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INTRODUCTION

As of the Original Effective Date of the Benefit Plan shown in the Group’s Schedule of Benefits, the Group agrees to
provide the Benefits specified herein for Subscribers of the Group and their enrolled Dependents. A copy of this Benefit
Plan provided to Subscribers serves as the Subscriber’s certificate of coverage. This Benefit Plan replaces any others
previously issued to the Group.

Except for necessary technical terms, We use common words to describe the Benefits provided under this Benefit Plan.
“We,” “Us” and “Our” means BLUE CROSS AND BLUE SHIELD OF LOUISIANA. Capitalized words are defined
terms in Article I - “Definitions.” A word used in the masculine gender applies also in the feminine gender, except
where otherwise stated. THE GROUP IS THE PLAN SPONSOR AND THE PLAN ADMINISTRATOR OF THIS
BENEFIT PLAN. BLUE CROSS AND BLUE SHIELD OF LOUISIANA PROVIDES ADMINISTRATIVE CLAIMS
SERVICES ONLY AND DOES NOT ASSUME ANY FINANCIAL RISK OR OBLIGATION WITH RESPECT TO
CLAIMS LIABILITY.

You should call Us if You have questions about Your coverage, or any limits to the coverage available to You. Many
of the sections of this Benefit Plan are related to other sections of this Plan. You may not have all of the information
You need by reading just one section. Please be aware that Your Physician does not have a copy of Your Benefit Plan,
and is not responsible for knowing or communicating Your Benefits.

FACTS ABOUT THIS BENEFIT PLAN

The OGB HMO Benefit Plan for the State of Louisiana Employees and Retirees is a comprehensive Group health plan
with Benefits similar to a point-of-service plan. It has Copayment, Deductible and Coinsurance Benefits. A Member
may choose to receive Benefits from a Network Provider or a Provider outside the Network (Non-Network Provider). A
Member will usually pay a Copayment when seeking care from a Network Provider, and will pay Deductible and
Coinsurance for services received from a Non-Network Provider. The Member’s choice of a Provider usually
determines whether a Copayment or Deductible/Coinsurance applies.

The Plan Year for this Benefit Plan is July 1, 2010, through December 31, 2011. For new Members, the Benefit Period
begins on the Effective Date and ends on December 31% of each year. For Members effective prior to July 1, 2011,
Deductibles, Out-of-Pocket Amounts, Coinsurance and Copayments will not start over on July 1, 2011, but will be
extended through December 31, 2011. For these Members, all annual limitations (day and/or dollar) will start over on
July 1, 2011.

Effective January 1, 2012, all Deductibles, Out-of-Pocket Amounts, Coinsurance, Copayments and annual limits (day
and dollar) will start over and all Benefits in this plan will apply on a calendar basis.

OUR PROVIDER NETWORK

Members have the right to use Providers of their choice. The Member’s choice of Provider will impact the amount the
Member pays for Covered Services.

Your Provider Network is called the PREFERRED CARE (OR PCARE) NETWORK. It consists of a select Group of
Physicians, Hospitals and other Allied Providers that have contracted with Us to participate in the OGB HMO Preferred
Care Provider Network and render services to Our Members. We call these Providers “Preferred Providers,” or
“Network Providers.” Members may access care at the In-Network level of Benefits when they see contracted PPO
Providers in other states, through the BlueCard Program. Oral Surgery Benefits are also available when rendered by
Providers in Blue Cross and Blue Shield of Louisiana’s dental network.

In an Emergency, Members should seek care from the nearest facility, even if that facility is not in Our Network. For
non-emergency care, the Member should always verify that a Provider is a current Blue Cross and Blue Shield of
Louisiana Preferred Provider before the service is rendered. Members may review a current paper Provider directory,
check on-line at www.bcbsla.com, or contact Our Customer Service Department at the number listed on their
identification (ID) card. A Provider’s status may change. You should always verify the Network status of a Provider
before obtaining services.
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A Provider may be contracted with Us when providing services at one location, and may be considered Out-of-Network
when rendering services from another location. Please make sure to check Your Provider directory to verify that the
services are In-Network from the location where You are seeking care. Additionally, Providers in Your network may be
contracted to perform some Covered Services, but may not be contracted in Your network to perform other Covered
Services. When a Network Provider performs services that the Network Provider is not contracted with Us to perform
(such as certain high-tech diagnostic or radiology procedures), claims for those services may be denied. The Member
should make sure to check his Provider directory to verify that the services are In-Network when performed by the
Provider or at the Provider’s location. For more information, please contact Our Customer Service Department.

AUTHORIZATIONS

CERTAIN SERVICES LISTED ON THE SCHEDULE OF BENEFITS REQUIRE AUTHORIZATION BY BLUE
CROSS AND BLUE SHIELD OF LOUISIANA. IF AN AUTHORIZATION IS NOT OBTAINED PRIOR TO
SERVICES BEING RENDERED, NO BENEFITS WILL BE PAID AND THE CLAIM WILL BE DENIED.

An Authorization is Our determination that it is Medically Necessary for the Member to receive the requested medical
services. When We Authorize a service for Medical Necessity, We are not making a determination about the Member’s
choice of Provider or the Benefits that will apply to a resulting Claim.

PRIOR AUTHORIZATION IS NOT REQUIRED FOR AN EMERGENCY MEDICAL SERVICE, AS DEFINED BY
THIS BENEFIT PLAN.

Network Providers are required to obtain necessary Authorizations on behalf of the Member. When a Network Provider
fails to obtain a required Authorization, We penalize the Network Provider, not the Member. The Member continues to
be responsible only for the applicable Network Copayment, Deductible, and/or Coinsurance shown in the Schedule of
Benefits.

When We issue an Authorization but the Member receives the service from a Non-Network Provider, no Benefits are
payable unless the Member obtained Blue Cross and Blue Shield of Louisiana’s written approval to obtain the services
from the Non-Network Provider, PRIOR TO THE SERVICES BEING RENDERED. If the Member has received Our
written approval to use a Non-Network Provider, it is up to the Member to make sure that the approved Provider obtains
any necessary Authorizations, or no Benefits will be paid.

No payment will be made for Organ, Tissue and Bone Marrow Transplant Benefits or evaluations unless We Authorize
these services and the services are rendered by a Blue Distinction Center for Transplants or a transplant facility in Our
Preferred Care Network, unless otherwise approved by Us in writing. To locate an approved transplant facility,
Members should contact Our Customer Service Department at the number listed on their ID card.

The Member should know that care received from a Non-Network physician, facility or other health care professional
means a higher Copayment, Deductible, and/or Coinsurance. In addition, if the Member chooses to seek care outside
the Network, the Group will only pay a portion of those charges and it is the Member’s responsibility to pay the
remainder. The amount the Member is required to pay, which could be significant, does not apply to the Out-of-Pocket
Maximum. We recommend that the Member ask the Non-Network physician or health care professional about their
billed charges before receiving care.

In some cases, In-Network Benefits may be paid to Non-Network Providers whose services are not available by an In-
Network Provider. Prior Authorization is required. The In-Network benefits will be based on the In-Network
Allowable Charge. The Member can be balance-billed by the Provider.

REQUIRED NOTICES

HEALTH CARE SERVICES MAY BE PROVIDED TO YOU AT A NETWORK HEALTH CARE FACILITY BY
FACILITY-BASED PHYSICIANS WHO ARE NOT IN YOUR HEALTH PLAN. YOU MAY BE RESPONSIBLE
FORPAYMENT OF ALL OR PART OF THE FEES FOR THOSE OUT-OF-NETWORK SERVICES, IN ADDITION
TO APPLICABLE AMOUNTS DUE FOR COPAYMENTS, COINSURANCE, DEDUCTIBLES, AND NON-
COVERED SERVICES.
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SPECIFIC INFORMATION ABOUT IN-NETWORK AND OUT-OF-NETWORK FACILITY-BASED PHYSICIANS
CAN BE FOUND AT www.bcbsla.com OR BY CALLING THE CUSTOMER SERVICE TELEPHONE NUMBER
ON THE BACK OF YOUR ID CARD.

THE MEMBER’S SHARE OF THE PAYMENT FOR HEALTH CARE SERVICES MAY BE BASED ON THE
AGREEMENT BETWEEN THE MEMBER’S HEALTH PLAN AND THE MEMBER’S PROVIDER. UNDER
CERTAIN CIRCUMSTANCES, THIS AGREEMENT MAY ALLOW THE MEMBER’S PROVIDER TO BILL THE
MEMBER FOR AMOUNTS UP TO THE PROVIDER’S REGULAR BILLED CHARGES.

WE BASE THE GROUP’S PAYMENT OF BENEFITS FOR THE MEMBER’S COVERED SERVICES ON AN
AMOUNT KNOWN AS THE ALLOWABLE CHARGE. THE ALLOWABLE CHARGE DEPENDS ON THE
SPECIFIC PROVIDER FROM WHOM A MEMBER RECEIVES COVERED SERVICES, AS SEEN IN THE EXAMPLE
BELOW.

HOW WE DETERMINE WHAT THE GROUP PAYS FOR COVERED SERVICES

Blue Cross and Blue Shield of Louisiana (Company), bases the Group’s payment of Benefits for a Member’s Covered
Services on an amount known as the “Allowable Charge.” The Allowable Charge depends on the Provider from whom the
Member receives Covered Services as described below, and may be different for Preferred Providers, Participating Providers
and Non-Participating Providers. If the amount that is billed for Covered Services by the Member’s Provider is less than the
amount that the Company has negotiated for the Covered Service, the billed amount is the Allowable Charge and the
Group’s payment will be based on the billed amount.

When a Member Uses Preferred Providers

Preferred Providers are Providers that have signed contracts with Us to participate in Our Preferred Provider Organization
(the Preferred Care Network). These Providers have agreed to accept the lesser of billed charges or an amount We have
negotiated as payment in full for Covered Services provided to Members. This amount is the Preferred Provider’s Allowable
Charge. If the Member uses a Preferred Provider, this Allowable Charge is used to determine the Group’s payment for the
Member’s Covered Services and the amount that the Member must pay for his Covered Services.

When a Member Uses Participating Providers/Non-Network Providers

Participating Providers are Providers who have signed contracts with Us or another Blue Cross and Blue Shield plan to treat
Members for favorable negotiated fees, but for a network other than Your network. These Providers have agreed to accept
the lesser of billed charges or the negotiated amount as payment in full for Covered Services provided to the Member. This
amount is the Participating Provider’s Allowable Charge. When a Member uses a Participating Provider, this Allowable
Charge is used to determine the amount the Group pays for Medically Necessary Covered Services and the amount the
Member pays.

When a Member Uses Non-Participating Providers/Non-Network Providers

Non-Participating Providers are Providers that have not signed any contract with Us or any other Blue Cross Blue Shield
plan to participate in any Blue Cross Blue Shield Network. These Providers are not in Our Networks. We have no fee
arrangements with them. We establish an Allowable Charge for Covered Services provided by Non-Participating
Providers. We use the lesser of the Provider’s actual billed charge or the established Allowable Charge to determine
what to pay for a Member’s Covered Services when the Member receives care from a Non-Participating Provider. The
Member will receive a lower level of Benefit because he did not receive care from a Preferred Provider.

The Member may pay significant costs when he uses a Non-Participating Provider. This is because the amount that
some Providers charge for a Covered Service may be higher than the established Allowable Charge that has been
accepted by Preferred and Participating Providers. Also, Preferred and Participating Providers waive the difference
between the actual billed charge and the Allowable Charge, while Non-Participating Providers will not.
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ASSIGNMENT

A Member’s rights and Benefits under this Benefit Plan are personal to the Member and may not be assigned in whole
or in part by the Member. We will not recognize assignments or attempted assignments of benefits. Nothing contained
in the written description of health coverage shall be construed to make the health plan or Us liable to any third party to
whom a Member may be liable for the cost of medical care, treatment, or services. We reserve the right, on behalf of
the Group to pay Network and Participating Providers directly instead of paying the Member.

MEMBER INCENTIVES
Sometimes We may offer coupons, discounts, or other incentives to encourage Members to participate in various
programs such as wellness programs or disease management programs. A Member may wish to decide whether to
participate after discussing such programs with their Physicians. These incentives are not Benefits and do not alter or
affect Member Benefits.
CUSTOMER SERVICE E-MAIL ADDRESS
Blue Cross and Blue Shield of Louisiana has consolidated its customer service e-mails into a single, easy-to-remember
address: ogbhelp@bcbsla.com. Customers who need to contact Us may find all of their options online, including
phone, fax, e-mail, postal mail and walk-in customer service. Just visit www.bcbsla.com and click on “Contact Us,”
found at the upper right of every web page.
HOW TO OBTAIN CARE USING BLUECARD WHILE TRAVELING

THE MEMBER’S ID CARD OFFERS CONVENIENT ACCESS TO HEALTH CARE OUTSIDE OF LOUISIANA. IF
THE MEMBER IS TRAVELING OR RESIDING OUTSIDE OF LOUISIANA AND NEEDS MEDICAL ATTENTION,
PLEASE FOLLOW THESE STEPS:

1. Inan Emergency, go directly to the nearest Hospital.

2. Call BlueCard Access at 1-800-810-BLUE (2583) for information on the nearest PPO doctors and Hospitals.

3. Use a designated PPO Provider to receive Network Benefits.

4. Present the Member’s ID card to the doctor or Hospital, who will verify coverage and file Claims for the Member.
(Members may be required to pay professional Providers and seek reimbursement).

5. The Member must obtain any required Authorizations from Blue Cross and Blue Shield of Louisiana.

NOTE: Emergency services (life and limb threatening emergencies) received outside of the United States (out of
country) are covered at the In-Network benefit level. Non-emergency services received outside of the United States (out
of country) ARE COVERED AT THE OUT-OF-NETWORK BENEFIT LEVEL.
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ARTICLE I DEFINITIONS

Accidental Injury - A condition, which is a direct result of a traumatic bodily injury sustained solely through accidental
means from an external force. With respect to injuries to teeth, injuries caused by the act of chewing do not constitute
an injury caused by external force.

Admission - The period from entry (Admission) into a Hospital or Skilled Nursing Facility or Unit for Inpatient care,
until discharge. In counting days of care, the date of entry and the date of discharge are counted as one (1) day.

Allied Health Facility - An institution, other than a Hospital, licensed by the appropriate state agency where required,
and/or approved by Us to render Covered Services.

Allied Health Professional - A person or entity other than a Hospital, Doctor of Medicine, or Doctor of Osteopathy who
is licensed by the appropriate state agency, where required, and/or approved by Us to render Covered Services. For
coverage purposes under this Benefit Plan, Allied Health Professionals include, but are not limited to audiologists,
dentists, psychologists, Retail Health Clinics, certified nurse practitioners, optometrists, pharmacists, chiropractors,
podiatrists, Physician’s assistants, registered nurse first assistants, advanced practice registered nurses, licensed
professional counselors, licensed clinical social workers, midwives, optometrists, certified registered nurse anesthetists,
and any other health professional as mandated by state law for specified services, if approved by Us to render Covered
Services.

Allied Provider - Any Allied Health Facility or Allied Health Professional.

Allowable Charge — The lesser of the billed charge or the amount We establish or negotiate as the maximum amount
allowed for all Provider services covered under the terms of this Benefit Plan.

Alternative Benefits - Benefits for services not routinely covered under this Benefit Plan but which the Company may
agree to provide when it is beneficial both to the Member and to Us.

Ambulance Service - Medically Necessary transportation by means of a licensed, specially designed and equipped
vehicle used only for transporting the sick and injured.

Ambulatory Surgical Center — An Allied Health Facility Provider that is established with an organized medical staff of
Physicians, with permanent facilities that are equipped and operated primarily for the purpose of performing surgical
procedures, with continuous Physician services and registered professional nursing services available whenever a
patient is in the facility, which does not provide services or other accommodations for patients to stay overnight, and
which offers the following services whenever a patient is in the center; (1) Anesthesia services as needed for medical
operations and procedures performed, (2) Provisions for physical and emotional well being of patients, (3) Provision for
Emergency services, (4) Organized administrative structure, and (5) Administrative, statistical and medical records.

Annual Enrollment - A period of time, designated by the Group, during which a Subscriber and their eligible
Dependents may enroll for Benefits under this Benefit Plan.

Annual Enrollment Period - Unless otherwise specified in the Schedule of Benefits, the Annual Enrollment Period
means the enrollment period prior to the beginning of each Plan Year.

Appeal - A request from the Member or his authorized representative to change a previous decision that We made about
covered services. Examples of issues that qualify as Appeals include denied Authorizations, Claims based on adverse
determinations of Medical Necessity, or Benefit determinations.

Applied Behavioral Analysis (ABA) - The design, implementation, and evaluation of environmental modifications,
using behavior stimuli and consequences, to produce socially significant improvement in human behavior, including the
use of direct observation, measurement, and functional analysis of the relations between environment and behavior.
Providers of ABA shall be certified as a behavior analyst by the Behavior Analyst Certification Board or shall provide,
upon request, documented evidence satisfactory to Company, of equivalent education, professional training, and
supervised experience in ABA.
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Authorization (Authorized) - A determination by the Company regarding an Admission, continued Hospital stay, or
other health care service or supply which, based on the information provided, satisfies the clinical review criteria
requirement for Medical Necessity, appropriateness of the health care setting, or level of care and effectiveness. An
Authorization is not a guarantee of payment. Additionally, an Authorization is not a determination about the Member's
choice of Provider. Services requiring an Authorization are listed on the Schedule of Benefits. Failure to obtain an
Authorization will result in no Benefits paid and the Claim will be denied.

Autism Spectrum Disorders (ASD) — Any of the pervasive development disorders as defined by the most recent edition
of the Diagnostic and Statistical Manual of Mental Disorders of the American Psychiatric Association, Washington,
D.C. (DSM). These disorders are characterized by severe and pervasive impairment in several areas of development:
reciprocal social interaction skills, communication skills, or the presence of stereotyped behavior, interests, and
activities. ASD includes Autistic Disorder, Rett’s Disorder, Childhood Disintegrative Disorder, Asperger’s Disorder,
and Pervasive Development Disorder Not Otherwise Specified.

Bed, Board and General Nursing Service - Room accommodations, meals and all general services and activities
provided by a Hospital Employee for the care of a patient. This includes all nursing care and nursing instructional
services provided as a part of the Hospital’s bed and board charge.

Benefits — Coverage for health care services, treatment, procedures, equipment, drugs, devices, items or supplies
provided under this Benefit Plan. Benefits that We provide are based on the Allowable Charge for Covered Services.

Benefit Period - The Benefit Period is a short period, July 1, 2011 through December 31, 2011. For Members joining the
Plan on or after July 1, 2011, the Benefit Period begins on the Member’s Effective Date and ends on December 31, 2011. See
Schedule of Benefits for more information.

Benefit Plan - This agreement, including any Applications for Coverage, Schedule of Benefits and
amendments/endorsements to this agreement, if any, entitling the Group’s Employees, Retirees and their Dependents to
Benefits.

Benefit Plan Date - The date upon which We issued this Benefit Plan to the Group.

Bone Mass Measurement - A radiologic or radioisotopic procedure or other scientifically proven technologies
performed on an individual for the purpose of identifying bone mass or detecting bone loss.

Case Management - Case Management is a method of delivering patient care that emphasizes quality patient outcomes with
efficient and cost-effective care. The process of Case Management systematically identifies high-risk patients and assesses
opportunities to coordinate and manage patients’ total care to ensure the optimal health outcomes. Case Management is a
service offered at Our option administered by medical professionals, which focuses on unusually complex, difficult or
catastrophic illnesses. Working with the Member’s Physician(s) and subject to the Member’s consent and/or the Member’s
family/caregiver, the Case Management staff will manage care to achieve the most efficient and effective use of resources.

Child or Children includes:

1. A Child of the Employee and/or the Employee’s legal spouse;

2. A Child in the process of being adopted by the Employee through an agency adoption;

3. A Child under the guardianship or in the legal custody of the Employee;

4. A Grandchild of the Employee who is not in the legal custody of the Employee, whose parent is a covered
Dependent. If the Employee seeking to cover a Grandchild is a paternal grandparent, the Program will require
that the biological father, i.e. the covered son of the Employee, execute an acknowledgement of paternity.

Note: If the Employee Dependent parent becomes ineligible for coverage under the Program, the Employee’s
Grandchild will also be ineligible for coverage, unless the Employee has legal custody of his Grandchild.

Chiropractic Services — The diagnosing of conditions associated with the functional integrity of the spine and the
treatment of such conditions by adjustment, manipulation, and the use of physical and other properties of heat, light,
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water, electricity, sound, massage, therapeutic exercise, mobilization, mechanical devices, and other rehabilitative
measures for the purpose of correcting interference with normal nerve transmission and expression.

Claim - A Claim is written or electronic proof, in a form acceptable to Us, of charges for Covered Services that have
been incurred by the Member during the time period the Member was insured under this Benefit Plan. The provisions
in effect at the time the service or treatment is received shall govern the processing of any Claim expense actually
incurred as a result of the service or treatment rendered.

Cleft Lip and Cleft Palate Services — Preventive and restorative dentistry to ensure good health and adequate dental
structures for orthodontic treatment or prosthetic management or therapy.

Coinsurance - The sharing of Allowable charges for Covered Services. The sharing is expressed as a pair of
percentages, a Company percentage that We pay, and a Member percentage that You pay. Once the Member has met
any applicable Deductible Amount, the Member’s percentage will be applied to the Allowable Charges for Covered
Services to determine the Member’s financial responsibility. Our percentage will be applied to the Allowable Charges
for Covered Services to determine the Benefits provided.

Complaint - An oral expression of dissatisfaction with Us or with Provider services.
Concurrent Care - Hospital Inpatient medical and surgical care by a Physician, other than the attending Physician: (1)

for a condition not related to the primary diagnosis or (2) because the medical complexity of the patient’s condition
requires additional medical care.

Concurrent Review - A review of Medical Necessity, appropriateness of care, or level of care conducted during a
patient’s Inpatient facility stay or course of treatment.

Congenital Anomaly - A condition existing at or from birth, which significantly interferes with normal bodily function.
For purposes of this Benefit Plan, We will determine what conditions will be covered as Congenital Anomalies. Inno
event will the term Congenital Anomaly include conditions relating to teeth or structures supporting the teeth, except for
cleft palate.

Consultation - Another Physician’s opinion or advice as to the Member’s evaluation or treatment, which is furnished
upon the request of the attending Physician. These services are not intended to include those Consultations required by
Hospital rules and regulations, anesthesia Consultations, routine Consultations for clearance for Surgery, or
Consultations between colleagues who exchange medical opinions as a matter of courtesy and normally without charge.

Copayment (Copay) - The amount of charges for a Covered Service, which a Member must pay for specified Covered
Services. The Copayment may be collected directly from a Member by a Network Provider each time a specified
Covered Service is rendered. All Copayments accrue to the Member’s Out-of-Pocket maximum.

Cosmetic Surgery - Any operative procedure, treatment or service, or any portion of an operative procedure, treatment
or service performed primarily to improve physical appearance and/or treat a mental condition through change in bodily
form. An operative procedure, treatment or service will not be considered Cosmetic Surgery if that procedure, treatment
or service restores bodily function or corrects deformity of a part of the body that has been altered as a result of
Accidental Injury, disease or covered Surgery.

Covered Person — An active or retired Employee, his eligible Dependent, or any other individual eligible for coverage
for whom the necessary application forms have been completed, for whom the required contribution has been made, and
whom the Group has accepted Eligibility and enrolled into the Plan. The terms Covered Person, defined here are used
interchangeably with the terms Plan Member.

Covered Service - A service or supply specified in this Benefit Plan for which Benefits are available when rendered by a
Provider.

Creditable Coverage for HIPAA Portability - Prior coverage under an individual or Group health plan including, but not
limited to, Medicare, Medicaid, government plan, church plan, COBRA, military plan or state children’s health
insurance program (e.g. LaCHIP). Creditable coverage does not include specific disease policies (i.e., cancer policies),
supplemental coverage (i.e., Medicare Supplement) or limited Benefits (i.e., accident only, disability insurance, liability
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insurance, workers’ compensation, automobile medical payment insurance, credit only insurance; coverage for on-site
medical clinics or coverage as specified in federal regulations under which Benefits for medical care are secondary or
incidental to the insurance Benefits).

Custodial Care - Treatment or services, regardless of who recommends them or where they are provided, that could be
rendered safely and reasonably by a person not medically skilled, or that are designed mainly to help the patient with
daily living activities. These activities include, but are not limited to: personal care, homemaking, moving the patient;
acting as companion or sitter; supervising medication that can usually be self-administered; treatment or services that
any person may be able to perform with minimal instruction; or long-term treatment for a condition in a patient who is
not expected to improve or recover. We determine which services are Custodial Care.

Date Acquired - the date a Dependent of a covered Employee is acquired in the following instance and on the
following dates only:

A. Legal Spouse — the date of marriage
B. Child or Children
1. Natural Children — the date of birth
2. Children in the process of being adopted

Agency adoption — the date the adoption contract was executed between the Employee and the adoption
agency.

Private adoption — the date the Act of Voluntary Surrender is executed in favor of the Employee. The
Program must be furnished with certification by the appropriate clerk of court setting forth the date of
execution of the Act and the date the Act became irrevocable, or the date of the first court order granting
legal custody, whichever occurs first.

a. Child under the guardianship or in the legal custody of the Employee — the date of the court order granting
guardianship or custody, or the effective date of the notarized act granting provisional custody in proper
statutory form and substance.

b. Grandchild of the Employee who is not in the legal custody of the Employee whose parent is a covered
Dependent.

(1) The date of birth of the Grandchild, if all of the above requirements are met at the time of birth; or

(2) The date on which the coverage becomes effective for the covered Dependent, if all of the above
requirements are not met at the time of birth.

Day Rehabilitation Program - A program that provides greater than one (1) hour of Rehabilitative Care, upon discharge
from an Inpatient Admission.

Deductible Amounts

A. Benefit Period Deductible Amount is the dollar amount, as shown in the Schedule of Benefits, of charges for
Covered Services that a Member must pay within a Benefit Period before Benefits are provided. Non-Network
Benefits carry a Benefit Period Deductible Amount as shown in the Schedule of Benefits.

B. Family Deductible Amount, if shown in the Schedule of Benefits, is the dollar amount of charges for covered
services that a Family must pay within a Plan Year. Once a family has met its Family Deductible, this Benefit Plan
starts paying Benefits for all members of the family, regardless of whether each individual has met his individual
amount. Family Deductibles may apply to other types of Deductibles if described in this Benefit Plan.

Dental Care and Treatment - All procedures, treatment, and Surgery considered to be within the scope of the practice of
dentistry, which is defined as that practice in which a person:
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A. represents himself as being able to diagnose, treat, correct, operate, or prescribe for any disease, pain, injury,
deficiency, deformity, or physical condition of the human teeth, alveolar process, gums, or jaws or associated parts
and offers or undertakes by certain means to diagnose, treat, correct, operate, or prescribe for any disease, pain,
injury, deficiency, deformity, or physical condition of the same;

B. takesimpressions of the human teeth or jaws or performs any phase of any operation incident to the replacement of
a tooth or part of a tooth or associated tissues by means of a filling, crown, denture, or other appliance; or

C. furnishes, supplies, constructs, reproduces, or repairs or offers to furnish, supply, construct, reproduce, or repair
prosthetic dentures, bridges, or other substitute for natural teeth to the user or prospective user.

Dependent — any of the following persons who (a) are enrolled for coverage as Dependents by completing appropriate
enrollment documents, if they are not also covered as an Employee, and (b) whose relationship to the Employee has
been documented, as defined herein:

A. the covered Employee’s legal Spouse;

B. a Child from date acquired until attainment of age twenty-six (26);

C. aChild of any age who meets the criteria set forth in Article 1 Section B (4) herein.

Diagnostic Service - Radiology, laboratory, and pathology services and other tests or procedures We recognize as
accepted medical practice, rendered because of specific symptoms, and which are directed toward detection or

monitoring of a definite condition, illness or injury. A Diagnostic Service must be ordered by a Provider prior to
delivery of the service.

Documented (with respect to a Dependent of an Employee) — the following written proof of relationship to the
Employee has been presented for inspection and copying to OGB, or to a representative of the Employee’s Participant
Employer designated by OGB:

A. The covered Employee’s legal Spouse - Certified copy of certificate of marriage indicating date and place of
marriage.

B. Child

1. Natural or legally adopted child of plan member - Certified copy of birth certificate listing plan member as
parent or certified copy of legal acknowledgment of paternity signed by plan member or certified copy of
adoption decree naming plan member as adoptive parent.

2. Stepchild - Certified copy of certificate of marriage to spouse and birth certificate listing spouse as natural or
adoptive parent.

3. Child placed with your family for adoption by agency adoption or irrevocable act of surrender for private
adoption - Certified copy of adoption placement order showing date of placement or copy of signed and dated
irrevocable act of surrender.

4. Child for whom you have been granted guardianship or legal custody, including provisional custody - Certified
copy of the court order granting legal guardianship or custody, or the original notarized act granting provisional
custody in proper statutory form and substance.

5. Grandchild for whom you do not have legal custody or guardianship whose parent is a covered dependent -
Certified birth certificate or adoption decree showing parent of grandchild is dependent child and certified copy
of birth certificate showing dependent child is parent of grandchild.

6. Child age twenty-six (26) or older who is incapable of self-sustaining employment and who was covered prior

to and upon attainment of age twenty-six (26) - Documentation as described in B(1) through B(6) above
together with an application for continued coverage supporting medical documentation prior to the child’s
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attainment of age twenty-six (26) as well as additional medical documentation of child’s continuing condition
periodically upon request by OGB.

C. Such other written proof of relationship to the Employee deemed sufficient by OGB.
Durable Medical Equipment - Items and supplies which are used to serve a specific therapeutic purpose in the treatment

of an illness or injury, can withstand repeated use, are generally not useful to a person in the absence of illness, injury,
or disease, and are appropriate for use in the patient’s home.

Effective Date - The date when a Member’s coverage begins under this Benefit. Benefits will begin at 12:01 AM on
this date.

Elective Admission - Any Inpatient Hospital Admission, whether it is for surgical or medical care, for which a
reasonable delay will not unfavorably affect the outcome of the treatment.

Eligible Person - A person entitled to apply to be a Subscriber or a Dependent as specified in the Schedule of Eligibility.

Eligibility Waiting Period - The period that must pass before an individual’s coverage can become effective for Benefits
under this Benefit Plan. If an individual enrolls as a Special or Late Enrollee, any period before such Special or Late
Enrollment is not an Eligibility Waiting Period.

Emergency - See “Emergency Medical Condition.”

Emergency Admission - An Inpatient Admission to a Hospital resulting from an Emergency Medical Condition.

Emergency Medical Condition (or “Emergency”) - A medical condition of recent onset and severity, including severe
pain, that would lead a prudent layperson, acting reasonably and possessing an average knowledge of health and
medicine to believe that the absence of immediate medical attention could reasonably be expected to result in: (1)
placing the health of the person , or with respect to a pregnant woman the health of the woman or her unborn child, in
serious jeopardy; (2) serious impairment to bodily function; or (3) serious dysfunction of any bodily organ or part.

Emergency Medical Services — Those medical services necessary to screen, evaluate and stabilize an Emergency
Medical Condition.

Employee — A full-time Employee as defined by a Participant Employer and in accordance with state law.

Enrollment Date - The first day of coverage under this Benefit Plan or, if there is an Eligibility Waiting Period, the first
day of the Eligibility Waiting Period. For a Late Enrollee, the Enroliment Date is the first day of coverage.

Expedited Appeal - Any request concerning an Admission, availability of care, continued stay, or health care service for a
Covered Person or his authorized representative who is requesting Emergency services or has received Emergency services,
but has not been discharged from a facility.

Expedited External Appeal - A request for immediate review, by an Independent Review Organization (IRO), of an initial
adverse determination, not to authorize continued services for Members currently in the Emergency room, under
observation, or receiving Inpatient care.

Grievance - A written expression of dissatisfaction with Us or with Provider services.
Group — SEE OFFICE OF GROUP BENEFITS.

Home Health Care - Health services rendered in the individual’s place of residence by an organization licensed as a
Home Health Care agency by the appropriate state agency and that We approve. These organizations are primarily
engaged in providing to individuals, at the written direction of a licensed Physician, in the individual’s place of
residence, skilled nursing services by or under the supervision of a Registered Nurse (R.N.) licensed to practice in the
state.
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Hospice Care - Provision of an integrated set of services and supplies designed to provide palliative and supportive care
to meet the special needs of Members and their families during the final stages of terminal illness. Full scope health
services are centrally coordinated through an interdisciplinary team directed by a Physician and provided by or through
a Hospice Care agency that We approve.

Hospital - An institution that is licensed by the appropriate state agency as a general medical surgical Hospital. The term
Hospital may also include an institution that primarily provides rehabilitation, skilled nursing, long term, intermediate
care, or other specialty care.

Implantable Medical Devices - A medical device that is surgically implanted in the body, is not reusable, and can be
removed.

Independent Review Organization (IRO) - An Independent Review Organization not affiliated with Us, which conducts
external reviews of final adverse determinations. The decision of the IRO is binding on both the insured and Us.

Infertility — The inability of a couple to conceive after one year of unprotected intercourse.

Informal Reconsideration - A request by telephone for additional review of a Utilization Management determination not to
authorize. Informal reconsideration is available only for initial or Concurrent Review determinations that are requested
within ten (10) days of denial.

Inpatient - A Member who is a registered bed patient for whom a Bed, Board and General Nursing Service charge is
made. An Inpatient’s medical symptoms or condition must require continuous twenty-four (24) hour a day Physician
and nursing intervention. If the services can be safely provided to the Member as an Outpatient, the Member does not
meet the criteria for an Inpatient.

Intensive Outpatient Programs - Intensive outpatient programs are defined as having the capacity for planned,
structured, service provision of at least two (2) hours per day and three (3) days per week, although some patients may
need to attend less often. These encounters are usually comprised of coordinated and integrated multidisciplinary
services. The range of services offered are designed to address a mental or a substance-related disorder and could
include group, individual, family or multi-family group psychotherapy, psychoeducational services, and adjunctive
services such as medical monitoring. These services would include multiple or extended
treatment/rehabilitation/counseling visits or professional supervision and support. Program models include structured
“crisis intervention programs,” “psychiatric or psychosocial rehabilitation,” and some “day treatment.” (Although
treatment for substance-related disorders typically includes involvement in a self-help program, such as Alcoholics
Anonymous or Narcotics Anonymous, program time as described here excludes times spent in these self-help programs,
which are offered by community volunteers without charge).

Investigational — A medical treatment, procedure, drug, device, or biological product is Investigational if the
effectiveness has not been clearly tested and it has not been incorporated into standard medical practice. Any
determination We make that a medical treatment, procedure, drug, device, or biological product is Investigational will
be based on a consideration of the following:

A. whether the medical treatment, procedure, drug, device, or biological product can be lawfully marketed without
approval of the U.S. Food and Drug Administration (FDA) and whether such approval has been granted at the time
the medical treatment, procedure, drug, device, or biological product is sought to be furnished; or

B. whether the medical treatment, procedure, drug, device, or biological product requires further studies or clinical
trials to determine its maximum tolerated dose, toxicity, safety, effectiveness, or effectiveness as compared with the
standard means of treatment or diagnosis, must improve health outcomes, according to the consensus of opinion
among experts as shown by reliable evidence, including:

1. consultation with the Blue Cross and Blue Shield Association technology assessment program (TEC) or other
non-affiliated technology evaluation center(s);

2. credible scientific evidence published in peer-reviewed medical literature generally recognized by the relevant
medical community; or
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3. reference to federal regulations.

Late Enrollee — An individual who enrolls in this Benefit Plan other than during the initial period in which he is eligible
to enroll or other than during any Special Enroliment Period. Also see, Overdue Applicant.

Medically Necessary (or “Medical Necessity”) - Health care services, treatment, procedures, equipment, drugs, devices,
items or supplies that a Provider, exercising prudent clinical judgment, would provide to a patient for the purpose of
preventing, evaluating, diagnosing or treating an illness, injury, disease or its symptoms, and that are:

A. inaccordance with nationally accepted standards of medical practice;

B. clinically appropriate, in terms of type, frequency, extent, level of care, site and duration, and considered effective
for the patient's illness, injury or disease; and

C. not primarily for the personal comfort or convenience of the patient or Provider, and not more costly than
alternative services, treatment, procedures, equipment, drugs, devices, items or supplies or sequence thereof and that
are as likely to produce equivalent therapeutic or diagnostic results as to the diagnosis or treatment of that patient's
illness, injury or disease.

For these purposes, “nationally accepted standards of medical practice” means standards that are based on credible
scientific evidence published in peer-reviewed medical literature generally recognized by the relevant medical
community, Physician Specialty Society recommendations and the views of Physicians practicing in relevant
clinical areas and any other relevant factors.

Member - A Subscriber, Covered Person or enrolled Dependent.

Mental Disorder - A clinically significant behavioral and psychological syndrome or pattern. This includes, but is not
limited to: psychoses, neurotic disorders, personality disorders, affective disorders, and the specific severe Mental
illnesses defined by Louisiana state law at L.R.S. 22:1043 (schizophrenia or schizoaffective disorder; bipolar disorder;
panic disorder; obsessive-compulsive disorder; major depressive disorder; intermittent explosive disorder; post-
traumatic stress disorder; psychosis NOS when diagnosed in a child under seventeen (17) years of age), and conditions
and diseases listed in the most recent edition of the Diagnostic and Statistical Manual of Mental Disorders of the
American Psychiatric Association, Washington, D.C. (DSM), including other non-psychotic Mental Disorders, to be
determined by Us. The definition of Mental Disorder shall be the basis for determining Benefits notwithstanding
whether the conditions are genetic, organic, chemical or biological, regardless of cause or other medical conditions.

Network Benefits - Benefits for care received from a Network Provider.

Network Provider - A Provider that has signed an agreement with Us or another Blue Cross and Blue Shield plan to
participate as a Member of Our Preferred Care Provider Network or another Blue Plan’s PPO Network.

Newly-Born Infant - An infant from the time of birth until age one (1) month or until such time as the infant is well
enough to be discharged from a Hospital or neonatal Special Care Unit to his home, whichever period is longer.

Non-Network Benefits — Benefits for care received from Non-Network Providers.

Non-Network Provider - A Provider who is not a Member of Our Preferred Care Network or another Blue Cross Blue
Shield plan PPO Network.

Office of Group Benefits (OGB) - The entity created and empowered to administer the programs of benefits authorized or
provided for under the provisions of Chapter 12 of Title 42 of the Louisiana Revised Statutes.

Occupational Therapy (OT) - The evaluation and treatment of physical injury or disease, cognitive impairments,
congenital or developmental disabilities, or the aging process by the use of specific goal directed activities, therapeutic
exercises and/or other interventions that alleviate impairment and/or improve functional performance. These can
include the design, fabrication or application of Orthotic Devices; training in the use of orthotic and prosthetic devices;
design, development, adaptation or training in the use of assistive devices; and the adaptation of environments to
enhance functional performance.
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Orthotic Device - A rigid or semi-rigid supportive device, which restricts or eliminates motion of a weak or diseased
body part.

Out-of-Pocket Amount - The maximum amount of unreimbursable expenses (in addition to any applicable Deductible
Amount) that a Member must pay for Covered Services in a Benefit Period, as defined in this Benefit Plan.

Outpatient - A Member who receives services or supplies while not an Inpatient.

Overdue Applicant - An individual who enrolls in this Benefit Plan other than during the initial period in which he is
eligible to enroll or other than during any Special Enrollment Period.

Partial Hospitalization Programs - These programs are defined as structured and medically supervised day, evening
and/or night treatment programs. Program services are provided to patients at least four (4) hours/day and are available
at least three (3) days/week, although some patients may need to attend less often. The services are of essentially the
same nature and intensity (including medical and nursing) as would be provided in a hospital except that the patient is in
the program less than twenty-four (24) hours/day. The patient is not considered a resident at the program. The range of
services offered is designed to address a mental health and/or substance-related disorder through an individualized
treatment plan provided by a coordinated multidisciplinary treatment team.

Participant Employer — A state entity, school board, or a state political subdivision authorized by law to participate in
this Benefit Plan.

Physical Therapy - The treatment of disease or injury by the use of therapeutic exercise and other interventions that
focus on improving posture, locomotion, strength, endurance, balance, coordination, joint mobility, flexibility, and
alleviating pain.

Physician - A Doctor of Medicine or a Doctor of Osteopathy, legally qualified and licensed to practice medicine and
practicing within the scope of his license at the time and place service is rendered.

Plan — Coverage offered by the Office of Group Benefits under this contract, prescription drug benefits, disease
management, mental health and substance abuse benefits, and comprehensive medical benefits. The term Plan is used
interchangeably with the term Program.

Plan Member — See Covered Person.

Plan Year - A period of time beginning with the Effective Date of this Benefit Plan or the anniversary of this date and
ending on the day before the next anniversary of the Effective Date of this Benefit Plan.

Pre-Existing Condition - A physical or mental condition for which medical advice, diagnosis, care or treatment was
recommended or received within the one-hundred and eighty (180) day period immediately prior to the enrollment date.
Pre-existing conditions are covered at the end of a twelve (12) month period following the enroliment date (first day of
coverage or if there is a waiting period, the first day of the waiting period). Pre-Existing Condition limitations will be
waived or reduced for Pre-Existing Conditions that were satisfied under previous Creditable Coverage. Genetic
information will not be treated as a Pre-Existing Condition in the absence of a diagnosis of the condition related to that
information.

Pre-Existing Condition Exclusion Period - The time period, as specified in the Limitations and Exclusions Article of this
Benefit Plan, during which services for a Pre-Existing Condition are not covered under this Benefit Plan. No Pre-
Existing Condition Exclusion Period shall apply to Eligible Persons under the age of nineteen (19).

Pregnancy Care - Treatment or services related to all care prior to delivery, delivery, post-delivery care, and any
complications arising from each pregnancy.

Prescription Drugs - Medications, which includes Specialty Drugs, the sale or dispensing of which legally requires the
order of a Physician or other health care professional and that carry the federally required product legend stipulating that
such drugs may not be dispensed without a prescription, and which are currently approved by the FDA for safety and
effectiveness, subject to the Limitations and Exclusions Acrticle.
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Preventive or Wellness Care (Routine Care) - Services designed to effectively prevent or screen for a disease for which
there is an effective treatment when discovered in an early stage.

Private Duty Nursing Services - Services of an actively practicing Registered Nurse (R.N.) or Licensed Practical Nurse
(L.P.N.) who is unrelated to the patient by blood, marriage or adoption. These services must be ordered by the
attending Physician and require the technical skills of an R.N. or L.P.N. in shifts of at least eight (8) continuous hours.

Program — The Office of Group Benefits Program or Plan.

Prosthetic Appliance or Device — Appliances which replace all or part of a body organ, or replace all or part of the
function of a permanently inoperative, absent, or malfunctioning body part. When referring to limb prostheses, itis an
artificial limb designed to maximize function, stability, and safety of the patient, that is not surgically implanted and that
is used to replace a missing limb. Limb Prosthetics do not include artificial eyes, ears, noses, dental appliances, ostomy
products, or devices such as eyelashes or wigs.

Prosthetic Services — The science and practice of evaluating, measuring, designing, fabricating, assembling, fitting,
aligning, adjusting, or servicing of a prosthesis through the replacement of external parts of a human body lost due to
amputation or congenital deformities to restore function, cosmesis, or both. Also includes medically necessary clinical
care.

Provider - A Hospital, Allied Health Facility, Physician, or Allied Health Professional, licensed where required,
performing within the scope of license, and approved by Us. If a Provider is not subject to state or federal licensure, We
have the right to define all criteria under which a Provider’s services may be offered to Our Members in order for
Benefits to apply to a Provider’s Claims. Claims submitted by Providers who fail to meet these criteria will be denied.

A. Preferred Provider — A Provider that has signed an agreement with Us or another Blue Cross and Blue Shield plan
to participate as a Member of Our Preferred Care Provider Network or another Blue Plan’s PPO Network.

B. Participating Provider — A Provider that has a signed contract with Us or HMO Louisiana, Inc. for other than Our
Preferred Care Network, or has a signed contract with another Blue Cross and Blue Shield plan to participate in a Non-
PPO network.

C. Non-Participating Provider — A Provider that does not have a signed contract with Us, HMO Louisiana, Inc., or
another Blue Cross and Blue Shield plan.

Rehabilitative Care - The coordinated use of medical, social, educational or vocational services, beyond the acute care
stage of disease or injury, for the purpose of upgrading the physical functional ability of a patient disabled by disease or
injury so that the patient may independently carry out ordinary daily activities.

Residential Treatment Center — A twenty-four (24) hour, non-acute care treatment setting.

Retail Health Clinic — A non-emergency medical health clinic providing limited primary care services and operating
generally in retail stores and outlets.

Retiree - An individual, who was a covered Employee immediately prior to the date of retirement and who, upon
retirement, satisfied one (1) of the following categories:

A. immediately received retirement benefits from an approved state or governmental agency defined Benefit Plan;
B. was not eligible for participation in such Plan or legally opted not to participate in such Plan; and either:

1. began employment prior to September 15, 1979, has ten (10) years of continuous state service, and has reached
the age of sixty-five (65); or

2. began employment after September 16, 1979, has ten (10) years of continuous state service, and has reached the
age of seventy (70); or
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3. was employed after July 8, 1992, has ten (10) years of continuous state service, has a credit for a minimum of
forty (40) quarters in the Social Security system at the time of employment, and has reached the age of sixty-
five (65); or

4. maintained continuous coverage with the Program as an eligible Dependent until he became eligible as a former
state Employee to receive a retirement benefit from an approved state governmental agency defined Benefit
Plan.

C. immediately received retirement benefits from a state-approved or state governmental agency approved defined
contribution Plan and has accumulated the total number of years of creditable service which would have entitled
him to receive a retirement allowance from the defined Benefit Plan of the retirement system for which the
Employee would have otherwise been eligible. The appropriate state governmental agency or retirement system
responsible for administration of the defined contribution Plan is responsible for certification of eligibility to the
Office of Group Benefits.

D. Retiree also means an individual who was a covered Employee and continued the coverage through the provisions
of COBRA immediately prior to the date of retirement and who, upon retirement, qualified for any of items A, B, or
C above.

Significant Break in Coverage - A period of sixty-three (63) or more consecutive days during all of which an individual
does not have any Creditable Coverage. Periods without coverage during an Eligibility Waiting Period shall not be
taken into account for purposes of determining whether a Significant Break in coverage has occurred.

Skilled Nursing Facility or Unit - A facility licensed by the state in which it operates and is other than a nursing home,
or a unit within a Hospital that provides:

A. Inpatient medical care, treatment and skilled nursing care as defined by Medicare and which meets the Medicare
requirements for this type of facility;

B. full-time supervision by at least one Physician or Registered Nurse;

C. twenty-four (24) hour nursing service by Registered Nurses or Licensed Practical Nurses; and

D. Utilization review plans for all patients.

Special Care Unit - A designated Hospital unit which We approve and which has concentrated all facilities, equipment,

and supportive services for the provision of an intensive level of care for critically ill patients, such as an intermediate
care neonatal unit, telemetry unit for heart patients, or an isolation unit.

Special Enrollee - An Eligible Person who is entitled to and who requests special enrollment (as described in this
Benefit Plan) within thirty (30) days of losing other certain health coverage or acquiring a new Dependent as a result of
marriage, birth, adoption or placement of adoption.

Specialty Drugs - Biotechnology drugs or other drug products that may require special ordering, handling, and/or
customer service, examples of which include, but are not limited to protein drugs, monocolonal antibodies, interferons,
antisense drugs, epidermal growth factor inhibitors, and gene therapies.

Speech/Language Pathology Therapy - The treatment of a speech/language impairment or a swallowing impairment to
improve or restore speech language deficits or swallowing deficits.

Subscriber — Employee or Retiree, who has satisfied the specifications of this Benefit Plan’s Schedule of Eligibility and
has enrolled for coverage, and to whom We have issued a copy of this Benefit Plan.

Surgery

A. The performance of generally accepted operative and cutting procedures including specialized instrumentations,
endoscopic examinations, incisional and excisional biopsies and other invasive procedures.
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The correction of fractures and dislocations.
Pregnancy Care to include vaginal deliveries and caesarean sections.

Usual and related pre-operative and post-operative care.

m O O W

Other procedures that We define and approve.

Temporarily Medically-Disabled Mother - A woman who has recently given birth and whose Physician has advised that
normal travel would be hazardous to her health.

Temporomandibular/Craniomandibular Joint Disorder - Disorders resulting in pain and/or dysfunction of the
temporomandibular/craniomandibular joint, which arise out of rheumatic disease, dental occlusive disorders, internal or
external joint stress, or other causes.

Transplant Acquisition Expense - A donor’s medical expenses, for each transplant covered under this Benefit Plan.

Urgent Care - A sudden, acute and unexpected medical condition that requires timely diagnosis and treatment but does
not pose an immediate threat to life or limb. Examples of Urgent Care include, but are not limited to: colds and flu,
sprains, stomach aches and nausea. Urgent Care may be accessed from an Urgent Care Center that is in Our Network if
a Member requires non-emergency medical care or a Member requires Urgent Care after a Member’s Physician’s
normal business hours.

Urgent Care Center - A clinic with extended office hours that provides Urgent Care and minor Emergency care to
patients on an unscheduled basis without need for appointment. The Urgent Care Center does not provide routine
follow-up care or wellness examinations and refers patients back to their regular Physician for such routine follow-up
and wellness care.

Utilization Management — See Utilization Review Organization (URO).

Utilization Review Organization (URO)- An entity that has established one or more utilization review programs, which
evaluates the medical necessity, appropriateness and efficiency of the use of health care services, procedures, and
facilities; sometimes referred to as Utilization Management.

Waiting Period - see “Eligibility Waiting Period.”

Well Baby Care - Routine examinations of an infant under the age of twenty-four (24) months for whom no diagnosis is
made.
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ARTICLE II. SCHEDULE OF ELIGIBILITY

ANY ELIGIBILITY REQUIREMENT LISTED IN THIS BENEFIT PLAN, WHICH IS NOT MANDATED BY
STATE OR FEDERAL LAW, MAY BE DELETED OR REVISED ON THE SCHEDULE OF BENEFITS.

A. Persons to be Covered
1. Employee
a. A full-time Employee as defined by a Participant Employer and in accordance with state law

b. Husband and Wife, Both Employees - NO ONE MAY BE ENROLLED SIMULTANEOUSLY AS AN
EMPLOYEE AND AS A DEPENDENT UNDER THE PLAN, NOR MAY A DEPENDENT BE
COVERED BY MORE THAN ONE EMPLOYEE. If a covered spouse chooses to be covered separately at
a later date and is eligible for coverage as an Employee, that person will be a covered Employee effective
the first day of the month after the election of separate coverage. The change in coverage will not increase
Benefits.

c. Effective Dates of Coverage, New Employee, Transferring Employee

Coverage for each Employee who completes the applicable enrollment form and agrees to make the
required payroll contributions to his Participant Employer is effective as follows:

(1) If employment begins on the first day of the month, coverage is effective on the first day of the
following month (for example, if hired on July 1st, coverage will begin on August 1st).

(2) If employment begins on or after the second day of the month, coverage is effective on the first day of
the second month following employment (For example, if hired on July 15th, coverage will begin on
September 1st).

(3) Employee coverage will not become effective unless the Employee completes an enrollment form
within thirty (30) days following the date of employment. If completed after thirty (30) days following
the date of employment, the Employee will be considered an Overdue Applicant.

(4) An Employee who transfers employment to another Participating Employer must complete a transfer
form within thirty (30) days following the date of transfer to maintain coverage without interruption. If
completed after thirty (30) days following the date of transfer, the Employee will be considered an
Overdue Applicant and may be subject to pre-existing limitations. Overdue Applicants age nineteen
(19) and older may be subject to the Pre-Existing Exclusion Period.

d. Re-Enrollment, Previous Employment for Health Benefits

(1) An Employee, whose employment terminated while covered and is re-employed within twelve (12)
months of the termination date, will be considered a Re-Enrollment Previous Employment applicant. A
Re-Enrollment Previous Employment applicant will only be eligible for the classification of coverage
(Employee, Employee and child(ren), Employee and spouse, Family) in force on the effective
termination date.

(2) If an Employee acquires an additional Dependent during the termination period, that Dependent may
be covered if added within thirty (30) days of re-employment.

e. Members of Boards and Commissions
Except as otherwise provided by law; Members of boards or commissions are not eligible to participate in

this Plan. This provision does not apply to members of school boards, state boards, or commissions as
defined by the Participant Employer as full-time Employees.
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f. Legislative Assistants
Legislative Assistants are eligible to participate in the Plan if they are declared full-time Employees by the
Participant Employer and have at least one year of experience or receive at least eighty-percent (80%) of
their total compensation as Legislative Assistants.

g. Pre-Existing Condition (PEC) — New Employees

(1) The terms of the following paragraph apply to all eligible Employees and their Dependents whose
employment with a Participating Employer begins on or after July 1, 2001.

(2) The Program may require that such applicants complete a “Statement of Physical Condition” form and
an “Acknowledgment of Pre-Existing Condition” form.

(3) Medical expenses incurred during the first twelve (12) months following enroliment of the Employee
and/or Dependent will not be considered as covered medical expenses if they are in connection with a
disease, illness, accident, or injury for which medical advice, diagnosis, care, or treatment was
recommended or received during the six (6) months immediately prior to the enrollment date of
coverage. The provisions of this section do not apply to pregnancy or to Dependents under the age
nineteen (19).

(4) If the Covered Person was previously covered under a Group Health Plan, Medicare, Medicaid, or
other creditable coverage as defined in the Health Insurance Portability and Accountability Act of 1996
(HIPAA), credit will be given for previous coverage that occurred without a break for sixty-three (63)
days or more for the duration of prior coverage against the initial twelve (12)-month period. Any
coverage occurring prior to a break in coverage, sixty-three (63) days or more will not be credited
against a Pre-Existing condition exclusion period.

2. Retiree Coverage - Eligibility

a. Retirees of Participant Employers are eligible for Retiree coverage under this Plan.

b. An Employee retired from a Participant Employer may not be covered as an Employee.

c. Retirees are not eligible for coverage as Overdue Applicants.

d. Effective Date of Coverage - Retiree coverage will be effective on the first day of the month following the
date of retirement, if the Retiree and Participant Employer have agreed to make and are making the
required contributions (For example, if retired July 15th, coverage will begin August 1st).

3. Documented Dependent Coverage - Eligibility

a. Documented Dependent of an eligible Employee or Retiree will be eligible for Dependent coverage on the
latest of the following dates:

(1) The date the Employee becomes eligible;
(2) The date the Retiree becomes eligible; or

(3) The date the covered Employee or covered Retiree acquires a Dependent. No Pre-Existing Condition
Exclusion Period shall apply to Dependents under the age of nineteen (19).

b. Effective Dates of Coverage

(1) Documented Dependents of Employee -Coverage will be effective on the date the Employee becomes
eligible for Dependent coverage.

(2) Documented Dependents of Retirees -Coverage for Dependents of Retirees will be effective on the first
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day of the month following the date of retirement if the Employee and his Dependents were covered
immediately prior to retirement. Coverage for Dependents of Retirees first becoming eligible for
Dependent coverage following the date of retirement will be effective on the date of marriage for new
spouses, the date of birth for newborn children, or the date acquired for other classifications of
Dependents. Application must be made within thirty (30) days of the date of eligibility for coverage.

4. Pre-Existing Condition — Overdue Application

a. Theterms of the following paragraphs apply to all eligible Employees who apply for coverage after thirty
(30) days from the date the Employee became eligible for coverage and to all eligible Dependents of
Employees and Retirees for whom the application for coverage was not completed within thirty (30) days
from the date acquired. The effective date of coverage will be:

(1) The first day of the month following the date the Program receives all required forms prior to the
fifteenth (15") of the month.

(2) The first day of the second month following the date the Program receives all required forms on or
after the fifteenth (15") of the month.

b. The Program will require that all Overdue Applicants complete a “Statement of Physical Condition” form
and an “Acknowledgement of Pre-Existing Condition” form.

c. Medical expenses incurred during the first twelve (12) months following enrollment of the Employee
and/or Dependent will not be considered as covered medical expenses if they are in connection with a
disease, illness, accident, or injury for which medical advice, diagnosis, care, or treatment was
recommended or received during the six (6) month period immediately prior to the enrollment date of
coverage. The provisions of this section do not apply to pregnancy or to Dependents under the age of
nineteen (19).

d. If the Covered Person was previously covered under a group health plan, Medicare, Medicaid or other
creditable coverage as defined in the Health Insurance Portability and Accountability Act of 1996
(HIPAA), credit will be given for previous coverage that occurred continuously for sixty-three (63) days or
more for the duration of prior coverage against the initial twelve (12)-month period. Any coverage
occurring prior to a break in coverage sixty-three (63) days or more will not be credited against a Pre-
Existing Condition exclusion period.

5. Special Enroliments — HIPAA

In accordance with HIPAA, certain eligible persons for whom the option to enroll for coverage was previously
declined, and who would be considered Overdue Applicants, may enroll by written application to the
Participant Employer under the following circumstances, terms, and conditions for special enrollments.

a. Loss of Other Coverage - Special enroliment will be permitted for Employees or Dependents for whom the
option to enroll for coverage was previously declined because the Employees or Dependents had other
coverage which terminated due to:

(1) Loss of eligibility through separation, divorce, termination of employment, reduction in hours, or death
of the Plan Participant; or

(2) Cessation of Participant Employer contributions for the other coverage, unless the Participant
Employer’s contributions were ceased for cause or for failure of the individual participant to make
contributions; or

(3) The Employee or Dependent having had COBRA continuation coverage under a Group Health Plan
and the COBRA continuation coverage has been exhausted, as provided in HIPAA; or

(4) Effective April 1, 2009: Loss of eligibility due to termination of Medicaid or State Children’s Health
Insurance Program (SCHIP) coverage; or
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(5) Effective April 1, 2009: Eligibility for premium assistance subsidy under Medicaid or SCHIP.

b. After-Acquired Dependents - Special enrollment will be permitted for Employees or Dependents for whom
the option to enroll for coverage was previously declined when the Employee acquires a new Dependent by
marriage, birth, adoption, or placement for adoption.

(1) Aspecial enrollment application must be made within thirty (30) days of either the termination date of
the prior coverage or the date the new Dependent is acquired, or within sixty (60) days as identified in
#4 and #5 above. If the special enrollment application is made more than thirty (30) days, after
eligibility or within sixty (60) days as identified in #4 and #5 above, they will be considered Overdue
Applicants subject to a Pre-Existing Condition limitation. No Pre-Existing Condition Exclusion Period
shall apply to Eligible Persons under the age of nineteen (19).

(2) The Effective Date of coverage shall be:

(i) Forloss of other coverage or marriage, the first day of the month following the date the Program
receives all required forms for enroliment.

(ii) For birth of a Dependent, the date of birth.
(iii) For adoption, the date of adoption or placement for adoption.

(3) Special enrollment applicants must complete the “Acknowledgment of Pre-Existing Condition” form
and “Statement of Physical Condition” forms.

(4) Medical expenses incurred during the first twelve (12) months that coverage for the Special Enrollee is
in force under this Plan will not be considered as covered medical expenses if they are in connection
with a disease, illness, accident, or injury for which medical advice, diagnosis, care, or treatment was
recommended or received during the six-month period immediately prior to the enroliment date. The
provisions of this section do not apply to pregnancy or to Dependents under the age of nineteen (19).

(5) If the Special Enrollee was previously covered under a Group Health Plan, Medicare, Medicaid or
other creditable coverage as defined in HIPAA, the duration of the prior coverage will be credited
against the initial twelve (12) month period used by the Program to exclude benefits for a pre-existing
condition if the termination under the prior coverage occurred within sixty-three (63) days of the date
of coverage under the Plan.

6. Retirees Special Enrollment
Retirees will not be eligible for special enrollment, except under the following conditions:
a. Retirement began on or after July 1, 1997.

b. The Retiree can document that creditable coverage was in force at the time of the election not to participate
or continue participation in the Plan.

c. The Retiree can demonstrate that creditable coverage was maintained continuously from the time of the
election until the time of requesting special enroliment.

d. The Retiree has exhausted all COBRA and/or other continuation rights and has made a formal request to
enroll within thirty (30) days of the loss of other coverage; and

e. The Retiree has lost eligibility to maintain other coverage through no fault of his own and has no other
creditable coverage in effect.
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7. Health Maintenance Organization (HMO) Option
a. Inlieu of participating in the Plan, Employees and Retirees may elect coverage under an approved HMO.
b. New Employees may elect to participate in an HMO during their initial period of eligibility. Each HMO
will hold an annual enrollment period for coverage effective date of July 1. Transfer of coverage from the
Plan to the HMO or vice-versa will only be allowed during this annual enroliment period.

(1) Transfer of coverage will be allowed as a result of the Employee being transferred into or out of the
HMO geographic service area, with an effective date of the first day of the month following transfer.

c. If a Covered Person has elected to transfer coverage but is hospitalized on July 1, the Plan providing
coverage prior to July 1 will continue to provide coverage up to the date of discharge from the hospital.

8. Medicare Advantage Option for Retirees other than OGB sponsored plans (Effective July 1, 1999)
Retirees who are eligible to participate in a Medicare Advantage plan who cancel coverage with the Program
upon enrollment in a Medicare Advantage plan may re-enroll in the Program upon withdrawal from or
termination of coverage in the Medicare Advantage plan, at the earlier of the following:
a. During the month of November, for coverage effective January 1%; or
b. During the next annual enrollment, for coverage effective at the beginning of the next Plan Year.

9. TRICARE for Life Option for Military Retirees
Retirees eligible to participate in the TRICARE for Life (TFL) option on and after October 1, 2001, who cancel
coverage with the Program upon enrollment in TFL may re-enroll in the Program in the event that the TFL
option is discontinued or its Benefits significantly reduced.

B. Continued Coverage

1. Leave of Absence
a. Leave of Absence without Pay, Employer Contributions to Premiums

(1) A participating Employee who is granted leave of absence without pay due to a service related injury
may continue coverage and the participating employer shall continue to pay its portion of health plan
premiums for up to twelve (12) months.

(2) A participating Employee who suffers a service related injury that meets the definition of a total and
permanent disability under the worker’s compensation laws of Louisiana may continue coverage and
the participating employer shall continue to pay its portion of the premium until the Employee becomes
gainfully employed or is placed on state disability retirement.

(3) A participating Employee who is granted leave of absence without pay in accordance with the federal
Family and Medical Leave Act (F.M.L.A.) may continue coverage during the time of such leave and
the participating employer may continue to pay its portion of premiums.

b. Leave of Absence Without Pay - No Employer Contributions to Premiums

An Employee granted leave of absence without pay for reasons other than those stated in Paragraph I, may

continue to participate in an Office of Group Benefits benefit plan for a period up to twelve (12) months

upon the Employee's payment of the full premiums due. THE PROGRAM MUST BE NOTIFIED BY

THE EMPLOYEE AND THE PARTICIPANT EMPLOYER WITHIN THIRTY (30) DAYS OF THE
EFFECTIVE DATE OF THE LEAVE OF ABSENCE.
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2. Disability

If a Participant Employer withdraws from the Plan, health and life coverage for all Covered Persons will
terminate on the effective date of withdrawal.

3. Surviving Dependents/Spouse
a. Benefits under the Plan for covered Dependents of a deceased covered Employee or Retiree will terminate
on the last day of the month in which the Employee's or Retiree’s death occurred unless the surviving
covered Dependents elect to continue coverage.

(1) The surviving legal spouse of an Employee or Retiree may continue coverage unless or until the
surviving spouse is or becomes eligible for coverage in a Group Health Plan other than Medicare.

(2) The surviving dependent child of an Employee or Retiree may continue coverage unless or until such
dependent child is or becomes eligible for coverage under a Group Health Plan other than Medicare or
until attainment of the termination age for children, whichever occurs first.

(3) Surviving dependents will be entitled to receive the same Participant Employer premium contributions
as Employees and Retirees, subject to the provisions of Louisiana Revised Statutes, Title 42, Section
851 and rules promulgated pursuant thereto by the Office of Group Benefits.

(4) Coverage provided by the Civilian Health and Medical Program for the Uniform Services
(CHAMPUS/TRICARE) or successor program will not be sufficient to terminate the coverage of an
otherwise eligible surviving legal spouse or a dependent child.

b. Asurviving spouse or Dependent cannot add new Dependents to continued coverage other than a child of
the deceased Employee born after the Employee’s death.

c. Participant Employer/Dependent Responsibilities

(1) It is the responsibilit