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BENEFIT BOOKLET

This benefit booklet, along with the GROUP CONTRACT, is the legal contract between the
GROUP and Blue Cross and Blue Shield of North Carolina. Please read this benefit booklet
carefully.

Blue Cross and Blue Shield of North Carolina agrees to provide benefits to the qualified
SUBSCRIBERS and eligible DEPENDENTS who are listed on the enrollment application and who
are accepted in accordance with the provisions of the GROUP CONTRACT entered into between
Blue Cross and Blue Shield of North Carolina and the SUBSCRIBER’S GROUP. A summary of
benefits, conditions, limitations, and exclusions is set forth in this Benefit Booklet for easy
reference.

Blue Cross and Blue Shield of North Carolina has directed that this Benefit Booklet be issued
and signed by the President and the Secretary.

Attest: w

President

Qe bl
Secretary

Important Cancellation Information-Please Read The Provision In This Benefit Booklet Entitled, “When
Coverage Begins And Ends.”
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GETTING STARTED WITH STUDENT BLUE

IMPORTANT INFORMATION REGARDING THIS HEALTH BENEFIT PLAN:
This health benefit plan includes coverage of a core set of benefits,
called ESSENTIAL HEALTH BENEFITS, and certain limits on deductibles,
copayments, and out-of-pocket costs. See “Glossary” for a list of the
services that are considered ESSENTIAL HEALTH BENEFITS.

Note that while no annual or lifetime dollar limits are allowed on
ESSENTIAL HEALTH BENEFITS, federal law does allow insurance companies
to include annual or lifetime dollar limits on non-essential health
benefits. This health benefit plan covers non-essential health benefits
for routine adult eye exams, and adult lenses and frames. See
“Summary of Benefits” for limits that apply.

In accordance with applicable federal law, Blue Cross and Blue Shield of
North Carolina (Blue Cross NC) will not discriminate against any health
care PROVIDER acting within the scope of their license or certification, or
against any person who has received federal subsidies, or taken any
other action to endorse his or her right under applicable federal law.
Further, Blue Cross NC shall not impose eligibility rules or variations in
premiums based on any specified health status-related factors unless
specifically permitted by law.

Getting Started

This benefit booklet provides important information about your benefits and can help you
understand how to maximize them. It's important that you read the entire booklet. If you
need help or more information, it tells you how to contact us in the “Who to Contact?”
section.

Notes on Words

As you read this benefit booklet, keep in mind that any word you see in small capital letters
(SMALL CAPITAL LETTERS) is a defined term and appears in “Glossary” at the end of this benefit
booklet. The terms “we,” “us,” and “Blue Cross NC” refer to Blue Cross and Blue Shield of
North Carolina. The term “student health center (SHC)” refers to the student or campus
health services at the school associated with this health benefit plan.

This Booklet

This booklet tells you about:
e Your COVERED SERVICES and exclusions or services that are not covered
e How your health benefit plan works
e How we share expenses for COVERED SERVICES



GETTING STARTED WITH STUDENT BLUE (cont.)

e Who is eligible to be covered under this health benefit plan and when this coverage
starts and ends

e Qur UTILIZATION MANAGEMENT programs and the right to appeal the decision

e Any Special Programs that may come with your health benefit plan.

PRIOR REVIEW and CERTIFICATION

Certain services require PRIOR REVIEW and CERTIFICATION in order for you to avoid a full denial
of benefits. General categories of services requiring PRIOR REVIEW and CERTIFICATION are
noted in “COVERED SERVICES.” To determine if a specific service requires PRIOR REVIEW and
CERTIFICATION, visit our website at www.BlueCrossNC.com for the PRIOR REVIEW list, which is
updated when new services are added or when services are removed. You can also call Blue
Cross NC Customer Service. See “PRIOR REVIEW/ Pre-Service” in “UTILIZATION MANAGEMENT"”
for information about the review process.

Exclusions and Limitations

Exclusions and limitations apply to your coverage. Service-specific exclusions are stated
along with the benefit description in “COVERED SERVICES.” Exclusions that apply to many
services are listed in “What Is Not Covered?” To understand the exclusions and limitations
that apply to each service, read “COVERED SERVICES,” “Summary of Benefits” and “What Is
Not Covered?”

No Assignment of Benefits

The benefits described in this benefit booklet are provided only for MEMBERS. These benefits,
the right to receive payment under this health benefit plan, and the right to enforce any claim
arising under this health benefit plan cannot be transferred or assigned to any other person
or entity, including any PROVIDERS. Blue Cross NC will not recognize any such assignment,
and any attempted assignment is void if performed without Blue Cross NC's prior written
consent. Blue Cross NC may pay a PROVIDER directly. For example, Blue Cross NC pays
IN-NETWORK PROVIDERS directly under applicable contracts with those PROVIDERS. However,
any PROVIDER's right to be paid directly is through such contract with Blue Cross NC, and not
through this health benefit plan. Under this health benefit plan, Blue Cross NC has the sole
right to determine if payment for services is made to the PROVIDER, to the SUBSCRIBER, or
allocated among both. Blue Cross NC’s decision to pay a PROVIDER directly in no way reflects
or creates any rights of the PROVIDER under this health benefit plan, including but not limited
to benefits, payments, or procedures. For more information see “Additional Terms of Your
Coverage.”

More Information upon Request

You may receive, upon request, information about Student Blue, its services and DOCTORS,
including printed copies of this benefit booklet with a benefit summary, and a directory of
IN-NETWORK PROVIDERS.



GETTING STARTED WITH STUDENT BLUE (cont.)

Medical and Reimbursement Policies

Certain services are covered pursuant to Blue Cross NC medical and reimbursement policies,
which are updated throughout the plan year. These policies describe the procedure and
criteria to determine whether a procedure, treatment, facility, equipment, drug or device is
MEDICALLY NECESSARY and eligible for coverage, INVESTIGATIONAL or EXPERIMENTAL, COSMETIC,
or a convenience item. The most up-to-date medical and reimbursement policies are
available at www.bluecrossnc.com/providers/medical-policies-and-coverage/search-medical-policy, or
call the number listed in “Who to Contact?”

Reduced or Waived Payments

e From time to time, MEMBERS may receive a reduced or waived copayment, deductible
and/or coinsurance on designated services, therapies, or PRESCRIPTION DRUGS in
connection with programs designed to reduce medical costs, or to encourage
MEMBERS to seek appropriate, high quality, efficient care based on Blue Cross NC
criteria.

e Depending on your plan, the manufacturer may, from time to time, provide a rebate,
or discount for certain PRESCRIPTION DRUGS, or DURABLE MEDICAL EQUIPMENT. These
rebates may be automatically applied to the ALLOWED AMOUNT of the PRESCRIPTION
DRUG, or DURABLE MEDICAL EQUIPMENT, reducing the cost-sharing amounts you may
owe. Which PRESCRIPTION DRUGS, or DURABLE MEDICAL EQUIPMENT receive rebates and
how long the rebates are in place may change without notice.

Common Insurance Terms

To help you become familiar with some common insurance terms concerning what you may
owe after visiting your PROVIDER, see the chart below and the “Glossary:”

Copayment The fixed dollar amount you must pay for some COVERED
SERVICES at the time you receive them, if this health benefit
plan includes copayments. One copayment covers most
services at a PROVIDER’S office. Copayments may also apply to
URGENT CARE and emergency room services. Copayments are
not credited to the BENEFIT PERIOD deductible; however, they
are credited to the TOTAL OUT-OF-POCKET LIMIT.

Deductible The dollar amount you must incur for COVERED SERVICES in a
BENEFIT PERIOD before benefits are payable under this health
benefit plan. The deductible does not include medical services
received at SHC, inpatient newborn care for well-baby,
coinsurance, charges in excess of the ALLOWED AMOUNT,
amounts exceeding any maximum, or charges for
non-COVERED SERVICES.




GETTING STARTED WITH STUDENT BLUE (cont.)

Coinsurance

The sharing of charges by Blue Cross NC and you for COVERED
SERVICES, after you have met your BENEFIT PERIOD deductible.
This is stated as a percentage of the ALLOWED AMOUNT. The
coinsurance listed is your share of the cost of a COVERED
SERVICE.

TOTAL OUT-OF-POCKET
LimMIT

The TOTAL OUT-OF-POCKET LIMIT is the dollar amount you pay
for COVERED SERVICES in a BENEFIT PERIOD before Blue Cross NC
pays 100% of COVERED SERVICES. The TOTAL OUT-OF-POCKET
LIMIT does not include charges over the ALLOWED AMOUNTS,
premiums, and charges for noncovered services.

Here is an example of what your costs could be for IN-NETWORK or OUT-OF-NETWORK services.
The scenario is a total outpatient HOSPITAL bill of $5,000.

Over ALLOWED
AMOUNT

(IN-NETWORK charges limited
to ALLOWED AMOUNT)

IN-NETWORK 0UT-0F-NETWORK
a) Total Bill $5,000 $5,000
b) ALLOWED AMOUNT $4,250 $4,250
c) Deductible Amount $250 $500
d) ALLOWED $4,000 $3,750
AMOUNT Minus
Deductible (B-C)
e) Your Coinsurance (10%) $400 (30%) $1,125
Amount (x% times D)
f)  Amount You Owe $0 $750

(difference between Total
Bill and ALLOWED AMOUNT)

g) Total Amount You
Owe (C+E+F)

$650

$2,375

Deductible and coinsurance amounts are for example only. See the “Summary of Benefits”

for your benefits.

SPECIAL NOTICE IF YOU CHOOSE AN OUT-OF-NETWORK PROVIDER
Your actual expenses for COVERED SERVICES may exceed the stated
coinsurance percentage or copayment amount because actual PROVIDER
charges may not be used to determine the health benefit plan’s and




GETTING STARTED WITH STUDENT BLUE (cont.)

MEMBER’S payment obligations. For OUT-OF-NETWORK benefits, you may
be required to pay for charges over the ALLOWED AMOUNT, in addition to
any copayment or coinsurance amount.

For Help in Reading this Benefit Booklet

Blue Cross NC provides consumer assistance tools and services for individuals living with
disabilities (including accessible websites and the provision of auxiliary aids and services at
no cost to the individual) in accordance with the Americans with Disabilities Act and section
504 of the Rehabilitation Act. Blue Cross NC also provides language services at no cost to the
individual, including oral interpretation and written translations. To access these services
and more, call Blue Cross NC Customer Service at the number listed in "Who to Contact?".



WHO TO CONTACT?

Toll-Free Phone Numbers, Webhsite and Addresses

Blue Cross NC Customer Service:
1-888-234-2417

For questions about your benefits, claims, premium
payment, new IDENTIFICATION CARD (ID CARD) requests,
or to voice a complaint.

www.studentbluenc.com/#/duke

Use this secure MEMBER website to look at your plan,
check benefits, eligibility, and claims status, download
forms, manage your account, ask for

new IDENTIFICATION CARDS, get helpful wellness
information and more.

PRIOR REVIEW and CERTIFICATION:
MEMBERS call:

1-888-234-2417
PROVIDERS call:
1-800-672-7897

Some services need PRIOR

REVIEW and CERTIFICATION from Blue Cross NC. Up to
date information about which services may need PRIOR
REVIEW can be found online at www.studentbluenc.com.

PRESCRIPTION DRUG Information:
1-888-234-2417 and
www.studentbluenc.com

Call Blue Cross NC Customer Service or

visit www.studentbluenc.com to access a list

of IN-NETWORK pharmacies (including the Specialty
Network); a list of PRESCRIPTION DRUGS that are subject
to PRIOR REVIEW, quantity or benefit limitations; or a
copy of the FORMULARY. You may also

visit www.BlueCrossNC.com/umdrug for more information.

Behavioral Health:
1-800-359-2422

Counseling and Psychological
Services:

919-660-1000

For questions about your mental health and substance
use disorder benefits and claims.

For mental health or substance use disorder services
received in an office setting, you also have access to
additional PROVIDERS. Call Counseling and
Psychological Services for a list of these PROVIDERS.

Out of North Carolina Care:
1-800-810-BLUE (2583)

For help in obtaining care outside of North Carolina or
the U.S., call this number or visit www.bhchs.com.

Teladoc Telehealth:
1-855-549-2214 and
https://www.teladoc.com

For 24/7 access to a DOCTOR regarding non-EMERGENCY
medical issues, call or visit the website to ask for a
consultation. DOCTORS will be able to diagnose and
suggest a treatment that’s appropriate.




WHO TO CONTACT? (cont.)

Care Management Nurse Support:
1-888-229-8510

Care management (case management as well as
disease management) encourages MEMBERS with
complicated or chronic medical needs, their PROVIDERS,
and Blue Cross NC to work together to meet the
individual’'s health needs and promote quality
outcomes.

Talk to a Nurse Advocate about available resources to
help you manage your health and well-being. Please
talk to your GROUP ADMINISTRATOR to see if this
program is available to you.

My Pregnancy:

www.BCBSNC.com/mypregnancy

For information about programs and support for
managing your pregnancy. Please talk to your GROUP
ADMINISTRATOR to see if this program is available to
you.

Medical Claims Filing:
Blue Cross NC

Claims Department

PO Box 35

Durham, NC 27702-0035

Mail completed medical and pediatric dental or vision
claims, including international claim forms, to this
address.

PRESCRIPTION DRUG Claims Filing:
Prime Therapeutics

Mail Route: Commercial
Blue Cross NC

PO Box 25136

Lehigh Valley, PA 18002-5136

Mail completed PRESCRIPTION DRUG claims to this
address.

Please note: By sharing your phone number, you agree to calls or text messages from Blue
Cross NC or its partners. Calls could include prerecorded, or robot voiced calls.

Value-Added Programs

Please note: These programs are not covered benefits and are outside of this health benefit
plan. Blue Cross NC does not accept claims or reimburse for these goods or services, and
MEMBERS are responsible for paying all bills. Blue Cross NC may change or discontinue

these programs at any time.

Blue365™

Keep your body — and budget — healthy




WHO TO CONTACT? (cont.)

Staying healthy and active should be easy — and affordable. That's why Blue Cross NC offers
Blue365™. It's a simple way to save on everything you need for a well-balanced lifestyle.

Get deals, discounts & more:

e Fitness: Gym memberships & fitness gear

e Personal Care: Vision & hearing care

e Healthy Eating: Weight loss & nutrition programs
e Lifestyle: Travel & family activities

e Wellness: Mind/body wellness tools & resources
¢ Financial Health: Financial tools & programs

Join and save
Visit www.BlueCrossNC.com/blue365

Or call 1-855-511-BLUE (2583)



SUMMARY OF BENEFITS

This section provides a summary of your Student Blue benefits. A more complete
description of your benefits is found in “COVERED SERVICES.” General exclusions may also
apply—please see “What Is Not Covered?” As you review the “Summary of Benefits” chart,
keep in mind:

e Multiple OFFICE VISITS or emergency room visits on the same day may result in
multiple copayments

e (Coinsurance percentages shown in this section are the part of the ALLOWED AMOUNT
that you pay for COVERED SERVICES

e Amounts applied to any deductible and coinsurance are based on the ALLOWED
AMOUNT

e Amounts applied to any deductible also count toward any visit or day maximums for
those services

e Benefits may differ depending on where the service is performed and if the service is
received with any other service or associated with a surgical procedure

Please Note: The list of IN-NETWORK PROVIDERS may change from time to time, so please verify
that the PROVIDER is still in the Blue Options network before receiving care. Find a PROVIDER
on the website at studentbluenc.com or call the number listed on your ID CARD or in “Who to
Contact?”



SUMMARY OF BENEFITS (cont.)

BENEFIT PERIOD—08/01/2024 through 07/31/2025

Benefit payments are based on where services are received and how services are billed.

Benefits IN-NETWORK OUT-OF-NETWORK

Deductibles, TOTAL OUT-OF-POCKET LIMITS, and Benefit Maximums

The following deductible, limits and maximums apply to the services listed below in the
“Summary of Benefits” unless otherwise noted.

Deductible

Individual, per BENEFIT

PERIOD 30 $250
Family, per BENEFIT PERIOD $0 $750

Charges for the following do not apply to the BENEFIT PERIOD deductible:

e Medical services received at SHC
¢ |npatient newborn care for well-baby
e PRESCRIPTION DRUGS

This health benefit plan has an embedded deductible which means you have an individual
deductible and if DEPENDENTS are covered, you also have a combined family deductible.
You must meet your individual deductible before benefits are payable under this health
benefit plan. However, once the family deductible is met, it is met for all covered family
members.

IN-NETWORK services are credited to your IN-NETWORK deductible and OUT-OF-NETWORK
services are credited to your OUT-OF-NETWORK deductible.

TOTAL OUT-OF-POCKET LIMIT

Individual, per BENEFIT

PERIOD $2,000 $3,000

Family, per BENEFIT PERIOD $4,500 $9,000

Charges over ALLOWED AMOUNTS, premiums, and charges for non-covered services do not
apply to the TOTAL OUT-OF-POCKET LIMIT.

This health benefit plan has an embedded individual TOTAL OUT-OF-POCKET LIMIT, which
means you have an individual TOTAL OUT-OF-POCKET LIMIT and if DEPENDENTS are covered,
you also have a combined family TOTAL OUT-OF-POCKET LIMIT. Once a MEMBER meets their
individual TOTAL OUT-OF-POCKET LIMIT the health benefit plan will pay 100% of the ALLOWED

Std Copay, 4/24
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SUMMARY OF BENEFITS (cont.)

Benefits IN-NETWORK OUT-OF-NETWORK

AMOUNT for COVERED SERVICES for that individual. Once the family TOTAL OUT-OF-POCKET
LIMIT is met, it is met for all MEMBERS.

Charges for IN-NETWORK services apply to your IN-NETWORK TOTAL OUT-OF-POCKET LIMIT and
charges for OUT-OF-NETWORK services apply to your OUT-OF-NETWORK TOTAL OUT-OF-POCKET
LIMIT.

LIFETIME MAXIMUMS Per MEMBER Unlimited

Unlimited for all services unless otherwise noted below. Maximums are per MEMBER per
lifetime and combined IN- and OUT-OF-NETWORK, unless noted otherwise. If you exceed
any LIFETIME MAXIMUM, additional services of that type are not covered. In this case, you
may be responsible for the entire amount of the PROVIDER's billed charge.

INFERTILITY PRESCRIPTION DRUGS Quantity limits apply, see www.BlueCrossNC.com/umdrug

PRESCRIPTION DRUGS indicated to treat INFERTILITY will be
included in this benefit limit as they are approved by the
U.S. Food and Drug Administration (FDA).

INFERTILITY Services Three ovulation induction cycles, with or without
insemination, per MEMBER for INFERTILITY services, provided
in all places of service.

Medical Evacuation and Unlimited
Repatriation of Mortal Remains

Orthotic Devices for POSITIONAL One device (includes dynamic orthotic cranioplasty (DOC)
PLAGIOCEPHALY bands and soft helmets)

Vein Treatment Endovenous or microfoam-sclerotherapy procedures—one
procedure per limb

Liquid sclerotherapy tributary vein treatment—three
procedures per limb

BENEFIT PERIOD MAXIMUMS Per MEMBER

Maximums are per BENEFIT PERIOD and combined IN- and OUT-OF-NETWORK, unless noted
otherwise. Any services in excess of these benefit maximums are not COVERED SERVICES.
All day and visit limits are for IN- and OUT-OF-NETWORK benefits combined.

Adult Lenses And Frames $100

This benefit is a non-essential health benefit and is
available for MEMBERS age 19 and older. For MEMBERS up to

11




SUMMARY OF BENEFITS (cont.)

Benefits

IN-NETWORK OUT-OF-NETWORK

age 19, see “Pediatric Vision” for your lenses and frames
benefit. Blue Cross NC will reimburse you up to the BENEFIT
PERIOD MAXIMUM for prescribed eyeglasses and hard, soft
or disposable contact lenses. Any services in excess of this
BENEFIT PERIOD MAXIMUM are not COVERED SERVICES

Breast Pump and Supplies

Limit of one (1) manual or electric pump. Limit of two (2)
each for supplies including but not limited to, tubing,
shields and bottles. See www.bluecrossnc.com/preventive for
more information.

Dialysis Treatment

Three hemodialysis treatments per week, more

hemodialysis treatments are available if MEDICALLY
NECESSARY

Evaluation and Treatment of
Obesity

4 visits, applies to office and outpatient setting. These visits
are separate from any nutritional counseling visits.

Hearing Aids

One hearing aid per hearing-impaired ear every 36 months.

Nutritional Counseling

30 visits
Visit limits do not apply to MENTAL ILLNESS diagnoses.

Pediatric Vision Services

One routine comprehensive eye examination.

Either one pair of eyeglass lenses and frames or one pair of
contact lenses in place of eyeglasses and certain low vision
aids such as magnifiers.

One comprehensive low vision examination every five
years and four follow-up visits in any five-year period.

REHABILITATIVE THERAPIES

HABILITATIVE SERVICES

(REHABILITATIVE THERAPIES
and HABILITATIVE SERVICES
have separate limits. Benefit
applies to home, office, and
outpatient setting)

50 visits for physical/occupational therapy/ chiropractic
services and 30 visits for speech therapy.

50 visits for physical/occupational therapy/ chiropractic
services and 30 visits for speech therapy.

Visit limits do not apply to MENTAL ILLNESS diagnoses.

12




SUMMARY OF BENEFITS (cont.)

Benefits IN-NETWORK OUT-OF-NETWORK

SKILLED NURSING FACILITY Unlimited

Provider's Office

For IN-NETWORK medical services provided in the office, you pay only a copayment. For all
other services provided in the office, see “Other Office Services” below.

See “QOutpatient Services” for OUTPATIENT CLINIC or HOSPITAL-based services.
OFFICE VISITS

Student Health Center (SHC) No Charge Benefits not available

Other PRIMARY CARE $25 copayment 30% after deductible
PROVIDER (PCP)

Other SPECIALIST $35 copayment 30% after deductible

Copayment only applies to charge for the office visit. Also included are infusion services
received at an AMBULATORY INFUSION SUITE. If you see your PCP for mental health or
substance use disorder related services, these services are included as well.

Other Office Services 20% 30% after deductible
Includes office surgery, x-rays and lab tests.
Teladoc Telehealth $10 copayment Not Applicable

Telehealth services are also available from a local IN-NETWORK or OUT-OF-NETWORK
PROVIDER; see “Office Services” in “COVERED SERVICES.”

PREVENTIVE CARE Services

This benefit is only for services that your PROVIDER indicates a primary diagnosis of
preventive or wellness on the claim that is submitted to Blue Cross NC. Also see
“PREVENTIVE CARE"” in “COVERED SERVICES.” For PREVENTIVE CARE services that are not
mandated by federal or state law, benefits will depend on where the services are received.

Federally-mandated PREVENTIVE No Charge 30% after deductible
CARE

For the most up-to-date list of PREVENTIVE CARE services that are covered under federal
law, including PRESCRIPTION contraceptives and certain preventive over-the-counter
medications, general preventive services and screenings, immunizations,
well-baby/well-child care, and women’s PREVENTIVE CARE, see the website

13



SUMMARY OF BENEFITS (cont.)

‘ Benefits IN-NETWORK OUT-OF-NETWORK

at www.bluecrossnc.com/preventive or call the number in “Who to Contact?” Routine eye
exams are only covered IN-NETWORK as non-mandated PREVENTIVE CARE.

Nutritional counseling visits are covered regardless of diagnosis.
State-mandated PREVENTIVE CARE No Charge 30% after deductible

The following services are state-mandated and required to be offered both IN-

and OUT-OF-NETWORK: gynecological exams, cervical cancer screening, ovarian cancer
screening, screening mammograms, colorectal screening, bone mass measurement,
prostate-specific antigen tests, and newborn hearing screening.

REHABILITATIVE THERAPY and HABILITATIVE Services
PRIMARY CARE PROVIDER $25 copayment 30% after deductible
SPECIALIST 20% 30% after deductible

Combined IN- and OUT-OF-NETWORK BENEFIT PERIOD MAXIMUMS apply to home, office and
outpatient settings.

OTHER THERAPIES 20% 30% after deductible

Includes chemotherapy, dialysis and cardiac rehabilitation provided in the office. See
“Qutpatient Services” for OTHER THERAPIES provided in an outpatient setting.

Pediatric DENTAL SERVICES

Preventive and Diagnostic No Charge 30% after deductible
Services

Basic and Major Services 20% after deductible 30% after deductible
Orthodontic Services 20% after deductible 30% after deductible

(if CLINICALLY NECESSARY)

The benefits listed above are only available for MEMBERS up to the end of the month they
become age 19. See “Pediatric DENTAL SERVICES” in “COVERED SERVICES” for a description
of the available benefits.

Pediatric Vision Services

Lenses and/or Contact 50% after deductible
Lenses
Frames 50% after deductible
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SUMMARY OF BENEFITS (cont.)

‘ Benefits IN-NETWORK OUT-OF-NETWORK

The benefits listed above are only available for MEMBERS up to the end of the month they
become age 19. See “Pediatric Vision Services” in “COVERED SERVICES” for a description
of these benefits. See “PREVENTIVE CARE” for routine eye examination, which is also
covered.

INFERTILITY Services
PRIMARY CARE PROVIDER $25 copayment 30% after deductible
SPECIALIST $35 copayment 30% after deductible
Copayment only applies to charge for the office visit.
Other Office Services 20% 30% after deductible

Obesity Treatment/Weight Management

PRIMARY CARE PROVIDER $25 copayment 30% after deductible
SPECIALIST $35 copayment 30% after deductible

Other Office Services 20% 30% after deductible

Outpatient Services 20% 30% after deductible
Inpatient Physician Services 20% 30% after deductible
Inpatient HOSPITAL and 20% 30% after deductible

HosPITAL-based Services
Copayment only applies to charge for the office visit.

URGENT CARE Centers

PRIMARY CARE PROVIDER OR $45 copayment $90 copayment
SPECIALIST visit

OTHER SERVICES 20% 30% after deductible

EMERGENCY and Ambulance Services
Ambulance 20% 20%

EMERGENCY SERVICES $150 copayment, then 20% $150 copayment, then 20%

See “COVERED SERVICES” for more information regarding coverage of EMERGENCY and air
ambulance services. If you are sent to the emergency room from an URGENT CARE center,

15



SUMMARY OF BENEFITS (cont.)

Benefits IN-NETWORK OUT-OF-NETWORK

you may be responsible for both the emergency room copayment and the URGENT
CARE copayment.

Outpatient Services

Outpatient Services 20% 30% after deductible

HoSPITAL-based or OUTPATIENT
CLINIC Services

PRIMARY CARE PROVIDER $25 copayment 30% after deductible
SPECIALIST $35 copayment 30% after deductible

Includes REHABILITATIVE THERAPY and HABILITATIVE SERVICES, and OTHER THERAPIES including
dialysis, obesity treatment/weight management.

Other Services 20% 30% after deductible
Outpatient Diagnostic Services

Outpatient lab tests, when 20% 30% after deductible
performed alone or with another

service (physician and

HosPITAL-based services)

Outpatient diagnostic No Charge 30% after deductible
mammography (physician and
HoSPITAL-based services)

See "PREVENTIVE CARE" for coverage of screening mammograms.

Inpatient Services

Physician Services 20% 30% after deductible
HosPITAL and HOSPITAL-based 20% 30% after deductible
Services

Includes maternity delivery, prenatal, and post-delivery care. If you are in a HOSPITAL as
an inpatient at the time you begin a new BENEFIT PERIOD, you may have to meet a new
deductible for COVERED SERVICES from DOCTORS or OTHER PROFESSIONAL PROVIDERS. If you
receive care at a Blue Distinction Center (BDC), your out-of-pocket expenses may be less.
Please visit www.BlueCrossNC.com/bdc for more information, including the most
up-to-date list of specialties, and to find a BDC near you.

16



SUMMARY OF BENEFITS (cont.)

Benefits IN-NETWORK OUT-OF-NETWORK

Additional COVERED SERVICES
20% 30% after deductible

Includes DURABLE MEDICAL EQUIPMENT, HOSPICE services, MEDICAL SUPPLIES, orthotic
devices, private duty nursing, PROSTHETIC APPLIANCES, AMBULATORY SURGICAL CENTER,
SKILLED NURSING FACILITY, outpatient x-rays, ultrasounds, diagnostic tests (EEGs, EKGs and
pulmonary function tests) and scans (CT scans, MRIs, MRAs, and PET scans), and home
health care.

Mental Health And Substance Use Disorder Services

Mental Health/Substance Use $10 copayment 30% after deductible
Disorder Office Services

Mental Health/Substance Use
Disorder Inpatient and
RESIDENTIAL TREATMENT FACILITY

Services
Physician Services 20% 30% after deductible
HOSPITAL and HOSPITAL-based 20% 30% after deductible
Services
Mental Health/Substance Use 20% 30% after deductible

Disorder OQutpatient Services

CERTIFICATION Requirements

Certain services require PRIOR REVIEW and CERTIFICATION in order to receive

benefits. IN-NETWORK PROVIDERS in North Carolina will request PRIOR REVIEW when
necessary. IN-NETWORK inpatient FACILITIES outside of North Carolina will also

request PRIOR REVIEW for you, except for Veterans Affairs (VA), SKILLED NURSING FACILITIES,
and military providers. Otherwise, if you go to an OUT-OF-NETWORK PROVIDER in North
Carolina or to any other PROVIDER outside of North Carolina, you are responsible for
ensuring that you or your PROVIDER requests PRIOR REVIEW by Blue Cross NC. Failure to
request PRIOR REVIEW and receive CERTIFICATION will result in full denial of benefits. See “COVERED
SERVICES” and “PRIOR REVIEW (Pre-Service)” in “UTILIZATION MANAGEMENT” for additional
information.

Blue Cross NC delegates PRIOR REVIEW and CERTIFICATION for particular benefits to other
companies not associated with Blue Cross NC. Please see
https://www.BlueCrossNC.com/content/services/medical-policy/index.htm for a detailed list of these
companies and benefits. While some benefits have been identified under “COVERED
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SUMMARY OF BENEFITS (cont.)

‘ Benefits IN-NETWORK OUT-OF-NETWORK

SERVICES,” the list of benefits and/or companies may change from time to time; for the
most up-to-date information visit
https://www.BlueCrossNC.com/content/services/medical-policy/index.htm.

To request PRIOR REVIEW, please see the numbers in “Who to Contact?”
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SUMMARY OF BENEFITS (cont.)

‘ PRESCRIPTION DRUGS

Please note: You may pay a different amount in certain situations when choosing
between GENERIC and BRAND-NAME PRESCRIPTION DRUGS. If you decide you want

the BRAND-NAME drug on the higher tier instead of the GENERIC equivalent on the lower
tier, you will pay the BRAND copayment or coinsurance plus the cost difference between
the BRAND-NAME ALLOWED AMOUNT and the GENERIC ALLOWED AMOUNT. For PRESCRIPTION
DRUGS received from an OUT-OF-NETWORK pharmacy, you will also pay any charges over
the ALLOWED AMOUNT. See Essential Q FORMULARY at http://www.bchsnc.com/essentialQ.

You may not be required to pay the difference between the BRAND-NAME ALLOWED
AMOUNT and the GENERIC ALLOWED AMOUNT for certain BRAND-NAME PRESCRIPTION DRUGS, if
these criteria are met: 1) the BRAND-NAME PRESCRIPTION DRUG is on the Narrow Therapeutic
Index (NTI). See nchop.org/fags/Pharmacist/faq_NTIDrugs.htm for a current list of these drugs; or
2) your PROVIDER required the use of a BRAND-NAME PRESCRIPTION DRUG to treat your
condition. Applicable copayment or coinsurance amounts may still apply.

TIER 1 DRUGS $4 copayment $4 copayment
TIER 2 DRUGS $15 copayment $15 copayment
TIER 3 DRUGS $35 copayment $35 copayment
TIER 4 DRUGS $60 copayment $60 copayment
TIER 5 DRUGS 25% 25%

Diabetic Supplies, Spacers and $10 copayment $10 copayment

Peak Flow Meters

Please note: your benefit plan uses the QHP Essential FORMULARY and has a 5 TIER
pharmacy benefit. One copayment for up to a 30-day supply. 31-60-day supply is two
copayments, and 61-90-day supply is three copayments. For each 30-day supply of a TIER 5
DRUG you will pay a minimum of $100 in coinsurance, but not more than coinsurance up to
$200. Any OUT-OF-NETWORK charges over the ALLOWED AMOUNT are not included in this
maximum. Limits apply to INFERTILITY drugs, see “PRESCRIPTION DRUG Benefits” in
“COVERED SERVICES” for a detailed description. Any services in excess of this LIFETIME
MAXIMUM are not COVERED SERVICES. Visit Blue Cross NC’'s website at www.BlueCrossNC.com
to find out the tier classifications of your PRESCRIPTION DRUGS. Also see Essential Q
FORMULARY at http://www.hchsnc.com/essentialQ.

Please note: During a government issued public health emergency, the MEMBER expense
may change for certain PRESCRIPTION DRUGS, reducing the out-of-pocket cost to the
MEMBER. Find more information at
www.bluecrossnc.com/understanding-insurance/how-drug-benefits-work/copayment-tier-definitions.
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SUMMARY OF BENEFITS (cont.)

Preventive over-the-counter No Charge No Charge**
medications

and PRESCRIPTION contraceptive

drugs and devices as listed at

www.BlueCrossNC.com/preventive*

*Please visit the website at www.BlueCrossNC.com/preventive or call the number in “Who to
Contact?” for guidelines on which preventive over-the-counter medications are covered
and individuals who may qualify, as well as more information and any limitations that
apply for contraceptives. PRESCRIPTION contraceptive drugs and devices that are not
covered at the PREVENTIVE CARE benefit level will be covered according to your regular
PRESCRIPTION DRUG benefits. Also see “PREVENTIVE CARE” in “COVERED SERVICES.”

**No Charge indicates no obligation for MEMBERS to pay any portion of the ALLOWED
AMOUNT. For OUT-OF-NETWORK benefits, you may be required to pay any difference
between the ALLOWED AMOUNT and the billed charge.
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HOW STUDENT BLUE WORKS

This section provides information about choosing services at the most cost-effective benefit
level. It tells you about:

Table of Contents: Key Words:
e Most Cost-Effective Benefit Level ® PRIMARY CARE PROVIDER/SPECIALIST
e Student Health Center (SHC) e ALLOWED AMOUNT vs. Billed Amount
e QUT-OF-NETWORK Benefit Exceptions e Referrals
e Bundled Care and Payments e After-hours Care
Program e (Care Outside of North Carolina
e Carry your ID CARD e PRIOR REVIEW
¢ Role of a PRIMARY CARE PROVIDER e Filing Claims
(PCP) or SPECIALIST
¢  Premium Payments

Most Cost-Effective Benefit Level

As a MEMBER of the Student Blue plan, you will enjoy quality health care from a network of
health care PROVIDERS and easy access to SPECIALISTS. You also have the freedom to choose
health care PROVIDERS who do not participate in the Blue Options network — the main
difference will be the cost to you. Benefits are available for services received from an IN- or
OUT-OF-NETWORK PROVIDER that is recognized by Blue Cross NC as eligible. For a list of
eligible PROVIDERS, please visit our website at www.studentbluenc.com or call Blue Cross NC
Customer Service at the number listed in “Who to Contact?”

Student Health Center (SHC)

The student health center (SHC) at your school provides access to medical care for all
students who have paid the student health fee. In order to make the most of your benefits,
visit SHC first. If the services you receive at SHC are not covered by the student health fee,
you may need to complete a claim form and file with Blue Cross NC. You may also be
responsible for requesting PRIOR REVIEW and receiving CERTIFICATION from Blue Cross NC
when necessary. See “How to File a Claim” and “Prior Review/Pre-Service.” If you require
services of a DOCTOR outside SHC, they can guide you to the appropriate PROVIDER.

In-Network Out-of-Network

Type of PROVIDER IN-NETWORK PROVIDERS are OUT-OF-NETWORK PROVIDERS

health care professionals and are not designated as a PPO

facilities that have contracted PROVIDER by Blue Cross NC.

with Blue Cross NC, or a Also see “OUT-OF-NETWORK

PROVIDER participating in the Benefit Exceptions.”

BlueCard®program. ANCILLARY

PROVIDERS outside North
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HOW STUDENT BLUE WORKS (cont.)

In-Network

Out-of-Network

Carolina are considered
IN-NETWORK only if they
contract directly with the Blue
Cross or Blue Shield plan in the
state where services are
received, even if they
participate in the BlueCard®
program. See the “Glossary”
for a description of ANCILLARY
PROVIDERS and the criteria for
determining where services are
received.

IN-NETWORK PROVIDERS agree to
limit charges for COVERED
SERVICES to the ALLOWED
AMOUNT.

The list of IN-NETWORK
PROVIDERS may change from
time to time. IN-NETWORK
PROVIDERS are listed at
www.studentbluenc.com, or call
the number listed in “Who to
Contact?”

ALLOWED AMOUNT vs.
Billed Amount

If the billed amount

for COVERED SERVICES is greater
than the ALLOWED AMOUNT, you
are not responsible for the
difference. You only pay any
applicable copayment,
deductible, coinsurance, and
non-covered expenses. (See
"Filing Claims" below for
additional information.)

You may be responsible for
paying any charges over

the ALLOWED AMOUNT in
addition to any applicable
deductible, coinsurance, and
non-covered expenses.

For EMERGENCY SERVICES, see
“OUT-OF-NETWORK Benefit
Exceptions” and
“EMERGENCY and Ambulance
Services” for additional
information.

Referrals

Blue Cross NC does not require you to obtain any referrals.
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HOW STUDENT BLUE WORKS (cont.)

After-hours Care

If you need non-EMERGENCY services after your PROVIDER’S office
has closed, please call your PROVIDER'S office for their recorded

instructions.

Care Outside of North
Carolina

Your ID CARD gives you access
to participating PROVIDERS
outside the state of North
Carolina through the BlueCard®
Program, and benefits are
provided at the IN-NETWORK
benefit level.

If you are in an area that has
participating PROVIDERS and
you choose a PROVIDER outside
the network, you will receive
the lower OUT-OF-NETWORK
benefit. Also see
“OUT-OF-NETWORK Benefit
Exceptions.”

PRIOR REVIEW

IN-NETWORK PROVIDERS in North
Carolina are responsible for
requesting PRIOR REVIEW when
necessary.

IN-NETWORK PROVIDERS outside
of North Carolina, except for
Veterans’ Affairs (VA), SKILLED
NURSING FACILITIES, and
military PROVIDERS, are
responsible for requesting
PRIOR REVIEW for inpatient
FACILITY SERVICES. For all other
COVERED SERVICES received
outside of North Carolina, you
are responsible for ensuring
that you or your PROVIDER
requests PRIOR REVIEW by Blue
Cross NC or its designee even
if you see an IN-NETWORK
PROVIDER.

See “Who to Contact?” for
information on who to call for
PRIOR REVIEW and to obtain
CERTIFICATION for mental health
and substance use disorder
services and all other medical
services.

PRIOR REVIEW is not required for
EMERGENCY SERVICES or for an

OUT-OF-NETWORK PROVIDERS are
not obligated by contract to
request PRIOR REVIEW by Blue
Cross NC.

You are responsible for ensuring that
you or your OUT-OF-NETWORK
PROVIDER in or outside of North
Carolina, requests PRIOR REVIEW by
Blue Cross NC or its designee when
necessary.

See “Who to Contact?” for
information on who to call for
PRIOR REVIEW and to obtain
CERTIFICATION for mental health
and substance use disorder
services and all other medical
services.

Failure to request PRIOR REVIEW
and obtain CERTIFICATION will
result in a full denial of
benefits. However, PRIOR
REVIEW is not required for
EMERGENCY SERVICES or for an
inpatient HOSPITAL stay for 48
hours after a vaginal delivery
or 96 hours after a Cesarean
section.
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inpatient HOSPITAL stay for 48
hours after a vaginal delivery
or 96 hours after a Cesarean
section.

Filing Claims

IN-NETWORK PROVIDERS in North
Carolina are responsible for
filing claims directly with Blue
Cross NC. However, you will
have to file a claim if you do
not show your ID CARD when
you obtain a PRESCRIPTION from
an IN-NETWORK pharmacy, or
the IN-NETWORK pharmacy’s
records do not show as eligible
for coverage.

In order to recover the full cost
of the PRESCRIPTION minus any
applicable copayment or
coinsurance you owe, you will
need to return to the
IN-NETWORK pharmacy within
14 days of receiving your
PRESCRIPTION so that it can be
reprocessed with your correct
eligibility information and the
pharmacy will make a refund to
you, if necessary. If you are
unable to return to the
pharmacy within 14 days, mail
claims in time to be received
within 18 months of the date of
the service in order to receive
IN-NETWORK benefits. Claims
not received within 18 months
from the service date will not
be covered, except in the
absence of legal capacity of the
MEMBER.

You may have to pay the
OUT-OF-NETWORK PROVIDER in
full and submit your own claim
to Blue Cross NC. Mail claims
in time to be received within 18
months of the date the service
was provided. Claims not
received within 18 months
from the service date will not
be covered, except in the
absence of legal capacity of the
MEMBER. For EMERGENCY
SERVICES, see
“OUT-OF-NETWORK Benefit
Exceptions” and “EMERGENCY
and Ambulance Services.”

24




HOW STUDENT BLUE WORKS (cont.)

OuT-OF-NETWORK Benefit Exceptions

You will only be responsible for your IN-NETWORK share of the cost and PROVIDERS may
not bill you more than your IN-NETWORK share of the cost in the following situations:

e When EMERGENCY SERVICES are provided by an OUT-OF-NETWORK PROVIDER or an
OUT-OF-NETWORK EMERGENCY facility*

e When you receive EMERGENCY MEDICALLY NECESSARY ground or air transport
ambulance services from an OUT-OF-NETWORK PROVIDER*

e When you receive MEDICALLY NECESSARY air transport ambulance services from an
OUT-OF-NETWORK PROVIDER*

e  When non-EMERGENCY SERVICES are provided by an OUT-OF-NETWORK PROVIDER at an
IN-NETWORK health care facility*

e  When non-EMERGENCY SERVICES are provided by an OUT-OF-NETWORK PROVIDER in
situations where IN-NETWORK PROVIDERS are not reasonably available as determined by
Blue Cross NC's access to care standards

¢ |n continuity of care situations
*These situations may not qualify for an OUT-OF-NETWORK benefit exception if the
MEMBER gives consent. Please see www.cms.gov/nosurprises for notice regarding
surprise billing describing your rights and how consent may impact these situations.

For more information, see one of the following sections: "EMERGENCY and
Ambulance Services" in “COVERED SERVICES” or "Continuity of Care" in "UTILIZATION
MANAGEMENT." For information about Blue Cross NC's access to care standards,
see the website at www.BlueCrossNC.com/accesstocare. If you believe an IN-NETWORK
PROVIDER is not reasonably available, you can help assure that benefits are paid at
the correct benefit level by calling Blue Cross NC before receiving care from

an OUT-OF-NETWORK PROVIDER.

Bundled Care and Payments Program

Blue Cross NC is working with a select group of high-quality PROVIDERS to deliver coordinated
care and simplified billing. All your care is coordinated for you, and all costs for services are
billed together—saving time and reducing paperwork. Visit www.BlueCrossNC.com/bundle for
more information and to see the list of PROVIDERS participating in this program. You'll also
want to verify that these PROVIDERS are in the Blue Options network by visiting
www.BlueCrossNC.com or calling Blue Cross NC Customer Service at the number listed in
“Who to Contact?” The list of SURGERIES and specialties, and participating PROVIDERS under
this program may change from time to time.

Carry Your ID CARD

Your ID CARD identifies you as a Blue Options MEMBER. Be sure to carry your ID CARD with
you at all times and present it each time you seek health care.
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For ID CARD requests, please visit the website at Student Blue ™ or call the
number listed in “Who to Contact?”

The Role of a PRIMARY CARE PROVIDER (PCP) or SPECIALIST

Blue Cross NC does not require that you designate a PCP to manage your health care.
However, it is important for you to maintain a relationship with a PCP, either at SHC or
outside of SHC, who will help you manage your health and make decisions about your health
care needs. If you change PCPs, be sure to have your medical records transferred, especially
immunization records, to provide your new DOCTOR with your medical history. You should
participate actively in all decisions related to your health care and discuss all treatment
options with your health care PROVIDER regardless of cost or benefit coverage. PCPs are
trained to deal with a broad range of health care issues and can help you to determine when
you need a SPECIALIST. PROVIDERS from medical specialties such as family practice, internal
medicine and pediatrics may participate as PCPs.

Please visit our website at Student Blue ™ and click on Find a Doctor for
information on PROVIDERS, including but not limited to: name, address, telephone
number; professional qualifications, specialties, and medical school attended,
residency completion, and board certified status or call the number listed in
“Who to Contact?” to confirm that the PROVIDER is in the network before receiving
care.

If your PCP or SPECIALIST leaves our PROVIDER network and they are currently treating you for
an ongoing special condition, see “Continuity of Care” in “UTILIZATION MANAGEMENT."

Upon the request of the MEMBER and subject to approval by Blue Cross NC, a SPECIALIST
treating a MEMBER for a serious or chronic disabling or life-threatening condition can act as
the MEMBER'S PCP. The selected SPECIALIST would be