" for additional
information on emergency care. Access to care standards are available on our website at www.shpnc.org, then click
“Find a Doctor” or by calling the State Health Plan Customer Service number given in “Who to Contact.”

e |f you see an out-of-network provider, you will receive out-of-network benefits unless otherwise approved by the
State Health Plan or its representative.

e Qut-of-Network Labs: If your provider sends your lab work to an out-of-network lab for processing, your claims will no
longer be paid at the in-network coinsurance. Your claims for these services will be paid at the appropriate out-of-
network deductible coinsurance level. This may result in you having to pay more for out-of-network lab work. Talk to
your provider to ensure they are using the North Carolina State Health Plan Network in-network labs.

e For some services that are not covered benefits, discounts may be available as “value-added benefits.” Please see
the section called “Value-Added Programs” in the back of this booklet.

e This plan offers Wellness Premium Credits and Wellness Incentives to encourage decisions that are good for your
health.

e To receive the Wellness Premium Credit, you must attest to being a non-tobacco user or agree to participate in a
tobacco cessation program within 30 days of becoming first eligible to enroll and annually during Open Enroliment.
Members who agree to participate in the tobacco cessation program must commit to visit their PCP or a CVS
MinuteClinic for at least one tobacco cessation counseling session within 90 days from their initial hire date. Those
who agree to participate in tobacco cessation during the 2022 Open Enrollment must complete at least one session
by November 30, 2021.

e To receive Wellness Incentive discounts, you must use the Primary Care Provider (PCP) on your member ID card.

e Preventive Care as described under the Affordable Care Act (ACA) is covered at 100% with an in-network provider so
long as any applicable medical management requirements are met.

e Preventive medications listed under the Affordable Care Act (ACA) with a prescription written by a provider and filled
at a participating pharmacy, are covered at 100%.

e Inthe formulary, prescription medications are divided into six categories or tiers: (Tier 1), the most cost-effective
non-specialty medications, which would include mostly generic medications; (Tier 2), preferred brand non-specialty
medications, including some high-cost generic medications; (Tier 3), non-preferred brand non-specialty medications
and compounds; (Tier 4), the most cost-effective specialty medications, including generics and some biosimilars; (Tier
5), preferred brand specialty medications; and (Tier 6), non-preferred brand specialty medications. Refer to the State
Health Plan website for a list of specialty medications. There is also a special tier for Preferred Blood Glucose
Monitoring Meters (BGM) and Supplies and a SO copay for all insulins. The formulary, or drug list of covered
medications, changes quarterly, so changes in drug coverage are possible, which may affect your out-of-pocket costs.
Refer to the State Health Plan website for a list of medications.

e The Plan may use reasonable medical management procedures to determine any coverage limitations or restrictions
that may apply.
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Please note the list of in-network providers may change from time to time, so please verify that the provider is still in
the North Carolina State Health Plan Network before receiving care. A provider locator is available through our
website at www.shpnc.org or by calling State Health Plan Customer Service at the number given in "Who to Contact."
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Lifetime Maximum, Deductible, and Out-of-Pocket Limit

Benefit payments are based on where services are received and how services are billed.

In-Network Out-of-Network*

Lifetime Maximum Unlimited Unlimited

Unlimited for all covered services except where otherwise specifically indicated or excluded. If you exceed any lifetime
maximum, additional services of that type are not covered. In this case, you may be responsible for the entire amount of the
Provider's billed charge.

Deductible
Individual, per benefit period $1,250 $2,500
Family, per benefit period $3,750 $7,500

Charges for the following do not apply to the benefit period deductible:
e  Preventive Care as defined by the Affordable Care Act.
e Copayments.
o In-Network services do not apply to the Out-of-Network deductible.
e Inpatient newborn care for well-baby.

Out-of-Pocket Limit
Individual, per benefit period $4,890 $9,780
Family, per benefit period $14,670 $29,340

Charges over allowed amounts and charges for non-covered services do not apply to the out-of-pocket limit. The out-of-pocket
imit, which is the deductible plus any copays and coinsurance you pay, is the total amount you will pay for covered services.

Preventive Care

In-Network Out-of-Network*
Primary Care Provider No Charge Benefits not available’
Specialist No Charge Benefits not available’
Nutrition Counseling No Charge 40% after deductible

Available in an office-based, outpatient, or ambulatory surgical setting, or urgent care center. Services include among others:
routine physical exams and screenings, well-baby care, well-child care, well-woman care, immunizations, nutritional counseling,
gynecological exams, cervical cancer screening, ovarian cancer screening, screening mammograms, colorectal screening, bone
mass measurement, prostate-specific antigen tests, and newborn hearing screening.

IThis benefit is only for services that indicate a primary diagnosis of preventive or wellness. Please visit the Plan’s website at
www.shpnc.org for the most up-to-date information on preventive care covered under federal law.

The following preventive care benefits are available both in- and out-of-network: gynecological exams, cervical cancer
iscreening, ovarian cancer screening, screening mammograms, colorectal screening, bone mass measurement,
newborn hearing screenings and prostate specific antigen tests. See Covered Services.

Provider’s Office

See Outpatient Service for outpatient clinic or hospital-based services. Office visits for the evaluation and treatment of obesity
are limited to a combined in- and out-of-network maximum of four visits per benefit period. Any visits in excess of these benefit
period maximum are not covered services.

Office Visit Services In-Network Out-of-Network*

_ _ $0 copay when using CPP PCP
Primary Care Provider listed on ID card 40% after deductible

$10 copay when using Other In-
Network PCP on ID card
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$25 copay— when using in-network
PCP not listed on the ID card

Specialist (includes Ambulatory
Infusion Suite)

$40 copay when using CPP
Specialist

$80 copay when using other In-
Network Specialist

40% after deductible

Includes office surgery, X-rays and lab tests.

For MRIs, MRAs, CT scans and PET scan

s, see Outpatient Diagnostic Services.

CT Scans, MRIs, MRAs, and PET
Scans

20% after deductible

40% after deductible

Short-Term Therapy Services (Includes Evaluation and Management)

Limited to rehabilitative and habilitative speech, physical, and occupational therapy.

In-Network

Out-of-Network*

Short-Term Rehabilitative Therapies

$26 copay when using CCP
provider

$52 copay when using other In-
Network provider

40% after deductible

Short-Term Rehabilitative Therapies include chiropractic care, occupational therapy, and physical therapy. Combined in- and
out-of-network benefit maximums apply to chiropractic services only. There is a 30-visit limit for Chiropractic care. Any visits
in excess of this benefit period maximum are not covered services.

Other Therapies

No Charge

40% after deductible

provided in an outpatient setting.

Includes chemotherapy, dialysis and cardiac rehabilitation provided in the office. See Outpatient Services for other therapies

Infertility and Sexual Dysfunction Services

Primary Care Provider

$0 copay when using CPP PCP
listed on ID card

$10 copay when using Other In-
Network PCP on ID card

$25 — when using in-network PCP
not listed on the ID card

40% after deductible

Specialist

$40 copay when using CPP
Specialist

$80 copay when using other In-
Network Specialist

40% after deductible

Combined in- and out-of-network lifetime limit of 3 ovulation induction cycles and associated services without insemination.
Any services in excess of this lifetime limit are not covered services.

Routine Hearing Evaluation Tests

Primary Care Provider

$0 copay when using CPP PCP
listed on ID card

$10 copay when using Other In-
Network PCP on ID card

$25 — when using in-network PCP
not listed on the ID card

Benefits not available
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Specialist

$40 copay when using CPP
Specialist

$80 copay when using other In-

Network Specialist

Benefits not available

Urgent Care Centers, Emergency Rooms, and Ambulance Ser

vices

In-Network

Out-of-Network*

Urgent Care Centers

$70 copayment

$70 copayment

Emergency Room Visit

$300 copayment, then 20% after

deductible

$300 copayment, then 20% after
deductible

Emergency Room Copayment is waived if admitted or held for observation at the hospital. If admitted to the hospital from the
lemergency room, inpatient hospital benefits apply to all covered services provided. If held for observation, outpatient benefits
apply to all covered services provided. If you are sent to the emergency room from an Urgent Care Center, you may be
responsible for both the emergency room copayment and the urgent care copayment.

Ambulance Services

20% after deductible

20% after deductible

Ambulatory Surgical Centers

In-Network

Out-of-Network*

Ambulatory Surgical Services

20% after deductible

40% after deductible

Outpatient Services

In-Network

Out-of-Network*

Provider Services

20% after deductible

40% after deductible

Hospital and Hospital Based
Services

20% after deductible

40% after deductible

Outpatient Clinical Services

20% after deductible

40% after deductible

Outpatient Diagnostic Services

Outpatient lab tests, when
performed alone (physician and
hospital-based services)

No Charge

40% after deductible

Outpatient lab tests, when performed with another service

Physician Services

No Charge

40% after deductible

Hospital and Hospital-based Services

20% after deductible

40% after deductible

Outpatient x-rays, ultrasounds,
and other diagnostic test, such
as EEGs, EKGs and pulmonary
function tests

20% after deductible

40% after deductible

CT scans, MRIs, MRAs, and PET
lscans

20% after deductible

40% after deductible

Outpatient diagnostic
mammography (physician and
hospital-based services)

No Charge

40% after deductible
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See “Preventive Care” for coverage of screening mammograms.

Therapy Services
Includes short-term rehabilitative therapies 20% after deductible 40% after deductible
and other therapies.
Inpatient Hospital Services

In-Network Out-of-Network*
Provider Services 20% after deductible 40% after deductible

$300 copayment, then 20% after | $300 copayment, then 40% after

Hospital and Hospital Based Services deductible/coinsurance deductible

Includes maternity delivery, prenatal and post-delivery care. For inpatient behavioral health services, refer to the “Behavioral
Health Services” section later in this summary. If you are in a hospital as an inpatient at the time you begin a new benefit
beriod, you may have to meet a new deductible for covered services from doctors or other professional providers.

Nursing
In-Network Out-of-Network*
Skilled Nursing Facility 20% after deductible 40% after deductible

Combined in- and out-of-network maximum of 100 days per benefit period. Services applied to the deductible count towards the
day maximum. Any services in excess of this benefit period maximum are not covered services.

Private Duty Nursing 20% after deductible 40% after deductible

IThere is a 4 hour per day limit on private duty nursing care for non-ventilated patients and 12 hours per day limit on private duty
nursing for ventilated patients.

Other Services 20% after deductible 40% after deductible

Includes durable medical equipment, hospice services, medical supplies, orthotic devices, private duty nursing,
prosthetic appliances, and home health care. .. Hearing aids are limited to one per hearing-impaired ear every 36
months for members under the age of 22. Members over of the age of 22 are not covered for any hearing aid
related services. Any services in excess of these benefit period or lifetime maximums are not covered services.

Behavioral Health Services

In-Network Out-of-Network*
. . $0 copay for CPP Provider; $25

Bet]aworal H ealth Services copay for other Behavioral Health 40%
Office Services o

Specialists
Behavioral Health Services o . o .
Outpatient Services 20% after deductible 40% after deductible
Behavioral Health Services $300 copayment, then 20% after $300 copayment, then 40% after
Inpatient Services** deductible deductible
Residential Treatment Centers™** $300 copayment, then 20% after | $300 copayment, then 40% after

deductible deductible

No age limit for Substance Abuse.

"*Requires certification within two business days of admission.

"**Requires certification and prior review in advance and must be an approved residential treatment center.

Failure to request prior review and receive certification will result in full denial of benefits. Certification is not a
guarantee of payment. See “Covered Services” and “Prospective Review/Prior Review” in “Utilization Management.”
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Certification Requirements

In-network providers outside of North Carolina, except for Veterans Affairs (VA) and military providers, are
responsible for requesting prior review for inpatient facility services. For all other covered services received
outside of North Carolina, you are responsible for ensuring that you or your provider requests prior review by the
State Health Plan even if you see an in-network provider.

Certain services, regardless of the location, require prior review and certification in order to receive benefits. If
you go to an in-network provider in North Carolina, your provider will request prior review when necessary. If you
go to an out-of-network provider in North Carolina or to any provider outside of North Carolina, you are
responsible for requesting or ensuring that your provider requests prior review. Failure to request prior review
and receive certification will result in full denial of benefits. See “Covered Services” and “Prior review (pre-

service)” in “Utilization Management.”

For certification for certain prescription medications, your physician may call CVS Caremark at 800-294-5979 to

initiate a certification request.

NOTICE: Your actual expenses for covered services may exceed the stated coinsurance amount because actual
provider charges may not be used to determine the Plan’s and member’s payment obligations. For out-of-
network benefits, you may be required to pay for charges over the allowed amount in addition to any deductible

and coinsurance amount.

Prescription Medications

Prescription medication benefits are administered by CVS Caremark (the Pharmacy Benefits Manager — PBM). See
“Prescription Medication Copayment and Benefits” in “Covered Services” for more information.

0-30 Day Supply

31-60 Day Supply

61-90 Day Supply

Tier 1 $5 $10 $15

Tier 2 $30 $60 $90

Tier 3 20% coinsurance 20% coinsurance 20% coinsurance
after deductible after deductible after deductible

Tier 4 $100 $200 $300

Tier 5 $250 $500 $750

Tier 6 20% coinsurance 20% coinsurance 20% coinsurance
after deductible after deductible after deductible

\Affordable Care Act Preventive
Medications

Covered at 100%

A list of Affordable Care Act Preventive Medications is on the Plan’s website at www.shpnc.orq.

CVS Caremark Specialty Pharmacy.

NOTE: All specialty medication covered under the pharmacy benefit, excluding cancer medications, must be obtained through

Insulin

Both preferred and non-preferred insulin is available at a SO copay.

Blood Glucose Monitoring (BGM) and - Supplies

subject to deductible and coinsurance.

BGM and supplies are covered under your medical and pharmacy benefit. Under your pharmacy benefit, for a
single copayment, insulin dependent members may receive up to 204 test strips (depending on manufacturer’s
packaging) and non-insulin dependent members may receive 102 test strips (depending on manufacturer’s
packaging) per 30-day supply. Additional test strips are covered under your medical supply benefit and are

0-30 Day Supply

31-60 Day Supply

61-90 Day Supply
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Preferred Blood Glucose s
5
Meters (BGM) and Supplies*

$10

$15

Non-Preferred BGMs & Supplies

20% coinsurance
after deductible

20% coinsurance
after deductible

20% coinsurance
after deductible

* This does not include Continuous Glucose Monitoring Systems or associated supplies. Preferred Continuous
Glucose Monitoring Systems and associated supplies are considered a Tier 2 member copay.

For certification for certain prescription medications, your physician may call CVS Caremark at 800-294-5979 to

initiate a certification request.
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COVERED SERVICES

Covered services described on the following pages are available at both the in-network and out-of-network benefit
levels, when medically necessary, unless otherwise noted. If you have a question about whether a certain health benefit
service is covered, and you cannot find the information in "Covered Services," see "Summary of Benefits" or call State
Health Plan Customer Service at the number listed in "Who to Contact."

Also keep in mind as you read this section:

e Certain services require prior review and certification in order for you to avoid a denial of your services. General
categories or services are noted in the sections below as requiring prior review, please see “Prior review” in
“Utilization Management” for information about the review process, and visit our website at www.shpnc.org or call
State Health Plan Customer Service to ask whether a specific service requires prior review and certification.

e Exclusions and limitations may apply to your coverage. Exclusions that apply to many services are listed in “What Is
Not Covered?” To understand the exclusions and limitations that apply to each service, read “Covered Services,”
“Summary of Benefits” and “What Is Not Covered?”

e (Certain services are covered pursuant to Blue Cross NC medical and reimbursement policies, which are updated
throughout the plan year. These policies lay out the procedure and criteria to determine whether a procedure,
treatment, facility, equipment, medication or device is medically necessary and eligible for coverage, investigational
or experimental, cosmetic, a convenience item, or requires prior review and certification by Blue Cross NC. The most
up-to-date medical policies are available at www.shpnc.org, or call State Health Plan Customer Service at the
number listed in “Who to Contact.”

Office Services

Care you receive from a doctor, physician’s assistant, nurse practitioner or nurse midwife as part of an office visit or
house call is covered with a copayment, except as otherwise noted in this benefits booklet. Some providers may get
ancillary services, such as laboratory services, medical equipment, supplies, or specialty medications from third parties.
In these cases, you may be billed directly by the ancillary provider. Benefit payments for these services will be based on
the type of ancillary provider, its network status, and how the services are billed. The Plan also covers infusion services
received at an ambulatory infusion suite. Certain infusion services require prior review and certification, or services will
not be covered. If you select a PCP during enrollment, and you use the PCP printed on the front of your ID card, you will
pay the lower copay amount each time you see that PCP.

Some doctors or other providers may practice in outpatient clinics or provide hospital-based services in their offices. In
these cases, the services received may be billed as Outpatient Services and may be subject to your benefit period
deductible and coinsurance. See Outpatient Clinic Services in the "Summary of Benefits." These providers are identified
in the provider directory, which is available on our website at www.shpnc.org or by calling State Health Plan Customer
Service at the number in "Who to Contact."

A copayment will not apply if you receive Preventive Care services or other services such as allergy shots or other
injections and are not charged for an office visit.

Preventive Services
The Plan covers preventive care services that can help you stay safe and healthy.

Under federal law, you can receive certain covered preventive care services from an in-network provider in an office-
based, outpatient, or ambulatory surgical setting, or urgent care center, at no cost to you. The specific services covered
change from time to time. The Plan follows federal and Blue Cross NC guidelines that are based on the most current
scientific evidence and are adapted from standards published by nationally recognized authorities. The specific
guidelines can be found on Blue Connect. Please note, this benefit is only for services that indicate a primary diagnosis
of preventive or wellness and which are identified by recent federal legislation as being eligible.
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Services that do not include a primary diagnosis of preventive or wellness will be subject to your in-network benefit level
for the location where services are received.

In addition, the Plan may use reasonable medical management procedures to determine coverage limitations. Please
visit the Plan’s website at www.shpnc.org or call Customer Service at the number in “Who to Contact” for the most up-
to-date information on preventive care that is covered under federal law, including any limitations that may apply.
Certain over-the-counter medications may also be available. These over-the-counter medications are covered only as
indicated and when a provider’s prescription is presented at the pharmacy.

Preventive care covered services include the following. A complete list can be located on the Plan’s website at
www.shpnc.org.

> Adult and Child Obesity Services

O

O

O

Obesity screening
Behavioral intervention

Nutritional counseling

» Adult Preventive Care (Routine Exams)

» Adult Screening Tests

O

O

o

O

Cholesterol (lipid) screening
Colorectal screening
Depression screening
Diabetes screening

High blood pressure screening
Pap test

Osteoporosis screening
Ovarian Cancer Screening
Prostate Screening

Screening mammograms

» Women'’s Health Services include

O

O

Breastfeeding Support and Counseling

Contraceptive methods and counseling - Contraceptive methods and procedures requiring a
prescription and approved by the U.S. Food and Drug Administration are covered for each member with
reproductive capacity through age 50. In addition, over-the-counter contraceptives are covered when a
provider’s prescription is presented at the pharmacy. See “What Is Not Covered” for list of
contraceptive methods that are not covered.

Gestational diabetes screening (pregnant women)
HIV screening and counseling

HPV testing

Well-woman visits

Mammograms
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» Immunizations
o Diphtheria, Pertussis, Tetanus Toxoid
o Inactivated Poliovirus
o Measles, Mumps, Rubella (MMR)
o Influenza
o Pneumococcal
o Hepatitis Aand B
o Human Papillomavirus (HPV)
o Meningococcal
o Varicella
o Tetanus, Diphtheria, Pertussis
o Rotavirus
o Herpes Zoster
> Well-Baby/Well-Child Care
o Physical examinations
o Sensory screening (vision and hearing)
o Developmental/behavioral assessments

o Oral health

Diagnostic Services

Diagnostic procedures help your physician find the cause and extent of your condition in order to plan for your care.
Benefits may differ depending on where the service is performed and if the service is associated with a surgical
procedure. For member responsibility see Physician Office Services or Outpatient Diagnostic Services in "Summary of
Benefits," depending on where services are received.

Separate benefits for interpretation of diagnostic services by the attending doctor are not provided in addition to
benefits for that doctor's medical or surgical services, except as otherwise determined by the State Health Plan or its
representative.

Out-of-Network Labs: If your provider sends your lab work to an out-of-network lab for processing, your claims will no
longer be paid at the in-network coinsurance. Your claims for these services will be paid at the appropriate out-of-
network coinsurance. This may result in you having to pay more for out-of-network lab work. Talk to your provider to
ensure they are using Blue Cross NC in-network labs.

Laboratory, Radiology and Other Diagnostic Testing

Laboratory studies are services such as diagnostic blood or urine tests or examination of biopsied tissue (that is,
tissue removed from your body by a surgical procedure). Radiology services are diagnostic imaging procedures such
as X-rays, ultrasounds, computed tomographic (CT) scans and magnetic resonance imaging (MRI) scans. Other
diagnostic testing includes electroencephalograms (EEGs), electrocardiograms (ECGs), Doppler scans and pulmonary
function tests (PFTs). Certain diagnostic imaging procedures, such as CT scans and MRIs, may require prior review
and certification or services will not be covered.
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Diagnostic Services Exclusion:
e lab test that are not ordered by your doctor or other provider.

Urgent Care Centers, Emergency Rooms, and Ambulance Services

» Ambulance Services
The Plan covers services in a ground ambulance traveling:

e From a member’'s home, scene of an accident, or site of an emergency to a hospital.

e Between hospitals.

e Between a hospital and a skilled nursing facility when such a facility is the closest one that can provide covered
services appropriate to the member’s condition.

e Benefits may also be provided for ambulance services from a hospital or skilled nursing facility to a member’s
home when medically necessary.

Transport to and from a dialysis center:

e Transportation to and from a dialysis center will be covered when the member is certified as having end-stage
renal disease, and Medicare is the member’s primary insurance.

e Transportation to or from a dialysis center for members other than those noted above will not be covered unless
it is determined to be medically necessary.

Medical documentation from a physician may be required to substantiate medical necessity of transport by
ambulance and that other means of transportation would be contraindicated for your condition.

Ambulance transportation services will be reviewed for medical necessity in the case of:

e  Ambulance services from a hospital or skilled nursing facility to a member’s home.
e Non-emergency air ambulance services.

The Plan covers services in an air ambulance traveling from the site of an emergency to a hospital when such a
facility is the closest one that can provide covered services appropriate to the member’s condition. Air ambulance
services are eligible for coverage only when ground transportation is not medically appropriate due to the severity
of the illness, or the pick-up point is inaccessible by land.

e Non-emergency air ambulance services require prior review and certification, or services will not be covered.

See “What Is Not Covered” for information about ambulance services exclusions.

» Emergency Care
The Plan provides benefits for emergency services.

An emergency is the sudden or unexpected onset of a condition of such severity 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 any of the following:

e Placing the health of an individual, or with respect to a pregnant woman, the health of the pregnant woman
or her unborn child, in serious jeopardy.

e Serious physical impairment to bodily functions.

e Serious dysfunction of any bodily organ or part.

e Death.

Heart attacks, strokes, uncontrolled bleeding, poisonings, major burns, prolonged loss of consciousness, spinal
injuries, shock and other severe, acute conditions are examples of emergencies.
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» What to do in an Emergency

In an emergency, you should seek care from an emergency room or other similar facility. If necessary and available,
call 911 or use other community emergency resources to obtain assistance in handling life-threatening emergencies.
Prior review is not required for emergency services. Your visit to the emergency room will be covered if your

condition meets the definition of an emergency.

Benefits for services in the emergency room.

Situation

Benefit

You go to an in-network emergency room for a
non-emergency condition.

Applicable copay, deductible and coinsurance.
Prior review and certification are not required.

You go to an out-of-network emergency room for
a non-emergency condition.

Applicable copay, out-of-network deductible and
coinsurance. You may be required to pay the
provider and submit a claim for out-of-network
reimbursement.

You go to an in-network hospital emergency room
for an emergency condition.

Applicable copay, deductible and coinsurance.
Prior review and certification are not required.

You go to an out-of-network hospital emergency
room for an emergency condition.

Benefits are paid as in-network. Because it is an
out-of-network provider, you may be required to
pay the entire bill at the time of service and file a
claim. Prior review and certification are not
required.

You are held for observation.

Outpatient benefits may apply to all covered
services received in the emergency room and
during observation. Emergency room copayment
is waived.

You are admitted to the hospital from the ER
following emergency services.

Inpatient hospital benefits apply for all covered
services received in the emergency room and
during hospitalization. Prior review and
certification are required for inpatient
hospitalization and other selected services
following emergency services (including screening
and stabilization) or coverage will be denied. You
may need to transfer to an in-network hospital
once your condition is stabilized in order to
continue receiving in-network benefits.

You get follow-up care (such as office visits or
therapy) after you leave the ER or are discharged.

Use in-network providers to receive in-network
benefits. Follow-up care related to the emergency
condition is not considered an emergency.

» Urgent Care

The Plan also provides benefits for urgent care services.

Urgent care includes services provided for a condition that occurs suddenly and unexpectedly, and requires prompt
diagnosis or treatment, such that in the absence of immediate care, the member could reasonably expect to suffer
chronic illness, prolonged impairment or the need for more serious treatment. Fever over 101 degrees Fahrenheit,
ear infection, sprains, some lacerations, and dizziness are examples of conditions that would be considered urgent.

When you need urgent care, you may call your PCP, a specialist or go to an urgent care provider.
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Family Planning

» Maternity Care
Maternity care includes prenatal care, labor and delivery, and post-delivery care, and are available to all subscribers
and enrolled spouses of subscribers. However, maternity benefits for dependent children cover only the treatment
for complications of pregnancy.

Coverage for breastfeeding counseling and certain breast pumps for pregnant or postpartum members are covered
under your preventive care benefit. Coverage includes:

e Breastfeeding counseling covered at 100% through in-network providers.

e Certain breast pumps for pregnant and post-partum women:

O
@)
O

One manual or electric breast pump purchase per delivery is covered.

Benefit available during third trimester or after member has delivered the baby.

Breast pumps come with certain supplies, such as tubing, shields and bottles; therefore, replacement
breast pump supplies will not be separately reimbursable on the same date as the breast pump, as the
supplies are included in the initial purchase.
Breast pump supplies will be limited to two units per code, per year.

Breast pumps must be purchased from participating Durable Medical Equipment (DME) vendors.
= Not all participating DME vendors carry all items. Please check with your local participating
vendor of choice to see if they carry breast pumps. Edgepark carries breast pumps (1-800-
321-0591) or go to the Find a Doctor or Facility page to find a vendor close to you. If you need
help finding a DME vendor that carries breast pumps, call the Customer Service number on
the back of your member ID card.
e See “What Is Not Covered” for information about breast pump exclusions.

Please visit the Plan’s website at www.shpnc.org for the most up-to-date information on preventive care covered
under federal law.

Post-delivery care is all care for the mother after the baby's birth that is related to the pregnancy.

Mom

Newborn

Payment

Prenatal care

Care related to the
pregnancy before birth.

A copayment may apply for the office visit to diagnose
pregnancy, otherwise deductible and coinsurance apply
for the remainder of your maternity care benefits. If a
member changes providers during pregnancy,
terminates coverage during pregnancy, or the
pregnancy does not result in delivery, one or more
copayments may be charged for prenatal services
depending upon how the services are billed by the
provider.
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Labor & delivery
services

No prior review required
for inpatient hospital stay
for 48 hours after a
vaginal delivery or 96
hours after a cesarean
section. Mothers
choosing a shorter stay
are eligible for a home
health visit for post-
delivery follow-up care if
received within 72 hours
of discharge.

No prior review
required for
inpatient well baby
care for 48 hours
after a vaginal
delivery or 96
hours after a
cesarean section.
Benefits include
newborn hearing
screening ordered
by a doctor to
determine the
presence of
permanent hearing
loss. (Please see
preventive care in
“Summary of
Benefits.”)

Deductible, copayments coinsurance apply.

If adding the baby changes your policy from employee
to family coverage, the family benefit period deductible
applies. Inpatient newborn care is covered under the
mother's maternity benefits described above only
during the first 48 hours after a vaginal delivery or 96
hours after delivery by cesarean section. This inpatient
newborn care requires only one admission copayment
and benefit period deductible for both mother and
baby.

Post-delivery
services

All care for the mother
after baby’s birth that is
related to the pregnancy.
Prior review and
certification are required
for inpatient stays
extending beyond 48/96
hours or coverage will be
denied.

After the first
48/96 hours,
whether inpatient
(sick baby) or
outpatient (well-
baby), the newborn
must be enrolled
for coverage as a
dependent child,
according to the
rules in “When
Coverage Begins
Ends.” For
inpatient services
following the first
48/96 hours, prior
review and
certification are
required or
coverage will be
denied.

Statement of Rights under the Newborns' and Mothers' Health Protection Act

Under federal law, group health plans and health insurance issuers offering group health insurance coverage generally
may not restrict benefits for any hospital length of stay in connection with childbirth for the mother or newborn child to
less than 48 hours following a vaginal delivery, or less than 96 hours following a delivery by cesarean section. However,
the Plan or issuer may pay for a shorter stay if the attending provider (e.g., your doctor, nurse midwife or physician
assistant), after consultation with the mother, discharges the mother or newborn earlier.

Also, under federal law, group health plans and health insurance issuers may not set the level of benefits or out-of-
pocket costs so that any later portion of the 48-hour (or 96-hour) stay is treated in a manner less favorable to the
mother or newborn than any earlier portion of the stay.
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In addition, a plan or issuer may not, under federal law, require that a doctor or other health care provider obtain
certification for prescribing a length of stay of up to 48 hours (or 96 hours). However, to use certain providers or
facilities, or to reduce your out-of-pocket costs, you may be required to obtain certification. For information on
certification, contact State Health Plan Customer Service at the number given in “Who to Contact.”

» Complications of Pregnancy

Benefits for complications of pregnancy are available to all members including dependent children. Please see
"Definitions" for an explanation of complications of pregnancy.

» Complications of Abortion

Benefits for complications of abortion are available to all members.

» Newborn Care

Inpatient newborn care is covered under the mother's maternity benefits described above only during the first 48
hours after a vaginal delivery or 96 hours after delivery by cesarean section. This inpatient newborn care requires
only one admission copayment and benefit period deductible for both mother and baby. Benefits also include
circumcision and newborn hearing screening ordered by a doctor to determine the presence of permanent hearing
loss.

For additional coverage of the newborn after the first 48/96 hours, whether inpatient or outpatient, the newborn
must be enrolled for coverage as a dependent child, according to the rules in "When Coverage Begins and Ends." At
this time, the baby must meet its individual benefit period deductible if applicable and prior review and certification
are required to avoid a denial of services.

» Infertility Services

Benefits are provided for certain services related to the diagnosis, treatment and correction of any underlying
causes of infertility for all members except dependent children. See “Summary of Benefits” for limitations that may
apply.

» Sexual Dysfunction Services

The Plan provides benefits for certain services related to the diagnosis, treatment and correction of any underlying
causes of sexual dysfunction for all members.

See “What Is Not Covered” for information about sexual dysfunction services exclusions.

» Sterilization

This benefit is available for all members. Sterilization includes female tubal occlusion and male vasectomy.

» Contraceptive Medications and Devices

This benefit is available for all members. Coverage includes the insertion or removal of, and any medically
necessary examination associated with the use of a covered contraceptive device. Covered contraceptives
include oral medications, intrauterine devices, diaphragms, injectable contraceptives and implanted
hormonal contraceptives.

See “What Is Not Covered” section for information on family planning exclusions.

Facility Services
» Outpatient Services
Benefits are provided for services received in a hospital, a hospital-based facility, non-hospital facility or a hospital-
based or outpatient clinic.

The following are covered services:

e Medical care provided by a doctor or other professional provider.
e Observation.

e General nursing care.

o Medications administered by the facility.

e Diagnostic services.

e Medical supplies.
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e Use of appliances and equipment ordinarily provided by the facility for the care and treatment of outpatients.
e Operating room, recovery room and related services (outpatient surgery).

e Short-term rehabilitative and habilitative therapies and other therapies.

e Chiropractic services: 30 visits per benefit period.

Certification in advance must be obtained for certain outpatient services. See “Prior review or Certification” for
more information on certifications.

» Inpatient Hospital Services

Inpatient services received in a hospital or non-hospital facility. You are considered an inpatient if you are admitted
to the hospital or non-hospital facility as a registered bed patient for whom a room and board charge is made. Your
in-network provider is required to use the North Carolina State Health Plan Network hospital where they practice,
unless that hospital cannot provide the services you need. If you are admitted before the effective date, benefits
will not be available for services received prior to the effective date. Take home medications are covered as part of
your pharmacy benefit. If you are in the hospital as an inpatient at the time you begin a new benefit period, you
may have to meet a new deductible for covered services from doctors or other professional providers.

The following are examples of covered services:

e Medical care provided by a doctor or other professional provider.

e A semi-private room; or a private room if medically necessary or the hospital has only private rooms.

e QOperating room, delivery room, recovery room, nursery and related services.

General nursing care.

Intensive care.

Critical care.

e Medications administered by the hospital.

e Diagnostic services and medical supplies.

e Use of appliances and equipment ordinarily provided by the hospital.

e Short-term rehabilitative and habilitative therapies and other therapies.

e Medical supplies.

Prior review must be requested, and certification must be obtained, in advance for inpatient admissions or
coverage will be denied, except for maternity deliveries and emergencies. See “Maternity Care,” if
applicable and “Emergency Care.”

» Ambulatory Surgical Centers

Benefits are provided for surgical services received in an ambulatory surgical center.

The following are covered services:

e Medical care provided by a doctor or other professional provider.

e General nursing care.

e Medications administered by the facility.

e Diagnostic services.

e Medical supplies.

e Use of appliances and equipment ordinarily provided by the facility for the care and treatment of surgical
procedures.

e Operating, recovery room and related services.

» Skilled Nursing Facilities
Benefits are provided for covered services received in a skilled nursing facility. Skilled nursing facility services are
limited to a combined in-network and out-of-network day maximum per benefit period. See "Summary of Benefits."

Prior review must be requested, and certification must be obtained, in advance for payment of claims. Service for
which prior review is not obtained will not be covered. See “Summary of Benefits.”
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Other Services

> Blood

The Plan covers the cost of transfusions of blood, plasma, blood plasma expanders and other fluids injected into the
bloodstream. Benefits are provided for the cost of storing a member's own blood only when it is stored and used for
a previously scheduled procedure.

See “What Is Not Covered” section for information on Blood Exclusions.

» Clinical Trials

The Plan provides benefits for participation in clinical trials phases |, II, lll, and IV. Coverage is also provided for
Centers of Medicare & Medicaid Services (CMS) Investigational Device Exemption (IDE) Category B device trials.
Coverage is provided only for medically necessary costs of health care services associated with the trials, and only to
the extent such costs have not been or are not funded by other resources. The member must meet all protocol
requirements and provide informed consent in order to participate. The trial must involve the treatment of cancer
or a life-threatening medical condition with services that are medically indicated and preferable for that member
compared to non-investigational alternatives. In addition, the trial must:

¢ Involve determinations by treating physicians, relevant scientific data and opinions of relevant medical
specialists;

e Be approved or funded by centers or groups funded by the National Institutes of Health, the Food and Drug
Administration (FDA), the Centers for Disease Control and Prevention, the Agency for Health Care Research and
Quality, the Department of Defense or the Department of Veterans Affairs, CMS, and the Department of Energy;
and

e Be conducted in a setting and by personnel of high expertise based on training, experience and patient volume.

See “What Is Not Covered for information on Clinical Trials exclusions.

» Dental Treatments Covered Under Your Medical Benefit

The Plan provides limited benefits for services provided by a duly licensed doctor, doctor of dental surgery or doctor
of dental medicine for diagnostic, therapeutic or surgical procedures, including oral surgery involving bones or joints
of the jaw, when the procedure or dental treatment is related to one of the following conditions:

e Accidental injury of the sound teeth, jaw, cheeks, lips, tongue, roof and floor of the mouth.
e (Congenital deformity, including cleft lip and cleft palate.
e Removal of:

e Oral tumors which are not related to teeth or associated dental procedures.

e Oral cysts which are not related to teeth or associated dental procedures.

e Exostoses for reasons other than preparation for dentures.

The Plan provides benefits for dental implants and related procedures, such as bone grafting associated with the
above three conditions.

Benefits are also provided for extractions, root canal therapy, crowns, bridges, and dentures necessary for
treatment of accidental injury or for reconstruction for the conditions listed above. In addition, benefits may be
provided for dentures and orthodontic braces if used to treat congenital deformity including cleft lip and cleft
palate.

When any of the conditions listed above require surgical correction, benefits for surgery will be subject to medical
necessity review to examine whether the condition resulted in functional impairment. Examples of functional
impairment include an impairment that affects speech or the ability to eat, or injury to soft tissue of the mouth.

In special cases, benefits are provided only for anesthesia and facility charges related to dental procedures
performed in a hospital or ambulatory surgical center. This benefit is only available to dependent children below the
age of nine years, persons with serious mental or physical conditions and persons with significant behavioral
problems. The treating provider must certify that the patient's age, condition, or problem requires hospitalization or
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general anesthesia in order to safely and effectively perform the procedure. Other dental services, including the
charge for surgery, are not covered unless specifically covered by the Plan.

In addition, benefits will be provided if a member is treated in a hospital following accidental injury, and covered
services such as oral surgery or reconstructive procedures are required at the same time as treatment for the bodily
injury.

Reconstructive dental services following accidental injury are only covered when the accident occurred
while the member is covered by the State Health Plan. Unless reconstructive dental services following
accidental injury are related to the bones or joints of the jaw, face, or head, reconstructive dental services are
covered only when provided within two years of the accident.

Prior review and certification are required for certain surgical procedures or services will not be covered, unless
treatment is for an emergency. Other dental services, including the charge for surgery, are not covered.

See “What Is Not Covered” for information about dental treatments excluded under your Medical Benefit.

> Diabetes Related Services

The Plan covers all medically necessary diabetes-related services, equipment, supplies, medications and laboratory
procedures including:

e Meters e Self- management training
e Supplies including needles, test strips and e Orthotics
lancets e Insulin
e Medications e Educational services
e Laboratory testing e Eye exams for diabetic retinopathy

Diabetic testing supplies are covered under your medical and pharmacy benefit. Under your pharmacy benefit, for a
single copayment, insulin dependent members may receive up to 204 test strips (depending on manufacturer’s
packaging) and non-insulin dependent members may receive up to 102 test strips (depending on manufacturer’s
packaging) per 30-day supply. Additional test strips are covered under your medical supply benefit and are subject
to deductible and coinsurance.

See “What Is Not Covered” for information on diabetes related service exclusions.

» Durable Medical Equipment

Benefits are provided for medically necessary durable medical equipment and supplies required for operation of
equipment when prescribed by a doctor. Equipment may be purchased or rented at the discretion of the State
Health Plan or its representative. The State Health Plan provides benefits for repair or replacement of the covered
equipment. Benefits will end when it is determined that the equipment is no longer medically necessary.

In order to receive the in-network benefit, durable medical equipment must be provided by an in-network supplier.
It is important that you or provider verify that the durable medical equipment supplier is an in-network provider.
Most out-of-state suppliers are out-of-network providers. Certain durable medical equipment requires prior review
and certification, or services will not be covered.

The following are examples of covered durable medical equipment:

e Wheelchairs

e Traction equipment

e Hospital beds

e Mattress accessories

e Respiratory (inhalation) or suction machines

See “What Is Not Covered” for information on Durable Medical Equipment exclusions
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» Hearing Aids

Coverage for all hearing aid devices and related services is only available for members under the age of 22 years.
Members under the age of 22 are limited to one hearing aid per hearing-impaired ear every 36 months. Members
over the age of 22 are not covered for any hearing aid devices or related services.

Coverage includes all medically necessary hearing aids, including implantable bone-anchored hearing aids (BAHA)
and services ordered by a provider or an audiologist. BAHA devices and all related services are considered hearing
aids and, therefore, not considered a prosthetic appliance or durable medical equipment.

The following are covered:
e |nitial hearing aids and replacement hearing aids.
o New hearing aids with alterations to the existing hearing aid that does not adequately meet the member’s
need.
e Services, including the initial hearing aid evaluation, fitting, and adjustments and supplies including ear molds.

All hearing aid related coverage is limited to eligible members under the age of 22. Reimbursement will be limited to
the contracted amount and you may be billed by the provider for charges greater than the allowed amount.
Members over the age of 22 are not covered for any hearing aid devices or related services.

» Home Health Care

Home health care services are covered when ordered by a doctor for a member who is homebound due to illness or
injury, and you need part-time or intermittent skilled nursing care from a registered nurse (RN) or licensed practical
nurse (LPN) and/or other skilled care services like short-term rehabilitative and habilitative therapies. Usually, a
home health agency coordinates the services your doctor orders for you. Services from a home health aide may be
eligible for coverage only when the care provided supports a skilled service being delivered in the home.

Home health care requires prior review and certification, or services will not be covered.

Benefits for the following may be provided to a homebound member:

e Professional services of a registered nurse (RN) or licensed practical nurse (LPN) for visits totaling eight hours or
less per day.

e Short-term rehabilitative and habilitative therapies.

o Medical supplies.

e Oxygen and its administration.

e Maedical social service consultations.

e Home health aide services, provided by someone other than a professional nurse, which are medical or
therapeutic in nature and furnished to a member who is receiving covered nursing or therapy services. For
example, the presence of the home health aide is necessary to assist or work in conjunction with the licensed
personnel, such as assisting with wound care that requires more than one staff member to complete.

See “What Is Not Covered” for information on Home Health Care exclusions.

» Home Infusion Therapy Services

Home infusion therapy is covered for the administration of prescription medications directly into a body organ or
cavity or via intravenous, intraspinal, intramuscular, subcutaneous or epidural routes, under a plan prescribed by a
doctor. These services must be provided under the supervision of an RN or LPN. Home infusion therapy requires
prior review and certification, or services will not be covered.

The following are examples of covered services:

e Specimen collection, laboratory testing and analysis.

e Patient and family education.

e Management of emergencies arising from home infusion therapy.

e Prescribed medications related to infusion services, and delivery of medications and supplies.
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» Hospice Services

Your coverage provides benefits for hospice services for care of a terminally ill member with a life expectancy of six
months or less. Services are covered only as part of a licensed health care program centrally coordinated through an
interdisciplinary team directed by a doctor that provides an integrated set of services and supplies designed to give
comfort, pain relief and support to terminally ill patients and their families.

The following are covered services:

e Professional services of an RN or LPN.

e Medical services, equipment and supplies.

e Prescribed medications.

e In-home laboratory services.

e Medical social service consultations.

e |npatient hospice room, board and general nursing services (requires prior review and certification to avoid a
denial of services).

e Inpatient respite care, which is short-term care provided to the member only when necessary to relieve the
family member or other persons caring for the individual.

e Family counseling related to the member's terminal condition.

e Dietitian services.

e Pastoral services.

e Bereavement services.

e Educational services.

e Home health aide services, provided by someone other than a professional nurse, which are medical or
therapeutic in nature and furnished to a member who is receiving covered nursing or therapy services.

See “What Is Not Covered” for information on Hospice Services exclusions.

» Lymphedema-Related Services

Coverage is provided for the diagnosis, evaluation, and treatment of lymphedema. These services must be provided
by a licensed occupational or physical therapist or licensed nurse that has experience providing this treatment, or
other licensed health care professional whose treatment of lymphedema is within their scope of practice. Benefits
include medically necessary equipment, supplies and services such as complex decongestive therapy or self-
management therapy and training. Gradient compression garments may be covered with a prescription and when
custom-fit for the patient.

See “What Is Not Covered” for information on Lymphedema-related service exclusions.

» Medical Supplies

Coverage is provided for medical supplies such as ostomy supplies, catheters, oxygen, and diabetic supplies (glucose
monitoring strips, lancets, syringes and needles). Select diabetic supplies are covered under your pharmacy benefit.
Your benefit payments are based on where supplies are received, either as part of your medical supplies benefit or
your pharmacy benefit. See “Summary of Benefits” and “Pharmacy Benefits.”

To obtain medical supplies and equipment, please find a provider on our website at www.shpnc.org or call State
Health Plan Customer Service.

See “What Is Not Covered” for information on Medical Supplies exclusions.

» Obesity Treatment / Weight Management

The Plan provides coverage for office visits for the evaluation and treatment of obesity; see “Summary of Benefits”
for visit maximums. Members must go to a Blue Distinction Center for bariatric surgery. The Plan covers bariatric
surgery when performed at a Blue Distinction Center (BDC). Surgeries performed at non-BDCs will not be a covered
benefit and prior approval will not be granted to non-BDC facilities. Complications arising from surgeries performed
at a non-BDC will be covered under emergency services criteria. Bariatric surgeries for which prior approval is not
obtained will not be covered regardless of the facility’s BDC status. For a listing of Blue Distinction Centers (BDC),
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visit the State Health Plan website at www.shpnc.org, click “Find a Doctor” and select “Obesity Surgery Blue
Distinction Center” The Plan also provides benefits for nutritional counseling visits to an out-of-network provider as
part of your preventive care benefits. The nutritional counseling visits may include counseling specific to achieving
or maintaining a healthy weight. Nutritional counseling visits are separate from the obesity-related office visits
noted above.

See “What Is Not Covered” for a list of obesity Treatment/Weight Management exclusions.

» Orthotic Devices
Orthotic devices, which are rigid or semi-rigid supportive devices that restrict or eliminate motion of a body part, are
covered if medically necessary and prescribed by a provider. Foot orthotics may be covered only when custom
molded to the patient and are subject to the following limits:

*  Unlimited pairs for members up to age 18

* 4 units per calendar year for members 18 or older
Orthotic devices for positional plagiocephaly — Device includes dynamic orthotic cranioplasty (DOC) bands and soft
helmets.

See “What Is Not Covered” for a list of items not covered as orthotic devices.

» Private Duty Nursing

Your health benefit plan provides benefits for private duty services of an RN or LPN. Coverage is limited to 4 hours
per day for non-vented members and 12 hours per day for vented members. These services must be ordered by your
doctor and be medically necessary. You should work with your doctor to make sure prior review has been requested.
Certification must be obtained in advance from the State Health Plan or its representative or services will not be
covered. These services are always subject to the deductible and coinsurance.

PDN services are intended to be intermittent and temporary services for members with an unstable condition. The
goal is for the member/family to be as independent as possible and to work toward a plan to eventually terminate
PDN services. See the Blue Cross NC Private Duty Nursing Services Medical Policy here.

Private duty nursing requires prior review and certification, or services will not be covered.
See “What Is Not Covered” for information on what is not considered private duty nursing.
» Prosthetic Appliances

The Plan provides benefits for the purchase, fitting, adjustments, repairs, and replacement of prosthetic appliances
following permanent loss of a body part. The prosthetic appliances must replace all or part of a body part or its
function. The type of prosthetic appliance will be based on the functional level of the member. Therapeutic contact
lenses may be covered when used as a corneal bandage for a medical condition. Benefits include a one-time
replacement of eyeglass or contact lenses due to a prescription change after cataract surgery. Bone-anchored
hearing aid (BAHA) devices and all related services are considered hearing aids and, therefore, not considered a
prosthetic appliance or durable medical equipment.

Certain prosthetic appliances require prior review and certification, or services will not be covered.

See “What Is Not Covered” for a list of prosthetic appliance exclusions.

» Varicose Veins

The treatment of varicose veins is covered when medically necessary and with the following limitations:

* Endovenous Procedures —one procedure per limb per lifetime.
* Sclerotherapy Procedures — three per limb per lifetime.

Surgical Benefits

Surgical benefits by a professional or facility provider on an inpatient or outpatient basis, including pre-operative and
post-operative care and care of complications, are covered. These benefits include the services of the surgeon or
medical specialist, assistant, and anesthetist or anesthesiologist, together with pre-operative and post-operative care.
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Surgical benefits include diagnostic surgery, such as biopsies, and reconstructive surgery performed to correct
congenital defects that result in functional impairment of newborn, adoptive, and foster children.

Certain surgical procedures, including those that are potentially cosmetic, require prior review and certification or
services will not be covered.

Multiple surgical procedures performed on the same date of service and/or during the same patient encounter, may not
be eligible for separate reimbursement.

For information about coverage of multiple surgical procedures, please refer to the North Carolina State Health Plan
Network reimbursement policies, which are on our website at www.shpnc.org, or call State Health Plan Customer
Service at the number listed in "Who to Contact."

» Anesthesia

Your anesthesia benefit includes coverage for general, spinal block anesthetics or monitored regional anesthesia
ordered by the attending doctor and administered by or under the supervision of a doctor other than the attending
surgeon or assistant at surgery.

Benefits are not available for charges billed separately by the provider which are not eligible for additional
reimbursement. Also, your coverage does not provide additional benefits for local anesthetics, which are covered as
part of your surgical benefit.

» Mastectomy Benefits
Under the Women’s Health and Cancer Rights Act of 1998, your health benefit plan provides for the following
services related to mastectomy surgery:

e Reconstruction of the breast on which the mastectomy has been performed.

e Surgery and reconstruction of the non-diseased breast to produce a symmetrical appearance without regard to
the lapse of time between the mastectomy and the reconstructive surgery.

e Prostheses and physical complications of all stages of the mastectomy, including lymphedemas.

See prosthetic appliances in Other Services in the “Summary of Benefits.”

Please note that the decision to discharge the patient following mastectomy surgery is made by the attending
physician in consultation with the patient.

The benefits described above are subject to the same applicable deductibles, copayment, or coinsurance and limitations
as applied to other medical and surgical benefits provided under the State Health Plan.

Temporomandibular Joint (TMJ) Services

The Plan provides benefits for services provided by a duly licensed doctor, doctor of dental surgery, or doctor of dental
medicine for diagnostic, therapeutic or surgical procedures, including oral surgery involving bones or joints of the jaw,
face or head when the p