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- Laboratory services 
- Mental health and substance use disorder (MH/SUD) services, including behavioral health treatment (this includes counseling and psychotherapy) 
- Pediatric services, including oral and vision care (but adult dental and vision coverage aren’t essential health benefits) 
- Pregnancy, maternity, and newborn care (both before and after birth) 
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- Rehabilitative and habilitative services and devices (services and devices to help people with injuries, disabilities, or chronic conditions gain or recover mental and physical 
skills) 

2020-2023 Illinois Essential Health Benefit (EHB) Listing (P.A. 102-0630) Employer Plan 

Item EHB Benefit EHB Category 
Benchmark Page 

# Reference 
Covered Benefit? 

1 Accidental Injury -- Dental Ambulatory Pgs. 10 & 17 Yes 

2 Allergy Injections and Testing Ambulatory Pg. 11 Yes 

3 Bone anchored hearing aids Ambulatory Pgs. 17 & 35 Yes 

4 Durable Medical Equipment Ambulatory Pg. 13 Yes 

5 Hospice Ambulatory Pg. 28 Yes 

6 Infertility (Fertility) Treatment Ambulatory Pgs. 23 - 24 Yes 

7 Outpatient Facility Fee (e.g., Ambulatory Surgery Center) Ambulatory Pg. 21 Yes 

8 Outpatient Surgery Physician/Surgical Services (Ambulatory Patient 
Services) Ambulatory Pgs. 15 - 16 Yes 

9 Private-Duty Nursing Ambulatory Pgs. 17 & 34 Yes 

10 Prosthetics/Orthotics Ambulatory Pg. 13 Yes 

11 Sterilization (vasectomy men) Ambulatory Pg. 10 Yes 

12 Temporomandibular Joint Disorder (TMJ) Ambulatory Pgs. 13 & 24 Yes 

13 Emergency Room Services 
(Includes MH/SUD Emergency) Emergency services Pg. 7 Yes 

14 Emergency Transportation/ Ambulance Emergency services Pgs. 4 & 17 Yes 

15 Bariatric Surgery (Obesity) Hospitalization Pg. 21 Yes 

16 Breast Reconstruction After Mastectomy Hospitalization Pgs. 24 - 25 Yes 

17 Reconstructive Surgery Hospitalization Pgs. 25 - 26, & 35 Yes 

18 Inpatient Hospital Services (e.g., Hospital Stay) Hospitalization Pg. 15 Yes 

19 Skilled Nursing Facility Hospitalization Pg. 21 Yes 

20 Transplants - Human Organ Transplants (Including transportation & 
lodging) Hospitalization Pgs. 18 & 31 Yes 

21 Diagnostic Services Laboratory services Pgs. 6 & 12 Yes 

22 Intranasal opioid reversal agent associated with opioid prescriptions MH/SUD Pg. 32 Yes 

23 Mental (Behavioral) Health Treatment (Including Inpatient 
Treatment) MH/SUD Pgs. 8 -9, 21 Yes 

24 Opioid Medically Assisted Treatment (MAT) MH/SUD Pg. 21 Yes 
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25 Substance Use Disorders (Including Inpatient Treatment) MH/SUD Pgs. 9 & 21 Yes 

26 Tele-Psychiatry MH/SUD Pg. 11 Yes 

27 Topical Anti-Inflammatory acute and chronic pain medication MH/SUD Pg. 32 Yes 

28 Pediatric Dental Care Pediatric Oral and Vision Care See AllKids Pediatric Dental Document Yes 

29 Pediatric Vision Coverage Pediatric Oral and Vision Care Pgs. 26 - 27 Yes 

30 Maternity Service Pregnancy, Maternity, and Newborn Care Pgs. 8 & 22 Yes 

31 Outpatient Prescription Drugs Prescription drugs Pgs. 29 - 34 Yes 

32 Colorectal Cancer Examination and Screening Preventive and Wellness Services Pgs. 12 & 16 Yes 

33 Contraceptive/Birth Control Services Preventive and Wellness Services Pgs. 13 & 16 Yes 

34 Diabetes Self-Management Training and Education Preventive and Wellness Services Pgs. 11 & 35 Yes 

35 Diabetic Supplies for Treatment of Diabetes Preventive and Wellness Services Pgs. 31 - 32 Yes 

36 Mammography - Screening Preventive and Wellness Services Pgs. 12, 15, & 24 Yes 

37 Osteoporosis - Bone Mass Measurement Preventive and Wellness Services Pgs. 12 & 16 Yes 

38 Pap Tests/ Prostate- Specific Antigen Tests/ Ovarian Cancer 
Surveillance Test Preventive and Wellness Services Pg. 16 Yes 

39 Preventive Care Services Preventive and Wellness Services Pg. 18 Yes 

40 Sterilization (women) Preventive and Wellness Services Pgs. 10 & 19 Yes 

41 Chiropractic & Osteopathic Manipulation Rehabilitative and Habilitative Services and Devices Pgs. 12 - 13 Yes 

42 Habilitative and Rehabilitative Services Rehabilitative and Habilitative Services and Devices Pgs. 8, 9, 11, 12, 22, & 35 Yes 

Special Note: Under Pub. Act 102-0104, eff. July 22, 2021, any EHBs listed above that are clinically appropriate and medically necessary to deliver via telehealth services must be covered in the 
same manner as when those EHBs are delivered in person. 
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Your Health Care Benefit Program

The Access to Care and Treatment (ACT) Plan
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The Access to Care and Treatment (ACT) Plan serves as a baseline for the minimum 
scope of benefits that most health plans sold in the individual and small group markets 
must cover at equal or greater value. 
Since the inception of the ACA, federal guidance has allowed each state the opportunity to
select from 10 base-benchmark plans: 

The largest plan by enrollment in any of the three largest products by enrollment in 
the state’s small group market; 

Any of the largest three state employee health benefit plan options by enrollment; 

Any of the largest three national Federal Employees Health Benefits Program 
(FEHBP) plan options by enrollment;

The Health Maintenance Organization (HMO) plan with the largest insured 
commercial non-Medicaid enrollment in the state. 

Absent a selection by the state, the largest small-group plan has served as the benchmark 
plan in the past.

For Plan Year 2020, the Centers for Medicare & Medicaid Services (CMS) is giving states 
greater flexibility in selecting a benchmark plan by providing three new, additional options.
Illinois can:

OPTION 1: Select an EHB-benchmark plan that another state used for the 
2017 plan year; 
OPTION 2: Replace one or more categories of EHBs under it EHB-
benchmark plan used for the 2017 plan year with the same category or 
categories of EHB from another state’s EHB-benchmark plan for 2017; OR
OPTION 3: Select a set of benefits that would become the benchmark 
plan for Illinois subject to federal guidelines.

The Illinois Department of Insurance (IDOI) used this opportunity to explore how it could 
enhance the current benchmark plan benefits. The IDOI is utilizing Option 3 above and 
has selected the following set of benefits as the Illinois benchmark plan, subject to Federal 
guidelines.
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DEFINITIONS SECTION

Throughout this selection of benefits benchmark plan, many words are used whichhave a specific
meaning when applied to health care coverage. These terms will always begin with a capital letter.
When you come across these terms, please refer to these definitions because they will help you
understand someof the limitations orspecial conditions that may apply.

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

AMBULANCE TRANSPORTATION.....means local transportation in a specially equipped certified 
vehicle from your home, sceneof accident or medical emergency to a Hospital, between Hospitaland
Hospital, between Hospital and Skilled Nursing Facility or from a Skilled Nursing Facility or Hospital to 
your home. If there areno facilities in the local area equipped to providethe care needed, Ambulance 
Transportation then means the transportation to the closest facility that can provide the necessary service.

AMBULATORY SURGICAL FACILITY.....means a facility (other than a Hospital) whose primary 
function istheprovision ofsurgical proceduresonanambulatory basisandwhichisduly licensedbythe 
appropriate state and local authority to provide such services.

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

APPROVED CLINICAL TRIAL.....means a phaseI, phase II, phase III or phase IV clinical trial that is 
conducted in relation to the prevention, detection or treatment of cancer or other life-threatening disease or 
condition and is one of the following:

(i) A federally funded orapproved trial,

(ii) A clinical trial conducted under anFDA investigational new drug application, or

(iii) A drug that isexempt fromthe requirement of anFDA investigational newdrug application.

AUTISM SPECTRUM DISORDER(S)......means pervasivedevelopmental disordersasdefined in themost 
recent edition of the Diagnostic and Statistical Manual of Mental Disorders, including autism, Asperger’s 
disorder and pervasive developmental disorders not otherwise specified.

BEHAVIORAL HEALTH PRACTITIONER.....means a Physician or Professional Provider who is duly 
licensedtorenderservicesforMental Illness,SeriousMental IllnessorSubstanceUseDisorder.

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

(iv) isagraduate of anapproved school of nursing and holds acurrent license asaregistered nurse; 
and

(v) isagraduateofanadvancedpracticenursingprogram.

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

(i) isagraduate of anapproved school of nursing and holds acurrent license asaregistered nurse; 



5

and

(ii) is a graduate of a program of nurse-midwives accreditedby theAmerican College of Nurse 
Midwives or itspredecessor.

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

(i) isagraduate of anapproved school of nursing and holds acurrent license asaregistered nurse; 
and

(ii) isagraduateofanadvancedpracticenursingprogram.

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

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

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

CIVIL UNION.....means a legal relationship between two persons, of eitherthesame or opposite sex, 

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

COBRA.....means thosesectionsof theConsolidatedOmnibus BudgetReconciliation Actof1985(P.L. 99-
272), as amended, which regulate the conditions and manner under which an employer can offer 
continuationof grouphealth insurance toEligible Personswhose coverage wouldotherwise terminate 
under the terms of this Certificate.

COINSURANCE.....means a percentage of an eligible expense that you are required to pay towards a 
Covered Service.

COMPLICATIONSOF PREGNANCY.....means all physicaleffectssuffered as a result of pregnancy 
which would not be consideredthe effect of normal pregnancy.

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

COORDINATED HOME CARE PROGRAM.....means an organized skilled patient care program in which 
care isprovided in the home. Care may be provided by a Hospital’s licensed home health department or by
otherlicensed home health agencies. You mustbe homebound (that is, unable to leave home without 
assistanceand requiring supportive devices orspecial transportation) andyou must require Skilled Nursing 
Service on an intermittent basis under the direction of your Physician. This program includes Skilled 
NursingService by a registered professional nurse, theservices of physical, occupational andspeech 
therapists, Hospital laboratories, and necessarymedical supplies. The program doesnot include andisnot 
intended to provide benefits for Private Duty Nursing Service. It also does not cover services for activities 
of daily living (personalhygiene, cleaning, cooking, etc.).
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COPAYMENT.....meansaspecified dollar amount that you arerequired topay towards aCovered Service.

COURSE OF TREATMENT.....means any number of dental procedures or treatments performed by a 
DentistorPhysician in a planned series resulting fromadental examination in whichtheneed for such 
procedures or treatments was determined.

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

COVERED SERVICE.....meansaserviceorsupplyspecifiedinthisCertificateforwhichbenefitswill be
provided.

CREDITABLE COVERAGE.....means coverage you had under any of the following:

(i) A group healthplan.

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

(iii) Medicare (PartsAorBofTitleXVIII of theSocialSecurity Act).

(iv) Medicaid(TitleXIX oftheSocialSecurityAct).

(v) Medicalcare for members andcertain former members of the uniformed services andtheir 
dependents.

(vi) A medical careprogram of the Indian Health Serviceorof atribalorganization.

(vii) A Statehealth benefits riskpool.

(viii) Ahealthplan offered undertheFederalEmployeesHealth Benefits Program.

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

(x) A healthbenefitplanundersection5(e)of the PeaceCorps Act.

(xi) StateChildren’s Health InsuranceProgram (TitleXXI of theSocial Security Act).

CUSTODIAL CARE SERVICE.....means any service primarily for personal comfort or convenience that 
provides general maintenance, preventive, and/or protective care without any clinical likelihood of 
improvementofyour condition. Custodial CareServicesalso meansthoseserviceswhich donot require the 
technical skills, professional training and clinical assessment ability of medical and/or nursing personnel in 
order to be safely and effectively performed. These services can be safely provided by trained or capable 
non-professional personnel, are to assist with routinemedicalneeds (e.g. simplecareand dressings, 
administration of routine medications, etc.)and are to assist with activities of daily living (e.g. bathing, 
eating, dressing, etc.).Custodial Care Service alsomeans providingcare ona continuous Inpatient or 
Outpatient basiswithout anyclinical improvement byyou.

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

DIAGNOSTIC SERVICE.....means tests rendered for the diagnosis of your symptoms andwhich are 
directed toward evaluation or progress of a condition, diseaseor injury. Such tests include, butarenot 
limited to, x-ray, pathology services, clinical laboratory tests, pulmonary function studies, 
electrocardiograms, electroencephalograms, radioisotope tests, and electromyograms.

DIALYSIS FACILITY.....means a facility (other than a Hospital) whose primary function is the treatment 
and/or provision of maintenance and/or training dialysis on an ambulatory basis for renal dialysis patients 
andwhich isduly licensedbytheappropriate governmental authority toprovide suchservices.

DOMESTIC PARTNER.....means a person with whom you have entered into a Domestic Partnership.
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DOMESTIC PARTNERSHIP.....means long-termcommitted relationship of indefinite durationwith a
person which meetsthe following criteria:

(i) you andyour Domestic Partnerhavelived together for at least6months,

(ii) neitheryounoryourDomesticPartnerismarriedtoanyoneelseorhasanotherdomestic partner,

(iii) your Domestic Partner isat least18 yearsofageandmentally competent toconsent tocontract,

(iv) your Domestic Partner resideswithyou andintends todo so indefinitely,

(v) youandyourDomesticPartnerhaveanexclusivemutualcommitment similar tomarriage,and

(vi) youand yourDomestic Partner arejointly responsible for each other’s common welfareand
share financialobligations.

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

EARLY ACQUIRED DISORDER.....means a disorder resulting from illness, trauma, injury, or some other 
event or condition suffered by a child prior to thatchild developing functional life skills such as, but not 
limited to, walking, talking or self-help skills. EarlyAcquired Disorder may include, but is not limited to, 
AutismoranAutism SpectrumDisorder andcerebralpalsy.

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

EMERGENCY MEDICAL CARE.....means services provided for the initial Outpatient treatment, 
including related Diagnostic Services, of a medical condition displaying itself by acute symptoms of 
sufficient severity (including severe pain) such that a prudent layperson, who possesses an average 
knowledge of healthand medicine, could reasonably expect that the absence of immediate medical 
attentioncouldresult in:

(i) placingthehealth of the individual (or, with respect to a pregnant woman, the health of the 
womanorher unborn child) inserious jeopardy;

(ii) serious impairment tobodily functions; or

(iii) seriousdysfunction of any bodily organ orpart.

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

EMERGENCY MENTAL ILLNESS OR SUBSTANCE USE DISORDER ADMISSION.....means an
admission for the treatment of Mental Illnessor Substance UseDisorder as a resultof the sudden and
unexpected onset of a Mental Illness or Substance UseDisordersuchthat a prudent layperson, who 
possesses an average knowledge of health and medicine, could reasonably expect that in the absence of 
immediatemedical treatmentwould likely result inserious andpermanent medical consequencestooneself 
or others.

EMERGENCY SERVICES.....means, with respect toanemergencymedical condition, amedical screening 
examination that is within thecapability of theemergency department of a hospital, includingancillary 
services routinelyavailable to the emergency department to evaluate such emergency medical condition, 
and, within the capabilities of the staff and facilities available at the hospital, such further medical 
examinationandtreatmentasarerequired tostabilize thepatient.
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HABILITATIVE SERVICES....means Occupational Therapy, Physical Therapy, Speech Therapy, and 
other servicesprescribedbyaPhysician pursuant toa treatment plantoenhance theability of achild to 
function with a Congenital, Genetic, or Early Acquired Disorder, including but not limited to health care 
services that help a person keep, learn, or improve skills and functioning for daily living.

INVESTIGATIONAL or INVESTIGATIONAL SERVICES AND SUPPLIES.....means procedures,  drugs,
devices, services and/or supplies which (1) areprovided or performed in special settings for research 
purposes or under a controlled environment and which are being studied for safety, efficiency and 
effectiveness, and/or (2) are awaiting endorsement by the appropriate National Medical Specialty College 
or federal government agency for general use by the medical community at the time they are rendered to 
you, and (3) specifically with regard to drugs, combination of drugs and/or devices, are not finally 
approvedbytheFoodandDrug Administration at thetime usedoradministered toyou.

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

MAINTENANCE CARE.....means thoseservices administered to you to maintain a levelof functionat 
which nodemonstrableand/or measurableimprovementofconditionwill occur.

MAINTENANCE OCCUPATIONAL THERAPY, MAINTENANCE PHYSICAL THERAPY, and/or
MAINTENANCE SPEECH THERAPY.....means therapy administered to you to maintain a level of 
function at which no demonstrable and measurable improvement of a condition will occur.

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

MATERNITY SERVICE.....means the services rendered for normalpregnancy. A normalpregnancy 
meansan intrauterine pregnancy which, through vaginal delivery, results in an infant, who isnot premature 
orpreterm. Prematureorpreterm means an infantbornwith a low birthweight, 5.5poundsor less,oran
infant born at 37 weeks or less.

MEDICAL CARE.....means the ordinary and usual professional services rendered by a Physician or other 
specified Provider during aprofessional visit for treatment of an illness or injury.

MEDICALLY NECESSARY..... Medically Necessary means that a specific medical, health care, supply or 
Hospital service is required, for the treatment or management of a medical symptom or condition and that 
the service, supply or care provided is the mostefficient andeconomical service which can safely be
provided.

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

“Serious Mental Illness”.....means the following mental disorders asclassified in the current Diagnostic 
andStatistical Manual published bytheAmerican Psychiatric Association:

(i) Schizophrenia;

(ii) Paranoid and other psychotic disorders;

(iii) Bipolar disorders (hypomanic, manic, depressive and mixed);

(iv) Majordepressivedisorders(single episodeorrecurrent);

(v) Schizoaffective disorders (bipolar or depressive);

(vi) Pervasive developmental disorders;

(vii) Obsessive-compulsive disorders;

(viii) Depression in childhood and adolescence;

(ix) Panic disorder;
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(x) Post-traumatic stress disorders (acute, chronic, or with delayed onset); and

(xi) Anorexia nervosa and bulimianervosa.

OCCUPATIONAL THERAPY.....means constructive therapeutic activitydesigned and adapted topromote 
the restoration of useful physical function. Occupational Therapy doesnot include educational training or 
services designed and adapted todevelop a physical function.

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

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

OUTPATIENT.....means that you arereceiving treatment while not an Inpatient. Services considered 
Outpatient, include,butarenot limited to,services inan emergency roomregardlessof whetheryouare 
subsequently registered as an Inpatient in a health care facility.

PHARMACY.....meansanylicensedestablishmentinwhich theprofessionofpharmacyispracticed. 

PHYSICALTHERAPIST.....means aduly licensed physical therapist.

PHYSICALTHERAPY.....means thetreatment of a disease, injury orconditionbyphysical meansbya
Physician or a registered professional physical therapist under the supervision of a Physician and which is 
designed and adapted to promote the restoration of a useful physical function.

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

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

PODIATRIST.....means a duly licensed podiatrist.

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

PROVIDER.....means any health care facility (for example, a Hospital or Skilled NursingFacility) or 
person(for example, aPhysician orDentist)orentityduly licensed

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

SPEECH THERAPIST.....means a duly licensed speech therapist.

SPEECH THERAPY.....means the treatment for thecorrection of a speech impairment resulting from 
disease including pervasive developmental disorders, trauma, congenital anomalies or previous therapeutic 
processes andwhich is designed andadapted to promote therestoration of a useful physical function. 

SUBSTANCE USE DISORDER.....means the uncontrollable or excessive abuse of addictive substances 
consisting of alcohol, morphine, cocaine, heroin, opium, cannabis, and other barbiturates, amphetamines, 
tranquilizers and/or hallucinogens, andtheresultantphysiological and/or psychological dependencywhich 
develops with continued use of such addictive substances requiring MedicalCareas determined by a
Behavioral Health Practitioner.

SUBSTANCEUSEDISORDER REHABILITATION TREATMENT.....means an organized, intensive, 
structured, rehabilitative treatment program of eithera Hospitalor Substance UseDisorder Treatment 
Facility. 

TOBACCO USER.....means a person whois permitted under stateand federal law to legally useTobacco, 
with Tobacco use (other than religious or ceremonial use of Tobacco), occurring on average four or more 
times per week that last occurred within the past six months (or such other meaning required or permitted 
by applicable law). Tobacco includes, but is not limited to, cigarettes, cigars, pipe tobacco, smokeless 
tobacco, snuff, etc.
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PHYSICIAN BENEFITS SECTION

Thissectionof yourCertificate tellsyouwhat services arecovered. Thebenefitsof thissectionare
subject toall thetermsandconditions ofyourCertificate. Pleaserefer to the DEFINITIONS, 
ELIGIBILITY and EXCLUSIONS sections of your Certificate for additional information regardingany
limitations and/or specialconditions pertaining toyour benefits.
Forbenefits tobeavailable, under thisBenefitSection, services must beMedicallyNecessary andyou 
mustreceivesuchservicesonorafteryour CoverageDate.
Remember,whenever theterm“you”or“your” isused,wealsomeanalleligiblefamilymemberswhoare 
coveredunderFamily Coverage.

COVERED SERVICES

Surgery
Benefits are available for Surgery performed by a Physician, Dentist or Podiatrist. However, for services 
performed by a Dentist orPodiatrist, benefits are limited to those surgical procedureswhich may be legally 
rendered by them and which would be payable under this Certificate had they been performed by a
Physician. Benefits for oral Surgery are limited to the following services:

1. surgical removalof complete bony impacted teeth;

2. excision of tumors orcysts of the jaws, cheeks, lips, tongue, roof and floor of the mouth;

3. surgical procedurestocorrectaccidental injuries of the jaws, cheeks, lips, tongue, roofandfloor of 
the mouth;

4. excision of exostoses of the jaws and hard palate (provided that this procedure is not done in 
preparation for dentures or other prostheses); treatment of fractures of facial bone; external incision 
and drainage of cellulitis; incision of accessory sinuses, salivary glands or ducts; reduction of 
dislocationof, orexcisionof, the temporomandibular joints.

The following services are also part of your surgical benefits:

1. Anesthesia Services—if administered at the same timeas a covered surgical procedure in a Hospital 
orAmbulatory SurgicalFacilityorbyaPhysician other than the operating surgeonorbyaCertified 
Registered Nurse Anesthetist. However, benefits will be provided for Anesthesia Services 
administered by oral and maxillofacial surgeons when such services are rendered in the surgeon’s 
office or Ambulatory Surgical Facility.

In addition,benefits will be providedfor anesthesia administered in connection with dentalcare 
treatment rendered inaHospital orAmbulatory SurgicalFacility if (a)achild isage6andunder, (b) 
you have a chronic disability, or (c) you have a medical condition requiring hospitalization or general 
anesthesia for dental care.

2. Assist at Surgery—when performed by a Physician, Dentist or Podiatrist who assists the operating 
surgeon in performing covered Surgery in a Hospital or Ambulatory Surgical Facility. In addition, 
benefits will be provided for assist at Surgery when performed by a Registered Surgical Assistant or 
an Advanced Practice Nurse. Benefits will alsobe provided for assist at Surgery performed by a
PhysicianAssistant underthedirect supervisionofaPhysician, Dentist orPodiatrist.

3. Sterilization Procedures(evenif they areelective)
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Additional Surgical Opinion
Your coverage includes benefits for an additional surgical opinion following a recommendation
for elective Surgery. Your benefits will be limited to one consultation and related Diagnostic Service by a
Physician. Benefits for an additional surgical opinion consultation and related Diagnostic Service will be
provided at100% of theClaim Chargeafter you havemetyour program deductible. If you request,benefits 
will be provided for an additional consultation when the need for Surgery, in your opinion, is not resolved 
by the first arranged consultation.

Medical Care
Benefits are available for Medical Care visits when:

1. youare an Inpatient in a Hospital, a Substance Use Disorder Treatment Facility, or a SkilledNursing 
Facilityor

2. you are a patient in a Partial Hospitalization Treatment Program or a Coordinated Home Care 
Program or

3. you visit your Physician’s office or your Physician comes to your home or

4. you utilize telepsychiatry care (care may be provided by either a prescriber or licensed therapist).

Consultations
Your coverage includes benefits for consultations. The consultation must be requested by your Physician 
and consist of anotherPhysician’s advice in the diagnosis or treatment of acondition which requires special 
skill or knowledge. Benefits are not available for any consultation done becauseof Hospital regulations or 
byaPhysician who alsorendersSurgery orMaternity Serviceduring thesameadmission.

Diabetes Self-Management Training and Education
Benefits will be provided for Outpatient self-management training, education and medical nutrition 
therapy. Benefits will be provided if these services are rendered bya Physician, orduly certified, registered 
or licensed health care professional with expertise in diabetes management. Benefits for Physicians will
beprovided attheBenefit PaymentforPhysician Servicesdescribedlater inthisbenefit section.

Benefits are also available for regular foot care examinations by a Physician or Podiatrist.

AllergyInjectionsandAllergyTesting 

Chemotherapy

Occupational Therapy
Benefitswill beprovided for Occupational Therapy whenthese services are rendered by a registered 
Occupational Therapist underthe supervision of a Physician. This therapy mustbe furnished undera
writtenplanestablishedbyaPhysician andregularly reviewed bythetherapist andPhysician. Theplan 
must be established before treatment is begun and must relate to the type, amount, frequency and duration 
oftherapyandindicate thediagnosisandanticipatedgoals.

Physical Therapy
Benefits will be provided for Physical Therapy when rendered by a registered professional Physical 
Therapist under the supervision of a Physician. The therapy must be furnished under a written plan 
establishedbyaPhysician and regularly reviewed bythetherapist and thePhysician.Theplanmustbe
established beforetreatment is begun andmust relateto the type, amount, frequency and duration of 
therapy and indicate the diagnosis and anticipated goals. Benefits will also be provided for preventive or 
MaintenancePhysicalTherapywhenprescribedforpersonsaffectedbymultiplesclerosis.
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Radiation Therapy Treatments 

Electroconvulsive Therapy

Speech Therapy
Benefits will beprovided for Speech Therapy whenthese services arerendered by a licensed Speech 
TherapistorSpeechTherapist certified bytheAmerican SpeechandHearing Association. Inpatient Speech 
Therapy benefits will be provided only if SpeechTherapy isnot theonly reason for admission.

Clinical Breast Examinations—Benefits will be provided for clinical breast examinations when 
performed bya Physician, Advanced Practice Nurse ora Physician Assistant workingunder thedirect 
supervision of aPhysician.

Breast Cancer Pain Medication and Therapy — Benefits will be provided for all Medically Necessary 
pain medication and therapy related to the treatment of breast cancer. Pain therapy means therapy that is 
medically basedand includes reasonably defined goals, including, but not limited tostabilizing or reducing 
pain, with periodic evaluations of the efficacy of the pain therapy against these goals. Benefits will also be
provided for all Medically Necessary pain medication related to the treatment of breast cancer under the 
Prescription Drug sectionof this policy.

Diagnostic Service—Benefits will be provided for those services related to covered Surgery or Medical 
Care.

Mammograms—Benefits for routine mammograms will be provided at the benefit payment level 
described in your Certificate. Benefits for mammograms, other than routine, should be providedat the
samepayment levelasOutpatient Diagnostic Service.

PapSmear Test—Benefits will beprovided for anannual routine cervical smearor Pap smear test for 
females.

Human Papillomavirus Vaccine—Benefits will be provided for a human papillomavirus (HPV) vaccine 
approved by the federal Food and DrugAdministration.

ShinglesVaccine—Benefits will beprovided forashingles vaccine approvedbythefederalFoodand 
Drug Administration.

ProstateTestand Digital Rectal Examination—Benefits will be provided for an annual routine prostate-
specificantigen testanddigital rectalexamination for males.

Ovarian Cancer Screening—Benefits will be provided for annual ovarian cancer screening for females 
using CA-125 serumtumor marker testing, transvaginal ultrasound, and pelvic examination.

ColorectalCancer Screening—Benefits will beprovided for colorectal cancer screening asprescribed by 
a Physician, in accordance with the published American Cancer Society guidelines on colorectal cancer 
screening or other existing colorectal cancer screening guidelines issued by nationally recognized 
professional medical societiesor federal government agencies, including the National Cancer Institute, the 
Centers for Disease Control andPrevention, and the AmericanCollegeof Gastroenterology.

Bone Mass Measurement and Osteoporosis—Benefits will be provided for bone mass measurement and 
thediagnosis andtreatmentofosteoporosis.

Investigational Treatment—Benefits will be provided for routine patient care in conjunction with 
investigational treatmentswhen medically appropriate andyouhave a terminal condition that according to 
the diagnosis of your Physician is considered life threatening, if a) you are a qualified individual 
participating inanApproved ClinicalTrial program; andb) if thoseservicesorsupplieswouldotherwise 
becovered under thisCertificate if notprovided in connectionwith an Approved ClinicalTrial program. 
Chiropractic and Osteopathic Manipulation—Benefits will be provided for manipulation or adjustment 
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ofosseousorarticular structures,commonly referred toaschiropractic andosteopathicmanipulation, when 
performed by a person licensed toperform such procedures. Yourbenefits for chiropractic andosteopathic 
manipulationwill belimitedtoamaximum of25visitsperbenefitperiod.

Durable Medical Equipment—Benefits will be provided for such things as internal cardiac valves, 
internal pacemakers, mandibular reconstruction devices (not used primarily to support dental prosthesis), 
bonescrews, bolts, nails, plates and any other internal and permanent devices. Benefits will also be 
provided for the rental (but not to exceed the total costof equipment) or purchase of durable medical 
equipment required for temporary therapeutic useprovided that this equipment isprimarilyandcustomarily 
usedtoserveamedical purpose.

Prosthetic Appliances
Benefits will be provided for prosthetic devices, special appliances and surgical implants when:

1. they arerequired toreplace all orpart of anorgan or tissueof thehuman body, or

2. they are required to replace all orpart of the function of a non-functioning or malfunctioning organor 
tissue.

Benefitswill also includeadjustments, repairandreplacements of covered prosthetic devices, special 
appliances and surgical implants when requiredbecause of wear or change in a patient’s condition 
(excluding dental appliances other than intra-oral devices used in connection with the treatment of 
Temporomandibular Joint Dysfunction and Related Disorders, subject to specific limitations applicable to 
Temporomandibular Joint Dysfunction and Related Disorders, and replacement of cataract lenses when a
prescription changeisnot required).

Orthotic Devices
Benefits will be provided for a supportive device for the body or a part of the body, head, neck or 
extremities, including but not limited to, leg, back,arm and neck braces. In addition, benefits will be 
providedfor adjustments, repairs or replacement of the devicebecause of a change in your physical 
condition, as Medically Necessary.

Outpatient Contraceptive Services
Benefits will be provided for prescription contraceptive devices, injections, implants and Outpatient 
contraceptive services. Outpatient contraceptive services means consultations, examinations, procedures and
medical services provided on an Outpatient basis and related to the use of contraceptive methods 
(including natural family planning) to prevent an unintended pregnancy.

AminoAcid-Based Elemental Formulas—Benefits will beprovidedfor aminoacid-basedelemental 
formulas for thediagnosis andtreatment of eosinophilic disorders or short-bowel syndrome, whenthe 
prescribing Physician has issued awrittenorderstating thattheaminoacid-based elemental formulais 
medically necessary.

Routine Pediatric Hearing Examination—Benefits will be provided for routine hearing examinations.

Pulmonary Rehabilitation Therapy – Benefits will be provided for outpatient cardiac/pulmonary 
rehabilitation programs provided within six months of a cardiac incident and outpatient pulmonary 
rehabilitation services.

Emergency Care
Benefits for Emergency Accident Carewill beprovidedat theEmergency Accident Carepayment level 
specified in the BenefitHighlights of your Certificate whenrendered by eithera Participating or Non-
Participating Provider after you havemet your program deductible.

Benefits for Emergency MedicalCare will be provided at the Emergency MedicalCare payment level 
specified in the Benefit Highlights of your Certificate whenrendered by eithera Participating or Non-
Participating Provider after you have met your program deductible. However,Covered Services for 
Emergency Medical Care for the examination and testing of a victim of a criminal sexual assault or abuse
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to determine whethersexualcontactoccurred, and to establish the presence or absence of sexually 
transmitted disease or infection, should be paid at 100% of the Maximum Allowance, if specified in your 
Certificate. 



15

HOSPITAL BENEFIT SECTION

This section of your Certificatetells you what Hospital servicesarecovered.

Thebenefitsof thissectionaresubject toall thetermsandconditions ofthisCertificate. Pleaserefer to the 
DEFINITIONS, ELIGIBILITY and EXCLUSIONS sections of this Certificate for additional information 
regardingany limitations and/orspecialconditions pertaining toyourbenefits.

In addition, the benefits described in this section will beprovided only when you receive services on or 
after your Coverage Date and they are rendered upon the direction or under the direct care of your 
Physician. SuchservicesmustbeMedicallyNecessaryandregularly included intheProvider’s charges.

Remember, whenever the term“you” or“your” isused,wealsomeanall eligible family memberswhoare 
coveredunderFamily Coverage.

INPATIENT CARE
The following are Covered Services when you receive them as an Inpatient in a Hospital.

Inpatient Covered Services

1. Bed,BoardandGeneralNursing Carewhenyouarein:

— a semi-private room
— a privateroom
— anintensive careunit

2. Ancillary Services (such as operating rooms, drugs, surgical dressings and lab work)

Preadmission Testing
Benefits are provided for preoperative testsgiven to you asan Outpatient to prepareyou for Surgery which 
you arescheduled to have asan Inpatient, provided that benefits would have beenavailable toyou hadyou 
received these tests asan Inpatient in aHospital. Benefits will not beprovided if you cancelorpostpone the 
Surgery.

These tests are considered part of your Inpatient Hospital surgical stay.

OUTPATIENT HOSPITAL CARE
The following are Covered Services when you receive them from a Hospital as an Outpatient.

Outpatient Hospital Covered Services

1. SurgeryandanyrelatedDiagnostic ServicereceivedonthesamedayastheSurgery

2. Radiation Therapy Treatments

3. Chemotherapy

4. Electroconvulsive Therapy

5. Renal DialysisTreatments—if received in a Hospital, aDialysisFacility or in yourhome under the 
supervision of a Hospital orDialysis Facility

6. Diagnostic Service—when youareanOutpatient and theseservices are related toSurgeryorMedical 
Care

7. Urgent Care

8. Emergency Accident Care

9. EmergencyMedical Care

10. Mammograms—Benefits for routinemammograms will beprovided at the benefitpayment level 
describedintheSPECIAL CONDITIONS ANDPAYMENTS sectionofthisCertificate.Benefitsfor 
mammograms, other than routine, will be provided at the same payment level as Outpatient 
Diagnostic Service.
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11. Pap Smear Test—Benefits will be provided for an annual routine cervical smearorPap smear test for 
females. Unless otherwise stated, benefits will be provided at the benefit payment leveldescribed in 
thesection entitled, “preventive careservices” in theSPECIALCONDITIONSAND PAYMENTS 
section of this Certificate.

12. Prostate Test and Digital Rectal Examination—Benefits will be provided for an annual routine 
prostate-specific antigentest and digital rectal examination for males. Unlessotherwise stated, 
benefits will beprovided atthe benefit payment leveldescribed in thesection entitled, “preventive 
care services” in the SPECIAL CONDITIONS AND PAYMENTS section of this Certificate.

13. Ovarian CancerScreening—Benefits will beprovided forannualovarian cancerscreeningfor females 
using CA-125 serum tumormarker testing, transvaginal ultrasound, and pelvic examination. Unless 
otherwise stated, benefits will be provided at the benefit payment level described in the section 
entitled, “preventive care services” in the SPECIAL CONDITIONS AND PAYMENTS section of 
thisCertificate.

14. Colorectal CancerScreening—Benefits will beprovided for colorectal cancer screening asprescribed 
by a Physician, in accordance with thepublished American Cancer Society guidelines on colorectal 
cancer screening or other existing colorectal cancer screening guidelines issued by nationally 
recognized professional medical societies or federal government agencies, including the National 
Cancer Institute, the Centers for Disease Control and Prevention, and the American Collegeof 
Gastroenterology. Unless otherwise stated,benefits will beprovidedat the benefitpayment level 
described in the section entitled, “preventive care services” in the SPECIALCONDITIONSAND 
PAYMENTS section of this Certificate.

15. Bone Mass Measurement and Osteoporosis—Benefits will beprovided for bone mass measurement 
and the diagnosis and treatment of osteoporosis. Unless otherwise stated,benefits will beprovided at 
the benefit payment level describedin the section entitled, “preventive careservices” in the SPECIAL 
CONDITIONS ANDPAYMENTSsection ofthisCertificate.
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OTHER COVERED SERVICES

This section describes “Other Covered Services” and the benefits that will be provided for them.

S The processing, transporting, storing, handling and administration of blood and blood components.

S Private DutyNursing Service—Benefits for PrivateDutyNursing Servicewill beprovided toyouin 
your home only when the services are of such a nature that they cannot be provided by non-
professional personnel and can only be provided by a licensed health care provider. No benefits will 
beprovided when anurseordinarilyresides inyourhomeor isamember ofyourimmediate family. 
Private Duty Nursing includes teaching and monitoring of complex care skills such as tracheotomy 
suctioning, medical equipment useand monitoring to home caregivers and is not intended to provide 
for longterm supportive care.Benefits for PrivateDutyNursing Servicewill notbe provided dueto 
the lack of willing or available non-professional personnel.

S Ambulance Transportation—Benefits will not be provided for long distance trips or for use of an
ambulance because it is more convenient than other transportation.

S Dental accident care—Dental services rendered by a Dentist or Physician which are required as the 
result of an accidental injury.

S Oxygen and its administration

S Medical and surgical dressings, supplies, casts and splints

S Naprapathic Service—Benefits will be provided for Naprapathic Services when rendered by a 
Naprapath. Benefits for Naprapathic Services will belimited to a maximum of 15visitsperbenefit 
period.

S Hearing Aids—Benefits will be provided bone anchored hearing aids.

S Hearing Aids—Benefits will be provided for hearing aids for children limited to two every 36 months.
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SPECIAL CONDITIONS

There are some special things thatyoushould knowabout yourbenefits should youreceiveanyof the 
following typesof treatments:

HUMAN ORGAN TRANSPLANTS
Benefits will be provided for:

— Inpatient and Outpatient Covered Services related to the transplant Surgery.

— theevaluation, preparationanddelivery of thedonororgan.

— the removal of the organ from the donor.

— the transportation of the donor organ to the location of the transplant Surgery. Benefits will be limited 
to the transportation of thedonor organ in the United StatesorCanada.

In addition to the aboveprovisions, benefits for heart, lung, heart/lung, liver, pancreas orpancreas/kidney 
transplantswill beprovided asfollows:

— If youarethe recipient of the transplant, benefits will beprovided for transportation andlodging for 
youand acompanion. If the recipient of the transplant isadependent childunder the limiting ageof 
thisCertificate, benefits for transportation and lodgingwill beprovided for thetransplant recipient 
and two companions. For benefits to be available, your placeof residency must be more than 50 miles 
fromthe Hospital where the transplant will be performed.

CARDIAC REHABILITATION SERVICES
Your benefits for cardiac rehabilitation services arethe same as your benefits for anyothercondition.
Benefits are available if you have a history of any of the following: acute myocardial infarction, coronary 
artery bypass graft Surgery, percutaneous transluminal coronary angioplasty, heart valve Surgery, heart 
transplantation, stable angina pectoris, compensated heart failure or transmyocardial 
revascularization.

Preventive Care Services

In addition to thebenefits otherwise provided for in yourCertificate, (andnotwithstanding anything in 
yourCertificate to thecontrary), the following benefits for preventive careserviceswill beconsidered 
Covered Services andwill not besubject toany deductible, Coinsurance, Copayment ordollar maximum 
when such services are received from a Participating Provider or Participating Pharmacy that is 
contracted for such service:

      S evidence-based items or services that have in effect a rating of “A” or “B” in the current 
recommendations of the United States Preventive Services Task Force (“USPSTF”);

      S immunizations recommended by the Advisory Committee on Immunization Practices of the 
Centers for Disease Control and Prevention (“CDC”) with respect to the individual involved;

     S evidenced-informed preventive care and screenings provided for in thecomprehensive guidelines 
supportedbythe Health ResourcesandServices Administration (“HRSA”) for infants,children, 
and adolescents;and

      S with respect to women, such additional preventive care and screenings, not described above, as 
provided for in comprehensive guidelines supported by the HRSA.

For purposes of this preventive careservices benefit provision, the current recommendations of the 
USPSTF regarding breastcancerscreeningandmammography andprevention will beconsidered themost 
current (other than thoseissuedinoraroundNovember2009).
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Preventive Care Services for Adults:
1. Abdominal aortic aneurysmscreeningformenwho haveeversmoked
2. Alcoholmisusescreening andcounseling
3. Aspirinuseformenandwomen ofcertain ages
4. Blood pressurescreening
5. Cholesterol screeningforadultsofcertain agesorathigher risk
6. Colorectal cancer screening for adults over age50
7. Depression screening
8. Type 2 diabetes screening for adults with high blood pressure
9. Dietcounseling for adults athigher riskfor chronic disease
10. HIV screening for all adults at higher risk
11. Thefollowingimmunization vaccinesforadults (doses,recommendedages,and
recommended populations vary):

_ Hepatitis A
_ Hepatitis B
_ Herpes Zoster
_ Human papillomavirus
_ Influenza (Flu shot)
_ Measles, Mumps, Rubella
_ Meningococcal
_ Pneumococcal
_ Tetanus, Diphtheria, Pertussis
_ Varicella

12. Obesity screeningandcounseling
13. Sexually transmitted infections (STI) prevention
14. Tobacco usescreening and cessation interventions for tobacco users
15. Syphilis screeningfor adults athigher risk

Preventive Care Services for Women (including pregnant women):
1. Anemia screeningonaroutine basisforpregnantwomen
2. Bacteriuria urinary tractscreeningorother infection screeningforpregnantwomen
3. BRCAcounseling aboutgenetic testing forwomen athigher risk
4. Breast cancer chemoprevention counseling for women at higher risk
5. Breastfeeding comprehensive support and counseling from trained providers, as 
well as access to breastfeeding supplies, for pregnant and nursing women
6. Cervical cancerscreeningforsexually activewomen
7. Chlamydiainfectionscreeningforyoungerwomenandwomen athigher risk
8. Contraception: FDA approved contraceptive methods, sterilization procedures, 
and patient education and counseling, not including abortifacient drugs
9. Domestic andinterpersonalviolence screeningandcounselingforallwomen
10. Folicacid supplements forwomen who may becomepregnant
11. Gestationaldiabetesscreeningforwomen24to28weekspregnantandthoseat 
high risk of developing gestational diabetes
12. Gonorrhea screeningforallwomen athigher risk
13. Hepatitis Bscreening forpregnantwomen at their first prenatalvisit
14. HIV screening andcounseling for sexually activewomen
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15. Humanpapillomavirus (HPV)DNAtest:highriskHPVDNAtestingevery3
years forwomenwith normal cytology results who areage30 orolder
16. Osteoporosisscreeningforwomen overage60,depending onriskfactors
17. Rh incompatibility screening for all pregnant women andfollow-uptesting for 
women athigher risk
18. Tobaccousescreeningandinterventions forallwomen, andexpandedcounseling 
forpregnant tobaccousers
19. Sexually transmitted infections (STI)counseling for sexually activewomen
20. Syphilis screeningforallpregnantwomenorotherwomen atincreasedrisk
21. Well woman visits to obtain recommended preventive services
22. Mammography forwomen at leastevery year forwomen ages40 andover orat theageand intervals 
consideredmedically necessarybytheirPhysician.

Preventive Care Services for Children:
1. Alcohol and drug use assessment for adolescents
2. Behavioral assessments for children of all ages
3. Blood pressurescreeningsforchildrenofallages
4. Cervical dysplasiascreeningforsexuallyactivefemales
5. Congenital hypothyroidism screeningfornewborns
6. Depressionscreeningforadolescents
7. Developmentscreeningforchildren underage3,andsurveillance throughoutchildhood
8. Dyslipidemia screening for children at higher risk of lipid disorder
9. Fluoride chemoprevention supplementsfor childrenwithout fluoride in their watersource
10. Gonorrhea preventive medication for the eyesof all newborns
11. Hearing screening for all newborns
12. Height, weight andbody massindex measurements
13. Hematocrit orhemoglobin screening
14. Hemoglobinopathies orsickle cell screening for all newborns
15. HIV screeningforadolescentsathigher risk
16. Thefollowing immunization vaccinesforchildrenfrombirthtoage18 (doses, recommended ages,and
recommended populations vary):

_ Hepatitis A
_ Hepatitis B
_ Human papillomavirus
_ Influenza (Flu shot)
_ Measles, Mumps, Rubella
_ Meningococcal
_ Pneumococcal
_ Tetanus, Diphtheria, Pertussis
_ Varicella
_ Haemophilus influenzae type b
_ Rotavirus
_ Inactivated Poliovirus
_ any other immunization that is required by law for a child. Allergy injections arenot considered 
immunizations under this benefit provision.

17. Ironsupplements for children ages6to12 months atriskforanemia
18. Lead screeningforchildren atriskforexposure
19. Medical history for all children throughout development
20. Obesity screeningandcounseling
21. Oralhealthriskassessment foryoungerchildren uptotenyearsold
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22. Phenylketonuria (PKU) screening for newborns
23. Sexuallytransmittedinfections(STI)preventionandcounselingforadolescentsathigher risk
24. Tuberculin testing for children athigher riskof tuberculosis
25. Vision screening for all children
26. Autism screening provided without regard to the Covered Person'sage

SKILLED NURSING FACILITY CARE
The following are Covered Services when you receive them in a Skilled Nursing Facility:

1. Bed, board and general nursing care.

2. Ancillary services (such as drugs and surgical dressings orsupplies).
Nobenefitswill beprovided for admissions toaSkilledNursingFacilitywhich arefor the convenienceof 
the patient orPhysicianorbecause care in the home isnot availableor the home isunsuitable for such care.

AMBULATORY SURGICAL FACILITY
Benefits for all the Covered Services previously described in this Certificate are available for Outpatient 
Surgery. In addition, benefitswill beprovided if these services are rendered byanAmbulatorySurgical 
Facility.

SUBSTANCE USE DISORDER REHABILITATION TREATMENT
Benefits for all the Covered Services described in your Certificate are available for Substance Use 
Disorder Rehabilitation Treatment. In addition, benefits will beprovided if these Covered Services are 
renderedbyaBehavioral HealthPractitioner in a Substance UseDisorder TreatmentFacility. Inpatient 
benefits for these Covered Services will also be providedfor Substance Use DisorderRehabilitation 
Treatment in a Residential Treatment Center.

DETOXIFICATION
Covered Services received for detoxification are not subject to theSubstance Use Disordertreatment 
provisions specified above. Benefits for Covered Services received for detoxification will beprovided 
under the HOSPITAL BENEFITS and PHYSICIAN BENEFITS section of this Certificate, the same as for 
any other condition.

MENTAL ILLNESS AND SUBSTANCE USE DISORDER SERVICES
Benefits for all the Covered Services described in yourCertificate are available for the diagnosis and/or 
treatment of a Mental Illness and/or Substance Use Disorder, including behavioral health treatment.
Inpatient benefits for these Covered Services will also be provided for the diagnosis and/or treatment 
of Inpatient Mental Illness in a Residential Treatment Center. Treatment of aMental Illness orSubstance
Use Disorder is eligible when renderedby a Behavioral Health Practitioner working within the scope of 
their license. 

OPIOID USE DISORDER
Benefits for Buprenorphine products or brand equivalent products for medically assisted treatment 
(MAT) of opioid use disorder shall not include prior authorization, dispensing limits, fail first policies, 
or lifetime limit requirements.

BARIATRIC SURGERY
Benefits for Covered Services received for Bariatric Surgery will be provided under the HOSPITAL 
BENEFITS and PHYSICIAN BENEFITS section of this Certificate, the same as for any other condition.
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AUTISM SPECTRUM DISORDER(S)
Yourbenefits for thediagnosis and treatment of Autism Spectrum Disorder(s) are the sameasyour benefits 
for anyother condition andwill beprovided without regard to the Covered Person's age. Treatment for 
AutismSpectrum Disorder(s) shall include the following care when prescribed, provided or ordered for an 
individualdiagnosed with an Autism Spectrum Disorder by (a) a Physician or a Psychologist who has 
determined thatsuch care is medically necessary,or, (b) a certified,registered, or licensed health care 
professionalwith expertise in treating Autism Spectrum Disorder(s) andwhen suchcare isdetermined tobe
medically necessary and ordered by a Physician or a Psychologist:

S psychiatric care, including diagnostic services; 

S psychological assessments and treatments;

S habilitative or rehabilitative treatments;

S therapeutic care, includingbehavioral Speech, Occupational and Physical Therapies thatprovide 
treatment in the following areas: a) self-care and feeding, b) pragmatic, receptive and expressive 
language, c) cognitive functioning, d) applied behavior analysis (ABA), intervention and 
modification, e) motor planning and f) sensory processing.

HABILITATIVE SERVICES
Your benefits for Habilitative Services for persons with a Congenital, Genetic, or EarlyAcquired Disorder 
are the sameasyour benefits for anyother condition if all the following conditions aremet:

1. APhysician hasdiagnosedtheCongenital, Genetic,orEarlyAcquiredDisorder;and

2. Treatment is administered by a licensed speech-language pathologist, Audiologist, Occupational 
Therapist, Physical Therapist, Physician, licensed nurse, Optometrist, licensed nutritionist, Clinical 
SocialWorker, orPsychologist upon thereferralofaPhysician; and

3. TreatmentmustbeMedically Necessaryandtherapeuticandnot Investigational.

MATERNITY SERVICE
Your benefits for Maternity Service are the sameas your benefits for any other condition and are available 
whether you have IndividualCoverage or FamilyCoverage. Benefits will also beprovided for Covered 
Services rendered by a Certified Nurse-Midwife.

Benefits will be paid for Covered Services received in connection with both normal pregnancy and 
Complications of Pregnancy. As part of your maternity benefits certain services rendered to your newborn 
infant are also covered, even if you have IndividualCoverage. These Covered Services are: a) the routine 
Inpatient Hospitalnursery charges,b) oneroutine Inpatient examination as longas thisexamination is 
rendered by aPhysician other than thePhysician who delivered the childor administered anesthesia during 
delivery and c) one Inpatient hearing screening. If the newborn child needs treatment for an illness, injury, 
congenital defect, birth abnormality or a premature birth, benefits shall be effective from the date of the
birth.

Benefits will be provided for anyhospital length of stay in connection with childbirth for the mother or 
newborn child for no less than 48 hours following a normal vaginaldelivery,or no less than 96 hours 
following acesarean section.
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INFERTILITY TREATMENT
Benefits will be provided the same asyourbenefits for any other condition for Covered Services rendered 
in connection with the diagnosis and/or treatment of infertility, including, but not limited to, in-vitro 
fertilization, uterine embryo lavage, embryo transfer, artificial insemination, gamete intrafallopian tube 
transfer, zygote intrafallopian tubetransfer, low tubal ovum transfer andintracytoplasmic sperm injection. 
Infertility means theinability toconceive achildafterone yearof unprotected sexual intercourse or the 
inability to sustain a successful pregnancy. Theoneyearrequirement will bewaivedif yourPhysician 
determines thata medical condition exists thatmakes conception impossible through unprotected sexual 
intercourse including, butnot limited to,congenital absenceof the uterus or ovaries, absenceof the uterus 
or ovaries due to surgical removal due to a medical condition, or involuntary sterilization due to 
Chemotherapyor radiation treatments;or,efforts toconceive asaresultofoneyearofmedically basedand
supervisedmethodsof conception, including artificial insemination, havefailed andarenot likely to lead to 
a successful pregnancy.

Unprotected sexual intercourse means sexual union between a male and female without the use of any 
process, device or method that prevents conception including, but not limited to, oral contraceptives, 
chemicals, physical or barrier contraceptives, natural abstinence or voluntary permanent surgical 
procedures and includes appropriate measures to ensure the health and safety of sexual partners.
Benefits for treatments that include oocyte retrievals will be provided only when:

— You have been unable to attainor sustain a successful pregnancy through reasonable, less costly, 
medically appropriateinfertility treatments;however, thisrequirementwill bewaived if youoryour 
partner hasamedical condition that makes such treatment useless;and

— You have not undergone four completed oocyte retrievals, except that if a live birth followed a 
completedoocyteretrieval, twomorecompletedoocyte retrievals shall becovered.

Benefitswill alsobeprovided for medical expensesof anoocyte orspermdonor for procedures usedto 
retrieve oocytesorsperm and the subsequentprocedure totransfer the oocytes orspermtoyou. Associated 
donor medical expenses are also covered, including, but not limited to, physical examinations, laboratory 
screenings, psychological screenings and prescription drugs.

The maximum number of completed oocyte retrievals that areeligible for coverage under this Certificate in 
your lifetime is six. Following the final completed oocyte retrieval, benefits will be provided for one 
subsequent procedure to transfer the oocytes or sperm toyou.Thereafter, youwill havenobenefits for 
infertility treatment.
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SPECIAL LIMITATIONS

Benefits will not be provided for the following:

1. Servicesorsupplies renderedtoasurrogate, except that costsforprocedurestoobtaineggs,spermor 
embryos fromyou will be covered if you choose touse a surrogate.

2. Selected termination of an embryo; provided, however, termination will be covered where the 
mother’slifewouldbeindangerifallembryoswerecarriedtofull term.

3. Expenses incurredfor cryo-preservation orstorageof sperm, eggsorembryos, except for those 
procedures which useacryo-preserved substance.

4. Non-medical costsofaneggorspermdonor.

5. Travel costs for travel within 100 miles of your home or travel costs not Medically Necessary

6. Infertility treatments which are deemed Investigational, in writing, by the AmericanSocietyfor 
ReproductiveMedicine or the American College of Obstetricians orGynecologists.

7. Infertility treatmentrenderedtoyour dependentsunderage18.

In addition to the above provisions, in-vitro fertilization, gamete intrafallopian tube transfer, zygote 
intrafallopian tube transfer, low tubal ovum transfer and intracytoplasmic sperm injection procedures must 
beperformed at medical facilities that conform to the American College of Obstetricians and Gynecologists 
guidelines for in-vitro fertilizationclinics or to the American Society for ReproductiveMedicine minimal 
standards for programs of in-vitro fertilization.

TEMPOROMANDIBULAR JOINT DYSFUNCTION AND 
RELATED DISORDERS
Benefits for all the Covered Services previously described in your Certificate are available for the 
diagnosis and treatment of Temporomandibular Joint Dysfunction and Related Disorders.

ROUTINE MAMMOGRAMS
Benefits will be provided for routine mammogramsfor all women. A routine mammogramis an x-rayor 
digital examination of the breast for the presence of breast cancer, even if no symptoms arepresent. 
Benefits for routine mammogramswill be provided asfollows:

— one baseline mammogram

— an annual mammogram
Benefits for routine mammograms will be provided for women who have a family history of breast cancer, 
priorpersonalhistoryofbreastcancer,positive genetic testingorother risk factorsatleastevery year for 
women ages40andoverorat theageandintervals consideredmedically necessarybytheirPhysician.

If a routinemammogram reveals heterogeneousor dense breast tissue, benefits will beprovided for a
comprehensive ultrasound screening of an entirebreast or breasts, whendetermined to be medically 
necessarybyyour Physician.

Benefit Maximum
Benefits for routine mammograms will not be subject to any benefit period maximum or lifetime 
maximum.

MASTECTOMY-RELATED SERVICES
Benefits for Covered Services related to mastectomies are the same as for any other condition. 
Mastectomy-related Covered Services include, but are not limited to:

1. Reconstructionof thebreastonwhich themastectomy hasbeenperformed;

2. Surgeryandreconstructionof theotherbreasttoproduce asymmetrical appearance;

3. Inpatient care following a mastectomy for the length of time determined by your attending Physician 
to be medically necessary and in accordance with protocols and guidelines basedonsound scientific 
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evidence and patient evaluation and a follow-up Physician office visit or in-home nurse visit within 48 
hours after discharge; and

4. Prostheses and physical complications of all stages of the mastectomy including, but not limited to, 
lymphedemas.

5. The removal of breast implants when the removal of the implants is a Medically Necessary treatment 
for a sickness or injury. Surgery performed for removal of breast implants that were implanted solely 
for cosmetic reasons are not covered. Cosmetic changes performed as reconstruction resulting from 
sicknessor injury isnot consideredcosmetic surgery.

EXTENSION OF BENEFITS IN CASE OF TERMINATION
If you arean Inpatient at the time your coverage under your Certificate is terminated, benefits will be 
provided for,andlimited to, the Covered Servicesof thisCertificatewhichare rendered byandregularly 
charged by a Hospital, Skilled Nursing Facility, Substance Use Disorder Treatment Facility, Partial 
Hospitalization Treatment Program or Coordinated Home Care Program. Benefits will be provided until 
you aredischargedoruntil the endofyour benefit period, whichever occursfirst.
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PEDIATRIC VISION COVERAGE

Coverage for Pediatric Vision Care ismadepartof, andis in addition toany information youmay havein 
your Certificate. Coverage for Pediatric Vision Care provides information about coverage for the
routine vision care services outlined below, which are specifically excluded under your 
medical/surgical health care plan. (Services that are covered under your medical/surgical
Certificate are not covered under this Pediatric Vision Care benefit.) All provisions in the medical
Certificate apply to coverage for Pediatric Vision Care unless specifically indicated otherwise
below.

Definitions

Benefit Period – For purposes of Pediatric Vision Care, a period of time that begins on the later of:
1) themember’seffectivedateofcoverage,or
2) thelastdate a visionexamination was performed on themember or thatVision Materials were 

provided to the member, whichever is applicable. (A benefit perioddoes not coincide with a 
calendaryear andmay differ for eachcovered member ofagroup orfamily.)

Pediatric FrameCollection – A collection of frames thatarecovered under thePediatric Vision Care 
benefit which includesadult sizes formembersup toage19.

Provider – Forpurposes of PediatricVisionCare,a licensed ophthalmologist or optometrist operating 
within the scopeof his orher license, ora dispensing optician.

Vision Materials – Corrective lenses and/or frames or contact lenses.

Eligibility

Children who are covered under a medical/surgical plan, through age 19, are eligible for coverage for
Pediatric Vision Care. NOTE: Once coverageis lost under the medical/surgical plan, all benefits cease for
PediatricVisionCare.Extensionofbenefitsduetodisability,stateor federalcontinuation coverage, and
conversion option privileges arenot available forPediatric VisionCare.

Limitations and Exclusions

In addition to thegeneral limitationsand exclusions listedin yourmedical/surgical certificate, Pediatric 
Vision Care doesnotcoverservicesormaterialsconnectedwithorchargesarising from:

Anyvision service, treatmentormaterialsnotspecifically listed asacoveredservice; 

Servicesandmaterials thatareexperimental orinvestigational;
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Services or materials which are rendered prior to your effective date;

Services andmaterials incurredafter thetermination dateof yourcoverage unless otherwise 
indicated;

Services and materials not meeting accepted standards of optometric practice;

Services and materials resulting from your failure to comply with professionally prescribed 
treatment;

Telephone consultations;

Any charges for failure to keep a scheduled appointment;

Any services that are strictlycosmetic in natureincluding, but not limited to, chargesfor 
personalizationorcharacterizationofprostheticappliances;

Services or materials provided as a result of intentionally self-inflicted injury or illness;

Servicesormaterials provided asaresult of injuries sufferedwhilecommitting orattempting to 
commit a felony, engaging in an illegal occupation, or participating in a riot, rebellion or 
insurrection;

Office infection control charges;

Charges for copies of your records,charts,orany costs associatedwith forwarding/mailing copies 
ofyourrecordsorcharts;

Stateor territorial taxesonvisionservicesperformed; 

Medical treatmentofeye diseaseor injury;

Visual therapy;

Special lens designs or coatings other than those described in this brochure; 

Replacement of lost/stolen eyewear;

Non-prescription (Plano) lenses;

Two pairs of eyeglasses in lieu of bifocals; 

Services not performed by licensed personnel;

Prosthetic devices andservices (prosthetic devicesand servicesarecovered asamedical benefit 
and may be found in thePHYSICIAN BENEFIT SECTION of this Certificate);

Insurance of contact lenses;

Professional services you receive from immediate relatives or household members, such as a 
spouse, parent, child, brother or sister, by blood, marriage or adoption.
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HOSPICE CARE PROGRAM

Your Hospital coverage also includes benefits for Hospice Care Program Service.
Benefits will be provided for the Hospice Care Program Service described below when these services are 
rendered to you by a Hospice Care Program Provider. However, for benefits to be available youmust have 
aterminal illness with a life expectancyof oneyearor less, ascertified byyourattending Physician, and 
youwill nolongerbenefit fromstandardmedical careorhavechosentoreceivehospicecarerather than 
standard care. Also, a family member or friendshould be available to provide custodial type care between 
visits fromHospice CareProgram Providers if hospice isbeing provided in thehome.
The following services are covered under the Hospice Care Program:

1. Coordinated Home Care;
2. Medical supplies anddressings;
3. Medication;
4. Nursing Services-Skilled andnon-Skilled;
5. Occupational Therapy;
6. Painmanagementservices;
7. Physical Therapy;
8. Physician visits;
9. Social and spiritual services;

10. Respite CareService.
The following services are not covered under the Hospice Care Program:

1. Durable medical equipment;
2. Home delivered meals;
3. Homemaker services;
4. Traditional medical servicesprovided for thedirect careof the terminal illness, diseaseorcondition;
5. Transportation, including, butnot limitedto,Ambulance Transportation.

Notwithstanding the above, there may beclinical situations whenshortepisodes of traditionalcare 
would be appropriate evenwhen the patient remains in the hospice setting. While these traditional 
services are noteligibleunder this Hospice Care Program section, they may be Covered Services under 
other sections of this Certificate.

Benefit Payment for Hospice Care Program Services
Benefit payment for Covered Services rendered by a Hospice Care Program Provider will beprovided at 
thesamelevel asdescribed forInpatientHospitalCoveredServices.
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OUTPATIENT PRESCRIPTION DRUG PROGRAM 
BENEFIT SECTION

Whenyou arebeing treated for an illnessor accident, your Physician may prescribe certain drugs or 
medicines aspart of your treatment.Yourcoverageincludes benefits for drugs andsupplies which areself-
administered. This Benefit Section of your Certificate explains whichdrugs and supplies are covered and
the benefits that areavailable for them.Benefits will be provided only if such drugs andsupplies are 
MedicallyNecessary.

Thebenefitsof thissection aresubject toall the terms andconditions ofyour Certificate. Pleaserefer to 
the DEFINITIONS, ELIGIBILITY and EXCLUSIONS sections of this Certificate for additional 
information regardingany limitations and/orspecialconditions pertaining toyourbenefits.

NOTE: TheuseofanadjectivesuchasParticipating orSpecialtyinmodifying aPharmacyshall inno
way beconstrued asarecommendation, referral orany other statement asto theabilityorqualityof such 
Pharmacy. In addition, the omission, non-useornon-designation of Participating oranysimilar modifier 
or theuseofa termsuchasNon-Participating shouldnotbeconstrued ascarrying any statementor 
inference, negative orpositive, asto the skill or quality of such Pharmacy.

For purposes of this Benefit Section only, the following definitions shall apply:

AVERAGEWHOLESALEPRICE.....means any oneof the recognized published averagesof theprices 
charged bywholesalers in the United Statesfor thedrug products they sell toaPharmacy.

BRAND NAME DRUG.....means a drug or product manufactured by a single manufacturer as defined 
by a nationally recognized provider of drug product database information. There may be some cases 
where twomanufacturerswill produce thesameproduct underonelicense,knownasaco-licensed 
product, whichwouldalso be considered as a Brand Name Drug. There may also be situations where
a drug’s classification changes from Generic to Formulary or Non-Formulary Brand Name due to a
change in the market resulting in the Generic Drug being a single source, or the drug product 
database information changing, which would also result in a corresponding change to your payment
obligations from Generic to Formulary or Non-Formulary Brand Name.

COINSURANCE AMOUNT.....means the percentage amount paid by you for each Prescription Order 
filled or refilled through a Participating Pharmacy or Non-Participating Pharmacy.

COMPOUND DRUGS.....means those drugs or inert ingredients thathave been measured and mixed 
with UnitedStates FoodandDrug Administration (FDA)-approved pharmaceutical ingredients by
a pharmacist to produce a unique formulation that is Medically Necessary because commercial
products either do not exist ordo not exist in the correct dosage,size, or form.

COPAYMENTAMOUNT.....means thedollaramount paid byyoufor eachPrescription Order filled
or refilled through aParticipating PharmacyorNon-ParticipatingPharmacy.

COVEREDDRUGS.....means any LegendDrug (except insulin, insulin analogs, insulin pens, and
prescriptive andnon-prescriptive oralagents forcontrollingbloodsugarlevels,includingdisposable 
syringes and needles needed for self-administration):

(i) Which is Medically Necessary and is ordered by a Health Care Practitioner naming you as the 
recipient;

(ii) For which awritten orverbal PrescriptionOrder isprovidedbyaHealth CarePractitioner;

(iii) For which aseparatechargeiscustomarilymade;

(iv) Which isnot entirely consumedoradministered at the time andplace that the Prescription
Order is written;

(v) For which theFDA hasgiven approval for at least one indication; and
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(vi) Which is dispensed by a Pharmacy andis received by you while covered under this Benefit 
Section, exceptwhen received fromaProvider’s office, orduring confinementwhileapatient in 
aHospital orother acutecareinstitution or facility (refer to theEXCLUSIONS provision later
in this Benefit Section).

FORMULARY BRAND NAME DRUG.....means a brand name prescription drug product that is 
identifiedontheFormularyDrugListandissubjecttotheFormularyBrandNameDrugpaymentlevel. 

GENERIC DRUG.....means adrugthathas thesameactive ingredient as a Brand Name Drugand
is allowed tobeproducedafterthe Brand Name Drug’spatent hasexpired.

LEGEND DRUGS.....meansdrugs,biologicals, orcompounded prescriptions whicharerequired by law 
tohavealabel stating “Caution — Federal LawProhibits Dispensing Without aPrescription,” andwhich 
are approved by the FDA for a particular useorpurpose.

MAINTENANCE DRUGS.....means drugs prescribed for chronic conditions and are taken ona regular 
basistotreatconditions suchashigh cholesterol, high blood pressure,orasthma.

NATIONAL DRUG CODE (NDC).....means a national classification system for the identification
of drugs.

NON-FORMULARYBRAND NAME DRUG.....means a Brand Name Drugwhichdoes notappear
on theFormularyDrug List and is subject to theNon-Formulary Brand Name Drug payment level.

PHARMACY.....means a state and federally licensed establishment where the practice of pharmacy 
occurs,thatisphysicallyseparateandapartfromanyProvider’soffice,andwhereLegendDrugsand 
devices are dispensed underPrescription Orders to thegeneral publicby a pharmacist licensed to 
dispensesuchdrugs anddevicesunder thelawsof thestateinwhich hepractices.

PRESCRIPTION ORDER.....means a written or verbal order from a Health Care Practitioner to
a pharmacist for a drug to be dispensed. Orders written by a Health Care Practitioner located outside
the United Statestobedispensedin theUnited Statesarenot coveredunder thisBenefit Section.

SPECIALTY DRUGS.....means prescription drugs generally prescribed for use in limited patient 
populationsordiseases.These drugs aretypically injected,butmay also include drugs that arehigh cost 
oralmedications and/orthathavespecial storage requirements. In addition, patientsupport and/or 
education may berequired for thesedrugs. The list of Specialty Drugs issubject tochange.Todetermine 
whichdrugsareSpecialty Drugs,youshouldcontactyourPharmacy.

ABOUT YOUR BENEFITS

Formulary Drug List
Formulary drugs are regulated by the FDA, selected and displayed per your certificate. Some of the 
factors evaluated when certificate’s select the formulary drugs include each drug’s safety, 
effectiveness, cost and how it compares with drugs currently on the formulary.

Most certificates consider drugs that are newly approved by the FDA, as well as those that have 
been on the market for some time. Entire drug classes are also regularly reviewed. Changes to this 
list can be made from time to time.

The Formulary Drug List included is an example list of drugs in each category and class. Issuer 
plans are required to include at least the same number of drugs in each category and class as 
represented in the Formulary Drug List. 
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Prior Authorization/Step Therapy Requirement
When certain medications anddrug classes,suchasmedications usedtotreat rheumatoid arthritis, growth 
hormone deficiency, hepatitis C,andmore serious forms of anemia, hypertension, epilepsy, and psoriasis 
are prescribed, your Physician may be required to obtain authorization for yourmedication to beeligible
for benefits under your Certificate. Medications included in this program are subject to change and
other medications for other conditions may be added to the program. A documented treatmentwitha
generic or brand therapeutic alternative medication may be required for continued coverage of the brand
namemedication.

Dispensing Limits
If aPrescription Order that is not an opioid prescription, iswrittenfor acertain quantity ofmedication
tobe taken inatimeperiod directed by a Health Care Practitioner, coverage will only be provided for a 
clinically appropriate pre-determined maximum quantity of medication for the specified amount of time.
Short-term opioid prescriptions for acute pain will be provided for no more than 7 days. Dispensing limits
are based upon FDA dosing recommendations and nationally recognized clinical guidelines.

COVERED SERVICES
BenefitsforMedicallyNecessaryCoveredDrugs prescribedtotreatyouforachronic, disabling, orlife-
threatening illness areavailable if thedrug:

1. Has beenapproved bytheFDA for at leastone indication; and

2. Is recognized by the following for treatment of the indication for which the drug is prescribed:

a. a prescription drug reference compendium approved by the Department of Insurance, or

b. substantially accepted peer-reviewed medical literature.
Asnew drugs areapproved bytheFDA, such drugs, unless the intended useisspecifically excludedin this 
Benefit Section, are eligible for benefits. Some equivalent drugs are manufactured under multiple brand 
names.

Injectable Drugs
Benefits are available for Medically Necessary injectable drugs whichare self-administered that require
a written prescription by federal law. Benefits will not be provided for any self-administered drugs
dispensed byaPhysician.

Immunosuppressant Drugs
Benefits are available for MedicallyNecessary immunosuppressant drugs with a writtenprescription after 
an approved Human Organ Transplant.

Fertility Drugs
Benefitsareavailable for Medically Necessary fertility drugs in connection with the diagnosis and/or 
treatmentof infertility withawritten prescription.

Diabetic Supplies for Treatment of Diabetes
Benefits are available for Medically Necessary items of diabetic supplies for which a Health Care 
Practitioner haswritten anorder. Suchdiabetessupplies shall include, but arenot limitedto, thefollowing:

x Test strips specified for usewithacorresponding blood glucose

monitor S Glucose testsolutions

S Glucagon

S Glucose tablets

x Lancets and lancet devices

x Visual reading strips and urine testing strips and tablets which test for glucose, ketones, and 
protein

x Insulin and insulin analog preparations
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x Injection aids, including devices used to assist with insulin injection and needleless systems

x Insulin syringes

x Prescriptive and non-prescriptive oral agents for controlling blood sugar levels

x Glucagon emergency kits

Vaccinations
Benefits for vaccinations that areconsideredpreventive careserviceswill notbe subject toany deductible, 
Coinsurance, Copayment or dollar maximum when such services are received in compliance with your 
certificate. 

Self-Administered Cancer Medications
Benefits will be provided for self-administered cancer medications, including pain medication.

BreastCancer Pain Medication and Therapy — Benefits will beprovided for all Medically Necessary 
pain medication related to the treatment of breastcancer. Benefits will alsobeprovided for all Medically 
Necessarypaintherapyrelatedtothetreatmentofbreastcancerunder thePHYSICIANBENEFIT 
SECTIONofthispolicy.

Cancer Medications
Benefits will beprovided fororallyadministered cancermedications, intravenously administered cancer 
medicationsor injected cancermedications that areusedtokill orslow thegrowth ofcancerouscells. Your 
CopaymentAmountorCoinsuranceAmountordeductiblewill notapplytoorallyadministeredcancer 
medications.

Opioids
Benefits will be provided for at least one intranasal opioid reversal agent prescription for initial prescriptions of 
opioids with dosages of 50 MME or higher.

Acute and Chronic Pain
Benefits will be provided for topical anti-inflammatory medication including, but not limited to, Ketoprofen, 
Diclofenac, or another brand equivalent approved by the FDA for acute and chronic pain.
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PRESCRIPTION DRUG EXCLUSIONS

For purposes of this Benefit Section only, the following exclusions shall apply:

1. Drugs whichdonotby lawrequire aPrescription Order fromaProvider orHealth CarePractitioner 
(except insulin, insulin analogs, insulin pens, and prescriptive and non-prescriptive oral agents for 
controlling blood sugar levels,); and drugs or covered devices for which no valid Prescription Order is 
obtained.

2. Devices or durable medical equipment of any type (even though such devices may require a 
Prescription Order,)suchas, but not limited to, malecontraceptive devices, therapeutic devices, 
artificial appliances, or similar devices (except disposable hypodermic needles and syringes for self-
administered injections and those devices listed as diabetes supplies).

3. Administration or injection of anydrugs.

4. Vitamins (except those vitamins whichby law require a Prescription Order and for which there is no
non-prescription alternative).

5. Drugs dispensed in a Physician’s or Health CarePractitioner’s office or during confinement while as a
patient in a Hospital, or other acute care institution or facility, including take-home drugs or samples; 
anddrugs dispensedbyanursing home orcustodial orchronic careinstitutionorfacility.

6. Covered Drugs, devices, or other Pharmacy services or supplies provided or available in connection 
with an occupational sickness or an injury sustained in the scope of and in the course of employment 
whether or not benefits are, or could upon proper claim be, provided under the Workers’ 
Compensation law.

7. Any special servicesprovided bythe Pharmacy, including but not limitedto, counseling anddelivery.

8. Drugs which arerepackagedbyacompany other than theoriginal manufacturer.

9. Drugs dispensed in quantities in excess of the day supply amounts stipulated in this Benefit Section, 
certain Covered Drugs exceeding the clinically appropriate predetermined quantity, or refills of any 
prescriptions in excess of the number of refills specified by the Physician or Health Care Practitioner 
or by law, or any drugs or medicines dispensed more than one year following the Prescription Order 
date.

10. LegendDrugswhicharenotapprovedbytheFDAforaparticular useorpurposeorwhen usedfora
purpose other than the purpose for which the FDA approval is given, except for the treatment of 
certain types of cancer when a particular legend drug hasbeen shown to be effective for the treatment 
of thatspecific typeof cancer even though that legend drughas not been approved for that typeof 
cancer. The drug musthave been shownto be effectivefor the treatment of that particular cancer 
according to the Federal Secretary of Health and Human Services.

11. Fluids, solutions, nutrients, or medications (including all additives and Chemotherapy) usedor 
intended to be used by intravenous or gastrointestinal (enteral) infusion or by intravenous, 
intramuscular (in themuscle), intrathecal (in the spine), or intraarticular (in the joint) injection in the 
home setting, except asspecifically mentioned in this Certificate. NOTE:This exception does not 
apply to dietaryformula necessary for the treatment of phenylketonuria (PKU) or otherheritable 
diseases.

12. Drugsprescribed anddispensed for the treatment of obesity or for use in any program of weight 
reduction, weight loss,ordietary control.

13. Drugs, thattheuseor intended useof whichwouldbeillegal, unethical, imprudent, abusive,ornot 
MedicallyNecessary.

14. Drugsobtainedbyunauthorized, fraudulent, abusive,orimproper useof theidentification card.

15. Drugs used or intended to be used in the treatment of a condition, sickness, disease, injury, or bodily 
malfunction which is not covered under your employer’s group health care plan, or for which benefits 
have been exhausted.
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16. Rogaine, minoxidil, or any other drugs, medications, solutions, or preparations used or intended for 
use in the treatment of hair loss, hair thinning, or any related condition, whether to facilitate or 
promote hair growth, to replace lost hair, or otherwise.

17. Cosmetic drugs used primarily to enhance appearance, including, but not limited to, correction of skin 
wrinkles andskinaging.

18. Prescription Orders for which there is anover-the-counter product available with thesame active 
ingredient(s) inthesamestrength.

19. Athletic performance enhancement drugs.

20. Drugs to treat sexual dysfunction, including, but not limited to, sildenafil citrate (Viagra), 
phentolamine (Regitine), alprostadil (Prostin, Edex, Caverject), and apomorphine in oral and topical 
form, except whenused to treatMedicallyNecessary Covered Services resulting from anorganic 
diseaseor illness, injury orcongenital defect.

21. Some equivalent drugs manufactured under multiple brand names.XXXXXXXXXX may limit benefits
toonlyoneof the brand equivalents available. Compound Drugs

22. Medications in depot or longacting formulations thatare intended for use longer than the covered 
days’supply amount.

ALL OTHER EXCLUSIONS—WHAT IS NOT COVERED

Expenses for the following are not covered under your benefit program:

— Hospitalization, orhealth care servicesand supplieswhich are not Medically Necessary.

No benefits will be provided for services which are not Medically Necessary as defined by this 
Certificate.

— Services orsupplies that arenot specifically mentioned in this Certificate.

— Services orsupplies for any illness or injury arising outof or in the course of employment for which 
benefits are available under anyWorkers’ Compensation Law or other similar lawswhether or not 
you make a claim for such compensation or receive such benefits. However, this exclusion shall not 
apply if youare a corporate officerof any domestic orforeign corporation and areemployed bythe 
corporation and elect to withdraw yourself from the operation of the Illinois Workers’ Compensation 
Act according to the provisions of the Act.

— Services or supplies thatare furnished to youby the local,state or federal government and for any 
services or supplies to the extent payment or benefits are provided or available from the local, state or 
federal government (for example, Medicare) whether or not that payment or benefits are received, 
except however, this exclusion shall not be applicable to medical assistance benefits under Article V
orVI of the Illinois Public Aid Code (305 ILCS5/5-1 et seq.or5/6-1 et seq.)or similar legislationof 
anystate, benefits provided in compliance with the TaxEquityand Fiscal Responsibility Act or as 
otherwise provided by law.

— Services and supplies for any illness or injury occurring on or after your Coverage Date as a result of 
waroranactofwar.

— Servicesorsupplies thatdonotmeetacceptedstandardsofmedicaland/ordentalpractice.

— Investigational ServicesandSupplies andall related services andsupplies, except asmay beprovided 
under this Certificate for a) thecostof routine patient care associatedwith Investigational cancer 
treatment if you area qualified individual participating in a qualified clinical cancer trial, if those 
services or supplies would otherwise be covered under your Certificate if not provided in connection 
with a qualified clinical cancer trial program and b) applied behavior analysis used for the treatment 
of Autism Spectrum Disorder(s).

— Custodial CareService.

— Long Term Care Service.

— Respite Care Service, except as specifically mentioned under the Hospice Care Program.

— Inpatient Private Duty Nursing Service.



35

IL-G-P(H)-OF

— Servicesorsupplies received duringanInpatient staywhen thestay issolelyrelated tobehavioral, 
social maladjustment, lack of discipline or other antisocial actions which are not specifically the result 
of Mental Illness. Thisdoes not include servicesorsupplies provided for the treatment of aninjury 
resulting from an act of domestic violence or a medical condition (including both physical and mental 
health conditions).

— Cosmetic Surgery and related services and supplies, except for the correction of congenital 
deformitiesorforconditionsresultingfromaccidental injuries, scars,tumorsordiseases.

— Services or supplies for which you are not required to make payment or would have no legal 
obligationtopayif youdidnot havethisorsimilarcoverage.

— Charges for failure tokeep ascheduled visit orcharges for completion ofaClaim form.

— Personal hygiene, comfort or convenience items commonly used for other than medical purposes, 
suchasairconditioners,humidifiers, physical fitnessequipment, televisionsandtelephones.

— Special braces, specialized equipment, appliances, ambulatory apparatus, except as specifically 
mentioned in this Certificate.

— Blood derivatives which arenot classified asdrugs in theofficial formularies.

— Eyeglasses, contact lenses or cataract lenses and the examination for prescribing or fitting of glasses 
or contact lenses or for determining the refractive state of the eye, except for Pediatric Vision and as 
specifically mentioned in thisCertificate.

— Treatment of flat footconditions andtheprescriptionofsupportive devicesfor suchconditions and 
the treatment of subluxations of the foot.

— Routine foot care, except for persons diagnosed with diabetes.

— Immunizations, unless otherwise specified in this Certificate.

— Maintenance OccupationalTherapy, Maintenance Physical Therapy and Maintenance Speech 
Therapy, except asspecificallymentioned inthisCertificate.

— MaintenanceCare.

— Speech Therapy when rendered for the treatment of psychosocial speechdelay, behavioral problems 
(including impulsive behavior and impulsivity syndrome), attention disorder, conceptual handicap or 
mental retardation,except asmaybeprovided underthis Certificate forAutism SpectrumDisorder(s).

— Habilitative Services that aresolely educational in nature or otherwise paid under StateorFederal law 
forpurely educational services, exceptasthey relate toAutism SpectrumDisorder(s).

— Hearing aids, except for hearing aidsfor childrenor bone anchored hearing aids(osseointegrated 
auditory implants),examinations for the prescription or fitting of hearing aids, unless otherwise 
specified in this Certificate.

— Services andsupplies to the extent benefits areduplicated becausethespouse,parent and/or childare 
employeesof theGroup andeachiscoveredseparatelyunderthisCertificate.

— Diagnostic Service as part of premarital examinations, determination of the refractive errors of the 
eyes,auditory problems, surveys, case finding, researchstudies,screening, orsimilarprocedures and 
studies,ortestswhich areInvestigational unlessotherwise specified inthisCertificate.

— Residential Treatment Centers,except for Inpatient SubstanceUseDisorder Rehabilitation Treatment 
orInpatientMental Illness and asspecificallymentioned under this Certificate

— Procurement or use of prosthetic devices, special appliances andsurgical implants which arefor 
cosmetic purposes, the comfortandconvenience of thepatient, or unrelated to the treatment of a
disease or injury.

— Wigs (alsoreferredtoascranialprostheses),unlessotherwise specified inthisCertificate.

— Services and supplies rendered or provided for human organ or tissue transplants other than those 
specifically named in thisCertificate.

— Abortions, including related services and supplies, except when the life of the motherwould be
endangered if the fetus were carried to term,orwhen thepregnancy is the result of anactof rapeor 
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incest.

— Repair and replacement for appliances and/or devices due to misuse or loss, except as specifically 
mentioned in this Certificate.

— Acupuncture, whetherformedicaloranesthesiapurposes.

***Stand-alone pediatric dental remains identical to prior years’ submissions, titled 
“DentaQuest of Illinois, LLC” (aka AllKids Pediatric Dental)***
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