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Dependent Eligibility
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INTRODUCTION

This Plan is offered by your Employer as one of the benefits of your employment. The benefits provided are intended
to assist you with many of your health care expenses for Medically Necessary services and supplies. Coverage unde
this Plan is provided regardless of your race, color, national origin, disability, age, sex, gender identity or sexual
orientation. There are provisions throughout this Benefit Booklet that affect your health care coverage. It is important
that you read the Benefit Booklet carefully so you will be awareeobénefits and requirements of this Plan.

The defined terms in this Benefit Booklet are capitalized and shown in the appropriate provision in the Benefit
Booklet or in the DEFINITIONSsection of the Benefit Booklet. Whenever these terms are used, thengheani
consistent with the definition given. Terms in italics may be section headings describing provisions or they may be
defined terms.

The terms “you” and “your” as used in this Benefit Booklet refer to the Employee.

Managed Health Care - In-Network Benefits

To receive IANetwork Benefits as indicated on your Schedule of Coverage, you must choose Providers within the
Network for all care (other than for emergencigsThe Network has been established by BCBSTX and consists of
Physicians, Spealty Care Providers, Hospitals, and other health care facilities to serve Participants throughout the
Network Plan Service Area. Refer to your Provider directory or visit the BCBSTX websitevabcbstx.conto

make your selectionsThe listing may change occasionally,reake sure the Providers you select are still Network
Providers. An updated directory will be available at least annually. You may access our website, www.bcbstx.com,
for the most current listing to assist you in locatirRy@vider.

If you choose a Network Provider, the Provider will bill the Claim Administratat you -for services provided.
The Provider has agreed to accept as payment in full trst téa.

X The billed chargegr
X The Allowable Amount as determined by the Claim Administraitor,
x Other contractually determined paymantounts.

You are responsible for paying any Deductibles, Copayment Amounts, and Co-Share Amounts. The Deductibles anc
Co-Share will be applied to the Qaf-Pocket Maximum. You may be required to pay for limited or-oovered
services. No claim forms are required.

Managed Health Care - Out-of-Network Benefits

If you choose Oubf-Network Providers, only Ouif-Network Benefits will be available. If you go to a Provider
outsidethe Network, benefitswill be paidatthe Out-of-NetworkBenefitslevel. If youchoosea healthcareProvider
outside the Network, you may have to submit claims for the semiogsied.

You will be responsible for paying

Billed charges above the Allowable Amount as determined by the @ldiministrator,
Co-Share Amounts and Deductibles, which will be applied to theoBBbcketMaximum,
Limited or noncovered servicesind

Failure to obtain Prior Authorization penalty.

X X X X
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Important Contact Information

Resource

Contact Information

Accessible Hours

Customer Service Helpline

1-888-762-2190

Monday - Friday

8:00 a.m. — 8:00 p.m.

24 hours a day
7 days a week

Website

Monday - Friday
6:00 a.m. — 6:00 p.m.

Medical Prior Authorization 1-800-441-9188

Helpline

24 hours a day
7 days a week

Mental Health/Substance Use 1-800-528-7264
Disorder Prior Authorization

Helpline

Customer Service Helpline
Customer Service Representatives can:

Identify your Plan ServicArea
Give you information about Network and ParPRaroviders
Distribute claimforms

Answer your questions afaims
Assist you in identifying a Network Provider (but will not recommend specific NetRiarkiders)

Provide information on the features of tPlan
Record comments aboBtoviders

Benefits Value Advisor (BVA)

The Benefit Value Advisor (BVA) program has been established to assist Participants in maximizing their benefits
underthe Plan.BenefitValue Advisorsarespeciallytrainedcustomerservicerepresentativegho assistParticipants
by comparing cost and providing information on Participating Providers for certain types of health care services. A

BVA helps Participants navigate théenefits.

In addition to calling the Benefit Value Advisors, Participants may have other call requirements. A call to BVA does
not satisfy any other call requirements Participants may have.

BCBSTX Website

(0]

X X X X X X X
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WHO GETS BENEFITS

Eligibility Requirements for Coverage
Please refer to the CARES Health Plan Supplement in the back of the booklet.
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X Co-Share Amountsand
X Services that are limited or not covered undePtia@a.

NOTE
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UTILIZATION MANAGEMENT

Utilization Management

Utilization management may be referred to as Medical Necessity reviews, utilization review (UR) or medical
management reviews.

Form No. PPBISA-GROUP#070798®123 Page7



Surgical Procedures:

- Orthognathic surgery; faceconstruction,

- Mastopexy, breadift,

- Reduction mammoplasty; breast reduction,
Specialty Pharmacy:
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independent review, apply to services where your Provider requests a Recommended Clinical Review.

Recommended Clinical Review is not a guarantee of benefits. Actual availability of benefits is subject to
eligibility and the other terms, conditions, limitations and exclusions of th&lan. Please coordinate with your
Provider to submit a written request for a Recommended Clinical Review.

General Provisions Applicable to All Recommended ClinicaReviews

1. No Guarantee of Payment

A Recommended ClinicdReviewis not a guarantee of benefits or payment of benefits by BCBSTX. Actual
availability of benefits is subject to eligibility and the other terms, conditions, limitations, and exclusions of this
Plan. Even if the service has been appramemiRecommended Clinical Review, coverage or payment can be
affected for a variety of reasons. For example, you may have become ineligible as of the date of service or th
member’s benefits may have changed as of the date of service.

2. Requestfor Additional Information

The Recommended Clinical Revieprocess may require additional documentation from your Provider or
pharmacist. In addition to the written request f6tecommended Clinical Review, the Provider or pharmacist
may be required to include pertinent documentation explaining the proposed services, the functional aspects c
the treatment, the projected outcome, treatment plan and any other supporting documentation, study model:
prescripion, itemized repair and replacement cost statements, photogragalys, xtc., as may be requested by
BCBSTX to make a determination of coverage pursuant to the terms and conditions of this Plan.

Post-Service Medical Necessity Review

A PostService Medical Necessity Review, sometimes referred to as a retrospective reviewsanpostclaims
request, is the process of determining coverage after treatment has been provided and is based on Medical Neces:
guidelines. A PosBerviceMedical Necessity Review confirms your eligibility, availability of benefits at the time of
service, and reviews necessary clinical documentation to ensure the service was Medically Necessary. Providel
should submit appropriate documentation at the time of aJtosice Medical Necessity Review request. A Post
Service Medical Necessity Review maypdmformedwhen a Prior Authorization dRecommended Clinical Review

was not obtained prior to services being rendered.
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X You may be responsible for a penalty in connection with the following Covered Services, if indicated on your
Schedule oCoverage:

- Inpatient HospitaAdmission
- Inpatient treatment of Mental Health Care, treatment of Serious Mental lliness, and treatment of Substance

UseDisorder

Network Providers are responsible for satisfyingRhier Authorizationrequirements for any inpatient admissions.
If Prior Authorizationis not obtained, the Network Provider will be sanctioned based on the BCBSTriatoak
agreement with the Provider and no penalty charges will be deducted.

The penalty charge will be deducted from any benefit payment which may be due for Covered Services.

If Prior Authorization of annpatientHospital Admission,ExtendedCare Expeng, Home Infusion Therapy,any
treatmenof Mental Health Caretreatmentof SeriousMental lliness,andtreatmentof Substanc&Jse Disorderor
extensiorfor anytreatmenbr service described above is pbtainedand it is determined that theeatment, service,
or extension was not Medically Necessary or was Experimental/Investigational, benefits will be rediecéedor

Prior Authorization Renewal Process

Renewabf anexistingPrior Authorizatiorissuedoy BCBSTXcanbe
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Any benefits payable to you, if unpaid at your death, will be paid to your surviving spouse, as beneficiary. If there is
no suwiving spouse, then the benefits will be paid to your estate.

Except as provided in the sdrtionAssignment and Payment of Benefits,  rights and benefits under the Plan
are not assignable, either before or after services and supplies are provided.

Benefit Payments to a Managing Conservator
Benefits for services provided to your minor Dependent child may be paid to a third party if:

X the third party is named in a court order as managing or possessory conservator of #edchild;
x the Claim A

Form No. PPBISA-GROUP#070798®123 Pagel4






Form No. PPGISA



If a Claim Is Denied or Not Paid in Full
OnoccasiontheClaim Administratormaydenyall or part
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A “Final Internal AdverseBenefit Determination” meansan AdverseBenefitDeterminatiorthathasbeenupheld
by the Claim Administrator or, if applicable, CARES, at the completion of the internal review/appeal process of an
AdverseBenefitDeterminationDeter8n
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x If you have any questions about the claims procedures or the review procedure, write to the Claim Administrator’s
Administrative Office or call the toll-free Cusher Service Helpline number shown in this Benefit Booklet or

on your ldentification Card.
If you don'’t appeal on time, you lose your right to later object to the decision on the claim.
Timing of Appeal Determinations Note: Your Plan provides for one level of internal review

Urgent Care Claim

Pre-Service Claim

Post-Service Claim

notified of an appeals decision

Deadline by which a claimant will be As soon as possible taki

into account the medic
exigencies, but no motiean
72 hours after receipt dfie
request for review.Note:

Not later than 30 days aft
receipt of the request f
review. (Not later than 1
days for each level if yoy
Plan offers two levels ¢
Internal review.)

The request may K
submitted in writing o
orally.

Not laterthan60 daysafterreceiptof the
request for review. (Not later than
days for each level if your Plan offe
two levels of internateview).

Notice of Appeal Determination

TheClaim Administratorwill notify thepartyfiling theappealyou,and.,if aclinical appealanyhealthcareprovider
who recommended the services involved in the appeal, by a written noticalefatmination.

The written notice to you or your authorized representative will include:

1. A reason for theletermination;

2. Areference to the benefit Plan provisions on which the determination is based, and the contractual,
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All powers to be exercised by the Claim Administrator or the Plan Administrator shall be exercised in a non
discriminatory manner and shall be applied uniformly to assure similar treatment to persons in similar circumstances.

Claim Dispute Resolution

You mustexhaustll administrativeemediessdescribedn the Claim Review/AppealProceduressubgctionprior
to taking further action under your Health BenEfan.

After exhaustion of all remedies offered by the Claim Administrator, your Health Benefit Plan may afford you the
right to appeal an adverse determinativith the Plan Administrator of your Health Benefit Plan. In that instance,
the Plan Administrator is the final interpreter of the Health Benefit Plan and may correct any defect, supply any
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Family Out-of-Pocket Maximum

Whenthe Out-of-PocketMaximumamountfor the In-Networkor Out-of-Network Benefitslevel for all Participants

under your coverage in a Calendar Year equals the “family”-t®#tocket Maximum” shown on your Schedule of
Coverage for that level, the benefit percentages automaticallyasernto 100% for purposes of determining the
benefits available for additional Eligible Expenses incurred by all family Participants for the remainder of that
Calendar Year for that level. No Participant will be required to contribute more than theuatli@igtof-Pocket
Maximum to the family Oubf-PocketMaximum.

The following are exceptions to the GaftPocketMaximum described above:
There are separate QoftPocket Maximums for In-Network Benefits and edtNetwork Benefits.

Eligible Expenses applied toward satisfying the “individual” and “familyNietwork Outof-Pocket Maximum

will only apply to the IaNetwork Outof-Pocket Maximum. Eligible Expenses applied toward satisfying the
“individual” and “family” Out-of-Network Outof-Pocket Maximum wilbnly apply to the Oubf-Network Out
of-Pocket Maximum.

Changes In Benefits

Changes to covered benefits will apply to all services provided to each Participant under the Plan. Benefits for Eligible
Expensedncurredduringanadmissiorin a Hospitalor Facility OtherProviderthatbeginsbeforethe change will be
those benefits in effect on the dayadinission.
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confined to bed and cannotbe safely transportedby any other means.Non-emergencygroundambulance
transportation services provided primarily for the convenience of the Participant, theip&at's
family/caregivers or Physician, or the transferring facility are considered not Medlealgsary.

Non-emergency air ambulance transportation means transportation from a Hospital emergency department,
health care facility, or Inpatient setting to an equivalent or higher level of acuity facility may be considered
Medically Necessary when the Participant requires acute Inpatient care and services are not available at the
originating facility and commercial air transport or safe discharge cannot occurniwgescy air ambulance
transportation services provided primarily for the convenience of the Participant, the Participant's
family/caregivers or Physician, or the transferring facility are considered not Medlieakgsary.

8. Anesthetics iad its administration, when performed by someone other than the operating Physician or
Professional OthdProvider.

9. Oxygen and its administration provided the oxygen is actuatyl.

10. Blood, including cost of blood, blood plasma, and blood plasma expamdéch is not replaced by or for the
Participant.

11. Prosthetic Appliances, including replacements necessitated by growth to maturit? aftitipant.

12. Orthopedidoraceq(i.e.,anorthopedicapplianceusedto support.align, or hold bodily partsin a correct position)
andcrutchesincludingrigid back,legor neck

Form No. PPBISA-GROUP#070798®123 Page28


http://www.bcbstx.com/

the benefit maximums under both levels of benefits.

The benefit maximums will also include any benefits provided to a Participant for Extended Care Expenses under a
Health Benefit Plan held by the Employer with the Claim Administrator immediately prior to the Participant’s
Effective Date of coverage under the Plan.

TheCalendar Year Deductible will apphAny unpaid Extended Care Expenses in excess of the benefit maximums
shown on your Schedule of Coverage will not be applied to arypRocket Maximum.

Any charges incurred as Home Health Care or home Hospice Calmidsr(including antibiotic therapy) and
laboratory services will not be Extended Care Expenses but will be considered Meedgiahl Expenses.

Services and supplies for Extended Care Expenses:

1. For Skilled Nursing-acility:

a. Allusual nursing care by adRistered Nurse (R.N.), Advanced Practice Nurse (A.P.N.), or by a Licensed
Vocational NursgL.V.N.);
b. Room and board and all routine services, supplies, and equipment provided by the SkilledRsuaiisiyig
c. Physical, occupational, speech, and respiratwyapy services by licenstiatrapists.
2. For Home HealtiCare:

a. Parttimeorintermittentnursingcareby aRegisteredNurse(R.N.), AdvancedPracticeNurse(A.P.N.),
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Benefits for Treatment of Complications of Pragncy

Benefitsfor Eligible Expenseicurredfor treatmenbf Complicationsof Pregnancyvill bedeterminednthesame
basis as treatment for any other sickness. Dependent children will be eligible for treatment of Complications of
Pregnancy.

Benefits for Maternity Care

Benefits for Eligible Expenses incurred for Maternity Care will be determined on the same basis as for any other
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All treatment received following the onset of an accidental injury or emergency care will be eligibléNtwiork
Benefits. For a noemergency, IMNetwork Benefits will be available onlyyou use Network Providers. For a non-
emergency, if you can safely be transferred to the care of a Network Provider but are treated byf-dNetdrk
Provider, only Oubf-Network Benefits will be available.

Benefits for Urgent Care

Benefits for Eligible Expenses for Urgent Care will be determined as shown on your Schedule of Coverage. Urgent
Care means the delivery of medical care in a facility dedicated to the delivery of scheduled or unschedtited, walk
care outside of a ébpitalemergency room/treatment room or physician’s office. The necessary medical care is for a
condition that is not lifehreatening.

Benefits for Retail Health Clinics

Benefitsfor Eligible Expensegor RetailHealthClinics will be determinedasshownon your Scheduleof Coverage.
Retail Clinics provide diagnosis and treatment of uncomplicated minor conditions in situations that can be handled
without a traditional primary care office visit, Urgent Care visit or Emergency\iGite

Benefits for Virtual Msits

Benefits for Eligible Expenses for Virtual Visits will be determined as shown on your Schedule of Coverage.
BCBSTX provides you with access to Virtual Providers that can provide diagnosis and treatment of non-emergency
medical and behavioral healtbrditions in situations that can be handled without a traditional primary care office
visit, behavioral health office visit, Urgent Care visit or Emergency Care visit. Covered Services may be provided
via consultation with a licensed medical professiohedugh interactive audio via telephone or interactive audio-
video via online portal or mobile application. For information on accessing this service, you may access the website
atwww.bcbstx.conor contact customeservice at the tolfree number on the back of your Identification Card.

Note:notall medicalor behaviorahealthconditionscanbeappropriatelytreatedhroughVirtual Visits. TheVirtual
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X Services provided to a newborn child which are necessary for treatment or correction of a cdefgstital
or

X The correction of damage caused solely by Accidental Injury, and such injury resulting from domestic
violence or a medical condition, to healthy, un-restored natural teeth and supporting tissues. An injury
sustained as a result of biting or chewing shall not be considered an Acditienyal

Any other dental services, except as excluded irMB®ICAL LIMITATIONS AND EXCLUSIONS section of
this Benefit Booklet, for which a Participant incurs Inpatient Hospital Expenses for a Medically Necessmmtinpat
Hospital Admission, will be determined as described in Benefits for Inpatient Hospital Expenses.

Benefits for Organ and Tissue Transplants

1. Subjectto theconditionsdescribedelow,benefitsfor coveredservicesandsuppliesgprovidedto a Participantby
aHospital,Physicianpr OtherProviderrelatedto anorganor tissuetransplanwill be
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Benefits for Treatment of Acquired Brain Injury

Benefits for Eligible Expenses incurred for Medically Necessary treatment of an Acquired Brain Injury will be
determined on the same basis as treatmeirfpother physical condition. Eligible Expenses include the following
servicesas a result of and related to an Acquired Brain Injury:

X

X X X X

Neurobehavioral testing An evaluation of the history of neurological and psychiatric difficulty, current
symptoms, cuent mental status, and pre-morbid history, including the identification of problematic behavior
and the relationship between behavior and the variables that control behavior. This may include interviews of the
individual, family, orothers;

Neurobehavioral treatmentnterventions that focus on behavior and the variables that cbetralior;
Neurophysiological testingAn evaluation of the functions of the nervaystem;

Neurophysiological treatmeninterventions that focus on the fuions of the nervousystem;

Neuropsychological testingThe administering of a comprehensive battery of tests to evaluate neurocognitive,
behavioral, and emotional strengths and weaknesses and their relationship to normal and abnormal centra
nervous sytemfunctioning;

Neuropsychological treatmentnterventions designed to improve or minimize deficits in behavioral and
cognitiveprocesses;

Psychophysiological testingAn evaluation of the interrelationships between the nervous system and other

bodily organs antehavior;

Psychophysiological treatmeninterventions designed to alleviate or decrease abnormal physiological

responses of the nervous system due to behavioral or emddictoas;
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Lancets and lancet devices,

Insulin and insulin analogreparations,

Injection aids, including devices used to assist with insulin injection and needlelt=sss,
Biohazard disposablntainers,

Insulin syringes,

Prescriptive and non-prescriptive oral ageior controlling blood sugar leveknd
Glucagon emergendyts.

TTe@-oao

3. Repairs and necessary maintenance of insulin pumps not otherwise provided for under the manufacturer’s
warranty or purchase agreement, rental fees for pumps during the repagcasdary maintenance of insulin
pumps, neither of which shall exceed the purchase price of a similar replapempnt

4. As new or improved treatment and monitoring equipment or supplies become available and are apgheved by
U. S. Food and Drug Administration (FDA), such equipment or supplies may be covered if determined to be
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includes, at a minimum, a conventional Pap smear screening or a screening using liquid-based cytology methods a
approved by the United Sést Food and Drug Administration alone or in combination with a test approved by the
United States Food and Drug Administration for the detection of the hpmpalomavirus.

Benefits for Childhood Immunizations

Benefits for MedicalSurgical Expenses incurr
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any other sicknessRefer to the UTILIZATION MANAGEM
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MEDICAL LIMITATIONS AND EXCLUSIONS

The benefits as described in this Benefit Booklet are not available for:

1. Any services or supplies which are not Medically Necessary and essential to the diagnosis or direct care and
treatment of a sickness, injury, condition, disease, or bowil§unction.
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27. Any services or supplies provided for the following treatnneodalities:

* intersegmentataction;

e surfaceEMGs;

» spinal manipulation under anesthesiad

* muscle testing through computerized kinesiology machines such as Isostation, Digital Myograph and
Dynatron.

28. Any services or supplies furnished by a Contracting Facility for which such facility had not been apecific
approved to furnish under a written contract or agreement with the Claim Administrator will be paid at the Out
of-Network benefitevel.

29. Any items that include, but are not limited to, an orthodontic or other dental appliance; splints or bandages
provided by a Physician in a norespital setting or purchased “owre-counter” for support of strains and
sprains; orthopedic shoes which are a separable part of a covered brace, specially orderechaclestorbuik
up shoesgcastshoesshoeinsertsdesignedo supportthearchor affectchangeén thefoot or foot alignment, arch
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postacute transition servicesserviceghat facilitate the continuum of care beyond the initial neurological
insult through rehabilitation and community reintegratenmg

community reintegration servicesServiceshat facilitate the continuum of care as an affected individual
transitions into theommunity.

41. Biofeedback or other behavior modificatis@rvices.

42. Elective dortions.

43. Any related services to a non-covered service. Related seavizes

services in preparation for the non-covesedvice;

services in connection with providing the non-covesedice;

hospitalization required to perform the non-covered seruvice;
servicesthatareusuallyprovidedfollowing the non-coveredervice suchasfollow-up careor therapyafter
surgery.

44. Any serviceor suppliesfrom morethanoneProvideron the sameday(s)to the extent benefits werguplicated.

45. Behavioral health services provided at behavioral modification facilities, boot camps, emotional group
academies, military schools, therapeutic boarding schools, wilderness programs, halfway houses and grour
homes, except for Covered Services provided by appropriate Providerstilsedein this BenefiBooklet.

46. Any of the following applied behavior analysis (AB#grvices;

services with a primary diagnosis that is not Autism SpecDisorder;

services that are facilitated by a Provider that is not properly credentialed. Please see the definition of
Qualified ABA Provider in the DEFINITIONSsection of this BeneflBooklet,

activities primarily of an educationaature;
respite, shadow, or compan services; or

any other services not provided by an appropriately licensed Provider in accordance with nationally
accepted treatmentandards.

47.Any services or supplies not specifically defined as Eligible Expenses Plahis

48. Elective Sterilization
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DEFINITIONS

The definitions used in this Benefit Booklet apply to all coverage unless otherwise indicated.

Accidental Injury means accidental bodily injury resulting, directly and independently of all other causes, in initial
necessary care provided by a Physician or Professional Other Provider.

Acquired Brain Injury meansaneurologicainsultto thebrain,whichis nothereditarycongenitalpr degenerative.
The injury to the brain has occurred after birth and results in a change in neuronal activity, which results in an
impairment of physical functioning, sensory processing, cognition, or psychdsetcéalior.

Allowable Amount means the maximum amount determined by the Claim Administrator (BCBSTX) to be eligible
for consideration of payme
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Dietary and Nutritional Services means the education, counseling, or training of a Participant (including printed
material)
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The Claim Administrator for the Plan shall determine whether mrathent, procedure, facility, equipment, drug,
device, or supply is Experimental/Investigational, and will consider factors such as the guidelines and practices of
Medicare, Medicaid, or other governmédimanced programs and approval by a federal agémayaking its
determination.

AlthoughaPhysiciaror ProfessionaDtherProvidermayhaveprescribedreatmentandtheservicesor suppliesmay
havebeenprovidedasthe treatmentof last resort,the Claim Administratorstill may determinesuchservicesor
supplies to be Experimental/Investigational within this definition. Treatment provided as part of a clinical trial or a
research study is Experimental/Investigational.

Extended Care Expenseaneanghe Allowable Amountof chargesncurredfor thoseMedically Necessargervices
and supplies provided by a Skilled Nursing Facility, a Home Health Agency, or a Hospice as described in the
Extended Care Expenses portion of this Benefit Booklet.

Fixed-Wing Air Ambulance means a specially equipped aapé used for ambulance transport.

Group Health Plan (GHP) as applied to this Benefit Booklet means afelfled employee welfare benefit plan. For
additional information, refer to the definition of Plan Administrator.

Health Benefit Plan meansagroup,blanket,or franchiseinsurancepolicy, a certificateissuedunderagrouppolicy,
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Medical-Surgical Expenses
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5. Any of the services listed in subsections 1 through 4, above, performed in or by a Hospital, Facility Other
Provider, or other licensed facility or unit providing scehe.

Morbid Obesity means a Body Mass Index (BMI) of greater than or equal to 40 kgfroet@BMI greater than or
ete00 0 10.98 D]TJ 0.0i4 (i)2.3 (1)2.3 i 10BDC Qq0 0 612 79-36.[(m)1.1 (ean<i (m y9500 T o .0i4303 Tc 0.1
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. Doctor ofOptometry

. Doctor ofPodiatry
Doctor inPsychology

. LicensedAcupuncturist

. LicensedAudiologist

T DTQ o
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Plan Month means each succeeding calendar month period, beginning on the Plan Effective Date.

Plan ServiceArea meanghegeographicahrea(s)r areasn which a Networkof Providerds offeredandavailable
and is used to determine eligibility for Managed Health Care Plamefits.

PostService Medical Necessity Review means the process of determining coverage after treatment has already
occurred and is based on Medical Necessity guidelines. Can also be referred to as a retrospective review or pos

serviceclaimsrequest.

Primary Care Provider
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2. A staff person with a Registered Behavior Tech (RBT) certification for the direct line therapist effective as of
January 12019.

Recommended Clinical Reviewmeans an optional voluntary review of a Provider's recommended medical
procedure, treatment or test, that does not require Prior Authorization, to make sure it meets approved Blue Cross an
Blue Shield medical policy guidelines and Medical Necessity requirements.

Renal Dialysis Center means a facility which is Medicare certified as arstage renal disease facilitygviding
staff assisted dialysis and training for home anddialfysis.

Research Institution means an institution or Provider (person or entity) conducting a phase I, phase Il, phase I, or
phase IV clinical trial.

Residential Treatment Center means afility setting (including a Residential Treatment Center for Children and
Adolescents) o