THE MARK IV

COMPREHENSIVE MAJOR MEDICAL
EXPENSE COVERAGE

Your Right to Examine This Policy

The Mark IV is a health insurance contract. When you get it, you have 10 days to examine it, your
application, and any amendments, riders or endorsements to the contract.

Read the contract carefully. If you're not happy with it, you may return it within 10 days to Blue Cross and
Blue Shield of South Carolina or to its agent with a note that says you don’t want it. If you do that, any
premiums you have paid will be returned to you.

Policy: When it’'s Valid

It takes three things to put this contract into effect. The first is your application. The second is your first
payment. The third is for your application to be accepted by the Company — Blue Cross and Blue Shield
of South Carolina. The contract goes into effect on the date your application is accepted by the
Company.

With this contract, you become a member of Blue Cross and Blue Shield of South Carolina, which is a
mutual insurance company. As a member, you — the policyholder — have the right to vote at the Annual
Meeting of Members. This meeting is held at the Blue Cross and Blue Shield of South Carolina each year
on the 3" Thursday of April at 11:00 a.m., eastern standard time. You remain a member of Blue Cross
and Blue Shield of South Carolina for as long as this contract is in force.

This policy, your enclosed application and ID card, and any amendments, riders or endorsements make
up the whole contract between you and the Company. No change in this contract is valid unless it comes
to you as an amendment, rider or endorsement signed by an officer of the Company. No agent has the
authority to change this contract or to waive any of its provisions.

Renewal At The Option of Blue Cross and Blue Shield of South Carolina As Stated

The Company has the option not to renew this contract, for the reason stated below.

If the Company finds that you are overinsured in accordance with its standards on file with the South
Carolina Department of Insurance, it may decline to renew your contract the next time your premium is
due. The Company may also decline to renew your policy if it declines to renew the Mark IV for everyone
who has this form. If the Company does not renew the Mark IV for everyone who has it, the Company
may offer to replace everyone’s policy with a new policy form, or, the Company may amend the Mark 1V
for everyone who has it.

However, the Company will not decline to renew your contract simply because of a change in your
physical or mental health or any changes in the physical or mental health of any of your insured
dependents.

You will receive 31 days written notice if the Company doesn’t renew your policy.

About Premiums

The current premiums charged for each attained age group eligible for this contract are shown on the
premium rate sheet that is included with this contract. The Company has the right to change this table of
premiums on a class basis. If this table of premiums changes, you will be notified at least 31 days in
advance of the date that the change affects you.

Note that your premium also changes as you enter an older attained age group.

You pay premiums each month or every three months. If premiums change, you pay the new rates the
next time your premium is due.

BLUE CROSS AND BLUE SHIELD OF SOUTH CAROLINA
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M. Edward Seller
President

Important

You will receive maximum benefits under Mark IV if you get approval from Blue Cross and Blue
Shield of South Carolina for inpatient hospital and skilled nursing facility admissions. The
amount you have to pay for inpatient hospital and skilled nursing facility admissions will increase
if you don’t receive approval.
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ENDORSEMENT TO THE MARK IV POLICY
(Policy Form Number 11159)

Subject to all provisions of the Mark 1V Policy except as specified below, this Endorsement is a part of the
Mark IV Policy.

Deductibles and Out-of-Pocket Expense Maximums

Under the Mark 1V Policy, you choose the deductible amount. You may choose from the deductible
amounts listed below or from those shown on page 2 off the Mark IV Policy. The Out-of-Pocket Expense
Maximum for each deductible amount is also listed below.

Deductible Out-of-Pocket Expense Maximum
$ 500 $1,000
$ 750 $1,000
$1,000 $1,000
$1,500 $1,000
$2,000 $1,000
$2,500 $1,000

The deductible amount you chose is shown on your application, which is part of your policy.
You deductible does not apply toward your Out-of-Pocket Expense Maximum.

South Carolina

BlueCross BlueShield of South Carolina
is an independent licensee of the
Blue Cross and Blue Shield Association
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M. Edward Sellers
President and Chief Operating Officer
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MARK IV
HEALTH COVERAGE

The “General Information” section follows on page 6 of this policy. It tells you how you get
approval from Blue cross and Blue Shield of South Carolina for medically necessary hospital and
skilled nursing facility admissions.

SUMMARY OF BENEFITS

How Benefits Are Paid

Each benefit period (except for inpatient psychiatric expenses), when a person insured by this policy has
covered medical expenses, the Company pays 80% of the allowable charge for those expenses that are
more than the deductible amount, until the Out-of-Pocket Expense Maximum for that insured person has
been satisfied. After that, the Company will pay 100% of the allowable charge for covered medical
expenses for the rest of the benefit period for that person (except for hospital and skilled nursing
admissions without the required approvals — see page 6 & 7).

Inpatient Psychiatric Benefits

This contract pays 50% of the allowable charge for covered expenses up to a maximum payment of
$5,000 in benefits for covered inpatient psychiatric care (hospital and doctor charges combined) in a
lifetime for each insured person. Psychiatric care means treatment of mental or nervous conditions and
detoxification treatment for drug addiction or alcoholism, but psychiatric care does not include
rehabilitative care needed because of abuse of drugs, alcohol or other substances. Covered expenses
not paid by the Mark IV for inpatient psychiatric care do not contribute toward your Out-of-Pocket
Expense Maximum.

Maximum Benefits

The Mark IV pays up to $1,000,000 in benefits in a lifetime for each insured person ($5,000 lifetime
maximum for inpatient psychiatric care).

Deductible

$250, $500 or $1,000. The deductible amount you choose is shown on your application which is part of
your contract. (For more information see “Deductible” page 5).

Out-of-Pocket Expense Maximum

DEDUCTIBLE OUT-OF-POCKET EXPENSE MAXIMUM
$ 250 $1,000
$ 500 $2,500
$1,000 $2,500

Your Out-of-Pocket Expense Maximum amount can be found on your application which is part of your
contract. Your deductible does not apply toward your Out-of-Pocket Expense Maximum. (For more
information see “Out-of-Pocket Expenses page 5).

OBSTETRICAL SERVICES

Complications of Pregnancy

Benefits are payable for any female under single or family coverage for covered expenses attributable to
com-plications of pregnancy. The following are examples of such complications.

Post partum hemorrhage; severe toxemia;

Rupture or prolapse of the uterus;

Non-elective caesarean section;

Ectopic pregnhancy which is terminated,

. Spontaneous termination of pregnancy during a period of gestation in which a viable birth is not
ossible; and

Similar severe medical and surgical conditions.
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Optional Routine Obstetrical Coverage

If you have optional routine obstetrical coverage, it will show on your application which is part of your
contract. Under this coverage benefits are not payable for dependent children. Benefits are provided
only for a wife under family coverage or a female policyholder.

After you have served your waiting periods, the following amounts are payable for optional routine
obstetrical services. These amounts are for combined hospital and doctor covered charges:

e During your first year of coverage, up to $1,000.
e During your second year of coverage, up to $1,500.
e During your third year and each year after that, up to $2,000.

There are no additional benefits due under your major medical expense coverage.

For both kinds of obstetrical coverage (if you have both) benefits are still payable, if the Company
declines to renew the contract (as explained on the first page of this policy), if obstetrical services would
have been covered had the contract remained in force.

Be sure to read the “Waiting Periods” section of this contract for more information about obstetrical
services.

Optional Waiver of Deductible for Accident Related Services

You may choose coverage which does not have the deductible amount taken for covered hospital and
medical-surgical charges relating to an accident. This mean that covered charges for services or supplies
relating to an accident and received within 90 days of the accident will be paid at the percentage specified
in the “Summary of Benefits” on page 2 whether or not you have met the deductible amount. If you have
this optional waiver deductible, it will be shown on your application, which is part of your contract.

COVERED MEDICAL EXPENSES

IMPORTANT: Hospital and Skilled Nursing Facility admissions require approval from Blue Cross
(see the “General Information” section on page 6 of this policy).

Covered Inpatient Hospital Expenses

e Semiprivate room or special care unit (burn, heart or intensive care). The covered expense for a
special care unit is up to 14 days per admission. For services received after 14 days, benefits for
covered expenses will be paid at the semiprivate room rate.

Operating and recovery rooms.

Anesthetics.

X-ray and lab services.

Prescribed drugs.

Blood and blood plasma.

Other prescribed hospital supplies and services.

Services in a skilled nursing home (SNF) when you are admitted within 14 days after being
discharged from a hospital. The SNF must have a written contract with a Blue Cross Plan.

Covered Outpatient Hospital Expenses

Treatment of an accident, including lab and x-ray services.
Surgery, including lab and x-ray services.

Physical, radiation and inhalation therapy and chemotherapy.
Diagnostic lab and x-ray services.

Covered Doctor Expenses

Treatment of an accident, including lab and x-ray services.

Inpatient surgery.

Outpatient surgery, including lab and x-ray services.

Assistance at surgery by another doctor, when the operation is complicated enough to cause the
need for an assistant, if an intern or resident is not available. Payment is up to 20% of the benefit
paid for surgery.

Obstetrical services for complications of pregnancy for any female covered under this contract.
Anesthesia administration when done by a doctor who did not do the surgery or deliver a baby.
Hospital and SNF medical (not related to surgery) visits, limited to one visit a day.

Consultations in a hospital, limited to one consultation during an admission.

Intensive care in a hospital.

Psychotherapy and electroshock therapy when the patient is in a hospital.

Home and office visits that are not part of routine physical exams.



Other Covered Expenses

Medical supplies, insulin, and drugs that require a prescription from a doctor before they can be sold.

Ambulance service to or from the nearest local hospital.

Outpatient services by a licensed, professional physical therapist.

Prosthetic appliances, if they are needed and prescribed because of an illness or injury that occurred

after the effective date of a person’s coverage under the contract.

Oxygen and the rental of equipment for using oxygen outside of a hospital or skilled nursing home.

e Private duty nursing services in the home by a graduate professional registered nurse (R.N.), up to a
maximum payment of $500 each benefit period for each insured person.

e Orthopedic lifts, braces and crutches.

e Prescribed durable medical equipment, including such items as special beds, wheelchairs, iron lungs
and kidney dialysis machines — monthly rental costs for these items are covered, up to the purchase
price.

e Diagnostic lab and x-ray services.

Waiting Periods

After the effective date of a person’s coverage under this contract, there are some waiting periods before
benefits will be paid:

6 months for removal of tonsils and adenoids, and varicose veins.
6 months for treatment of hernias.

6 months for treatment of hemorrhoids.

6 months for disorders of the reproductive systems.

6 months for tubal ligations and vasectomies.

These waiting periods do not apply in case of an emergency if there is no previous medical history of the
condition prior to the effective date of the person’s coverage.

Under this contract, routine obstetrical coverage is optional. You do not automatically get it. If you
purchase optional routine obstetrical coverage, services are not covered unless the expected date of
delivery is at least 270 days later than the effective date of coverage under this contract. For routine
obstetrical services, benefits and provided only for a female policyholder or wife under family coverage.

DEFINITIONS AND RELATED COVERAGE
REQUIREMENTS

Here are words and terms you need to know to help you understand your health insurance.

Allowable charge: benefits for covered medical expenses, except for hospital and skilled nursing homes,
are based on the allowable charge for a service or supply. Allowable charges are reviewed and updated
once during each calendar year. Blue Cross and Blue Shield of South Carolina arrives at the allowable
charge by considering the charges made during the prior calendar year by all physicians or suppliers who
perform the same service, economic factors, and the lowest charge for similar services and supplies
generally available.

Benefits for covered medical expenses for hospitals and skilled nursing homes are based on a hospital's
or skilled nursing home’s actual charges.

Benefit period: a benefit period begins on the effective date of your coverage under this policy and lasts
for 365 day. Then a new benefit period begins.

Conversion privilege: major changes in your life, such as marriage, death or divorce, can cause
changes in your health insurance. If a major change happens, let the company know as soon as you can
so that the proper changes can be made to provide continuous insurance for all persons covered under
this policy or to provide for new family members.

If you get a divorce and your spouse wants his or her own policy, he or she must apply within 60 days
from the final decree of divorce. When we receive the application, we will issue a Mark IV Policy for your
former spouse. All probationary and waiting periods will be met to the extent coverage was in force under
this policy.

If you marry and you want to switch from single to family coverage, you should apply immediately. If your
application is received within 60 days after the date of the marriage, and is accepted, your family
coverage will be effective from the date of your wedding.

When your children cease to be your dependents (as defined below), they can get their own coverage by
applying for it within 60 days.



If you — the policyholder — die and have family coverage in force, your family can continue insurance
under this contract simply by applying and paying the premiums. Or, any surviving dependents can buy
their own contract. To do either of these things, they must apply within 60 days after your death.

Deductible: People covered by this contract have a deductible amount. The policyholder chooses the
amount of the deductible. This means that the Company will not pay any part of covered medical
expenses that go toward the deductible each benefit period for each insured person. The deductible you
choose is shown on your application which is part of your contract.

Doctor: a doctor is a medical doctor, an oral surgeon, a podiatrist, or osteopath who is licensed to
perform a service covered under this contract.

Family Coverage: health insurance for the policyholder and for each dependent for whom specific
written application for coverage has been approved by the Company.

“Dependent” means the policyholder’s husband or wife and the policyholder's unmarried children under
agel9, or under 23 years of age if the child is a full-time student, including a natural child, adopted child,
stepchild or foster child dependent upon the policyholder for at least 51 percent of support.

An insured dependent shall cease to be covered under this policy as of the first premium due date
following his or her failure to qualify under the above definition of dependent.

The policyholder shall give the Company prompt, written notice of such changes in insured dependents
so that a premium adjustment can be made. Coverage of Newborn Children — For a policyholder with
family coverage, coverage for newborn children is provided for 31 days after the date of birth for
treatment of sickness or injury. To provide continued coverage for a newborn child beyond that 31 day
period, you must apply to the Company and pay the required premium within 31 days from the date of
birth. To provide coverage for a newborn child for a policyholder with single coverage, you must apply to
the Company and pay the required premium. The application is subject to health underwriting by the
Company.

Hospital: a hospital is one of the following, if it is licensed as a hospital in the state in which it is
operated:

A short term, acute care general hospital.

A short term, acute care children’s hospital.

A short term, acute care maternity hospital.

A short term, acute care eye, ear, nose and throat hospital.

A private psychiatric hospital accredited by the Joint Commission on Accreditation of Hospitals
(JCAH).

6. A hospital operated by the State of South Carolina that has a written agreement with the Company.

A hospital is not a place for rest, the aged, any type of rehabilitative care, custodial care or intermediate
care. Benefits will not be paid under this contract for service in any of these places.

ID card: you will get a Blue Cross and Blue Shield ID card with your contract. It will show if you have
single or family coverage.

Incapacitated dependent children: the age limit for dependent children does not apply to an unmarried
child who is incapable of self-support because of a mental or physical handicap.

To keep coverage for an incapacitated child after age 19 or 23 (so long as this contract is still in force),
the Company must receive written proof of the disability in writing from a medical doctor (M.D.) no later
than 31 days after the 19" or 23" birthday. If the Company decides that the child is incapacitated, based
on the medical doctor’'s documentation, written documentation must be furnished to the Company each
year, within 31 days of the child’s birthday.

Medically necessary: benefits are payable for services or supplies that are medically necessary.
Medically necessary means that a service or supply is required to identify or treat the injury or illness that
a doctor has diagnosed or reasonably suspects. The service or supply must be consistent with proper
diagnosis or treatment, conform to standards of good medical practice, be performed in the least costly
setting allowed by the patient’s condition, and must not be performed simply for the convenience of the
patient or the doctor. The simple fact that a doctor has performed or prescribed something does not
mean it is medically necessary.

Obstetrical services: any service or treatment related to or arising from the state of pregnancy.

Out-of-Pocket expenses: covered medical expenses not eligible for reimbursement under this policy,
but do not include any deductible amounts. Covered expenses not paid by your Mark 1V for inpatient
psychiatric care do not contribute toward your Out-of-Pocket Expense Maximum.

Single coverage: health insurance only for the policyholder.

Skilled nursing home (SNF): a skilled nursing home must be licensed as a skilled nursing facility in the
state in which it operates, it must have 24-hour a day nursing services by or under the supervision of
registered graduate professional nurses (R.N.), it must provide skilled nursing are under the supervision
of a licensed medical doctor (M.D.).
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Surgery rules: the allowance payable for surgery includes payment for pre- and post-operative care.

If two or more operations take place at the same time through the same opening, the allowable charge is
covered for the major operation and no benefit is paid for the smaller operation. But if two or more
operations take place as the same time, through different openings, the allowable charge is covered for
the major operation and 50% of the allowable charge is covered for each other operation.

When more than one skin lesion is removed at one time, the allowable charge is covered for the biggest
lesion, 50% of the allowable change is covered for the removal of the second largest lesion, and 25% of
the allowable charge is covered for removing any other lesions.

Cosmetic Surgery Rule — In the case of cosmetic or plastic surgery, your doctor must write to the
Company in advance for written approval for benefits to be paid. Benefits are not always paid for this
kind of surgery and you need to know that before you have it. Benefits are paid for reconstructive surgery
that is medically necessary because of our following surgery resulting from trauma, infection or other
diseases of the involved part. Benefits are also paid for medically necessary reconstructive surgery
because of a functional birth defect of a dependent child. In order for benefits to be paid, the patient must
have been continuously insured by this or another contract (a contract that provides coverage for this kind
of surgery) issued by the Company at the time the accident happened, when the disease or infection
occurred, or when the dependent child was born.

Surgical assistant: a doctor who helps the operating physician when complicated surgery is performed
in a hospital and when such help is not available by an intern, resident or house physician.

Termination provision — Extension of Benefits after termination of coverage: If the Company does
not renew your contract except for overinsurance, and you (or any member of your family who is covered
under this contract) are in the hospital or continuously disabled when your coverage under this contract
ends, benefits will be paid while the insured patient remains continuously disabled for the same or related
cause. This payment will continue until the insured patient:

e Uses up all of his or her benefits, or
e Has received benefits for up to 365 days for covered services, whichever occurs first.

GENERAL INFORMATION
APPROVAL FROM BLUE CROSS

So that the highest possible allowance is paid for medically necessary admissions, Blue Cross must give
approval for hospital admissions and skilled nursing facility admissions in advance.

There are three kinds of approval: Pre-Admission Review, Emergency Review and Continued Stay
Review.
They are explained below.

Pre-Admission Review

You must get Pre-Admission Review approval before you or your dependents are admitted to a hospital
or skilled nursing home (SNF). If you don't call for approval, or if the admission is disapproved but you go
anyway, here’s how benefits will be paid:

e No benefits will be paid for any part of room and board charges
e 80% of the allowable charges will be paid for all other covered hospital SNF expenses (50% of the
allowable charge for psychiatric care admissions).

Emergency Admission Review

When you have an emergency (a life threatening situation), Blue Cross doesn't expect you to wait for Pre-
Admission Review approval before you go to the hospital.

However, except for reasons beyond your control, you must notify Blue Cross a follows:
e Within 24 hours after the emergency admission, or

e By 5 p.m. of the next working day following a weekend or holiday (Monday following a weekend or the
day after a holiday if it's a working day).

If you don’t call for approval except for reason beyond your control, here’s how benefits will be paid:

¢ No benefits will be paid for any part of room and board charges
e 80% of the allowable charge will be paid for all other covered hospital expenses (50% of the
allowable charge for psychiatric care admissions).



Continued Stay Review

If you need to be in the hospital longer than Blue Cross gave approval for, you must call Blue Cross for
Continued Stay Review. You and the doctor will be notified by the HCMS nurse as to whether the
continued stay Is approved and for how long. If it is not approved and you stay in the hospital, or if you
don't call for approval, here’s how benefits will be paid:

¢ No benefits will be paid for any part of hospital room and board charges for the continued stay.
e 80% of the allowable charge will be paid for other covered hospital expenses (50% of the allowable
charge for psychiatric care admissions).

Getting in Touch With Blue Cross
To contact Blue Cross for approval, call one of these toll-free numbers:

e 1-800-327-3238 in South Carolina.
e 1-800-334-7287 from outside South Carolina

When you call Blue Cross, you'll talk with a nurse in the Health Cost Management Services (HCMS)
department. She’ll ask you for the following information:

1) Policyholder's name and ID number,

2) Patient’s name and relationship to the policyholder,

3) Doctor’'s name, address and phone number,

4) Hospital's or skilled nursing home’s name, address and phone number,
5) The reason you need the medical care.

The nurse will let you, the doctor and the hospital know whether the medical care is approved.

If you or your dependent can’t call Blue Cross for approval, a relative or friend may call for you. Whoever
calls should be able to give HCMS the necessary information. Be sure to call one of the numbers given
above. Don't call any of the customer service numbers given in this Policy. Customer service personnel
can't give approval for medical care.

Reminder

You are responsible for getting your own approvals.

SERVICES AND SUPPLIES THAT ARE NOT COVERED

Some services and supplies you may get will not be covered under this contract. Benefits for the
following will not be paid:

e Room and board charges in any hospital or skilled nursing facility, when the required approvals were
not obtained as stated on page 6 and 7 of this policy.

e Services or supplies that are not medically necessary.
e Services or supplies not performed or prescribed by a doctor.
e Inpatient medical care by more than one doctor a day.

e Medical care by a doctor on the same day or during the same hospital admission during which you
have surgery, unless a medical specialist is needed for a condition the surgeon couldn't treat.

e Outpatient psychiatric care, including care for mental or nervous disorders, drug addiction or
alcoholism.

¢ Routine obstetrical services unless you elected to take the Optional Routine Obstetrical Coverage.
See page 3 for benefits.

¢ Routine physical exams, hospital nursery charges and the first medical exam of a newborn well baby,
well baby care, and immunizations.

e Surgery just to make you look better (usually called cosmetic or plastic surgery), unless it is cosmetic
reconstructive surgery that is medically necessary because of or following surgery resulting from
trauma, infection or other diseases of the involved part or because of a functional birth defect. See
“Surgery Rules” in this contract for more information about this kind of surgery.

e Treatment or tests as an inpatient that could have been done as an outpatient.

e Custodial or intermediate care. This is care meant simply to help people who cannot take care of
themselves.

e Acupuncture or sex change procedures.



Treatment for obesity or weight reduction.

Gastric bypass or stapling, intestinal bypass, and any related procedures including complications
resulting from the procedures, or the reversal of the procedures.

Experimental surgery or services such as, but not limited to, biofeedback, wiring the teeth or gums
together for the purpose of losing weight, hyperthermia, hypnosis, test tube babies, artificial
insemination and laetrile therapy.

Hospital charges for dental treatment — unless the patient must be in the hospital for dental services
because of a medical problem, such as a severe heart condition.

Doctors’ dental services, including fixing the mouth for dentures, removing impacted teeth, and
services or supplies for temporomandibular joint dysfunctions.

Services by a psychologist, social worker or relative.
Computerized axial tomography (CAT) scans, except for the following:

1) Those performed on a machine operated by a hospital and approved by health planning
authorities designated by Public Law 93-641,

2) Those performed by providers who have a written agreement with the corporation to perform
computerized axial tomography (CAT) scans in their offices.

3) Payment for supervision and professional interpretation of computerized axial tomography
(CAT) scans.

Services or supplies for which you are not legally obligated to pay.
Treatment of illness or injury resulting from acts of war or military services.
Services you are not charged for in VA hospitals or other kinds of hospitals or agencies.

Services or supplies made necessary by perpetration by an insured person of an assault or active
participation in a felony or riot.

Injury or disease covered by Workers’ Compensation. If Workers’ Compensation claim in settled, it
will be considered covered by Workers’ Compensation.

Services or supplies payable by Medicare, Workers’ Compensation, or any other government or
private program (except for Medicaid or similar program).

Educational, occupational, rehabilitative, recreational or speech therapy.
Inpatient admissions, or portions of admissions, for physical therapy.
Any type of rehabilitative care, including that for alcohol, drug or other substance abuse.

Eyeglasses, contact lenses except after cataract surgery, hearing aids, and examinations for their
fitting.

Prescribed drugs you take home from a doctor’s office, hospital or skilled nursing home.
Appliances, bandages, devices, sundries, birth control medication, and non-prescription drugs.

Services, supplies or treatment that began before you has coverage under this contract or that you
receive after you are no longer insured under this contract, except for coverage, if any, provided for
the “Termination Provision,” which is explained on page 6.

Travel, luxury or convenience items, even if recommended by a doctor.
Hospitalization primarily for diagnostic purposes.

Psychiatric care when the patient is in a facility that doesn’t meet the definition of hospital given in this
contract.

Private duty nursing services in a hospital or skilled nursing facility by licensed practical nurses,
licensed registered nurses, sitters or companions.

Services or care in connection with the detection and correction by manual or mechanical means of
structural imbalance, distortion, or sublaxation in the human body for purposes of removing nerve
interference and the effects of such nerve interference, where such interference is the result of or
related to distortion, misalignment or sublaxation of, or in, the vertebral column.

Anesthesiology by the doctor who performs the patient’s surgery or who delivers a baby.
Reversal of tubal ligations and vasectomies.



Pre-existing Condition Limitation

Services or supplies for pre-existing conditions are not covered until the patient has been insured for
12 months under this policy. A pre-existing condition is a condition misrepresented or not revealed in
the application and for which symptoms existed before the effective date of coverage under this
contract which would cause an ordinarily prudent person to seek diagnaosis, care or treatment or for
which medical advice or treatment was recommended by or received from a doctor.

GENERAL POLICY PROVISIONS

Entire Contract; Changes

The policy, your enclosed application and ID card, and any amendments, riders or endorsements
make up the whole contract between you and the Company. No change in this contract is valid
unless it comes to you as an amendment, rider or endorsement signed by an officer of the Company.
No agent has the authority to change this contract or to waive any of its provisions.

Time Limit on Certain Defenses

It is possible to make a mistake in filling out an application for an insurance contract. During the first
two years this contract is in force, the Company cannot deny a claim because of an error in the
application, unless you error misled the Company about the risk it assumed when the application was
accepted. If it is found that your error on the application was misleading in this manner, the Company
may have grounds to void the policy, in which case your premiums will be refunded, minus any
benefits paid for your claims you or your dependents have had.

After the contract has been in force for two years, the Company cannot deny a claim because of an
error in your application unless you made deliberate misstatements in an effort to deceive the
Company. If the contract is declared void for this reason, your premiums will be refunded, minus any
benefits paid for claims for you and your dependents.

No claim for loss incurred or disability, as defined in the policy, commencing after one year from the
date of issue of this policy, shall be reduced or denied on the ground that a disease or physical
condition not excluded from coverage by name or specific description effective on the date of loss
had existed prior to the effective date of coverage of this policy.

Grace Period
Unless the Company has notified you of its intent not to renew this contract, the following information
about the grace period applies to this contract.

If you do not pay your premium by the date it is due, the Company gives you a grace period. If you
are paying your premiums monthly, the grace period is 10 days. If you are paying every three
months, the grace period is 31 days. In either case, this contract remains in force during the grace
period.

However, the Company is entitled to the premium due during the grace period and may collect any
unpaid premium by deducting it from any claims payment due to you. If you do not pay your premium
by the end of the grace period, you have cancelled you contract as of the end of the grace period.

Reinstatement

Blue Cross and Blue Shield of South Carolina may reinstate this contract, as its option, if you ask for
reinstatement after your coverage has lapsed because you didn’t pay your premium. You should ask
for reinstatement by writing the Customer Service Center.

No agent has the authority to accept a premium for reinstatement or to reinstate this contract. If
reinstatement is approved by the Company, this contract will be reinstated as of the date it lapsed.
You should receive written notice from the Company about approval or disapproval of your request. If
you don't get a written notice of disapproval by the 45" day after you request reinstatement, your
coverage is automatically reinstated. The Company will charge a fee for reinstatement.

How to File Claims; Notice and Proof of Loss

Show your ID card when you get health care services or supplies, so that people who file claims for
you can see the information on it. However, if you have to file your claims, get an itemized bill for the
services or supplies and attach it to a Comprehensive Major Medical claim form.

You can get the form from the Blue Cross and Blue Shield Customer Service Center. The address
and phone numbers for the Customer Service Center are given in the section of this contract called
“How to Get Help From Blue Cross and Blue Shield of South Carolina.”



The back of the claim form gives you instructions on how it should be filled out. Attach your itemized bill
to the form and mail it to the following address:

Comprehensive Claims Department

Blue Cross and Blue Shield of South Carolina

Drawer F

Columbia, SC 29260.

You can use this claim form for all covered medical expenses you get, but there is a special drug claim
form you can use. This drug claim form should be mailed to the address shown on the special drug claim
form.

An itemized bill or receipt you send when you file your own claims must have the following information on
it:

The name of the doctor, hospital, drug store, etc.,
The patient’'s name and date of birth

Your name (you are the insured person),

Your ID number,

The date the iliness or injury began,

The date of service,

The name of the service,

The charge for the service, and

The name of the illness or injury.

CoNoGOA~LODNE

Except in the absence of legal capacity, claims must be received by the end of the calendar year after the
year in which you received services or supplies in order for claims to be paid.

6. Payment of Claims
All benefits provided in this contract will be paid promptly upon receipt of due proof of loss. In the
absence of assignment of benefits to the provider of services, payments shall, at the option of the
Corporation, be made either directly to the policyholder or the provider of the service.

7. Physical Examinations
The Company may require a physical exam, at its expense, or any insured person as often as is
reasonable to settle claims.

8. Legal Actions
No action at law or equity can be brought against the company until 60 days after a claim (notice and
proof of loss) has been received. No such action can be brought against the Company more than six
years after a claim was received.

9. Conformity with State Statutes
Any provision of this contract which, on its effective date, is in conflict with the statutes of the state in
which policyholder lives on such date, is hereby amended to conform with the minimum requirements
of such statutes.

10. Non-Assessable
This is non-assessable contract. You — the policyholder — are not subject to any assessment for any
contingent liability. This means that if, for any reason, the Company owes money, you are not
responsible for paying it.

11. Other Valid Coverage: Proration
This contract is not meant to duplicate other valid coverage you have with other insurance policies.
“Other Valid Coverage” is defined as health insurance coverage that is similar to the coverage
provided by this contact, coverage provided by hospital or medical service organizations, coverage
provided by union welfare plans or employee benefit organizations, but not group or individual health
insurance with this Company.

If you have other valid coverage and Blue Cross and Blue Shield of South Carolina has not been
notified of this coverage by you in writing, the Company will “prorate” benefit payments when your
claim is received.

The Company will carefully consider all of the valid health insurance that covers your claims and
claims for your dependents. Then, the Company will determine its responsibility for your loss in
proportion to the responsibility that should be accepted by other insurance companies. The Company
will pay the portion of your claim it is responsible for.
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12.

If your claim is prorated, you will receive a refund of the portion of the premiums you have paid for
coverage that the Company did not accept as its responsibility. This refund will be based on
premiums paid during the time both policies were in effect.

Subrogation Rights

Blue Cross and Blue Shield of South Carolina — the Company — is subrogated to your rights against
anyone causing you injury, to the extent of benefits paid. This means that if someone causes you to
be injured and the Company pays your medical bills, it has the right to get the money back from the
person responsible for your injury or from you if they have paid it to you. If you sue the responsible
person or if you accept settlement from the person, the Company still has the right to get the money
back. And the Company can get the money back from benefits available to you under uninsured
motorists provisions of automobile insurance contracts. As a member of Blue Cross and Blue Shield
of South Carolina, you should help the Company recover this money, at no expense to you.

HOW TO GET HELP
FROM BLUE CROSS AND BLUE SHIELD
OF SOUTH CAROLINA

If you change your address or need information about your health insurance, call the Customer Service
Center:

From Columbia, dial 788-0500, ext. 41000 for claims and ext. 42757 for Membership Billing.
From anywhere in South Carolina, dial 1-800-868-2500, toll-free.

If you can't call, write to the following address:

Individual Products

Blue Cross and Blue Shield of South Carolina
P.O. Box 61153

Columbia, SC 29260-1153

Be sure to put your ID number in your letter, along with your name, address and telephone number and
the patient’s name.

11



ENDORSEMENT TO THE MARK IV POLICY
(Policy Form Number 11159)

Subject to all provisions of The Mark IV Policy except as specified below, this Endorsement is
a part of The Mark IV Policy.

Preferred Advantage (Preferred Personal Care) 80/60 Coverage

If you chose Preferred Advantage 80/60 Coverage, it will be shown on your application, which
is part of your contract.

With Preferred Advantage 80/60 Coverage, benefits for covered services will be paid at the
percentages shown in the section of this Endorsement called "How Benefits Will Be Paid With
Preferred Advantage 80/60 Coverage.” A higher percentage is paid on covered services when
you or your dependent receives services from Preferred Personal Care (PPC) Providers.

PPC providers are Hospitals, Skilled Nursing Facilities (SNF), Doctors and other health care
providers that have a written agreement with Blue Cross and Blue Shield of South Carolina to
do the following:

o File all claims for covered services for patients with PPC coverage to Blue Cross and
Blue Shield of South Carolina.
Obtain all required approvals from Blue Cross and Blue Shield of South Carolina.
For patients with PPC coverage, charge no more than the Blue Cross PPC Allowance.
Ask patients with PPC coverage to pay only deductibles, copayments, and coinsurance
on covered services.

Providers who do not have a written agreement with Blue Cross and Blue Shield of South
Carolina to‘are called "All Other Providers.”" When care is rendered by an All Other Provider
(except a Non-Contracting Facility), the Company will pay benefits based upon the percentage
of Covered Expenses indicated in this Endorsement.

You can find out if providers are part of the PPC network by asking them before you or your
dependent receive services or supplies.

Be sure to present your Blue Cross Identification Card when you or your dependent receive
services or supplies. PPC Providers will know that you have PPC coverage and how benefits
will be paid.

Non-Con ing Faciliti

No benefits are payable for services or supplies rendered by a Non-Contracting Facility, except
for Emergency Services as set forth below and services rendered by Non-Contracting Facilities
located outside of the State of South Carolina. "Facility" means a Hospital, Skilled Nursing
Facility, Ambulatory Surgical Center, or Clinic. "Contracting Facility" means a Facility with
which the Company has a written Contracting Provider Agreement.
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mergen rvices By Non-Contractin iliti

Emergency Services provided by other than a Contracting Facility must be for conditions
determined by the Corporation to be Medically Necessary to prevent death, permanent disability,
or serious medical complications, or it must be determined by the Corporation that the member
had no control over the administration of Emergency Care.

Coverage for Emergency Services continues only so long as the state of Emergency exists, as
determined by the Corporation. Any follow-up care must be provided by a Contracting Facility
for services to be covered.

If any Emergency occurs and an inpatient Admission is Medically Necessary, the Corporation
must be notified within twenty-four hours or the next working day, whichever is later.

Deductibles and Out-Of-Pocket Expense Maximums

Under this Endorsement to the Mark IV Policy, you choose the deductible amount. You may
choose from the deductible amounts listed below. The Out-of-Pocket Expense Maximum for
each deductible amount is listed also. ‘

Out-of-Pocket Expense Maximum
Deductible PPC Provider All Other Providers
(Except Non-Contracting Facilities)

$ 250 $1,500 $2,500
$ 250 $5,000 $7,500
$ 500 $1,500 $2,500
$ 500 $5,000 $7,500
$ 750 $1,500 $2,500
$ 750 $5,000 $7,500
$1,000 ‘ $1,500 $2,500
$1,000 $5,000 $7,500
$1,500 $1,500 $2,500
$1,500 $5,000 $7,500
$2,000 $1,500 $2,500
$2,000 $5,000 $7,500
$2,500 $1,500 $2,500
$2,500 $5,000 $7,500

Coinsurance on claims for covered services will apply to the Out-Of-Pocket Expense Maximum
except coinsurance for psychiatric care. Deductibles, copayments and non-covered expenses will
not apply to the Out-Of-Pocket Expense Maximum.

When an insured person’s Out-Of-Pocket Expenses reach the PPC maximum amount during a

benefit period, covered medical or surgical care by PPC Providers will be paid at 100% of the
PPC Allowance for the rest of the benefit period.
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When an insured person’s Out-Of-Pocket Expenses reach the All Other Providers maximum
amount (except Non-Contracting Facilities) during a benefit period, covered medical or surgical
care by All Other Providers (except Non-Contracting Facilities), will be paid at 100% of
Allowable Charges for the rest of the benefit period.

The percentage paid for psychiatric care will not increase even when the Out-Of-Pocket Expense
Maximum is reached.

Except psychiatric care, total Out-Of-Pocket Expenses for each insured person will not exceed
the All Other Providers maximum amount during a benefit period.
How Benefits Will Be Paid With Preferred Advantage 80/60 Coverage

All Hospital and Skilled Nursing Facility (SNF) Admissions must be approved by Blue Cross
and Blue Shield of South Carolina in order for maximum benefits to be provided.

Without approval, benefits will be reduced or not paid at all. This means that you will have
to pay more when approval is not obtained. >

Please read carefully the section of this Endorsement called "Approval For Services With
Preferred Advantage 80/60 Coverage." It explains how to get approval for services from Blue
Cross.

Preferred Advantage 80/60 Coverage provides the benefits listed below for covered services.

Medical or Surgical Care

o For covered services by a PPC Provider, the policy will pay 80% of the PPC Allowance
after the deductible is met.

. For covered services by All Other Providers (except Non-Contracting Facilities), the
policy will pay 60% of Allowable Charges after the deductible is met. In addition, a
$200 copayment will apply to each Admission to All Other Hospitals or Skilled Nursing
Facilities (SNF) (except Non-Contracting Facilities).

. The deductible and $200 copayment will not apply to the Out-Of-Pocket Expense
Maximum.

* Coinsurance on claims for covered medical or surgical care will apply to the Out-Of-
Pocket Expense Maximum.
Inpatient Psychiatric Care

e For covered services by a PPC Provider, the policy will pay 80% of the PPC Allowance
after the deductible is met.

10097 (Rev. 7/94) 3




. For covered services from All Other Providers (except Non-Contracting Facilities), the
policy will pay 60% of Allowable Charges after the deductible is met. In addition, a
$200 copayment will apply to each Admission to All Other Hospitals or Skilled Nursing
Facilities (SNF) (except Non-Contracting Facilities).

. Benefits for psychiatric care are limited to $5,000 (combined Hospital and Doctor
covered charges) in a lifetime for each insured person.

. The deductible and $200 copayment will not apply to the Out-Of-Pocket Expense
Maximum.

° Coinsurance on claims for inpatient psychiatric care will not apply to the Out-Of-Pocket
Expense Maximum.

. As explained on page 2 of The Mark IV Policy, this policy covers inpatient psychiatric
care for treatment of mental and nervous conditions, and detoxification treatment for drug
addiction or alcoholism. The policy does not cover rehabilitation care needed because of
abuse of drugs, alcohol or other substances.

Prescription Drugs

Preferred Advantage 80/60 Coverage provides benefits for Prescription Drugs and Medical
Supplies purchased from a Pharmacy. The Prescription Drugs must be dispensed by a licensed,
registered pharmacist.

"Prescription Drugs”, "Medical Supplies”, and "Pharmacy” mean the following:

"Prescription Drugs" include insulin and drugs or medications that must be labeled
"Caution: Federal law prohibits dispensing without a prescription. "

"Medical Supplies" are syringes and related supplies for conditions such as diabetes,
dressings for burns and conditions such as cancer, catheters, ostomy bags and related
supplies, test tape, surgical trays, and renal dialysis supplies.

"Pharmacy” means a commercial establishment where the Pharmacy profession is
practiced, except Doctors’ offices and Pharmacies associated with Hospitals, Skilled
Nursing Facilities, and similar institutions.

Blue Cross and Blue Shield of South Carolina has entered into an agreement with a network of
Pharmacies to provide Prescription Drugs and certain Medical Supplies to members at less than
the normal retail price. These Pharmacies are called "Participating Network Pharmacies."

Pharmacies that are not part of the network (Non-Participating Pharmacies) can charge you more

than the Allowable Charge. And benefits for drugs and supplies purchased from Non-
Participating Pharmacies will be paid at a lower percentage.
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When you buy drugs or supplies from a Participating Network Pharmacy, you must show the
pharmacist your Blue Cross ID card. The pharmacist will know not to charge you more than the
Allowable Charge for the drugs or supplies.

Whether you buy drugs or supplies from a Participating or Non-Participating Pharmacy, you
must pay the Pharmacy at that time. To file your claim for Prescription Drugs or supplies:

Use a Blue Rx claim form. You can get these forms by calling or writing the Customer
Service Center.

Fill out the top half of the form, sign it, and attach the receipt for the prescription or
supply.

Mail the form to the Participating Pharmacy Headquarters at the address shown on the
form.

Any benefits due will be paid directly to the policyholder. Benefits may not be assigned to or
paid directly to the Pharmacy.

Preferred Advantage 80/60 Coverage will provide the following benefits for Prescription Drugs
and Medical Supplies upon receipt of a properly completed claim form:

80 % of Allowable Charges as determined by Blue Cross subject to the deductible when
purchased at a Participating Network Pharmacy.

60% of Allowable Charges as determined by Blue Cross subject to the deductible when
purchased at a Non-Participating Network Pharmacy.

Benefits will not be provided for the following:

More than a 34 consecutive day supply of Prescription Drugs dispensed by prescription
except 100 unit doses of thyroid products, nitroglycerin, digitalis leaf and alkaloids.

Prescription drug refills more than one year from the original prescription date.

Any type of service charge including the administration or injection of a prescription
drug.

Prescription Drugs used for weight control, obesity, cosmetic purposes, smoking
cessation, hair growth, fertility, or birth control.

Devices of any type even when dispensed by prescription. Such devices include, but are
not limited to, contraceptive devices, therapeutic devices, artificial appliances, or similar
devices.

More than the recommended daily dosage of any prescription drug as described in the
current "Physician’s Desk Reference.”
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Approval For Services With Preferred Advantage 80/60 Coverage

Blue Cross and Blue Shield of South Carolina must give advance approval for Admissions to
Hospitals and Skilled Nursing Facilities (SNF) in order for maximum benefits to be provided
for Medically Necessary Admissions.

If your Doctor recommends hospitalization for you or your dependent, make sure you tell the
Doctor that your policy requires approval for all Admissions.

If you or your dependent is admitted to a PPC Hospital or SNF, the PPC Hospital or SNF
will call Blue Cross for approval.

If you or your dependent is admitted to an All Other Hospital or SNF (except a Non-
Contracting Facility, you are responsible for calling Blue Cross for approval. Remember,
Non-Contracting Facilities are not covered, except for Emergency Services and services of Non-
Contracting Facilities located outside the State of South Carolina.

Where To Call For Approval

To contact Blue Cross for approval, call the Health Cost Management Services (HCMS)
Department at one of these toll-free numbers:

In South Carolina: 1-800-327-3238
Outside South Carolina: 1-800-334-7287

These toll-free numbers are also shown on the front of your Blue Cross Identification Card.

When you call for approval, you will talk with a nurse in HCMS. The nurse will ask you for
the following information:

Policyholder’s name and Identification Number
Patient’s name and relationship to the policyholder
Doctor’s name, address, and phone number

Hospital or SNF’s name, address, and phone number
The reason the patient needs care.

The HCMS nurse will let the Doctor and Hospital know whether the Admission is approved.

If you cannot call Blue Cross for approval, a relative or friend may call for you. The person
who calls should be able to give the necessary information to the HCMS nurse.

If you need approval for Admissions, be sure to call HCMS. Please do not call the
Customer Service Center. Customer Service personnel cannot give approval for Admissions.
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Important

Approval from HCMS means that an Admission is Medically Necessary for
treatment of the patient’s condition. HCMS approval is not a guarantee or
verification of benefits, patient eligibility or payment. Payment of benefits is
subject to patient eligibility, waiting periods and any other policy limitations
and exclusions.

Types of Approval

There are three types of approval: Preadmission Review, Emergency Admission Review and
Continued Stay Review. Each type of approval is explained below.

Preadmission Review

Preadmission Review approval must be obtained before you or your dependent is admitted to a
Hospital or SNF. Approval is also needed within 24 hours of the mother’s discharge if a
newborn is sick and must remain in the Hospital.

If approval is not obtained, or if the Admission is not approved but you or your dependent are
still admitted,

o No benefits will be paid for any part of the room and board expenses. However,
a PPC Hospital or SNF cannot bill you for room and board charges if it fails to
get approval.

. Benefits for covered expenses except room and board will be paid as explained
in the section of this Endorsement called "How Benefits Will Be Paid With
Preferred Advantage 80/60 Coverage."

Emergency Admission Review

When you or your dependent has an Emergency (a life-threatening situation), Blue Cross does
not expect you to wait for Preadmission Review approval before you go to the Hospital.

However, except for reasons beyond your control, Blue Cross must be notified as follows:
Within 24 hours after the Emergency Admission, or

e By 5 p.m. of the next working day following a weekend or holiday (Monday
following a weekend or the first working day after a holiday).
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If Emergency Admission Review approval is not obtained, except for reasons beyond your

control,

L

No benefits will be paid for any part of the room and board expenses. However,
a PPC Hospital or SNF cannot bill you for room and board charges if it fails to
get approval.

Benefits for covered expenses except room and board will be paid as explained
in the section of this Endorsement called "How Benefits Will Be Paid With
Preferred Advantage 80/60 Coverage.”

Continued Stay Review

If you or your dependent needs to be in the Hospital for a longer period than that approved by
Blue Cross, Continued Stay Review approval must be obtained from HCMS. The HCMS nurse
will let the Doctor know whether the continued stay is approved and for how long. If Continued
Stay Review is not obtained, or if the continued stay is not approved but you or your dependent
stays in the Hospital,

No benefits will be paid for any part of the room and board expenses for the -
period of continued stay. However, a PPC Hospital or SNF cannot bill you for
these expenses if it fails to get Continued Stay Review approval.

Benefits for covered expenses except room and board will be paid as explained
in the section of this Endorsement called "How Benefits Will Be Paid With
Preferred Advantage 80/60 Coverage."
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EXCLUSIONS

Benefits will not be paid under Preferred Advantage 80/60 Coverage for the services and
supplies listed below. Other exclusions and limitations listed in the section "Services And
Supplies That Are Not Covered” on pages 7-9 of The Mark IV Policy also apply to Preferred
Advantage 80/60 Coverage.

. No benefits are payable for services or supplies rendered by a Non-Contracting Facility
except for Emergency Services and services of a Non-Contracting Facility located outside
of the State of South Carolina.

Claims Filing With Preferred Advantage 80/60 Coverage

If you have Preferred Advantage 80/60 Coverage and use PPC Providers, the PPC Providers
will file your claims to Blue Cross and Blue Shield of South Carolina.

If you do not use PPC Providers, you can file your claims to Blue Cross and Blue Shield of
South Carolina. Please read the section of the policy called "How To File Claims; Notice and
Proof of Loss" on pages 9 and 10 for information on filing claims.

Please read the section of this Endorsement called "Prescription Drugs" for instructions on filing
claims for Prescription Drugs and Medical Supplies.

Coverage Of Adopted Children

If the policyholder applies to the Company within 31 days and pays required premiums on a
timely basis, coverage may be provided for the following adopted children:

1. A newborn child for whom the policyholder enters a decree of adoption within 31 days
after birth.

2. A newborn child for whom the policyholder institutes adoption proceedings within 31
days after birth and has been awarded temporary custody by Family Court.

3. A child other than a newborn for whom the policyholder has been awarded temporary

custody, if adoption proceedings have been completed, and a decree of adoption entered
into within one year from the institution of proceedings, unless extended by order of the
court by reasons of the special needs of the child.

Coverage requirements for adopted children are the same as those for other children as described
in the Family Coverage and Coverage of Newborn Children sections on page 5 of The Mark IV
Policy.

Individual Transfer Right

Any person purchasing The Mark IV Policy after J uly 1, 1991, has the right to transfer to any

individual policy of equal or lesser benefits offered for sale by Blue Cross and Blue Shield of
South Carolina without having to pass medical underwriting.
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Any special provision excluding coverage for a specified condition may remain after the transfer.
Any waiting period or pre-existing condition period specified in the policy to which transfer is
made may be required to be served after the transfer.

Reminder

If you have Preferred Advantage 80/60 Coverage and use PPC Providers, the
PPC Providers will get all necessary approvals for covered services.

If you have Preferred Advantage 80/60 Coverage and do not use PPC
Providers, you are responsible for getting approvals from Blue Cross.

BLUE CROSS AND BLUE SHIELD OF SOUTH CAROLINA

/7//%—»«@/\[)6(4«/

M. Edward Sellers
President
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AMENDMENT TO THE MARK IV POLICY
(Policy Form Number 11159)

Subiject to all provisions of the Mark IV Policy, the policy is revised as specified below.
The Summary of Benefits is amended by the addition of the following:
Inpatient Rehabilitation Services
The maximum lifetime benefit for inpatient rehabilitation services is $100,000 for each insured person.

Subject to all other provisions of this policy, the policy provides benefits for covered expenses related to in-
patient rehabilitation services as follows:

Admissions for inpatient care in Rehabilitation Facilities for participation in a multidisciplinary team-struc-
tured rehabilitation program following severe neurologic or physical impairment are available benefits as
specified above.

In order for these benefits to be available, the following criteria must be met.

(1)  All such admission must be ordered by a physician.

(2) Al such admissions require preapproval in writing from Blue Cross.

(38) The documentation that accompanies a request for Pre-Admission Review must contain a detailed pa-
tient evaluation from a physician. It must document that to a degree of medical certainty the patient
has rehabilitation potential such that there is an expectation that this patient will achieve an ability to
provide self care and conduct his or her activities of daily living.

(4) Continuation of benefits will require documentation that the patient is making substantial progress to-
ward established goals, and that there continues to be significant potential for the achievement of the
stated goals.

Where to Call for Approval

To contact Blue Cross for approval, call the Health Cost Management Services (HCMS) at one of the fol-
lowing toli-free numbers:

In South Carolina 1-800-327-3238
Qutside South Carolina 1-800-334-7287

BLUE CROSS AND BLUE SHIELD OF SOUTH CAROLINA

M. Edward Sellers
President
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AMENDMENT TO THE MARK IV POLICY
(POLICY FORM NUMBER 11159)

Subject to all provisions of The Mark IV Policy , the policy is amended as
specified below.

The "General Information” section is amended by the addition of the following:

Qutpatient Review - You must get Preauthorization Review approval before you
or your dependent have any of the following outpatient procedures: all outpatient
surgery performed in an outpatient surgical facility or hospital; Magnetic Resonance
Imaging (MRI), Lithotripsy, and Gastrointestinal Endoscopies (including
Colonoscopy, Sigmoidoscopy. Esophagoscopy, Proctoscopy and Gastroscopy).

If you do not get approval in advance and the services are medically necessary, no
benefits will be paid for outpatient surgery performed in an outpatient surgical
facility or hospital. And 50% of the Allowable Charge will be paid for the
outpatient procedures of Magnetic Resonance Imaging (MRI), Lithotripsy, and
Gastrointestinal Endoscopies. If the services are not medically necessary, no
benefits are paid whether or not you call for approval.

Where to Call for Approval

To contact Blue Cross for approval, call the Health Cost Management Services
(HCMS) at one of the following toll-free numbers:

In South Carolina 1-800-327-3238
Outside South Carolina 1-800-334-7287

BLUE CROSS AND BLUE SHIELD OF SOUTH CAROLINA

M. Edward Sellers
President
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AMENDMENT TO THE MARK IV POLICY
(POLICY FORM NUMBER 11159)

The Mark IV policy is ‘revised as follows:

Definitions , o o

The Allowable Charge definition on page 4 of your policy is revised to:

Allowable Charge: Benefits for covered medical expenses are based on the Allowable Charge
for a service or supply. Allowable Charges are reviewed and updated once a year. Blue Cross

determines the Allowable Charge by reviewing the charges made each year. Allowable Charges
are determined by Blue Cross, and will not be less than what is listed below.

The charges made during the previous year by all physicians or suppliers who perform
the same service;

The lowest charge for similar services and supplies;
Allowances agreed on by Contracting Providers and Blue Cross’
A set of allowances established by Blue Cross. -

The Summary of Benefits is amended as follows:

Percentage of Covered Expenses 60%
Payable for All Other Providers (except Non-Contracting Facilities)

When care is given by All Other Providers (except Non-Contracting Facilities), Blue Cross will
pay benefits based upon the percentage of Covered Expenses indicated above.

Non-C 0o Facii

No benefits are payable for services or supplies rendered by a Non-Contracting Facility, except
for Emergency Services as set forth below and services rendered by Non-Contracting Facilities
located outside of the State of South Carolina. "Facility” means a Hospital, Skilled Nursing
Facility, Ambulatory Surgical Center, or Clinic. "Contracting Facility" means a Facility with
which the Company has a written Contracting Provider Agreement.

E Services By Non-C ing Facilit
Emergency Services provided by other than a Contracting Facmty must be for conditions
determined by the Corporation to be Medically Necessary to prevant death, permanent disability,

or serious medical complications, or it must be determined by the Corporation that the member
had no control over the administration of Emergency Care.
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Coverage for Emergency Services continues only so long as the state of Emergency exists, ag

determined by the Corporation. Any follow-up care must be provided by a Contracting Facility
for services to be covered. S S :

£

If any Emergency occurs and an inpatient Admission is Medically Necessary, the Corporation
must be notified within twenty-four hours or the next working day, whichever is later.

BLUE CROSS AND BLUE SHIELD OF SOUTH CAROLINA

M. Edward Seiie;"\s’“
_ President
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AMENDMENT TO THE MARK IV POLICY
(Policy Form Number 11159)

Subject to all provisions of the Mark IV Policy, the policy is revised as ig}sgsiﬁﬁed‘ below.

"DEFINITIONS AND RELATED COVERAGE REQUIREMENTS"

The section of the Mark IV policy called "Definitions and Related Coverage Requirements” is
amended by the addition of the following:

"Ambulatory Surgical Center" is licensed Facility which: (1) has permanent Facilities and
equipment for the primary purpose of performing surgical procedures on an Outpatient basis;
(2) provides treatment by or under the supervision of Physicians and provides nursing services
when the patient is in the Facility; (3) does not provide inpatient accommodations; and (4) is not,
other than incidentally, a Facility used as an office or Clinic for the private practice of a
Physician.

The Facility must be accredited by: (1) the Accreditation Association for Ambulatory Health
Care; or (2) the Joint Commission on the Accreditation of Health Care Organizations; or (3) any
other comparable professional organization which has as one of its main purposes the
investigation of health care Facilities. With its primary objective being to assure that such
Facilities have obtained an acceptable level of competency and quality to be able to serve the
health care consumer to the highest degree of care; that such Provider has obtained and
maintains all applicable governmental licensing; and that such Provider ascribes to the adopted
ethics that apply to such Facilities’ discipline of practice and care. However, the Corporation
reserves the right to accept or reject the accreditation of such organization described in (3) above
in its sole discretion.

Facilities located in South Carolina must also have a written contract with the Corporation based
upon the Corporation’s determination that a demonstrated need exists for such Facility to
complement the services provided by other Contracting Providers.

"Contracting Facility" means a Facility with which the Corporation has a written Contracting
Provider Agreement.

"Emergency" means a sudden, unexpected onset of acute sickness or accidental injury of such
a nature that the life of the Member could be threatened or permanent disability would result

without immediate medical attention.

"Facility" means a Hospital, Skilled Nursing Facility, Ambulatory Surgical Center, or Clinic.

~J
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"Preferred Personal Care Facility" means a Facility which has entered into a Preferred Personal
Care Provider Agreement with the Corporation, as a Preferred Personal Care Facility.

"Clinic" is a Facility for examination and treatment of ambulant patients who are not
hospitalized. The Facility must be accredited by: (1) the Accreditation Association for
Ambulatory Health Care; or (2) the Joint Commission on the Accreditation of Health Care
Organizations; or (3) any other comparable professional organization which has as one of its
main purposes the investigation of health care Facilities. With its primary objective being to
assure that such Facilities have obtained an acceptable level of competency and quality to be able
to serve the health care consumer to the highest degree of care; that such Provider has obtained
and maintains all applicable governmental licensing; and that such Provider ascribes to the
adopted ethics that apply to such Facilities’ discipline of practice and care. However, the
Corporation reserves the right to accept or reject the accreditation of such organization described
in (3) above in its sole discretion.

Facilities located in South Carolina must also have a written contract with the Corporation based
upon the Corporation’s determination that a demonstrated need exists for such Facility to
complement the services provided by other Contracting Providers.

"Hospital" means a short-term, acute care (1) general Hospital; (2) children’s Hospital; (3) eye,
ear, nose and throat Hospital; (4) maternity Hospital; or (5) short-term, acute care psychiatric
Hospital; which is licensed by the state in which it operates; and (a) for compensation from its
patients; (b) on an inpatient basis is primarily engaged in providing diagnostic and therapeutic
Facilities for the medical, surgical, and psychiatric diagnosis and treatment of injured or sick
persons; (c) by or under the supervision of a staff of Physicians duly licensed to practice
medicine; and (d) which provides continuous 24-hour-a-day services by a licensed, registered
graduate nurses physically present and on duty. The term Hospital does not include long-term,
chronic care institutions or residential institutions that are a nursing home or place for (a) rest,
(b) the aged, (c) the treatment of mental or nervous conditions, drug addiction or alcoholism,
or (d) rehabilitative care, whether or not such Facility is affiliated with or a part of a Hospital.
The Facility must be accredited by: (1) the Joint Commission on the Accreditation of Health
Care Organizations; or (2) any other comparable professional organization which has as one of
its main purposes the investigation of health care Facilities. With its primary objective being
to assure that such Facilities have obtained an acceptable level of competency and quality to be
able to serve the health care consumer to the highest degree of care; that such Provider has
obtained and maintains all applicable governmental licensing; and that such Provider ascribes
to the adopted ethics that apply to such Facilities’ discipline of practice and care. However, the
Corporation reserves the right to accept or reject the accreditation of such organization described
in its sole discretion.

Facilities located in South Carolina must also have a written contract with the Corporation based

upon the Corporation’s determination that a demonstrated need exists for such Facility to
complement the services provided by other Contracting Providers.
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"GENERAL INFORMATION"

The section of the Mark IV Policy called "General Information” is amended by the addition of
the following:

EMERGENCY SERVICES BY NON-CONTRACTING FACILITIES

Emergency Services provided by other than a Contracting Facility must be for conditions
determined by the Corporation to be Medically Necessary to prevent death, permanent disability,
or serious medical complications, or it must be determined by the Corporation that the Member
had no control over the administration of Emergency Care.

Coverage for Emergency Services continues only so long as the state of Emergency exists, as
determined by the Corporation. Any follow-up care must be provided by a Contracting Facility
for services to be covered.

If any Emergency occurs and an inpatient Admission is Medically Necessary, the Corporation
must be notified within twenty-four (24) hours or the next working day, whichever is later.

BLUE CROSS AND BLUE SHIELD OF SOUTH CAROLINA
(An Independent Licensee of the Blue Cross and Blue Shield Association)

M. Edward Sellers
President
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AMENDMENT TO THE MARK IV POLICY
(Policy Form Number 11159)

s

Subject to all provisions of The Mark I'V Policy, the policy is revised as specified below.
The Mark IV Summary of Benefits is amended by the addition of the following:
Physical Therapy

The maximum payment per person per benefit year for covered expenses of a licensed
professional physical therapist is $1,000.

BLUE CROSS AND BLUE SHIELD OF SOUTH CAROLINA

(www.SouthCarolinaBlues.com)

Hna <& Ja L,

Thomas G. Faulds
President and Chief Operating Officer
Blue Cross and Blue Shield Division
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AMENDMENT TO THE MARK 1V POLICY
(Policy Form No. 11159)

Pharmacy Benefit Manager Amendment

This Amendment is subject to all provisions of the Mark IV Policy, form number 11159, which are not
otherwise specified in the provisions of this Amendment.

This Amendment is a supplement to the Policy and is effective on or after November 1., 2003.

Other Covered Expenses in the COVERED MEDICAL EXPENSES section, is revised by the deletion of the
following paragraph:

The Pharmacy Benefit Manager (PBM) for Blue Cross and some of its subsidiaries contracts with and
manages the pharmacy network, negotiates prices with the contracting pharmacies and performs other
administrative services. Blue Cross receives a portion of the financial credits from drug manufacturers
through the PBM. These credits are based on the total volume of claims processed for preferred drugs
utilized by all Blue Cross members, and certain members of plans issued by some of its subsidiaries.
Because these credits are based upon volume, neither Blue Cross nor the PBM can relate any one claim to a
preferred drug credit. The credits are therefore used to help stabilize overall rates and to offset expenses.
Reimbursements to pharmacies, or discounted prices charged at pharmacies, are not affected by these
credits. Any coinsurance percentage that you must pay for prescription drugs are based on the allowable
charge at the pharmacy, and does not change due to receipt of any preferred drug credit by Blue Cross.

Please substitute the following paragraphs in place of the deleted paragraph:

The Pharmacy Benefit Manager (PBM) for Blue Cross and some of its subsidiaries contracts with and
manages the pharmacy network, negotiates prices with the contracting pharmacies and performs other
administrative services. Blue Cross receives a portion of the financial credits directly from drug
manufacturers and through the PBM. The credits are used to help stabilize overall rates and to offset costs.
Reimbursements to pharmacies, or discounted prices charged at pharmacies, are not affected by these
credits.

Any coinsurance percentage that you must pay for prescription drugs is based on the allowable charge at the
pharmacy, and does not change due to receipt of any financial credit by Blue Cross.

BLUE CROSS AND BLUE SHIELD OF SOUTH CAROLINA
{An Independent Licensee of the Blue Cross and Blue Shield Association}
(www.SouthCarolinasBlues.com)

Hne, < )z,

Thomas G. Faulds
President and Chief Operating Officer
Blue Cross and Blue Shield Division
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AMENDMENT TO THE MARK IV POLICY
(Policy Form No. 11159)

HIPAA AMENDMENT

Subject to all provisions of the Mark IV Policy, form number 11159, the policy is amended by the following:
This Amendment is a supplement to the policy and is effective immediately.

The Definitions section has modified by the revision of the following:

Creditable Coverage: Health coverage subject to Health Insurance Portability and Accountability Act of 1996
(HIPAA). There must be no more than a 63-day break between two different health coverages.

When your or your dependent’s coverage under this policy ends, you or your dependent has the right to receive a
certification showing the period of coverage you had under this policy. This period of coverage is called Creditable
Coverage. You or your dependent may also request the Certificate of Creditable Coverage from us even if your
coverage is still in force. To request the Certificate of Creditable Coverage, please write to or call our Member
Services Center at the address or phone number listed below:

Individual Membership
Blue Cross and Blue Shield of South Carolina
P.O.Box 61153
Columbia, SC 29260
(803) 264-2757
1-800-868-2500, ext. 42757

It may be that credit for the period of this coverage will be given, if a future employer with a group health insurance
plan has a pre-existing condition exclusion period, so long as there is no more than a 63-day break in coverage
between this coverage and any succeeding coverage. If you leave the future group health insurance, the time of
coverage under this policy may help reduce a pre-existing condition exclusion period with the South Carolina
Health Insurance Pool.

BLUE CROSS® AND BLUE SHIELD® OF SOUTH CAROLINA

(An Independent Licensee of the Blue Cross and Blue Shield Association)
{(www.SouthCarolinasBlues.com)

Aena <& Ja bl

Thomas G. Faulds
President and Chief Operating Officer
Blue Cross and Blue Shield Division

HIPAA ind (4/05) \ Ord. #12723M
*Registered Marks of the Blue Cross and Blue Shield Association.



AMENDMENT TO THE MARK IV POLICY
(Policy Form No. 11159)

SPECIALTY DRUGS AMENDMENT

This Amendment is subject to all the provisions of The Mark IV Policy, form number 11159, which are not otherwise
specified in the provisions of this Amendment.

This Amendment is a supplement to the Policy and is effective on or after November 1, 2007.

The Summary of Benefits section is amended by the revision of the following paragraph. The
revision should not be construed as a complete replacement of the noted section:

How Benefits Are Paid

Each benefit period (except for inpatient psychiatric expenses), when a person insured by this policy has covered
medical expenses, the Company pays 80% of the allowable charge for those expenses provided by a Preferred Blue®
(formally PPC) Provider that are more than the deductible amount and 60% of covered expenses provided by All Other
Providers (except Non-contracting Providers), until the Out-of-Pocket Expense Maximum for that person has been
satisfied. After that, the Company will pay 100% of the allowable charge for covered medical expenses for the rest of
the benefit period for that person (except for hospital and skilled nursing facility admissions without the required
approvals — see page 6 & 7).

The How Benefits will be Paid with Preferred Advantage 80/60 Coverage section is amended by the
addition of the following:

How Benefits Are Paid For Specialty Drugs

Specialty drugs — Benefits will not exceed the amount for which prior approval was given.

Specialty Drug Network Providers — After the specialty drug deductible, 80% of the allowable charge until the Out-
of-pocket Expense Maximum has been met. Benefits will then be paid at 100% of the allowable charge after each
specialty drug copayment.

All other Pharmacy Providers — No benefits

The How Benefits will be Paid with Preferred Advantage 80/60 Coverage section is amended by the
addition of the following paragraph under Prescription Drugs. The addition should not be construed
as a complete replacement of the noted section:

Specialty drugs are not covered under this benefit.
Other Covered Expenses under Covered Medical Services is amended by the addition of the following:

s A physician must prescribe specialty drugs. The prescription must be filled by a Specialty Drug Network Provider.
Benefits for covered specialty drugs dispensed to you shall not exceed the quantity and benefit maximum, if
any, shown in the Summary of Benefits. You may obtain a list of specialty drugs by contacting the Claims
Service Center or you can get the list from our Web site at www.SouthCarolinaBlues.com. Preauthorization is
required for Benefits to be available.

Specialty drugs must be consistent with the diagnosis and treatment of a covered illness, injury or condition; or
not excessive in terms of the scope, duration or intensity of drug therapy that is needed to provide safe,
adequate and appropriate care.

Mark 1V 80/60 Spec Drug Amend 1
PRegistered Marks of the Blue Cross and Blue Shield Association,
an association of independent Blue Cross and Blue Shield Plans.



The Pharmacy Benefit Manager (PBM) for us and some of our subsidiaries, contracts with and manages the
Specialty Drug Network Provider network, negotiates prices with the Specialty Drug Network Providers and
performs other administrative services. We receive financial credits directly from drug manufacturers through our
PBM. The credits are used to help stabilize overall rates and to offset expenses. Reimbursements to Specialty Drug
Network Providers, or discounted prices charged at Specialty Drug Network Providers, are not affected by these
credits.

Any coinsurance percentage that you must pay for specialty drugs is based on the Allowable Charge at the Specialty
Drug Network Provider. It does not change when we receive any financial credit. Copayments are flat amounts and
likewise do not change when we receive drug manufacturer or PBM credits.

Benefits will not be provided or paid for the following:
1. Service charges or handling fees for a specialty drug; or
2. Specialty drugs that are not medically necessary.

Definitions and Related Coverage Requirements, is amended by the addition of the following definitions:

Dose: An approved quantity for a prescription or refill or single treatment of a specialty drug. No dose may exceed
a 31-day supply.

Specialty Drugs: FDA approved Prescription Drugs that treat a complex clinical condition and/or require special
handling such as refrigeration. They normally require unusual/complex clinical monitoring and special training.
Specialty drugs include but are not limited to infusible specialty drugs for acute and chronic diseases, injectable and
self-injectable drugs for acute and chronic diseases, biotechnology medicines and specialty oral drugs or other
dosage forms.

Specialty Drug Network Provider: A provider that has a written agreement to participate in a special
pharmaceutical network with the Company to provide specialty drugs. A Specialty Drug Network Provider also
agrees to accept the Company’s allowance as payment in full for covered expenses except for any deductibles,
copayments and coinsurance due from a covered person. A Specialty Drug Network Provider may be different from
a Preferred Blue Provider.

Nothing contained in this Amendment will be held to vary, alter, waive or extend any of the terms, conditions,
agreements or limitations of the Policy other than as stated above.

The Effective Date of this Amendment is the Effective Date of the Policy to which it is attached or the Amendment date,
whichever is later.

BLUE CROSS® AND BLUE SHIELD® OF SOUTH CAROLINA

(An Independent Licensee of the Blue Cross and Blue Shield Association,
an association of independent Blue Cross and Blue Shield Plans}
{www.SouthCarolinasBlues.com)

David S. Pankau
President and Chief Operating Officer
Blue Cross and Blue Shield Division
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AMENDMENT TO THE MARK IV POLICY
(Policy Form No. 11159)

GRIEVANCE PROCEDURE AMENDMENT

This Amendment is subject to all provisions of the Mark IV Policy, form number 11159, which are not
otherwise specified in the provisions of this Amendment.

This Amendment is a supplement to the Policy and is effective on or after January 1, 2002,
The Policy has been revised by the addition of the following section:
GRIEVANCES/APPEALS PROCEDURES

Any complaints or disagreements you have regarding claims for services or benefits may be
directed to us at 788-0500, extension 41000 from Columbia, 1-800-868-2500, extension 41000 from
anywhere else. You may also send us a secure e-mail through the Ask Customer Service feature of
My Insurance Manager on or Web site at www.SouthCarolinaBlues.com.

A preauthorization or preapproval denial for a service or benefit will be considered a denied claim
for purposes of this provision. Any complaints or disagreements you have regarding a
preauthorization and preapproval may be directed to us at 736-5990 from Columbia or 1-800-327-
3238 from anywhere else.

Grievances

If you choose to file a formal grievance, submit it in writing to us at the Claims Service Center, Post
Office Box 100300, Columbia, South Carolina 29202. The grievance should include your name,
address, Policy number, Social Security number and any other information, documentation or
evidence to support your request. Your formal grievance must be submitted within 90 days of the
event that resulted in your complaint. We will acknowledge a formal grievance within 10 working
days of its receipt. The decision made concerning your formal grievance will be sent to you in
writing within 30 days after we receive your formal grievance. If there are extraordinary
circumstances requiring a more extensive review, we may take up to 90 days to review your case
before making a decision.

Appeals

If you are not satisfied with our decision regarding the grievance, you may request an appeal. You have
30 days after you receive our decision on the formal grievance to request an appeal. Send your request
for an appeal to the Claims Service Center, Post Office Box 100300, Columbia, South Carolina 29202.
Members on the committee reviewing the appeal will not have previously reviewed the claim.

External Reviews

In certain situations, after you have completed the grievance and appeal process above, you may be
entitled to an additional review of your claim at our expense. An external review may be used to
reconsider your claim if we have denied it, either in whole or in part. The claim must have been greater
than $500 and denied, reduced, or terminated because: 1) it does not meet our requirements for medical
necessity, appropriateness, healthcare setting, level of care or effectiveness; or 2) it is investigational or
experimental and it involves a life-threatening or seriously disabling condition.

Griev. Procedure-Ind. 1 Mark IV Pref. Adv. 80/60
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After your internal appeals are completed, you will be notified in writing of your right to request an
external review. You should file a request for external review within 60 days of receiving that notice.
Y ou will be required to authorize the release of any medical records that may be needed for the purpose
of reaching a decision during the external review. If you need assistance during the external review
process, you may contact the South Carolina Department of Insurance for assistance at the following
address and telephone number:

South Carolina Department of Insurance
Post Office Box 100105
Columbia, SC 29202-3105
1-800-768-3467

Within 5 business days of your request for an external review, we will respond by either:

1. Assigning your review to an independent review organization and forwarding your records to
them; or

2. Telling you in writing that your situation does not meet the requirements for an external
review and the reasons for our decision.

The independent review organization will take action on your request for review within 45 days
after it receives the request.

Expedited External Reviews

If your doctor certifies that you have a “serious medical condition”, you are entitled to an expedited
external review. A serious medical condition, as used in this provision, means one that requires
immediate medical attention to avoid serious impairment to body functions, serious harm to an
organ or body part, or that would place your health in serious jeopardy.

You may also request an expedited review if our denial involves Emergency Medical Care, if you
may be held financially responsible and you have not been discharged from the facility.

APPROVAL FOR SERVICES WITH PREFERRED ADVANTAGE 80/60 COVERAGE has been
revised by the addition of the following paragraph:

Please note that if your request is denied for preauthorization or preapproval for services or benefits,
you may request further review under the guidelines set out in the Grievances/Appeals Procedures
section of this Policy. Remember that preauthorization and preapproval denials are considered as
denied claims for purposes of grievances and appeals.

Nothing contained in this Amendment will be held to vary, alter, waive or extend any of the terms,
conditions, agreements or limitations of the Policy other than as stated above.

The Effective Date of this Amendment is the Effective Date of the Policy, or the Amendment date,
whichever is later.

BlueCross BlueShield of South Carolina
{An Independent Licensee of the Blue Cross and Blue Shield Association)
(www SouthCarolinaBlues.com)

AHonas <5 Ja
Thomas G. Faulds

President and Chief Operating Officer
Blue Cross and Blue Shield Division
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AMENDMENT TO THE MARK 1V POLICY
(Policy Form No. 12000M)

BlueCard Program Amendment

This Amendment is subject to all provisions of the Mark IV Policy, form number 12000M,
which are not otherwise specified in the provisions of this Amendment.

This Amendment is a supplement to the Policy and is effective on or after June 1, 2002.

The Policy is amended by the addition of The “BlueCard Program” under Covered Expenses:
The BlueCard Program

The “BlueCard Program” means the program in which all Blue Cross and Blue Shield Plans
participate. This program benefits Blue Cross and Blue Shield members who receive covered
services outside the geographic area that Blue Cross and Blue Shield of South Carolina serves.
The Blue Cross and Blue Shield Plan where you are treated is the “Host Plan”.

Whenever you receive healthcare services through BlueCard outside our service area, the amount
you pay for covered services is calculated on the lower of:

o the billed charges for your covered services; or
o the negotiated price that the Host Blue Cross and/or Blue Shield Plan passes on to us.

Blue Cross and Blue Shield of South Carolina is the entity with which you have the Policy. The
Host Plan is only responsible for contracting with its participating out-of-area Providers and
handling all interaction with its participating out-of-area Providers under the BlueCard Program.

Often, this “negotiated price” will be a simple discount that reflects the actual price the Host Plan
pays. Sometimes, it is an estimated price that takes into account special arrangements with the
Provider or a Provider group that includes settlements, withholds, non-claims transactions (such
as provider advances) and other types of variable payments. Occasionally, it may be an average
price, based on a discount that results in expected average savings after taking into account the
same special arrangements used to obtain an estimated price. Average prices tend to vary more
from actual prices than estimated prices.

Negotiated prices may be adjusted going forward to correct for over- or underestimation of past
prices. However, the amount you pay is considered a final price.

Laws in a small number of states may require the Host Plan to add a surcharge to your
calculation. If any state laws mandate other liability calculation methods, including a surcharge,
we would then calculate your liability for any covered healthcare services according to the
applicable state statute in effect when you received care.

B.Card.ind 12/01 1 Mark IV
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Nothing contained in this Amendment will be held to vary, alter, waive or extend any of the terms,
conditions, agreements or limitations of the Policy other than as stated above.

BLUE CROSS AND BLUE SHIELD OF SOUTH CAROLINA

(An Independent Licensee of the Blue Cross and Blue Shield Association)
{www .SouthCarolinasBlues.com)

Ao & P72,

Thomas G. Faulds
President and Chief Operating Officer
Blue Cross and Blue Shield Division
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Blue Cross and Blue Shield of South Carolina
{An Independent Licensee of the Blue Cross and Blue Shield Association)

Columbia, South Carolina 29219

Amendment to the Mark IV
(Policy Form No. 11159)

Subject to all the provisions of the Mark IV, form number 11159, the policy is amended by the addition of
the following:

THIS AMENDMENT IS A SUPPLEMENT TO THE POLICY AND IS EFFECTIVE
AFTER JUNE 30, 1997.

This policy was prepared in conjunction with and is based upon the Health Insurance
Portability and Accountability Act of 1996 (HIPAA) and the Interim Rules for Health
Insurance Portability for individual health plans and are subject to change.

HEALTH COVERAGE PROVISIONS UNDER HIPAA

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) became a law on August 21,
1996. This law affects group and individual health plans. It includes important new protections for
individuals, including those who move from one job to another or who are self-employed, and who have
Pre-existing Conditions.

Guaranteed Renewable

Renewable At The Option of Blue Cross and Blue Shield of South Carolina as Stated
has been deleted in its entirety and the following has been added:

GUARANTEED RENEWABLE EXCEPT FOR STATED REASONS

The policyholder may renew this policy on any premium due date by paying the premium required at the
time of renewal and within the grace period. Blue Cross and Blue Shield of South Carolina may nonrenew
the policy:

1. For failure to pay the premiums in accordance with the terms of the policy or the Company has not
received timely payments.
2. For performance of an act or practice that constitutes fraud or an intentional misrepresentation of a
material fact under the terms of the policy.
3. If the Company decides to discontinue offering the Mark IV for everyone who has this form.
However, coverage may only be discontinued if the Company:
a.  Provide notice to each covered individual provided coverage by the Mark IV of the
discontinuance at least 90 days before the date of discontinuance of the policy;
b.  Offer to each individual covered by the Mark IV, the option to purchase other individual Health
Insurance coverage currently oftered by the Company; and
c.  Act uniformly without regard to any Health Status-Related Factor of enrolled individuals or
individuals who may become eligible for coverage in exercising the option to discontinue the
policy or offering the option to purchase other individual coverage.

However, the Company will not decline to renew your policy simply because of a change in your physical
or mental health or any changes in the physical or mental health of any of your insured dependents.

Ob Ind-HIPAA (12/97) I Form: 11159



DEFINITIONS

The following definitions have been added:

CREDITABLE COVERAGE. Health coverage subject to Health Insurance Portability and
Accountability Act (HIPAA) of 1996. There must be no more than a 63 day break between two different
health coverages.

When your coverage under this policy ends, you have the right to receive a certification showing the period
of coverage you had under this policy. This period of coverage is called Creditable Coverage. It may be
that credit for the period of this coverage will be given, if a future employer with a group health insurance
plan has a pre-existing condition exclusion period, so long as there is no more than a 63 day break in
coverage between this coverage and any succeeding coverage. If you leave the future group health
insurance, the time of coverage under this policy may help reduce a pre-existing condition exclusion period
with the South Carolina Health Insurance Pool.

GENETIC INFORMATION. Information about genes, gene products and inherited characteristics that
may derive from the individual or family member. This includes information regarding carrier status and
information derived from laboratory tests that identify mutations in specific genes or chromosomes,
physical medical examinations, family histories and direct analysis of genes or chromosomes.

HEALTH STATUS-RELATED FACTOR. Any of the following factors: health status; medical
condition, including both physical and mental illnesses; claims experience; receipt of health care; medical
history; Genetic Information; evidence of insurability, including conditions arising out of acts of domestic
violence; or disability.

WAITING PERIOD. The period that must pass with respect to the policyholder before the policyholder is
eligible to be covered for benefits under the terms of the policy. The Waiting Period begins on the day You
substantially filled out Your Application and ends on the first day of coverage.

FAMILY COVERAGE.
Has been deleted in its entirety and the following has been added:

Health coverage for the policyholder and for each dependent for whom specific written application for
coverage has been approved by Blue Cross.

A dependent is the policyholder's spouse and the policyholder's unmarried children under age 19, or under
23 years of age if the child is a full-time student. This includes a natural or adopted child, stepchild, foster
child or a child who is under legal guardianship of the policyholder or any other child residing in the
policyholder's household and who qualifies as a dependent of the policyholder or spouse under the United
States Revenue Code and federal tax regulations. This also includes any child of a divorcing/divorced
policyholder who is recognized under a qualified medical child support order (QMCSO) as having a
right to enrollment under this health coverage. This means coverage may be provided for dependents of the
policyholder through this health coverage even though the policyholder is the noncustodial parent when a
qualified medical child support order exists. Once a dependent child has been married, he/she is no longer
eligible for coverage even if he/she subsequently becomes unmarried.

An insured dependent will cease to be covered under this policy as of the first premium due date following
his or her failure to qualify under the above definition of dependent.

Ob Ind-HIPAA (12/97) 2 Form: 11159



The policyholder will give Blue Cross prompt, written notice of such changes with insured dependents so
that a premium adjustment can be done. Coverage of Newborn Children -- coverage for newborn
children is provided for 31 days after the date of birth for Medically Necessary covered services and
supplies including necessary care and treatment of a medically diagnosed congenital defect, birth
abnormalities or complications arising from a premature birth with the appropriate premium payment. To
provide continued coverage for a newborn child beyond that 31-day period, the policyholder must apply to
Blue Cross and pay the required premium within 31 days from the date of birth. If the above requirements
are not met, coverage for the child will not be continuous coverage beyond the first 31 days after its birth
and therefore, be subject to the pre-existing conditions limitation.

Coverage for Adopted Children -- If the policyholder applies to Blue Cross with 31 days and pays the
required premiums on a timely basis, coverage may be provided for the following adopted children:

1. Coverage shall be provided from the moment of birth for a child for whom a decree of adoption is
entered into by the policyholder within 31 days after the date of the child's birth;

2. Coverage shall be provided from the moment of birth for a child for whom adoption proceedings have
been instituted by the policyholder within 31 days after the date of the child’s birth and the
policyholder have obtained temporary custody; or

3. Other than a newborn, upon temporary custody of the child for one year and may be extended by the
court.

If the requirements (1) through (3) are not met, coverage for the child will not be continuous coverage
beyond the first 31 days after its adoption and therefore, be subject to the pre-existing conditions limitation.

In all cases, whether it's a birth or adoption (proceeding), the required premium will have to be paid before
coverage will become effective. The child will not become covered until we give written notice of approval
and Blue Cross receives any required premium.

Waiting Periods
The following has been deleted:

After the effective date of a person's coverage under this policy, there are some waiting periods before
benefits will be paid:

6 months for removal of tonsils and adenoids, and varicose veins.
6 months for treatment of hernias.

6 months for treatment of hemorrhoids.

6 months for disorders of the reproductive systems.

6 months for tubal ligation and vasectomies.

® & & 5 @

These waiting periods do not apply in case of an emergency if there is no previous medical history of the
condition prior to the effective date of the person's coverage.

Pre-existing Condition Limitation

The following paragraph has been added:

Genetic Information shall not be treated as a pre-existing condition in the absence of the diagnosis of the
condition related to such information.

[P
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Onptional Routine Obstetrical Coverage

If Routine Obstetrical Coverage has been selected, the following paragraph has been added:

Policy benefits for the hospitalization and attendant professional services of the mother and newborn child
or children will be provided for the mother and newborn child or children for at least 48 hours after a
vaginal delivery, not including the day of delivery, and at least 96 hours following a cesarean section, not
including the day of surgery. However, the attending physician, in consultation with the mother, may
request additional time for hospitalization or release the mother or newborn child or children prior to the
expiration of the time provided above.

Termination provision - Extension of Benefits after termination of coverage

Has been deleted in its entirety and the following has been added:

If the Company does not renew your policy, and you (or any member of your family who is covered under
this policy) are in the hospital or continuously disabled when your coverage under this policy ends, benefits
will be paid while the insured patient remains continuously disabled for the same or related cause. This
payment will continue until the insured patient:

» the date of recovery from total disability; or
» uses up all his or her benefits; or
» has received benefits for up to 365 days for covered services, whichever occurs first.

The term "disabled" means that you are receiving ongoing medical care by a physician and can perform
none of the usual and customary duties or activities of a person in good health of the same age and sex. A
physician's statement of disability will be required.

Important Note: The policyholder must notify the Company if they wish to exercise the Extension of
Liability rights. In order for Blue Cross to recognize extension of benefit claims and ensure proper
payment, claims must be accompanied by a Physician's statement of disability. Under extension of benefits,
benefits are payable only while the patient is in the hospital or is totally and continuously disabled as
explained above and are only payable for services related to the disabling condition.

Other Valid Coverage: Proration

Has been deleted in its entirety and the following has been added:

This policy is not meant to duplicate other valid coverage You have with other health insurance policies.
"Other Valid Coverage" is defined as health insurance coverage that is similar to the coverage provided by
this policy. coverage provided by hospital or medical service organizations, coverage provided by union
welfare plans or employee benefit organizations, but not group or individual health insurance with Us.

If You have Other Valid Coverage, we will "prorate” benefit payments when your claim is received. We
will carefully consider all of the valid health insurance that covers your claims. We will determine our
responsibility for your loss in proportion to the responsibility that should be accepted by other insurance
companies. We will pay the portion of your claim we are responsible for.

If your claim is prorated, the portion of the premiums you paid for coverage that we did not accept as our
responsibility will also be prorated. This will be based on premiums paid during the time both policies were
in effect and the treatment was being rendered.

Blue Cross and Blue Shield of South Carolina

Hegna & Ja b,

Thomas G. Faulds
President and Chief Operating Officer

Blue Cross and Blue Shield Division
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AMENDMENT TO THE MARK IV POLICY
(Policy Form No. 11159)

DIABETES COMPLIANCE AMENDMENT

This Amendment is subject to all the provision of the Mark IV policy, form number 11159, which is
not otherwise specified in the provisions of this Amendment.

THIS AMENDMENT IS A SUPPLEMENT TO THE POLICY AND IS EFFECTIVE
ON OR AFTER JANUARY 1, 2000.

The following benefit has been added:
COVERED MEDICAL EXPENSES
Covered Doctor Expenses

Diabetes Mellitus. Equipment, supplies, and outpatient self-management training and education for the
treatment of an insured person with diabetes mellitus, if medically necessary, and prescribed by a
health care professional legally authorized to prescribe such items by law who demonstrates adherence
to minimal standards of care for diabetes mellitus as adopted and published by the Diabetes Initiative
of South Carolina. Preauthorization review is required for benefits under this provision. The purpose
of the Diabetes Initiative of South Carolina Board is to establish a statewide program of education,
surveillance, clinical research and translation of new diabetes treatment methods to serve the needs of
South Carolina residents.

Services and payment for diabetes education programs shall conform to regulations of the Health Care
Financing Administration, U.S. Department of Health and Human Services, pursuant to Section 4105
of the Balanced Budget Act of 1997. Diabetes outpatient self-management training and education
shall be provided by a registered or licensed health care professional with certification in diabetes by
the National Certification Board of Diabetes Educators, or other accredited program approved by the
Diabetes Initiative of South Carolina, or by the Diabetes Control Program of the S.C. Department of
Health and Environmental Control in order to meet the needs of rural communities wherein certified
health care professionals providing this service are not available.

Nothing contained in this Amendment will be held to vary, alter, waive or extend any of the terms,
conditions, agreements or limitations of the Policy other than as stated above.

The Effective Date of this Amendment is the Effective Date of the Policy, or the Amendment date,
whichever is later.

Blue Cross and Blue Shield of South Carolina

{An Independent Licensee of the Blue Cross and Blue Shield Association)
(www.SouthCarolinaBlues.com)

Hnas 5 Dz b,

Thomas G. Faulds
President and Chief Operating Officer
Blue Cross and Blue Shield Division
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ENDORSEMENT TO THE MARK IV POLICY
(Policy Form Number 11159)

Subject to all provisions of The Mark IV Policy except as specified below, this Endorsement is a part of
The Mark IV Policy.

Optional Routine Obstetrical Coverage (Option 2)
Optional Routine Obstetrical Coverage is explained on page 3 of The Mark IV Policy.

It you chose Optional Routine Obstetrical Coverage (Option 2), the following amounts will be paid on
combined hospital and doctor covered charges when waiting periods have been served:

« Up to $2,000 if coverage has been in effect 9-12 months.
+ Up to $3,000 if coverage has been in effect 13-24 months.
+ Up to $4,000 if coverage has been in effect 25 months or longer.

There are no additional benefits due under your major medical expense coverage.
I you chose Optional Routine Obstetrical Coverage (Option 2), it will be shown on your application, which

is part of your policy. Under this coverage benefits are not payable for dependent children. Benefits are
provided only for a wife under family coverage or a female policyholder.

BLUE CROSS AND BLUE SHIELD OF SOUTH CAROLINA

N fcliomiot Lotlove

M. Edward Sellers
President and Chief Operating Officer
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X ENDORSEMENT TO THE MARK IV POLICY 3;

(Policy Form Number 11159)
- %
Subject to all provisions of The Mark IV Policy except as specified below, this Endorsement is a part of The
U Mark IV Policy. .
AIP
Eligibility For Optional Smilesaver Coverage
X
% Any person applying for The Mark IV Policy may choose Optional Smilesaver Coverage. This coverage {
cannot be purchased separately from The Mark IV Policy.
= If you chose Optional Smilesaver Coverage, it will be shown on your application which is part of your x
contract.
3 Mark IV health coverage cannot remain in effect if the policyholder cancels Optional Smilesaver Coverage. %
) Optional Smilesaver Coverage cannot remain in effect if Mark 1V health coverage is cancelled.
U With Optional Smilesaver Coverage, benefits for covered services will be paid as shown in the section of this x
A Endorsement called “How Benefits Will Be Paid With Optional Smilesaver Coverage.” A
Right To Amend
:
Blue Cross and Blue Shield of South Carolina may amend this Endorsement for all persons with Optional
Smilesaver Coverage. You will receive 31 days written notice if the Company amends this Endorsement. The
9‘ company may increase benefits without written notice. X
Non-Renewal
X x
o Blue Cross and Blue Shield of South Carolina reserves the right to not renew Optional Smilesaver Coverage i
for all persons with this Endorsement. You will receive 31 days written notice if the Company does not renew
this coverage. -y
X
If the Company does not renew Optional Smilesaver Coverage, Mark IV health coverage may remain in
effect.
‘.‘l'. x
How Benefits Will Be Paid With Optional Smilesaver Coverage
X Covered dental services are divided into three classes: Class |, Class If, and Class Iil. The chart that follows x
0 shows what services are covered and included in each class and how benefits will be paid.

Y, Benefits for covered dental services are paid at a percentage of the allowed charge subject to the deductible p 4
S and maximum listed below. Blue Cross maintains a list of allowances for dental services and procedures. i
These allowances are based on the fees charged most often by other dentists and oral surgeons for the same

procedures. When your claim is processed, Blue Cross compares the amount your dentist or oral surgeon U
% actually charged you for the procedure with the amount in the list of allowance. The Allowed Charge will be the e
tesser of the two amounts.
x The Allowed Charge will never be more than the amount your dentist or oral surgeon actually charged X
you.

2 =
% X
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DEDUCTIBLE:

$25 deductible for eatih person each benefit period

MAXIMUM BENEFITS:  $500 for each person each benefit period
WAITING PERIOD: Twelve-month waiting period for Class Il services. The waiting period begins
on the date coverage under this Endorsement becomes effective.
CLASS COVERED SERVICES BENEFITS
CLASS - - Dental examinations and diagnosis once each 80% of Allowed
Diagnostic and Benefit Period. Charges subject to
Preventive Services | - Full mouth X-rays once every five years. The five- $500 Benefit Period
year period begins on the date you have full mouth Maximum

X-rays after this coverage becomes effective.

- Supplementary bitewing X-rays once every three

years. The three-year period begins on the date you
have supplementary bitewing X-rays after this cover-
age becomes effective.

- Cleaning, scaling, and polishing of teeth once each

Benefit Period.

- Fluoride treatment for policyholders and for depen-

dents under age 19 once each Benefit Year.

+ Emergency palliative treatment for pain relief.
- Space maintainers for prematurely lost deciduous

{baby) teeth for policyholders and for dependents
under age 19.

- Diagnostic casts not made in conjunction with any

type of prosthodontics (Class lil).

- Pulp vitality tests.
- Sealants on permanent teeth that have not had any

fillings for children ages 6 - 15.

&

%

Periodontic, and
Endodontic Services

- Onlays that are not part of a bridge.
- Removable dentures (complete and partial) and

bridges (fixed and removable) every five years, ex-
cept those needed because of loss or theft. The
five-year period begins on the date you get dentures
or bridges after this coverage becomes effective.

- Fixed bridge and removable denture repair.
- Relining or rebasing of removable dentures once

every six months after initial placement, then once
every three years thereafter.

- Pulp capping and root canal treatment.
- Hemisection.
- Apicoectomy (amputation of the apex of a tooth

root).

- Surgical periodontic examination.

- Gingival curettage.

- Gingivectomy and gingivoplasty.

- Osseous surgery including flap entry and closure.

- Mucogingivoplastic surgery.

- Periodontal cleanings once every three months after

the initial periodontic treatment is documented.

CLASS - - Fillings consisting of amalgam and tooth-colored 60% of Allowed
Basic Dental synthetic materials. Charges subject to
Services and - Simple extractions. $25 Benefit Period
Oral Surgery - Oral surgery. Deductible and $500
- Medically necessary general anesthesia adminis- Benefit Period Maxi-
tered during covered dental surgery. mum
- Medically necessary services of an assistant sur-
geon during covered dental surgery.
- Management of acute infections and oral lesions.
CLASS ilI- - Inlays that are not part of a bridge. 40% of Allowed
Prosthodontic, - Crowns that are not part of a bridge. Charges subject to

$25 Benefit Period
Deductible and $500
Benefit Period Maxi-
mum




-

Exclusions and Limitations
Benefits are not payable for the following services or supplies under Optional Smilesaver Coverage:

Orthodontic treatment, services, and supplies.
Services or supplies related to teeth that were missing before the effective date of Optional Smilesaver
Coverage.
Implants or bridges involving implants.

- Services or supplies related to chewing or bite problems, pain in the face, ears, jaws or neck resulting from
problems with the jaw joints. This is called Temporomandibular Joint Syndrome {TMJ).
Appliances or restoration to increase vertical dimension or restore an occlusion.

Services or supplies for cosmetic or aesthetic purposes including personalization or characterization of
dentures.

Replacement of a denture that could have been repaired or extended.

Treatment after you or your dependent are no longer covered under Optional Smilesaver Coverage even if
treatment began before this coverage was cancelled. Benefits are payabile for dentures ordered and fitted
while coverage was still in effect if the dentures are delivered within 31 days of the cancellation date. Bene-
fits may also be payable for completion of dental services that are part of a treatment plan approved by Blue
Cross before the cancellation date if the services are completed within 30 days of the date the treatment
plan was approved.

Services done by more than one dentist or oral surgeon. I you or your dependent transfers from the care of
one dentist or oral surgeon to the care of another for the same course of treatment, or if more than one den-
tist or oral surgeon performs services for the same procedure, benefits are payable as if only one dentist or
oral surgeon performed the treatment or procedure.

Treatment that is more expensive than necessary. If you and your dentist or oral'surgeon choose a course
of treatment that is more expensive than that of other providers, benefits are payable for the less costly pro-
cedure if itis consistent with accepted standards of dental practice. s

Services or supplies for which the provider does not charge.

Charges for missed appointments or for non-dental services, such as completion of claim forms, reports, or
booklets. :

Services or supplies that do not meet accepted standards of dental practice.

Services or supplies covered by Workers' Compensation.

Services performed by a dentist or oral surgeon that are beyond the scope of his or her license.
Charges for visits at home or in the hospital, except in connection with emergency care.
Services or supplies that are not medically necessary for treatment of the patient’s condition.
Services submitted after the time limit for filing claims has expired.

Services or supplies provided by the patient or a member of the patient’s family. A member of the patient's
family includes the spouse, parent, grandparent, brother, sister, child, mother-in-law or father-in-law.

Predetermination Of Benefits

If you or your dependent needs dental treatment that the dentist or oral surgeon estimates will cost $250 or
more, the dentist or oral surgeon should file to Blue Cross for predetermination of benefits. By doing this, you
and the provider will know in advance how much Optional Smilesaver Coverage will pay for the recom-
mended treatment.

To file for predetermination of benefits, the provider should list on a dental claim form the planned treatment
and charges for the treatment. The form should be sent to the Dental Claims Unit, Blue Cross and Blue Shield
of SC, Drawer F, Columbia SC 29260. Blue Cross will advise both you and the provider of the benefits payable
under Optional Smilesaver Coverage. .

If treatment costs $250 or more and the provider does not ask for predetermination of benefits, claims will be
paid according to the information on the claim.

Predetermination is not needed for treatment costing less than $250 or for emergency care, routine oral exa-
minations, X-rays, fluoride treatments, cleaning, scaling or polishing teeth.



How To File Dental Claims

Dental services should be filed on a Dental Claim Form. These forms are available from Customer Service
and many dentists’ offices. Many providers will fill out claim forms or file claims for you. If you must file your
own claim, attach the itemized bill(s) to a Dental Claim Form. Dental claims should be sent to: Dental Claims
Unit, Blue Cross and Blue Shield of SC, Drawer F, Columbia SC 29260.

How To Get Help With Dental Claims

If you need help with your dental claims or coverage, you can call one of the following numbers:

From Columbia area: 788-3860,extension 2764
Toll-free in SC: 1-800-922-5527
Toll-free outside SC: 1-800-922-7156

If you cannot call, you can write Blue Cross at the following address: Dental Claims Unit, Biue Cross and Blue
Shield of SC, Drawer F, Columbia SC 29260. -

When you write, please include your name, address, telephone number and identification number in your
letter.

BLUE CROSS AND BLUE SHIELD OF SOUTH CAROLINA

M. Edward Sellers
President



Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity,
sexual orientation or health status in our health plans, when we enroll members or provide benefits.

If you or someone you’re assisting is disabled and needs interpretation assistance, help is available at the
contact number posted on our website or listed in the materials included with this notice (TDD: 711).

Free language interpretation support is available for those who cannot read or speak English by calling
one of the appropriate numbers listed below.

If you think we have not provided these services or have discriminated in any way, you can file a
grievance by emailing contact@hcrcompliance.com or by calling our Compliance area at 1-800-832-9686
or the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or 1-
800-537-7697 (TDD).

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de este plan de salud, tiene derecho a
obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-844-396-
0183. (Spanish)

MRE, HREEAEGBNESR, BERAREIESAEMNMHE CEENRELIEMN
B, AA—IEES, 5% 1-844-396-0188, (Chinese)

ES IR BAIAA

rlllll

Né&u quy vi, hodc la nguwdi ma quy vi dang giup d&, cé nhitng ciu hdi quan tdm vé chwong trinh strc khoe nay, quy
vj sé dugc gilp d& véi cac thong tin bing ngdn ngir cia quy vi mién phi. D& ndi chuyén véi mot thong dich vién,
xin goi 1-844-389-4838 (Vietnamese)

OOI-

t 22 HE0| US| H 1-844-396-01872 A FHA|2.

Ol AZEHO| 25t ==t f
° QFE ELIC} (Korean)

Totel vl 8 £HELO| o=

2
|_|—|

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa planong pangkalusugang ito, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos. Upang makausap ang
isang tagasalin, tumawag sa 1-844-389-4839 . (Tagalog)

Ecan y Bac nav anua, KOTOpomy Bbl MOMOraeTe, MMelTCs BONPOChI Mo nosoAy Balero naaHa MeanuUUHCKOro
obcnyKunsaHus, To Bbl MmeeTe npaso Ha BecnnaTtHoe NoyYeHne NoMOoLLM M MHGOPMaLLMM Ha PYCCKOM fA3biKe. s
pa3roBopa c nepeBoAYMKOM No3BoHUTe no TenedpoHy 1-844-389-4840. (Russian)

il slaall 5 s2elisall o Jgamall 3 3l chals oda daall Aad (o geady i saelud (s o)l el (1S )
(Arabic) 1-844-396-0189 @ Juail aa jie pe il 2SS 491 ()53 (o izl 4y ) 5 yuall
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Si ou menm oswa yon moun w ap ede gen kesyon konsénan plan sante sa a, se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avék yon
entépret, rele nan 1-844-398-6232. (French/Haitian Creole)

Si vous, ou quelqu'un que vous étes en train d’aider, avez des questions a propos de ce plan médical, vous avez le
droit d'obtenir gratuitement de I'aide et des informations dans votre langue. Pour parler a un interprete, appelez
le 1-844-396-0190. (French)

Jesli Ty lub osoba, ktérej pomagasz, macie pytania odnosnie planu ubezpieczenia zdrowotnego, masz prawo do
uzyskania bezpfatnej informacji i pomocy we wtasnym jezyku. Aby porozmawiac¢ z ttumaczem, zadzwon pod
numer 1-844-396-0186. (Polish)

Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre este plano de salude, vocé tem o direito de
obter ajuda e informagdo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-844-396-0182.
(Portuguese)

Se tu o qualcuno che stai aiutando avete domande su questo piano sanitario, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-844-396-0184.
(Italian)

Hlat-, FEEHEENEHEFZIATOEIAN., CORBER ICODVTIEBASSNWELES, &
FEDEBETHR—FZ2ZTY,. BREAFLEYITZZENTEET, HEEIHLMY FEEA., BR
EEEINDIEE. 1-844-396-0185 FTHEFEL ZE LY,  (Japanese)

Falls Sie oder jemand, dem Sie helfen, Fragen zu diesem Krankenversicherungsplan haben bzw. hat, haben Sie das
Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte die Nummer 1-844-396-0191 an. (German)

ol gy a2l soylo o Y hw wdS 0 SeS gl an 4SS soyd Lo Lad S
Oy yeb 4 1y 0e3 Olo) 4o oledbl 3 SaS 4SS oyl Ty ol G edobdly addls
Juols> wlas  1-844-398-6233 o lad Lo Labd ¢ p>yi0 Ly §o4S Guxo ol g o do5S adloyo

(Persian-Farsi) . Lo

Ni da doodago t’44 haida bika’ana nilwo’igii dii Béeso Ach’4éh naa’niligi haa’ida yi na’ idit kidgo, niha’ahoot’i’
nihi ka’a’doo wolgo kwii ha’at’ish{f bi na’idotkidigi doo bik’¢’azlaagdd. Ata’ halne’é ta’ bich’{’ ha desdzih
ninizingo, koji” béésh bee holne’ 1-844-516-6328. (Navajo)
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	Structure Bookmarks
	THE MARK IV  
	THE MARK IV  
	COMPREHENSIVE MAJOR MEDICAL EXPENSE COVERAGE 
	 
	 
	 
	Your Right to Examine This Policy 
	The Mark IV is a health insurance contract. When you get it, you have 10 days to examine it, your application, and any amendments, riders or endorsements to the contract. 
	Read the contract carefully. If you’re not happy with it, you may return it within 10 days to Blue Cross and 
	Blue Shield of South Carolina or to its agent with a note that says you don’t want it. If you do that, any 
	premiums you have paid will be returned to you. 
	Policy:  When it’s Valid 
	It takes three things to put this contract into effect.  The first is your application. The second is your first payment. The third is for your application to be accepted by the Company – Blue Cross and Blue Shield of South Carolina. The contract goes into effect on the date your application is accepted by the Company. 
	With this contract, you become a member of Blue Cross and Blue Shield of South Carolina, which is a mutual insurance company. As a member, you – the policyholder – have the right to vote at the Annual Meeting of Members. This meeting is held at the Blue Cross and Blue Shield of South Carolina each year on the 3rd Thursday of April at 11:00 a.m., eastern standard time. You remain a member of Blue Cross 
	and Blue Shield of South Carolina for as long as this contract is in force. 
	This policy, your enclosed application and ID card, and any amendments, riders or endorsements make up the whole contract between you and the Company. No change in this contract is valid unless it comes 
	to you as an amendment, rider or endorsement signed by an officer of the Company. No agent has the 
	authority to change this contract or to waive any of its provisions. 
	Renewal At The Option of Blue Cross and Blue Shield of South Carolina As Stated 
	The Company has the option not to renew this contract, for the reason stated below. 
	If the Company finds that you are overinsured in accordance with its standards on file with the South 
	Carolina Department of Insurance, it may decline to renew your contract the next time your premium is 
	due. The Company may also decline to renew your policy if it declines to renew the Mark IV for everyone who has this form. If the Company does not renew the Mark IV for everyone who has it, the Company 
	may offer to replace everyone’s policy with a new policy form, or, the Company may amend the Mark IV 
	for everyone who has it. 
	However, the Company will not decline to renew your contract simply because of a change in your physical or mental health or any changes in the physical or mental health of any of your insured 
	dependents. 
	You will receive 31 days written notice if the Company doesn’t renew your policy. 
	About Premiums 
	The current premiums charged for each attained age group eligible for this contract are shown on the premium rate sheet that is included with this contract. The Company has the right to change this table of premiums on a class basis. If this table of premiums changes, you will be notified at least 31 days in advance of the date that the change affects you. 
	Note that your premium also changes as you enter an older attained age group. 
	You pay premiums each month or every three months. If premiums change, you pay the new rates the next time your premium is due. 
	 
	 
	BLUE CROSS AND BLUE SHIELD OF SOUTH CAROLINA 
	 
	InlineShape

	M. Edward Seller 
	President 
	 
	 
	Important 
	You will receive maximum benefits under Mark IV if you get approval from Blue Cross and Blue 
	Shield of South Carolina for inpatient hospital and skilled nursing facility admissions. The 
	amount you have to pay for inpatient hospital and skilled nursing facility admissions will increase if you don’t receive approval. 
	 
	11159    1             Rev. 12/94 
	ENDORSEMENT TO THE MARK IV POLICY (Policy Form Number 11159) 
	 
	Subject to all provisions of the Mark IV Policy except as specified below, this Endorsement is a part of the 
	Mark IV Policy. 
	 
	Deductibles and Out-of-Pocket Expense Maximums 
	Under the Mark IV Policy, you choose the deductible amount. You may choose from the deductible amounts listed below or from those shown on page 2 off the Mark IV Policy. The Out-of-Pocket Expense Maximum for each deductible amount is also listed below. 
	 
	Deductible 
	Deductible 
	Deductible 
	Deductible 

	Out-of-Pocket Expense Maximum 
	Out-of-Pocket Expense Maximum 


	$  500 
	$  500 
	$  500 

	$1,000 
	$1,000 


	$  750 
	$  750 
	$  750 

	$1,000 
	$1,000 


	$1,000 
	$1,000 
	$1,000 

	$1,000 
	$1,000 


	$1,500 
	$1,500 
	$1,500 

	$1,000 
	$1,000 


	$2,000 
	$2,000 
	$2,000 

	$1,000 
	$1,000 


	$2,500 
	$2,500 
	$2,500 

	$1,000 
	$1,000 



	The deductible amount you chose is shown on your application, which is part of your policy. You deductible does not apply toward your Out-of-Pocket Expense Maximum. 
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	M. Edward Sellers 
	President and Chief Operating Officer 
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	MARK IV 
	HEALTH COVERAGE 
	 
	 
	The “General Information” section follows on page 6 of this policy. It tells you how you get approval from Blue cross and Blue Shield of South Carolina for medically necessary hospital and skilled nursing facility admissions. 
	 
	SUMMARY OF BENEFITS 
	 
	How Benefits Are Paid 
	Each benefit period (except for inpatient psychiatric expenses), when a person insured by this policy has covered medical expenses, the Company pays 80% of the allowable charge for those expenses that are more than the deductible amount, until the Out-of-Pocket Expense Maximum for that insured person has been satisfied. After that, the Company will pay 100% of the allowable charge for covered medical expenses for the rest of the benefit period for that person (except for hospital and skilled nursing admissi
	Inpatient Psychiatric Benefits 
	This contract pays 50% of the allowable charge for covered expenses up to a maximum payment of 
	$5,000 in benefits for covered inpatient psychiatric care (hospital and doctor charges combined) in a lifetime for each insured person. Psychiatric care means treatment of mental or nervous conditions and 
	detoxification treatment for drug addiction or alcoholism, but psychiatric care does not include 
	rehabilitative care needed because of abuse of drugs, alcohol or other substances. Covered expenses not paid by the Mark IV for inpatient psychiatric care do not contribute toward your Out-of-Pocket 
	Expense Maximum. 
	Maximum Benefits 
	The Mark IV pays up to $1,000,000 in benefits in a lifetime for each insured person ($5,000 lifetime maximum for inpatient psychiatric care). 
	Deductible 
	$250, $500 or $1,000. The deductible amount you choose is shown on your application which is part of your contract. (For more information see “Deductible” page 5). 
	 
	Out-of-Pocket Expense Maximum 
	DEDUCTIBLE OUT-OF-POCKET EXPENSE MAXIMUM 
	$  250 $1,000 
	$  500 $2,500 
	$1,000 $2,500 
	 
	Your Out-of-Pocket Expense Maximum amount can be found on your application which is part of your contract. Your deductible does not apply toward your Out-of-Pocket Expense Maximum. (For more information see “Out-of-Pocket Expenses page 5). 
	 
	 
	 
	 
	Complications of Pregnancy 
	OBSTETRICAL SERVICES 
	 
	Benefits are payable for any female under single or family coverage for covered expenses attributable to com-plications of pregnancy. The following are examples of such complications. 
	 
	1. Post partum hemorrhage; severe toxemia; 
	2. Rupture or prolapse of the uterus; 
	3. Non-elective caesarean section; 
	4. Ectopic pregnancy which is terminated; 
	5. Spontaneous termination of pregnancy during a period of gestation in which a viable birth is not possible; and 
	6. Similar severe medical and surgical conditions. 
	Optional Routine Obstetrical Coverage 
	If you have optional routine obstetrical coverage, it will show on your application which is part of your contract. Under this coverage benefits are not payable for dependent children. Benefits are provided only for a wife under family coverage or a female policyholder. 
	 
	After you have served your waiting periods, the following amounts are payable for optional routine obstetrical services. These amounts are for combined hospital and doctor covered charges: 
	• During your first year of coverage, up to $1,000. 
	• During your second year of coverage, up to $1,500. 
	• During your third year and each year after that, up to $2,000. 
	There are no additional benefits due under your major medical expense coverage. 
	For both kinds of obstetrical coverage (if you have both) benefits are still payable, if the Company declines to renew the contract (as explained on the first page of this policy), if obstetrical services would have been covered had the contract remained in force. 
	 
	Be sure to read the “Waiting Periods” section of this contract for more information about obstetrical services. 
	Optional Waiver of Deductible for Accident Related Services 
	You may choose coverage which does not have the deductible amount taken for covered hospital and medical-surgical charges relating to an accident. This mean that covered charges for services or supplies relating to an accident and received within 90 days of the accident will be paid at the percentage specified in the “Summary of Benefits” on page 2 whether or not you have met the deductible amount. If you have this optional waiver deductible, it will be shown on your application, which is part of your contr
	 
	COVERED MEDICAL EXPENSES 
	 
	IMPORTANT: Hospital and Skilled Nursing Facility admissions require approval from Blue Cross 
	(see the “General Information” section on page 6 of this policy). 
	Covered Inpatient Hospital Expenses 
	• Semiprivate room or special care unit (burn, heart or intensive care). The covered expense for a special care unit is up to 14 days per admission. For services received after 14 days, benefits for covered expenses will be paid at the semiprivate room rate. 
	• Operating and recovery rooms. 
	• Anesthetics. 
	• X-ray and lab services. 
	• Prescribed drugs. 
	• Blood and blood plasma. 
	• Other prescribed hospital supplies and services. 
	• Services in a skilled nursing home (SNF) when you are admitted within 14 days after being 
	discharged from a hospital. The SNF must have a written contract with a Blue Cross Plan. 
	Covered Outpatient Hospital Expenses 
	• Treatment of an accident, including lab and x-ray services. 
	• Surgery, including lab and x-ray services. 
	• Physical, radiation and inhalation therapy and chemotherapy. 
	• Diagnostic lab and x-ray services. 
	Covered Doctor Expenses 
	• Treatment of an accident, including lab and x-ray services. 
	• Inpatient surgery. 
	• Outpatient surgery, including lab and x-ray services. 
	• Assistance at surgery by another doctor, when the operation is complicated enough to cause the need for an assistant, if an intern or resident is not available. Payment is up to 20% of the benefit 
	paid for surgery. 
	• Obstetrical services for complications of pregnancy for any female covered under this contract. 
	• Anesthesia administration when done by a doctor who did not do the surgery or deliver a baby. 
	• Hospital and SNF medical (not related to surgery) visits, limited to one visit a day. 
	• Consultations in a hospital, limited to one consultation during an admission. 
	• Intensive care in a hospital. 
	• Psychotherapy and electroshock therapy when the patient is in a hospital. 
	• Home and office visits that are not part of routine physical exams. 
	Other Covered Expenses 
	• Medical supplies, insulin, and drugs that require a prescription from a doctor before they can be sold. 
	• Ambulance service to or from the nearest local hospital. 
	• Outpatient services by a licensed, professional physical therapist. 
	• Prosthetic appliances, if they are needed and prescribed because of an illness or injury that occurred after the effective date of a person’s coverage under the contract. 
	• Oxygen and the rental of equipment for using oxygen outside of a hospital or skilled nursing home. 
	• Private duty nursing services in the home by a graduate professional registered nurse (R.N.), up to a maximum payment of $500 each benefit period for each insured person. 
	• Orthopedic lifts, braces and crutches. 
	• Prescribed durable medical equipment, including such items as special beds, wheelchairs, iron lungs and kidney dialysis machines – monthly rental costs for these items are covered, up to the purchase 
	price. 
	• Diagnostic lab and x-ray services. 
	 
	Waiting Periods 
	After the effective date of a person’s coverage under this contract, there are some waiting periods before benefits will be paid: 
	 
	• 6 months for removal of tonsils and adenoids, and varicose veins. 
	• 6 months for treatment of hernias. 
	• 6 months for treatment of hemorrhoids. 
	• 6 months for disorders of the reproductive systems. 
	• 6 months for tubal ligations and vasectomies. 
	 
	These waiting periods do not apply in case of an emergency if there is no previous medical history of the condition prior to the effective date of the person’s coverage. 
	Under this contract, routine obstetrical coverage is optional. You do not automatically get it. If you purchase optional routine obstetrical coverage, services are not covered unless the expected date of delivery is at least 270 days later than the effective date of coverage under this contract. For routine obstetrical services, benefits and provided only for a female policyholder or wife under family coverage. 
	 
	DEFINITIONS AND RELATED COVERAGE REQUIREMENTS 
	 
	Here are words and terms you need to know to help you understand your health insurance. 
	Allowable charge: benefits for covered medical expenses, except for hospital and skilled nursing homes, are based on the allowable charge for a service or supply. Allowable charges are reviewed and updated once during each calendar year. Blue Cross and Blue Shield of South Carolina arrives at the allowable charge by considering the charges made during the prior calendar year by all physicians or suppliers who perform the same service, economic factors, and the lowest charge for similar services and supplies
	 
	Benefits for covered medical expenses for hospitals and skilled nursing homes are based on a hospital’s or skilled nursing home’s actual charges. 
	Benefit period:  a benefit period begins on the effective date of your coverage under this policy and lasts for 365 day. Then a new benefit period begins. 
	Conversion privilege: major changes in your life, such as marriage, death or divorce, can cause changes in your health insurance. If a major change happens, let the company know as soon as you can so that the proper changes can be made to provide continuous insurance for all persons covered under this policy or to provide for new family members. 
	If you get a divorce and your spouse wants his or her own policy, he or she must apply within 60 days from the final decree of divorce. When we receive the application, we will issue a Mark IV Policy for your former spouse. All probationary and waiting periods will be met to the extent coverage was in force under this policy. 
	 
	If you marry and you want to switch from single to family coverage, you should apply immediately. If your application is received within 60 days after the date of the marriage, and is accepted, your family coverage will be effective from the date of your wedding. 
	 
	When your children cease to be your dependents (as defined below), they can get their own coverage by applying for it within 60 days. 
	If you – the policyholder – die and have family coverage in force, your family can continue insurance under this contract simply by applying and paying the premiums. Or, any surviving dependents can buy their own contract. To do either of these things, they must apply within 60 days after your death. 
	Deductible: People covered by this contract have a deductible amount. The policyholder chooses the amount of the deductible. This means that the Company will not pay any part of covered medical expenses that go toward the deductible each benefit period for each insured person. The deductible you choose is shown on your application which is part of your contract. 
	 
	Doctor: a doctor is a medical doctor, an oral surgeon, a podiatrist, or osteopath who is licensed to perform a service covered under this contract. 
	Family Coverage: health insurance for the policyholder and for each dependent for whom specific written application for coverage has been approved by the Company. 
	“Dependent” means the policyholder’s husband or wife and the policyholder’s unmarried children under age19, or under 23 years of age if the child is a full-time student, including a natural child, adopted child, stepchild or foster child dependent upon the policyholder for at least 51 percent of support. 
	An insured dependent shall cease to be covered under this policy as of the first premium due date following his or her failure to qualify under the above definition of dependent. 
	The policyholder shall give the Company prompt, written notice of such changes in insured dependents so that a premium adjustment can be made.  Coverage of Newborn Children – For a policyholder with family coverage, coverage for newborn children is provided for 31 days after the date of birth for treatment of sickness or injury. To provide continued coverage for a newborn child beyond that 31 day period, you must apply to the Company and pay the required premium within 31 days from the date of birth. To pro
	 
	Hospital: a hospital is one of the following, if it is licensed as a hospital in the state in which it is operated: 
	1.   A short term, acute care general hospital. 
	2.   A short term, acute care children’s hospital. 
	3.   A short term, acute care maternity hospital. 
	4.   A short term, acute care eye, ear, nose and throat hospital. 
	5.   A private psychiatric hospital accredited by the Joint Commission on Accreditation of Hospitals 
	(JCAH). 
	6.   A hospital operated by the State of South Carolina that has a written agreement with the Company. 
	A hospital is not a place for rest, the aged, any type of rehabilitative care, custodial care or intermediate care. Benefits will not be paid under this contract for service in any of these places. 
	ID card:  you will get a Blue Cross and Blue Shield ID card with your contract. It will show if you have single or family coverage. 
	Incapacitated dependent children:  the age limit for dependent children does not apply to an unmarried child who is incapable of self-support because of a mental or physical handicap. 
	 
	To keep coverage for an incapacitated child after age 19 or 23 (so long as this contract is still in force), the Company must receive written proof of the disability in writing from a medical doctor (M.D.) no later than 31 days after the 19th or 23rd birthday. If the Company decides that the child is incapacitated, based 
	on the medical doctor’s documentation, written documentation must be furnished to the Company each year, within 31 days of the child’s birthday. 
	Medically necessary:  benefits are payable for services or supplies that are medically necessary. Medically necessary means that a service or supply is required to identify or treat the injury or illness that a doctor has diagnosed or reasonably suspects. The service or supply must be consistent with proper diagnosis or treatment, conform to standards of good medical practice, be performed in the least costly setting allowed by the patient’s condition, and must not be performed simply for the convenience of
	Obstetrical services:  any service or treatment related to or arising from the state of pregnancy. 
	Out-of-Pocket expenses: covered medical expenses not eligible for reimbursement under this policy, but do not include any deductible amounts. Covered expenses not paid by your Mark IV for inpatient psychiatric care do not contribute toward your Out-of-Pocket Expense Maximum. 
	Single coverage: health insurance only for the policyholder. 
	Skilled nursing home (SNF): a skilled nursing home must be licensed as a skilled nursing facility in the state in which it operates, it must have 24-hour a day nursing services by or under the supervision of registered graduate professional nurses (R.N.), it must provide skilled nursing are under the supervision of a licensed medical doctor (M.D.). 
	Surgery rules:  the allowance payable for surgery includes payment for pre- and post-operative care. 
	If two or more operations take place at the same time through the same opening, the allowable charge is covered for the major operation and no benefit is paid for the smaller operation. But if two or more operations take place as the same time, through different openings, the allowable charge is covered for the major operation and 50% of the allowable charge is covered for each other operation. 
	 
	When more than one skin lesion is removed at one time, the allowable charge is covered for the biggest lesion, 50% of the allowable change is covered for the removal of the second largest lesion, and 25% of the allowable charge is covered for removing any other lesions. 
	Cosmetic Surgery Rule – In the case of cosmetic or plastic surgery, your doctor must write to the 
	Company in advance for written approval for benefits to be paid. Benefits are not always paid for this 
	kind of surgery and you need to know that before you have it. Benefits are paid for reconstructive surgery 
	that is medically necessary because of our following surgery resulting from trauma, infection or other diseases of the involved part. Benefits are also paid for medically necessary reconstructive surgery 
	because of a functional birth defect of a dependent child.  In order for benefits to be paid, the patient must 
	have been continuously insured by this or another contract (a contract that provides coverage for this kind of surgery) issued by the Company at the time the accident happened, when the disease or infection 
	occurred, or when the dependent child was born. 
	Surgical assistant: a doctor who helps the operating physician when complicated surgery is performed in a hospital and when such help is not available by an intern, resident or house physician. 
	Termination provision – Extension of Benefits after termination of coverage: If the Company does not renew your contract except for overinsurance, and you (or any member of your family who is covered under this contract) are in the hospital or continuously disabled when your coverage under this contract ends, benefits will be paid while the insured patient remains continuously disabled for the same or related cause. This payment will continue until the insured patient: 
	• Uses up all of his or her benefits, or 
	• Has received benefits for up to 365 days for covered services, whichever occurs first. 
	 
	 
	GENERAL INFORMATION 
	APPROVAL FROM BLUE CROSS 
	 
	So that the highest possible allowance is paid for medically necessary admissions, Blue Cross must give approval for hospital admissions and skilled nursing facility admissions in advance. 
	There are three kinds of approval: Pre-Admission Review, Emergency Review and Continued Stay 
	Review. 
	They are explained below. 
	Pre-Admission Review 
	You must get Pre-Admission Review approval before you or your dependents are admitted to a hospital 
	or skilled nursing home (SNF). If you don’t call for approval, or if the admission is disapproved but you go 
	anyway, here’s how benefits will be paid: 
	• No benefits will be paid for any part of room and board charges 
	• 80% of the allowable charges will be paid for all other covered hospital SNF expenses (50% of the allowable charge for psychiatric care admissions). 
	Emergency Admission Review 
	When you have an emergency (a life threatening situation), Blue Cross doesn’t expect you to wait for Pre- Admission Review approval before you go to the hospital. 
	However, except for reasons beyond your control, you must notify Blue Cross a follows: 
	 
	• Within 24 hours after the emergency admission, or 
	• By 5 p.m. of the next working day following a weekend or holiday (Monday following a weekend or the day after a holiday if it’s a working day). 
	If you don’t call for approval except for reason beyond your control, here’s how benefits will be paid: 
	• No benefits will be paid for any part of room and board charges 
	• 80% of the allowable charge will be paid for all other covered hospital expenses (50% of the 
	allowable charge for psychiatric care admissions). 
	Continued Stay Review 
	If you need to be in the hospital longer than Blue Cross gave approval for, you must call Blue Cross for Continued Stay Review. You and the doctor will be notified by the HCMS nurse as to whether the continued stay is approved and for how long. If it is not approved and you stay in the hospital, or if you don’t call for approval, here’s how benefits will be paid: 
	• No benefits will be paid for any part of hospital room and board charges for the continued stay. 
	• 80% of the allowable charge will be paid for other covered hospital expenses (50% of the allowable charge for psychiatric care admissions). 
	Getting in Touch With Blue Cross 
	To contact Blue Cross for approval, call one of these toll-free numbers: 
	• 1-800-327-3238 in South Carolina. 
	• 1-800-334-7287 from outside South Carolina 
	When you call Blue Cross, you’ll talk with a nurse in the Health Cost Management Services (HCMS) 
	department. She’ll ask you for the following information: 
	1)   Policyholder’s name and ID number, 
	2)   Patient’s name and relationship to the policyholder, 
	3)   Doctor’s name, address and phone number, 
	4)   Hospital’s or skilled nursing home’s name, address and phone number, 
	5)   The reason you need the medical care. 
	The nurse will let you, the doctor and the hospital know whether the medical care is approved. 
	Figure
	If you or your dependent can’t call Blue Cross for approval, a relative or friend may call for you. Whoever calls should be able to give HCMS the necessary information. Be sure to call one of the numbers given above. Don’t call any of the customer service numbers given in this Policy. Customer service personnel can’t give approval for medical care. 
	 
	Reminder 
	 
	You are responsible for getting your own approvals. 
	 
	 
	SERVICES AND SUPPLIES THAT ARE NOT COVERED 
	 
	Some services and supplies you may get will not be covered under this contract. Benefits for the following will not be paid: 
	• Room and board charges in any hospital or skilled nursing facility, when the required approvals were not obtained as stated on page 6 and 7 of this policy. 
	• Services or supplies that are not medically necessary. 
	• Services or supplies not performed or prescribed by a doctor. 
	• Inpatient medical care by more than one doctor a day. 
	• Medical care by a doctor on the same day or during the same hospital admission during which you have surgery, unless a medical specialist is needed for a condition the surgeon couldn’t treat. 
	• Outpatient psychiatric care, including care for mental or nervous disorders, drug addiction or alcoholism. 
	• Routine obstetrical services unless you elected to take the Optional Routine Obstetrical Coverage. 
	See page 3 for benefits. 
	• Routine physical exams, hospital nursery charges and the first medical exam of a newborn well baby, well baby care, and immunizations. 
	• Surgery just to make you look better (usually called cosmetic or plastic surgery), unless it is cosmetic reconstructive surgery that is medically necessary because of or following surgery resulting from trauma, infection or other diseases of the involved part or because of a functional birth defect. See “Surgery Rules” in this contract for more information about this kind of surgery. 
	• Treatment or tests as an inpatient that could have been done as an outpatient. 
	• Custodial or intermediate care. This is care meant simply to help people who cannot take care of themselves. 
	• Acupuncture or sex change procedures. 
	• Treatment for obesity or weight reduction. 
	• Gastric bypass or stapling, intestinal bypass, and any related procedures including complications resulting from the procedures, or the reversal of the procedures. 
	• Experimental surgery or services such as, but not limited to, biofeedback, wiring the teeth or gums together for the purpose of losing weight, hyperthermia, hypnosis, test tube babies, artificial insemination and laetrile therapy. 
	• Hospital charges for dental treatment – unless the patient must be in the hospital for dental services because of a medical problem, such as a severe heart condition. 
	• Doctors’ dental services, including fixing the mouth for dentures, removing impacted teeth, and services or supplies for temporomandibular joint dysfunctions. 
	• Services by a psychologist, social worker or relative. 
	• Computerized axial tomography (CAT) scans, except for the following: 
	1)   Those performed on a machine operated by a hospital and approved by health planning authorities designated by Public Law 93-641, 
	2)   Those performed by providers who have a written agreement with the corporation to perform computerized axial tomography (CAT) scans in their offices. 
	3)   Payment for supervision and professional interpretation of computerized axial tomography 
	(CAT) scans. 
	• Services or supplies for which you are not legally obligated to pay. 
	• Treatment of illness or injury resulting from acts of war or military services. 
	• Services you are not charged for in VA hospitals or other kinds of hospitals or agencies. 
	• Services or supplies made necessary by perpetration by an insured person of an assault or active participation in a felony or riot. 
	• Injury or disease covered by Workers’ Compensation. If Workers’ Compensation claim in settled, it will be considered covered by Workers’ Compensation. 
	• Services or supplies payable by Medicare, Workers’ Compensation, or any other government or private program (except for Medicaid or similar program). 
	• Educational, occupational, rehabilitative, recreational or speech therapy. 
	• Inpatient admissions, or portions of admissions, for physical therapy. 
	• Any type of rehabilitative care, including that for alcohol, drug or other substance abuse. 
	• Eyeglasses, contact lenses except after cataract surgery, hearing aids, and examinations for their fitting. 
	• Prescribed drugs you take home from a doctor’s office, hospital or skilled nursing home. 
	• Appliances, bandages, devices, sundries, birth control medication, and non-prescription drugs. 
	• Services, supplies or treatment that began before you has coverage under this contract or that you receive after you are no longer insured under this contract, except for coverage, if any, provided for the “Termination Provision,” which is explained on page 6. 
	• Travel, luxury or convenience items, even if recommended by a doctor. 
	• Hospitalization primarily for diagnostic purposes. 
	• Psychiatric care when the patient is in a facility that doesn’t meet the definition of hospital given in this contract. 
	• Private duty nursing services in a hospital or skilled nursing facility by licensed practical nurses, licensed registered nurses, sitters or companions. 
	• Services or care in connection with the detection and correction by manual or mechanical means of structural imbalance, distortion, or sublaxation in the human body for purposes of removing nerve interference and the effects of such nerve interference, where such interference is the result of or related to distortion, misalignment or sublaxation of, or in, the vertebral column. 
	• Anesthesiology by the doctor who performs the patient’s surgery or who delivers a baby. 
	• Reversal of tubal ligations and vasectomies. 
	• Pre-existing Condition Limitation 
	Services or supplies for pre-existing conditions are not covered until the patient has been insured for 
	12 months under this policy. A pre-existing condition is a condition misrepresented or not revealed in 
	the application and for which symptoms existed before the effective date of coverage under this contract which would cause an ordinarily prudent person to seek diagnosis, care or treatment or for 
	which medical advice or treatment was recommended by or received from a doctor. 
	 
	GENERAL POLICY PROVISIONS 
	1.   Entire Contract; Changes 
	The policy, your enclosed application and ID card, and any amendments, riders or endorsements make up the whole contract between you and the Company. No change in this contract is valid 
	unless it comes to you as an amendment, rider or endorsement signed by an officer of the Company. No agent has the authority to change this contract or to waive any of its provisions. 
	2.   Time Limit on Certain Defenses 
	It is possible to make a mistake in filling out an application for an insurance contract. During the first two years this contract is in force, the Company cannot deny a claim because of an error in the application, unless you error misled the Company about the risk it assumed when the application was 
	accepted. If it is found that your error on the application was misleading in this manner, the Company 
	may have grounds to void the policy, in which case your premiums will be refunded, minus any benefits paid for your claims you or your dependents have had. 
	After the contract has been in force for two years, the Company cannot deny a claim because of an error in your application unless you made deliberate misstatements in an effort to deceive the Company. If the contract is declared void for this reason, your premiums will be refunded, minus any benefits paid for claims for you and your dependents. 
	 
	No claim for loss incurred or disability, as defined in the policy, commencing after one year from the date of issue of this policy, shall be reduced or denied on the ground that a disease or physical condition not excluded from coverage by name or specific description effective on the date of loss had existed prior to the effective date of coverage of this policy. 
	 
	3.   Grace Period 
	Unless the Company has notified you of its intent not to renew this contract, the following information about the grace period applies to this contract. 
	If you do not pay your premium by the date it is due, the Company gives you a grace period. If you are paying your premiums monthly, the grace period is 10 days. If you are paying every three months, the grace period is 31 days. In either case, this contract remains in force during the grace period. 
	 
	However, the Company is entitled to the premium due during the grace period and may collect any unpaid premium by deducting it from any claims payment due to you. If you do not pay your premium by the end of the grace period, you have cancelled you contract as of the end of the grace period. 
	 
	4.   Reinstatement 
	Blue Cross and Blue Shield of South Carolina may reinstate this contract, as its option, if you ask for reinstatement after your coverage has lapsed because you didn’t pay your premium. You should ask for reinstatement by writing the Customer Service Center. 
	 
	No agent has the authority to accept a premium for reinstatement or to reinstate this contract. If reinstatement is approved by the Company, this contract will be reinstated as of the date it lapsed. You should receive written notice from the Company about approval or disapproval of your request. If you don’t get a written notice of disapproval by the 45th day after you request reinstatement, your 
	coverage is automatically reinstated. The Company will charge a fee for reinstatement. 
	 
	5.   How to File Claims; Notice and Proof of Loss 
	Show your ID card when you get health care services or supplies, so that people who file claims for you can see the information on it. However, if you have to file your claims, get an itemized bill for the 
	services or supplies and attach it to a Comprehensive Major Medical claim form. 
	 
	You can get the form from the Blue Cross and Blue Shield Customer Service Center. The address and phone numbers for the Customer Service Center are given in the section of this contract called “How to Get Help From Blue Cross and Blue Shield of South Carolina.” 
	The back of the claim form gives you instructions on how it should be filled out. Attach your itemized bill to the form and mail it to the following address: 
	Comprehensive Claims Department 
	Blue Cross and Blue Shield of South Carolina 
	Drawer F 
	Columbia, SC 29260. 
	 
	You can use this claim form for all covered medical expenses you get, but there is a special drug claim form you can use. This drug claim form should be mailed to the address shown on the special drug claim form. 
	 
	An itemized bill or receipt you send when you file your own claims must have the following information on it: 
	1.   The name of the doctor, hospital, drug store, etc., 
	2.   The patient’s name and date of birth 
	3.   Your name (you are the insured person), 
	4.   Your ID number, 
	5.   The date the illness or injury began, 
	6.   The date of service, 
	7.   The name of the service, 
	8.   The charge for the service, and 
	9.   The name of the illness or injury. 
	 
	Except in the absence of legal capacity, claims must be received by the end of the calendar year after the year in which you received services or supplies in order for claims to be paid. 
	6.   Payment of Claims 
	All benefits provided in this contract will be paid promptly upon receipt of due proof of loss. In the absence of assignment of benefits to the provider of services, payments shall, at the option of the 
	Corporation, be made either directly to the policyholder or the provider of the service. 
	 
	7.   Physical Examinations 
	The Company may require a physical exam, at its expense, or any insured person as often as is reasonable to settle claims. 
	8.   Legal Actions 
	No action at law or equity can be brought against the company until 60 days after a claim (notice and proof of loss) has been received. No such action can be brought against the Company more than six years after a claim was received. 
	9.   Conformity with State Statutes 
	Any provision of this contract which, on its effective date, is in conflict with the statutes of the state in which policyholder lives on such date, is hereby amended to conform with the minimum requirements of such statutes. 
	10. Non-Assessable 
	This is non-assessable contract. You – the policyholder – are not subject to any assessment for any contingent liability. This means that if, for any reason, the Company owes money, you are not responsible for paying it. 
	11. Other Valid Coverage: Proration 
	This contract is not meant to duplicate other valid coverage you have with other insurance policies. “Other Valid Coverage” is defined as health insurance coverage that is similar to the coverage 
	provided by this contact, coverage provided by hospital or medical service organizations, coverage 
	provided by union welfare plans or employee benefit organizations, but not group or individual health insurance with this Company. 
	If you have other valid coverage and Blue Cross and Blue Shield of South Carolina has not been notified of this coverage by you in writing, the Company will “prorate” benefit payments when your claim is received. 
	 
	The Company will carefully consider all of the valid health insurance that covers your claims and claims for your dependents. Then, the Company will determine its responsibility for your loss in proportion to the responsibility that should be accepted by other insurance companies. The Company will pay the portion of your claim it is responsible for. 
	If your claim is prorated, you will receive a refund of the portion of the premiums you have paid for coverage that the Company did not accept as its responsibility. This refund will be based on premiums paid during the time both policies were in effect. 
	 
	12. Subrogation Rights 
	Blue Cross and Blue Shield of South Carolina – the Company – is subrogated to your rights against anyone causing you injury, to the extent of benefits paid. This means that if someone causes you to be injured and the Company pays your medical bills, it has the right to get the money back from the 
	person responsible for your injury or from you if they have paid it to you. If you sue the responsible 
	person or if you accept settlement from the person, the Company still has the right to get the money back. And the Company can get the money back from benefits available to you under uninsured motorists provisions of automobile insurance contracts. As a member of Blue Cross and Blue Shield of South Carolina, you should help the Company recover this money, at no expense to you. 
	 
	 
	 
	HOW TO GET HELP 
	FROM BLUE CROSS AND BLUE SHIELD OF SOUTH CAROLINA 
	 
	If you change your address or need information about your health insurance, call the Customer Service 
	Center: 
	 
	From Columbia, dial 788-0500, ext. 41000 for claims and ext. 42757 for Membership Billing. From anywhere in South Carolina, dial 1-800-868-2500, toll-free. 
	If you can’t call, write to the following address: Individual Products 
	Blue Cross and Blue Shield of South Carolina 
	P.O. Box 61153 
	Columbia, SC 29260-1153 
	 
	Be sure to put your ID number in your letter, along with your name, address and telephone number and the patient’s name. 



