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INTRODUCTION

This summary of health care benefits of the Local Government Health Insurance Plan (LGHIP) is designed to help
you understand your coverage. This booklet replaces any previously issued information. All terms, conditions and
limitations are not covered here. All benefits are subject to the terms, conditions and limitations of the contract or
contracts between the State Employees Insurance Board (SEIB) and Blue Cross Blue Shield of Alabama or other
third party administrators that the SEIB may contract with that it deems is necessary to carry out its statutory
obligations. Copies of all contracts are kept on file at the SEIB office and are available for review.

The SEIB shall have absolute discretion and authority to interpret the terms and conditions of the LGHIP and
reserves the right to change the terms and conditions and/or end the LGHIP at any time and for any reason.
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. ELIGIBILITY AND ENROLLMENT

\‘éﬁ

Eligible Participants
1. Employee - an employee must be a permanent active full-time employee, who is not on layoff or
leave of absence. An employee must be employed in a bona fide employer-employee relationship,
working 30 hours (minimum) per week. You are not eligible for coverage if you are classified as an
employee on a temporary, part-time, seasonal, intermittent, emergency, or contract basis, or if
employment is known to be for a period of one year or less.
Elected officers of a local government unit are also eligible while in office. Elected officers will be
treated as active employees upon proper notification to the SEIB and compliance with the LGHIP’s
enroliment rules.
2. Retiree — a retired employee may elect to continue coverage under a plan designated by the SEIB if:
o Retiree has 25 years of creditable service, regardless of age, or
¢ Retiree has ten years of service and:
e is 60 years old or
e is determined to be disabled by the Social Security Administration or the Retirement Systems
of Alabama
Individuals enrolling in the LGHIP after January 1, 2005 must:

e Have been enrolled in the Local Government Health Plan for 10 years prior to the date of retirement, or

e If unit has been enrolled less than 10 years, the employee must have been enrolled from the unit's
inception date.

Any retired employee who does not meet the above requirements will be considered a termination.

An active employee, who retires from a local government unit that does not allow retirees to continue on
the coverage, will be offered COBRA upon written notification of retirement from the local government unit.
(See "Termination of Services".)

An active employee who retires from a local government unit that allows retirees to continue coverage has
the option of electing retiree coverage or COBRA. If COBRA coverage is elected, the retiree will forfeit his
or her right to elect retiree coverage at a later date.

Eligible retirees must enroll on the date they first become eligible for retiree health benefits. If coverage is
declined, enrollment will not be allowed after the retirement date.

Eligible Dependent

The term "dependent" includes the following individuals subject to appropriate documentation (Social
Security number, marriage certificate, birth certificate, court decree, etc.):
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Your spouse (excludes divorced or common-law spouse).
An unmarried child under age 19, only if the child is:

a. your son or daughter

b. a child legally adopted by you (including any probationary period during which the child is required to
live with you)

c. your stepchild

d. your grandchild, niece or nephew for whom the court has granted you legal custody (provided that the
child is not eligible for any other group health insurance benefits).

Children ages 19 through 25 who are full-time unmarried students attending an accredited institution. An
annual student verification letter from the institution must be filed with the SEIB.

An incapacitated dependent will be considered for coverage to any age provided the dependent:

is unmarried,

is permanently mentally or physically disabled or incapacitated,

is so incapacitated as to be incapable of self-sustaining employment,
is dependent upon the subscriber for 50% or more support,

is otherwise eligible for coverage as a dependent except for age, and
the condition must have occurred prior to the dependent’s 19™ birthday (unless already covered by
the SEIB as a student, in which case the condition must have occurred prior to the dependent’s 26™
birthday).

~0 o0 oT®

Neither a reduction in work capacity nor inability to find employment is, of itself, evidence of eligibility. If a
mentally or physically disabled dependent is working, despite his disability, the extent of his earning capacity
will be evaluated.

To apply, contact the SEIB to obtain an Incapacitated Dependent Certification Form. Final approval of
incapacitation will be determined by Medical Review. Proof of disability must be provided to the SEIB within
60 days from the date the child would cease to be covered because of age.

Exception: There are two situations under which it may be possible to add an incapacitated dependent who
otherwise meets the eligibility requirements except for age:

1.

When a new employee requests coverage for an incapacitated dependent within 60 days of employment;
or

When an employee’s incapacitated dependent is covered under a spouse’s employer group health
insurance for at least 18 consecutive months and:

o the employee’s spouse loses the other coverage because:
a. spouse’s employer ceases operations, or
b. spouse’s loss of eligibility due to termination of employment or reduction of hours of employment, or
c. spouse’s employer stopped contribution to coverage,

e achange form is submitted to the SEIB within 30 days of the incapacitated dependent’s loss of
other coverage, and

e incapacitation status is approved by Medical Review.

The above requirements must be met as a minimum threshold in order to be considered for
incapacitation status. The SEIB shall make the final decision as to whether an application for
incapacitated status will be accepted.

4
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NOTE: The SEIB reserves the right to periodically re-certify incapacitation.

Exclusion: You may not cover your wife, husband, or other dependents if they are insured or if they are
eligible to be insured as an active employee in the Local Government Health Insurance Program.

Initial Employee Enrollment

Eligible employees, elected officers, retirees and dependents who make application on or before the effective
date of the Group Contract will be enrolled for coverage as of the effective date of the Group Contract. The
270-day waiting period for preexisting conditions shall be waived for employees, elected officers, retirees and
dependents enrolled during the initial Group enroliment.

Family Coverage Enrollment

A participating employee, elected officer or retiree in the Program may apply for family coverage at any time
after the employees' contract effective date. Coverage will become effective the first day of the next full
month following written notification received in the SEIB office.

Before dependents are added to family coverage, the SEIB must receive appropriate documentation (Social
Security number, marriage certificate, birth certificate, court decree, etc.). If documentation is not received
with an Enroliment Form or Change Form, the SEIB will send a notice to the employee to submit the
documentation within 30 days. If documentation is not received within 60 days the SEIB has the right to
disallow the request to add dependent coverage.

New employees may elect to have dependent coverage begin on the date their coverage begins. Family
coverage beginning the same date as the new employee’s coverage will be subject to the 270-day waiting
period. If dependent coverage is not elected at the time new employees become covered, they may enroll for
dependent coverage, subject to appropriate premium payments and the 270-day waiting period, within
60 days of acquiring a new dependent, and the effective date of coverage will be the date of marriage, birth
or adoption. However, if the SEIB is notified of a new dependent after the 60-day grace period, the effective
date of coverage will be the first day of the next full month following the SEIB's receipt of written notification.

Open Enrollment

Annual Open Enroliment will be held in November, for coverage to be effective January 1 of each year to
allow active eligible employees not currently participating in the insurance program a chance to enroll.

Eligible participants are permitted to change insurance carriers/plans.

Special Enrollment Period

Under the Health Insurance Portability and Accountability Act, the LGHIP must offer a special enrollment
period in addition to open enroliment for those employees who experience a qualifying event such as loss of
their other employer group coverage or the addition of a dependent. However, since the LGHIP already
requires that an employee enroll in the plan when they lose other employer group coverage, special
enroliment will only apply to the following qualifying events not related to loss of coverage:

o the addition of a new dependent through birth, adoption or marriage or

e a substantial change in their other employer group coverage or
e a substantial change in the cost of their other employer group coverage.
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All employees who lose their other employer group coverage, whether voluntarily or involuntarily must submit
an enrollment form to the SEIB with coverage effective as of the date coverage is lost.

To be eligible for special enroliment an employee must submit a declination of coverage form with proof of
other employer group coverage. Persons requesting special enroliment must notify the SEIB within 30 days
of a qualifying event. Notification should include:

letter requesting participation in the special enroliment;
a completed enrollment form;

proof of a qualifying event; and

a Certificate of Creditable Coverage.

aoow

3. The person loses the other coverage because:

a. COBRA coverage (if elected) is exhausted, or

b. loss of eligibility (including separation, divorce, death, termination of employment or reduction of
hours of employment), or

c. employer stopped contribution to coverage; and,

4. The person requests enrollment in the LGHIP in writing no later than 30 days after gaining a new
dependent or the loss of other coverage. Your correspondence must contain the following:

letter requesting participation in the special open enrollment

a completed enrollment form

proof of loss of coverage such as termination letter/notice, divorce decree, death certificate, etc.
Certificate of Creditable Coverage.

aoow

Health Insurance Portability and Accountability Act (HIPAA)

If you are covered by another plan before becoming covered by SEIB, the time you were covered will be
credited toward the 270-day waiting period for preexisting conditions, if:

1. There is no greater than a 63 day break in coverage, and

2. The last coverage was “creditable coverage,” i.e., under an individual or group health plan including
COBRA, Medicare, Medicaid, U.S. Military, CHAMPUS, Federal Employee Program, Indian Health
Service, Peace Corps Service, a state risk pool or a public health service.

In order to waive all or a portion of the waiting period for preexisting conditions, you must submit a Certificate
of Creditable Coverage when you enroll.

Waiting Period for Preexisting Medical Conditions

Each member must serve a waiting period of 270 consecutive days before benefits for “preexisting medical
conditions” are available. The 270-day waiting period commences on the employee’s date of hire.
Dependent’s 270-day waiting period commences on the dependent’s effective date. To be entitled to benefits
under the contract, the entire 270-day waiting period must be served before the member receives services or
supplies or is admitted to the hospital for preexisting conditions. NOTE: The 270-day waiting period does not
apply to pregnancy, newborns and recently adopted children.

A “preexisting medical condition” is any condition, no matter how caused, for which you received medical

advice, diagnosis, care, or for which treatment was recommended or received during the six months before
your coverage began.
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The waiting period for preexisting medical conditions shall be waived for the following:

o employees, elected officers, retirees and dependents who enroll during the initial groups enroliment
(hence, the group and employee's effective date are the same),

o Certificate of Creditable Coverage verifying coverage without a 63-day break in service. This certificate
must be obtained by the subscriber from the previous carrier. All or a portion of the 270-day waiting
period may be waived.

You or your dependents may request a copy of a Certificate of Creditable Coverage from your previous

carrier. The certificate will tell you the date on which coverage began and ended. In order to request a copy

of a Certificate of Creditable Coverage, you or someone on your behalf must call or write your previous
carrier no later than 24 months after the date on which your coverage ceases.

When Coverage Commences

Coverage commences as of the effective date of the employee's insurance contract.

Cancellation of Family Coverage

An employee may drop family coverage at any time. The earliest effective date of cancellation will be the first

day of the month following receipt of written notification by the SEIB office. The SEIB may require proof of

divorce (divorce decree) when dropping former spouse.

Transfers

Only new employees meeting the following criteria will be considered as transfers under the LGHIP.

1. New hire, previously covered by LGHIP or by the State Employees’ Health Insurance Plan (SEHIP), and

2.  New hire, terminated employment with another local government unit covered by LGHIP, or State
employee covered by SEHIP, who became employed with a local government unit during the same
calendar month of termination.

Notice

Notice of any enrollment changes is the responsibility of the employee (for example, additions or deletions of

dependents or address changes).

Supernumeraries

Supernumeraries will be classified for insurance purposes as retired employees.

Premium

The SEIB bills in advance for the following month’s coverage. To be eligible for coverage members must
comply with the LGHIP’s enrollment and eligibility rules. Acceptance of premium payment does not
guarantee coverage.
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"GT/ PROVISION FOR MEDICARE ELIGIBLES

Active Employees

The State Employees' Insurance Board provides active employees, over age 65, coverage under the Local
Government Health Plan under the same conditions as any employee under age 65. Medicare is secondary
to benefits payable under the Local Government Health Insurance Program for employees over age 65 and
their spouses over age 65. If the service is also covered by Medicare, the claim can be submitted to
Medicare who may pay all or a portion of the unpaid balance of the claim subject to Medicare limitations.

SEIB will not provide an active employee or his/her spouse with benefits that supplement Medicare. The
employee has the right to elect coverage under the LGHIP on the same basis as any other employee.

The LGHIP will be the primary payer for those items and services covered by Medicare. (Note that Medicare
covers hospitalization, post-hospital nursing home care, and home health services.) This means that the plan
will pay the covered claims and those of the employee’s Medicare-entitled spouse first, up to the limits
contained in the plan, and Medicare may pay all or a portion of the unpaid balance of the claims, if any,
subject to Medicare limitations. If the employee’s spouse is not eligible for Medicare, the Plan will be the sole
source of payment of the spouse's claims.

Since the LGHIP also covers items and services not covered by Medicare, the LGHIP will be the sole source
of payment of medical claims for these services.

Retired Employees

Health benefits will be modified when you or your dependent becomes entitled to Medicare. Coverage under
this plan will be reduced by those benefits payable under Medicare, Parts A and B. If a retiree or dependent
becomes entitled to Medicare because of a disability before age 65, the retiree must notify the SEIB to be
eligible for the reduced premiums and to ensure that claims are paid properly.

The LGHIP remains primary for retirees until the retiree is entitled to Medicare. Upon Medicare entitlement
the member’'s coverage under the LGHIP will complement his/her Medicare Parts A and B coverages.
Medicare will be the primary payer and the LGHIP will be the secondary payer. A Medicare retiree and/or
spouse should have both Medicare Parts A and B to have adequate coverage with the LGHIP.

Medicare Part B premiums are the retiree’s responsibility. These premiums are deducted from the retiree’s
Social Security check.

Medicare Part D Prescription Drug Coverage:

Medicare began offering Medicare Part D prescription drug coverage January 1, 2006. Retirees have the
option of keeping the LGHIP prescription drug coverage and not enrolling in the Medicare Part D prescription
drug coverage. If a retiree elects to enroll in Medicare Part D he/she cannot continue to have LGHIP
prescription drug coverage. Please notify the SEIB immediately if a retiree elects to enroll for Medicare Part
D prescription drug coverage.

The State Employees’ Insurance Board has determined that the prescription drug coverage offered by the
Local Government Health Insurance Program is, on average for all plan participants, expected to pay out at
least as much as the standard Medicare prescription drug coverage will pay. Therefore, your coverage is
considered “creditable” for purposes of Medicare Part D.
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Because your existing coverage is creditable, you can keep this coverage and not pay extra if you later
decide to enroll in Medicare coverage. People who do not have creditable coverage, or who drop creditable
coverage and do not enroll in Medicare Part D within 63 days, may have to pay a penalty each month in the
form of higher premiums when they do enroll in Medicare Part D.

For people with limited income and resources, extra help paying for a Medicare prescription drug plan is
available. Information regarding this program is available through the Social Security Administration
(SSA). For more information about this extra help, visit SSA online at www.socialsecurity.gov, or call
them at 1.800.772.1213 (TTY: 1.800.325.0778).

For more detailed information about Medicare plans that offer prescription drug coverage, please refer to
the “Medicare & You 2009” handbook, or its updated version. You can also get more information about
Medicare prescription drug plans from these places:

¢ Visit www.medicare.gov for personalized help

e Call your State Health Insurance Assistance Program (see your copy of the Medicare & You
handbook for their telephone number)

e Call 1.800.MEDICARE (1.800.633.4227) (TTY 1.877.486.2048)

If you elect to enroll in the Medicare Part D prescription drug coverage, you must notify the State
Employees’ Insurance Board because you cannot have LGHIP prescription drug coverage if you are

enrolled for Medicare Part D prescription drug coverage. (This will not affect your LGHIP secondary
payer coverage for medical claims.)

Note: Services not covered by Medicare but covered by LGHIP will require precertification.
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TERMINATION OF COVERAGE

When Coverage Terminates
The member's coverage will terminate:
1. On the last day of the month in which the member's employment terminates.
2. When this plan is discontinued.
3.  When premium payments cease.
4. In addition to the above, the coverage terminates for a dependent:
a. on the last day of the month in which such person ceases to be an eligible
dependent, or
b. if the dependent becomes eligible to be insured as an employee in the Program.
In many cases you will have the option to choose continuation of group benefits as provided by the Public
Health Service Act. (See COBRA Section.)

Family and Medical Leave Act

The State Employees' Insurance Board will adhere to the provisions of the Family and Medical Leave Act.
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yo CONTINUATION OF GROUP HEALTH COVERAGE (COBRA)

bW

Introduction

The Public Health Service Act [42 USC Sections 300bb-1 through 300bb-8] requires that the SEIB offer
covered employees and their families the opportunity for a temporary extension of health coverage (called
“continuation coverage”) at group rates in certain instances where coverage under the LGHIP would
otherwise end. COBRA coverage can be particularly important for several reasons:

1. It will allow you to continue group health care coverage beyond the point at which you would ordinarily
lose it.

2. It can prevent you from incurring a break in coverage (persons with 63-day breaks in creditable coverage
may be required to satisfy preexisting condition exclusion periods if they obtain health coverage
elsewhere).

3. It could allow you to qualify for coverage under the Alabama Health Insurance Program (AHIP).
See the AHIP section for more information about this.

This notice is intended to inform you, in a summary fashion, of your rights and obligations under the
continuation coverage provisions of this law. You and your spouse should take the time to read this

carefully.

What is COBRA Continuation Coverage?

COBRA continuation coverage is a continuation of coverage under the Local Government Health Insurance
Program (LGHIP) when coverage would otherwise end because of a life event known as a “qualifying event.”
Specific qualifying events are listed under the section entitled “Qualified Beneficiaries” below. After a
qualifying event, COBRA continuation coverage must be offered to each person who is a qualified
beneficiary. You, your spouse and your dependent children could become qualified beneficiaries if coverage
under the LGHIP is lost because of a qualifying event. Under the LGHIP, qualified beneficiaries who elect
COBRA continuation coverage must pay for such coverage

Qualified Beneficiaries

Individuals entitled to COBRA continuation coverage are called qualified beneficiaries. Individuals who may
be qualified beneficiaries are the spouse and dependent children of a covered employee and, in certain
circumstances, the covered employee. Under current law, in order to be a qualified beneficiary, an individual
must generally be covered under the LGHIP on the day before the event that caused a loss of coverage such
as termination of employment, or a divorce from, or death of, the covered employee. (An increase in the cost
of retiree coverage relative to active employee coverage is also considered a loss of coverage for COBRA
purposes.) In addition, a child born to the covered employee, or who is placed for adoption with the covered
employee, during the period of COBRA continuation coverage, is also a qualified beneficiary.

If you are a covered employee, you will become a qualified beneficiary if you lose your coverage under the
LGHIP because either one of the following qualifying events happens:

e Your hours of employment are reduced, or

¢ Your employment ends for any reason other than gross misconduct.
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If you are the spouse of a covered employee, you will become a qualified beneficiary if you lose your coverage
under the LGHIP because either one of the following qualifying events happens:

e Your spouse dies;

e Your spouse’s hours of employment are reduced;

e Your spouse’s employment ends for any reason other than gross misconduct;

e Your spouse becomes entitled to Medicare benefits (under Part A, Part B or both); or

e You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose coverage under the LGHIP because
any of the following qualifying events happens:

e The parent-employee dies;

e The parent-employee’s hours of employment are reduced;

e The parent-employee’s employment ends for any reason other than gross misconduct;

o The parent-employee becomes entitled to Medicare benefits (under Part A, Part B or both);
e The parents become divorced or legally separated; or

e The child stops being eligible for coverage under the LGHIP as a “dependent child.”

Coverage Available

If you choose continuation coverage, the SEIB is required to offer you coverage that, as of the time coverage
is being provided, is identical to the coverage provided under the LGHIP to similarly situated employees or
family members.

When Your Employer Should Notify the SEIB

COBRA continuation coverage will be offered to qualified beneficiaries only after the SEIB has been notified
that a qualifying event has occurred. Your employer is responsible for notifying the SEIB of the following
qualifying events:

¢ end of employment,
e reduction of hours of employment, or

¢ death of an employee.

When You Should Notify the SEIB

The employee or a family member has the responsibility to inform the SEIB of the following qualifying events:
e adivorce,
e alegal separation, or

e achild losing dependent status.
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Written notice must be given to the SEIB within 60 days of the date of the event or the date in which coverage
would end under the LGHIP because of the event, whichever is later. All notices should be sent to the address
listed under “SEIB Contact Information” at the end of this section.

Election Period

When the SEIB is notified that a qualifying event has happened, COBRA continuation coverage will be offered
to each qualified beneficiary. Each qualified beneficiary will have an independent right to elect COBRA
continuation coverage. In addition, a covered employee may elect COBRA continuation coverage on behalf of
his or her spouse and either covered parent may elect COBRA continuation coverage on behalf of their
children.

You have 60 days from the date you would lose coverage because of a qualifying event, or the date notice of
your election rights is sent to you, whichever is later, to inform the SEIB that you want continuation coverage.

If you do not choose continuation coverage, your group health insurance will end.

Length of Coverage

COBRA continuation coverage is a temporary continuation of coverage. COBRA continuation coverage will
last for up to a total of 36 months when one of the following qualifying events occurs:

e Death of the employee,
e Divorce or legal separation, or
¢ Dependent child loses eligibility as a “dependent child” under LGHIP.

COBRA continuation coverage will last for up to a total of 18 months when one of the following qualifying
events occurs:

e End of employment or
¢ Reduction in the hours of employment.

There are only two ways to extend the 18-month COBRA continuation coverage period:

e Disability — if you or anyone in your family covered under LGHIP is determined by the Social Security
Administration to be disabled and you notify the SEIB within 30 days of the determination, you and your
entire family may be entitled to receive up to an additional 11 months of COBRA continuation coverage.

The disability would have to have started before the 60" day of COBRA continuation coverage and must
last at least until the end of the 18-month period of continuation coverage. (You must provide a copy of the
Social Security Administration determination to the SEIB at the address listed under “SEIB Contact
Information” at the end of this section.)

e Second Qualifying Event — if your family experiences another qualifying event while receiving 18 months
of COBRA continuation coverage, the spouse and dependent children in your family can get up to 18
additional months of COBRA continuation coverage. You must notify the SEIB within 30 days of the
second qualifying event. This extension may be available to the spouse and any dependent children
receiving COBRA continuation coverage when one of the following qualifying events occurs:
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¢ Employee or former employee dies,

o Becomes entitled to Medicare benefits (under Part A, Part B or both),
¢ Employee or former employee gets divorced or legally separated or

o If dependent child loses eligibility as a “dependent child” under LGHIP.

For the extension to apply, the above listed events must have caused the spouse or dependent child to lose
coverage under the LGHIP had the first qualifying event not occurred.

Family and Medical Leave Act

If you are on a leave of absence covered by the Family and Medical Leave Act of 1993 (FMLA), and you do
not return to work, you will be given the opportunity to elect COBRA continuation coverage. The period of
your COBRA continuation coverage will begin when you fail to return to work following the expiration of your
FMLA leave or you inform your employer that you do not intend to return to work, whichever occurs first.

Premium Payment

If you qualify for Continuation Coverage, you will be required to pay the group’s premium plus 2%
administrative fee directly to the State Employees’ Insurance Board. Members who are disabled under Title II
or Title XVI of the Social Security Act when a qualifying event occurs, will be required to pay 150% of the
group’s premium for the 19th through the 29th month of coverage or the month that begins more than 30
days after the date is determined that you are no longer disabled under Title Il or Title XVI of the Social
Security Act, whichever comes first. (If the only persons who elect the disability extension are non-disabled
family members, the cost of coverage will remain at 102% of the full cost of coverage.)Your coverage will be
canceled if you fail to pay the entire amount in a timely manner.

Your initial premium payment must be received by the SEIB within forty-five (45) days from your date of
election. All subsequent premiums are due on the first day of the month of coverage. There is a thirty-day
(30) grace period.

Termination of Continuation Coverage

The law provides that your COBRA continuation coverage may be terminated for any of the following five
reasons:

1. SEIB no longer provides group health coverage;
2. The premium for your continuation coverage is not paid on time;

You become covered by another group plan, unless the plan contains any exclusions or limitations with
respect to any preexisting condition you or your covered dependents may have;

You become entitled to Medicare;
You extend coverage for up to 29 months due to your disability and there has been a final determination
that you are no longer disabled.

You do not have to show that you are insurable to choose COBRA continuation coverage. However, under
the law, you may have to pay all or part of the premium for your COBRA continuation coverage. There is a
grace period of 30 days for payment of the regularly scheduled premium.
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Note: If you are entitled to Medicare before you become a qualified beneficiary, you may elect COBRA
continuation coverage; however, your Medicare coverage will be primary and your COBRA continuation
coverage will be secondary. You must have Medicare Parts A and B in order to have full coverage

Keep the SEIB Informed of Address Changes

In order to protect your family’s rights, you should keep the SEIB informed of any changes in the address of
family members. You should also keep a copy for your records of any notices you send to the SEIB.

If You Have Any Questions

Questions concerning your COBRA continuation coverage rights may be addressed by calling the SEIB at
1.866.836.9137 or 334.263.8326 or by mail at the contact listed below. For more information about your
COBRA rights, the Health Insurance Portability and Accountability Act (HIPAA) and other laws affecting group
health plans, you may contact the nearest Regional or District Office of the U.S. Department of Labor's
Employee Benefits Security Administration (EBSA) in your area or visit the EBSA website at
www.dol.gov/ebsa.

SEIB Contact Information

All notices and requests for information should be sent to the following address:
State Employees’ Insurance Board
LGHIP COBRA Section

P.O. Box 304900
Montgomery, AL 36130-4900

The Alabama Health Insurance Plan

If you exhaust your COBRA coverage you may qualify for coverage through the Alabama Health Insurance
Plan (AHIP). For more information about AHIP, call the SEIB at 1.866.833.3375.
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BENEFIT CONDITIONS

R

To qualify as plan benefits, medical services and supplies must meet the following:

16

They must be furnished after your coverage becomes effective;

Services or supplies for any preexisting condition must be furnished after the 270-day preexisting
condition exclusion period;

Blue Cross must determine before, during, or after services and supplies are furnished that they are
medically necessary; (Note: all inpatient hospital stays and some outpatient procedures must be reviewed
by Blue Cross. See Utilization Management section for details).

PPO benefits must be furnished while you are covered by the LGHIP and the provider must be a PPO
provider when the services are furnished to you;

Separate and apart from the requirement in the previous paragraph, services and supplies must be
furnished by a provider (whether Preferred Provider or not) who is recognized by Blue Cross as an
approved provider for the type of service or supply being furnished. For example, Blue Cross reserves the
right not to pay for some or all services or supplies furnished by certain persons who are not Medical
Doctors (MD’s), even if the services or supplies are within the scope of the provider’s license. Call Blue
Cross Customer Services if you have any question whether your provider is recognized by Blue Cross as
an approved provider for the services or supplies you plan on receiving.

Services and supplies must be furnished when the LGHIP and your coverage are both in effect and fully

paid for. No benefits will be provided for services you receive after the plan or your coverage ends, even if
they are for a condition which began before the LGHIP or your coverage ends.
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7\ 'j’/“ 24-HOUR NURSE LINE
+ 1.800.896.2724

The 24-Hour Nurse Line provides you with round-the-clock telephone-based health information, clinical
assessment, triaging, health counseling and referral service staffed by registered nurses and other health
counselors. It is designed to assist members in making better and more appropriate health care decisions. The
24-Hour Nurse Line is comprised of these components:

o Registered Nurse Assistance - callers may speak directly with a registered nurse to evaluate caller's
symptoms; provides a non-diagnostic assessment to determine the time frame for medical evaluation and
help the caller choose the best course of action.

e Health Counseling - involves health care decision-making for specialized information to make a major

decision regarding a procedure, test or iliness, or to better manage a chronic condition such as cancer,
diabetes, hypertension, chronic back pain or a high risk pregnancy.
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\ / DISEASE MANAGEMENT
+ 1.800.896.2724

Disease Management is a program for members diagnosed with Diabetes, Coronary Artery Disease, or
Chronic Obstructive Pulmonary Disease (COPD). This program is available to eligible members at no cost as
a part of your benefits.

Blue Cross translates your doctor’s treatment plan into daily actions to improve your health. They educate you
in the disease process in hopes of avoiding relapses that can lead to hospital and emergency room visits.

First, Blue Cross identifies members who would benefit from the program by analyzing medical and
pharmaceutical claims. Once identified, an invitation and welcome kit is mailed.

Working with you and your doctor, a health care professional specializing in your condition develops your
personal health goals such as losing weight or lowering your blood pressure or blood sugar. You get support
to help you reach your goals.

Everything about the program is confidential. Only you, your doctor and Blue Cross know you are in the
program.
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‘_ INPATIENT HOSPITAL BENEFITS

s
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Preadmission Certification and Post Admission Review

To be eligible for inpatient hospital benefits, all inpatient hospital admissions and stays (except medical
emergency must have Post-admission Review) must be reviewed, approved, and certified by Blue Cross
Blue Shield as medically necessary before you are admitted to the hospital. SEIB contracts with Blue Cross
for health management programs.

Blue Cross Blue Shield will only certify the medical necessity of the requested benefit, not whether
you are eligible to receive the requested benefits. You are responsible for being aware of the
limitations of your benefits, such as the 270-day waiting period for preexisting medical conditions.

To obtain preadmission certification:

e You or your provider must telephone Blue Cross Blue Shield at least seven days before the proposed
elective hospital admission at 1.800.248.2342. It is your responsibility to make sure this is done.
Failure to comply may result in reduced benefits.

e Blue Cross Blue Shield will determine whether the proposed inpatient hospital admission and stay are
medically necessary and will send written notice of its determination to you, your hospital and your
provider.

o |If Blue Cross Blue Shield is notified of your pregnancy before the end of your second trimester and you
participate in the Maternity Management program, known as “Baby Yourself,” the $100 hospital
deductible and daily copay will be waived. Additional information is provided in the Utilization Review
Section, Maternity Management Program.

To be eligible for inpatient hospital benefits, all inpatient hospital admissions that you or your provider
believes to be for medical emergency care must be post-admission reviewed and approved by Blue Cross
Blue Shield.

To obtain post-admission review:

e You, your provider or a person acting for you must telephone Blue Cross Blue Shield at 1.800.248.2342
with details of the admission within 24 hours of the admission or by the next business day. It is your
responsibility to make sure this is done. After your admission, you or your provider may be asked to
supply written information regarding your condition and treatment plan. Failure to comply may result in
reduced benefits.

e Your provider and the hospital must provide Blue Cross Blue Shield with all medical records about your
admission upon request.

e Blue Cross Blue Shield will determine whether the inpatient hospital admission and stay were medically
necessary and whether the admission was for a medical emergency.

If you or your provider disagrees with Blue Cross Blue Shield’s decision, you may obtain a review of that
decision. If you are denied inpatient hospital benefits for failure to request Preadmission Certification, and if
you or your provider considers that you had a medical emergency condition that did not require
precertification, you may obtain review of whether your condition was for a medical emergency. If you are
denied inpatient hospital benefits for failure to request Post-admission Review or because Blue Cross Blue
Shield disagrees that the admission was for a medical emergency, you may obtain review of whether your
condition was for a medical emergency.
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Subject to your rights of appeal, if you do not obtain preadmission certification or post-admission
approval of an inpatient hospital admission and stay, Blue Cross will pay no benefits for your
hospital stay or for any related charges. If you obtain admission certification but not within the
specified time limits, you will be responsible for a $500 deductible for the admission instead of the
normal $100. It is your responsibility to make sure all procedures are correctly followed.

Inpatient Hospital Benefits for Maternity

The SEIB may not, under federal law, restrict benefits for any hospital length of stay in connection with
childbirth for the mother or newborn child to less than 48 hours following a normal vaginal delivery, or less
that 96 hours following a cesarean section, or require that a provider obtain authorization from the LGHIP or
insurance issuer for prescribing a length of stay not in excess of the above periods. However, if the inpatient
hospital stay is greater than 48 hours for vaginal delivery and 96 hours for Cesarean Section, post admission
review must be obtained from Blue Cross Blue Shield.

NOTE: Newborns who remain hospitalized after the mother is discharged will require certification of medical
necessity from Blue Cross Blue Shield.

Deductible

The deductible for each certified inpatient hospital admission is $100 (with a $50 per day copay for the
second through the fifth day). You are responsible for payment of the deductible and copayment to the
hospital. There is a separate deductible for each admission or readmission of each member to a hospital
except when:

e There is more than one admission to treat the same pregnancy.

e Two or more family members with family coverage are admitted for accidental injuries received in the
same accident, or

e You are transferred directly from one hospital to another.

Inpatient Hospital Benefits in a Non-Participating Hospital in Alabama

If you receive inpatient hospital services in a Non-Participating Hospital in the Alabama service area, no
benefits are payable under the plan unless the services are to treat an accidental injury.

Inpatient Hospital Benefits in a PPO or Participating Hospital (in Alabama) or a PPO
Hospital (Outside of Alabama)

. Bed and board and general nursing care in a semiprivate room; or

. Use of special hospital units such as intensive care or burn care and the hospital nurses who staff them;
and

. Use of operating, delivery, recovery, and treatment rooms and the equipment in them;
. Administration of anesthetics by hospital employees and all necessary equipment and supplies;
. Casts and splints, surgical dressings, treatment and dressing trays;

. Diagnostic tests, including laboratory exams, metabolism tests, cardiographic exams, encephalographic
exams, and x-rays;
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. Physical therapy, hydrotherapy, radiation therapy and chemotherapy;

. Oxygen and equipment to administer it;

e  All drugs and medicines used by you and administered in the hospital;

. Regular nursery care and diaper service for a newborn baby while its mother has continuous coverage;
. Blood transfusions administered by a hospital employee.

. Bariatric Surgical procedures are limited to one per lifetime, subject to prior authorization by Blue Cross
Blue Shield Benefits for these services are provided only when the services are performed by a PPO
provider. All physician and anesthesia services related to Bariatric Surgical procedures are limited to
50% of the allowable rate.

Women’s Health and Cancer Rights Act

A member who is receiving benefits in connection with a mastectomy will also receive coverage for
reconstruction of the breast on which a mastectomy was performed and reconstruction of the other breast to
produce a symmetrical appearance; prostheses; and treatment of physical complications at all stages of the
mastectomy, including lymphedema.

Treatment decisions are made by the attending physician and patient. Benefits for this treatment will be
subject to the same calendar year deductibles and coinsurance provisions that apply for other medical and
surgical benefits.

Benefit for Mammograms

Benefits for mammograms vary depending upon the reason the procedure is performed and the way in which
the provider files the claim:

e If the mammogram is performed in connection with the diagnosis or treatment of a medical condition, and
if the provider properly files the claim with this information, we will process the claim as a diagnostic
procedure according to the benefit provisions of the LGHIP dealing with diagnostic x-rays.

e If you are at high risk of developing breast cancer or you have a family history of breast cancer — within
the meaning of our medical guidelines — and if the provider properly files the claim with this information,
we will process the claim as a diagnostic procedure according to the benefit provisions of the LGHIP
dealing with diagnostic x-rays.

e In all other cases the claim will be subject to the routine mammogram benefit provisions and limits
described elsewhere in this booklet.
Organ and Tissue Transplant Benefits

Inpatient and/or outpatient benefits are available for eligible transplantation services and expenses for the
following organs and tissues:

e heart o liver e pancreas e skin e bone marrow*
e lungs e cornea o small bowel ¢ kidney e heart value

*As used for the LGHIP, the term “bone marrow transplant” includes the harvesting, the transplantation and
the chemotherapy components.
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Benefits shall be payable only if the pre-transplant services, the transplant procedure and post-discharge
services are performed in a hospital or facility with which Blue Cross has a written contract. You may call
Customer Service for the name of the facility nearest you. The approval of a hospital or facility for
transplantation services is limited to the specific types of organs and tissues stated in the approval.

For transplantation services to be considered eligible for coverage, prior benefit determination from Blue
Cross Blue Shield shall be required in advance of the procedure Blue Cross Blue Shield shall obtain the
necessary medical information and make a determination as to whether the services are in accordance with
generally accepted professional medical standards and not “investigational.” (See “Glossary.”)

Transportation includes pre-transplant, transplant and post-discharge services, and treatment of
complications after transplantation. The initial transplantation evaluation at the transplant facility does not
require a prior benefit determination through Blue Cross Blue Shield.

If the member is the recipient of a human organ or tissue transplant previously stated, donor organ
procurement costs are covered, limited to search, removal of the organ, storage, transportation of the surgical
harvesting team and the organ, and other medically necessary procurement costs.

Organ and Tissue Transplant Benefits are excluded:

o  for services or expenses for replacements of natural organs with artificial or mechanical devices, in all
hospitals and facilities for all organs without exception;

. when donor benefits are available through other group coverage;
e when government funding of any kind is provided;

. when the recipient is not covered under the LGHIP;

e  for recipient or donor lodging, food or transportation costs;

. for donor and procurement services and costs incurred outside the United States.
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o OUTPATIENT HOSPITAL BENEFITS

\»55/

The benefits below are available for charges by a hospital for the types of services and supplies listed (except
bed, board, and nursing care) when ordered by a provider and furnished in its outpatient department while
you are not an inpatient:

. Payment of the hospital's charges to treat an accidental injury within 72 hours after the injury.

. Payment of the hospital's charges for surgery in its outpatient department, after you pay a $100
copayment (precertification may be required).

. Facility charges for any other non-accident related care received in a hospital emergency room or
emergency outpatient facility after a $100 copayment.

« Payment of the hospital’s charges for sleep disorder services rendered in an approved sleep disorder
clinic. Please contact the Blue Cross Customer Service Department for a list of the approved facilities.
Patients must be referred by their attending provider.

e Payment of the hospital's charges for the normal pre-operative laboratory tests, X-rays, and other
diagnostic tests subject to the following conditions and limitations:

. tests are done within 7 days before your elective surgery;

e tests are done in a hospital that has agreed to take part in Blue Cross' preadmission testing
program;

o tests are not repeated before your surgery except when medically necessary;
. your surgery is scheduled in the hospital's records before the testing takes place;
e the provider’s