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Notice: Your Rights and Protections Against Surprise
Medical Bills

When You get emergency care or are treated by an out-of-network Provider at
an in-network Hospital or Ambulatory Surgical Center, You are protected from
balance billing. In these cases, You shouldn't be charged more than Your
plan's Copayments, Coinsurance and/or Deductible.

WHAT IS "BALANCE BILLING" (SOMETIMES CALLED "SURPRISE
BILLING")?

When You see a doctor or other health care Provider, You may owe certain out-of-
pocket costs, like a Copayment, Coinsurance, or Deductible. You may have additional
costs or have to pay the entire bill if You see a Provider or visit a health care facility that
isn't in Your health plan's network.

"Out-of-network" as used in this Notice, means Providers and facilities that haven't
signed a contract with Your health plan to provide services. Out-of-network Providers
may be allowed to bill You for the difference between what Your plan pays and the full
amount charged for a service. This is called "balance billing." This amount is likely
more than in-network costs for the same service and might not count toward Your plan's
Deductible or annual out-of-pocket limit.

"Surprise billing" is an unexpected balance bill. This can happen when You can't control
who is involved in Your care - like when You have an emergency or when You schedule
a visit at an in-network facility but are unexpectedly treated by an out-of-network
Provider. Surprise medical bills could cost thousands of dollars depending on the
procedure or service.

YOU ARE PROTECTED FROM BALANCE BILLING FOR:

Emergency services

If You have an Emergency Medical Condition and get emergency services from an out-
of-network Provider or facility, the most they can bill You is Your plan's in-network cost-
sharing amount (such as Copayments, Coinsurance, and Deductibles). You can't be
balance billed for these emergency services. This includes services You may get after
You're in stable condition, unless You give written consent and give up Your protections
not to be balanced billed for these post-stabilization services.

Certain services at an in-network Hospital or Ambulatory Surgical Center

When You get services from an in-network Hospital or Ambulatory Surgical Center,
certain Providers there may be out-of-network. In these cases, the most those
Providers may bill You is Your plan's in-network cost-sharing amount. This applies to
emergency medicine, anesthesia, pathology, radiology, laboratory, neonatology,
assistant surgeon, hospitalist, or intensivist services. These Providers can't balance bill
You and may not ask You to give up Your protections not to be balance billed.

If You get other types of services at these in-network facilities, out-of-network Providers
can't balance bill You, unless You give written consent and give up Your protections.
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You're never required to give up Your protections from balance billing. You also
aren't required to get care out-of-network. You can choose a Provider or facility
in Your plan's network.

WHEN BALANCE BILLING ISN'T ALLOWED, YOU ALSO HAVE THESE

PROTECTIONS:

e You are only responsible for paying Your share of the cost (like the Copayments,
Coinsurance, and Deductibles that You would pay if the Provider or facility was in-
network). Your health plan will pay any additional costs to out-of-network Providers
and facilities directly.

e Generally, Your health plan must:

- Cover emergency services without requiring You to get approval for services in
advance (also known as "prior authorization").

- Cover emergency services by out-of-network Providers.

- Base what You owe the Provider or facility (cost-sharing) on what it would pay an
in-network Provider or facility and show that amount in Your explanation of
benefits.

- Count any amount You pay for emergency services or out-of-network services
toward Your in-network Deductible and out-of-pocket limit.

If You believe You've been wrongly billed by Us, contact the Oregon Division of
Financial Regulation by:

e calling the Consumer Hotline at 1 (888) 877-4894;

e e-mail at: DFR.InsuranceHelp@dcbs.oregon.gov; or

o filing a complaint at: https://dfr.oregon.gov/help/complaints-licenses/Pages/file-
complaint.aspx.

If You believe You've been wrongly billed by a Provider, contact
www.cms.gov/nosurprises/consumers or call the No Surprises Help Desk at 1 (800)
985-3059.

Visit www.cms.gov/nosurprises/consumers for more information about Your rights
under federal law.
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NONDISCRIMINATION NOTICE

Regence complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. Regence does not exclude people or
treat them less favorably because of race, color, national origin, age, disability, or sex.

Regence:

Provides people with disabilities reasonable modifications and free appropriate
auxiliary aids and services to communicate effectively with us, such as:

e Qualified sign language interpreters

e Written information in other formats (large print, audio, accessible electronic formats, other

formats).

Provides free language assistance services to people whose primary language is not

English, which may include:
¢ Qualified interpreters
¢ Information written in other languages.

If you need reasonable modifications,
appropriate auxiliary aids and services, or
language assistance services, contact the
Civil Rights Coordinator.

If you believe that Regence has failed to
provide these services or discriminated in
another way on the basis of race, color,
national origin, age, disability, or sex, you
can file a grievance. You can file a

grievance in person or by mail, fax, or email.

If you need help filing a grievance, the Civil
Rights Coordinator is available to help you.

Customer Service

Civil Rights Coordinator

PO Box 1106

Lewiston, ID 83501-1106

Phone: 1-888-344-6347, (TTY: 711)
Fax: 1-888-309-8784

Email: CS@regence.com

Medicare Customer Service
Phone: 1-800-541-8981 (TTY: 711)
Email: medicareappeals@regence.com

VSP Customer Service

Phone: 1-844-299-3041
TTY: 1-800-428-4833
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You can also file a civil rights complaint with the
U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the
Office for Civil Rights Complaint Portal, available
at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or
by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.


mailto:CS@regence.com
mailto:medicareappeals@regence.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

Language assistance
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Introduction

This Booklet provides the written description of the terms and benefits of coverage
available under the Plan. All covered benefits are subject to the terms, conditions,
exclusions, and limitations in this Booklet. The administrative services contract between
Your employer and Regence BlueCross BlueShield of Oregon (called the "Agreement")
contains all the terms of coverage. Your employer has a copy.

This Booklet describes benefits effective July 1, 2025, or the date Your coverage
became effective. This Booklet replaces any plan description, Booklet or certificate
previously issued by Regence BlueCross BlueShield of Oregon and makes it void. The
“identification card" issued to You includes Your name and Your identification number
for this coverage. Present Your identification card to Your Provider before receiving
care.

In this Booklet, the term "Claims Administrator” refers to Regence BlueCross BlueShield
of Oregon and the term "Plan Sponsor" means the association through which Your
employer has made arrangements for its employees to participate under this coverage.
References to "You" and "Your" refer to the Participant and/or Beneficiaries. Other
terms are defined in the Definitions Section or where they are first used and are
designated by the first letter being capitalized.

EMPLOYER PAID BENEFITS

This self-funded group health plan (hereafter referred to as "Plan") is an employer-paid
benefits plan administered by the Claims Administrator. The Claims Administrator
provides administrative claims payment services only and does not assume any
financial risk or obligation with respect to claims. This means that the Plan Sponsor, not
Regence BlueCross BlueShield of Oregon, pays for Your covered medical services and
supplies. Your claims will be paid only after the Plan Sponsor provides the Claims
Administrator with the funds to pay Your benefits and pay all other charges due under
the Plan.

Mental Health Parity and Addiction Equity Act of 2008
This coverage complies with the Mental Health Parity and Addiction Equity Act of 2008.

Risk-Sharing Arrangements with Providers

This Plan includes "risk-sharing" arrangements with Providers who provide services to
the Claimants of this Plan. Under a risk-sharing arrangement, the Providers that are
responsible for delivering health care services are subject to some financial risk or
reward for the services they deliver. Additional information on the Claims
Administrator's risk-sharing arrangements is available upon request by calling Customer
Service at the number listed below.

Notice of Privacy Practices
Regence BlueCross BlueShield of Oregon has a Notice of Privacy Practices that is
available by calling Customer Service or visiting the website listed below.

CONTACT INFORMATION
Customer Service: 1 (866) 240-9580
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(TTY: 711)

Phone lines are open Monday — Friday 5 a.m. — 8 p.m. and Saturday 8 a.m. — 4:30 p.m.,
Pacific Time.

Contact Customer Service:

e if You have questions;

e if You would like to learn more about Your coverage;

e if You would like to request written or electronic information regarding any other plan
that the Claims Administrator offers;

e to talk with one of the Claims Administrator's Customer Service representatives;

¢ via the Claims Administrator's website, regence.com, to submit a claim online or
chat live with a Customer Service representative;

e to request a copy of Your identification card (or print a copy via the Claims
Administrator's website); or

e for assistance in a language other than English.

Case Management: Case managers assess Your needs, develop plans, coordinate
resources and negotiate with Providers. For additional information, refer to the Medical
Benefits Section or call Case Management at 1 (866) 543-5765.

BlueCard® Program: This unique program enables You to access Hospitals and
Physicians when traveling outside the four-state area Regence BlueCross BlueShield of
Oregon serves (Idaho, Oregon, Utah and Washington), as well as receive care in 200
countries around the world. Call Customer Service to learn how to have access to care
through the BlueCard Program.
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Using Your Booklet

ACCESSING PROVIDERS

You are not restricted in Your choice of Provider for care or treatment of an lliness or
Injury. All Claimants must select a primary physician or practitioner. If a primary
physician or practitioner is not selected within 90 days one will be assigned by Us.
Contact Customer Service for further information and guidance. You control Your out-
of-pocket expenses by choosing between "In-Network™ and "Out-of-Network™ Providers.

e In-Network. Choosing In-Network Providers saves You the most in Your out-of-
pocket expenses. In-Network Providers will not bill You for balances beyond any
Deductible, Copayment and/or Coinsurance for Covered Services.

e Out-of-Network. Choosing Out-of-Network Providers means Your out-of-pocket
expenses will be higher than choosing an In-Network Provider. An Out-of-Network
Provider may bill You for balances beyond any Deductible, Copayment and/or
Coinsurance. This is referred to as balance billing.

For each benefit, the Provider You may choose and Your payment amount for each
Provider option is indicated. See the Definitions Section for a complete description of
In-Network and Out-of-Network. You can go to regence.com for further Provider
network information.

SERVICES RECEIVED FROM AN OREGON OUT-OF-NETWORK PROVIDER IN AN
IN-NETWORK HEALTHCARE FACILITY

Regardless of any provision to the contrary, if You receive services from an Oregon
licensed or certified Out-of-Network Provider at an In-Network Hospital, Ambulatory
Surgical Center, freestanding birthing center, or outpatient renal dialysis center, You
may not be responsible for their charges in excess of any In-Network cost-share for:

e emergency services; or

e other inpatient or outpatient services, unless the Out-of-Network Provider obtained
Your informed consent in advance of the services in a manner established by the
state.

This does not apply to:

e a residential facility licensed by the Department of Human Services or the Oregon
Health Authority under Oregon law;

e an establishment furnishing primarily domiciliary care as described under Oregon
law;

e a residential facility licensed or approved under the rules of the Department of
Corrections;

o facilities established through the Oregon Health Authority for the treatment of
substance use disorders;

e community mental health programs or community developmental disabilities
programs established under Oregon law; or

e along-term care facility.
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ADDITIONAL ADVANTAGES OF PARTICIPATION

The Claims Administrator provides access to discounts on select items and services,
personalized health care planning information, health-related events and innovative
health-decision tools, as well as a team dedicated to Your personal health care needs.
You also have access to the Claims Administrator's website and mobile application to
help You navigate Your way through health care decisions. For access, You just set up
Your free account once and it is always up to You whether to participate. THESE
SERVICES ARE VOLUNTARY, NOT INSURANCE AND ARE OFFERED IN
ADDITION TO THE BENEFITS IN YOUR BOOKLET. Additional information about
some programs and services can be found in the Value-Added Services Appendix at
the end of the Booklet.

e Go toregence.com or the Claims Administrator's mobile application. You can
use the Claims Administrator's secure applications to:

- view recent claims, benefits and coverage,;

- find a contracting Provider or identify Participating Pharmacies;

- use tools to estimate upcoming health care costs and otherwise help You
manage health care expenses;

- get suggestions to improve or maintain wellness and participate in self-guided
motivational online wellness programs;

- learn about prescriptions for various llinesses; and

- access information about Regence Advantages. Regence Advantages is a
discount program that gives You access to savings on a variety of health-related
products and services. The Claims Administrator has contracted with several
program partners, listed on the secure applications, to offer discounts on their
products and services, such as hearing care, health and wellness products and
vision care.*

*NOTE: If You choose to access these discounts, You may receive savings on an item
or service that is covered by this Plan, that also may create savings or administrative
fees for the Claims Administrator. ANY SUCH DISCOUNTS OR COUPONS ARE
COMPLEMENTS TO THE PLAN, BUT ARE NOT INSURANCE.
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Understanding Your Benefits

This section provides information to help You understand the terms Maximum Benefits,
Deductibles (if any), Copayments, Coinsurance and Out-of-Pocket Maximum. These
terms are types of cost-sharing specific to Your benefits. You will need to refer to the
Medical Benefits and Prescription Medications Sections to see what Your benefits are.

MAXIMUM BENEFITS

Some Covered Services may have a specific Maximum Benefit. Those Covered
Services will be provided until the specified Maximum Benefit (which may be a number
of days, visits, services, supplies, dollar amount or specified time period) has been
reached. Refer to the Medical Benefits Section to determine if a Covered Service has a
specific Maximum Benefit.

You will be responsible for the total billed charges for Covered Services that are in
excess of any Maximum Benefits. You will also be responsible for charges for any other
services or supplies not covered by this Plan, regardless of the Provider rendering such
services or supplies.

DEDUCTIBLES

The Deductible is the amount You must pay each Calendar Year before the Plan will
provide payments for Covered Services. Only Allowed Amounts for Covered Services
are applied to satisfy the Deductible. There is an individual Deductible amount and a
Family Deductible amount.

The Family Deductible is satisfied when any combination of Family members' payments
toward each of their individual Deductibles total the Family Deductible amount. No one
Family member may contribute more than their individual Deductible amount toward the
Family Deductible in a Calendar Year. A Family member does not have to satisfy their

individual Deductible if the Family Deductible has already been satisfied.

The Plan does not pay for services applied toward the Deductible. Refer to the benefit
sections to see what Covered Services are subject to the Deductible. Any amounts You
pay for non-Covered Services, Copayments or amounts in excess of the Allowed
Amount do not apply toward the Deductible.

COPAYMENTS

Copayments are a specific dollar amount that You pay directly to the Provider at the
time You receive a specified service. A Provider may or may not request any applicable
Copayment at the time of service. Refer to the benefit sections to see what Covered
Services are subject to a Copayment.

COINSURANCE (PERCENTAGE YOU PAY)

Your Coinsurance is the percentage You pay when the Plan's payment is less than 100
percent. The Coinsurance varies, depending on the service or supply You received and
who rendered it. Your Coinsurance applies once You have satisfied the Deductible
and/or any applicable Copayment for Covered Services up to any Maximum Benefit.
Your Coinsurance will be based upon the lesser of either the billed charges or the
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Allowed Amount. The Plan does not reimburse Providers for charges above the
Allowed Amount.

OUT-OF-POCKET MAXIMUM

The Out-of-Pocket Maximum is the most You could pay in a Calendar Year for Covered
Services. Your payments of any Deductible, Copayments and/or Coinsurance apply to
the Out-of-Pocket Maximum, unless specified otherwise. There is an individual Out-of-
Pocket Maximum amount and a Family Out-of-Pocket Maximum amount for In-Network
benefits and also for Out-of-Network benefits.

The Family Out-of-Pocket Maximum is satisfied when any combination of Family
members' payments of their cost-shares for Covered Services total the Family Out-of-
Pocket Maximum. No one Family member may contribute more than their individual
Out-of-Pocket Maximum amount toward the Family Out-of-Pocket Maximum in a
Calendar Year. A Family member does not have to satisfy their individual Out-of-
Pocket Maximum if the Family Out-of-Pocket Maximum has already been satisfied.

A Claimant's payment of any Deductible, Copayment and/or Coinsurance for
ambulance, blood bank, emergency room services and Prescription Medications will
apply toward the In-Network Out-of-Pocket Maximum amount. Additionally, services
provided by a Provider that has an effective participating contract with the Claims
Administrator but is not designated as an In-Network Provider (as further defined in the
Definitions Section) will apply to the In-Network Out-of-Pocket Maximum amount. Any
amounts You pay for non-Covered Services or amounts in excess of the Allowed
Amount do not apply toward the Out-of-Pocket Maximum. In addition, the difference in
cost between a Brand-Name Medication and its generic equivalent (or a Specialty
Medication and its Specialty Biosimilar Medication) does not apply toward the Out-of-
Pocket Maximum. Any reduction in Your cost-sharing for Prescription Medications
resulting from the use of any discount or a drug manufacturer coupon will apply toward
the Out-of-Pocket Maximum. You will continue to be responsible for amounts that do
not apply toward the Out-of-Pocket Maximum, even after You reach the Out-of-Pocket
Maximum.

Once You reach the Out-of-Pocket Maximum, benefits subject to the Out-of-Pocket
Maximum will be paid at 100 percent of the Allowed Amount for the remainder of the
Calendar Year. The Coinsurance does not change to a higher payment level or apply to
the Out-of-Pocket Maximum for some benefits. Refer to the benefit sections to
determine if a Covered Service does not apply to the Out-of-Pocket Maximum.

HOW CALENDAR YEAR BENEFITS RENEW

The Deductible, Out-of-Pocket Maximum and Maximum Benefits are calculated on a
Calendar Year basis. Each January 1, those Calendar Year maximums begin again.
Some benefits have a separate Maximum Benefit based upon a Claimant's Lifetime and
do not renew every Calendar Year.

The Agreement is renewed each Plan Year. A Plan Year is the 12-month period
following either the Agreement'’s original Effective Date or subsequent renewal date. A
Plan Year may or may not be the same as a Calendar Year. If the Agreement renews
on a day other than January 1 of any year, any Deductible or Out-of-Pocket Maximum
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amounts You satisfied before the Agreement's renewal date will carry over into the next
Plan Year. If the Deductible and/or Out-of-Pocket Maximum amounts increase during
the Calendar Year, You will need to meet the new requirement minus any amount
already satisfied from the previous Agreement during that same Calendar Year.
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Medical Benefits

This section explains Your benefits and cost-sharing responsibilities for Covered
Services. Referrals are not required before You can use any of the benefits of this
coverage. All benefits are listed alphabetically, with the exception of Upfront Benefits,
Preventive Care and Immunizations, Office or Urgent Care Visits and Other
Professional Services.

Medical services and supplies must be Medically Necessary for the treatment of an
lliness or Injury (except for any covered preventive care) and received from a Provider
practicing within the scope of their license. All covered benefits are subject to the
limitations, exclusions and provisions of this Plan. In some cases, the Plan may limit
benefits or coverage to a less costly and Medically Necessary alternative item. A
Health Intervention may be medically indicated or otherwise be Medically Necessary,
yet not be a Covered Service. See the Definitions Section for descriptions of Medically
Necessary and the types of Providers who deliver Covered Services.

If benefits change while You are in the Hospital (or any other facility as an inpatient),
coverage will be provided based upon the benefit in effect when the stay began.

Reimbursement may be available when You purchase new medical supplies, equipment
and devices from a Provider or from an approved Commercial Seller. New medical
supplies, equipment and devices purchased through an approved Commercial Seller
are covered at the In-Network benefit level, with reimbursement based on the lesser of
either the amount paid to an In-Network Provider for that item or the retail market value
for that item. To learn more about how to access reimbursable new retail medical
supplies, equipment and devices, visit the Claims Administrator's website or contact
Customer Service.

NOTE: If You choose to access new medical supplies, equipment and devices through
the Claims Administrator's website, the Claims Administrator may receive administrative
fees or similar compensation from the Commercial Seller and/or You may receive
discounts or coupons for Your purchases. ANY SUCH DISCOUNTS OR COUPONS
ARE A COMPLEMENT TO THE PLAN, BUT ARE NOT INSURANCE.

CASE MANAGEMENT

Case management is a program designed to provide early detection and intervention in
cases of serious lliness or Injury that have the potential for continuing major or complex
care. Case managers are experienced, licensed health care professionals. They will
provide information, support and guidance and will work with Your Physicians or other
health care professionals in supporting Your treatment plan and proposing alternative
benefits.

PRIOR AUTHORIZATION

Prior authorization refers to the process by which the Claims Administrator determines
that a proposed service or supply is Medically Necessary and provides approval for it
before it is rendered.

OO0125BKCLAIHS
OREGON FIRE CHIEFS ASSOCIATION, 800000038, 1500, 25, RX3, CY4, EFF DATE
070125



Prior authorization is performed to ensure that the medical services You receive are
aligned with evidence-based criteria and to determine whether the requested service
meets the Claims Administrator's Medical Necessity criteria. Prior authorization also
ensures that services or supplies You receive are safe, effective and appropriate.

Contracted Providers

Contracted Providers may be required to obtain prior authorization in advance for
certain services provided to You. You will not be penalized if the contracted Provider
does not obtain those approvals in advance and the service is determined to be not
covered in this Booklet.

Non-Contracted Providers

Non-contracted Providers are not required to obtain prior authorization of any service or
supply in order to be eligible for coverage of that service or supply. A claim for a non-
contracted Provider's service or supply that is otherwise covered under the Plan will not
be denied solely for lack of prior authorization. Benefits will be paid for services and
supplies covered under the Plan only if all terms and conditions of the Plan are met,
including (unless specified to the contrary) Medical Necessity. You may request that a
non-contracted Provider prior authorize services on Your behalf to determine Medical
Necessity prior to receiving those services.

Services Requiring Prior Authorization

A comprehensive list of services and supplies that must be prior authorized may be
obtained by visiting the Claims Administrator's website or contacting Customer Service.
Prior authorization requests should be submitted by Your Provider following the
instructions on the Claims Administrator's website.

Prior authorization is not required for Emergency Room services or other services and
supplies which by law do not require prior authorization.

Time Frame for Response

You will be notified in writing within two business days after the Claims Administrator
receives the prior authorization request to let You know whether the request has been
approved, denied, or if more information is needed to make a determination. When
more information is needed to make a determination, the Claims Administrator will notify
You in writing of the determination within two business days after the Claims
Administrator receives the additional information or within 15 calendar days of the
original two business days if no additional information is received unless a longer time
period to respond is allowed under federal law.

If a service or supply (from a contracted or non-contracted Provider) is prior authorized,
the Plan is bound to cover it as follows:

e If Your coverage terminates within five business days of the prior authorization date,
the Plan will cover the prior authorized service or supply if the service or supply is
actually incurred within those five business days regardless of the termination date
unless the Claims Administrator is aware the coverage is about to terminate and the
Claims Administrator discloses this information in its written prior authorization. In
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that case, the Plan will only cover the prior authorized service or supply if incurred
before termination.

e If Your coverage terminates later than five business days after the prior authorization
date, but before the end of 30 calendar days, the Plan will not cover services
incurred after termination even if the services were prior authorized.

e If coverage remains in effect for at least 30 calendar days after the prior
authorization, the Plan will cover the prior authorized service or supply if incurred
within the 30 calendar days.

When counting the days described above, day one will begin on the calendar or
business day after the Claims Administrator prior authorizes the service or supply.

PREVENTIVE VERSUS DIAGNOSTIC SERVICES

Covered Services may be either preventive or diagnostic. "Preventive" care is intended
to prevent an lliness, Injury or to detect problems before symptoms are noticed.
"Diagnostic" care treats, investigates or diagnoses a condition by evaluating new
symptoms, following up on abnormal test results or monitoring existing problems.

Your Provider's classification of the service as either preventive or diagnostic and any
other terms in this Booklet will determine the benefit that applies. For example,
colonoscopies and mammograms are covered in the Preventive Care and
Immunizations benefit if Your Provider bills them as preventive and they fall within the
recommendations identified in that benefit. Otherwise, colonoscopies and
mammograms are covered the same as any other lliness or Injury. You may want to
ask Your Provider why a Covered Service is ordered or requested.

CALENDAR YEAR DEDUCTIBLES
Per Claimant: $1,500
Per Family: $4,500

CALENDAR YEAR OUT-OF-POCKET MAXIMUM
In-Network

Per Claimant: $4,500

Per Family: $9,000

Out-of-Network
Per Claimant: $5,000
Per Family: $10,000
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UPFRONT BENEFITS
Three Upfront Primary Care Visits

Provider: In-Network Provider: Out-of-Network
Primary Care Payment: You pay $5 Payment: Not applicable.
Copayment per visit.
Behavioral Payment: You pay $5 Payment: Not applicable.
Health Office or | Copayment per visit.
Psychotherapy
Virtual Care Payment: No charge. Payment: Not applicable.
Telehealth and
Store and
Forward
Virtual Care
Vendor

Limit: first three combined Upfront Primary Care visits per Claimant per Calendar
Year. Once this limit is reached, any additional visits are covered elsewhere in the
Medical Benefits Section based upon service type. For purposes of this benefit
"Primary Care" means in-person office visits, outpatient behavioral health office or
psychotherapy, virtual care telehealth and store and forward or virtual care vendor
services.

Upfront Benefits for Your first three Primary Care visits per Calendar Year for the
purpose of promoting or maintaining behavioral and physical health and wellness, and
diagnosis, treatment, or management of acute or chronic conditions caused by disease,
injury or illness are covered.

PREVENTIVE CARE AND IMMUNIZATIONS

In addition to Covered Services for Preventive Care and Immunizations by an In-
Network Provider, Covered Services for Preventive Care and Immunizations provided
by a Provider that has any form of participating contract to provide services and
supplies to Claimants in accordance with the provisions of this coverage, will be
covered as an In-Network benefit as explained below.

Preventive Care

Provider: In-Network Provider: Out-of-Network

Payment: No charge. Payment: After Deductible, You pay
40% of the Allowed Amount and the
balance of billed charges.
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Immunizations — Adult
Provider: In-Network Provider: Out-of-Network

Payment: No charge. Payment: After Deductible, You pay
40% of the Allowed Amount and the
balance of billed charges.

Immunizations — Childhood
Provider: In-Network Provider: Out-of-Network

Payment: No charge. Payment: After Deductible, You pay
40% of the Allowed Amount and the
balance of billed charges.

Preventive care and immunization services provided by a professional Provider, facility
or Retail Clinic that are within age limits and frequency guidelines according to, and as
recommended by, the United States Preventive Service Task Force (USPSTF), the
Health Resources and Services Administration (HRSA) or by the Advisory Committee
on Immunization Practices of the Centers for Disease Control and Prevention (CDC), or
as required by state or federal guidance for a specific time period as a result of a
government declared disease outbreak, epidemic, or other public health emergency, are
covered for the following:

¢ routine physical examinations, well-women's care, well-baby care and routine health
screenings (including screening and counseling for some cancer genes such as
BRCA1 or BRCA2);

e Provider counseling and Prescription Medications prescribed for tobacco use
cessation;

e immunizations for adults and children;

e routine colonoscopies and colorectal cancer examinations, including for those
Claimants at high-risk or follow-up colonoscopies performed as a result of a positive
non-invasive stool-based screening test or direct visualization screening test.
Colonoscopy services include all associated services such as double contrast
barium enemas, anesthesia and pathology. Colonoscopy supplies such as bowel
prep kits on the Claims Administrator's Drug List are covered in the Prescription
Medications Section with a Prescription Order;

e breast pumps (including its accompanying supplies) as follows:

- new grade breast pumps at the In-Network benefit level when obtained from a
Provider (including a Durable Medical Equipment supplier); or

- comparable new breast pumps may be obtained from an approved Commercial
Seller in lieu of a Provider. Benefits for a comparable new breast pump obtained
from an approved Commercial Seller will be covered up to the In-Network benefit
level, with reimbursement based on the lesser of either the amount paid to an In-
Network Provider or the retail market value.
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e United States Food and Drug Administration (FDA) approved contraceptive and
sterilization methods according to, and as recommended by HRSA, including, but
not limited to:

- condoms;

- diaphragm with spermicide;

- sponge with spermicide;

- cervical cap with spermicide;

- spermicide;

- oral contraceptives (combined pill, mini pill, and extended/continuous use pill);

- contraceptive patch;

- vaginal ring;

- contraceptive shot/injection;

- emergency contraceptives (both levonorgestrel and ulipristal acetate-containing
products);

- intrauterine devices (both copper and those with progestin);

- implantable contraceptive rod,

- surgical implants; and

- surgical sterilization procedures for women.

Prostate cancer screening is also covered when recommended by a Physician or
Practitioner. Covered Services for prostate cancer screening include digital rectal
examinations and prostate-specific antigen (PSA) tests.

NOTE: Covered Services that do not meet these criteria will be covered the same as
any other lliness or Injury. In the event HRSA, USPSTF or the CDC adopt a new or
revised recommendation, the Claims Administrator has up to one year before coverage
of the related services must be available and effective in this Booklet.

For a list of Covered Services, including information about obtaining new breast pumps
from an approved Commercial Seller, visit the Claims Administrator's website or contact
Customer Service. You can also visit the HRSA website at:
hrsa.gov/iwomensguidelines/ for women's preventive services guidelines, and the
USPSTF website at: uspreventiveservicestaskforce.org/uspstf/frecommendation-
topics/uspstf-a-and-b-recommendations for a list of A and B preventive services.

Expanded Immunizations

Provider: In-Network Provider: Out-of-Network
Payment: After Deductible, You pay Payment: After Deductible, You pay
20% of the Allowed Amount. 40% of the Allowed Amount and the

balance of billed charges.

Immunizations that do not meet age limits and frequency guidelines according to, and
as recommended by, the USPSTF, HRSA or by the CDC are covered. Covered
Services include immunizations for travel, occupation or residency in a foreign country.
Contact Customer Service to verify what expanded immunizations are covered.
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OFFICE OR URGENT CARE VISITS = ILLNESS OR INJURY

Provider: In-Network Provider: Out-of-Network

Payment: You pay $25 Copayment per | Payment: After Deductible, You pay
visit. 40% of the Allowed Amount and the
balance of billed charges.

Office (including home, Retail Clinic or Hospital outpatient department) and urgent care
visits are covered for treatment of lliness or Injury. Coverage does not include other
professional services performed in the office or urgent care that are specifically covered
elsewhere in the Medical Benefits Section, including, but not limited to, separate facility
fees or outpatient radiology and laboratory services billed in conjunction with the visit.

NOTE: Office visits for primary care, not including urgent care, may be covered in the
Upfront Benefits. Once any applicable Upfront Benefit limit is reached, office visits for
primary care will be covered as specified here.

OTHER PROFESSIONAL SERVICES

Provider: In-Network Provider: Out-of-Network
Payment: After Deductible, You pay Payment: After Deductible, You pay
20% of the Allowed Amount. 40% of the Allowed Amount and the

Payment for colonoscopies: No balance of billed charges.

charge.

Services and supplies provided by a professional Provider are covered, subject to any
Deductible and/or Coinsurance and any specified limits as explained in the following
paragraphs:

Medical Services and Supplies
Professional services, second opinions and supplies, including the services of a
Provider whose opinion or advice is requested by the attending Provider.

Services and supplies also include:

treatment of a congenital anomaly;

Virtual Care service facility fees;

foot care associated with diabetes; and

Medically Necessary foot care obtained from a professional Provider due to hazards
of a systemic condition causing severe circulatory dysfunction or diminished
sensation in the legs or feet.

Dental and orthodontic services that are for the treatment of craniofacial anomalies and
are Medically Necessary to restore function are also covered. A "craniofacial anomaly"
is a physical disorder, identifiable at birth, that affects the bony structures of the face or
head, including, but not limited to, cleft palate, cleft lip, craniosynostosis, craniofacial
microsomia and Treacher Collins syndrome. Coverage does not include treatment of
temporomandibular joint disorder or developmental maxillofacial conditions that result in
overbite, crossbite, malocclusion or similar developmental irregularities of the teeth.
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Additionally, coverage includes some Medically Necessary supplies (for example,
compression stockings, active wound care supplies and sterile gloves) that are new and
obtained from an approved Commercial Seller. Benefits for eligible new supplies will be
covered up to the In-Network benefit level, with reimbursement based on the lesser of
either the amount paid to an In-Network Provider or the retail market value. To verify
eligible new medical supplies, find an approved Commercial Seller, instructions for
claiming benefits or for additional information on Covered Services, visit the Claims
Administrator's website or contact Customer Service.

Breast, Pelvic and Pap Smear Examinations
Breast, pelvic and Pap smear examinations not covered in the Preventive Care and
Immunizations benefit.

Diagnostic Procedures
Services for diagnostic procedures including cardiovascular testing, pulmonary function
studies, stress test, sleep studies and neurology/neuromuscular procedures.

Medical Colonoscopy

Diagnostic medical colonoscopies not covered in the Preventive Care and
Immunizations benefit. Diagnostic medical colonoscopies are also not subject to the
Deductible, Copayment and/or Coinsurance when provided by an In-Network Provider.

Professional Inpatient

Professional inpatient visits for treatment of lliness or Injury. If pre-arranged procedures
are performed by an In-Network Provider and You are admitted to an In-Network
Hospital, the Plan will cover associated services (for example, anesthesiologist,
radiologist, pathologist, surgical assistant, etc.) provided by an Out-of-Network Provider
at the In-Network benefit level. However, an Out-of-Network Provider may bill You for
balances beyond any Deductible, Copayment and/or Coinsurance. Contact Customer
Service for further information and guidance.

Surgical Services
Surgical services and supplies including the services of a surgeon, an assistant surgeon
and an anesthesiologist.

Treatment of varicose veins is only covered when there is:

e active associated venous ulceration;
e objective documentation of persistent or recurrent bleeding from ruptured veins; or
e objective documentation of recurrent superficial phlebitis.

Therapeutic Injections
Therapeutic injections and related supplies, including clotting factor products, when
given in a professional Provider's office.

A selected list of Self-Administrable Injectable Medications is covered in the Prescription
Medications Section.
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ACUPUNCTURE

Provider: In-Network Provider: Out-of-Network

Payment: You pay $20 Copayment per Payment: You pay $20 Copayment per
visit. visit and the balance of billed charges.

Limit: 30 visits per Claimant per Calendar Year

Acupuncture is covered.
ALLERGY TREATMENT

Provider: In-Network Provider: Out-of-Network

Payment: You pay 20% of the Allowed Payment: After Deductible, You pay
Amount. 40% of the Allowed Amount and the
balance of billed charges.

Allergy treatment services and supplies are covered, including, but not limited to:

e allergens and administration; and
e skin tests.

All other services and supplies, including associated office visits, are subject to the
applicable benefit for such service.

AMBULANCE SERVICES

Provider: All

Payment: After Deductible, You pay 20% of the Allowed Amount.

Limit: 6 trips combined for air and ground transportation per Claimant per Calendar
Year

Ambulance services to the nearest Hospital equipped to provide treatment are covered
when any other form of transportation would endanger Your health and the
transportation is not for personal or convenience purposes. Covered Services include
licensed ground and air ambulance Providers.

Claims for ambulance services must include the locations You were transported to and
from. The claim should also show the date of service, the patient's name, the group and
Your identification numbers. Payment for Covered Services will be paid directly to the
ambulance service Provider.

AMBULATORY SURGICAL CENTER

Provider: In-Network Provider: Out-of-Network
Payment: After Deductible, You pay Payment: After Deductible, You pay
10% of the Allowed Amount. 40% of the Allowed Amount and the

balance of billed charges.

Outpatient services and supplies of an Ambulatory Surgical Center (including services
of staff Providers) are covered for treatment of lliness or Injury.
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APPROVED CLINICAL TRIALS

If an In-Network Provider is participating in an Approved Clinical Trial and will accept
You as a trial participant, benefits will be provided only if You patrticipate in the
Approved Clinical Trial through that Provider. If an Approved Clinical Trial is conducted
outside Your state of residence, You may participate and benefits will be provided in
accordance with the terms for other covered out-of-state care. Your Routine Patient
Costs in connection with an Approved Clinical Trial in which You are enrolled and
participating are covered as specified in the Medical Benefits and Prescription
Medications Sections. Additional specified limits are as further defined.

Definitions
The following definitions apply to this Approved Clinical Trials benefit:

Approved Clinical Trial means a clinical trial that is a study or investigation:

e approved or funded by one or more of:

- the National Institutes of Health (NIH), the CDC, the Agency for Health Care
Research and Quality, the Centers for Medicare & Medicaid or a cooperative
group or center of any of those entities; or a cooperative group or center of the
Department of Defense (DOD) or the Department of Veteran's Affairs (VA);

- aqualified non-governmental research entity identified in guidelines issued by
the NIH for center approval grants; or

- the VA, DOD, or Department of Energy, provided it is reviewed and approved
through a peer review system that the Department of Health and Human
Services has determined both is comparable to that of the NIH and assures
unbiased review of the highest scientific standards by qualified individuals
without an interest in the outcome of the review.

e conducted under an investigational new drug application reviewed by the FDA or
that is a drug trial exempt from having an investigational new drug application.

Routine Patient Costs means items and services that typically are Covered Services for
a Claimant not enrolled in a clinical trial, but do not include:

e an Investigational item, device or service that is the subject of the Approved Clinical
Trial unless it would be covered for that indication absent a clinical trial;

e items and services provided solely to satisfy data collection and analysis needs and
not used in the direct clinical management of the Claimant; or

e a service that is clearly inconsistent with widely accepted and established standards
of care for the particular diagnosis.
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BARIATRIC SERVICES
Bariatric Office Visits

Provider: In-Network Provider: Out-of-Network

Payment: You pay $25 Copayment per | Payment: After Deductible, You pay
visit. 40% of the Allowed Amount and the
balance of billed charges.

Bariatric Surgery

Provider: In-Network Provider: Out-of-Network
Payment: After Deductible, You pay Payment. After Deductible, You pay
20% of the Allowed Amount. 40% of the Allowed Amount and the

balance of billed charges.

Bariatric surgery to treat obesity is covered only after the Claims Administrator
evaluates and approves that the surgery is meeting its published medical policy.

Coverage does not include treatment for revisions and reversals of bariatric surgery,
unless the previous bariatric surgery was approved by a United States medical
insurance plan and the bariatric surgery was performed in the United States. If a
covered revision or reversal is received, the procedure will be covered the same as any
other lliness or Injury.

BEHAVIORAL HEALTH SERVICES
Inpatient Services

Provider: In-Network Provider: Out-of-Network
Payment: After Deductible, You pay Payment: After Deductible, You pay
20% of the Allowed Amount. 40% of the Allowed Amount and the

balance of billed charges.

Outpatient Office/Psychotherapy Visits

Provider: In-Network Provider: Out-of-Network
Payment: You pay $25 Copayment per | Payment: You pay 40% of the Allowed
visit. Amount and the balance of billed

charges.

Other Outpatient Services

Provider: In-Network Provider: Out-of-Network
Payment: After Deductible, You pay Payment: After Deductible, You pay
20% of the Allowed Amount. 40% of the Allowed Amount and the

balance of billed charges.

Inpatient and outpatient Behavioral Health Services, including Applied Behavioral
Analysis (ABA) therapy services, behavioral health assessments and gender affirmation
treatment services (to the extent such services are permitted under applicable law) are
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covered. "Gender affirming treatment” is treatment whose purpose is to bring a
person's outward appearance into closer alignment with that person's actual gender
identity. Benefits include the following when provided for treatment of a Behavioral
Health Condition:

e physical therapy;

e occupational therapy;

speech therapy;

radiology and laboratory services;
durable medical equipment; and
surgery.

NOTE: Behavioral Health Services may be covered in the Upfront Benefits. Once any
applicable Upfront Benefit limit is reached, Behavioral Health Services will be covered
as specified here.

Definitions
The following definitions apply to this Behavioral Health Services benefit:

Applied Behavioral Analysis means the design, implementation and evaluation of
environmental modifications, using behavioral stimuli and consequences, to produce
significant improvement in human social behavior, including the use of direct
observation, measurement and functional analysis of the relationship between
environment and behavior. ABA therapy services must be provided by a licensed
Provider qualified to prescribe and perform ABA therapy services.

Behavioral Health Condition means any mental or substance use disorder covered by
diagnostic categories listed in the most recent edition of the Diagnostic and Statistical
Manual of Mental Disorders or the International Classification of Diseases, including
autism spectrum disorders and Pervasive Developmental Disorder (PDD). Pervasive
Developmental Disorder means a neurological condition that includes Asperger's
syndrome, autism, developmental delay, developmental disability or intellectual
disability. Mental disorders that accompany an excluded diagnosis are covered.
Behavioral Health Condition does not include addiction to or dependency on tobacco,
tobacco products, or foods.

Behavioral Health Services mean services to treat any mental or substance use
disorder, Medically Necessary outpatient services, detoxification, Residential Care,
partial hospital program or inpatient services provided by a licensed facility or licensed
individuals with the exception of court ordered treatment (unless the treatment is
Medically Necessary). These services include Habilitative and Rehabilitative services
for Behavioral Health Conditions without any visit or day limits.

Habilitative means health care services and devices that help a person keep, learn or
improve skills and functioning for daily living. Examples include therapy for a child who
is not walking or talking at the expected age. These services and devices may include
physical and occupational therapy, speech-language pathology and other services and
devices for people with disabilities in a variety of inpatient or outpatient settings.
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Rehabilitative means inpatient or outpatient physical, occupational and speech therapy
services to restore or improve lost function caused by Iliness or Injury.

Residential Care means care in a facility setting that offers a defined course of
therapeutic intervention and special programming in a controlled environment that also
offers a degree of security, supervision and structure, and is licensed by the appropriate
state and local authority to provide such services. Patients also must be medically
monitored with 24-hour medical availability and 24-hour onsite clinician services.
Residential Care does not include half-way houses, supervised living, group homes,
wilderness courses or camps, Outward Bound, outdoor youth programs, outdoor
behavioral programs, boarding houses, or settings that primarily either focus on building
self-esteem or leadership skills or provide a supportive environment to address long-
term social needs. However, services by Physicians or Practitioners in such settings
may be covered if they are billed independently and would otherwise be a Covered
Service.

BIOFEEDBACK
Provider: In-Network Provider: Out-of-Network

Payment: You pay $25 Copayment per | Payment: After Deductible, You pay
visit. 40% of the Allowed Amount and the
balance of billed charges.

Limit: 10 visits per Claimant Lifetime

Biofeedback to treat migraine headaches, treatment of tension or stress urinary
incontinence is covered. Biofeedback is not covered for other conditions. Biofeedback
visits that are applied toward any Deductible will be applied against the Maximum
Benefit limit on these services.

BLOOD BANK

Provider: All

Payment: After Deductible, You pay 20% of the Allowed Amount.

Services and supplies of a blood bank are covered, excluding storage costs.

CHILD ABUSE MEDICAL ASSESSMENT

Child Abuse Medical Assessments including those services provided by an Oregon
Community Assessment Center in conducting a Child Abuse Medical Assessment of a
child enrolled on this plan are covered as specified in the Medical Benefits Section. The
services include, but are not limited to, a forensic interview and mental health treatment.

Definitions
The following definitions apply to this Child Abuse Medical Assessment benefit:

Child Abuse Medical Assessment means an assessment by or under the direction of a
licensed Physician or other licensed health care professional trained in the evaluation,

diagnosis and treatment of child abuse. Child Abuse Medical Assessment includes the
taking of a thorough medical history, a complete physical examination and an interview
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for the purpose of making a medical diagnosis, determining whether or not the child has
been abused and identifying the appropriate treatment or referral for follow-up for the
child.

Community Assessment Center means a neutral, child-sensitive community-based
facility or service Provider to which a child from the community may be referred to
receive a thorough Child Abuse Medical Assessment for the purpose of determining
whether the child has been abused or neglected.

DENTAL HOSPITALIZATION

Provider: In-Network Provider: Out-of-Network
Payment: After Deductible, You pay Payment: After Deductible, You pay
20% of the Allowed Amount. 40% of the Allowed Amount and the

balance of billed charges.

When necessary to safeguard Your health, hospitalization for Dental Services is
covered. Covered Services include inpatient and outpatient services and supplies
(including anesthesia) at an Ambulatory Surgical Center or Hospital.

DIABETIC EDUCATION

Provider: In-Network Provider: Out-of-Network
Payment: After Deductible, You pay Payment: After Deductible, You pay
20% of the Allowed Amount. 40% of the Allowed Amount and the

balance of billed charges.

Services and supplies for diabetic self-management training and education are covered.
Diabetic nutritional counseling and nutritional therapy are covered in the Nutritional
Counseling benefit.

DIALYSIS
Provider: In-Network Provider: Out-of-Network
Payment: After Deductible, You pay Payment: After Deductible, You pay
20% of the Allowed Amount. 40% of the Allowed Amount and the
balance of billed charges.

Limit: three months per Claimant (42 treatments of hemodialysis or 30 days
peritoneal dialysis) for the initial treatment period

Services and supplies for outpatient and home dialysis are covered as described below.
Dialysis received while inpatient is covered elsewhere in the Medical Benefits Section,
such as the Hospital Care — Inpatient and Outpatient benefit.

Outpatient Initial Treatment Period

Hemodialysis, peritoneal dialysis and hemofiltration services, supplies, medications,
labs and facility fees are covered during the initial treatment period when Your
Physician prescribes outpatient dialysis. You should first contact the Claims
Administrator to begin Case Management. A case manager will help You enroll in the
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Supplemental Kidney Dialysis Program. The "Supplemental Kidney Dialysis Program"”
is a supplemental program available to Claimants following the initial treatment period.

The "initial treatment period" will be three months of hemodialysis (42 treatments) or
peritoneal dialysis (30 days). Once the initial treatment period limit is reached,
outpatient dialysis may be covered according to the Outpatient Supplemental Treatment
Period benefit below. If more than three months of treatment is necessary in the initial
treatment period, the Claims Administrator must be contacted to approve the additional
treatment and document Your progress. Dialysis treatments that are applied toward
any Deductible will be applied against the Maximum Benefit limit on these services.

Services that are rendered outside the country are covered, even if You have enrolled in
the Supplemental Kidney Dialysis Program.

Outpatient Supplemental Treatment Period

Provider: In-Network Provider: Out-of-Network
Payment: No charge. If the Claims Payment: The Plan pays 150% of the
Administrator's agreement with the Medicare allowed amount at the time of

Provider expressly specifies that its terms | service.
supersede Your benefits (or this benefit),
You pay 0% of the Allowed Amount.
Otherwise, the Plan pays 150% of the
Medicare allowed amount at the time of On|y the difference between the Plan's
service. payment and the Allowed Amount will be
applied toward the Out-of-Pocket
Maximum.

If You are not enrolled in Medicare Part
B, You pay the balance of billed charges.

Supplemental treatment is covered for any outpatient dialysis that is required beyond
the initial treatment period.

In addition, a Claimant receiving supplemental dialysis is eligible to have Medicare Part
B premiums reimbursed by the Plan as an eligible Plan expense for the duration of the
Claimant's dialysis treatment, as long as the Claimant continues to be enrolled in
Medicare Part B and continues to be eligible for coverage under this Plan. Proof of
payment of the Medicare Part B premium will be required prior to reimbursement.

"Medicare allowed amount" is the amount that a Medicare-contracted Provider agrees
to accept as full payment for a Covered Service. This is also referred to as the Provider
accepting Medicare assignment.

Case Managed Dialysis and Supplemental Kidney Dialysis Program

Receive one-on-one help and support in the event Your Physician recommends
dialysis. An experienced, compassionate case manager will serve as Your personal
advocate during a time when You need it most. Your case manager is a licensed health
care professional who will help You understand Your treatment options, show You how
to get the most out of Your available Plan benefits and work with Your Physician to
support Your treatment plan.
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To learn more or to enroll in Case Management, call the Claims Administrator's
Customer Service.

DURABLE MEDICAL EQUIPMENT
Provider: In-Network

Provider: Out-of-Network

Payment: After Deductible, You pay
20% of the Allowed Amount.

Payment: After Deductible, You pay
40% of the Allowed Amount and the
balance of billed charges.

Durable Medical Equipment is covered, including, but not limited to, oxygen equipment,
wheelchairs and supplies or equipment associated with diabetes (such as insulin pumps
or continuous glucose monitors, and their supplies).

Additionally, new Durable Medical Equipment is covered when obtained from an
approved Commercial Seller. Benefits for eligible new Durable Medical Equipment will
be covered up to the In-Network benefit level, with reimbursement based on the lesser
of either the amount paid to an In-Network Provider or the retail market value. To verify
eligible new Durable Medical Equipment, find an approved Commercial Seller,
instructions for claiming benefits or for additional information on Covered Services, visit
the Claims Administrator's website or contact Customer Service.

Generally, claims for the purchase of Durable Medical Equipment will be submitted to
the Blue plan in the location in which the equipment was received.

EMERGENCY ROOM (INCLUDING PROFESSIONAL CHARGES)

Provider: In-Network

Provider: Out-of-Network

Payment: You pay $100 Copayment per
visit. This Copayment applies to the
facility charge and is waived when You
are admitted directly from the emergency
room to the Hospital or any other facility
on an inpatient basis.

Payment: You pay $100 Copayment per
visit. This Copayment applies to the
facility charge and is waived when You
are admitted directly from the emergency
room to the Hospital or any other facility
on an inpatient basis.

Emergency room services and supplies are covered, including outpatient charges for
patient observation, medical screening examinations, and Medically Necessary
detoxification services that are required for the s