
 
 
 
 
 
 
 
 
 
 
 
 
 

BENEFIT SCHEDULE B  
 

Farm Credit Foundations 
Standard PPO Option 

(Group Nos. 016773 & 016776) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 



Farm Credit Foundations 
Standard PPO Option 

 
 TABLE OF CONTENTS 

1  

HTS  2  

ION  5  

IV. ELIGIBILIT  16  

V. MEDICAL SERVICES ADVISORY PROGRAM  18  

  22  

OVIDER OPTION  25  

VI CTION  26  

X  29  

X. RVICES  33  

XI. D PAYMENTS  34 

34  
n Transplant Se es             35 

tation Services 35 
are 35 

35 
acility                                               36 

36 
36  

I. Maternity Service 37 
rders 37 

ces 38 
L. Payment Provisions 38 

nse Limit                                             38 
            39 

XII. HEARING CARE PROGRAM                                                                 40 

XIII.  HOSPICE CARE PROGRAM                     41 

XIV.  INFERTILITY COVERAGE  42 

XV.  BENEFITS FOR MEDICARE ELIGIBLE COVERED PERSONS  43  

 

I.  NOTICE 

II. BENEFIT HIGHLIG

III.  DEFINITIONS SECT

Y SECTION 

VI. MENTAL HEALTH UNIT

VII. THE PARTICIPATING PR

II. HOSPITAL BENEFIT SE

I . PHYSICIAN BENEFIT SECTION 

OTHER COVERED SE

SPECIAL CONDITIONS AN
 
A. Human Organ Transplants 
B. Benefit Payment for Human Orga rvic
C. Cardiac Rehabili
D. Wellness C
E. Skilled Nursing Facility Care 
F. Ambulatory Surgical F         
G. Substance Abuse Rehabilitation Treatment 
H. Mental Illness Services 

J. Temporomandibular Joint Dysfunction and Related Diso
K. Mastectomy-Related Servi

M. Out-of-Pocket Expe          
N. Extension of Benefits in Case of Termination                 

Farm Credit Foundations  Table of Contents Medical Plan 01/01/07 



Farm Credit Foundations 
Standard PPO Option 

 
 TABLE OF CONTENTS 

Farm Credit Foundations  Table of Contents Medical Plan 01/01/07 

 BENEFIT  44 

VERED  46  

 SECTION  50  

XIX. MISCELLANEOUS PLAN PROVISIONS  51 

XX. REIMBURSEMENT PROVISION  55  

 

XVI. PRESCRIPTION DRUG EXPENSE

XVII. EXCLUSIONS—WHAT IS NOT CO

XVIII. COORDINATION OF BENEFITS



 

I.  NOTICE 
With respect to your medical care benefits, please note that BlueCross and BlueS
(“BCBSIL”) has contracts with many health care Providers which permit BCBSIL
keep for its own account, payments, discounts and/or allowances with respect to the 
you receive from those Providers.  You may refer to the provision entitled “BCB
Financial Arrangements with Providers” in the GENERAL PROVISIONS sect

hield of Illinois 
 to receive and 
bill for services 
SIL’s Separate 

ion of this Benefit 
Schedule for a further explanation of these arrangements.  BCBSIL provides administrative Claims 

ct to Claims. 

o has contracts 
 Caremark to receive 

certain discounts on the prescription medication that you receive.  Pursuant to those contracts, the 
pharmacies participating in CVS Caremark’s national retail pharmacy network have agreed to fill 

fit Claims on your behalf.  

ating Provider in 
rovider will be a 

 a Participating 
 of 90% of the 

ence 
, Participating Providers have 

agreed to accept the Maximum Allowance with no additional billing after you have paid your Coinsurance 
and Deductible amount. 
You may obtain further information about the participating status of various Providers and information on 
out–of–pocket expenses by calling the toll free telephone number on your identification card. 

payment services only and does not assume any financial risk or obligation with respe
 
With respect to your prescription drug benefits, please note that CVS Caremark als
with many retail pharmacies and pharmaceutical companies which permit CVS

your prescriptions at specified costs and to process prescription bene

LIMITED MEDICAL BENEFITS FOR NON–PARTICIPATING PROVIDERS 

You should be aware that when you elect to receive Covered Services from a Non–Particip
non–emergency situations, the amount of the benefit payment to such Non–Participating P
reduced benefit payment than what would have been made if services had been rendered by
Provider.  Non-Participating Providers will be paid for Eligible Charges at a rate
Health Insurance Association of America (“HIAA”) index.  You can expect to pay the differ
between that 90% rate and the actual billed charges.  By way of contrast
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II. BENEFIT HIGHLIGHTS 
Your health care benefits are highlighted below. However, to fully understand your benefits, it is very 
important that you read this entire Benefit Schedule. 

TS
 

  MEDICAL BENEFI  

 COVERAGE PER  PERIODMAXIMUM BENEFIT  
m 

s 
efit Period 
efit Period  

use Deductible $2,000 per Benefit Period 
) Deduct nefit Period 

pply to all services) 
ovider efit Period 

ov efit Period 

r efit Period 
$8,000 per Benefit Period 

Plus Spouse Out–of–Pocket 

r efit Period 
ticipating Prov it Period 

n) Out–

ipating Provider it Period 
ing Prov it Period 

 
um fit Period 

nd Osteopathic 
s efit Period 

um 

Physical Therapy Services ∗ $5,000 per Benefit Period 
Benefit Maximum  
Occ ional Therapy $5,000 per Benefit Period 

Benefit Maximum 
 
 

                                                          

Lifetime Maximu
for all Benefit Unlimited 
Individual Deductible $1,000 per Ben
Family Deductible $2,000 per Ben
Employee Plus Spo
Employee Plus Child(ren ible $2,000 per Be
Individual Out–of–Pocket 
Expense Limit 
(does not a
 — Participating Pr $3,000 per Ben
 — Non–Participating Pr ider $4,000 per Ben

Family Out–of–Pocket 
Expense Limit 
 — Participating Provide $6,000 per Ben
 — Non–Participating Provider 

Employee 
Expense Limit 
 — Participating Provide $6,000 per Ben
 — Non–Par ider $8,000 per Benef

of–Pocket Employee Plus Child(re
Expense Limit 
 — Partic $6,000 per Benef
 — Non–Participat ider $8,000 per Benef

Wellness Care
 Benefit Maxim $750 per Bene
Chiropractic a
Manipulation $2,000 per Ben
Benefit Maxim

upat
Benefit Maximum 

Speech Therapy ∗ $5,000 per Benefit Period 

 
∗  With respect to Physical Therapy and Speech Therapy benefits, the $5000 per Benefit Period 

limit on coverage does not apply to Physical Therapy or Speech Therapy necessitated by congenital 
defects, birth abnormalities, or developmental growth abnormalities (e.g., cerebral palsy). 
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Temporoma
Dysfunction a
Related Disord

ndibular Joint $2,500  
nd 
ers 

utpatient $10,000 per Benefit Period 
ilitation

mum $20,000 
atient and Outpatient 

on

f Mental enefit Period 
Illness Benefit Maximum  

30 days per Benefit Period 
aximum 

Lifetime Maximum 
Combined Inpatient and O
Substance Abuse Rehab  
Treatment Maximum  
Combined Lifetime Maxi
for Inp
Substance Abuse Rehabilitati  
Treatment 
Outpatient treatment o 45 visits per B

Inpatient Mental Illness 
treatment Benefit M
 
PROFESSIONAL SERVICE BENEFITS 
General Payment Level 
 — Participating Pr 80% of the Eligible Charge after Deduovider ctible 

ov er Deductible 

nd Urgent Care Coinsurance 
er t subject to Deductible 

Deductible 

ovider ible Charge after Deductible 
ov ible Charge after Deductible 

 — Non–Participating Pr ider 60% of the Eligible Charge aft

Office Visit a
 — Participating Pr 65% of the Eligible Charge noovid
 — Non–Participating Provider 60% of the Eligible Charge after 

Emergency Room 
 — Participating Pr 80% of the Elig
 — Non–Participating Pr ider 60% of the Elig

HOSPITAL BENEFITS 
Payment level for Inpatient C vered Services  o
 — Participating Provider 80% of the Eligible Charge 

60% of the Eligible Charge 

t C
ible Charge 

pating Provider 60% of the Eligible Charge 

M ubstance 
Ab
 icipating Provider 80% of the Eligible Charge 
 — Non–Participating Provider 60% of the Eligible Charge 

Hospital Emergency Care 
 — Payment level for 80% of the Eligible Charge 

Emergency Accident                   
Care from either a 
Participating or Non–Participating 
Provider 

 — Non–Participating Provider 

Payment level for Outp overed Services  atien
 — Participating Provider 80% of the Elig
 — Non–Partici

Payment level for Outpatient treatment of 
ental Illness and Outpatient S
use Rehabilitation Treatment 
— Part
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PHYSICIAN BENEFITS 
Payment level for Surgical/Medical Covered Services 
 — Participating Provider 80% of the Maximum Allowance 

60% of the Maximum Allowance 

gency A
n 

e Maximum Allowance 
e Maximum Allowance 

t treat  

rovider imum Allowance 
g Prov f the Maximum Allowance 

l Surgical Opinion im Charge, 

D SERVICES

 — Non–Participating Provider 

Payment level for Emer ccident Care 
when rendered by a Physicia
 — Participating Provider 80% of th
 — Non–Participating Provider 80% of th

Payment level for Outpatien ment of Mental Illness and
Outpatient Substance Abuse Rehabilitation Treatment 
 — Participating P 80% of the Max

ider 60% o — Non–Participatin

Additiona 100% of the Cla
   no Deductible 
OTHER COVERE  

arge 
or Maximum Allowance 

HEARING BENEFITS

Payment level 80% of the Eligible Ch
   

 
Benefit P 80% of the Usual &Customary Fee 

Aids 
er covered person every 3 years 

ayment Level  
Hearing 
 Benefit Maximum  $1,500 p
 

  PRESCRIPTION BENEFITS 

up l opayment 
up l payment 

 s opayment 
 

 
up l payment 

l opayment 
 — 90-day Mail Order Drug supply  $90 Copayment 

 
Non-Preferred Brand Name Drugs 
 — 30-day Retail Drug supply  $60 Copayment 
 — 90-day Retail Drug supply  $180 Copayment 
 — 90-day Mail Order Drug supply  $150 Copayment 

 

Generic Drugs 
 — 30-day Retail Drug s p y  $10 C
 — 90-day Retail Drug s p y  $30 Co
 — 90-day Mail Order Drug upply  $20 C

Preferred Brand Name Drugs
 — 30-day Retail Drug s p y  $35 Co
 — 90-day Retail Drug supp y  $105 C
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III.  DEFINITIONS SECTION 

n applied to 
me across these 

elp you 
ns that may apply to your benefits. If a term within a 

definition begins with a capital letter, it means that the term is also defined in these definitions. All 

 agreement with 
ield Plan or BlueCross Plan of another state to provide service to you 

ation Treatment 

uipped 
l, between Hospital 

ility or Hospital 
ed, Ambulance 

osest facility that can provide the necessary service. 

 whose primary 
 licensed by the 

uthority to provide such services. 

ANESTHESIA SERVICES.....means the administration of anesthesia and the performance of related 
ally rendered by 

 determined by 
dered to you by 
urance amounts, 
often vary from 
ADP, current on 

 the particular 
nts and/or other 

s contracts with Hospitals and other facilities under circumstances similar 
d by an amount not to exceed 15% of such estimate, to 

is Benefit Schedule regarding “BCBSIL’s Separate Financial 
m, BCBSIL will 
ith Hospitals and 

e Covered Services involved and other relevant factors. The ADP shall not 
Medical Plan are secondary to Medicare and/or 

BCBSIL…..means BlueCross BlueShield of Illinois. 

BENEFIT PERIOD…..means the period of one year which begins on January 1st of each year.  When you 
first enroll under this coverage, your first Benefit Period begins on your Coverage Date and ends on the 
first December 31st following that date. 

BRAND NAME DRUG…..means a trademarked Prescription Drug. 

Throughout this Benefit Schedule, many words are used which have a specific meaning whe
your health care coverage. These terms will always begin with a capital letter. When you co
terms while reading this Benefit Schedule, please refer to these definitions because they will h
understand some of the limitations or special conditio

definitions have been arranged in ALPHABETICAL ORDER. 

ADMINISTRATOR PROGRAM.....means programs for which a Hospital has a written
BCBSIL or a BlueCross and BlueSh
at the time services are rendered to you. These programs are limited to a Partial Hospitaliz
Program or Coordinated Home Care Program. 

AMBULANCE TRANSPORTATION.....means local or air transportation in a specially eq
certified vehicle from your home, scene of accident or medical emergency to a Hospita
and Hospital, between Hospital and Skilled Nursing Facility or from a Skilled Nursing Fac
to your home. If there are no facilities in the local area equipped to provide the care need
Transportation then means the transportation to the cl

AMBULATORY SURGICAL FACILITY.....means a facility (other than a Hospital)
function is the provision of surgical procedures on an ambulatory basis and which is duly
appropriate state and local a

procedures by a Physician or a Certified Registered Nurse Anesthetist which may be leg
them respectively. 

AUDIOLOGIST.....means a duly licensed audiologist. 

AVERAGE DISCOUNT PERCENTAGE (“ADP”).....means a percentage discount
BCBSIL that will be applied to a Provider’s Eligible Charge for Covered Services ren
Hospitals and certain other health care facilities for purposes of calculating Coins
Deductibles, out–of–pocket maximums and/or any benefit maximums. The ADP will 
Claim–to–Claim. The ADP applicable to a particular Claim for Covered Services is the 
the date the Covered Service is rendered, that is determined by BCBSIL to be relevant to
Claim. The ADP reflects BCBSIL’s reasonable estimate of average payments, discou
allowances that will result from it
to those involved in the particular Claim, reduce
reflect related costs. (See provisions of th
Arrangements with Providers.”) In determining the ADP applicable to a particular Clai
take into account differences among Hospitals and other facilities, BCBSIL’s contracts w
other facilities, the nature of th
apply to Eligible Charges when your benefits under the 
coverage under any other group program. 
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CERTIFIED CLINICAL NURSE SPECIALIST.....means a nurse specialist who (a) 
the Nursing and Advanced Practice Nursing Act; (b) has an arrangement or agreement with
obtaining 

is licensed under 
 a Physician for 

medical consultation, collaboration and Hospital referral and (c) meets the following 
u

ing and holds a current license as a registered nurse; 

pecialist” means a Certified Clinical Nurse Specialist who 
ueCross Plan to 

A ‘‘Non–Participating Certified Clinical Nurse Specialist” means a Certified Clinical Nurse 
s and BlueShield 

o the standards 
 a Physician for 

obtain medical consultation, collaboration and Hospital referral and (c) meets the following 

registered nurse; 

midwives accredited by the American College of Nurse 

 has a written 
agreement with BCBSIL or a BlueCross and BlueShield Plan or BlueCross Plan of another state to 

e who does not 
written agreement with BCBSIL or a BlueCross and BlueShield Plan or BlueCross Plan of 

a nurse practitioner who (a) is licensed under the 
 a Physician for 

he following 

registered nurse; 

rsing program. 

oner who has a 
ent with BCBSIL or another BlueCross and BlueShield Plan or BlueCross Plan to provide 

A ‘‘Non–Participating Certified Nurse Practitioner” means a Certified Nurse Practitioner who does 
not have a written agreement with BCBSIL or another BlueCross and BlueShield Plan or BlueCross Plan 
to provide services to you at the time services are rendered. 

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

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

q alifications:  

 (i) Is a graduate of an approved school of nurs
and 

 (ii) Is a graduate of an advanced practice nursing program. 

A ‘‘Participating Certified Clinical Nurse S
has a written agreement with BCBSIL or another BlueCross and BlueShield Plan or Bl
provide services to you at the time services are rendered. 

Specialist who does not have a written agreement with BCBSIL or another BlueCros
Plan or BlueCross Plan to provide services to you at the time services are rendered. 

CERTIFIED NURSE–MIDWIFE.....means a nurse–midwife who (a) practices according t
of the American College of Nurse–Midwives; (b) has an arrangement or agreement with

ing 
qualifications:  

 (i) Is a graduate of an approved school of nursing and holds a current license as a 
and 

 (ii) Is a graduate of a program of nurse–
Midwives or its predecessor. 

A ‘‘Participating Certified Nurse–Midwife” means a Certified Nurse–Midwife who

provide services to you at the time services are rendered. 

A ‘‘Non–Participating Certified Nurse–Midwife” means a Certified Nurse–Midwif
have a 
another state to provide services to you at the time services are rendered. 

CERTIFIED NURSE PRACTITIONER.....means 
Nursing and Advanced Practice Nursing Act; (b) has an arrangement or agreement with
obtaining medical consultation, collaboration and Hospital referral and (c) meets t
qualifications:  

 (i) Is a graduate of an approved school of nursing and holds a current license as a 
and 

 (ii) Is a graduate of an advanced practice nu

A ‘‘Participating Certified Nurse Practitioner” means a Certified Nurse Practiti
written agreem
services to you at the time services are rendered. 
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CLAIM.....means notification in a form acceptable to BCBSIL or CVS Caremark (as a
service has been rendered or furnished to you. This notification must include full detai
and/or product received, including your name, age, sex, identification number, the name an
Provider, an itemized statement of the service/product rendered or furnished, the date
diagnosis (in the case of medical claims), the Claim Charge (in the case of medical claim

pplicable) that a 
ls of the service 
d address of the 
 of service, the 

s), and any other 
information which BCBSIL or CVS Caremark (as applicable) may request in connection with the 

harge for service 
eduction and regardless of any separate financial arrangement 

ing ‘‘BCBSIL’s 

 Caremark (as 
ubmission of a Claim, in accordance with the benefits described in this Benefit Schedule. 

ices rendered to 
inistrator and a 

e licensing and 
cal Laboratory Improvement Amendments of 1988, the Medicare 

ritten agreement 
 Plan or BlueCross Plan of another state to provide 

does not have a 
s Plan of another 

 counselor. 

 Counselor who has 
nother BlueCross and BlueShield Plan 

ional Counselor 
lueShield of Illinois or another BlueCross 

e rendered. 

l social worker. 

o has a written 
 with BlueCross and BlueShield of Illinois or another BlueCross and BlueShield Plan or 

 means a Clinical Social Worker who does not have a 
written agreement with BlueCross and BlueShield of Illinois or another BlueCross and BlueShield Plan 
or BlueCross Plan to provide services to you at the time services are rendered. 

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

COMPLICATIONS OF PREGNANCY.....means all physical effects suffered as a result of pregnancy 
which would not be considered the effect of normal pregnancy. 

service/product rendered or furnished to you. 

CLAIM CHARGE.....means the amount which appears on a Claim as the Provider’s c
rendered to you, without adjustment or r
between BCBSIL and a particular Provider. (See provisions of this Benefit Schedule regard
Separate Financial Arrangements with Providers.’’) 

CLAIM PAYMENT.....means the benefit payment calculated by BCBSIL or CVS
applicable), after s
All Claim Payments will be calculated on the basis of the Eligible Charge for Covered Serv
you, regardless of any separate financial arrangement between the applicable Claims Adm
particular Provider. 

CLINICAL LABORATORY.....means a clinical laboratory which complies with th
certification requirements under the Clini
and Medicaid programs and any applicable state and local statutes and regulations. 

A ‘‘Participating Clinical Laboratory” means a Clinical Laboratory which has a w
with BCBSIL or another BlueCross and BlueShield
services to you at the time services are rendered. 

A ‘‘Non–Participating Clinical Laboratory” means a Clinical Laboratory which 
written agreement with BCBSIL or another BlueCross and BlueShield Plan or BlueCros
state to provide services to you at the time services are rendered. 

CLINICAL PROFESSIONAL COUNSELOR.....means a duly licensed clinical professional

A ‘‘Participating Clinical Professional Counselor” means a Clinical Professional
a written agreement with BlueCross and BlueShield of Illinois or a
or BlueCross Plan to provide services to you at the time services are rendered. 

A ‘‘Non–Participating Clinical Professional Counselor” means a Clinical Profess
who does not have a written agreement with BlueCross and B
and BlueShield Plan or BlueCross Plan to provide services to you at the time services ar

CLINICAL SOCIAL WORKER.....means a duly licensed clinica

A ‘‘Participating Clinical Social Worker” means a Clinical Social Worker wh
agreement
BlueCross Plan to provide services to you at the time services are rendered. 

A ‘‘Non–Participating Clinical Social Worker”

Farm Credit Foundations 7 Medical Plan 01/01/07 



 
 

COORDINATED HOME CARE PROGRAM.....means an organized skilled patient 
which care is provided in the home. Care may be provided by a Hospital’s licensed home h
or by other licensed home health agencies. You must be homebound (that is, unable to lea
assistance and requiring supportive devices or special transportation) and you must require
Service on an intermittent basis under the direction of your Physician. This program 
Nursing Service by a registered professional nurse, the services of Physical, Occupatio
therapists, Hospital laboratories, and necessary

care program in 
ealth department 
ve home without 
 Skilled Nursing 
includes Skilled 
nal and Speech 

 medical supplies. The program does not include and is not 
ices for activities 

o pay towards a Covered 
Service. 

erage under the Medical Plan begins. 

f applicable, your 

eans that the Plan will pay only your 
our family. 

ervices of only you and 

Employee Plus Child(ren) Coverage means that the Plan will pay for the Covered Services of only you 
ur family. 

d your enrolled 

r which benefits 

proved school of 
d is duly licensed as a registered nurse; (b) is a graduate of an approved program of nurse 

rams/Schools or 
esthetists or its 

 recertified every two years by the Council on Recertification of Nurse Anesthetists. 

L or a BlueCross 
ime services are 

nt with BCBSIL 
ces to you at the 

 service primarily for personal comfort or convenience that 
provides general maintenance, preventive, and/or protective care without any clinical likelihood of 
improvement of your condition. Custodial Care Services also means those services which do not require the 
technical skills, professional training and clinical assessment ability of medical and/or nursing personnel in 
order to be safely and effectively performed. These services can be safely provided by trained or capable 
non–professional personnel, are to assist with routine medical needs (e.g. simple care and dressings, 
administration of routine medications, etc.) and are to assist with activities of daily living (e.g. bathing, 
eating, dressing, etc.). Custodial Care Service also means providing care on a continuous Inpatient or 
Outpatient basis without any clinical improvement by you. 

intended to provide benefits for Private Duty Nursing Service. It also does not cover serv
of daily living (personal hygiene, cleaning, cooking, etc.). 

COPAYMENT.....means a specified dollar amount that you are required t

COVERAGE DATE.....means the date on which your cov

COVERAGE TIER…..means the coverage option you have selected for yourself and, i
eligible Dependent(s).  The Coverage Tiers offered under this Plan are: 

Employee Only Coverage (also known as Individual Coverage) m
own expenses for Covered Services, and will not pay the expenses of other members of y

Employee Plus Spouse Coverage means that the Plan will pay for the Covered S
your spouse, and will not pay the expenses for any other members of your family. 

and your enrolled child(ren), and will not pay the expenses for any other members of yo

Family Coverage means that the Plan will pay for the Covered Services of you an
Dependents.   

COVERED SERVICE.....means a service and supply specified in this Benefit Schedule fo
will be provided. 

CRNA.....means a Certified Registered Nurse Anesthetist, who: (a) is a graduate of an ap
nursing an
anesthesia accredited by the Council of Accreditation of Nurse Anesthesia Education Prog
its predecessors; (c) has been certified by the Council of Certification of Nurse An
predecessors; and (d) is

A ‘‘Participating CRNA” means a CRNA who has a written agreement with BCBSI
and BlueShield Plan or BlueCross Plan of another state to provide services to you at the t
rendered. 

A ‘‘Non–Participating CRNA” means a CRNA who does not have a written agreeme
or a BlueCross and BlueShield Plan or BlueCross Plan of another state to provide servi
time services are rendered. 

CUSTODIAL CARE SERVICE.....means any
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DEDUCTIBLE…..means the amount of eligible Claim dollars you must incur for Covere
than Prescription Drugs) each Benefit Period before benefits will be paid.  In other words, 
had Claims for $1,000 of Covered Services (other than Prescripti

d Services (other 
after you have 

on Drugs) in a Benefit Period, your 

(ren) Coverage), 
2,000, it will not 
 Period.  That is, 
quired to meet a 

o is covered as part of 
rage) may not 

uctible.   

red members of your family ever receive Covered Services as a result 
ident, only one individual program Deductible will be applied against 

s and which are 
ude, but are not 
unction studies, 

s. 

YSIS FACILITY.....means a facility (other than a Hospital) whose primary function is the treatment 
alysis patients 

es. 

edical equipment 

ns a Durable Medical Equipment 
eShield Plan or 

dical Equipment 
 BlueShield 

ELIG t with BCBSIL 
aim Charge for 
nt with BCBSIL 

to pro red Services as 

 charge which is within the range of charges other similar Hospitals or facilities in similar 
ably determined 

 (ii) The amount that the Centers for Medicare & Medicaid Services (“CMS”) reimburses the 
Hospitals or facilities in similar geographic areas for the same or similar services rendered to 
members in the Medicare program, or 

 (iii) The charge which the particular Hospital or facility usually charges its patients for Covered 
Services. 

ELIGIBLE PERSON.....means an Eligible Disabled Person or an Eligible Employee of an Employer as 
defined in the Wrap Around Plan Document of the Medical Plan. 

benefits will begin.  This Deductible will be referred to as the program Deductible. 

If you have Family Coverage (or Employee Plus Spouse Coverage or Employee Plus Child
and you and your Covered Dependents have reached the program Deductible amount of $
be necessary for anyone else in your family to meet a program Deductible in that Benefit
for the remainder of the Benefit Period, neither you nor your Covered Dependents are re
program Deductible before receiving benefits.  An individual family member wh
Family Coverage (or Employee Plus Spouse Coverage or Employee Plus Child(ren) Cove
apply more than the individual program Deductible amount toward the family program Ded

In any case, should two or more cove
of injuries received in the same acc
those Covered Services. 

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

DIAGNOSTIC SERVICE.....means tests rendered for the diagnosis of your symptom
directed toward evaluation or progress of a condition, disease or injury. Such tests incl
limited to, x–rays, pathology services, Clinical Laboratory tests, pulmonary f
electrocardiograms, electroencephalograms, radioisotope tests and electromyogram

DIAL
and/or provision of maintenance and/or training dialysis on an ambulatory basis for renal di
and which is duly licensed by the appropriate governmental authority to provide such servic

DURABLE MEDICAL EQUIPMENT PROVIDER.....means a duly licensed durable m
provider. 

A ‘‘Participating Durable Medical Equipment Provider” mea
Provider who has a written agreement with BCBSIL or another BlueCross and Blu
BlueCross Plan to provide services to you at the time services are rendered. 

A ‘‘Non–Participating Durable Medical Equipment Provider” means a Durable Me
Provider who does not have a written agreement with BCBSIL or another BlueCross and
Plan or BlueCross Plan to provide services to you at the time services are rendered. 

IBLE CHARGE.....means (a) in the case of a Provider which has a written agreemen
to provide care to you at the time Covered Services are rendered, such Provider’s Cl
Covered Services, and (b) in the case of a Provider which does not have a written agreeme

vide care to you at the time Covered Services are rendered, the amount for Cove
determined by BCBSIL based on the following order: 

(i) The 
geographic areas charge their patients for the same or similar services, as reason
by BCBSIL, if available, 
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EMERGENCY ACCIDENT CARE.....means the initial Outpatient treatment of accidental injuries 

t treatment, 
ndition that the 
anent medical 

evere abdominal 

ent of Mental 
ce of immediate 

sequences to oneself or others. 

intent, psychosis with 
 inability to care for oneself. 

ical Plan. 

ERAGE….. SEE DEFINITION OF COVERAGE TIER. 

 for inclusion on 
n their ability to meet patient needs at a lower cost; the Formulary Drug List does not 

ically equivalent to 

icensed to make and provide hearing aids to you. 

apy provider. 

s a Home Infusion Therapy Provider who 
lueCross Plan to 

s to you at the time services are rendered. 

herapy Provider 
eShield Plan or 

OVIDER.....means an organization duly licensed to provide Hospice 

 designed to 
ogical and spiritual care for dying persons and their families. The goal of 

iscomfort while 
e home, Skilled 

ice under the 
care of a Physician including the regular provision of bedside nursing by registered nurses. It does not 
mean health resorts, rest homes, nursing homes, Skilled Nursing Facilities, convalescent homes, custodial 
homes of the aged or similar institutions. 

A ‘‘Participating Hospital’’ means an Administrator Hospital that has an agreement with BCBSIL or a 
BlueCross and BlueShield Plan or BlueCross Plan of another state to provide Hospital services to 
Participants in the Participating Provider Option program. 

A ‘‘Non–Participating Hospital’’ means an Administrator Hospital that does not meet the definition of 
a Participating Hospital. 

including related Diagnostic Services.  

EMERGENCY MEDICAL CARE.....means services provided for the initial Outpatien
including related Diagnostic Services, of the sudden and unexpected onset of a medical co
absence of immediate medical attention would likely result in serious and perm
consequences. 

Examples of medical conditions are: severe chest pains, convulsions or persistent s
pains. 

EMERGENCY MENTAL ILLNESS ADMISSION....means an admission for the treatm
Illness as a result of the sudden and unexpected onset of a mental condition that the absen
medical treatment would likely result in serious and permanent medical con

Examples of Mental Illness are: major depression with significant suicidal 
associated homicidal intent or a manic episode resulting in

EMPLOYER.....has the meaning set forth in the Wrap Around Plan Document of the Med

FAMILY COV

FORMULARY DRUG LIST…..means a list of preferred brand drugs that are selected
the list based o
guarantee coverage. 

GENERIC DRUG…..means a Prescription Drug which is not trademarked but is chem
a Brand Name Drug. 

HEARING AID DEALER.....means a Provider l

HOME INFUSION THERAPY PROVIDER.....means a duly licensed home infusion ther

A ‘‘Participating Home Infusion Therapy Provider” mean
has a written agreement with BCBSIL or another BlueCross and BlueShield Plan or B
provide service

A ‘‘Non–Participating Home Infusion Therapy Provider” means a Home Infusion T
who does not have a written agreement with BCBSIL or another BlueCross and Blu
BlueCross Plan to provide services to you at the time services are rendered. 

HOSPICE CARE PROGRAM PR
Care Program Service. 

HOSPICE CARE PROGRAM SERVICE.....means a centrally administered program
provide for the physical, psychol
hospice care is to allow the dying process to proceed with a minimum of patient d
maintaining dignity and a quality of life. Hospice Care Program Service is available in th
Nursing Facility or special hospice care unit. 

HOSPITAL.....means a duly licensed institution for the care of the sick which provides serv
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INDIVIDUAL COVERAGE..... SEE DEFINITION OF COVERAGE TIER. 

lth care facility. 

dures, 
ings for research 
, efficiency and 
pecialty College 
 are rendered to 

evices, are not finally approved 
age purposes, this 

definition also refers to experimental procedures, drugs, devices, services and/or supplies.) 

cally Necessary. 

and/or Custodial 
a chronic illness, 

injury or condition. 

RUG…..means approved drugs and medicines from Caremark Mail Order Prescription 
edical Plan. 

ides its services to Participants covered 

 maintain a level of function at 

PY, and/or 
intain a level of 
 

nd family 

erapist who has a 
s Plan of another 

g Marriage and Family Therapist” means a Marriage and Family Therapist who 
Shield Plan or 

rmal pregnancy 
gnancy which, through vaginal delivery, results in an infant, who is not premature 

s or less, or an 

 which Participating 
Professional Providers have agreed to accept as payment in full for a particular Covered Service. All 
benefit payments for Covered Services rendered by Professional Providers, whether Participating or Non–
Participating will be based on the Schedule of Maximum Allowances.  These amounts may be amended 
from time to time by BCBSIL.  

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

MEDICALLY NECESSARY.....SEE EXCLUSIONS SECTION OF THIS BENEFIT SCHEDULE. 

INPATIENT.....means that you are a registered bed patient and are treated as such in a hea

INVESTIGATIONAL or INVESTIGATIONAL SERVICES AND SUPPLIES.....means proce
drugs, devices, services and/or supplies which (a) are provided or performed in special sett
purposes or under a controlled environment and which are being studied for safety
effectiveness, and/or (b) are awaiting endorsement by the appropriate National Medical S
or federal government agency for general use by the medical community at the time they
you, and (c) specifically with regard to drugs, combination of drugs and/or d
by the Food and Drug Administration at the time used or administered to you.  (For cover

LIFESTYLE DRUG…..means Prescription Drugs that are not generally considered Medi

LONG TERM CARE SERVICES.....means those social services, personal care services 
Care Services needed by you when you have lost some capacity for self–care because of 

MAIL ORDER D
Pharmacy, which provides its services to Participants or Covered Dependents under this M

MAIL ORDER PHARMACY…..means Caremark, which prov
under this Medical Plan. 

MAINTENANCE CARE.....means those services administered to you to
which no demonstrable and/or measurable improvement of condition will occur. 

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

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

A ‘‘Participating Marriage and Family Therapist” means a Marriage and Family Th
written agreement with BCBSIL or another BlueCross and BlueShield Plan or BlueCros
state to provide services to you at the time services are rendered. 

A ‘‘Non–Participatin
does not have a written agreement with BCBSIL or another BlueCross and Blue
BlueCross Plan of another state to provide services to you at the time services are rendered. 

MATERNITY SERVICE.....means the services rendered for normal pregnancy. A no
means an intrauterine pre
or preterm. Premature or preterm means an infant born with a low birth weight, 5.5 pound
infant born at 37 weeks or less. 

MAXIMUM ALLOWANCE.....means the amount determined by BCBSIL
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MEDICARE.....means the program established by Title XVIII of the Social Security Act (42 U.S.C. § 

which has been 
ied or approved by the Department of Health and Human Services for participating in the Medicare 

 Security Act set 
s set forth in 42 C.F.R. Part 411, as amended, 

ge to Medicare–

d length of stay 
lness and Substance Abuse. 

Diagnostic and 

e which has entered into a service 
persons covered 

FINITION OF FORMULARY DRUG LIST. 

NON-NETWORK RETAIL PHARMACY…..means a Pharmacy or drug store which has not entered 
at specified rates to 

NON–PARTICIPATING PROFESSIONAL PROVIDER.....SEE DEFINITION OF PROVIDER. 

 not included on 
Caremark’s Formulary Drug List. 

OCCUPATIONAL THERAPIST.....means a duly licensed occupational therapist. 

OCCUPATIONAL THERAPY.....means constructive therapeutic activity designed and adapted to 
lude educational 

 while not an Inpatient. Services considered 
Outpatient, include, but are not limited to, services in an emergency room regardless of whether you are 
subsequently registered as an Inpatient in a health care facility. 

PARTIAL HOSPITALIZATION TREATMENT PROGRAM.....means a Claims Administrator 
approved planned program of a Hospital or Substance Abuse Treatment Facility for the treatment of Mental 
Illness or Substance Abuse Rehabilitation Treatment in which patients spend days or nights. 

PARTICIPATING HOSPITAL.....SEE DEFINITION OF HOSPITAL. 

1395 et seq.). 

MEDICARE APPROVED or MEDICARE PARTICIPATING.....means a Provider 
certif
program. 

MEDICARE SECONDARY PAYER or MSP.....means those provisions of the Social
forth in 42 U.S.C. § 1395y(b), and the implemented regulation
which regulate the manner in which certain employers may offer group health care covera
Eligible Employees, their spouses and, in some cases, Dependent Children. 

MENTAL HEALTH UNIT.....means a unit established to perform preadmission review an
review for Inpatient and/or Outpatient services for the treatment of Mental Il

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

NETWORK RETAIL PHARMACY…..means a Pharmacy or drug stor
agreement with Caremark to provide benefits under the Medical Plan at specified rates to 
under the Medical Plan. 

NON-FORMULARY DRUG…. SEE DE

into a service agreement with Caremark to provide benefits under the Medical Plan 
persons covered under the Medical Plan. 

NON–PARTICIPATING HOSPITAL.....SEE DEFINITION OF HOSPITAL. 

NON–PARTICIPATING PROVIDER.....SEE DEFINITION OF PROVIDER. 

NON-PREFERRED BRAND DRUG…..means a trademarked Prescription Drug that is

promote the restoration of useful physical function. Occupational Therapy does not inc
training or services designed and adapted to develop a physical function. 

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

OTOLOGIST.....means a duly licensed otologist or otolaryngologist. 

OUTPATIENT.....means that you are receiving treatment
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PARTICIPATING PROF

PARTICIPATING PROVIDER…..means a Professional Provider that has signed an Ag
Claims Administrator to accept the Maximum Allowance as payment in full.  Such Partic
have agreed not to bill you for Covered Services amounts in excess of the Maximum Allow
you will be responsib

ESSIONAL PROVIDER.....SEE DEFINITION OF PROVIDER. 

reement with the 
ipating Providers 
ance.  Therefore 

le only for the difference between the Claims Administrator’s benefit payment and the 
Maximum Allowance for the particular Covered Service – that is, your program Deductible, Copayment 

fits designed to 
ervices. 

d. 

dition by physical means by a 
on of a Physician and which is 

designed and adapted to promote the restoration of a useful physical function. Physical Therapy does not 
. 

censed to practice medicine in all of its branches. 

nder the direct 
tist or Podiatrist and billing under such Provider. 

….. means a trademarked Prescription Drug that is included on 

EXCLUSIONS SECTION OF THIS 

tment of illness, 

(iii) Insulin needles and syringes; and 

(iv) Contraceptive devices, implants, supplies or drugs. 

ded on a one–to–one 
.). Private Duty 
ess than 8 hours 

rsing Service does not include Custodial Care Service. 

PROFESSIONAL PROVIDER.....SEE DEFINITION OF PROVIDER. 

PROVIDER.....means any health care facility (for example, a Hospital or Skilled Nursing Facility) or 
person (for example, a Physician or Dentist) or entity duly licensed to render Covered Services to you. 

“Administrator Provider” means a Provider which has a written agreement with BCBSIL or a 
BlueCross BlueShield Plan or Blue Cross Plan of another state to provide services to you at the time the 
services are rendered to you. 

 

and Coinsurance amounts. 

PARTICIPATING PROVIDER OPTION.....means a program of health care bene
provide you with economic incentives for using designated Providers of health care s

PHARMACY.....means any licensed establishment in which the profession of pharmacy is practice

PHYSICAL THERAPIST.....means a duly licensed physical therapist. 

PHYSICAL THERAPY.....means the treatment of a disease, injury or con
Physician or a registered professional physical therapist under the supervisi

include educational training or services designed and adapted to develop a physical function

PHYSICIAN.....means a physician duly li

PHYSICIAN ASSISTANT.....means a duly licensed physician assistant performing u
supervision of a Physician, Den

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

PREFERRED BRAND DRUG
Caremark’s Formulary Drug List.   

PRESCRIPTION DRUG EXPENSE EXCLUSIONS…..SEE 
BENEFIT SCHEDULE. 

PRESCRIPTION DRUGS…..means: 

(i) Drugs or medicines which are prescribed by a Qualified Prescriber for the trea
injury, or pregnancy; 

(ii) Insulin, but only when prescribed in writing by a Qualified Prescriber; 

PRIVATE DUTY NURSING SERVICE.....means Skilled Nursing Service provi
basis by an actively practicing registered nurse (R.N.), or licensed practical nurse (L.P.N
Nursing is shift nursing of 8 hours or greater per day and does not include nursing care of l
per day. Private Duty Nu
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“Non-Administrator Provider” means a Provider which does not have a written 
BCBSIL or a BlueCross BlueShield Plan or Blue Cross Plan of another state to provid

agreement with 
e services to you 
n of a particular 

hich has a 
 Plan or BlueCross Plan of another state 

n Administrator 

Hospital or Professional Provider which does 
eCross Plan of 

ram or a facility 
 as a Participating Provider. 

, Dentist, Podiatrist, Psychologist, Chiropractor, 
ider designated by BCBSIL or a BlueCross and 

istered with the Illinois 
chologists 

atutory licensure exists, the Clinical Psychologist must hold a 
a ot exist, such 
e . 

tment of Mental 

(i) gionally accredited University, College or Professional School; 
ne year is post–

s program; or 

ly accredited 
least two years of 

supervised experience in health services. 

care practitioner 
cope of his/her practice, prescribe drugs or medicines. 

t, supplies and 
s process. 

ed at home or in a facility to temporarily 
e or are able to 

RETAIL DRUG…..means approved drugs and medicines purchased from a retail drug store or pharmacy. 

SKILLED NURSING FACILITY.....means an institution or a distinct part of an institution which is 
primarily engaged in providing comprehensive skilled services and rehabilitative Inpatient care and is duly 
licensed by the appropriate governmental authority to provide such services. 

An ‘‘Uncertified Skilled Nursing Facility’’ means a Skilled Nursing Facility which does not meet the 
definition of an Administrator Skilled Nursing Facility and has not been certified in accordance with the 
guidelines established by Medicare. 

 

at the time the services are rendered to you unless otherwise specified in the definitio
Provider. 

‘‘Participating Provider’’ means an Administrator Hospital or Professional Provider w
written agreement with BCBSIL or a BlueCross and BlueShield
to provide services to Participants in the Participating Provider Option program or a
facility which has been designated by BCBSIL as a Participating Provider. 

‘‘Non–Participating Provider’’ means an Administrator 
not have a written agreement with BCBSIL or a BlueCross and BlueShield Plan or Blu
another state to provide services to Participants in the Participating Provider Option prog
which has not been designated by BCBSIL

‘‘Professional Provider’’ means a Physician
Optometrist, Clinical Social Worker or any Prov
BlueShield Plan or BlueCross Plan of another state. 

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

Registered Clinical Psychologist means a Clinical Psychologist who is reg
Department of Financial and Professional Regulation pursuant to the Illinois ‘‘Psy
Registration Act’’ or, in a state where st
v lid credential for such practice or, if practicing in a state where statutory licensure does n
p rson must meet the qualifications specified in the definition of a Clinical Psychologist

Clinical Psychologist means a psychologist who specializes in the evaluation and trea
Illness and who meets the following qualifications: 

   Has a doctoral degree from a re
and has two years of supervised experience in health services of which at least o
doctoral and one year is in an organized health service

(ii)   Is a Registered Clinical Psychologist with a graduate degree from a regional
University or College; and has not less than six years as a psychologist with at 

QUALIFIED PRESCRIBER…..means a licensed Physician, Dentist, or other health 
who may, in the legal s

RENAL DIALYSIS TREATMENT.....means one unit of service including the equipmen
administrative service which are customarily considered as necessary to perform the dialysi

RESPITE CARE SERVICE.....means those services provid
relieve the family or other caregivers (non–professional personnel) that usually provid
provide such services to you. 
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SKILLED NURSING SERVICE.....means those services provided by a registered 
licensed practical nurse (L.P.N.) which require the clinical skill and professional training
L.P.N. and which cannot reasonably be taught to a person who does not have spec
professional training. Benefits for Skilled Nursing Service will not be provided due to

nurse (R.N.) or 
 of an R.N. or 

ialized skill and 
 the lack of willing or 

are Service. 

management of 
edicines treat far 

omplex pharmacy management, 
anagement, management of additional medicines to 
ssions of disease and medicine. 

ection of a speech impairment resulting from 
d and adapted 

lude educational 

NCE ABUSE.....means the uncontrollable or excessive abuse of addictive substances consisting 
es, tranquilizers 

hich develops 
y a Physician or 

ized, intensive, 
ment Facility. It 
 a Physician or 
uations, mental 

retardation or learning disabilities, care in lieu of detention or correctional placement or family retreats. 

Hospital) whose 
 Abuse and is licensed by the appropriate state and local 

authority to provide such service. It does not include half–way houses, boarding houses or other facilities 
lities. 

rgical procedure 
including the use of specialized instrumentation and the correction of fractures or complete dislocations and 
any other procedures as reasonably approved by BCBSIL. 

TEMPOROMANDIBULAR JOINT DYSFUNCTION AND RELATED DISORDERS.....means jaw 
joint conditions including temporomandibular joint disorders and craniomandibular disorders, and all other 
conditions of the joint linking the jaw bone and skull and the complex of muscles, nerves and other tissues 
relating to that joint. 

available non–professional personnel. Skilled Nursing Service does not include Custodial C

SPECIALTY/BIOTECH DRUG…..means a type of Prescription Drug that is used in the 
chronic or genetic disorders and that is often an injectable or infused medicine.  These m
more complex and typically less common conditions and require c
including the appropriateness of treatment, side effect m
aid the main medicine, longer care evaluations, and discu

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

SPEECH THERAPY.....means the treatment for the corr
disease, trauma, congenital anomalies or previous therapeutic processes and which is designe
to promote the restoration of a useful physical function. Speech Therapy does not inc
training or services designed and adapted to develop a physical function. 

SUBSTA
of alcohol, morphine, cocaine, heroin, opium, cannabis, and other barbiturates, amphetamin
and/or hallucinogens, and the resultant physiological and/or psychological dependency w
with continued use of such addictive substances requiring Medical Care as determined b
Psychologist. 

SUBSTANCE ABUSE REHABILITATION TREATMENT.....means an organ
structured, rehabilitative treatment program of either a Hospital or Substance Abuse Treat
does not include programs consisting primarily of counseling by individuals other than
Psychologist, court ordered evaluations, programs which are primarily for diagnostic eval

SUBSTANCE ABUSE TREATMENT FACILITY.....means a facility (other than a 
primary function is the treatment of Substance

that provide primarily a supportive environment, even if counseling is provided in such faci

SURGERY.....means the performance of any medically recognized, non–Investigational su
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IV. ELIGIBILITY SECTION 

A. MEDICARE ELIGIBLE COVERED PERSONS 
If you meet the definition of an Eligible Person and you are eligible for Medicare and no
‘‘Medicare Secondary Payer’’ (MSP) laws as described below, the benefits described in t
Benefit Schedule entitled ‘‘Benefits for Medicare Eligi

t affected by the 
he section of this 

ble Covered Persons’’ will apply to you and, 
 children (if he 

s the ‘‘Medicare Secondary Payer’’ (MSP) laws regulate 
edicare eligible 

The r Medicare and 
employe g the size of the 
employ

 ring the first 30 
f the number of 

 employment 

 oy 20 or more 
vidual or the individual’s spouse (of any age) has “current employment 

 has at least one 
apply even with 
 small employer 

 3. In the case of disabled individuals under age 65, GHPs of employers that employ 100 or more 
urrent employee 

as at least one 
apply even with 

o employers of fewer than 100 employees. 
 

HOULD YOU 
 OR OTHER 
 SPOUSE OR 

B. YOUR MSP RESPONSIBILITIES 
ou promptly and 
er regarding the 

ur spouse and covered Dependent Children. In addition, if you, your 
spouse or covered Dependent Child becomes eligible for Medicare, or has Medicare eligibility 
terminated or changed, please contact your Employer or your Plan Administrator promptly to ensure that 
your Claims are processed in accordance with applicable MSP laws. 

C. YOUR ID CARD 
You will receive an identification card. This card will tell you your identification number and will be very 
important to you in obtaining your benefits. 

depending on which Coverage Tier you have selected, to your spouse and covered dependent
or she is also eligible for Medicare and not affected by the MSP laws). 
A series of federal laws collectively referred to a
the manner in which certain employers may offer group health care coverage to M
employees, spouses, and in some cases, dependent children. 

 statutory requirements and rules for MSP coverage vary depending on the basis fo
r group health plan (“GHP”) coverage, as well as certain other factors, includin

ers sponsoring the GHP. In general, Medicare pays secondary to the following: 
1. GHPs that cover individuals with end–stage renal disease (“ESRD”) du

months of Medicare eligibility or entitlement. This is the case regardless o
employees employed by the employer or whether the individual has “current
status.” 

2. In the case of individuals age 65 or over, GHPs of employers that empl
employees if that indi
status.” If the GHP is a multi–employer or multiple employer plan, which
participating employer that employs 20 or more employees, the MSP rules 
respect to employers of fewer than 20 employees (unless the plan elects the
exception under the statute). 

employees, if the individual or a member of the individual’s family has “c
status.” If the GHP is a multi–employer or multiple employer plan, which h
participating employer that employs 100 or more employees, the MSP rules 
respect t

PLEASE NOTE: SEE YOUR EMPLOYER OR PLAN ADMINISTRATOR S
HAVE ANY QUESTIONS REGARDING THE ESRD PRIMARY PERIOD
PROVISIONS OF MSP LAWS AND THEIR APPLICATION TO YOU, YOUR
ANY DEPENDENTS. 

In order to assist your Employer in complying with MSP laws, it is very important that y
accurately complete any requests for information from BCBSIL and/or your Employ
Medicare eligibility of you, yo
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ou and your Dependent(s) depend 

have Employee Only Coverage (also known as Individual Coverage), the Plan will pay 
only your own expenses for Covered Services, and will not pay the expenses of other members of 

 Services of only 
r family. 

ered Services of 
ur child(ren), and will not pay the expenses for any other members of your family. 

• If you have Family Coverage, the Plan will pay for the Covered Services of you and your 
enrolled Dependents.   

  

D. COVERAGE TIERS 

This Plan has four separate Coverage Tiers.  The benefits provided to y
on which Coverage Tier you have selected.  The various Coverage Tiers are as follows: 

• If you 

your family. 

• If you have Employee Plus Spouse Coverage, the Plan will pay for the Covered
you and your spouse, and will not pay the expenses for any other members of you

• If you have Employee Plus Child(ren) Coverage, the Plan will pay for the Cov
only you and yo



 
 

V. MEDICAL SERVICES ADVISORY PROGRAM 
BCBSIL has established the Medical Services Advisory Program (MSA) to perform a review of the 

es prior to such services being rendered:  
 s  
 

ackgrounds. The 
ent are an essential part of the MSA. 

ion card. Please 

The visi  not apply to the treatment of Mental Illness and Substance Abuse 
Reha ns for the treatment of Mental Illness and Substance Abuse 

he MENTAL HEALTH UNIT section of this Benefit Schedule. 

iew is not a guarantee of benefits. Actual availability of benefits is subject to 
ical Plan. 

ended by your 
day prior to the 

ssary, it will be 
ew. If BCBSIL’s Physician concurs that the proposed 

 services are not Medically Necessary, some days, services or the entire 
ephone of this 

he Hospital. The 
SA will issue these notification letters promptly. However, in some instances, these letters will not 

gency Admission Review 
 review is not a guarantee of benefits. Actual availability of benefits is 

 of the Medical 

 the event of an emergency admission, you or someone who calls on your behalf must, notify the 
e admission has 

• Maternity Admission Review 
Maternity admission review is not a guarantee of benefits. Actual availability of benefits is 
subject to eligibility and the other terms, conditions, limitations, and exclusions of the Medical 
Plan. 
In the event of a maternity admission, you or someone who calls on your behalf must, notify the MSA 
no later than two business days after the admission has occurred in order to have the Inpatient 
Hospital admission reviewed. 

following Covered Servic
• Inpatient Hospital service
• Skilled Nursing Facility services 

 • Services received in a Coordinated Home Care Program   
 • Private Duty Nursing Services 

The MSA is staffed primarily by registered nurses and other personnel with clinical b
Physicians in our medical departm
The MSA’s toll–free telephone number is on your BlueCross and BlueShield identificat
read the provisions below very carefully. 

pro ons of the MSA section do
bilitation Treatment. The provisio

Rehabilitation Treatment are specified in t

A.  PREADMISSION REVIEW 

• Inpatient Hospital Preadmission Review 
Preadmission rev
eligibility and the other terms, conditions, limitations, and exclusions of the Med
Whenever a nonemergency or nonmaternity Inpatient Hospital admission is recomm
Physician, you must call the MSA. This call must be made at least one business 
Hospital admission.  
If the proposed Hospital admission or health care services are not Medically Nece
referred to BCBSIL’s Physician for revi
admission or health care
hospitalization will be denied. The Hospital and your Physician will be advised by tel
determination, with a follow–up notification letter sent to you, your Physician and t
M
be received prior to your scheduled date of admission. 

• Emer
Emergency admission
subject to eligibility and the other terms, conditions, limitations, and exclusions
Plan. 
In
MSA no later than two business days or as soon as reasonably possible after th
occurred. 
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Even though you are not required to call the MSA prior to your maternity admissio
MSA as soon as you find out you are pregnant, the MSA will begin to monitor your case. 
contact the MSA, you will be asked to answer a series of questions regarding your pregn
MSA will provide you with educational materials which will be informative for yo
may want to discuss with your Physician. A letter will be sent to your Physician

n, if you call the 
When you 
ancy. The 

u and which you 
 stating that you 

nitor your case and will be available should you have questions 

l availability 
d exclusions of 

henever an admission to a Skilled Nursing Facility is recommended by your Physician, you must, 
st one business day prior to the scheduling of the 

 duration of your 

nefits. Actual 
limitations, and 

ions of the Medical Plan. 
oordinated Home Care Program is recommended by your Physician, 

he scheduling of 
r the duration of 

rantee of benefits. Actual availability of 
ity and the other terms, conditions, limitations, and exclusions of 

e MSA. 
be made at least one business day prior to receiving services. When you call the MSA, 

 recommend an 

Alte ive  BCBSIL determines that the alternative services are 
r case for the 

 exceed the total 

Provision of alternative benefits in one instance shall not result in an obligation to provide the same or 
similar benefits in any other instance. In addition, the provision of alternative benefits shall not be 
construed as a waiver of any of the terms, conditions, limitations, and exclusions of the Medical Plan. 

C.  LENGTH OF STAY/SERVICE REVIEW 
Length of stay/service review is not a guarantee of benefits. Actual availability of benefits is subject 
to eligibility and the other terms, conditions, limitations, and exclusions of the Medical Plan. 

contacted the MSA. The MSA will mo
about your maternity benefits. 

• Skilled Nursing Facility Preadmission Review 
Skilled Nursing Facility preadmission review is not a guarantee of benefits. Actua
of benefits is subject to eligibility and the other terms, conditions, limitations, an
the Medical Plan.  
W
call the MSA. This call must be made at lea
admission. When you call the MSA, a case manager may be assigned to you for the
care. 

• Coordinated Home Care Program Preadmission Review 
Coordinated Home Care Program preadmission review is not a guarantee of be
availability of benefits is subject to eligibility and the other terms, conditions, 
exclus
Whenever an admission to a C
you must, call the MSA. This call must be made at least one business day prior to t
the admission. When you call the MSA, a case manager may be assigned to you fo
your care. 

• Private Duty Nursing Service Review 
Private Duty Nursing Service review is not a gua
benefits is subject to eligibil
this Medical Plan. 
Whenever Private Duty Nursing Service is recommended by your Physician, you must, call th
This call must 
a case manager may be assigned to you for the duration of your care. 

B.  CASE MANAGEMENT 
After your case has been evaluated, you may be assigned a case manager. In some cases, if your condition 
would require care in a Hospital or other health care facility, the case manager may
alternative treatment plan. 

rnat benefits will be provided only so long as
ically Necessary and cost effective. The caseMed  manager will continue to monitor you

duration of your condition. The total maximum payment for alternative services shall not
benefits for which you would otherwise be entitled under the Medical Plan. 
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Upon completion of the preadmission or emergency admission review, the MSA will s
confirming that you or your representative call

end you a letter 
ed the MSA. A letter assigning a length of service or length 

ient care or other 
e extension is 

determ ice will not be extended, and the case will 
be r

y Necessary will 
other health care 

the decision will be provided to 
re not in benefit. 
erage under the 

alth care 
lth care services 
n of Medically 

ation or other 

n or other health 
ospital or other 

any health care 
cian or another 

ider may prescribe, order, recommend or approve a Hospital stay or other health 
care vic not of itself make such hospitalization, service or supply Medically 

oves, or views 
CBSIL will not pay 

for  de they were not 
Med

Whe following information: 

 n has been scheduled and/or the location where 

 3. The scheduled admission and/or service date; and 

 1. Will review the medical information provided and may follow up with the Provider;  
 2. May refer you to a Participating Provider for service; and 
 3. May determine that the services to be rendered are not Medically Necessary. 

F.  APPEAL PROCEDURE 
If you or your Physician disagree with the determination of the MSA prior to or while receiving services, 
you may appeal that decision by contacting the MSA or BCBSIL’s Medical Director. 

of stay will be sent to your Physician and/or the Hospital. 
An extension of the length of stay/service will be based solely on whether continued Inpat
health care service is Medically Necessary as determined by the MSA. In the event that th

ined not to be Medically Necessary, the length of stay/serv
eferred to BCBSIL’s Physician for review. 

D. MEDICALLY NECESSARY DETERMINATION 
The decision that Inpatient care or other health care services or supplies are not Medicall
be determined by the MSA. Should BCBSIL’s Physician concur that the Inpatient care or 
services or supplies are not Medically Necessary, written notification of 
you, your Physician, and/or the Hospital or other Provider, and will specify the dates that a
For further details regarding Medically Necessary care and other exclusions from cov
Medical Plan, see the section entitled, ‘‘EXCLUSIONS – WHAT IS NOT COVERED.’’ 
The MSA does not determine your course of treatment or whether you receive particular he
services. The decision regarding the course of treatment and receipt of particular hea
is a matter entirely between you and your Physician. The MSA’s determinatio
Necessary care is limited to merely whether a proposed admission, continued hospitaliz
health care service is Medically Necessary under the Medical Plan. 
In the event that BCBSIL determines that all or any portion of an Inpatient hospitalizatio
care service is not Medically Necessary, BCBSIL will not be responsible for any related H
health care service charge incurred. 
Remember that your Medical Plan does not cover the cost of hospitalization or 
services and supplies that are not Medically Necessary. The fact that your Physi
health care Prov

 ser e or supply does 
Necessary. Even if your Physician prescribes, orders, recommends, appr
hosp es as Medically Necessary, Bitalization or other health care services or suppli

the hospitalization, services or supplies if the MSA and BCBSIL’s Physician deci
ically Necessary. 

E.  MSA PROCEDURE 
n you contact the MSA, you should be prepared to provide the 

 1. The name of the attending and/or admitting Physician; 
2. The name of the Hospital where the admissio

the service has been scheduled; 

 4. s or reason for the admission and/or service. 
When you contact the MSA, the MSA: 

A preliminary diagnosi
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ur admission or 
e with a decision 
 MSA, you may 

ysician call the contact person indicated in the notification letter or 
by submitting a wri

Director 
rvice Corporation 

CBSIL, either at 

 you have requested this review, you may submit additional information and comments on your Claim 
uring this 30-day 
 appointment in 

Wit quest for review, BCBSIL will send you its decision on the Claim. In 
 notified of this 

  
The l de atment is solely your responsibility and the MSA will not 

he MSA for the 
 determining the course of treatment which will maximize your benefits 

described in this Benefit Schedule. 

H.  MEDICARE ELIGIBLE MEMBERS 
The provisions of this MSA section do not apply to you if you are Medicare Eligible and have secondary 
coverage provided under the Medical Plan. 

In some instances, the resolution of the appeal process will not be completed until yo
service has occurred and/or your assigned length of stay/service has elapsed. If you disagre
after Claim processing has taken place or upon receipt of the notification letter from the
appeal that decision by having your Ph

tten request to: 
Medical 
Health Care Se
P. O. Box A3957 
Chicago, Illinois 60601 
 

You must exercise the right to this appeal as a precondition to taking any action against B
law or in equity. 
Once
to BCBSIL as long as you do so within 30 days of the date you asked for a review. Also, d
period, you may review any pertinent documents held by BCBSIL, if you request an
writing. 

hin 30 days of receiving your re
unusual situations, an additional 15 days may be needed for the review and you will be
during the first 30-day period.  

G.  FAILURE TO NOTIFY
 fina cision regarding your course of tre

interfere with your relationship with any Provider. However, BCBSIL has established t
specific purpose of assisting you in



 
 

VI.  MENTAL HEALTH UNIT 
BCBSIL has established a Mental Health Unit to perform preadmission review and length
for your Inpatient Hospital services for the treatment of Mental Illnes

 of stay review 
s and Substance Abuse. The Mental 

ental Health Unit 
will result in a reduction of be ntal Health Unit may be reached twenty–four (24) hours a day, 
seve  1–800–851–7498.  Read the provisions below very carefully. 

its is subject to 
ical Plan. 

Mental Illness or 
aximum benefits 

umber listed 
ital admission.  
y care, it will be 
 concurs that the 

ally Necessary care, some days or the entire 
hysician and the Hospital will be advised by telephone of this 

he Hospital. The 
 instances, these 

l not be received prior to your scheduled date of admission. 

l availability of 
d exclusions of the 

 on your behalf 
e Mental Health 

rs  or as soon as reasonably possible after the admission has occurred. If the 
um benefits. 

ization Treatment Program review is not a guarantee of benefits. Actual 
limitations, and 

mended by your 
chedule, call the 

 of benefits is subject to 
eligibility and the other terms, conditions, limitations, and exclusions of the Medical Plan. 
Upon completion of the preadmission or emergency admission review, the Mental Health Unit will 
send you a letter confirming that you or your representative called the Mental Health Unit. A letter 
assigning a length of service or length of stay will be sent to your Physician and/or the Hospital. 
An extension of the length of stay/service will be based solely on whether continued Inpatient care or 
other health care service is Medically Necessary as determined by the Mental Health Unit. In the 
event that the extension is determined not to be Medically Necessary, the length of stay/service will 
not be extended, and the case will be referred to a Mental Health Unit Physician for review. 

Health Unit is staffed primarily by Physicians, Psychologists, and registered nurses.  
Failure to contact the Mental Health Unit or to comply with the determinations of the M

nefits. The Me
n (7) days a week at the toll–free number

A. PREADMISSION REVIEW  

• Inpatient Hospital Preadmission Review 
Preadmission review is not a guarantee of benefits. Actual availability of benef
eligibility and the other terms, conditions, limitations, and exclusions of the Med
Whenever a nonemergency Inpatient Hospital admission for the treatment of 
Substance Abuse is recommended by your Physician, you must, in order to receive m
described in this Benefit Schedule, call the Mental Health Unit at the customer service n
on the back of your ID card. This call must be made at least one day prior to the Hosp
If the proposed Hospital admission does not meet the criteria for Medically Necessar
referred to a Physician in the Mental Health Unit. If the Mental Health Unit Physician
proposed admission does not meet the criteria for Medic
hospitalization will be denied. Your P
determination, with a follow–up notification letter sent to you, your Physician and t
Mental Health Unit will issue these notification letters promptly. However, in some
letters wil

• Emergency Mental Illness Admission Review 
Emergency Mental Illness Admission review is not a guarantee of benefits. Actua
benefits is subject to eligibility and the other terms, conditions, limitations, an
Medical Plan. 
In the event of an Emergency Mental Illness Admission, you or someone who calls
must, in order to receive maximum benefits under this Benefit Schedule, notify th
Unit no later than 48 hou
call is made any later than the specified time period, you will not be eligible for maxim

• Partial Hospitalization Treatment Program Review 
Partial Hospital
availability of benefits is subject to eligibility and the other terms, conditions, 
exclusions of the Medical Plan. 
Whenever an admission to a Partial Hospitalization Treatment Program is recom
Physician, you must, in order to receive maximum benefits described in this Benefit S
Mental Health Unit. This call must be made at least one day prior to the admission. 

• Length of Stay Review 
Length of stay review is not a guarantee of benefits. Actual availability
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B.  MEDICALLY NECESSARY DETERMINATION 
The decision that Inpatient care or other health care services or supplies are not Medicall
be determined by the Mental Health Unit. Should the Mental Health Unit Physician co
Inpatient care or other health care services or supplies are not Medically Necessary, writt
the decision will be provided to you, your Physician, and/or the Hospital or other Provider, 
the dates t

y Necessary will 
ncur that the 

en notification of 
and will specify 

hat are not in benefit. For further details regarding Medically Necessary care and other exclusions 
HAT IS NOT 

er you receive 
and receipt of 

The Mental 
ther a proposed 

sary under the 

ospitalization or 
 for any related 

y health care 
cian or another 
 or other health 

supply does not of itself make such hospitalization, service or supply Medically 
Nec ry. es, orders, recommends, approves, or views 

BSIL will not pay 
for  ntal Health Unit Physician decides they were not 
Med ally Ne

CEDURE 
Whe o provide the following information: 

 or service has been scheduled; 
 3. on and/or service date; and 

 4. s or reason for the admission and/or service. 

er; and 

If you or your Physician disagree with the determinations of the Mental Health Unit prior to or while 
receiving services, you or the Provider may appeal that determination by contacting the Mental Health Unit 
and requesting an expedited appeal. The Mental Health Unit Physician will review your case and determine 
whether the service was Medically Necessary. You and/or your Provider will be notified of the Mental 
Health Unit Physician’s determination within twenty–four (24) hours or no later than the last authorized 
day. If you or your Provider still disagree with the Mental Health Unit Physician, you may request an 
appeal in writing as outlined below. 

 

 

 

described in this Benefit Schedule, see the section entitled, ‘‘EXCLUSIONS – W
COVERED.’’ 
The Mental Health Unit does not determine your course of treatment or wheth
particular health care services. The decision regarding the course of treatment 
particular health care services is a matter entirely between you and your Physician. 
Health Unit’s determination of Medically Necessary care is limited to merely whe
admission, continued hospitalization or other health care service is Medically Neces
Medical Plan. 
In the event that the Mental Health Unit determines that all or any portion of an Inpatient h
other health care service is not Medically Necessary, BCBSIL will not be responsible
Hospital or other health care service charge incurred. 
Remember that your Medical Plan does not cover the cost of hospitalization or an
services and supplies that are not Medically Necessary. The fact that your Physi
health care Provider may prescribe, order, recommend or approve a Hospital stay
care service or 

essa Even if your Physician prescrib
hospitalization or other health care services or supplies as Medically Necessary, BC

the hospitalization, services or supplies if the Me
ic cessary. 

C.  MENTAL HEALTH UNIT PRO
n you contact the Mental Health Unit, you should be prepared t

 1. The name of the attending and/or admitting Provider; 
2. The name of the Hospital or facility where the admission and/

The scheduled admissi
A preliminary diagnosi

When you contact the Mental Health Unit, the Mental Health Unit:  
 1. Will review the medical information provided and follow–up with the Provid

 2. May determine that the services to be rendered are not Medically Necessary. 

D.  APPEAL PROCEDURE 

Expedited Appeal 
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ur admission or 
e with a decision 

ntal Health 
ur Physician call the contact person indicated in the 

notification letter or : 
ois 

r 
Shield Mental Health Unit 

Chicago, Illinois 60680–4112 
CBSIL, either at 

 you have requested this review, you may submit additional information and comments on your Claim 
uring this 30-day 
 appointment in 

Wit view, BCBSIL will send you its decision on the Claim. In 
 notified of this 

FAILURE TO NOTIFY 
The l de sibility and the Mental Health 

lth Unit has been 
escribed in this 

 
therwise require 
fits for services 
 be available to 

Alte ve ng as BCBSIL determines that the alternative services are 
ervices shall not 
. 

Provision of alternative benefits in one instance shall not result in an obligation to provide the same or 
similar benefits in any other instance. In addition, the provision of alternative benefits shall not be 
construed as a waiver of any of the terms, conditions, limitations or exclusions of the Medical Plan.  

G.  MEDICARE ELIGIBLE MEMBERS 
The provisions of the MENTAL HEALTH UNIT section do not apply to you if you are Medicare Eligible 
and have secondary coverage provided under the Medical Plan. 

Written Appeal 
In some instances, the resolution of the appeal process will not be completed until yo
service has occurred and/or your assigned length of stay/service has elapsed. If you disagre
after Claim processing has taken place or upon receipt of the notification letter from the Me
Unit, you may appeal that decision by having yo

 by submitting a written request to
BlueCross and BlueShield of Illin
Appeals Coordinato
BlueCross and Blue
P. O. Box 805107 

You must exercise the right to this appeal as a precondition to taking any action against B
law or in equity. 
Once
to BCBSIL as long as you do so within 30 days of the date you asked for a review. Also, d
period, you may review any pertinent documents held by BCBSIL, if you request an
writing. 

hin 30 days of receiving your request for re
unusual situations, an additional 15 days may be needed for the review and you will be
during the first 30-day period. 

E.  
 fina cision regarding your course of treatment is solely your respon

Unit will not interfere with your relationship with any Provider. However, the Mental Hea
established for the specific purpose of assisting you in maximizing your benefits as d
Benefit Schedule. 

F.  INDIVIDUAL BENEFITS MANAGEMENT PROGRAM (“IBMP”)
In addition to the benefits described in this Benefit Schedule, if your condition would o
continued care in a Hospital or other health care facility, provision of alternative bene
rendered by a Participating Provider in accordance with an alternative treatment plan may
you.  

rnati benefits will be provided only so lo
Medically Necessary and cost effective. The total maximum payment for alternative s
exceed the total benefits for which you would otherwise be entitled under the Medical Plan



 
 

VII. THE PARTICIPATING PROVIDER OPTION 
Your Employer has chosen the BCBSIL “Participating Provider Option” for the admin
Hospital and Physician benefits. The Participating Provider Option is a program of heal

istration of your 
th care benefits 

th care services. 
ng the customer 
ory from time to 
on the range of 
ith your Provider 

participation status. Although you can go to the 
Hospital or Professional Provider of your choice, benefits under the Participating Provider Option will be 
greater when you use the services of a Participating Provider. 

designed to provide you with economic incentives for using designated Providers of heal
A directory of Participating Hospitals is available on the BCBSIL website or by calli
service number on the back of your ID card. While there may be changes in the direct
time, selection of Participating Hospitals by BCBSIL will continue to be based up
services, geographic location and cost–effectiveness of care. You are urged to check w
before undergoing treatment to make certain of its 
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VIII.  HOSPITAL BENEFIT SECTION 
Expenses for Hospital care are usually the biggest of all health care costs. Your Hosp
help ease the financial burden of these expensive services. This section of 

ital benefits will 
your Benefit Schedule tells 

ices. 
 this Benefit 

dule. Please refer to the DEFINITIONS, ELIGIBILITY and EXCLUSIONS sections of this Benefit 
ng to your 

e services on or 
ect care of your 

regularly included in the Provider’s charges. 
Rem ber,  ‘‘your’’ is used, we also mean all eligible family members who 

d Services when you receive them as an Inpatient in a Hospital. 
n es 

i–private room 

) 

eoperative tests given to you as an Outpatient to prepare you for Surgery 
 available to you 
 if you cancel or 

gery. 
dered part of your Inpatient Hospital surgical stay. 

Ben o benefits will be 
ices rendered in a Partial Hospitalization Treatment Program which has not been 

EFIT PAYMENT FOR INPATIENT HOSPITAL COVERED SERVICES 

patient Covered 
or Program of a Participating Provider after 

you have met your program Deductible. If you are in a private room, benefits will be limited by the 
Hospital’s rate for its most common type of room with two or more beds. 

Non–Participating Provider 
When you receive Inpatient Covered Services from a Non–Participating Provider or in an Administrator 
Program of a Non–Participating Provider, benefits will be provided at 60% of the Eligible Charge, after 
you have met your program Deductible. If you are in a private room, benefits will be limited by the 
Hospital’s rate for its most common type of room with two or more beds. 

you what Hospital services are covered and how much will be paid for each of these serv
The benefits of this section are subject to all of the terms and conditions described in
Sche
Schedule for additional information regarding any limitations and/or special conditions pertaini
benefits. 
In addition, the benefits described in this section will be provided only when you receiv
after your Coverage Date and they are rendered upon the direction or under the dir
Physician. Such services must be Medically Necessary and 

em  whenever the term ‘‘you’’ or
are covered under the particular Coverage Tier that you selected. 

A.  INPATIENT CARE 
The following are Covere
I patient Covered Servic

 1. Bed, board and general nursing care when you are in: 
 —  A sem
 —  A private room 
 —  An intensive care unit 

 2. Ancillary services (such as operating rooms, drugs, surgical dressings and lab work
Preadmission Testing 
Benefits are provided for pr
which you are scheduled to have as an Inpatient, provided that benefits would have been
had you received these tests as an Inpatient in a Hospital. Benefits will not be provided
postpone the Sur
These tests are consi
Partial Hospitalization Treatment 

efits are available for this program only if it is an Administrator Program. N
provided for serv
approved by BCBSIL. 
Coordinated Home Care 
Benefits will be provided for services under a Coordinated Home Care Program. 

B.  BEN

Participating Provider 
Benefits will be provided at 80% of the Hospital’s Eligible Charge when you receive In
Services from a Participating Provider or in an Administrat
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C. OUTPATIENT HOSPITAL CARE 
The following are Covered Services when you receive them from a Hospital as an Outpatient. 

Ou
 ted Diagnostic Service received on the same day as the Surgery 

s 
 
 
 or in your home 

  to Surgery 

 e accident or as 

 
  benefit payment 

efits for 
 other than routine, will be provided at the same payment level as Outpatient 

 mear or Pap 
ision of 

 al Examination—Benefits will be provided for an annual 
les at the benefit 
 

  provided at the 
hedule. 

 
 cer screening as 

 Cancer Society 
ancer screening 

medical societies or federal 
ters for Disease 

nd Prevention, and the American College of Gastroenterology. 
escribed in the 

n connection 
with screening procedures, such as colonoscopy and sigmoidoscopy, will be provided at the 

nt level for Surgery described in this Benefit Schedule. 

AL COVERED SERVICES 

Participating Provider 
Benefits will be provided at 80% of the Eligible Charge after you have met your program Deductible 
when you receive Outpatient Hospital Covered Services from a Participating Provider. 

Non–Participating Provider 
When you receive Outpatient Hospital Covered Services from a Non–Participating Provider, benefits will 
be provided at 60% of the Eligible Charge, after you have met your program Deductible. 

tpatient Hospital Covered Services 
1. Surgery and any rela

 2. Radiation therapy treatment
3. Chemotherapy 
4. Shock therapy treatments 
5. Renal Dialysis Treatments—if received in a Hospital, a Dialysis Facility 

under the supervision of a Hospital or Dialysis Facility 
6. Diagnostic Service—when you are an Outpatient and these services are related

or Medical Care 
7. Emergency Accident Care—treatment must occur within 72 hours of th

soon as reasonably possible 
8. Emergency Medical Care 
9. Mammograms—Benefits for routine mammograms will be provided at the

described in the Wellness Care provision of this Benefit Schedule. Ben
mammograms,
Diagnostic Service. 

10. Pap Smear Test—Benefits will be provided for an annual routine cervical s
smear test for females at the benefit payment described in the Wellness Care prov
this Benefit Schedule. 

11. Prostate Test and Digital Rect
routine prostate–specific antigen test and digital rectal examination for ma
payment described in the Wellness Care provision of this Benefit Schedule.

12. Bone Mass Measurement—Benefits for bone mass measurement will be
benefit payment described in the Wellness Care provision of this Benefit Sc

13. Diagnosis and Treatment of Osteoporosis 
14. Colorectal Cancer Screening—Benefits will be provided for colorectal can

prescribed by a Physician, in accordance with the published American
guidelines on colorectal cancer screening or other existing colorectal c
guidelines issued by nationally recognized professional 
government agencies, including the National Cancer Institute, the Cen
Control a

Benefits for colorectal cancer screening will be provided at the benefit payment d
Wellness Care provision of this Benefit Schedule. Benefits for surgical procedures i

benefit payme

D.  BENEFIT PAYMENT FOR OUTPATIENT HOSPIT
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Emergency Accident Care 
Benefits for Emergency Accident Care will be provided at 80% of the Eligible Ch
Deduc

arge subject to 
tible when you receive Covered Services from either a Participating or Non–Participating 

ts for Emergency Medical Care will be provided at 80% of the Eligible Charge subject to 
Deductible when you receive Covered Services from either a Participating or Non–Participating 
Pro r.  
 

E. IT PAYMENT FOR HOSPITAL COVERED SERVICES WHEN 
G PROVIDER 

 Covered Services that BCBSIL has reasonably determined are unavailable 
from a Participating Provider, benefits for the Covered Services you receive from a Non–Participating 
Provider may be provided at the payment level described for a Participating Provider.  Coverage will be 
subject to pre-approval by BCBSIL. 

Provider.  
Benefi

vide

  BENEF      
SERVICES ARE NOT AVAILABLE FROM A PARTICIPATIN
(HOSPITAL) 

If you must receive Hospital
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IX. PHYSICIAN BENEFIT SECTION 
This section of your Benefit Schedule tells you what services are covered and how much will be paid 

 this Benefit 
dule. Please refer to the DEFINITIONS, ELIGIBILITY and EXCLUSIONS sections of this Benefit 

ng to your 

y and you 
. 

Rem ber,  we also mean all eligible family members who 
are nder the particular Coverage Tier that you selected. 

when you receive care from a Physician or other specified Professional Provider. 
The benefits of this section are subject to all of the terms and conditions described in
Sche
Schedule for additional information regarding any limitations and/or special conditions pertaini
benefits. 
For benefits to be available under this benefit section, services must be Medically Necessar
must receive such services on or after your Coverage Date

em  whenever the term ‘‘you’’ or ‘‘your’’ is used,
covered u

A.  SURGICAL-RELATED COVERED SERVICES 

 Surgery 
Ben ysician, Dentist or Podiatrist. However, for services 
perf ures which may be 
lega   been performed 
by a Ph
 
 of the mouth; 
 ngue, roof and 

 re is not done 
 of facial bone; 

nds or 

  Th
 al procedure in a 

perating surgeon 
e provided for Anesthesia Services administered by 

rgeon’s office or 

tion with dental 
 in a Hospital or Ambulatory Surgical Facility if (a) a Child is age 6 

bility, or (c) you have a medical condition requiring 
hospitalization or general anesthesia for dental care. 

 2. Assist at Surgery—when performed by a Physician, Dentist or Podiatrist who assists the 
operating surgeon in performing covered Surgery in a Hospital or Ambulatory Surgical 
Facility. In addition, benefits will be provided for assist at Surgery when performed by a 
Physician Assistant or registered nurse practitioner under the direct supervision of a 
Physician, Dentist or Podiatrist. 

 3. Sterilization Procedures (even if they are elective). 

efits are available for Surgery performed by a Ph
ormed by a Dentist or Podiatrist, benefits are limited to those surgical proced
lly rendered by them and which would be payable under this Medical Plan had they

ysician. Benefits for oral Surgery are limited to the following services: 
1. Surgical removal of complete bony impacted teeth; 
2. Excision of tumors or cysts of the jaws, cheeks, lips, tongue, roof and floor 
3. Surgical procedures to correct accidental injuries of the jaws, cheeks, lips, to

floor of the mouth; and 
4. Excision of exostoses of the jaws and hard palate (provided that this procedu

in preparation for dentures or other prostheses); treatment of fractures
external incision and drainage of cellulitis; incision of accessory sinuses, salivary gla
ducts; reduction, dislocation, or excision of the temporomandibular joints. 

e following services are also part of your surgical benefits: 
1. Anesthesia Services—if administered at the same time as a covered surgic

Hospital or Ambulatory Surgical Facility or by a Physician other than the o
or by a CRNA. However, benefits will b
oral and maxillofacial surgeons when such services are rendered in the su
Ambulatory Surgical Facility. 
In addition, benefits will be provided for anesthesia administered in connec
care treatment rendered
and under, (b) you have a chronic disa
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 Additional Surgical Opinion 
Your coverage includes benefits for an additional surgical opinion following a reco
elective Surgery. Your benefits will be limited to one consultation and related Diagno
Physician. Benefits for an additional surgical opinion consultation and related Diagnosti
provided at 100% of the Claim Charge and will not be subject to the program Deductib

mmendation for 
stic Service by a 
c Service will be 

le. If you request, 
bene nsultation when the need for Surgery, in your opinion, is not 
reso  

Benefit edical Care visits when: 
 ubstance Abuse 

ordinated Home 

No benefits are available under this benefit section for the treatment of Mental Illness or Outpatient 
Sub ce  Treatmen . In addition, the treatment of Mental Illness and Substance 

 CONDITIONS 

Your coverage includes benefits for consultations when you are an Inpatient in a Hospital or Skilled 
Nursing Fa ician and consist of another 

r knowledge. 
r by a Physician 

ON 
Ben  medical nutrition 
ther n, or duly certified, 

are professionals with expertise in diabetes management. Benefits for 
Physicians will be provided at the Benefit Payment for Physician Services described later in this Section 

lth care professionals will be provided at the Benefit Payment for Other 

SECTION 

ections and allergy surveys 

be provided for 
ge is also provided 

under the Wellness Care Program provision of this Benefit Schedule. 

Chemotherapy 

Chiropractic and Osteopathic Manipulation—Benefits will be provided for manipulation or 
adjustment of osseous or articular structures, commonly referred to as chiropractic and osteopathic 
manipulation, when performed by a person licensed to perform such procedures. Your benefits for 
chiropractic and osteopathic manipulation will be limited to a maximum of $2,000 per Benefit Period. 

fits will be provided for an additional co
lved by the first arranged consultation.

B. MEDICAL CARE VISITS 
s are available for M

1. You are an Inpatient in a Hospital, a Skilled Nursing Facility, or S
Treatment Facility or 

 2. You are a patient in a Partial Hospitalization Treatment Program or Co
Care Program or 

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

stan Abuse Rehabilitation t
Abuse Rehabilitation Treatment are subject to the maximums specified in the SPECIAL
AND PAYMENTS section of this Benefit Schedule. 

C.  CONSULTATIONS  

cility. The consultation must be requested by your attending Phys
Physician’s advice in the diagnosis or treatment of a condition which requires special skill o
Benefits are not available for any consultation done because of Hospital regulations o
who renders Surgery or Maternity Service during the same admission. 

D.  DIABETES SELF-MANAGEMENT TRAINING AND EDUCATI
efits will be provided for Outpatient self–management training, education and
apy. Benefits will be provided if these services are rendered by a Physicia

registered or licensed health c

IX.  Benefits for such hea
Covered Services described in Section X of this Benefit Schedule.  

E.  OTHER COVERED SERVICES IN THE PHYSICIAN BENEFIT 

Allergy inj

Bariatric Surgery/Gastric Bypass 

Bone Mass Measurement and Osteoporosis Diagnosis/Treatment—Benefits will 
bone mass measurement and the diagnosis and treatment of osteoporosis.   Covera
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Colorectal Cancer Screening—Benefits will be provided for colorectal cancer screeni
by a Physician, in accordance with the published American Cancer Society guidelin
cancer screening or other existing colorectal cancer screening guidelines issued by natio
professional medical societies or federal government agencies, including the National 
the Centers for Disease Control and Prevention, and the American College of Gastroenter
for colorectal cancer screening will be provided at the benefit payment described in th
provision of this Benefit Schedule. Benefits for surgica

ng as prescribed 
es on colorectal 
nally recognized 
Cancer Institute, 
ology.  Benefits 

e Wellness Care 
l procedures, such as colonoscopy and 

will be provided 

vices, injections, 
eans consultations, 

ted to the use of 
ntraceptive methods (including natural family planning) to prevent an unintended pregnancy. 

rgery or Medical 

 cardiac valves, 
onstruction devices (not used primarily to support dental prosthesis), 

fits will also be 
 durable medical 

red for temporary therapeutic use provided that this equipment is primarily and 
erve a medical purpose. 

t or as soon as 
ly possible. 

ns by a Physician 

yment described 
han routine, 

ese services are 
ician. This therapy must 

e therapist and 
e type, amount, 

als. Benefits for 
riod. 

p smear test for 
chedule. 

Physical Therapy—Benefits will be provided for Physical Therapy when rendered by a registered 
professional Physical Therapist under the supervision of a Physician. The therapy must be furnished 
under a written plan established by a Physician and regularly reviewed by the therapist and the Physician. 
The plan must be established before treatment is begun and must relate to the type, amount, frequency 
and duration of therapy and indicate the diagnosis and anticipated goals. Benefits for Outpatient Physical 
Therapy will be limited to a maximum of $5,000 per Benefit Period; however, Physical Therapy 
necessitated by congenital defects, birth abnormalities, or developmental growth abnormalities (e.g., 
cerebral palsy) is not subject to the $5000 maximum benefit cap. 

sigmoidoscopy, are not provided at the Wellness Care payment level. Such procedures 
at the benefit payment level for Surgery described in this Benefit Schedule. 

Contraceptive Services—Benefits will be provided for prescription contraceptive de
implants and Outpatient contraceptive services. Outpatient contraceptive services m
examinations, procedures and medical services provided on an Outpatient basis and rela
co

Diagnostic Service—Benefits will be provided for those services related to covered Su
Care. 

Durable Medical Equipment—Benefits will be provided for such things as internal
internal pacemakers, mandibular rec
bone screws, bolts, nails, plates and any other internal and permanent devices. Bene
provided for the rental (but not to exceed the total cost of equipment) or purchase of
equipment requi
customarily used to s

Emergency Accident Care—Treatment must occur within 72 hours of the acciden
reasonab

Emergency Medical Care 

Foot Care Examinations—Benefits are also available for regular foot care examinatio
or Podiatrist. 

Mammograms —Benefits for routine mammograms will be provided at the benefit pa
in the Wellness Care provision of this Benefit Schedule. Benefits for mammograms, other t
will be provided at the same payment level as Outpatient Diagnostic Service. 

Occupational Therapy—Benefits will be provided for Occupational Therapy when th
rendered by a registered Occupational Therapist under the supervision of a Phys
be furnished under a written plan established by a Physician and regularly reviewed by th
Physician. The plan must be established before treatment is begun and must relate to th
frequency and duration of therapy and indicate the diagnosis and anticipated go
Outpatient Occupational Therapy will be limited to a maximum of $5,000 per Benefit Pe

Pap Smear Test—Benefits will be provided for an annual routine cervical smear or Pa
females at the benefit payment described in the Wellness Care provision of this Benefit S
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Prostate Test and Digital Rectal Examination—Benefits will be provided for an
prostate–specific antigen test and digital rec

 annual routine 
tal examination for males at the benefit payment described in 

on of this Benefit Schedule. 

re rendered by a 
ch and Hearing 

 is not the only 
m of $5,000 per 

r, Outpatient Speech Therapy necessitated by congenital defects, birth 
elopmental growth abnormalities (e.g., cerebral palsy) is not subject to the $5000 

ap. 

Sho her

 PHYSICIAN SERVICES 
The y BCBSIL and the expenses that are your responsibility for your Covered 

 a 

the Wellness Care provisi

Radiation therapy treatments 

Speech Therapy—Benefits will be provided for Speech Therapy when these services a
licensed Speech Therapist or Speech Therapist certified by the American Spee
Association. Inpatient Speech Therapy benefits will be provided only if Speech Therapy
reason for admission.  Outpatient Speech Therapy benefits will be limited to a maximu
Benefit Period; howeve
abnormalities, or dev
maximum benefit c

ck t apy treatments 

Therapeutic Abortions 

F.  BENEFIT PAYMENT FOR
 benefits provided b

Services in this Physician Benefit Section will depend on whether you receive services from
Participating or Non–Participating Professional Provider. 

 Participating Provider 
Ben 0% of the Maximum Allowance after you have met your program 
Ded y of the Covered Services described in this Physician benefit section 

g Providers they 
d may bill you 

nt and the Provider’s charge to you. 

efits will be provided at 8
uctible when you receive an

from a Participating Provider or from a Dentist. Although Dentists are not Participatin
will be treated as such for purposes of benefit payment made under this Medical Plan an
for the difference between BCBSIL’s benefit payme

 Non–Participating Provider 
When you receive any of the Covered Services described in this Physician benefit secti
Participatin

on from a Non–
g Provider, benefits will be provided at 60% of the Maximum Allowance, after you have met 

Participating and Non–Participating Provider

your program Deductible, unless specifically mentioned below. 

  
Benefits for Emergency Accident Care will be provided at 80% of the Maximum Allowance when 
rendered by either a Participating or Non–Participating Provider; after you have met your program 
Deductible.  
Benefits for Emergency Medical Care will be provided at 80% of the Maximum Allowance when 
rendered by either a Participating or Non–Participating Provider; after you have met your program 
Deductible.  
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X. OTHER COVERED SERVICES 

e describes various other Covered Services under this Medical Plan 
 provided for them. 

 
 
  provided to you 

rovided by non–
  Precertification 
ur home or is a 
d monitoring of 

 care skills such as tracheotomy suctioning, medical equipment use and monitoring to 
nefits for Private 

 lack of willing or available non–professional 

 n—Benefits will not be provided for long distance trips or for use of an 
s more convenient than other transportation. 

 e required as the 

 
 
 liances and 

y, or 
 malfunctioning 

osthetic devices, 
ge in a patient’s 

ion (excluding dental appliances other than intra–oral devices used in connection with the 
ject to specific 

mporomandibular Joint Dysfunction and Related Disorders, and 

 s which may be legally rendered by an 
tom d such services been rendered by a 

ses or contacts 
immediately after cataract surgery. 

ent of illness or 
cidental injury. Benefits will be limited to a lifetime maximum of $500. 

B.  BENEFIT PAYMENT FOR OTHER COVERED SERVICES 
After you have met your program Deductible, benefits will be provided at 80% of the Eligible 
Charge or 80% of the Maximum Allowance for any of the Covered Services described in this 
section. 
However, when you receive Covered Services described in this section from a Non-Participating 
Provider, benefits will be provided at 60% of the Eligible Charge or 60% of the Maximum 
Allowance. 

A.  OTHER COVERED SERVICES 
t SchedulThis section of your Benefi

and the benefits that will be
• Blood and blood components 
• Leg, back, arm and neck braces 
• Private Duty Nursing Service—Benefits for Private Duty Nursing Service will be

in your home only when the services are of such a nature that they cannot be p
professional personnel and can only be provided by a licensed health care provider.
is required.  No benefits will be provided when a nurse ordinarily resides in yo
member of your immediate family. Private Duty Nursing includes teaching an
complex
home caregivers and is not intended to provide for long term supportive care. Be
Duty Nursing Service will not be provided due to the
personnel.  

• Ambulance Transportatio
ambulance because it i

• Dental accident care—Dental services rendered by a Dentist or Physician which ar
result of an accidental injury. 

• Oxygen and its administration 
• Medical and surgical dressings, supplies, casts and splints 

Prosthetic app• liances—Benefits will be provided for prosthetic devices, special app
surgical implants when: 

 a. They are required to replace all or part of an organ or tissue of the human bod
 b. They are required to replace all or part of the function of a non–functioning or

organ or tissue. 
Benefits will also include adjustments, repair and replacements of covered pr
special appliances and surgical implants when required because of wear or chan
condit
treatment of Temporomandibular Joint Dysfunction and Related Disorders, sub
limitations applicable to Te
replacement of cataract lenses when a prescription change is not required). 

• Optometric services—Benefits will be provided for service
Op etrist, provided that benefits would have been provided ha
Physician. 

 • Eyeglasses/Contacts—Benefits will be provided for the first pair of eyeglas

 • Wigs—Benefits will be provided for wigs needed as a result of illness, treatm
ac
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XI.  SPECIAL CONDITIONS AND PAYMENTS 
There are some special things that you should know about your benefits should you receive any of the 
following t

 other condition. 
heart valve, muscular–skeletal, 

ssue transplants. 
Benefits are available to both the recipient and donor of a covered transplant as follows: 

id by their own 

verage from any 
both you and the 

yments made for the donor will be charged against your benefits. 
nor for the transplant and no coverage is available to you from any other source, 

ed for you. However, no benefits will 

from the donor. 
enefits will be 

I  pancreas/kidney 
t

 lung, heart/lung, liver, pancreas or pancreas/kidney transplant is 
ne before your 

of Hospitals 
ms. No benefits 
ney transplants 

 approved Human 

ortation, lodging and 
ent Child under the 

 and meals will be 
le, your place of 

spital where the transplant will be performed. 
 odging and meals up to a combined 

  of $10,000. 
 vided for: 

 • Cardiac rehabilitation services when not provided to the transplant recipient immediately 
following discharge from a Hospital for transplant Surgery. 

 • Travel time and related expenses required by a Provider. 
 • Drugs which do not have approval of the Food and Drug Administration. 
 • Storage fees. 
 • Services provided to any individual who is not the recipient or actual donor, unless otherwise 

specified in this provision. 

ypes of treatments: 

A.  HUMAN ORGAN TRANSPLANTS 
Your benefits for certain human organ transplants are the same as your benefits for any
Benefits will be provided only for cornea, kidney, bone marrow, 
parathyroid, heart, lung, heart/lung, liver, pancreas or pancreas/kidney human organ or ti

 — If both the donor and recipient have coverage each will have their benefits pa
program. 

 — If you are the recipient of the transplant, and the donor for the transplant has no co
other source, the benefits described in this Benefit Schedule will be provided for 
donor. In this case, pa

 — If you are the do
the benefits described in this Benefit Schedule will be provid
be provided for the recipient. 

Benefits will be provided for: 
 — Inpatient and Outpatient Covered Services related to the transplant Surgery. 
 — The evaluation, preparation and delivery of the donor organ. 
 — The removal of the organ 
 — The transportation of the donor organ to the location of the transplant Surgery. B

limited to the transportation of the donor organ in the United States or Canada. 
n addition to the above provisions, benefits for heart, lung, heart/lung, liver, pancreas or
ransplants will be provided as follows: 
— Whenever a heart, 

recommended by your Physician, you must contact BCBSIL by telepho
transplant Surgery has been scheduled. BCBSIL will furnish you with the names 
which have Claims Administrator approved Human Organ Transplant Progra
will be provided for heart, lung, heart/lung, liver, pancreas or pancreas/kid
performed at any Hospital that does not have a Claims Administrator
Organ Transplant Program. 

 — If you are the recipient of the transplant, benefits will be provided for transp
endmeals for you and a companion. If the recipient of the transplant is a Dep

limiting age of this Benefit Schedule, benefits for transportation, lodging
provided for the transplant recipient and two companions. For benefits to be availab
residency must be more than 50 miles from the Ho
• You and your companion are each entitled to benefits for l

maximum of $200 per day. 
• Benefits for transportation, lodging and meals are limited to a lifetime maximum

— In addition to the other exclusions of this Benefit Schedule, benefits will not be pro



 
 

B.  BENEFIT PAYMENT FOR HUMAN ORGAN TRANSPLANT SERVICES 

 Blue Quality Centers for Transplant 
Benefits will be provided at 100% of the Eligible Charge when you receive Covered Services from a 
BQ be subject to the program Deductible.  CT. Benefits will not 

 Participating Provider 
Wh ervices from a Participating Provider, benefits will be provided at 80% of 

 No

en you receive Covered S
the Eligible Charge, after you have met your program Deductible. 

n–Participating Provider 
No benefits are provided if you receive Covered Services from a Non–Participating Prov

C.  CARDIAC REHABILITATION SERVICES 
Your benefits for cardiac rehabilitation services are the same as your benefits for any 
Benefits will be provided for cardiac rehabilitation services only in Claims Admin

ider. 

other condition. 
istrator approved 

programs when these services are rendered to you within a six-month period following an eligible 
Inp t H r either myocardial infarction, coronary artery bypass Surgery or 

of 36 Outpatient 

ARE 
Ben u, even though you are not ill.  When you 

ipating Provider, 
 of the Eligible Charge or 100% of the Maximum Allowance and will 
ctible. 

enefit Period

atien ospital admission fo
percutaneous transluminal coronary angioplasty. Benefits will be limited to a maximum 
treatment sessions within the six-month period. 

D.  WELLNESS C
efits will be provided for Covered Services rendered to yo

receive Covered Services for wellness care from a Participating Provider or Non-Partic
benefits will be provided at 100%
not be subject to the program Dedu
 Wellness Benefits Limited to the $750 maximum per B  

e limited to a maximum benefit of $750 per Benefit Period. Benefits 
ices: 

 Period; 

4. Routine eye examinations; and 
 examinations. 

cess of $750 for the above services are not covered. 
enefit Period

Certain wellness care benefits will b
will be limited to the following serv

1. Routine physical examination; 
2. Routine gynecological examination – one per Benefit
3. Routine diagnostic tests; 

5. Routine hearing
Additional preventive services in ex
 Wellness Benefits Not Limited to the $750 maximum per B  
Certain oth  wellness care and are not subject to the wellness care 

3. Bone mineral density tests; and 
4. Immunizations (immunizations for foreign travel are not covered). 

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

1. Bed, board and general nursing care. 
2. Ancillary services (such as drugs and surgical dressings or supplies). 

er wellness services are covered under
maximum:  

1. Routine sigmoidoscopy; 
2. Routine colonscopy; 
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No benefits will be provided for admissions to a Skilled Nursing Facility which are for
o

 the convenience 
f the patient or Physician or because care in the home is not available or the home is unsuitable for such 

e provided at 

led Nursing Facility will be provided 
at 6 of th et your program Deductible. Benefits will not be 

vailable for 
ese services are rendered by an 

ulatory Surgical 
 will be provided at 80% of the Eligible Charge. Benefits for services by a Non–Administrator 

Amb atory Surg harge. 
et your program 

vailable for 
hese services are 

stance Abuse Treatment Facility. Benefits will be provided at the payment levels 
des d l ubstance Abuse Rehabilitation Treatment Covered Services 

n–Administrator 
escribed later in 

H.  MENTAL ILLNESS SERVICES 
Ben le are available for 

Mental Illness is 
rker or Clinical 
e scope of their 

n Treatment

care.
Benefits for Covered Services rendered in an Administrator Skilled Nursing Facility will b
80% of the Eligible Charge after you have met your program Deductible. 
Benefits for Covered Services rendered in a Non–Administrator Skil

0% e Eligible Charge, once you have m
vide r Covered Services received in an Uncertified Skilled pro d fo Nursing Facility. 

F.  AMBULATORY SURGICAL FACILITY 
Benefits for all of the Covered Services previously described in this Benefit Schedule are a
Outpatient Surgery. In addition, benefits will be provided if th
Ambulatory Surgical Facility. Benefits for services rendered by an Administrator Amb
Facility

ul ical Facility will be provided at 60% of the Eligible C
Benefits for Outpatient Surgery will be provided as stated above after you have m
Deductible. 

G. SUBSTANCE ABUSE REHABILITATION TREATMENT 
Benefits for all of the Covered Services previously described in this Benefit Schedule are a
Substance Abuse Rehabilitation Treatment. In addition, benefits will be provided if t
rendered by a Sub

cribe ater in this Benefit Schedule. S
rendered in a program that does not have a written agreement with BCBSIL or in a No
Provider facility will be paid at the Non–Administrator Provider facility payment level d
this benefit section. 

efits for all of the Covered Services previously described in this Benefit Schedu
the diagnosis and/or treatment of a Mental Illness. Medical Care for the treatment of a 
eligible when rendered by (1) a Physician; (2) a Psychologist, Clinical Social Wo
Professional Counselor; or (3) a Marriage and Family Therapist working within th
license.  

Benefit Payment for Outpatient Mental Illness and Substance Abuse Rehabilitatio  
ible Charge or at 
er after you have 
ipating Provider 

e provided at 60% of the Eligible Charge or 60% 
of th gram Deductible. 

ed by BCBSIL) 
en you receive 

om a Participating Provider after you have met your program Deductible.  
When you receive Covered Services from a Non–Participating Provider for Outpatient Substance Abuse 
Rehabilitation Treatment, benefits will be provided at 60% of the Eligible Charge or 60% of the 
Maximum Allowance after you have met your program Deductible. 

 Benefit Maximum for Outpatient treatment of Mental Illness

Benefits for Outpatient Mental Illness treatment will be provided at 80% of the Elig
80% of the Maximum Allowance when you receive services from a Participating Provid
met your program Deductible. When you receive Covered Services from a Non–Partic
for Outpatient Mental Illness treatment, benefits will b

e Maximum Allowance after you have met your pro
Benefits for Outpatient Substance Abuse Rehabilitation Treatment (in a program approv
will be provided at 80% of the Eligible Charge or at 80% of the Maximum Allowance wh
services fr

 
Your benefits for Outpatient treatment of Mental Illness are limited to a maximum of 45 visits per 
Benefit Period. 
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fit Payment for Inpatient treatment of Mental Illness and Substance Abuse Rehabilitation 
Treatment 

Benefits for the Inpatient treatment of Mental Illness and Inpatient Substance Abus
Treatment will be provided at th

e Rehabilitation 
e payment levels previously described in this Benefit Schedule for 

Hospital and Physician Covered Services. 

 Benefit Maximum for Inpatient treatment of Mental Illness 
You for Inpatient treatment 

atient and Outpatient Substance Abuse Rehabilitation Treatment

 are entitled to a maximum of 30 Inpatient Hospital days each Benefit Period 
of Mental Illness. 

 Benefit Maximum for Inp  
You atment are limited to a combined r benefits for Inpatient Substance Abuse Rehabilitation Tre
maximum of $10,000 each Benefit Period. 

 Lifetime Benefit Maximum for Substance Abuse Rehabilitation Treatment 
A combined lifetime maximum of $20,000 will apply to benefits for Inpatient and Outpatient Substance 
Abu Reh

ubstance Abuse 

dition, and such 
fits will also be 

l pregnancy and 
endered to your 
 Services are: (a) 

) one routine Inpatient examination, and (c) one 
her than the 

ewborn Child 
ave Employee 

 must apply for Employee Plus Child(ren) Coverage 
or F ily C us Child(ren) Coverage or 
Family Cov

e mother or 
y, or no less than 96 hours 

n from BCBSIL 
ours (or 96 hours). 

J.  TEMPOROMANDIBULAR JOINT DYSFUNCTION AND RELATED 
DISORDERS 

Benefits for all of the Covered Services previously described in this Benefit Schedule are available for 
the diagnosis and treatment of Temporomandibular Joint Dysfunction and Related Disorders. 
Your benefits for the diagnosis and/or treatment of Temporomandibular Joint Dysfunction and Related 
Disorders are limited to a lifetime maximum of $2,500. 
 

se abilitation Treatment. 
None of the charges for the Inpatient and/or Outpatient treatment of Mental Illness or S
Rehabilitation Treatment will be included in the calculation of your out–of–pocket expenses. 

I.  MATERNITY SERVICE 
Your benefits for Maternity Service are the same as your benefits for any other con
benefits are available regardless of which Coverage Tier you have selected.  Bene
provided for Covered Services rendered by a Certified Nurse–Midwife. 
Benefits will be paid for Covered Services received in connection with both norma
Complications of Pregnancy. As part of your maternity benefits certain services r
newborn infant are also covered, even if you have Individual Coverage. These Covered
the routine Inpatient Hospital nursery charges, and (b
Inpatient hearing screening as long as this examination is rendered by a Physician ot
Physician who delivered the Child or administered anesthesia during delivery. (If the n
needs treatment for an illness or injury, benefits will be available for that care only if you h
Plus Child(ren) Coverage or Family Coverage. You

am overage within 31 days of date of the birth.  Your Employee Pl
erage will then be effective from the date of the birth.) 

Benefits will be provided for any hospital length of stay in connection with childbirth for th
newborn Child for no less than 48 hours following a normal vaginal deliver
following a cesarean section. Your Provider will not be required to obtain authorizatio
for prescribing a length of stay less than 48 h
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K.  MASTECTOMY - RELATED SERVICES 

Benefits for Covered Services related to mastectomies, including, but not limited to: (a) 
the breast on which the mastectomy has been performed; (b) Surgery and reconstruct
breast to produce a symmetrical appearance; (c) post mastectomy care for inpatient treatm
of time determined by the attending Physician to be medically necessary and in 
protocols and guidelines based on sound scientific evidence and patient evaluation, a
Physician office visit or in–home nurse v

reconstruction of 
ion of the other 
ent for a length 

accordance with 
nd a follow–up 

isit within forty-eight (48) hours after discharge; and (d) 
pro es s of all stages of the mastectomy including, but not limited to, 
lym dem other condition. 

sthes and physical complication
phe as, are the same as for any 

L.  PAYMENT PROVISIONS 

 Lifetime Maximum 
The ill be available in benefits for you is unlimited subject
dollar maximums for specific Covered Services described earlier in this Benefit Schedule. 

 

 total dollar amount that w  to the separate 

Cumulative Benefit Maximums 
All b efits payab le are cumulative. Therefore, in calculating the benefit 
max s ice, BCBSIL will include benefit payments under both 

n Eligible 
der this plan. 

 received from 

en le under this Benefit Schedu
imum  payable for a particular Covered Serv

this and/or any prior or subsequent Claims Administrator’s Benefit Schedule issued to you as a
Person or a Dependent of an Eligible Person un

M.  OUT–OF–POCKET EXPENSE LIMIT 
There are separate out–of–pocket expense limits applicable to Covered Services
Participating Providers and Non–Participating Providers. 

 For Participating Providers 
If, during one Benefit Period, your out–of–pocket expense (the amount remaining unpaid after benefits 

iders (except for 
t  in full up to 
t

nefits have been provided (except for any 
y a Non–Participating or Non–Administrator 

patient treatment 
f time when your condition is life threatening) 

xpense limit and 
r out–of–pocket 

arge or Maximum Allowance 
rvices received for the treatment of Mental Illness and/or Substance Abuse 

Rehabilitation Treatment 
 • Copayments resulting from noncompliance with the provisions of the MSA and/or BCBSIL’s 

Mental Health Unit  
 • Any unreimbursed expenses incurred for “comprehensive major medical” covered services within 

your prior contract’s Benefit Period, if not completed. 
 • Copayments for office and urgent care visits 
 • Prescription Drug Copayments 

 

have been provided) equal $3,000, any additional eligible Claims for Participating Prov
hose Covered Services specifically excluded below) during that Benefit Period will be paid
he Eligible Charge or Maximum Allowance. 

This out–of–pocket expense limit may be reached by: 
 • The Participating Provider program Deductible  
 • The payments for which you are responsible after be

expenses incurred for Covered Services rendered b
Provider other than Emergency Accident Care, Emergency Medical Care and In
during the period o

The following expenses for Covered Services cannot be applied to the out–of–pocket e
will not be paid at 100% of the Eligible Charge or Maximum Allowance when you
expense limit is reached: 

 • Charges that exceed the Eligible Ch
 • Charges for Covered Se
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Plus Child(ren) 
ining unpaid for 
Period, then, for 

ible Covered 
igible Charge 

er Family Coverage or Employee Plus Spouse Coverage or 
Em age will not be provided at the 100% payment level until the entire 

 
If you have Family Coverage or Employee Plus Spouse Coverage or Employee 
Coverage, and your covered family members’ out–of–pocket expenses (the amount rema
Covered Services after benefits have been provided) equal $6,000 during one Benefit 
the rest of the Benefit Period, all other covered family members will have benefits for elig
Services (except for those charges specifically excluded above) provided at 100% of the El
or Maximum Allowance. Benefits und

ployee Plus Child(ren) Cover
family out–of–pocket expense limit has been met. 

 For Non–Participating Providers 
If, during one Benefit Period, your out–of–pocket expense (the amount remaining unpaid after benefits 

additional eligible Claims for Non–Participating Providers 
excluded below) during that Benefit Period will be paid 

T reached by: 

r which you are 

t expense limit and 
r out–of–pocket 

 
 Provider  
 resulting from Hospital services rendered by a Non–Administrator Hospital or 

 overed Services which have a separate dollar maximum specifically mentioned in this 

 es received for the treatment of Mental Illness and/or Substance Abuse 
t 

d/or BCBSIL’s 

rvices within 

age or Employee Plus Spouse Coverage or Employee Plus Child(ren) 
Cov e, a s (the amount remaining unpaid for 

Period, then, for 
overed Services 
gible Charge or 
ge or Employee 

ayment level until the entire family out–of–
pocket expense limit has been met. 

N.  EXTENSION OF BENEFITS IN CASE OF TERMINATION 
If you are an Inpatient at the time your coverage under this plan is terminated, benefits will be provided 
for, and limited to, the Covered Services of this plan which are rendered by and regularly charged for by 
a Hospital, Skilled Nursing Facility, Substance Abuse Treatment Facility, Partial Hospitalization 
Treatment Program or Coordinated Home Care Program. Benefits will be provided until you are 
discharged or until the end of your Benefit Period, whichever occurs first. 

have been provided) equal $4,000, any 
(except for those Covered Services specifically 
in full up to the Eligible Charge or Maximum Allowance. 

his out–of–pocket expense limit may be 
 • The Non–Participating Provider program Deductible  
 • The payments for Covered Services rendered by a Non–Participating Provider fo

responsible after benefits have been provided. 
The following expenses for Covered Services cannot be applied to the out–of–pocke
will not be paid at 100% of the Eligible Charge or Maximum Allowance when you
expense limit is reached: 

• Charges that exceed the Eligible Charge or Maximum Allowance 
• The Coinsurance resulting from Covered Services you may receive from a Participating 
• The Coinsurance 

other Non–Administrator Provider facility for Covered Services  
• Charges for C

Benefit Schedule 
• Charges for Covered Servic

Rehabilitation Treatmen
 • Copayments resulting from noncompliance with the provisions of the MSA an

Mental Health Unit 

 • Any unreimbursed expenses incurred for “comprehensive major medical” covered se
your prior contract’s Benefit Period   

 • Prescription Drug Copayments 
If you have Family Cover

erag nd your covered family members’ out–of–pocket expense
Covered Services after benefits have been provided) equal $8,000 during one Benefit 
the rest of the Benefit Period, all other family members will have benefits for eligible C
(except for those charges specifically excluded above) provided at 100% of the Eli
Maximum Allowance. Benefits under Family Coverage or Employee Plus Spouse Covera
Plus Child(ren) Coverage will not be provided at the 100% p



 
 

XII. HEARING CARE PROGRAM 
Your coverage includes benefits for hearing care when you receive such care from a Physician, Otologist, 

Benefit Schedule. 
efit Schedule for 

ur benefits. 
For ing ailable, such care must be Medically Necessary and you must receive 

Ben r this benefit section for the following: 
on. 

 3. Conformity Evaluation. 

Ben iod. 

Ben the following: 
 ysician within 6 

f such examination. 
 
 3. 

gible under frequency 

ermination. 

mary Fee. 
rson every three 

For purposes of this benefit section only, the definition of Usual and Customary Fee shall read as follows: 
USUAL AND CUSTOMARY FEE .....means the fee as reasonably determined by BCBSIL, which is 
based on the fee which the Physician, Otologist, Audiologist or Hearing Aid Dealer who renders the 
particular service usually charges his patients or customers for the same service and the fee which is 
within the range of usual fees other Physicians, Otologists, Audiologists or Hearing Aid Dealers of 
similar training and experience in the same geographic area charge their patients or customers for the 
same service, under similar or comparable circumstances. 

Audiologist or Hearing Aid Dealer. 
The benefits of this section are subject to all of the terms and conditions described in this 
Please refer to the DEFINITIONS, ELIGIBILITY and EXCLUSIONS sections of this Ben
additional information regarding any limitations and/or special conditions pertaining to yo

hear  care benefits to be av
such care on or after your Coverage Date. 

A.  COVERED SERVICES 
efits will be provided unde

 1. Audiometric Examinati
 2. Hearing Aid Evaluation. 

 4. Hearing Aids. 
efits will be limited to one Covered Service(s) of each type listed above per Benefit Per

B.  SPECIAL LIMITATIONS 
efits will not be provided for 

1. Audiometric examinations by an Audiologist when not ordered by your Ph
months o

2. Medical or surgical treatment. 
Drugs or other medications. 

 4. Replacement for lost or broken hearing aids, except if otherwise eli
limitations. 

 5. Hearing aids ordered while covered but delivered more than 60 days after t

C.  BENEFIT PAYMENT FOR HEARING CARE 
Benefits for hearing care Covered Services will be provided at 80% of the Usual and Custo
Benefits for hearing aids will be provided up to a maximum of $1,500 per covered pe
years.  Maximum includes hearing aid exam and fitting. 
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XIII. HOSPICE CARE PROGRAM 
Your Hospital coverage also includes benefits for Hospice Care Program Service. 
Benefits will be provided for the Hospice Care Program Service described below when th
rendered to you by a Hospice Care Program Provider. However, for benefits to be availab
a terminal illness with a life expectancy of one year or less, as certified by your attendin
you will no longer benefit from standard medical care or have chosen

ese services are 
le you must have 
g Physician; and 

 to receive hospice care rather than 
 available to provide custodial type care between 

rs if hospice is being provided in the home. 
nder the Hospice Care Program: 

killed and non–Skilled; 
apy; 

 rvices; 
 y; 

 services; 

The
 
 
 
 lness, disease or 

ituations when short episodes of traditional care 
would be appropriate even when the patient remains in the hospice setting. While these traditional 
services are not eligible under this Hospice Care Program section, they may be Covered Services under 
other sections of this Benefit Schedule.  

Benefit payment for Covered Services rendered by a Hospice Care Program Provider will be provided at 
the same level as described for Inpatient Hospital Covered Services. 
 

standard care. Also, a family member or friend should be
visits from Hospice Care Program Provide
The 

 1. Coordinated Ho
following services are covered u

me Care; 
ssings;  2. Medical supplies and dre

 3. Medication; 
 4. Nursing Services - S
 5. Occupational Ther

6. Pain management se
7. Physical Therap

 8. Physician visits; 
9. Social and spiritual 

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

1. Durable medical equipment; 
2. Home delivered meals; 
3. Homemaker services; 
4. Traditional medical services provided for the direct care of the terminal il

condition; 
 5. Transportation, including but not limited, to Ambulance Transportation. 

Notwithstanding the above, there may be clinical s
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XIV. INFERTILITY COVERAGE 
Infertility treatment is limited to tests for fertility and procedures for correction of infertility including 
artificial insemination.  No coverage will be provided for in vitro fertilization, GIFT, ZIFT, etc. 
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SXV.  BENEFITS FOR MEDICARE ELIGIBLE COVERED PERSON  
s who are 

provisions entitled 
dule). 

rovisions described throughout this Benefit Schedule apply to you, however, in 
s, consideration is given to the benefits 

avai
The pro fits under the Medical Plan is as follows: 

 he payment 

 he amount paid or payable by Medicare. (If you are 
ucted whether or 
ce, if any, is the 

When you have a Claim, you must send BCBSIL a copy of your Explanation of Medicare Benefits 
(“EOMB”) in order for your Claim to be processed. In the event you are eligible for Medicare but have not 
enrolled in Medicare, the amount that would have been available from Medicare, had you enrolled, will be 
used.  

This section describes the benefits which will be provided for Medicare Eligible Covered Person
not affected by MSP laws, unless otherwise specified in this Benefit Schedule (see 
‘‘Medicare Eligible Covered Persons’’ in the ELIGIBILITY SECTION of this Benefit Sche
The benefits and p
determining the benefits to be paid for your Covered Service

lable under Medicare. 
cess used in determining bene
1. Determine what the payment for a Covered Service would be following t

provisions of this coverage; and 
2. Deduct from this resulting amount t

eligible for Medicare, the amount that is available from Medicare will be ded
not you have enrolled and/or received payment from Medicare.) The differen
amount that will be paid under the Medical Plan. 
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XVI.  PRESCRIPTION DRUG EXPENSE BENEFIT 

benefits for prescription drug expenses.  Your 

 this Benefit Schedule. 
Please refer to the DEFINITIONS, ELIGIBILITY and EXCLUSIONS sections of this Benefit Schedule for 

benefits. 

Rem your’’ is used, we also mean all eligible family members who 
are c er that you selected.  

 receive benefits 
 a 90-day supply 

 
Benefits will be provided as desc  Ex urchase of approved 
drugs and med cines from a retail pharmacy.  ug Copayment will apply before benefits are paid. 

 

 
This section of your Benefit Schedule describes your 
prescription drug benefits are administered by CVS Caremark, Inc..  
 
The benefits of this section are subject to all of the terms and conditions described in

additional information regarding any limitations and/or special conditions pertaining to your 
 

ember, whenever the term ‘‘you’’ or ‘‘
overed under the particular Coverage Ti

 
A. RETAIL DRUG EXPENSE 

 
The Retail Drug expense portion of the Medical Plan’s Standard PPO Option allows you to
for a short-term supply (up to a 30-day supply) of eligible Prescription Drugs.  In addition,

ay be purchased at certain Caremark Network Retail Pharmacies.  m

ribed below for Covered penses incurred for the p
i A Retail Dr

   
3 ay Retail Drug Supply 0-d 90-day Retail Drug Supply 

 
 

Generic Drugs 
 

$10 Copayment 
 

 
$30 Copayment 

  
 

Preferre Brand Named  Drugs 
(on Fo ulary Drug List) 

 

 
 

$35 Copayment 

 
 

$105 Copayment rm

   
 
ayment 

Non-Preferred Brand Name Drugs 
(not on Formulary Drug List) 

 

 
$60 Copayment $180 Cop

 
Lifestyle Drugs 

 
100% of Plan-discounted price 

 
100% of Plan-discounted price 

 
 
o Note: When a Generic Drug is available, but the Pharmacy dispenses the Brand

any reason other than that the Physician indicated “dispense as written,” you wi
Name Copayment (Non-Preferred or Preferred, as applicable) plus the difference
of the Brand Name Drug and the Generic Drug.  

 
o 

 Name Drug for 
ll pay the Brand 

 between the cost 

Use of Network Retail Pharmacy versus Non-Network Retail Pharmacy:  Yo
use any retail Pharmacy you wish. 

u may choose to 
 If you use a Network Retail Pharmacy and present your ID 

card, you will pay the applicable amounts noted in the chart above for the option you selected and 
the Pharmacy will file the Claim for you; if you fail to present your ID card, you may be required 
to pay the full cost of the prescription and then file a Claim with Caremark for reimbursement of 
eligible expenses within 12 months of purchase.  If you use a Non-Network Retail Pharmacy, you 
will need to file the Claim with Caremark for reimbursement of Covered Expenses within 12 
months of purchase.  Regardless of whether you have your prescription filled at a Network Retail 
Pharmacy or at a Non-Network Retail Pharmacy, you will ultimately be responsible for paying the 
applicable amounts noted in the chart above.  
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s you to receive 
with refills available for up to one year.  

Generally, if you use maintenance medication, you should use this provision.  Mail order prescriptions 
un r the Standard PPO Option are subject t  a Copayment, as set forth below: 

 

B. MAIL ORDER DRUG EXPENSE 
 
The Mail Order Drug expense portion of the Medical Plan’s Standard PPO Option allow
benefits for up to a 90-day supply of eligible Prescription Drugs 

de o
 

 
 

 
90-Day Mail Order Drug Supply 

 
 

Generic Drugs 
 

 
0 Copayment 

 
$2

 
 

g List) 
 

 
0 Copayment Preferred Brand Name Drugs

(on Formulary Dru
$9

 
No d Name Drugs 

(not on Formulary Drug List) 
payment n-Preferred Bran

 

 
$150 Co

 
Lifestyle Drugs 

 

 
100% of Plan-discounted price 

 
 teo  No : When a Generic Drug is available, but the Pharmacy dispenses the Brand Name Drug for 

ay the Brand 
ween the cost 

 DRUGS 
 
Prescriptions for certain medications (i.e., Specialty Drugs) may be filled through CVS Caremark’s 
Specialty Pharmacy.  Specialty Drugs are typically drugs that must be refrigerated, that have a short shelf-
life, are bio-tech drugs, and/or are expensive medications that are not typically stocked by other 
pharmacies.  Prescriptions filled through the CVS Caremark Specialty Pharmacy are generally subject to 
the applicable Retail Drug Copayment.  
 

any reason other than that the Physician indicated “dispense as written,” you will p
Name Copayment (Non-Preferred or Preferred, as applicable) plus the difference bet
of the Brand Name Drug and the Generic Drug. 

 
C.  SPECIALTY



 
 

XVII. EXCLUSIONS—WHAT IS NOT COVERED 
: 

 
ent of BCBSIL, 
care or Hospital 

dical judgment of BCBSIL, for the treatment or management 
ost efficient and 

t of BCBSIL, the 
tting, but could 

al or some other 

e not Medically 

at could have 
or Hospital 

 nostic studies (x–ray, laboratory and pathological services 
uately in some 

 ospital care, when the patient’s medical symptoms and condition no 

er facility for the 
rest cures or 

mission to a Skilled Nursing Facility for the convenience of the patient or 

utine supportive 
embers. 

stive list, of hospitalizations or other services and supplies 

 or supplies were 
r Medical Plan. 
OSPITALIZED 

D AFTER A 

ospitalization or 
e hospitalization, 

cessary and does not mean that BCBSIL will pay the cost of the 
hospitalization
If your Claim s denied on the basis that the services or supplies were not Medically 
Necessary, an ecision, your policy provides for an appeal of that 
decision. You must exercise your right to this appeal as a precondition to the taking of any further 
action against BCBSIL, either at law or in equity. To initiate your appeal, you must give BCBSIL 
written notice of your intention to do so within 180 days after you have been notified that your Claim 
has been denied by writing to: 

Claim Review Section 
Health Care Service Corporation 
P.O. Box 2401 
Chicago, Illinois 60690 

Expenses for the following are not covered under your benefit program
— Hospitalization, services and supplies which are not Medically Necessary. 

No benefits will be provided for services which are not, in the reasonable judgm
Medically Necessary. Medically Necessary means that a specific medical, health 
service is required, in the reasonable me
of a medical symptom or condition and that the service or care provided is the m
economical service which can safely be provided. 
Hospitalization is not Medically Necessary when, in the reasonable medical judgmen
medical services provided did not require an acute Hospital Inpatient (overnight) se
have been provided in a Physician’s office, the Outpatient department of a Hospit
setting without adversely affecting the patient’s condition. 
Examples of hospitalization and other health care services and supplies that ar
Necessary include: 

 — Hospital admissions for or consisting primarily of observation and/or evaluation th
been provided safely and adequately in some other setting, e.g., a Physician’s office 
Outpatient department. 

— Hospital admissions primarily for diag
and machine diagnostic tests) which could have been provided safely and adeq
other setting, e.g., Hospital Outpatient department or Physician’s office. 

— Continued Inpatient H
longer require their continued stay in a Hospital. 

 — Hospitalization or admission to a Skilled Nursing Facility, nursing home or oth
primary purposes of providing Custodial Care Service, convalescent care, 
domiciliary care to the patient. 

 — Hospitalization or ad
Physician or because care in the home is not available or is unsuitable. 

 — The use of skilled or private duty nurses to assist in daily living activities, ro
care or to provide services for the convenience of the patient and/or his family m

These are just some examples, not an exhau
that are not Medically Necessary. 
BCBSIL will make the decision whether hospitalization or other health care services
not Medically Necessary and therefore not eligible for payment under the terms of you
In most instances this decision is made by BCBSIL AFTER YOU HAVE BEEN H
OR HAVE RECEIVED OTHER HEALTH CARE SERVICES OR SUPPLIES AN
CLAIM FOR PAYMENT HAS BEEN SUBMITTED. 
The fact that your Physician may prescribe, order, recommend, approve or view h
other health care services and supplies as Medically Necessary does not make th
services or supplies Medically Ne

, services or supplies. 
 for benefits i
d you disagree with BCBSIL’s d
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You may furnish or submit any additional documentation which you or your Physician believe 

COMMENDS, 
RVICES AND 

Y FOR THE 
 WERE NOT 

d be in danger if pregnancy continued 

e official formularies. 

pletion:  charges for completion of a Claim form. 
n of congenital 
es. 

—
al examinations, 

itory problems, surveys, casefinding, research 
igational, unless 

— ause the spouse, 

— ess or injury arising out of or in the 
ensation Law or 
ve such benefits. 

y if you are a corporate officer of any domestic or foreign 
 the operation of 

 to the provisions of the Act. 
 fitting of glasses 
of eyeglasses or 

— ive devices for 

— t or would have 
ve this or similar coverage. 

 state or federal 
 services or supplies to the extent payment or benefits are provided or 

r example, Medicare) whether or not payment 
edical assistance 
23 w 1–1 et seq.) 
quity and Fiscal 

ovided by law. 
or the prescription or fitting of hearing aids except as specifically 

covered in this Benefit Schedule. 
—  Immunizations, unless otherwise specified in this Benefit Schedule. 
—  Infertility: Services and supplies rendered or provided for the diagnosis and/or treatment of infertility 

(except as expressly covered in Section XIV) including, but not limited to, gamete intra–fallopian 
transfer (GIFT), Hospital services, Medical Care, therapeutic injections, fertility and other drugs, 
Surgery, and all forms of in–vitro fertilization. 

—  Inpatient Private Duty Nursing Service. 

appropriate. 
REMEMBER, EVEN IF YOUR PHYSICIAN PRESCRIBES, ORDERS, RE
APPROVES OR VIEWS HOSPITALIZATION OR OTHER HEALTH CARE SE
SUPPLIES AS MEDICALLY NECESSARY, BCBSIL WILL NOT PA
HOSPITALIZATION, SERVICES AND SUPPLIES IF IT DECIDES THEY
MEDICALLY NECESSARY. 

—  Abortions: Elective abortions unless the life of the mother woul
or it is a result of rape or incest. 

—  Blood derivatives which are not classified as drugs in th
—  Cancelled Office Visits:  charges for failure to keep a scheduled visit. 
—  Claim Form Com
—  Cosmetic Surgery and related services and supplies, except for the correctio

deformities or for conditions resulting from accidental injuries, scars, tumors or diseas
  Custodial Care Service. 

—  Diagnostic Service as part of routine physical examinations or check–ups, premarit
determination of the refractive errors of the eyes, aud
studies, screening, or similar procedures and studies, or tests which are Invest
otherwise specified in this Benefit Schedule. 

  Duplicate Services: Services and supplies to the extent benefits are duplicated bec
parent and/or Child are covered separately under this Medical Plan. 

 Employment Related Injuries: Services or supplies for any illn
course of employment for which benefits are available under any Workers’ Comp
other similar laws whether or not you make a claim for such compensation or recei
However, this exclusion shall not appl
corporation and are employed by the corporation and elect to withdraw yourself from
the Illinois Workers’ Compensation Act according

—  Eyeglasses, contact lenses or cataract lenses and the examination for prescribing or
or contact lenses or for determining the refractive state of the eye, except for first pair 
contacts immediately following cataract surgery. 

  Flat foot conditions: Treatment of flat foot conditions and the prescription of support
such conditions and the treatment of subluxations of the foot. 

  Free Services:  Services or supplies for which you are not required to make paymen
no legal obligation to pay if you did not ha

—  Government Services: Services or supplies that are furnished to you by the local,
government and for any
available from the local, state or federal government (fo
or benefits are received, except however, this exclusion shall not be applicable to m
benefits under Article V, VI or VII of the Illinois Public Aid Code (Ill. Rev. Stat. ch. 
or similar Legislation of any state, benefits provided in compliance with the Tax E
Responsibility Act or as otherwise pr

—  Hearing aids or examinations f
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— stay is primarily 
ladjustment, lack of discipline or other antisocial actions which are not 

— than the cost of 
ices or supplies 

 covered under the Benefit Schedule if not provided in connection with an 
rogram. 

— tenance Care. 
tenance Speech 

— ted Standards”: Services or supplies that do not meet accepted standards of medical 

— at are not specifically mentioned in this 

n organ or tissue 

— r other than medical purposes, 
hones. 

—  excluded from 
tems may or may not 
IL: 

ical Plan has 
hich began while 

rescription. 
n of any prescription drug, insulin, or other substance. 

ber or dispensed 

 or any drug which may not lawfully be dispensed 

 is a patient at a 
l, convalescent hospital, or other health care facility which itself operates, or allows 

emises, a Pharmacy or other facility for dispensing drugs. 
r prostheses (except following a 

provisions of the 
lan. 

— Non-legend drugs or medicines. 
— Drugs or medicines delivered or administered by the Qualified Prescriber. 
— Obsolete drugs or medicines.   (Obsolete drugs or medicines are those drugs or medicines 

which are no longer produced or have been taken off the market by the manufacturer.) 
— Unit dose drugs or medicines.  (Unit dose drugs or medicines are those drugs or medicines 

which are individually packaged when the same drug or medicine is available in a multi-
dose container.) 

  Inpatient stay: Services or supplies received during an Inpatient stay when the 
related to behavioral, social ma
specifically the result of Mental Illness. 

  Investigational Services and Supplies and all related services and supplies, other 
routine patient care associated with Investigational cancer treatment, if those serv
would otherwise be
approved clinical trial p

—  Long Term Care Service. 
  Main

—  Maintenance Occupational Therapy, Maintenance Physical Therapy and Main
Therapy. 

  “Non-Accep
and/or dental practice. 

  “Not Specifically Mentioned”: Services or supplies th
Benefit Schedule. 

  Organ or Tissue Transplants: Services and supplies rendered or provided — for huma
transplants other than those specifically named in this Benefit Schedule. 

  Personal hygiene, comfort or convenience items commonly used fo
such as air conditioners, humidifiers, physical fitness equipment, televisions and telep

  Prescription Drug Expenses which satisfy any of the following conditions are
coverage by Caremark under the prescription benefit program; however, such i
be covered benefits under the medical portion of the Plan administered by BCBS

Drugs or medicines that are purchased after the date the Participant’s coverage under the Med
ceased, for any reason.  This is true even though the expenses relate to a condition w

articipant was still covered. the P
— Any substance, except insulin, which may be lawfully obtained without a p
— Administratio
— Any prescription refill in excess of that specified by the Qualified Prescri

more than 12 months after it was prescribed. 
— More than a  90-day supply of any one prescription. 
— Any investigational or experimental drug

in the United States. 
— Any medication to be taken by, or administered to, a person while he/she

Hospita
to be operated on its pr

— Any therapeutic device or appliance, support garments, o
mastectomy), regardless of the item’s intended use. 

— Drugs or medicines for which a Participant is not required to pay. 
— Drugs or medicines for which benefits are provided under any other 

Medical P
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ization agent, biological serum, blood, or blood plasma. 
nts. 

pressants. 

h are prescribed 

— ts: Procurement or use of prosthetic 
etic purposes, the comfort and 

ent of a disease or injury. 
pice Program. 

 
— ces, ambulatory 

plants, except as specifically mentioned in this Benefit Schedule. 
oral problems 

tual handicap or 

—  Sterilization reversals. 
—  War: Services or supplies for any illness or injury occurring on or after your Coverage Date as a 

result of war or an act of war. 

— Any immun
— Food suppleme
— Immunosup
— Growth hormones. 
— Drugs or medicines which are experimental and/or investigational, or whic

or administered for off-label use. 
  Prosthetic devices, special appliances and surgical implan

devices, special appliances and surgical implants which are for cosm
convenience of the patient, or unrelated to the treatm

—  Respite Care Service, except as specifically mentioned under the Hos
—  Routine foot care, except for persons diagnosed with diabetes. 
—  Routine physical examinations, unless otherwise specified in this Benefit Schedule.

   Specialized equipment: Special braces, splints, specialized equipment, applian
apparatus, battery im

—  Speech Therapy when rendered for the treatment of psychosocial speech delay, behavi
(including impulsive behavior and impulsivity syndrome), attention disorder, concep
mental retardation. 



 
 

XVIII. COORDINATION OF BENEFITS SECTION 
Coordination of Benefits (COB) applies when you have health care coverage through more t
program. The purpose of COB is to insure that you receive all of the coverage to which you a
under this Medical Plan. In other words, the total payment from all of your coverages toget
less than what would have been pai

han one group 
re entitled 

her will never be 
d under this Medical Plan if no other group coverages were involved. It 

aremark) of the 
s.  

r each benefit 
p

  primary (that is, 
only pays any 

 sed to determine 
y) comes before 
verage. If both 

is primary. If the 
t, both coverages 
er coverage will 

ody of the Child 
ent of the parent 
hich covers the 

  and the parent with custody of the Child has remarried, the 
 custody shall be 
ependent of the 
ependent of the 
 that Child as a 

otherwise establish 
ith respect to the 

of the parent with such 
ntract which 

 benefits has the obligation to notify 
decree. 

 3. e above rules apply, then the coverage that has been in effect the longest is primary. 
rogram does not 

tomatically primary. 
s Administrator 

he payment for service would be following the payment provisions of this 

ount paid by the primary payor. The difference is the 
amount that will be paid under this coverage. 

The applicable Claims Administrator has the right in administering these COB provisions to: 
 — Pay any other organization an amount which it determines to be warranted if payments which should 

have been made by the applicable Claims Administrator have been made by such other organization 
under any other group program. 

 — Recover any overpayment which the applicable Claims Administrator may have made to you, any 
Provider, insurance company, person or other organization. 

is your obligation to notify the applicable Claims Administrator (i.e., BCBSIL or CVS C
existence of such other group coverage
To coordinate benefits, it is necessary to determine what the payment responsibility is fo

rogram. This is done by following these rules: 
1. The coverage under which the patient is the Participant (rather than a Dependent) is

full benefits are paid under that program). The other coverage is secondary and 
remaining Eligible Charges. 

2. When a Dependent Child receives services, the birthdays of the Child’s parents are u
which coverage is primary. The coverage of the parent whose birthday (month and da
the other parent’s birthday in the Calendar Year will be considered the primary co
parents have the same birthday, then the coverage that has been in effect the longest 
other coverage does not have this ‘‘birthday’’ type of COB provision and, as a resul
would be considered either primary or secondary, then the provisions of the oth
determine which coverage is primary. 

 — However, when the parents are separated or divorced and the parent with cust
has not remarried, the benefits of a contract which covers the Child as a Depend
with custody of the Child will be determined before the benefits of a contract w
Child as a Dependent of the parent without custody; 

— When the parents are divorced
benefits of a contract which covers the Child as a Dependent of the parent with
determined before the benefits of a contract which covers that Child as a D
stepparent, and the benefits of a contract which covers that Child as a D
stepparent will be determined before the benefits of a contract which covers
Dependent of the parent without custody. 
Notwithstanding the items above, if there is a court decree which would 
financial responsibility for the medical, dental, or other health care expenses w
Child, the benefits of a contract which covers the Child as a Dependent 
financial responsibility shall be determined before the benefits of any other co
covers the Child as a Dependent Child. The person claiming
the applicable Claims Administrator, and, upon request, to provide a copy of such court 

If neither of th
The only time rules (1) or (2) will not apply is if the other group benefit p
include a COB provision. In that case, the other group program is au

 4. In order to prevent duplicate payment of benefits for a Claim, the applicable Claim
uses the following process to determine benefits when it is the secondary payor: 

 — Determines what t
coverage; and 

 — Deducts from this resulting amount the am
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XIX M. ISCELLANEOUS PLAN PROVISIONS 
A. BCBSIL’S SEPARATE FINANCIAL ARRANGEMENTS WITH PR

BCBSIL hereby informs you that it has contracts with certain Providers (‘‘Administrator P
service area to provide and pay for health care services to all persons entitled to health ca

OVIDERS 
roviders’’) in its 

re benefits under 
health nder the Medical 
Plan U may:    

ervices rendered 
CBSIL was obligated to pay the Administrator Provider, or 

for services, by 
unt or otherwise, or  

SIL’s contracts 

ximums or any 
hedule and the 

ed in this Benefit 
vices rendered 

u, reduced by the Average Discount Percentage (“ADP”) applicable to your Claim or Claims. Your 
ther allowances 

t between your Employer and BCBSIL. Neither the Employer nor you are 
e  in excess of the 
AD
T lease 
con xample:  
 spital bills for 

  in your Benefit 

and whether you 
harge would be 
DP were 30%, 

g your 
 and Coinsurance amounts, and whether you have reached any out–of–pocket or benefit 

 the Coinsurance 
 it has been reduced by the ADP. In our example, if your 

140. You should 
s reduced by the 

atisfy its portion 
ws it to pay less, 

ount of money BCBSIL would be required to 
pay if it did not have a contract with the Hospital.  

So, in the example we are using, since the full Hospital bill is $1,000, your Deductible has already been 
satisfied, and your Coinsurance is $140, then BCBSIL has to satisfy the rest of the Hospital bill, or $860. 
Assuming BCBSIL has a contract with the Hospital, BCBSIL will usually be able to satisfy the $860 bill 
that remains after your Coinsurance and Deductible, by paying less than $860 to the Hospital, often 
substantially less than $860. BCBSIL receives, and keeps for its own account, the difference between the 
$860 bill and whatever BCBSIL ultimately pays under its contracts with Administrator Providers, and 
neither you nor your Employer are entitled to any part of these savings.   

 

 policies and contracts to which BCBSIL is a party, including all persons covered u
. nder certain circumstances described in its contracts with Administrator Providers, BCBSIL 

 • Receive substantial payments from Administrator Providers with respect to s
to you for which B

 • Pay Administrator Providers substantially less than their Claim Charges 
disco

 • Receive from Administrator Providers other substantial allowances under BCB
with them. 

In the case of Hospitals and other facilities, the calculation of any out–of–pocket ma
maximum amounts of benefits payable by BCBSIL as described in this Benefit Sc
calculation of all required Deductible and Coinsurance amounts payable by you as describ
Schedule shall be based on the Eligible Charge or Provider’s Claim Charge for Covered Ser
to yo
Employer has been advised that BCBSIL may receive such payments, discounts and/or o
during the term of the agreemen
ntitled to receive any portion of any such payments, discounts and/or other allowances

P.    
o help you understand how BCBSIL’s separate financial arrangements with Providers work, p

sider the following e
a. Assume you go into the Hospital for one night and the normal, full amount the Ho

Covered Services is $1,000. How is the $1,000 bill paid? 
b. You personally will have to pay the Deductible and Coinsurance amounts set out

Schedule. 
 c. However, for purposes of calculating your Deductible and Coinsurance amounts, 

have reached any out–of–pocket or benefit maximums, the Hospital’s Eligible C
reduced by the ADP applicable to your Claim. In our example, if the applicable A
the $1,000 Hospital bill would be reduced by 30% to $700 for purposes of calculatin
Deductible
maximums. 

d. Assuming you have already satisfied your Deductible, you will still have to pay 
portion of the $1,000 Hospital bill after
Coinsurance obligation is 20%, you personally will have to pay 20% of $700, or $
note that your 20% Coinsurance is based on the full $1,000 Hospital bill, after it i
applicable ADP. 

 e. After taking into account the Deductible and Coinsurance amounts, BCBSIL will s
of the Hospital bill. In most cases, BCBSIL has a contract with Hospitals that allo
and requires the Hospital to accept less, than the am
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Other BlueCross and BlueShields’ Separate Financial Arrangements with Providers 
 BlueCard 
BCBSIL hereby informs you that other BlueCross and BlueShield Plans outside of Illinois (“Host Blue”) 

lue Providers”) 

gh BlueCard outside of Illinois and from a Provider which does 
r Covered Services is calculated on the lower of: 

 
cation outside of 

now that you are 

 ovider’s standard 
00. 
otiated price for 

r the service - the 
e $80 negotiated 

ot $20 (20% of 
$100). You are not responsible for amounts over the negotiated price for a covered service. 

ses only. The 
ociated with the 
in this Benefit 

rice paid by the 
ice increases or 

withholds, any other contingent 
with a specified 
verage expected 

rice that reflects 
id than will the 

ct for over– or 
r, the amount you pay is considered a final price. 

ng your liability 
e realized, on a 

lation methods 
sual BlueCard method noted above or require a surcharge, BCBSIL would then 

able state statute 

may have contracts similar to the contracts described above with certain Providers (“Host B
in their service area. 
When you receive health care services throu
not have a contract with BCBSIL, the amount you pay fo

 • The billed charges for your Covered Services, or 
• The negotiated price that the Host Blue passes on to BCBSIL. 

 a. Suppose you receive covered medical services for an illness while you are on va
Illinois. You show your identification card to the provider to let him or her k
covered by BCBSIL. 

b. The provider has negotiated with the Host Blue a price of $80, even though the pr
charge for this service is $100. In this example, the provider bills the Host Blue $1

 c. The Host Blue, in turn, forwards the claim to BCBSIL and indicates that the neg
the covered service is $80. BCBSIL would then base the amount you must pay fo
amount applied to your Deductible, if any, and your coinsurance percentage - on th
price, not the $100 billed charge. 

 d. So, for example, if your coinsurance is 20%, you would pay $16 (20% of $80), n

PLEASE NOTE: The coinsurance percentage in the above example is for illustration purpo
example assumes that you have met your Deductible and that there are no Copayments ass
service rendered. Your Deductible(s), Coinsurance and Copayment(s) are specified 
Schedule. 
Often, this “negotiated price” will consist of a simple discount which reflects the actual p
Host Blue. Sometimes, however, it is an estimated price that factors into the actual pr
reductions to reflect aggregate payment from expected settlements, 
payment arrangements and non–Claims transactions with your health care provider or 
group of providers. The negotiated price may also be billed charges reduced to reflect an a
savings with your health care provider or with a specified group of providers. The p
average savings may result in greater variation (more or less) from the actual price pa
estimated price. The negotiated price will also be adjusted in the future to corre
unde  past prices. Howeverestimation of
Statutes in a small number of states may require the Host Blue to use a basis for calculati
for Covered Services that does not reflect the entire savings realized, or expected to b
particular Claim or to add a surcharge. Should any state statutes mandate your liability calcu
that differ from the u
calculate your liability for any covered health care services in accordance with the applic
in effect at the time you received your care. 
 Servicing Plans 
In some instances, BCBSIL has entered into agreements with other BlueCross and B
(“Servicing Plans”) to provide, on BCBSIL’s behalf, Claim Payments and certain admin
for you. Under these agreements, BCBSIL will reimburse each Servicing Plan for all Claim

lueShield Plans 
istrative services 
 Payments made 

on BCBSIL’s behalf for you. 
Certain Servicing Plans may have contracts similar to the contracts described above with certain Providers 
(“Servicing Plan Providers”) in their service area. The Servicing Plan will process your Claim in 
accordance with the Servicing Plan’s applicable contract with the Servicing Plan Provider. Further, all 
amounts payable to the Servicing Plan by BCBSIL for Claim Payments made by the Servicing Plan and 
applicable service charges, and all benefit maximum amounts and any required Deductible and 
Coinsurance amounts under this Medical Plan will be calculated on the basis of the Servicing Plan 
Provider’s Eligible Charge for Covered Services rendered to you or the cost agreed upon between the 

Farm Credit Foundations 52 Medical Plan 01/01/07 



 
 

Servicing Plan and BCBSIL for Covered Services that the Servicing Plan passes to BCBSIL, whichever is 

st may represent 
based on 

 a small number of states dictate the basis upon which the Coinsurance is 
calculated. W ill be calculated 
using the state’s statutory method.  

IGNMENT OF 

 enefits under this Medical Plan must be submitted to BCBSIL within 12 
 you are seeking 
tail in the Wrap-

  either to you or 
y pay benefits to 
der. BCBSIL is 

ally authorized by you to determine to whom any benefit payment should be made. 
 est BCBSIL not 

 given effect. In 
f its rejection of 

  non–assignable 
 whole or in part to any person or entity, including any Provider, at 

rvices are rendered to a Covered Person. Coverage under 
ll be forfeited if 

 or transfer coverage or aid or attempt to aid any other person in 
m for benefits or 

 rfere with your 

  make payments 
y event liable for 
er, including, but 
rvices which can 
Any contractual 

not be construed to 

 n modifying a 
Provider shall in no way be construed as a recommendation, referral or any other statement as 
to the ability or quality of such Provider. In addition, the omission, non–use or non–
designation of Participating, Administrator, approved or any similar modifier or the use of a 
term such as Non–Administrator or Non–Participating should not be construed as carrying 
any statement or inference, negative or positive, as to the skill or quality of such Provider. 

 4. Each Provider provides Covered Services only to you and does not deal with or provide any 
services to your Employer (other than as an individual Covered Person) or your Employer’s 
Health Benefit Program. 

lower. 
Often, the agreed upon cost is a simple discount. Sometimes, however, the agreed upon co
either an estimated discount or an average discount received or expected by the Servicing Plan 
separate financial arrangements with Servicing Plan Providers. 
In other instances, laws in

hen Covered Services are rendered in those states, the Coinsurance amount w

B.  SUBMISSION OF CLAIMS, PAYMENT OF CLAIMS AND ASS
BENEFITS 

1. All Claims for b
months of the date of the date the medical service was provided for which
benefits.  The Claims procedures under this Medical Plan are set forth in de
Around Plan Document.  

2. Under this Medical Plan, BCBSIL has the right to make any benefit payment
directly to the Provider of the Covered Services. For example, BCBSIL ma
you if you receive Covered Services from a Non–Administrator Provi
specific

3. Once Covered Services are rendered by a Provider, you have no right to requ
to pay the Claim submitted by such Provider and no such request will be
addition, BCBSIL will have no liability to you or any other person because o
such request. 

4. A Covered Person’s Claim for benefits under this Medical Plan is expressly
and non–transferable in
any time before or after Covered Se
this Medical Plan is expressly non–assignable and non–transferable and wi
you attempt to assign
fraudulently obtaining coverage. Any such assignment or transfer of a Clai
coverage shall be null and void. 

C.  YOUR PROVIDER RELATIONSHIPS 
1. The choice of a Provider is solely your choice and BCBSIL will not inte

relationship with any Provider. 
2. BCBSIL does not itself undertake to furnish health care services, but solely to

to Providers for the Covered Services received by you. BCBSIL is not in an
any act or omission of any Provider or the agent or employee of such Provid
not limited to, the failure or refusal to render services to you. Professional se
only be legally performed by a Provider are not provided by BCBSIL. 
relationship between a Physician and an Administrator Provider shall 
mean that BCBSIL is providing professional service. 

3. The use of an adjective such as Participating, Administrator or approved i
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escribed in this 
ndolph, Chicago, 
c situation). Any 
 your address as 

it ap rs o f your Employer and if applicable, in the case of a Qualified 

eShield Plan, 
erson or entity, 

laims for benefits 
h illness, injury, 
n account of any 
SIL or its agent, 
ent, at any time 

g to such illness, 
rds (or copies of 
ental bodies or 

rams or other entities providing insurance–type benefits requesting the same. It is also your 
responsibility to furnish BCBSIL and/or your Employer or Plan Administrator information regarding your 
or your Dependents becoming eligible for Medicare, termination of Medicare eligibility or any changes in 
Medicare eligibility status in order that BCBSIL be able to make Claim Payments in accordance with MSP 
laws. 

D.  NOTICES 
Any information or notice which you furnish to BCBSIL under the Medical Plan as d
Benefit Schedule must be in writing and sent to BCBSIL at its offices at 300 East Ra
Illinois 60601 (unless another address has been stated in this Benefit Schedule for a specifi
information or notice which BCBSIL furnishes to you must be in writing and sent to you at

pea n BCBSIL’s records or in care o
Medical Child Support Order, to the designated representative as it appears on BCBSIL’s records. 

E.  INFORMATION AND RECORDS 
You agree that it is your responsibility to insure that any Provider, other BlueCross and Blu
insurance company, employee benefit association, government body or program, any other p
having knowledge of or records relating to (a) any illness or injury for which a Claim or C
are made under the Medical Plan, (b) any medical history which might be pertinent to suc
Claim or Claims, or (c) any benefits or indemnity on account of such illness or injury or o
previous illness or injury which may be pertinent to such Claim or Claims, furnish to BCB
and agree that any such Provider, person or other entity may furnish to BCBSIL or its ag
upon its request, any and all information and records (including copies of records) relatin
injury, Claim or Claims. In addition, BCBSIL may furnish similar information and reco
records) to Providers, BlueCross and BlueShield Plans, insurance companies, governm
prog



 
 

XX. REIMBURSEMENT PROVISION 
If you or one of your covered Dependents incur expenses for sickness or injury that 
negligence of a t

occurred due to 
hird party and benefits are provided for Covered Services described in this Benefit 

Sche
 from any and all 

y action at law, 
lt of sickness or 

harge or Provider’s Claim Charge for Covered 
verage Discount 

ms. 
r insurer, to the 

pendents or your 
IL has provided 

You are required to furnish any information or assistance or provide any documents that BCBSIL may 
reasonably require in order to obtain our rights under this provision. This provision applies whether or not 
the third party admits liability. (See provisions of this Benefit Schedule regarding “BCBSIL’s Separate 
Financial Arrangements with Providers.”) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
ASO–1 

Effective Date: January 1, 2007  
 

dule, you agree: 
1. BCBSIL has the rights to reimbursement for all benefits BCBSIL provided 

damages collected from the third party for those same expenses whether b
settlement, or compromise, by you or your legal representative as a resu
injury, in the amount of the total Eligible C
Services for which BCBSIL has provided benefits to you, reduced by any A
Percentage (“ADP”) applicable to your Claim or Clai

 2. BCBSIL is assigned the right to recover from the third party, or his or he
extent of the benefits BCBSIL provided for that sickness or injury. 

BCBSIL shall have the right to first reimbursement out of all funds you, your covered De
legal representative, are or were able to obtain for the same expenses for which BCBS
benefits as a result of that sickness or injury. 
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