











































































































WHEN COVERAGE BEGINS AND ENDS (cont.)

Family coverage - The health benefit plan covers you, your spouse and your dependent children.

Reporting Changes

Have you moved, added or changed other health coverage, changed your name or phone number? If so, contact Hill,
Chesson and Woody at email@hillchesson.com. It will help us give you better service if we are kept informed of these
changes.

Continuing Coverage

Under certain circumstances, your eligibility for coverage under this health benefit plan may end. You may have certain
options such as enrolling in Medicare, continuing health insurance under this health benefit plan, or purchasing an individual
conversion policy.

Medicare

When you reach age 65, you may be eligible for Medicare Part A hospital, Medicare Part B medical, and Medicare
Part D prescription drug benefits. You may be eligible for Medicare benefits earlier if you become permanently disabled
or develop end-stage renal disease. Just before either you or your spouse turn 65, or when disability or end-stage renal
disease occurs, you should contact the nearest Social Security office and apply for Medicare benefits. They can tell
you what Medicare benefits are available.

If you are covered by this health benefit plan when you become eligible for Medicare, contact Hill, Chesson and Woody
at email@hillchesson.com. They will advise you about continuation of coverage under this health benefit plan.

Continuation Under Federal Law

Under a federal law known as COBRA, if your employer has 20 or more employees, you and your covered dependents
can elect to continue coverage for up to 18 months by paying applicable fees to the employer in the following
circumstances:

* Your employment is terminated (unless the termination is the result of gross misconduct)

* Your hours worked are reduced, causing you to be ineligible for coverage.

In addition to their rights above, dependents will be able to continue coverage for up to 36 months if their coverage is
terminated due to:

* Your death

* Divorce

* Your entitlement to Medicare

* A dependent child ceasing to be a dependent under the terms of this coverage.

Children born to or placed for adoption with you during the continuation coverage period are also eligible for the
remainder of the continuation period.

In addition, you and/or your dependents, who are determined by the Social Security Administration to be disabled may
be eligible to extend their 18-month period of continuation coverage, for a total maximum of 29 months. The disability
has to have started at some time before the 60th day of continuation coverage and must last at least until the end of the
18-month period of continuation coverage. Notice must be provided to Hill, Chesson and Woody within 60 days of
the determination of disability by the Social Security Administration and prior to the end of the original 18-month
period of continuation coverage. In addition, notice must be provided to Hill, Chesson and Woody within 30 days after
the later of the date of determination that the individual is no longer disabled or the date of the initial notification of
this notice requirement.

You or your dependents must notify Hill, Chesson and Woody within 60 days of the following qualifying events:
* Divorce
* Ineligibility of a dependent child.

You and/or your dependents will be offered continuation coverage within 14 days of the date that the COBRA
administrator is notified of one of these events resulting in the termination of your coverage. Eligible persons have 60
days to elect or reject continuation coverage. Following election, applicable fees must be paid to the COBRA
administrator within 45 days.

Continuation coverage will end at the completion of the applicable continuation period or earlier if:
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WHEN COVERAGE BEGINS AND ENDS (cont.)

* Your employer ceases to provide a health benefit plan to employees

* The continuing person fails to pay the monthly fee on time

* The continuing person obtains coverage under another group plan, unless the new group plan excludes or limits
coverage for pre-existing conditions and the continuing person does not have enough prior creditable coverage to
satisfy any new waiting period for pre-existing conditions that would apply. (In this case, continuation coverage
will be the secondary payer, with the exception of claims for pre-existing conditions. Continuation coverage will
be the primary payer of claims for pre-existing conditions.)

* The continuing person becomes entitled to Medicare after the election of continuation coverage.

If you are covered by this health benefit plan and called to the uniformed services, as defined in the Uniformed Services
Employment and Reemployment Rights Act (USERRA), consult Hill, Chesson and Woody. Hill, Chesson and Woody
will advise you about the continuation of coverage and reinstatement of coverage under this health benefit plan as
required under USERRA.

If you have any questions about your COBRA rights or continuation of coverage, please contact Hill, Chesson and
Woody. In order to continue coverage under COBRA, the premium for this health benefit plan must be paid directly
to your COBRA administrator.

Continuation Under State Law

Under state law, you and your covered dependents of any employer-size group have the option to continue group
coverage for 18 months from the date that you and/or your dependents cease to be eligible for coverage under this
health benefit plan. You and your dependents are not eligible for continuation under state law if:

* Your insurance terminated because you failed to pay the appropriate contribution

* You or your dependents are eligible for another group health benefit plan

* You were covered less than three consecutive months prior to termination.

You and/or your dependents must notify Hill, Chesson and Woody if you or your dependents intend to continue coverage
and pay the applicable fees within 60 days following the end of eligibility. Upon receipt of the notice of continuation
and applicable fees, BCBSNC will reinstate coverage back to the date eligibility ended. The state law continuation
benefits run concurrently and not in addition to any applicable federal continuation rights.

Under state law, continuation of coverage under this health benefit plan will end at the completion of the applicable
continuation period or earlier if:

* Your employer ceases to provide a health benefit plan to employees

* The continuing person fails to pay the monthly fee

* The continuing person obtains similar coverage under another group plan.

When My Coverage Under This Health Benefit Plan Ends
Persons who have elected to continue with individual coverage will be contacted by the COBRA Administrator within
180 days before the end of their continuation period and offered individual conversion coverage.

If you or your dependents are no longer eligible for coverage under this health benefit plan, you may transfer to
individual conversion coverage without a medical examination or review of medical records. For continuous coverage,
ensure that your premiums are paid during the continuation period. BCBSNC must be notified within 31 days of loss
of eligibility. You must complete a Conversion Coverage Enrollment and Change Application and pay the applicable
premium. Services during the 31-day conversion period will be covered only if the premium is received before the end
of the 31-day period.

Certificate Of Creditable Coverage

BCBSNC or its designee will supply a Certificate of Creditable Coverage when your or your dependent's coverage
under the health benefit plan ends or you exhaust continuation of coverage. Keep the Certificate of Creditable Coverage
in a safe place. It may help you receive credit toward any new pre-existing conditions waiting period that applies on
subsequent coverage. You may request a Certificate of Creditable Coverage from Hill, Chesson and Woody while you
are still covered under this health benefit plan and up to 24 months following your termination.

Termination Of Member Coverage
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WHEN COVERAGE BEGINS AND ENDS (cont.)

A member's termination shall be effective at 11:59 p.m. on the date that eligibility ends.

A member’s coverage will be terminated immediately by BCBSNC for the following reasons:

* Fraud or material misrepresentation by the employee or dependent

* A member has been convicted of (or a restraining order has been issued for) communicating threats of harm to
BCBSNC personnel or property

* A member permits the use of his or her or any other member's ID card by any other person not enrolled under this
health benefit plan, or uses another person's ID card.
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UTILIZATION MANAGEMENT

To make sure you have access to high quality, cost-effective health care, BCBSNC has a utilization management (UM) program. The
UM program requires that certain health care services be reviewed and approved by BCBSNC in order to receive benefits. As part of
this process, BCBSNC looks at whether health care services are medically necessary, provided in the proper setting and for a reasonable
length of time. BCBSNC will honor a certification to cover medical services or supplies under your health benefit plan unless
the certification was based on a material misrepresentation about your health condition or you were not eligible for these
services under your health benefit plan due to termination of coverage or nonpayment of premiums.

Rights And Responsibilities Under The UM Program

Your Member Rights

Under the UM program, you have the right to:

* A UM decision that is timely, meeting applicable state and federal time frames

* The reasons for BCBSNC's denial of a requested treatment or health care service, including an explanation of the UM criteria
and treatment protocol used to reach the decision

* Have a medical director from BCBSNC make a final determination of all denials of service that were based upon medical
necessity

* Request a review of denial of benefit coverage through our grievance process.

* Have an authorized representative pursue payment of a claim or make an appeal on your behalf.

An authorized representative may act on the member's behalf with the member's written consent. In the event you appoint an
authorized representative, references to "you" under the "Utilization Management" section mean "you or your authorized
representative" (i.e., the authorized representative may pursue your rights and shall receive all notices and benefit determinations).

BCBSNC's Responsibilities

As part of all UM decisions, BCBSNC will:

* Provide you and your provider with a toll-free telephone number to call UM review staff when certification of a health care
service is needed.

= Limit what we request from you or your provider to information that is needed to review the service in question

* Request all information necessary to make the UM decision, including pertinent clinical information

* Provide you and your provider prompt notification of the UM decision consistent with North Carolina law and your health
benefit plan.

In the event BCBSNC does not receive sufficient information to approve coverage for a health care service within specified time
frames, BCBSNC will notify you in writing that benefit coverage has been denied. The notice will explain how you may pursue
a review of the UM decision.

Prospective Review/Prior Review

BCBSNC requires that certain health care services receive prior review as noted in "Covered Services." These types of reviews are
called prospective reviews. If neither you nor your provider requests prior review and receives certification, this may result in a
partial or complete denial of benefits. General categories of services with this requirement are noted in ""Covered Services."
Please contact Hill, Chesson and Woody at email@hillchesson.com or call the number listed in "*Whom Do | Call?" for a
detailed list of these services. The list of services that require prior review may change from time to time.

If the requested certification is denied, you have the right to appeal. See "What If You Disagree With Our Decision?" for additional
information. Certain services may not be covered out-of-network. See "Covered Services."

BCBSNC will make a decision on your request for certification within a reasonable amount of time taking into account the medical
circumstances. The decision will be made and communicated within three business days after BCBSNC receives all necessary
information but no later than 15 days from the date BCBSNC received the request. If your request is incomplete, then within five days
from the date BCBSNC received your request, BCBSNC will notify you and your provider of how to properly complete your request.
BCBSNC may also take an extension of up to 15 days if additional information is needed. BCBSNC will notify you and your provider
before the end of the initial 15-day period of the information needed and the date by which BCBSNC expects to make a decision. You
will have 45 days to provide the requested information. As soon as BCBSNC receives all the requested information, or at the end of
the 45 days, whichever is earlier, BCBSNC will make a decision within three business days. If BCBSNC does not approve benefit
coverage of a health care service, BCBSNC will notify you and the provider by written or electronic confirmation.

Expedited Prospective Review

You have a right to an expedited review when the regular time frames for a decision: (i) could seriously jeopardize your or your
dependent's life, health, or ability to regain maximum function; or (ii) in the opinion of your provider, would subject you or your
dependent to severe pain that cannot be adequately managed without the requested care or treatment. BCBSNC will notify you
and your provider of its decision as soon as possible, taking into account the medical circumstances. BCBSNC will notify you and
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UTILIZATION MANAGEMENT (cont.)

your provider of its decision within 72 hours after receiving the request. If BCBSNC needs additional information to process your
expedited review, BCBSNC will notify you and your provider of the information needed as soon as possible but no later than 24
hours after we receive your request. You will then be given a reasonable amount of time, but not less than 48 hours, to provide the
requested information. As soon as BCBSNC receives the requested information, or at the end of the time period specified for you
to provide the information, whichever is earlier, BCBSNC will make a decision on your request within a reasonable time but no
later than 48 hours. An expedited review may be requested by calling BCBSNC Customer Service at the number given in "Whom
Do | Call?"

Concurrent Reviews
BCBSNC will also review health care services at the time you receive them. These types of reviews are concurrent reviews.

BCBSNC will communicate concurrent review decisions to the hospital or other facility within three business days after BCBSNC
receives all necessary information but no later than 15 days after the request. If BCBSNC does not provide certification of a health
care service, BCBSNC will notify you, your hospital's or other facility's UM department and your provider. Written confirmation of
the decision will also be sent to your home by U.S. mail.

For concurrent reviews, BCBSNC will remain responsible for covered services you are receiving until you or your representatives
have been notified of the denial of benefit coverage.

Expedited Concurrent Review

You have a right to an expedited review when the regular time frames for a decision: (i) could seriously jeopardize your or your
dependent's life, health, or ability to regain maximum function; or (ii) in the opinion of your provider, would subject you or your
dependent to severe pain that cannot be adequately managed without the requested care or treatment. If you request an extension
of treatment that BCBSNC has already approved at least 24 hours before the current approved treatment ends, BCBSNC will notify
you and your provider of its decision as soon as possible taking into account the medical circumstances, but no later than 24 hours
after receiving the request.

Retrospective Reviews

BCBSNC also reviews the coverage of health care services after you receive them (retrospective reviews). Retrospective review may
include a review to determine if services received in an emergency setting qualify as an emergency. BCBSNC will make all retrospective
review decisions and notify you of its decision within a reasonable time but no later than 30 days from the date BCBSNC received
the request. When the decision is to deny benefit coverage, BCBSNC will notify you and your provider in writing within five business
days of the decision. All decisions will be based on medical necessity and whether the service received was a benefit under this health
benefit plan. BCBSNC may take an extension of up to 15 days if additional information is needed. Before the end of the initial 30-day
period, BCBSNC will notify you of the extension, the information needed, and the date by which BCBSNC expects to make a decision.
You will then have 90 days to provide the requested information. As soon as BCBSNC receives the requested information, or at the
end of the 90 days, whichever is earlier, BCBSNC will make a decision within 15 days. Services that were approved in advance by
BCBSNC will not be subject to denial for medical necessity once the claim is received, unless the certification was based on a
material misrepresentation about your health condition or you were not eligible for these services under your health benefit
plan due to termination of coverage or nonpayment of premiums. All other services may be subject to retrospective review and
could be denied for medical necessity or for a benefit limitation or exclusion.

Care Management

Members with complicated and/or chronic medical needs may, solely at the option of BCBSNC, be eligible for care management
services. Care management (or case management) encourages members with complicated or chronic medical needs, their providers,
and BCBSNC to work together to meet the individual's health needs and promote quality outcomes. To accomplish this, members
enrolled in or eligible for care management programs may be contacted by BCBSNC or by a representative of BCBSNC. BCBSNC
is not obligated to provide the same benefits or services to a member at a later date or to any other member. Information about these
services can be obtained by contacting an in-network PCP or in-network specialist or by contacting Hill, Chesson and Woody at
email@hillchesson.com or by calling the number in "Whom Do | Call?"

Continuity Of Care

Continuity of care is a process that allows you to continue receiving care from an out-of-network provider for an ongoing special
condition at the in-network benefit level when you or your employer changes health benefit plans or when your provider is no longer
in the Blue Options network. If your PCP or specialist leaves our provider network and they are currently treating you for an ongoing
special condition that meets our continuity of care criteria, BCBSNC will notify you 30 days before the provider's termination, as
long as BCBSNC receives timely notification from the provider. To be eligible for continuity of care, you must be actively being seen
by an out-of-network provider for an ongoing special condition and the provider must agree to abide by BCBSNC's requirements for
continuity of care. An ongoing special condition means:
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UTILIZATION MANAGEMENT (cont.)

* inthe case of an acute illness, a condition that is serious enough to require medical care or treatment to avoid a reasonable possibility
of death or permanent harm;

= inthe case of a chronic illness or condition, a disease or condition that is life-threatening, degenerative, or disabling, and requires
medical care or treatment over a prolonged period of time;

= in the case of pregnancy, the second and third trimesters of pregnancy;

* inthe case of a terminal illness, an individual has a medical prognosis that the member's life expectancy is six months or less.

The allowed transitional period shall extend up to 90 days, as determined by the provider, except in the cases of :

¢ scheduled surgery, organ transplantation, or inpatient care which shall extend through the date of discharge and post-discharge
follow-up care or other inpatient care occurring within 90 days of the date of discharge; and

= second trimester pregnancy which shall extend through the provision of 60 days of postpartum care; and

= terminal illness which shall extend through the remainder of the individual's life with respect to care directly related to the treatment
of the terminal illness.

Continuity of care requests will be reviewed by a medical professional based on the information provided about specific medical
conditions. Claims for approved continuity of care services will be paid at the in-network benefit level. Continuity of care will not be
provided when the provider's contract was terminated for reasons relating to quality of care or fraud. Such a decision may not be
reviewed on appeal. Please contact Hill, Chesson and Woody at email@hillchesson.com or call the number listed in "Whom Do |
Call?" for additional information.

Further Review Of Utilization Management Decisions
If you receive a noncertification as part of the prior review process, you have the right to request that BCBSNC review the decision
through the grievance process. See "What If You Disagree With Our Decision?"

Delegated Utilization Management
For UM and the first level grievance review for inpatient and outpatient mental health and substance abuse services, Magellan
Behavioral Health is responsible. Claims determinations and second level grievance review are provided by BCBSNC.

Evaluating New Technology

In an effort to allow for continuous quality improvement, BCBSNC has processes in place to evaluate new medical technology,
procedures and equipment. These policies allow us to determine the best services and products to offer our members. They also help
us keep pace with the ever-advancing medical field. Before implementing any new or revised policies, we review professionally
supported scientific literature as well as state and federal guidelines, regulations, recommendations, and requirements. We then seek
additional input from providers who know the needs of the patients they serve.
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WHAT IF YOU DISAGREE WITH OUR DECISION?

In addition to the UM program, BCBSNC offers a grievance procedure for our members. Grievances include dissatisfaction with a
claims denial or any of our decisions (including an appeal of a noncertification decision), policies or actions related to the availability,
delivery or quality of health care services. If you have a grievance, you have the right to request that BCBSNC review the decision
through the grievance process. The grievance process is voluntary and may be requested by the member or an authorized representative
acting on the member's behalf with the member's written consent. In the event you appoint an authorized representative, references to
"you" under this section mean "you or your authorized representative" (i.e., the authorized representative may pursue your rights and
shall receive all notices and benefit determinations). You may request, at no charge, reasonable access to, and copies of, all documents,
records and other information relevant to your claim for benefits.

Steps To Follow In The Grievance Process
For each step in this process, there are specified time frames for filing a grievance and for notifying you or your provider of the
decision. The review must be requested in writing, within 180 days of a denial of benefit coverage (the initial claim denial or the first
level grievance review decision). Any request for review should include:

* Subscriber's ID number * Patient's name

* Subscriber's name * The nature of the grievance

* Any other information that may be helpful for the review.

To request a form to submit a request for review, you may contact Hill, Chesson and Woody at email@hillchesson.com or call the
number given in "Whom Do | Call?"

All correspondence related to a request for a review through BCBSNC's grievance process should be sent to:
BCBSNC

Customer Service

PO Box 2291

Durham, NC 27702-2291

In addition, members may also receive assistance with grievances from the Managed Care Patient Assistance Program by contacting:
Managed Care Patient Assistance Program

PO Box 629

Raleigh, NC 27602

Tel: (919) 733-6272

Tel (toll free in NC): 1-866-867-6272

Email: MCPA @ncdoj.com

Following such request for review, a review will be conducted by BCBSNC, by someone who is neither the individual who made the
original claims denial that is the subject of the grievance, nor the subordinate of such individual. The denial of the initial claim will
not have an effect on the review. If a claims denial is based on medical judgment, including determinations with respect to whether a
particular treatment, drug or other item is experimental, investigational, or not medically necessary or appropriate, BCBSNC shall
consult with a health care professional with an appropriate level of training and expertise in the field of medicine involved (as determined
by BCBSNC) who was not involved in the initial claims denial and who is not a subordinate of any such individual.

First Level Grievance Review

BCBSNC will provide you with the name, address and phone number of the grievance coordinator within three business days after
receipt of a review request. BCBSNC will also give you instructions on how to submit written materials. For grievances concerning
quality of health care, an acknowledgement will be sent by BCBSNC within five business days.

Although you are not allowed to attend a first level grievance review, BCBSNC asks that you send all of the written material you
feel is necessary to make a decision. BCBSNC will use the material provided in the request for review, along with other available
information, to reach a decision. You will be notified in clear written terms of the decision, within a reasonable time but no later
than 30 days from the date BCBSNC received the request. You may then request all information that was relevant to the review.

Second Level Grievance Review
Since your health benefit plan is subject to ERISA, the first level grievance review is the only level that you must complete before
yOu can pursue your grievance in an action in federal court.

If you are dissatisfied with the first level grievance review decision, you have the right to a second level grievance review. Second
level grievances are not allowed for benefits or services that are clearly excluded by this benefit booklet, or for quality of care
complaints. Within ten business days after BCBSNC receives your request for a second level grievance review, the following
information will be given to you:

* Name, address and telephone number of the grievance coordinator
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WHAT IF YOU DISAGREE WITH OUR DECISION? (cont.)

* A statement of your rights, including the right to:
- request and receive from us all information that applies to your case
- attend the second level grievance review meeting
- present your case to the review panel
- submit supporting material before and at the review meeting
- ask questions of any member of the review panel
- be assisted or represented by a person of your choosing, including a family member, an employer representative,
or an attorney
- pursue other voluntary alternative dispute resolutions options.

The second level review meeting, which will be conducted by a review panel coordinated by BCBSNC using external physicians
and/or benefit experts, will be held within 45 days after BCBSNC receives a second level grievance review request. You will
receive notice of the meeting date and location at least 15 days before the meeting. You have the right to a full review of your
grievance even if you do not attend the meeting. A written decision will be issued to you within five business days of the review
meeting.

If you have insurance-related problems or questions at any stage in the review process, you may contact the North Carolina
Department of Insurance for assistance. Inquiries may be directed by calling 1-800-546-5664 or by writing to the:

North Carolina Department of Insurance

1201 Mail Service Center

Raleigh, NC 27699-1201

Notice of Decision

If any claim (whether expedited or nonexpedited) shall be wholly or partially denied at either the first level grievance or the second

level grievance review, a written notice shall be provided to the member worded in an understandable manner and shall set forth:

* The specific reason(s) for the denial

* Reference to the specific health benefit plan provisions on which the decision is based

¢ A statement that the member is entitled to receive, upon request and without charge, reasonable access to, and copies of, all
documents, records and other information relevant to the member's claim for benefits

e Ifapplicable, a statement describing any voluntary appeals procedures and the member's right to receive information about the
procedures as well as the member's right to bring a civil action under Section 502(a) of ERISA following an adverse determination
upon review

* A copy of any internal rule, guideline, protocol or other similar criteria relied on in making the decision or a statement that
such specific rule, guideline, protocol, or other similar criteria was relied upon in making the decision and that this will be
provided without charge upon request

¢ If the decision is based on medical necessity or experimental treatment or similar exclusion or limit, either an explanation of
the scientific or clinical judgment for the determination, applying the terms of the health benefit plan to the member's medical
circumstances, or a statement that such explanation will be provided without charge upon request; and

* The following statement: "You may have other voluntary alternative dispute resolution options, such as mediation. One way
to find out what may be available is to contact your local U.S. Department of Labor Office and your State insurance regulatory
agency."

Expedited Review

You have the right to a more rapid or expedited review of a denial of coverage if a delay: (i) would reasonably appear to seriously
jeopardize your or your dependent's life, health or ability to regain maximum function; or (ii) in the opinion of your provider,
would subject you or your dependent to severe pain that cannot be adequately managed without the requested care or treatment.
You can request an expedited second level review even if you did not request that the initial review be expedited. An expedited
review may be initiated by contacting Hill, Chesson and Woody at email@hillchesson.com or by calling the number given in
"Whom Do | Call?" An expedited review will take place in consultation with a medical doctor. All of the same conditions for a
first level or second level grievance review apply to an expedited review, except that the review meeting will take place through
a conference call or through written communication. BCBSNC will communicate the decision by phone to you and your provider
as soon as possible, taking into account the medical circumstances, but no later than 72 hours after receiving the request. A written
decision will be communicated within four days after receiving the request for the expedited appeal. Information initially given
by telephone must also be given in writing.

After requesting an expedited review, BCBSNC will remain responsible for covered health care services you are receiving until
you have been notified of the review decision.

External Review
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WHAT IF YOU DISAGREE WITH OUR DECISION? (cont.)

North Carolina law provides for review of noncertification decisions by an external, independent review organization (IRO). The
North Carolina Department of Insurance (NCDOI) administers this service at no charge to you, arranging for an IRO to review
your case once the NCDOI establishes that your request is complete and eligible for review. BCBSNC will notify you of your right
to request an external review each time you receive:

* anoncertification decision, or

= an appeal decision upholding a noncertification decision, or

= asecond level grievance decision upholding a noncertification decision.

In order for your request to be eligible for an external review, the NCDOI must determine the following:
* your request is about a medical necessity determination that resulted in a noncertification;

* you had coverage with BCBSNC when the noncertification was issued;

= the service for which the noncertification was issued appears to be a covered service; and

= you have exhausted BCBSNC's internal grievance review process as described below.

For a standard external review, you will have exhausted the internal grievance review process if you have:

= completed BCBSNC's first and second level grievance review and received a written second level determination from BCBSNC,
or

= filed a second level grievance and have not requested or agreed to a delay in the second level grievance process, but have not
received BCBSNC's written decision within 60 days of the date you submitted the request, or

= received written notification that BCBSNC has agreed to waive the requirement to exhaust the internal appeal and/or second
level grievance process.

External reviews are performed on a standard or expedited basis, depending on which is requested and on whether medical
circumstances meet the criteria for expedited review.

Standard External Review
For all requests for a standard external review, you must file your request with the NCDOI within 60 days of receiving one of
the notices listed above.

If the request for an external review is related to a retrospective noncertification (a noncertification which occurs after you
have already received the services in question), the 60-day time limit for receiving BCBSNC's second level determination does
not apply. You will not be eligible to request an external review until you have exhausted the internal appeal process and have
received a written second level determination from BCBSNC.

Expedited External Review

An expedited external review may be available if the time required to complete either an expedited internal first or second level

grievance review or a standard external review would reasonably be expected to seriously jeopardize your life or health or to

jeopardize your ability to regain maximum function. If you meet this requirement, you may make a written or verbal request

to the NCDOI for an expedited external review, after you receive:

= anoncertification from BCBSNC and have filed a request with BCBSNC for an expedited first level appeal; or

= afirst level appeal decision upholding a noncertification and have filed a request with BCBSNC for an expedited second
level grievance review; or

= asecond level grievance review decision from BCBSNC.

In addition, prior to your discharge from an inpatient facility, you may also request an expedited external review after receiving
a first level appeal or second level grievance decision concerning a noncertification of the admission, availability of care,
continued stay or emergency health care services.

If your request is not accepted for expedited review, the NCDOI may: (1) accept the case for standard external review if you
have exhausted the internal grievance review process; or (2) require the completion of the internal grievance review process
and another request for an external review. An expedited external review is not available for retrospective noncertifications.

When processing your request for external review, the NCDOI will require you to provide the NCDOI with a written, signed
authorization for the release of any of your medical records that need to be reviewed for the purpose of reaching a decision on
the external review.

For further information or to request an external review, contact the NCDOI at:

(Mail) (In person)

North Carolina Department of Insurance North Carolina Department of Insurance
Healthcare Review Program Dobbs Building

1201 Mail Service Center 430 N. Salisbury Street, Suite 4105
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WHAT IF YOU DISAGREE WITH OUR DECISION? (cont.)

Raleigh, NC 27699-1201 Raleigh, NC 27603
Fax: 1-919-715-1175 Tel: (919) 715-1163
Tel (toll free in NC): 1-877-885-0231

(Web): www.ncdoi.com for external review information and request form

The Healthcare Review Program provides consumer counseling on utilization review and grievance issues.

Within ten business days (or, for an expedited review, within three business days) of receipt of your request for an external
review, the NCDOI will notify you and your provider of whether your request is complete and whether it has been accepted.
If the NCDOI notifies you that your request is incomplete, you must provide all requested, additional information to the NCDOI
within 90 days of the written notice from BCBSNC upholding a noncertification (generally the notice of a second level grievance
review decision) which initiated your request for an external review. If the NCDOI accepts your request, the acceptance notice
will include: (i) name and contact information for the IRO assigned to your case; (ii) a copy of the information about your case
that BCBSNC has provided to the NCDOI; and (iii) a notification that you may submit additional written information and
supporting documentation relevant to the initial noncertification to the assigned IRO within seven days after the receipt of the
notice. It is presumed that you have received written notice two days after the notice was mailed. Within seven days of BCBSNC's
receipt of the acceptance notice (or, for an expedited review, within the same business day), BCBSNC shall provide the IRO
and you, by the same or similar expeditious means of communication, the documents and any information considered in making
the noncertification appeal decision or the second level grievance review decision. If you choose to provide any additional
information to the IRO, you must also provide that same information to BCBSNC at the same time and by the same means of
communication (e.g., you must fax the information to BCBSNC if you faxed it to the IRO). When sending additional information
to BCBSNC, send it to:

Blue Cross Blue Shield of North Carolina

Appeals Department

HQ2540HM

PO Box 30055

Durham, NC 27702-3055

Please note that you may also provide this additional information to the NCDOI within the seven-day deadline rather than
sending it directly to the IRO and BCBSNC. The NCDOI will forward this information to the IRO and BCBSNC within two
business days of receiving the additional information.

The IRO will send you written notice of its decision within 45 days (or, for an expedited review, within four business days) of
the date the NCDOI received your external review request. If the IRO's decision is to reverse the noncertification, BCBSNC
will, within three business days (or, for an expedited review, within one day) of receiving notice of the IRO's decision, reverse
the noncertification decision and provide coverage for the requested service or supply. If you are no longer covered by BCBSNC
at the time BCBSNC receives notice of the IRO's decision to reverse the noncertification, BCBSNC will only provide coverage
for those services or supplies you actually received or would have received prior to disenrollment if the service had not been
noncertified when first requested.

The IRO's external review decision is binding on BCBSNC and you, except to the extent you may have other remedies available
under applicable federal or state law. You may not file a subsequent request for an external review involving the same
noncertification for which you have already received an external review decision.

Delegated Appeals

Magellan Behavioral Health is responsible for the first level grievance review for inpatient and outpatient mental health and substance
abuse services. Please forward written grievances to:

Magellan Behavioral Health

Appeals Department

PO Box 1619

Alpharetta, GA 30009

Second level grievance review is provided by BCBSNC.

40



ADDITIONAL TERMS OF YOUR COVERAGE

Benefits To Which Members Are Entitled
The only legally binding benefits are described in this benefit booklet, which is part of the contract between BCBSNC and the group.
The terms of your coverage cannot be changed or waived unless BCBSNC agrees in writing to the change.

The benefits described in this benefit booklet are provided only for members. These benefits and the right to receive payment cannot
be transferred to another person. At the option of BCBSNC, payment for services will be made to the provider of the services, or
BCBSNC may choose to pay the subscriber.

If a member resides with a custodial parent or legal guardian who is not the subscriber, BCBSNC will, at its option, make payment
to either the provider of the services or to the custodial parent or legal guardian for services provided to the member. If the subscriber
or custodial parent or legal guardian receives payment, it is his or her responsibility to pay the provider.

Benefits for covered services specified in this health benefit plan will be provided only for services and supplies that are performed
by a provider as specified in this health benefit plan and regularly included in the allowed amount. BCBSNC establishes coverage
determination guidelines that specify how services and supplies must be billed in order for payment to be made under this health
benefit plan.

Any amounts paid by BCBSNC for noncovered services or that are in excess of the benefit provided under your Blue Options coverage
may be recovered by BCBSNC. BCBSNC may recover the amounts by deducting from a member’s future claims payments. This can
result in a reduction or elimination of future claims payments. BCBSNC will recover amounts we have paid for work-related accidents,
injuries, or illnesses covered under state workers' compensation laws upon final adjudication of the claim or an order of the applicable
state agency approving a settlement agreement. It is the legal obligation of the member, the employer or the workers' compensation
insurer (whoever is responsible for payment of the medical expenses) to notify BCBSNC in writing that there has been a final
adjudication or settlement.

Providers are independent contractors, and they are solely responsible for injuries and damages to members resulting from misconduct
or negligence.

BCBSNC's Disclosure Of Protected Health Information (PHI)

At BCBSNC, we take your privacy seriously. We handle all PHI as required by state and federal laws and regulations and accreditation
standards. We have developed a privacy notice that explains our procedures. To obtain a copy of the privacy notice, contact Hill,
Chesson and Woody at the number listed in "Whom Do | Call?"

Administrative Discretion

BCBSNC has the authority to make reasonable determinations in the administration of coverage. These determinations will be final.
Such determinations include decisions concerning eligibility for benefits, coverage of services, care, treatment, or supplies and
reasonableness of charges. BCBSNC medical policies are guides considered by BCBSNC when making coverage determinations.

Provider Reimbursement

BCBSNC has contracts with certain providers of health care services for the provision of, and payment for, health care services
provided to all members entitled to health care benefits. BCBSNC's payment to providers may be based on an amount other than the
actual charges, including without limitation, an amount per confinement or episode of care, agreed upon schedule of fees, or other
methodology as agreed upon by BCBSNC and the provider. Under certain circumstances, a contracting provider may receive payments
from BCBSNC greater than the charges for services provided to an eligible member, or BCBSNC may pay less than charges for
services, due to negotiated contracts. The member is not entitled to receive any portion of the payments made under the terms of
contracts with providers. The member's liability when defined as a percent of charge shall be calculated based on the lesser of the
allowed amount or the provider's actual charge for covered services provided to a member.

Services Received In North Carolina

Some out-of-network providers have other agreements with BCBSNC that affect their reimbursement for covered services provided
to Blue Options members. These providers agree not to bill members for any charges higher than their agreed upon, contracted
amount. In these situations, members will be responsible for the difference between the Blue Options allowed amount and the
contracted amount. Out-of-network providers may bill you directly. If you are billed, you will be responsible for paying the bill
and filing a claim with BCBSNC.

Services Received Outside Of North Carolina

Your ID card gives you access to participating providers outside the state of North Carolina through the BlueCard program. Your
ID card tells participating providers that you are a member of BCBSNC. By taking part in this program, you may receive discounts
from out-of-state providers who participate in the BlueCard program.
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ADDITIONAL TERMS OF YOUR COVERAGE (cont.)

When you obtain health care services through the BlueCard Program outside the area in which the BCBSNC network operates,
the amount you pay toward such covered services, such as deductibles, copayments or coinsurance, is usually based on the lesser
of:

* The billed charges for your covered services, or

* The negotiated price that the out-of-state Blue Cross and/or Blue Shield licensee ("Host Blue™) passes on to us.

This "negotiated price™ can be:

= Asimple discount which reflects the actual price paid by the Host Blue

* An estimated price that factors in expected settlements, withholds, contingent payment arrangements, or other nonclaims
transactions, with your health care provider or with a group of providers

= Adiscount from billed charges that reflects the average expected savings with your health care provider or with a group of
providers. The price that reflects average savings may result in greater variation (more or less) from the actual price paid than
will the estimated price.

The estimated or average price may be adjusted in the future to correct for over- or underestimation of past prices. However, the
amount you pay is considered a final price.

Should any state enact a law that mandates liability calculation methods that differ from the usual BlueCard program method or
requires a surcharge, your required payment for services in that state will be based upon the method required by that state's law.

Services Received Outside the United States

This plan provides benefits to members outside the United States. In order to receive in-network benefits, you must receive outpatient
or inpatient medical care from a hospital or provider that participates in the Blue Cross and Blue Shield worldwide provider
network, except in an emergency.

Notice Of Claim

BCBSNC will not be liable for payment of benefits unless proper notice is furnished to BCBSNC that covered services have been
provided to a member. If the member files the claim, written notice must be given to BCBSNC within 18 months after the member
incurs the covered service, except in the absence of legal capacity of the member. The notice must be on an approved claim form and
include the data necessary for BCBSNC to determine benefits. Forms are available at www.hillchesson.com or by calling the number
in "Whom Do | Call?"

Notice Of Benefit Determination

BCBSNC will provide an explanation of benefits determination to the member or the member's authorized representative within 30
days of receipt of a notice of claim. BCBSNC may take an extension of up to 15 additional days to complete the benefits determination
if additional information is needed. If BCBSNC takes an extension, we will notify the member or the member's authorized representative
of the extension and of the information needed. You will then have 90 days to provide the requested information. As soon as BCBSNC
receives the requested information, or at the end of the 90 days, whichever is earlier, BCBSNC will make a decision within 15 days.

Such notice will be worded in an understandable manner and will include:

* The specific reason(s) for the denial of benefits

* Reference to the benefit booklet sections on which the denial of benefits is based

* A description of any additional information needed for you to perfect the claim and an explanation of why such information is
needed

* A description of the review procedures and the time limits applicable to such procedures, including the member's right to bring a
civil action under Section 502(a) of ERISA following a denial of benefits

* A copy of any internal rule, guideline, protocol or other similar criteria relied on, if any, in making the benefit determination or a
statement that it will be provided without charge upon request

= Ifthe denial of benefits is based on medical necessity or experimental treatment or similar exclusion or limit, either an explanation
of the scientific or clinical judgment, applying the terms of the health benefit plan to the member's medical circumstances, or a
statement that this will be provided without charge upon request; and

* In the case of a denial of benefits involving urgent care, a description of the expedited review process available to such claims.

Upon receipt of a denial of benefits, you have the right to file a grievance with BCBSNC. See "What If You Disagree With Our

Decision?" for more information.

Limitation Of Actions

Since your health benefit plan is subject to ERISA, you must only exhaust the first level grievance review process following the Notice
of Claim requirement. Please see "What If You Disagree With Our Decision?" for details regarding the grievance review process. No
legal action may be taken later than three years from the date covered services are incurred. However, if you are authorized to pursue
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ADDITIONAL TERMS OF YOUR COVERAGE (cont.)

an action in federal court under ERISA, and you choose to pursue a second level grievance review, the three-year limitation is temporarily
suspended until that review has been resolved.

Coordination Of Benefits (Overlapping Coverage)

If a member is also enrolled in another group health plan, BCBSNC may coordinate benefits with the other plan. Coordination of
benefits (COB) means that if a member is covered by more than one insurance plan, benefits under one plan are determined before
the benefits are determined under the second plan. The plan that determines benefits first is called the primary plan. The other plan is
called the secondary plan.

Benefits paid by the secondary plan may be reduced to avoid paying benefits between the two plans that are greater than the cost of
the health care service. Most group health insurance plans include a COB provision. COB is explained in more detail in the contract
between the group and BCBSNC; however, the rules used to determine which plan is primary and secondary are listed in the following
chart. The "participant" is the person who is signing up for health insurance coverage.
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When a person is covered by 2 | Then Primary Secondary
group health plans, and
One plan does not have a COB | The plan without COB is v
provision
The plan with COB is v
The person is the participant | The plan covering the person as the participant is V
under one plan and a dependent]
under the other
The plan covering the person as a dependent is v
The person is covered as a The plan of the parent whose birthday occurs earlier in N
dependent child under both the calendar year (known as the birthday rule) is
plans, including when parents
are divorced or separated and
share joint custody
The plan of the parent whose birthday is later in the N
calendar year is
Note: When the parents have the same birthday, the plan v
that covered the parent longer is
The person is covered as a The custodial parent's plan is
dependent child and parents are
divorced or separated with no
court decree for coverage
The plan of the spouse of the custodial parent is v
Or, if the custodial parent covers the child through their vV
spouse's plan, the plan of the spouse is
The non-custodial parent's plan is v
The person is covered as a The plan of the parent primarily responsible for health N
dependent child and coverage is| coverage under the court decree is
stipulated in a court decree
The plan of the other parent is v
Note: If there is a court decree that requires a parent to vV
assume financial responsibility for the child's health care
coverage, and BCBSNC has actual knowledge of those
terms of the court decree, benefits under that parent's
health benefit plan are
The person is covered as a The plan the covers a person other than as a laid-off or vV
laid-off or retired employee or | retired employee or as that employee's dependent
that employee's dependent, on
one of the plans
The plan that covers a person as a laid-off or retired v
employee or the dependent of a laid-off or retired
employee
Note: This rule does not apply if it results in a conflict
in determining order of benefits
The person is the participant in | The plan that has been in effect longer is N
two active group health plans
and none of the rules
The plan that has been in effect the shorter amount of v

time is
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ADDITIONAL TERMS OF YOUR COVERAGE (cont.)

NOTE: If either the primary or the secondary health benefit plan covers a particular service, where BCBSNC is the secondary
plan, BCBSNC will coordinate benefits for that service based on the benefits of the secondary coverage, except for prescription
drug benefits. However, if neither the primary nor secondary plan covers a particular service, the member will be responsible for

payment for that service.

BCBSNC may request information about the other plan from the member. A prompt reply will help us process payments quickly.
There will be no payment until primary coverage is determined. It is important to remember that even when benefits are coordinated
with other group health plans, benefits for covered services are still subject to program requirements, such as prior review and
certification procedures.
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SPECIAL PROGRAMS

Programs Outside Your Reqular Benefits

BCBSNC may add programs that are outside your regular benefits. These programs may be changed from time to time.
Following are examples of programs that may be included outside your regular benefits:

Wellness programs, including discounts on goods and services from other companies including certain types of providers
Clinical Opportunities Notification Program involves the analysis of claims and subsequent notification to providers
suggesting consideration of certain patient-specific treatment options along with medical literature addressing these
treatment options

Opportunities to qualify for gift items (such as exercise equipment and clothing) based on submitting activity diaries
that record wellness and exercise activities or preventive health behaviors

Quarterly, semi-annual, and/or annual drawings for gifts, which may include club memberships and trips to special
events, based on submitting activity diaries

Charitable donations made on your behalf by BCBSNC

Discounts or other savings on retail goods and services.

BCBSNC may not provide these discounts on goods and services directly, but may instead arrange these for your
convenience. These discounts are outside your health plan benefits. BCBSNC is not liable for problems resulting from
goods and services it does not provide directly, such as goods and services not being provided or being provided negligently.
The gifts and charitable donations are also outside your health plan benefits. BCBSNC is not liable for third party providers'
negligent provision of the gifts. BCBSNC may stop or change these programs at any time.

46



DEFINITIONS

ALLOWED AMOUNT - the charge that BCBSNC determines is reasonable for covered services provided to a member.
This may be established in accordance with an agreement between the provider and BCBSNC. In the case of providers
that have not entered into an agreement with BCBSNC, the allowed amount will be the lesser of the provider's actual
charge or a reasonable charge established by BCBSNC using a methodology that is applied to comparable providers for
similar services under a similar health benefit plan. BCBSNC's methodology is based on several factors including BCBSNC's
medical, payment and administrative guidelines. Under the guidelines, some procedures charged separately by the provider
may be combined into one procedure for reimbursement purposes.
AMBULANCE - transportation by means of a specially designed and equipped vehicle used only for transporting the sick
and injured, includes ground and aircraft.
AMBULATORY SURGICAL CENTER - a nonhospital facility with an organized staff of doctors, which is licensed or
certified in the state where located, and which:
a) Has permanent facilities and equipment for the primary purpose of performing surgical procedures on an outpatient
basis
b) Provides nursing services and treatment by or under the supervision of doctors whenever the patient is in the facility
¢) Does not provide inpatient accommodations
d) Is not other than incidentally, a facility used as an office or clinic for the private practice of a doctor or other provider.
BENEFIT PERIOD - the period of time, as stated in the "Summary Of Benefits," during which charges for covered services
provided to a member must be incurred in order to be eligible for payment by BCBSNC. A charge shall be considered
incurred on the date the service or supply was provided to a member.
BRAND NAME - the proprietary name of the prescription drug that the manufacturer owning the patent places upon a
drug product or on its container, label or wrapping at the time of packaging. BCBSNC makes the final determination of
the classification of brand name drug products based on information provided by the manufacturer and other external
classification sources.
CERTIFICATION - the determination by BCBSNC that an admission, availability of care, continued stay, or other services,
supplies or drugs have been reviewed and, based on the information provided, satisfy our requirements for medically
necessary services and supplies, appropriateness, health care setting, level of care and effectiveness.
COINSURANCE - the sharing of charges by BCBSNC and the member for covered services received by a member, usually
stated as a percentage of the allowed amount.
COINSURANCE MAXIMUM - the maximum amount of coinsurance that a member is obligated to pay for covered
services per benefit period.
COMPLICATIONS OF PREGNANCY - medical conditions whose diagnoses are distinct from pregnancy, but are adversely
affected or caused by pregnancy, resulting in the mother's life being in jeopardy or making the birth of a viable infant
impossible and which require the mother to be treated prior to the full term of the pregnancy (except as otherwise stated
below), including, but not limited to: abruption of placenta; acute nephritis; cardiac decompensation; documented
hydramnios; eclampsia; ectopic pregnancy; insulin dependent diabetes mellitus; missed abortion; nephrosis; placenta
previa; Rh sensitization; severe pre-eclampsia; trophoblastic disease; toxemia; immediate postpartum hemorrhage due to
uterine atony; retained placenta or uterine rupture occurring within 72 hours of delivery; or, the following conditions
occurring within ten days of delivery: urinary tract infection, mastitis, thrombophlebitis, and endometritis. Emergency
cesarean section will be considered eligible for benefit application only when provided in the course of treatment for those
conditions listed above as a complication of pregnancy. Common side effects of an otherwise normal pregnancy, conditions
not specifically included in this definition, episiotomy repair and birth injuries are not considered complications of
pregnancy.
CONGENITAL - existing at, and usually before birth, referring to conditions that are apparent at birth regardless of their
causation.
CONTRACT - the agreement between BCBSNC and the group. It includes the master group contract, the benefit booklet(s)
and any exhibits or endorsements, the group enrollment application and medical questionnaire when applicable.
COPAYMENT - the fixed-dollar amount that is due and payable by the member at the time a covered service is provided.
COSMETIC - to improve appearance. This does not include restoration of physiological function resulting from accidental
injury, trauma or previous treatment that would be considered a covered service. This also does not include reconstructive
surgery to correct congenital or developmental anomalies that have resulted in functional impairment.
COVERED SERVICE(S) - a service, drug, supply or equipment specified in this benefit booklet for which members are
entitled to benefits in accordance with the terms and conditions of this health benefit plan.
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DEFINITIONS (cont.)

CREDITABLE COVERAGE - accepted health insurance coverage carried prior to BCBSNC coverage can be group health
insurance, self-funded plans, individual health insurance, public health plan, Children's Health Insurance Program (CHIP),
Medicare, Medicaid, and any other coverage defined as creditable coverage under state or federal law. Creditable coverage
does not include coverage consisting solely of excepted benefits.

CUSTODIAL CARE - care designed essentially to assist an individual with the activities of daily living, with or without
routine nursing care and the supervisory care of a doctor. While some skilled services may be provided, the patient does
not require continuing skilled services 24 hours daily. The individual is not under specific medical, surgical, or psychiatric
treatment to reduce a physical or mental disability to the extent necessary to enable the patient to live outside either the
institution or the home setting with substantial assistance and supervision, nor is there reasonable likelihood that the
disability will be reduced to that level even with treatment. Custodial care includes, but is not limited to, help in walking,
bathing, dressing, feeding, preparation of special diets and supervision over medications that could otherwise be
self-administered. Such services and supplies are custodial as determined by BCBSNC without regard to the place of
service or the provider prescribing or providing the services.

DEDUCTIBLE - the specified dollar amount for certain covered services that the member must incur before benefits are
payable for the remaining covered services. The deductible does not include copayments, coinsurance, charges in excess
of the allowed amount, amounts exceeding any maximum and expenses for noncovered services.

DEPENDENT - a member other than the subscriber as specified in "When Coverage Begins And Ends."

DEPENDENT CHILD(REN) - the covered child(ren) of a subscriber or spouse up to the maximum dependent age, as
specified in "When Coverage Begins And Ends."

DEVELOPMENTAL DYSFUNCTION - difficulty in acquiring the activities of daily living including, but not limited to,
walking, talking, feeding or dressing oneself or learning in school. Developmental therapies are those to facilitate or
promote the development of skills, which the member has not yet attained. Examples include, but are not limited to: speech
therapy to teach a member to talk, follow directions or learn in school; physical therapy to treat a member with low muscle
tone or to teach a member to roll over, sit, walk or use other large muscle skills; occupational therapy to teach a member
the activities of daily living, to use small muscle skills or balance or to assist with behavior or achievement in the learning
setting.

DOCTOR - includes the following: a doctor of medicine, a doctor of osteopathy, licensed to practice medicine or surgery
by the Board of Medical Examiners in the state of practice, a doctor of dentistry, a doctor of podiatry, a doctor of chiropractic,
a doctor of optometry, or a doctor of psychology who must be licensed or certified in the state of practice and has a
doctorate degree in psychology and at least two years clinical experience in a recognized health setting or has met the
standards of the National Register of Health Service Providers in Psychology. All of the above must be duly licensed to
practice by the state in which any service covered by the contract is performed, regularly charge and collect fees as a
personal right, subject to any licensure or regulatory limitation as to location, manner or scope of practice. All services
performed must be within the scope of license or certification to be eligible for reimbursement.

DURABLE MEDICAL EQUIPMENT - items designated by BCBSNC which can withstand repeated use, are used primarily
to serve a medical purpose, are not useful to a person in the absence of illness, injury or disease, and are appropriate for
use in the patient's home.

EFFECTIVE DATE - the date on which coverage for a member begins, according to "When Coverage Begins And Ends."
EMERGENCY(IES) - the sudden or unexpected onset of a condition of such severity that a prudent layperson, who
possesses an average knowledge of health and medicine, could reasonably expect the absence of immediate medical
attention to result in any of the following: placing the health of an individual or with respect to a preghant woman, the
health of the pregnant woman or her unborn child in serious jeopardy, serious physical impairment to bodily functions,
serious dysfunction of any bodily organ or part, or death. Heart attacks, strokes, uncontrolled bleeding, poisonings, major
burns, prolonged loss of consciousness, spinal injuries, shock, and other severe, acute conditions are examples of
emergencies.

EMERGENCY SERVICES - health care items and services furnished or required to screen for or treat an emergency
medical condition until the condition is stabilized, including pre-hospital care and ancillary services routinely available
in the emergency department.

EMPLOYEE - the person who is eligible for coverage under this health benefit plan due to employment with the employer
and who is enrolled for coverage.

EMPLOYER - North Carolina State University

ENROLLMENT DATE - the date your coverage is effective.
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ERISA - the Employee Retirement Income Security Act of 1974,

EXPERIMENTAL - see Investigational.

FACILITY SERVICES - covered services provided and billed by a hospital or nonhospital facility. All services performed
must be within the scope of license or certification to be eligible for reimbursement.

FORMULARY - the list of outpatient prescription drugs and insulin, also included are certain over-the-counter drugs that
may be available to members.

FOSTER CHILD(REN) - children under age 18 i) for whom a guardian has been appointed by a clerk of superior court
of any county in North Carolina or ii) whose primary or sole custody has been assigned by order of a court with proper
jurisdiction and who are residing with a person appointed as guardian or custodian for so long as the guardian or custodian
has assumed the legal obligation for total or partial support of the children with the intent that the children reside with the
guardian or custodian on more than a temporary or short-term basis.

GENERIC - a drug name not protected by a trademark which has the same active ingredient, strength and dosage form,
and which is determined by the Food and Drug Administration (FDA) to be therapeutically equivalent to the prescription
brand name drug.

GRIEVANCE - grievances include dissatisfaction with a claims denial or any of our decisions (including an appeal of a
noncertification decision), policies or actions related to the availability, delivery or quality of health care services.
GROUP - NC State Postdoc Medical Insurance Plan

HOLISTIC MEDICINE - unproven preventive or treatment modalities, generally described as, alternative, integrative or
complementary medicine, whether performed by a physician or any other provider.

HOMEBOUND - a member who cannot leave their home or temporary residence due to a medical condition which requires
both the assistance of another person and the aid of supportive devices or the use of special transportation. A member is
not considered homebound solely because the assistance of another person is required to leave the home.

HOME HEALTH AGENCY - a nonhospital facility which is primarily engaged in providing home health care services
medical or therapeutic in nature, and which:

a) Provides skilled nursing and other services on a visiting basis in the member's home,

b) Is responsible for supervising the delivery of such services under a plan prescribed by a doctor,

c) Isaccredited and licensed or certified in the state where located,

d) Is certified for participation in the Medicare program, and

e) Is acceptable to BCBSNC.

HOSPICE - a nonhospital facility that provides medically related services to persons who are terminally ill, and which:
a) Is accredited, licensed or certified in the state where located

b) Is certified for participation in the Medicare program

c) Is acceptable to BCBSNC.

HOSPITAL - an accredited institution for the treatment of the sick that is licensed as a hospital by the appropriate state
agency in the state where located. All services performed must be within the scope of license or certification to be eligible
for reimbursement.

IDENTIFICATION CARD (ID CARD) - the card issued to our members upon enrollment which provides group/member
identification numbers, names of the members, applicable deductible and/or coinsurance, and key phone numbers and
addresses.

INCURRED - the date on which a member receives the service, drug, equipment or supply for which a charge is made.
INFERTILITY - the inability of a heterosexual couple to conceive a child after 12 months of unprotected male/female
intercourse.

IN-NETWORK - designated as participating in the Blue Options network. BCBSNC's payment for in-network covered
services is described in this benefit booklet as in-network benefits or in-network benefit levels.

IN-NETWORK PROVIDER - a hospital, doctor, other medical practitioner or provider of medical services and supplies
that has been designated as a Blue Options provider by BCBSNC or a provider participating in the BlueCard program.
INPATIENT - pertaining to services received when a member is admitted to a hospital or nonhospital facility as a registered
bed patient for whom a room and board charge is made.

INVESTIGATIONAL (EXPERIMENTAL) - the use of a service or supply including, but not limited to, treatment,
procedure, facility, equipment, drug, or device that BCBSNC does not recognize as standard medical care of the condition,
disease, illness, or injury being treated. The following criteria are the basis for BCBSNC's determination that a service or
supply is investigational:
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a) Services or supplies requiring federal or other governmental body approval, such as drugs and devices that do not have
unrestricted market approval from the Food and Drug Administration (FDA) or final approval from any other
governmental regulatory body for use in treatment of a specified condition. Any approval that is granted as an interim
step in the regulatory process is not a substitute for final or unrestricted market approval.

b) There is insufficient or inconclusive scientific evidence in peer-reviewed medical literature to permit BCBSNC's
evaluation of the therapeutic value of the service or supply

c) There is inconclusive evidence that the service or supply has a beneficial effect on health outcomes

d) The service or supply under consideration is not as beneficial as any established alternatives

e) There is insufficient information or inconclusive scientific evidence that, when utilized in a non-investigational setting,
the service or supply has a beneficial effect on health outcomes and is as beneficial as any established alternatives.

If a service or supply meets one or more of the criteria, it is deemed investigational except for clinical trials as described

under this health benefit plan. Determinations are made solely by BCBSNC after independent review of scientific data.

Opinions of experts in a particular field and/or opinions and assessments of nationally recognized review organizations

may also be considered by BCBSNC but are not determinative or conclusive.

LICENSED PRACTICAL NURSE (LPN) - a nurse who has graduated from a formal practical nursing education program

and is licensed by the appropriate state authority.

LIFETIME MAXIMUM - the maximum amount of covered services that will be reimbursed on behalf of a member while

he or she has coverage under this health benefit plan.

MAINTENANCE THERAPY - services that preserve your present level of function or condition and prevent regression

of that function or condition. Maintenance begins when the goals of the treatment plan have been achieved and/or when

no further progress is apparent or expected to occur.

MEDICAL CARE/SERVICES - professional services provided by a doctor or other provider for the treatment of an illness

or injury.

MEDICAL SUPPLIES - health care materials that include ostomy supplies, catheters, oxygen and diabetic supplies.

MEDICALLY NECESSARY (OR MEDICAL NECESSITY) - those covered services or supplies that are:

a) Provided for the diagnosis, treatment, cure, or relief of a health condition, illness, injury, or disease; and, except for
clinical trials as described under this health benefit plan, not for experimental, investigational, or cosmetic purposes,

b) Necessary for and appropriate to the diagnosis, treatment, cure, or relief of a health condition, illness, injury, disease,
or its symptoms,

c) Within generally accepted standards of medical care in the community, and

d) Not solely for the convenience of the insured, the insured's family, or the provider.

For medically necessary services, BCBSNC may compare the cost-effectiveness of alternative services, settings or supplies

when determining which of the services or supplies will be covered and in what setting medically necessary services are

eligible for coverage.

MEMBER - a subscriber or dependent, who is currently enrolled in this health benefit plan and for whom premium is

paid.

MENTAL ILLNESS - (1) when applied to an adult member, an illness which so lessens the capacity of the individual to

use self-control, judgment, and discretion in the conduct of his/her affairs and social relations as to make it necessary or

advisable for him/her to be under treatment, care, supervision, guidance, or control; and (2) when applied to a dependent
child, a mental condition, other than mental retardation alone, that so impairs the dependent child's capacity to exercise
age adequate self-control or judgment in the conduct of his/her activities and social relationships so that he/she is in need
of treatment; and a mental disorder defined in the current edition of the Diagnostic and Statistical Manual of Mental

Disorders of the American Psychiatric Association, Washington, DC ("DSM-1V"). Mental illness does not include

substance-related disorders, sexual dysfunctions not due to organic disease, and disorders coded as "V" codes in the

DSM-1V.

NONCERTIFICATION - a determination by BCBSNC that a service covered under your health benefit plan has been

reviewed and does not meet BCBSNC's requirements for medical necessity, appropriateness, health care setting, level of

care or effectiveness or the prudent layperson standard for coverage of emergency services and, as a result, the requested
service is denied, reduced or terminated. The determination that a requested service is experimental, investigational or
cosmetic is considered a noncertification. A noncertification is not a decision based solely on the fact that the requested
service is specifically excluded under your benefits.
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DEFINITIONS (cont.)

NONHOSPITAL FACILITY - an institution or entity other than a hospital that is accredited and licensed or certified in

the state where located to provide covered services and is acceptable to BCBSNC. All services performed must be within

the scope of license or certification to be eligible for reimbursement.

OFFICE VISIT - medical care, surgery, diagnostic services, short-term rehabilitative therapy services and medical supplies

provided in a provider's office.

OTHER PROVIDER - an institution or entity other than a doctor or hospital, which is accredited and licensed or certified

in the state where located to provide covered services and which is acceptable to BCBSNC. All services performed must

be within the scope of license or certification to be eligible for reimbursement.

OTHER PROFESSIONAL PROVIDER - a person or entity other than a doctor who is accredited and licensed or certified

in the state where located to provide covered services and which is acceptable to BCBSNC. All services performed must

be within the scope of license or certification to be eligible for reimbursement.

OTHER THERAPY(IES) - the following services and supplies, both inpatient and outpatient, ordered by a doctor or other

provider to promote recovery from an illness, disease or injury when provided by a doctor, other provider or professional

employed by a provider licensed in the state of practice.

a) Cardiac rehabilitative therapy - reconditioning the cardiovascular system through exercise, education, counseling and
behavioral change

b) Chemotherapy (including intravenous chemotherapy) - the treatment of malignant disease by chemical or biological
antineoplastic agents which have received full, unrestricted market approval from the Food and Drug Administration
(FDA)

c) Dialysis treatments - the treatment of acute renal failure or chronic irreversible renal insufficiency for removal of waste
materials from the body to include hemodialysis or peritoneal dialysis

d) Pulmonary therapy - programs that combine exercise, training, psychological support and education in order to improve
the patient's functioning and quality of life

e) Radiation therapy - the treatment of disease by x-ray, radium, or radioactive isotopes

f) Respiratory therapy - introduction of dry or moist gases into the lungs for treatment purposes.

OUT-OF-NETWORK - not designated as participating in the Blue Options network, and not certified in advance by

BCBSNC to be considered as in-network. Our payment for out-of-network covered services is described in this benefit

booklet as out-of-network benefits or out-of-network benefit levels.

OUT-OF-NETWORK PROVIDER - a provider that has not been designated as a Blue Options provider by BCBSNC.

OUTPATIENT - pertaining to services received from a hospital or nonhospital facility by a member while not an inpatient.

OUTPATIENT CLINIC(S) - an accredited institution/facility associated with or owned by a hospital. An outpatient clinic

may bill for outpatient visits, including professional services and ancillary services, such as diagnostic tests. These services

may be subject to the Outpatient Services benefit. All services performed must be within the scope of the professional or

facility license or certification to be eligible for reimbursement.

POSITIONAL PLAGIOCEPHALY - the asymmetrical shape of an infant's head due to uneven external pressures on the

skull in either the prenatal or postnatal environment. This does not include asymmetry of an infant's head due to premature

closure of the sutures of the skull.

PRE-EXISTING CONDITION - a condition, disease, illness or injury for which medical advice, diagnosis, care or treatment

was received or recommended within the 6-month period prior to your effective date. Pregnancy and genetic information

are not considered pre-existing conditions.

PRESCRIPTION - an order for a drug issued by a doctor duly licensed to make such a request in the ordinary course of

professional practice; or requiring such an order.

PRESCRIPTION DRUG - a drug that has been approved by the Food and Drug Administration (FDA) and is required,

prior to being dispensed or delivered, to be labeled "Caution: Federal law prohibits dispensing without prescription,” or

labeled in a similar manner, and is appropriate to be administered without the presence of a medical supervisor. Prescription

drugs include:

a) Insulin

b) Self-administered injectable drugs

c) Contraceptive devices

d) Select diabetic supplies: insulin needles, syringes, glucose testing strips, ketone testing strips and tablets, lancets and
lancet devices.
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DEFINITIONS (cont.)

PREVENTIVE CARE - medical services provided by or upon the direction of a doctor or other provider related to the

prevention of disease.

PRIMARY CARE PROVIDER (PCP) - an in-network provider who has been designated by BCBSNC as a PCP.

PRIOR REVIEW - the consideration of benefits for an admission, availability of care, continued stay, or other services,

supplies or drugs, based on the information provided and requirements for a determination of medical necessity of services

and supplies, appropriateness, health care setting, or level of care and effectiveness. Prior review results in certification
or noncertification of benefits.

PROSTHETIC APPLIANCES - fixed or removable artificial limbs or other body parts, which replace absent natural ones

following permanent loss of the body part.

PROVIDER - a hospital, nonhospital facility, doctor, or other provider, accredited, licensed or certified where required

in the state of practice, performing within the scope of license or certification. All services performed must be within the

scope of license or certification to be eligible for reimbursement.

REGISTERED NURSE (RN) - a nurse who has graduated from a formal program of nursing education (diploma school,

associate degree or baccalaureate program), and is licensed by the appropriate state authority in the state of practice.

RESTRICTED ACCESS DRUGS AND DEVICES - covered prescription drugs or devices for which reimbursement is

conditioned on : (1) BCBSNC giving certification or (2) the health care provider prescribing one or more alternative drugs

or devices before prescribing the drug or device in question.

ROUTINE FOOT CARE - hygiene and preventive maintenance such as trimming of corns, calluses or nails that do not

usually require the skills of a qualified provider of foot care services.

SEVERE MENTAL ILLNESS - includes the following: bipolar disorder, major depressive disorder, obsessive compulsive

disorder, paranoid and other psychotic disorder, schizoaffective disorder, schizophrenia, post-traumatic stress disorder,

anorexia nervosa, and bulimia.

SEXUAL DYSFUNCTION - any of a group of sexual disorders characterized by inhibition either of sexual desire or of

the psychophysiological changes that usually characterize sexual response. Included are female sexual arousal disorder,

male erectile disorder and hypoactive sexual desire disorder.

SHORT-TERM REHABILITATIVE THERAPY - services and supplies both inpatient and outpatient, ordered by a doctor

or other provider to promote the recovery of the member from an illness, disease or injury when provided by a doctor,

other provider or professional employed by a provider licensed by the appropriate state authority in the state of practice
and subject to any licensure or regulatory limitation as to location, manner or scope of practice.

a) Occupational therapy - treatment by means of constructive activities designed and adapted to promote the restoration
of the person’'s ability to satisfactorily accomplish the ordinary tasks of daily living and those required by the person's
particular occupational role after such ability has been impaired by disease, injury or loss of a body part

b) Physical therapy - treatment by physical means, hydrotherapy, heat or similar modalities, physical agents, biomechanical
and neurophysiological principles and devices to relieve pain, restore maximum function and prevent disability following
disease, injury or loss of body part

c) Speech therapy - treatment for the restoration of speech impaired by disease, surgery, or injury; or certain significant
physical congenital conditions such as cleft lip and palate; or swallowing disorders related to a specific illness or injury.

SKILLED NURSING FACILITY - anonhospital facility licensed under state law that provides skilled nursing, rehabilitative

and related care where professional medical services are administered by a registered or licensed practical nurse. All

services performed must be within the scope of license or certification to be eligible for reimbursement.

SPECIALIST - a doctor who is recognized by BCBSNC as specializing in an area of medical practice.

SPECIALTY BRAND NAME DRUG(S) - those medications classified by BCBSNC that generally have unique indications

or uses, or require special dosing or administration, or are typically prescribed by a specialist, or are significantly more

expensive than alternative therapies.

STABILIZE - to provide medical care that is appropriate to prevent a material deterioration of the member's condition,

within reasonable medical certainty.

SUBSCRIBER - the person who is eligible for coverage under this health benefit plan due to employment and who is

enrolled for coverage.

SURGERY - the performance of generally accepted operative and cutting procedures including specialized instrumentations,

endoscopic examinations and other invasive procedures, such as:

a) The correction of fractures and dislocations

b) Usual and related pre-operative and post-operative care
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DEFINITIONS (cont.)

c) Other procedures as reasonable and approved by BCBSNC.

TRANSPLANTS - the surgical transfer of a human organ or tissue taken from the body for grafting into another area of
the same body or into another body; the removal and return into the same body or transfer into another body of bone
marrow or peripheral blood stem cells. Grafting procedures associated with reconstructive surgery are not considered
transplants.

URGENT CARE - services provided for a condition that occurs suddenly and unexpectedly, requiring prompt diagnosis
or treatment, such that in the absence of immediate care the individual could reasonably be expected to suffer chronic
illness, prolonged impairment, or require a more hazardous treatment. Fever over 101 degrees Fahrenheit, ear infection,
sprains, some lacerations and dizziness are examples of conditions that would be considered urgent.

UTILIZATION MANAGEMENT (UM) - a set of formal processes that are used to evaluate the medical necessity, quality
of care, cost-effectiveness and appropriateness of many health care services, including procedures, treatments, medical
devices, providers and facilities.

WAITING PERIOD - the amount of time that must pass before a member is eligible to be covered for benefits under the
terms of this health benefit plan.
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Blue EXT RAS . Value-Added Programs

Value-Added Programs

More than just health insurance. Blue Cross and Blue Shield of North Carolina offers Blue Extras' to help
you take charge of your care and save you money. These innovative programs compliment your health
plan and are available at no additional cost. Blue Extras includes discounts, information and more on a
variety of health related products, services and topics. Now that's value-added. That's your plan for better
health. For more information, visit the Blue Extras section of bcbsnc.com.

ALTMEDBlue®

Discounts on alternative medicine services

AUDIOBlue

Hearing aid discount program

Blue POINTS

Physical activity incentive program

BluePoinTs
for kids

Physical activity incentive program for kids ages 6-12

COSMETICDENTISTRYBlue

Information and discounts on cosmetic dentistry

COSMETICSURGERYBIlue-

The cosmetic surgery information and discounts resource

GETFITBlue’

Nutrition and fithess resource

OPTICBlue’

Discounts on corrective laser eye surgery

VITABlue

Discounts on vitamins, minerals and herbal supplements

sM  Marks of the Blue Cross and Blue Shield Association.

*  Not all plans have access to all Blue Extras programs. Please call Blue Cross and Blue Shield of North Carolina (BCBSNC)
for details on what programs are available to you. These programs are not covered benefits under your health insurance
contract. BCBSNC does not accept claims or reimburse for these goods or services and members are responsible for paying
all bills. BCBSNC reserves the right to discontinue or change these programs at any time.

Your plan for better health” bcbsnc.com
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BlueEXTRAS

Value-Added Programs

ALTMEDBlue®

Discounts on alternative medicine services

Alt Med Blue is our alternative medicine discount
program. It's another way to help you take care of your
body. Since there are no forms to fill out and no
referrals, it's simple to use too. Just present your member
ID card at a participating provider location and get up
to 25% off services from Alt Med Blue practitioners.

Alternative medicine includes a variety of therapies that
work to increase wellness, prevent illness and address

existing conditions. The following are just a few of our
discounted Alt Med Blue services: '

Massage Therapy
Fitness Centers
Somatic Education
Guided Imagery

Acupuncture
Chiropractic Services *
Stress Management
Biofeedback

Personal Trainers Health Spas
Nutrition Counseling Yoga
Tai Chi and more!

For more information about Alt Med Blue, call
1-888-336-2583 (toll free) or visit the Blue Extras™
section of bchsnc.com.

M Marks of the Blue Cross and Blue Shield Association.

' Alt Med Blue is not a covered benefit under your health insurance
contract. Blue Cross and Blue Shield of North Carolina (BCBSNC)
does not accept claims or reimburse for these services and
members are responsible for paying all bills. BCBSNC reserves
the right to discontinue or change this program at any time. Certain
groups will not be participating in Alt Med Blue at this time. Call
BCBSNC to make sure Alt Med Blue is a part of your plan.

2 Chiropractic services may be available as a covered benefit. If
your health plan includes chiropractic coverage, the Alt Med Blue
discount will be available to you if you have hit your benefit period
visit limit or if your visit is for a noncovered service. Covered
benefits and discounts cannot be combined. There are no
discounts on copayments, coinsurance, deductibles, maximums
or balance billing.

AUDIOBlue

Hearing aid discount program

Do you have to ask others to repeat themselves, turn
the TV up too loud, or have difficulty hearing in noisy
environments? If so, you should have your hearing
checked. If a hearing aid is recommended, Audio Blue
' offers a 25% discount on manufacturers' suggested
retail prices or $250 off usual and customary fees,
whichever provides greater savings.

To take advantage of the discount, simply schedule a
hearing consultation at a participating provider and
present your member ID card. There, the health care
specialist can give you recommendations on what types
of hearing aids will best fit your lifestyle and budget.
You'll be able to choose from traditional behind-the-ear
models to state of the art digital models that fit
completely in the ear canal.

With Audio Blue, when you purchase a hearing aid
you'll also get:

Free hearing aid fittings  Free follow-up visits for
one year
Free one-year warranties Free hearing aid cleanings
for service, loss or damage and checks for one year
Free one-year supply of
batteries
For more information about Audio Blue or to find a
participating provider, call 1-877-979-8000 (toll free)

or visit the Blue Extras™ section of bchsnc.com.

M Marks of the Blue Cross and Blue Shield Association.

" Audio Blue is not a covered benefit under your health insurance
contract. Blue Cross and Blue Shield of North Carolina (BCBSNC)
does not accept claims or reimburse for these services and
members are responsible for paying all bills. BCBSNC reserves
the right to discontinue or change this program at any time. Certain
groups will not be participating in Audio Blue at this time. Call
BCBSNC to make sure Audio Blue is a part of your plan.

Your plan for better health”

bcbsnc.com



BlueEXTRAS

Value-Added Programs

Blue POINTS

Physical activity incentive program

According to the Surgeon General, physical activity can
greatly reduce the risk of developing cancer, heart
disease and diabetes. That's why we created Blue Points,’
our physical activity incentive program. It's a fun way
to keep track of your physical activities and actually
rewards you for being active!

All you have to do is record your activities in your Blue
Points Activity Log. At least 30 minutes of physical
activity a day earns you 10 points for that day. Earn 250
points and select a prize from the first Blue Points prize
level. Earn 250 more points and select a prize from the
second Blue Points prize level. There are four levels in
all - B, L, U and E, each with great prize options, like
camping equipment, coolers and sporting gear. After
completing all four levels, you'll start the process over.
That way, you can select all new prizes the next time
around!

For more information about Blue Points, visit the Blue
Extras™ section of bcbsnc.com.

M Marks of the Blue Cross and Blue Shield Association.

' Blue Cross and Blue Shield of North Carolina (BCBSNC) reserves
the right to discontinue or change this program at any time. Due
to specific contracts, selected groups will not be participating in
Blue Points at this time. Call BCBSNC to see if Blue Points is a
part of your health plan.

Blue POINTS

Physical activity incentive program for kids ages 6-12

Now you can make Blue Points’ a family affair. Blue
Points for Kids is available for children six to 12 years
old. We've created a prize section just for kids and it's
filled with cool stuff they wont want to miss.

Blue Points for Kids works just like Blue Points. Each
day your child is active for 30 minutes or more, they
can earn 10 points toward a prize of their choice. To
sign your child up, visit the Blue Points section of
bcbsnc.com. Remember, Blue Points for Kids members
must be registered by a parent or guardian.

For more information about Blue Points for Kids, visit
the Blue Extras™ section of bcbsnc.com.

M Marks of the Blue Cross and Blue Shield Association.

" Blue Cross and Blue Shield of North Carolina (BCBSNC) reserves
the right to discontinue or change this program at any time. Due
to specific contracts, selected groups will not be participating in
Blue Points for Kids at this time. Call BCBSNC to see if Blue Points
for Kids is a part of your health plan.

Your plan for better health”

bcbsnc.com
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Value-Added Programs

COSMETICDENTISTRYBlue

Information and discounts on cosmetic dentistry

We know a bright, healthy smile is important to you.
That's why we are proud to offer Cosmetic Dentistry
Blue, our newest Blue Extra™. Just present your member
ID card at a participating provider location and get up
to 30% off cosmetic dentistry procedures. Following
are some of the discounted Cosmetic Dentistry Blue
services":

Teeth Whitening

Veneers

Tooth-Colored Fillings

Implants

Bonding

Tooth Reshaping and Contouring

For more information about Cosmetic Dentistry
Blue, call 1-877-269-1097 (toll free) or visit the
Blue Extras™ section of bcbsnc.com.

M Marks of the Blue Cross and Blue Shield Association.

" Cosmetic Dentistry Blue is not a covered benefit under your health
insurance contract. Blue Cross and Blue Shield of North Carolina
(BCBSNC) does not accept claims or reimburse for these services
and members are responsible for paying all bills. BCBSNC
reserves the right to discontinue or change this program at any
time. Certain groups will not be participating in Cosmetic Dentistry
Blue at this time. Call BCBSNC to make sure Cosmetic Dentistry
Blue is a part of your plan.

COSMETICSURGERYBIlue®

The cosmetic surgery information and discounts resource

Choosing to have cosmetic surgery is a decision that
requires careful thought and preparation. That's why we
created Cosmetic Surgery Blue.' This information
resource helps you explore the world of cosmetic
surgery. Once you have done your research, understand
the risks, and ultimately decide to have your procedure,
you can also take advantage of the Cosmetic Surgery
Blue discount.

Designed to discount services that are not typically
covered by insurance, Cosmetic Surgery Blue applies
to procedures such as rhinoplasty, facelifts and
liposuction. Members will receive a 15% flat rate
discount on the physician's regular surgical fees. Since
cosmetic surgery charges are typically divided into three
parts (surgery, anesthesia and facility), your discount
will apply to the surgery portion only. Additionally,
your Cosmetic Surgery Blue discount applies to your
initial consultation, even if you decide not to have the
procedure.

For more information about Cosmetic Surgery Blue,
call 1-877-755-1111 (toll free) or visit the Blue
Extras™ section of bchsnc.com.

M Marks of the Blue Cross and Blue Shield Association.

" Cosmetic Surgery Blue is not a covered benefit under your health
insurance contract. Blue Cross and Blue Shield of North Carolina
(BCBSNC) does not accept claims or reimburse for these services
and members are responsible for paying all bills. BCBSNC
reserves the right to discontinue or change this program at any
time. Certain groups will not be participating in Cosmetic Surgery
Blue at this time. Call BCBSNC to make sure Cosmetic Surgery
Blue is a part of your plan.

Your plan for better health”

bcbsnc.com
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Value-Added Programs

GETFITBlue’

Nutrition and fithess resource

Maintaining a healthy lifestyle requires an approach
through both diet and exercise. That's why Get Fit Blue'
offers discounts on nutrition and fitness products,
programs and services. You can access weight
management programs found at hospitals around the
state. Plus, you'll have fast, easy access to recipes,
calorie counters, exercise advice and more. Let Get Fit
Blue help you beat the odds - the healthy way.

Visit Get Fit Blue at bcbsnc.com and find:

Discounts on participating hospital weight
management programs

Discounts on online and in-person weight
management programs

Discounts on scales, heart rate monitors, body fat
analyzers, blood pressure monitors and electronic
pulse massagers

Recipes

Fitness and nutrition calculators

Links to other resources that give you discounts on
nutrition counseling, cooking instruction, personal
training, gym memberships and more

For more information about Get Fit Blue, visit the
Blue Extras™ section of bcbsnc.com.

M Marks of the Blue Cross and Blue Shield Association.

Get Fit Blue is not a covered benefit under your health insurance
contract. BCBSNC does not accept claims or reimburse for these
services and members are responsible for paying all bills.
BCBSNC reserves the right to discontinue or change this program
at any time.

OPTICBlue’

Discounts on corrective laser eye surgery

You've probably heard about corrective laser eye surgery
and the LASIK procedure. Maybe you'd like to try it,
but thought it was too expensive. Well, think again.
Optic Blue' is here. With this innovative program, you
can get corrective laser eye surgery at least 20% less
than the market price.

Taking advantage of Optic Blue is simple. Just show
your ID card and pay one low global fee - that means
it includes your consultations, the laser procedure and
all follow-up visits. It's that easy.

For more information about Optic Blue, call
1-800-755-0507 (toll free) or visit the Blue Extras™
section of bcbsnc.com.

Other Vision Discounts:

If you're not ready for corrective eye surgery, take
advantage of our other vision discounts. You can
receive a 30 percent discount on prescription eyewear|
including lenses, frames and nondisposable contacts,
and a 15 percent discount on disposable contacts
prescribed and purchased from our participating North
Carolina providers who own optical dispensaries.

sM  Marks of the Blue Cross and Blue Shield Association.

1

Optic Blue is not a covered benefit under your health insurance
contract. Blue Cross and Blue Shield of North Carolina (BCBSNC)
does not accept claims or reimburse for these services and
members are responsible for paying all bills. BCBSNC reserves
the right to discontinue or change this program at any time.

Your plan for better health”

bcbsnc.com
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Value-Added Programs

VITABlue

Discounts on vitamins, minerals and herbal supplements

Vitamins. Minerals. Herbal supplements. We know
they're an important part of many people's diets and
lifestyles. In fact, 83% of U.S. households use these
products.” That's why we offer Vita Blue,” a program
that gives you a broad selection of vitamins, minerals
and herbal supplements - all with big savings.

Bigger and better than ever, Vita Blue has significantly

expanded its inventory. Now, you're sure to find the

products that help you, your kids and even your pets

thrive. With Vita Blue you'll get:

* Up to 40% off average drug store, retail and mail
order prices’

* Free standard shipping on orders over $15

* 50% off the second bottle of select products

* A great selection of over 100 supplements

For more information or to place your Vita Blue order,
call 1-888-234-2413 (toll free) or visit the Blue Extras™
section of bcbsnc.com.

M Marks of the Blue Cross and Blue Shield Association.
" The Hartman Group, 2001.

2 Vita Blue is not a covered benefit under your health insurance
contract. Blue Cross and Blue Shield of North Carolina (BCBSNC)
does not accept claims or reimburse for these services and
members are responsible for paying all bills. BCBSNC reserves
the right to discontinue or change this program at any time.

3 BCBSNC market research, April 2000.

Your plan for better health”

bcbsnc.com



PRIVACY NOTICE

BLUE CROSS AND BLUE SHIELD OF NORTH CAROLINA
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY
BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION.

PLEASE REVIEW IT CAREFULLY. THE PRIVACY OF YOUR MEDICAL
INFORMATION IS IMPORTANT TO US.

Our Responsibilities

Blue Cross and Blue Shield of North Carolina is committed to protecting the privacy of the medical information and other personal
information we keep regarding our members. We call this information Protected Health Information or "PHI" throughout this
notice. We are required by law to maintain the privacy of your Protected Health Information. We are also required to give you this
notice about our privacy practices, our legal duties, and your rights concerning your PHI. We must follow the privacy practices
that are described in this notice while it is in effect. This notice took effect on April 14, 2003 and will remain in place until we
replace it.

We reserve the right to change this notice and our privacy practices at any time. We also reserve the right to make the changes in
our privacy practices and the new notice effective for all PHI that we already have about you as well as for PHI that we may receive
in the future. Before we make a material change in our privacy practices, we will update this notice and send the new notice to our
health plan subscribers within 60 days of the time we make the change.

You may request a copy of this notice at any time by calling the customer service number on the back of your identification card
or writing to us at P. O. Box 2291, Durham, NC 27702. You may also obtain a copy from our Web site, www.bcbsnc.com. For
more information or questions about our privacy practices please contact the Privacy Office at the address provided above.

How We Use and Disclose Your Protected Health Information

We may use and disclose your protected health information as permitted by federal and state privacy laws and regulations. We
have described below how we are most likely to use and disclose your protected health information under these laws and regulations.
Generally, we will only use and disclose your PHI as authorized by you or as permitted or required by law. If you cease to be a
member, we will no longer disclose your PHI, except as permitted or required by law.

The federal health care privacy regulations known as "HIPAA" generally do not take precedence over state or other applicable
privacy laws that provide individuals greater privacy protections. As a result, when a state law requires us to impose stricter standards
to protect your health information, we will follow the state law rather than the HIPAA Privacy Regulations. For example, where
such laws have been enacted, we will follow more stringent state privacy laws that relate to uses and disclosures of the protected
health information concerning HIV or AIDS, mental health, substance abuse/chemical dependency, genetic testing or reproductive
rights.

We may use and disclose your PHI for the following purposes:

Payment. We may use and disclose your PHI for payment purposes or to otherwise fulfill our responsibilities for coverage and
providing benefits as established under your policy. For example, we may use or disclose your PHI to pay claims from your health
care providers for their services that are covered under your health plan, determine your eligibility for benefits, coordinate benefits,
determine the medical necessity of the treatment that you received or plan to receive, obtain premiums, issue explanations of benefits
to the person who subscribes to the health plan in which you participate, and other purposes related to payment.

Health Care Operations. We may use and disclose your PHI to support our business functions. These functions include, but are
not limited to: quality assessment and improvement, reviewing the competence or qualifications of your health care provider and
evaluating the performance of your health care provider; conducting training programs, accreditation, certification, licensing or
credentialing activities, rating our risk and determining our premiums for your health plan, medical review, legal services and
auditing, business management and general administrative activities, including activities relating to privacy, customer service and
resolution of grievances, business planning and business development. For example, we may use or disclose your PHI: (i) to inform
you about one of our disease management programs; (i) to respond to a customer service inquiry from you; (iii) in connection with
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PRIVACY NOTICE

fraud and abuse investigations and compliance programs; or (iv) to survey you concerning how effectively we are providing services.
We may also disclose your PHI to the North Carolina Department of Insurance during a review of our health insurance operations.
We may also disclose your PHI to non-affiliated third parties where allowed by law and as necessary to help us fulfill our obligations
to you.

Your Authorization. You may give us written authorization to use or disclose your PHI for any purpose. If you give us an
authorization, you may revoke it at any time by giving us written notice. Your revocation will not affect any use or disclosures
permitted by your authorization while it is in effect. Without your authorization, we may not use or disclose your PHI for any reason
except as described in this notice.

Your Family and Friends. We may disclose PHI to a family member, a friend or other persons whom you indicate are involved
in your care or payment for your care. We may use or disclose your name, location and general condition or death to notify or help
with notification of a family member, your personal representative, or other persons involved in your care about your situation. If
you are incapacitated or in an emergency, we may disclose your PHI to these persons if we determine that the disclosure is in your
best interest. If you are present, we will give you the opportunity to object before we disclose your PHI to these persons.

Your Health Care Provider. We may use and disclose your PHI to assist health care providers in connection with their treatment
or payment activities. For example, we may disclose your PHI when needed by a health care professional to render medical treatment
to you.

Underwriting. We may receive your PHI for underwriting, premium rating or other activities relating to the creation, renewal or
replacement of a contract of health insurance or health benefits. We will not use or further disclose this PHI for any other purpose,
except as required by law, unless the contract of health insurance or health benefits is placed with us. If the contract is placed with
us, we will only use or disclose your PHI as described in this notice.

Business Associates. We may contract with individuals and entities called business associates to perform various functions on our
behalf or to provide services to you. To perform these functions or services, business associates may receive, create, maintain, use
or disclose your PHI, but only after the business associate has agreed in writing to safeguard your PHI. For example, we may
disclose your PHI to a business associate who will administer your health plan's prescription benefits, or perform preenroliment
medical screenings.

Required by Law and Law Enforcement. We may use or disclose your PHI when we are required to do so by state or federal
law. We are required to disclose your PHI to the Secretary of the U.S. Department of Health and Human Services when the Secretary
is investigating or determining our compliance with federal privacy laws. We may disclose your PHI in connection with legal
proceedings such as in response to an order from a court or administrative tribunal, or in response to a subpoena. We may also
disclose your PHI for law enforcement purposes.

Abuse or Neglect. We may disclose your PHI to a government authority that is authorized by law to receive reports of abuse,
neglect or domestic violence.

Workers' Compensation. We may disclose your PHI to comply with workers' compensation laws and other similar laws that
provide benefits for work-related injuries or illnesses.

Public Health and Safety, Health Oversight Activities. We may use or disclose your PHI for public health activities for the
purpose of preventing or controlling disease, injury or disability. We may also disclose your PHI to a health oversight agency for
activities authorized by law such as audits, investigations, inspections, licensure or disciplinary actions.

Research. We may disclose your PHI to researchers when an institutional review board or privacy board has reviewed the research
proposal and established protocols to protect the privacy of your PHI. We may also make limited disclosures of your PHI for
actuarial studies.

Marketing. We may use your PHI to contact you with information about our health-related products and services, product
enhancements or upgrades, or about treatment alternatives that may be of interest to you.

Employers or Organization Sponsoring A Group Health Plan. We may disclose your PHI and the PHI of others enrolled in
your group health plan to the employer or other organization that sponsors your group health plan. Please see your group health
plan document for a full explanation of the limited uses and disclosures that the plan sponsor may make of your PHI in providing
plan administration. We may also disclose summary information about the enrollees in your group health plan to the plan sponsor
to use to obtain premium bids for the health insurance coverage offered through your group health plan or to decide whether to
modify, amend or terminate your group health plan.
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Death and Organ Donation. We may disclose the PHI of a deceased person to a coroner, medical examiner, funeral director, or
organ procurement organization to assist them in performing their duties.

Military Activity, National Security, Protective Services. If you are or were in the armed forces, we may disclose your PHI to
military command authorities. We may also disclose your PHI to authorized federal officials for conducting national security and
intelligence activities, and for the protection of the President of the United States, other federal officials or foreign heads of state.

Correctional Institutions. If you are an inmate, we may disclose your PHI to a correctional institution or law enforcement official
for: (i) providing health care to you; (ii) your health and safety and the health and safety of others, or (iii) the safety and security
of the correctional institution.

Information We Collect About You

In the normal course of our operations, we may collect information from: (i) You (through information you give us on your
applications for insurance or on other forms, through telephone or in-person interviews with you, and through information you
provide to an insurance agent or your employer such as your address, telephone number, or your health status, or other types of
insurance coverage you have; (ii) Your Transactions with us, such as your claims history; (iii) Other Insurance Companies that
currently insure you or that have insured you in the past, such as your claims history; (iv) Your Employer, such as information
your employer receives from you for purposes of eligibility for insurance coverage; or (v) Your Health Care Providers who
currently treat you or have treated you in the past, such as information about your health status.

Our Policies for Protecting Your Protected Health Information

We protect the PHI that we maintain about you by using physical, electronic, and administrative safeguards that meet or exceed
applicable law. When our business activities require us to provide PHI to third parties, they must agree to follow appropriate
standards of security and confidentiality regarding the PHI provided. Access to your PHI is also restricted to appropriate business
purposes.

We have developed privacy policies to protect your PHI. All employees receive training on these policies and they must sign a
privacy acknowledgment form, binding them to abide by our policies and procedures.

In addition to these safeguards, we have developed a variety of other protections, including: (i) using only aggregate or non-identifiable
information for research or quality measurement purposes whenever possible; (ii) using confidentiality provisions in our contracts
with third parties to protect the confidentiality of your personal information and restrict use and disclosure of this information. (iii)
restricting access to personal information through internal procedures and pass code access to computer systems; and (iv) restricting
access to personal information by physical security measures in certain areas of our business operations, including employee badges,
and restricted business areas.

YOUR RIGHTS

The following is a list of your rights with respect to your PHI.

Right to Access, Inspect and Copy Your PHI. You have the right to see or get a copy of the PHI that we maintain about you.
Your request must be in writing. You may visit our office to look at the PHI, or you may ask us to mail it to you. We will charge

a reasonable fee to cover the cost of copying the information. We will contact you to review the fee and obtain your agreement to
pay the charges. If you wish to access your PHI, please call the number on the back of your identification card and request an access
to PHI form.

Right To Correct, Amend or Delete Your PHI. You have the right to ask us to correct, amend or delete your PHI. Your request
must be in writing. We are not required to agree to make the correction, amendment or deletion. For example, we will not generally
make a correction, amendment or deletion if we did not create the PHI or if we believe that the PHI is correct. If we deny your
request, we will provide you a written explanation. You have the right to file a statement explaining why you disagree with our
decision and setting forth what you believe is the correct, relevant and fair information. We will file the statement with your PHI
and we will provide it to anyone who receives any future disclosures of your PHI. If we accept your request to correct, amend or
delete your PHI, we will make reasonable efforts to inform others, including people you name, of the amendment and include the
changes in any future disclosures of your PHI. If you wish to correct or amend your PHI, please call the telephone number on the
back of your identification card and request an amendment of PHI form.
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Right to Request an Accounting of Disclosures. You have a right to receive a list of certain instances in which we or our business
associates disclosed your PHI for purposes other than our treatment, payment or health care operations and certain other activities.
You are entitled to this accounting of disclosures for the six years prior to the date you make the request, but not for disclosures
made before April 14, 2003. We will provide you with the date on which we made a disclosure, the name of the person or entity
that received your PHI, a description of the PHI that we disclosed, the reason for the disclosure, and certain other information. If
you request this list more than once in a 12-month period, we may charge you a reasonable fee for preparing the list. Your request
must be in writing and you may call the number on the back of your identification card and request an accounting of disclosures
form.

Right to Request Restrictions. You have the right to ask us to place additional restrictions on our use or disclosure of your PHI
for our treatment, payment and health care operations. We are not required to agree to these restrictions. In most instances, we
will not agree to these restrictions unless you have requested Confidential Communications as described below.

Right to Confidential Communications. If you believe that a disclosure of your PHI could endanger you, you may ask us to

communicate with you confidentially at a different location. For example, you may ask us to contact you at your work address or
other place instead of your home address. You may call the number on the back of your identification card to request a confidential
communications form. Once we have received your confidential communications request, we will only communicate with you as
directed on the confidential communications form, and we will also terminate any prior authorizations that you have filed with us.

Right to File a Privacy Complaint. You may complain to us if you believe that we have violated your privacy rights. You may
also file a complaint with us by contacting the Chief Privacy Official, P.O. Box 2291, Durham, NC 27702-2291. You may also file
a complaint with the Secretary of the U. S. Department of Health and Human Services in Washington, D.C. We will not take any
action against you or in any other way retaliate against you for filing a complaint with the Secretary or with us.

Right to Obtain a Copy of this Privacy Notice. You have a right to request a copy of this notice at any time by calling the number
on the back of your identification card or you may obtain a copy from our Web site. Even if you agreed to receive this notice
electronically, you are still entitled to a paper copy of this notice.
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MEMBER’S AUTHORIZATION REQUEST FORM
COMMERCIAL OPERATIONS / IDC

You may give Blue Cross and Blue Shield of North Carolina (BCBSNC) written authorization to disclose your protected health
information (PHI) to anyone that you designate and for any purpose. If you wish to authorize a person or entity to receive your
PHI, please complete the information below. Completion of this form will not change the way that BCBSNC communicates
with members or subscribers. For example, we will send explanation of benefits (EOB) statements to the subscriber.

MEMBER WHOSE INFORMATION WILL BE DISCLOSED:

MEMBER'S FIRST NAME M.l MEMBER'S LAST NAME
MONTH ~ DAY PREFIX T 9 DIGIT IDENTIFIERAEI SUFFIX
MEMBER'S DATE OF BIRTH SUBSCRIBER ID NUMBER (FROM YOUR ID CARD)

At my request, | authorize BCBSNC to disclose Protected Health Information to (enter name of person/entity who will receive member’s PHI):

Oooooo0000 O oooobouddoioooyuunn]

FIRST NAME LAST NAME

%meDDDDDDDDDDDDDDDDDDDDDDDDDDDD

Please provide the following information to the person you have authorized so that we may verify the person’s identity and authority to receive your PHI:
(i) your subscriber ID number, (ii) your date of birth, and (jii) subscriber address.

| authorize BCBSNC to disclose the following PHI to the person/entity listed above. CHECK ONLY BOXES THAT APPLY:
D ALL Information Requested [___| Enroliment Information D Benefit Information D Premium Payment Information [:] Explanation of Benefits (EOB) Information

D All Claims Information D All Services from a Specific Health Care Provider(s) (List Provider's Name):

D Other (Please List Specific PHI and/or Date Ranges).

If you want to authorize someone to have access to your mental health or substance abuse PHI, please call the mental health/substance abuse company’s
telephone number on the back of your membership card to request a separate authorization form from them.

NOTE: BCBSNC will consider the effective date of this authorization to be the date BCBSNC enters this authorization into its
Commercial Operations business system, typically five (5) days following receipt. MONTH DAY

If you would like this authorization to become effective on a date after BCBSNC
enters the authorization into its system, please insert the date here: D D / D D / D D l:] I:I
MONTH DAY YEAR

| would like this authorization to expire on (enter date): D D / I:] I:I / I:] D D I:I OR E] When my policy expires.

(If no expiration date is provided, this authorization will expire twelve (12) months from the date of receipt.)

1 understand that | may revoke this authorization at any time by giving BCBSNC written notice mailed to the address below. However, if | revoke
this authorization, | also understand that the revocation will not affect any action BCBSNC took in reliance on this authorization before BCBSNC
received my written notice of revocation.

| also understand that BCBSNC will not condition the provision of health plan benefits on this authorization.

1 also understand that if the persons or entities 1 authorize to receive my PHI are not health plans, covered health care provnders or health care

clearinghouses subject to the Health Insurance Portability and Accountability Act (“HIPAA”) or other federal health information privacy laws, they
may further disclose the PHI and it may no longer be protected by HIPAA or federal health information privacy laws.

MONTH DAY

Signature: Today's Date: D D / D D / D D D D

If signed by an individual other than the member:

PRINT YOUR FULL NAME
Describe your authority to act for the member (e.g., power of attorney, court order, parent of minor child, etc.):

NOTE: Please attach the legal document naming you as the personal representative if you have not previously submitted it to us.

RETURN THIS AUTHORIZATION TO: Commercial Operations / IDC
Blue Cross and Blue Shield of North Carolina
P.O. Box 2291 « Durham, NC 27702-2291

U2516, 1/04 An Independent Licensee of the Blue Cross and Blue Shield Association
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