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AMENDMENT TO THE

Health Advantage HEALTH ADVANTAGE

EVIDENCE OF COVERAGE

An Independent Licensee of the Blue Cross and Blue Shield Association

RETAIL DRUG BENEFITS RIDER
2-TIER COPAYMENT PLAN

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsections 3.22.1.c. and d. are hereby amended

to read as follows:

C. Retail Pharmacy (Drug Store). The benefit for Medications received from a licensed retalil
pharmacy is covered based upon the Allowable Charge for the Medication and subject to the
applicable Prescription Drug Copayment specified on your Health Advantage ID card.

Vi.

Vii.

viii.

Covered Medications. Only A Medications are covered under this Subsection 3.22.1.c.
B Medications are covered under Subsections 3.22.1.a, b and d. (See Section 10.0 —
Prescription Medication, for definitions of “A Medications” and “B Medications.”)

Administration Charges. Charges to administer or inject any Medication are not
covered under this Subsection 3.22.1.c.

Conditions of Coverage. Conditions of coverage set forth in Subsections 3.22.2. a, b,
¢, d and e are applicable to this coverage.

ID Card Presentation. In order to receive benefits for a Prescription Medication under
this Subsection 3.22.1.c, a Member must present his or her Health Advantage ID card to
a Participating Pharmacy at the time the Member purchases the Prescription Medication.
(“Participating Pharmacy” is defined in Section 10.0.) The pharmacist will electronically
notify Health Advantage’s prescription benefits processor. The prescription benefits
processor will electronically inform the pharmacist whether the Plan provides benefits for
the Prescription Medication. If the prescription benefits processor indicates that the Plan
does not provide benefits, the Member may call the Pharmacy Customer Service
telephone number on the back of his or her ID card. If the Plan provides benefits, the
pharmacist will charge the Member the applicable Copayment for the Prescription
Medication. Applicable Prescription Copayments are listed on the ID card. Health
Advantage will only accept a post-purchase or paper claim for Prescription Medications
purchased through a retail pharmacy (drug store) if such claim is submitted (1) for an
Emergency Prescription, (See Section 10.0.), (2) for Prescription Medication purchased
prior to the date the Member received his or her Health Advantage ID card or (3) in
accordance with Subsection 3.22.1.c.v. below.

Claim Submission. The presentation of a Prescription to a pharmacist in accordance
with this Subsection 3.22.1.c is not a claim for benefits under the terms of the Plan.
However, a Member may submit a claim if, upon such a presentation, the pharmacist
informs the Member that, because of the provisions of the Plan, the Plan has rejected
benefits for the requested Prescription Medication.

Non-Participating Pharmacies. Medications purchased from a non-Participating
Pharmacy, except in an emergency situation, are not covered.

Emergency. When a Member receives a Prescription Medication in connection with
Emergency Care as defined in this Evidence of Coverage (See Section 10.0) and is
unable to obtain the Medication from a Participating Pharmacy, the Member should
purchase the Medication at the nearest pharmacy and submit a prescription claim form
for reimbursement. The claim payment will be limited to the Allowable Charge, less the
applicable Prescription Copayment.

Medical Supplies. Medical supplies such as, but not limited to, colostomy supplies,
bandages and similar items are not generally covered under this Subsection 3.22.1.c;
however, refer to Subsections 3.12 Medical Supplies and Subsection 3.22.1.d, below.
Furthermore, subject to the terms, conditions, exclusions and limitations of the Plan as
set forth in this Evidence of Coverage, coverage is provided under this Subsection
3.22.1.c for insulin and syringes purchased at the same time as insulin and which are to
be used for the sole purpose of injecting insulin. Syringes not meeting this standard are

HMOP Retail Drug Benefits Rider
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Xi.

Xii.

not covered.

Immunizations. Immunization agents and vaccines are not covered under this
Subsection 3.22.1.c. (For coverage of immunizations, see Subsection 3.2.2.)

Durable Medical Equipment. Durable Medical Equipment, even though such device
may require a prescription, such as, but not limited to therapeutic devices, artificial
appliances, blood test glucose test meters, or similar devices, are not covered under this
Subsection 3.22.1.c. Refer to Subsection 3.12 Durable Medical Equipment.

Copayment Information

Each Prescription is covered only after the Member pays the applicable Copayment
(listed on the Member’s ID card) to the Participating Pharmacy. Members will be charged
the appropriate Copayment for each Prescription or refill. An initial fill of a Maintenance
Medication Prescription is covered for one month only. A refiled Maintenance
Medication Prescription may be covered for up to a 3-month supply with one Copayment
applied for each month’s supply. (See Section 10.0, Maintenance Medication.)

When a Generic Medication is dispensed, the Member will pay the first tier Medication
Copayment specified on the Member’s ID card for each initial and refill Prescription. If
there is no generic equivalent, the Member will pay the second tier Copayment for each
initial and refill Prescription.

If a Brand Name Medication is dispensed when a Generic Medication is available, the
Member will pay the second tier Copayment plus the difference in the cost of the Brand
Name Medication and Generic Medication, or the cost of the medication, whichever is
less.

Prescriptions, Excluded Providers. Prescriptions ordered or written by any Physician
or Provider who is excluded from coverage under the Plan, are not covered.
Prescriptions presented to or filled by any Pharmacy which is excluded from coverage
under the Plan, are not covered. See Subsection 4.2.

d. Home Infusion Therapy Pharmacy. The benefit for Medications received from a licensed retalil
pharmacy designated by Health Advantage as a home infusion therapy Provider is covered
based upon the Allowable Charge for the Medication.

Covered Medications. A Medications and B Medications are covered under this
Subsection 3.22.1.d. (See Section 10.0 — Prescription Medication, for definitions of “A
Medications” and “B Medications.”) A Medications are covered subject to the
Prescription Medication Copayment as listed on the Health Advantage ID card. B
Medications are covered subject to the Contract Year Deductible, Copayment and
Coinsurance listed in the Schedule of Benefits,

FDA approved medications that exist as separate components and are intended for
reconstitution prior to administration are covered. Examples include, but are not limited
to, total parental, intravenous antibiotics and hydration therapy.

Conditions of Coverage. Conditions of coverage set forth in Subsections 3.22.2. a, b,
¢, d and e are applicable to this coverage.

Medical Supplies. Medical Supplies used in connection with home infusion therapy are
covered under this Subsection 3.22.1.d. See Subsection 3.12.

Administration Charges. Charges to administer or inject Medication by a licensed
medical professional operating under his/her scope of practice are covered under this
Subsection 3.22.1.d. according to the allowable fee schedule for skilled nursing under
both home infusion therapy and Home Health.

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsection 3.22.2. is hereby amended to read as

follows:

a. Prior Approval. Selected Prescription Medications, as designated from time to time by Health
Advantage, are subject to Prior Approval through criteria established by Health Advantage before
coverage is allowed. A list of Medications for which Prior Approval is required is available from
Health Advantage upon request or, if you have Internet access, you may review this list on Health
Advantage’s web site at WWW.HEALTHADVANTAGE-HMO.COM. This Subsection 3.22.2.a. is
applicable to Prescription Medication covered by Subsections 3.22.1.b. c. and d.
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b. Specialty Medications. Selected Prescription Medications are designated by Health Advantage
as “Specialty Medications” due to their route of administration, approved indication, unique
nature, or inordinate cost. These medications usually require defined handling and home storage
demands, crucial patient education, and careful monitoring. Such medications include, but are
not limited to growth hormones, blood modifiers, immunoglobulins, and medications for the
treatment of hemophilia, deep vein thrombosis, hepatitis C, Crohn’s disease, cystic fibrosis,
multiple sclerosis and rheumatoid arthritis. Specialty Medications may be A Medications or B
Medications. Coverage for Specialty Medications is subject to Prior Approval and may only be
purchased through a specialty pharmacy vendor under contract with Health Advantage. The
benefit for a Specialty Medication that is designated by Health Advantage as “Specialty
Medication 1” is subject to the Prescription Drug Copayment specified on the Health Advantage
ID card. The benefit for a Specialty Medication that is classified by Health Advantage as
“Specialty Medication 2” is subject to the Contract Year Deductible, Copayment and Coinsurance
specified in the Schedule of Benefits. A list of Specialty Medications is available from Health
Advantage upon request or, if you have Internet access, you may review this list on Health
Advantage’s web site at WWW.HEALTHADVANTAGE-HMO.COM. This Subsection 3.22.2.b is
applicable to Prescription Medication covered by Subsections 3.22.1.b, c. and d.

C. Formulary. Except in limited circumstances set out in this Subsection 3.22.2.c. and elsewhere in
this Evidence of Coverage, a Prescription Medication must be listed in the Formulary in order to
be covered. (See Section 10.0 - Formulary.) However, if a Prescription Medication in the
Formulary causes or has caused adverse or harmful reactions for a particular Member, or has
been shown to be ineffective in the treatment of a Member’s particular disease or condition, such
Member may be able to obtain coverage for a Prescription Medication not in the Formulary by
requesting Prior Approval. This Subsection 3.22.2.c is applicable to Prescription Medication
covered by Subsections 3.22.1. b., ¢. and d.

d. Step Therapy. Selected Prescription Medications as designated from time to time by Health
Advantage in its discretion, are subject to Step Therapy restrictions. (See Section 10.0 - Step
Therapy.) Such Step Therapy must be completed before coverage for the selected Prescription
Medication is provided. The Step Therapy requirements for a particular Prescription Medication
are available from Health Advantage upon request. This Subsection 3.22.2.d is applicable to
Prescription Medication covered by Subsections 3.22.1. c. and d.

e. Dispensing Quantities — Limitations

A Prescription Medication will not be covered for any quantity or period in excess of that
authorized by the prescribing Physician or health care Provider.

New Prescriptions will be covered by one Copayment for up to a month’s supply of medication. A
refilled Maintenance Medication Prescription may be covered for up to a 3-month supply with one
Copayment applied for each month’s supply.

Early refills are covered at the discretion of Health Advantage. A prescription will not be covered
if refilled after one year from the original date of the prescription.

Coverage of selected Prescription Medications as designated from time to time by Health
Advantage in its discretion, is subject to Dose Limitations. (See Section 10.0 - Dose Limitation.)
The Dose Limitation for a particular Prescription Medication is available from Health Advantage
upon request.

This Subsection 3.22.2.e is applicable to Prescription Medication covered by Subsections 3.22.1.
c. and d.

SPECIFIC PLAN EXCLUSIONS, Health Interventions, “Prescription Medication Purchased at a Retail
Pharmacy” is hereby deleted in its entirety. All remaining subsections are hereby renumbered to correlate with
the change.

GLOSSARY OF TERMS, definition of “Formulary,” is hereby amended to read as follows.

Formulary means a specified list of Prescription Medications covered by Health Advantage. The
Formulary is established by Health Advantage based upon recommendations from the Pharmacy and
Therapeutics Committee, a committee including practicing Arkansas Physicians and practicing Arkansas
pharmacists, as well as the medical director and pharmacy director of Health Advantage. Prescription

HMOP Retail Drug Rider 3 2-Tier
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Medications on the Formulary are classified into one of two tiers. Prescription Medications in the first tier
are Generic Medications. Prescription Medications in the second tier are Brand Name Medications. The
list of Prescription Medications that make up the Formulary and the tier classification of a Prescription
Medication on the Formulary are subject to change by Health Advantage. In determining whether to
place a Prescription Medication on the Formulary or to place a Prescription Medication in a tier
classification in the Formulary, Health Advantage compares a Prescription Medication’s safety,
effectiveness, cost efficiency and uniqueness with other Prescription Medications in the same category.
Prescription Medications including new Prescription Medications approved by the FDA are not
covered under this Evidence of Coverage unless or until Health Advantage places the medication
on the Formulary.

This amendment becomes a part of the Health Advantage Group Contract Evidence of Coverage. All
provisions of the Evidence of Coverage which are not contrary to the provisions of this amendment remain in
full force and effect.

David F. Bridges, President
HMO Partners, Inc.
d/b/a/ Health Advantage
Post Office Box 8069
Little Rock, Arkansas 72203-8069
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Health Advanta e AMENDMENT TO THE

HEALTH ADVANTAGE
@ EVIDENCE OF COVERAGE

An Independent Licensee of the Blue Cross and Blue Shield Association

RETAIL DRUG BENEFITS RIDER
3-TIER COPAYMENT PLAN

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsections 3.22.1.c. and d. are hereby amended

to read as follows:

C. Retail Pharmacy (Drug Store). The benefit for Medications received from a licensed retalil
pharmacy is covered based upon the Allowable Charge for the Medication and subject to the
apphcable Prescription Drug Copayment specified on your Health Advantage ID card.

Vi.

Vii.

viii.

Covered Medications. Only A Medications are covered under this Subsection 3.22.1.c.
B Medications are covered under Subsections 3.22.1.a, b and d. (See Section 10.0 —
Prescription Medication, for definitions of “A Medications” and “B Medications.”)

Administration Charges. Charges to administer or inject any Medication are not
covered under this Subsection 3.22.1.c.

Conditions of Coverage. Conditions of coverage set forth in Subsections 3.22.2. a, b,
¢, d and e are applicable to this coverage.

ID Card Presentation. In order to receive benefits for a Prescription Medication under
this Subsection 3.22.1.c, a Member must present his or her Health Advantage ID card to
a Participating Pharmacy at the time the Member purchases the Prescription Medication.
(“Participating Pharmacy” is defined in Section 10.0.) The pharmacist will electronically
notify Health Advantage’s prescription benefits processor. The prescription benefits
processor will electronically inform the pharmacist whether the Plan provides benefits for
the Prescription Medication. If the prescription benefits processor indicates that the Plan
does not provide benefits, the Member may call the Pharmacy Customer Service
telephone number on the back of his or her ID card. If the Plan provides benefits, the
pharmacist will charge the Member the applicable Copayment for the Prescription
Medication. Applicable Prescription Copayments are listed on the ID card. Health
Advantage will only accept a post-purchase or paper claim for Prescription Medications
purchased through a retail pharmacy (drug store) if such claim is submitted (1) for an
Emergency Prescription, (See Section 10.0.), (2) for Prescription Medication purchased
prior to the date the Member received his or her Health Advantage ID card or (3) in
accordance with Subsection 3.22.1.c.v. below.

Claim Submission. The presentation of a Prescription to a pharmacist in accordance
with this Subsection 3.22.1.c is not a claim for benefits under the terms of the Plan.
However, a Member may submit a claim if, upon such a presentation, the pharmacist
informs the Member that, because of the provisions of the Plan, the Plan has rejected
benefits for the requested Prescription Medication.

Non-Participating Pharmacies. Medications purchased from a non-Participating
Pharmacy, except in an emergency situation, are not covered.

Emergency. When a Member receives a Prescription Medication in connection with
Emergency Care as defined in this Evidence of Coverage (See Section 10.0) and is
unable to obtain the Medication from a Participating Pharmacy, the Member should
purchase the Medication at the nearest pharmacy and submit a prescription claim form
for reimbursement. The claim payment will be limited to the Allowable Charge, less the
applicable Prescription Copayment.

Medical Supplies. Medical supplies such as, but not limited to, colostomy supplies,
bandages and similar items are not generally covered under this Subsection 3.22.1.c;
however, refer to Subsections 3.12 Medical Supplies and Subsection 3.22.1.d, below.
Furthermore, subject to the terms, conditions, exclusions and limitations of the Plan as
set forth in this Evidence of Coverage, coverage is provided under this Subsection
3.22.1.c for insulin and syringes purchased at the same time as insulin and which are to
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Xi.

Xii.

be used for the sole purpose of injecting insulin. Syringes not meeting this standard are
not covered.

Immunizations. Immunization agents and vaccines are not covered under this
Subsection 3.22.1.c. (For coverage of immunizations, see Subsection 3.2.2.)

Durable Medical Equipment. Durable Medical Equipment, even though such device
may require a prescription, such as, but not limited to therapeutic devices, artificial
appliances, blood test glucose test meters, or similar devices, are not covered under this
Subsection 3.22.1.c. Refer to Subsection 3.12 Durable Medical Equipment.

Copayment Information

Each Prescription is covered only after the Member pays the applicable Copayment
(listed on the Member’s ID card) to the Participating Pharmacy. Members will be charged
the appropriate Copayment for each Prescription or refill. A refiled Maintenance
Medication Prescription may be covered for up to a 3-month supply with one Copayment
applied for each month’s supply. (See Section 10.0, Maintenance Medication.)

When a Generic Medication is dispensed, the Member will pay the first tier Medication
Copayment specified on the Member’s ID card for each initial and refill Prescription. If
there is no generic equivalent, the Member will pay the second or third tier Copayment,
as applicable, for each initial and refill Prescription.

If a Brand Name Medication is dispensed when a Generic Medication is available, the
Member will pay the second or third tier Copayment plus the difference in the cost of the
Brand Name Medication and Generic Medication, or the cost of the medication,
whichever is less.

Prescriptions, Excluded Providers. Prescriptions ordered or written by any Physician
or Provider who is excluded from coverage under the Plan, are not covered.
Prescriptions presented to or filled by any Pharmacy which is excluded from coverage
under the Plan, are not covered. See Subsection 4.2.

d. Home Infusion Therapy Pharmacy. The benefit for Medications received from a licensed retail
pharmacy designated by Health Advantage as a home infusion therapy Provider is covered
based upon the Allowable Charge for the Medication.

Covered Medications. A Medications and B Medications are covered under this
Subsection 3.22.1.d. (See Section 10.0 — Prescription Medication, for definitions of “A
Medications” and “B Medications.”) A Medications are covered subject to the
Prescription Medication Copayment as listed on the Health Advantage ID card. B
Medications are covered subject to the Contract Year Deductible, Copayment and
Coinsurance listed in the Schedule of Benefits,

FDA approved medications that exist as separate components and are intended for
reconstitution prior to administration are covered. Examples include, but are not limited
to, total parental, intravenous antibiotics and hydration therapy.

Conditions of Coverage. Conditions of coverage set forth in Subsections 3.22.2. a, b,
¢, d and e are applicable to this coverage.

Medical Supplies. Medical Supplies used in connection with home infusion therapy are
covered under this Subsection 3.22.1.d. See Subsection 3.12.

Administration Charges. Charges to administer or inject Medication by a licensed
medical professional operating under his/her scope of practice are covered under this
Subsection 3.22.1.d. according to the allowable fee schedule for skilled nursing under
both home infusion therapy and Home Health.

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsection 3.22.2. is hereby amended to read as

follows:

a. Prior Approval. Selected Prescription Medications, as designated from time to time by Health
Advantage, are subject to Prior Approval through criteria established by Health Advantage before
coverage is allowed. A list of Medications for which Prior Approval is required is available from
Health Advantage upon request or, if you have Internet access, you may review this list on Health
Advantage’s web site at WWW.HEALTHADVANTAGE-HMO.COM. This Subsection 3.22.2.a. is
applicable to Prescription Medication covered by Subsections 3.22.1.b. c. and d.
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b. Specialty Medications. Selected Prescription Medications are designated by Health Advantage
as “Specialty Medications” due to their route of administration, approved indication, unique
nature, or inordinate cost. These medications usually require defined handling and home storage
demands, crucial patient education, and careful monitoring. Such medications include, but are
not limited to growth hormones, blood modifiers, immunoglobulins, and medications for the
treatment of hemophilia, deep vein thrombosis, hepatitis C, Crohn’s disease, cystic fibrosis,
multiple sclerosis and rheumatoid arthritis. Specialty Medications may be A Medications or B
Medications. Coverage for Specialty Medications is subject to Prior Approval and may only be
purchased through a specialty pharmacy vendor under contract with Health Advantage. The
benefit for a Specialty Medication that is designated by Health Advantage as “Specialty
Medication 1” is subject to the Prescription Drug Copayment specified on the Health Advantage
ID card. The benefit for a Specialty Medication that is classified by Health Advantage as
“Specialty Medication 2” is subject to the Contract Year Deductible, Copayment and Coinsurance
specified in the Schedule of Benefits. A list of Specialty Medications is available from Health
Advantage upon request or, if you have Internet access, you may review this list on Health
Advantage’s web site at WWW.HEALTHADVANTAGE-HMO.COM. This Subsection 3.22.2.b is
applicable to Prescription Medication covered by Subsections 3.22.1.b, c. and d.

C. Formulary. Except in limited circumstances set out in this Subsection 3.22.2.c. and elsewhere in
this Evidence of Coverage, a Prescription Medication must be listed in the Formulary in order to
be covered. (See Section 10.0 - Formulary.) However, if a Prescription Medication in the
Formulary causes or has caused adverse or harmful reactions for a particular Member, or has
been shown to be ineffective in the treatment of a Member’s particular disease or condition, such
Member may be able to obtain coverage for a Prescription Medication not in the Formulary by
requesting Prior Approval. This Subsection 3.22.2.c is applicable to Prescription Medication
covered by Subsections 3.22.1. b., ¢. and d.

d. Step Therapy. Selected Prescription Medications as designated from time to time by Health
Advantage in its discretion, are subject to Step Therapy restrictions. (See Section 10.0 - Step
Therapy.) Such Step Therapy must be completed before coverage for the selected Prescription
Medication is provided. The Step Therapy requirements for a particular Prescription Medication
are available from Health Advantage upon request. This Subsection 3.22.2.d is applicable to
Prescription Medication covered by Subsections 3.22.1. c. and d.

e. Dispensing Quantities — Limitations

A Prescription Medication will not be covered for any quantity or period in excess of that
authorized by the prescribing Physician or health care Provider.

New Prescriptions will be covered by one Copayment for up to a month’s supply of medication. A
refilled Maintenance Medication Prescription may be covered for up to a 3-month supply with one
Copayment applied for each month’s supply.

Early refills are covered at the discretion of Health Advantage. A prescription will not be covered
if refilled after one year from the original date of the prescription.

Coverage of selected Prescription Medications as designated from time to time by Health
Advantage in its discretion, is subject to Dose Limitations. (See Section 10.0 - Dose Limitation.)
The Dose Limitation for a particular Prescription Medication is available from Health Advantage
upon request.

This Subsection 3.22.2.e is applicable to Prescription Medication covered by Subsections 3.22.1.
c. and d.

SPECIFIC PLAN EXCLUSIONS, Subsection 4.3.76, is hereby deleted in its entirety. All remaining
subsections are hereby renumbered to correlate with the change.

This amendment becomes a part of the Health Advantage Group Contract Evidence of Coverage. All
provisions of the Evidence of Coverage which are not contrary to the provisions of this amendment remain in
full force and effect.

David F. Bridges, President
HMO Partners, Inc. d/b/a/ Health Advantage
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P, AMENDMENT TO THE
VA, @ Health Advantage HEALTH ADVANTAGE
EVIDENCE OF COVERAGE

An Independent Licensee of the Blue Cross and Blue Shield Association

RETAIL DRUG BENEFITS RIDER
3-TIER COPAYMENT PLUS
COINSURANCE PLAN

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsections 3.22.1.c. and d. are hereby amended
to read as follows:

C. Retail Pharmacy (Drug Store). The benefit for Medications received from a licensed retail
pharmacy is covered based upon the Allowable Charge for the Medication and subject to the
applicable Prescription Drug Copayment specified on your Health Advantage ID card.

i. Covered Medications. Only A Medications are covered under this Subsection 3.22.1.c.
B Medications are covered under Subsections 3.22.1.a, b and d. (See Section 10.0 —
Prescription Medication, for definitions of “A Medications” and “B Medications.”)

. Administration Charges. Charges to administer or inject any Medication are not
covered under this Subsection 3.22.1.c.

iii. Conditions of Coverage. Conditions of coverage set forth in Subsections 3.22.2. a, b,
¢, d and e are applicable to this coverage.

iv. ID Card Presentation. In order to receive benefits for a Prescription Medication under
this Subsection 3.22.1.c, a Member must present his or her Health Advantage ID card to
a Participating Pharmacy at the time the Member purchases the Prescription Medication.
(“Participating Pharmacy” is defined in Section 10.0.) The pharmacist will electronically
notify Health Advantage’s prescription benefits processor. The prescription benefits
processor will electronically inform the pharmacist whether the Plan provides benefits for
the Prescription Medication. If the prescription benefits processor indicates that the Plan
does not provide benefits, the Member may call the Pharmacy Customer Service
telephone number on the back of his or her ID card. If the Plan provides benefits, the
pharmacist will charge the Member the applicable Copayment plus Coinsurance for the
Prescription Medication. Applicable Prescription Copayments and Coinsurance are listed
on the ID card. Health Advantage will only accept a post-purchase or paper claim for
Prescription Medications purchased through a retail pharmacy (drug store) if such claim
is submitted (1) for an Emergency Prescription, (See Section 10.0.), (2) for Prescription
Medication purchased prior to the date the Member received his or her Health Advantage
ID card or (3) in accordance with Subsection 3.22.1.c.v. below.

V. Claim Submission. The presentation of a Prescription to a pharmacist in accordance
with this Subsection 3.22.1.c is not a claim for benefits under the terms of the Plan.
However, a Member may submit a claim if, upon such a presentation, the pharmacist
informs the Member that, because of the provisions of the Plan, the Plan has rejected
benefits for the requested Prescription Medication.

Vi. Non-Participating Pharmacies. Medications purchased from a non-Participating
Pharmacy, except in an emergency situation, are not covered.
Vii. Emergency. When a Member receives a Prescription Medication in connection with

Emergency Care as defined in this Evidence of Coverage (See Section 10.0) and is
unable to obtain the Medication from a Participating Pharmacy, the Member should
purchase the Medication at the nearest pharmacy and submit a prescription claim form
for reimbursement. The claim payment will be limited to the Allowable Charge, less the
applicable Prescription Copayment and Coinsurance.

viil. Medical Supplies. Medical supplies such as, but not limited to, colostomy supplies,
bandages and similar items are not generally covered under this Subsection 3.22.1.c;
however, refer to Subsections 3.12 Medical Supplies and Subsection 3.22.1.d, below.
Furthermore, subject to the terms, conditions, exclusions and limitations of the Plan as
set forth in this Evidence of Coverage, coverage is provided under this Subsection
3.22.1.c for insulin and syringes purchased at the same time as insulin and which are to
be used for the sole purpose of injecting insulin. Syringes not meeting this standard are
not covered.
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iX. Immunizations. Immunization agents and vaccines are not covered under this
Subsection 3.22.1.c. (For coverage of immunizations, see Subsection 3.2.2.)

X. Durable Medical Equipment. Durable Medical Equipment, even though such device
may require a prescription, such as, but not limited to therapeutic devices, artificial
appliances, blood test glucose test meters, or similar devices, are not covered under this
Subsection 3.22.1.c. Refer to Subsection 3.12 Durable Medical Equipment.

Xi. Copayment and Coinsurance Information

Each Prescription is covered only after the Member pays the applicable Copayment plus
Coinsurance (listed on the Member’s ID card) to the Participating Pharmacy. Members
will be charged the appropriate Copayment plus Coinsurance for each Prescription or
refill. An initial fill of a Maintenance Medication Prescription is covered for one month
only. A refilled Maintenance Medication Prescription may be covered for up to a 3-month
supply with one Copayment and Coinsurance applied for each month’s supply. (See
Section 10.0, Maintenance Medication.)

When a Generic Medication is dispensed, the Member will pay the first tier Medication
Copayment plus Coinsurance specified on the Member’s ID card for each initial and refill
Prescription. If there is no generic equivalent, the Member will pay the second or third
tier Copayment, as applicable, plus Coinsurance for each initial and refill Prescription.

If a Brand Name Medication is dispensed when a Generic Medication is available, the
Member will pay the second or third tier Copayment plus Coinsurance plus the difference
in the cost of the Brand Name Medication and Generic Medication, or the cost of the
medication, whichever is less.

Xii. Prescriptions, Excluded Providers. Prescriptions ordered or written by any Physician
or Provider who is excluded from coverage under the Plan, are not covered.
Prescriptions presented to or filled by any Pharmacy which is excluded from coverage
under the Plan, are not covered. See Subsection 4.2.

d. Home Infusion Therapy Pharmacy. The benefit for Medications received from a licensed retail
pharmacy designated by Health Advantage as a home infusion therapy Provider is covered
based upon the Allowable Charge for the Medication.

i. Covered Medications. A Medications and B Medications are covered under this
Subsection 3.22.1.d. (See Section 10.0 — Prescription Medication, for definitions of “A
Medications” and “B Medications.”) A Medications are covered subject to the
Prescription Medication Copayment and Coinsurance as listed on the Health Advantage
ID card. B Medications are covered subject to the Contract Year Deductible, Copayment
and Coinsurance listed in the Schedule of Benefits,

. FDA approved medications that exist as separate components and are intended for
reconstitution prior to administration are covered. Examples include, but are not limited
to, total parental, intravenous antibiotics and hydration therapy.

iii. Conditions of Coverage. Conditions of coverage set forth in Subsections 3.22.2. a, b,
¢, d and e are applicable to this coverage.

iv. Medical Supplies. Medical Supplies used in connection with home infusion therapy are
covered under this Subsection 3.22.1.d. See Subsection 3.12.
V. Administration Charges. Charges to administer or inject Medication by a licensed

medical professional operating under his/her scope of practice are covered under this
Subsection 3.22.1.d. according to the allowable fee schedule for skilled nursing under
both home infusion therapy and Home Health.

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsection 3.22.2. is hereby amended to read as
follows:

a. Prior Approval. Selected Prescription Medications, as designated from time to time by Health
Advantage, are subject to Prior Approval through criteria established by Health Advantage before
coverage is allowed. A list of Medications for which Prior Approval is required is available from
Health Advantage upon request or, if you have Internet access, you may review this list on Health
Advantage’s web site at WWW.HEALTHADVANTAGE-HMO.COM. This Subsection 3.22.2.a. is
applicable to Prescription Medication covered by Subsections 3.22.1.b. c. and d.

b. Specialty Medications. Selected Prescription Medications are designated by Health Advantage
as “Specialty Medications” due to their route of administration, approved indication, unique
HMOP Prescription Drug Rider 2 3-Tier + Coinsurance

Form #: 33-03 R1/12


http://www.arkbluecross.com/

nature, or inordinate cost. These medications usually require defined handling and home storage
demands, crucial patient education, and careful monitoring. Such medications include, but are
not limited to growth hormones, blood madifiers, immunoglobulins, and medications for the
treatment of hemophilia, deep vein thrombosis, hepatitis C, Crohn’s disease, cystic fibrosis,
multiple sclerosis and rheumatoid arthritis. Specialty Medications may be A Medications or B
Medications. Coverage for Specialty Medications is subject to Prior Approval and may only be
purchased through a specialty pharmacy vendor under contract with Health Advantage. The
benefit for a Specialty Medication that is designated by Health Advantage as “Specialty
Medication 1” is subject to the Prescription Medication Copayment and Coinsurance specified on
the Health Advantage ID card. The benefit for a Specialty Medication that is classified by Health
Advantage as “Specialty Medication 2” is subject to the Contract Year Deductible, Copayment
and Coinsurance specified in the Schedule of Benefits. A list of Specialty Medications is
available from Health Advantage upon request or, if you have Internet access, you may review
this list on Health Advantage’s web site at WWW.HEALTHADVANTAGE-HMO.COM. This
Subsection 3.22.2.b is applicable to Prescription Medication covered by Subsections 3.22.1.b, c.
and d.

C. Formulary. Except in limited circumstances set out in this Subsection 3.22.2.c. and elsewhere in
this Evidence of Coverage, a Prescription Medication must be listed in the Formulary in order to
be covered. (See Section 10.0 - Formulary.) However, if a Prescription Medication in the
Formulary causes or has caused adverse or harmful reactions for a particular Member, or has
been shown to be ineffective in the treatment of a Member’s particular disease or condition, such
Member may be able to obtain coverage for a Prescription Medication not in the Formulary by
requesting Prior Approval. This Subsection 3.22.2.c is applicable to Prescription Medication
covered by Subsections 3.22.1. b., c. and d.

d. Step Therapy. Selected Prescription Medications as designated from time to time by Health
Advantage in its discretion, are subject to Step Therapy restrictions. (See Section 10.0 - Step
Therapy.) Such Step Therapy must be completed before coverage for the selected Prescription
Medication is provided. The Step Therapy requirements for a particular Prescription Medication
are available from Health Advantage upon request. This Subsection 3.22.2.d is applicable to
Prescription Medication covered by Subsections 3.22.1. c. and d.

e. Dispensing Quantities — Limitations
A Prescription Medication will not be covered for any quantity or period in excess of that
authorized by the prescribing Physician or health care Provider.

New Prescriptions will be covered by one Copayment plus Coinsurance for up to a month’s
supply of medication. A refilled Maintenance Medication Prescription may be covered for up to a
3-month supply with one Copayment and Coinsurance applied for each month’s supply.

Early refills are covered at the discretion of Health Advantage. A prescription will not be covered
if refilled after one year from the original date of the prescription.

Coverage of selected Prescription Medications as designated from time to time by Health
Advantage in its discretion, is subject to Dose Limitations. (See Section 10.0 - Dose Limitation.)
The Dose Limitation for a particular Prescription Medication is available from Health Advantage
upon request.

This Subsection 3.22.2.e is applicable to Prescription Medication covered by Subsections 3.22.1.
c. and d.

SPECIFIC PLAN EXCLUSIONS, Subsection 4.3.76, is hereby deleted in its entirety. All remaining
subsections are hereby renumbered to correlate with the change.
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This amendment becomes a part of the Health Advantage Group Contract Evidence of Coverage. All
provisions of the Evidence of Coverage which are not contrary to the provisions of this amendment remain in
full force and effect.

David F. Bridges, President
HMO Partners, Inc. d/b/a/ Health Advantage
Post Office Box 8069
Little Rock, Arkansas 72203-8069
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P, AMENDMENT TO THE
VA, @ Health Advantage HEALTH ADVANTAGE
EVIDENCE OF COVERAGE

An Independent Licensee of the Blue Cross and Blue Shield Association

RETAIL DRUG BENEFITS RIDER
DEDUCTIBLE AND COINSURANCE PLAN

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsections 3.22.1.c. and d. are hereby amended
to read as follows:

C. Retail Pharmacy (Drug Store). The benefit for Medications received from a licensed retalil
pharmacy is covered based upon the Allowable Charge for the Medication and subject to the
applicable Prescription Drug Deductible and Coinsurance specified on your Health Advantage 1D
card.

i. Covered Medications. Only A Medications are covered under this Subsection 3.22.1.c.
B Medications are covered under Subsections 3.22.1.a, b and d. (See Section 10.0 —
Prescription Medication, for definitions of “A Medications” and “B Medications.”)

ii. Administration Charges. Charges to administer or inject any Medication are not
covered under this Subsection 3.22.1.c.

iii. Conditions of Coverage. Conditions of coverage set forth in Subsections 3.22.2. a, b,
¢, d and e are applicable to this coverage.

iv. ID Card Presentation. In order to receive benefits for a Prescription Medication under
this Subsection 3.22.1.c, a Member must present his or her Health Advantage ID card to
a Participating Pharmacy at the time the Member purchases the Prescription Medication.
(“Participating Pharmacy” is defined in Section 10.0.) The pharmacist will electronically
notify Health Advantage’s prescription benefits processor. The prescription benefits
processor will electronically inform the pharmacist whether the Plan provides benefits for
the Prescription Medication. If the prescription benefits processor indicates that the Plan
does not provide benefits, the Member may call the Pharmacy Customer Service
telephone number on the back of his or her ID card. If the Plan provides benefits, the
pharmacist will charge the Member the applicable Deductible and Coinsurance for the
Prescription Medication. The applicable Prescription Drug Deductible and Coinsurance
are listed on the ID card. Health Advantage will only accept a post-purchase or paper
claim for Prescription Medications purchased through a retail pharmacy (drug store) if
such claim is submitted (1) for an Emergency Prescription, (See Section 10.0.), (2) for
Prescription Medication purchased prior to the date the Member received his or her
Health Advantage ID card or (3) in accordance with Subsection 3.22.1.c.v. below.

V. Claim Submission. The presentation of a Prescription to a pharmacist in accordance
with this Subsection 3.22.1.c is not a claim for benefits under the terms of the Plan.
However, a Member may submit a claim if, upon such a presentation, the pharmacist
informs the Member that, because of the provisions of the Plan, the Plan has rejected
benefits for the requested Prescription Medication.

Vi. Non-Participating Pharmacies. Medications purchased from a non-Participating
Pharmacy, except in an emergency situation, are not covered.
Vii. Emergency. When a Member receives a Prescription Medication in connection with

Emergency Care as defined in this Evidence of Coverage (See Section 10.0) and is
unable to obtain the Medication from a Participating Pharmacy, the Member should
purchase the Medication at the nearest pharmacy and submit a prescription claim form
for reimbursement. The claim payment will be limited to the Allowable Charge, less the
applicable Prescription Drug Deductible and Coinsurance.

viii. Medical Supplies. Medical supplies such as, but not limited to, colostomy supplies,
bandages and similar items are not generally covered under this Subsection 3.22.1.c;
however, refer to Subsections 3.12 Medical Supplies and Subsection 3.22.1.d, below.
Furthermore, subject to the terms, conditions, exclusions and limitations of the Plan as
set forth in this Evidence of Coverage, coverage is provided under this Subsection
3.22.1.c for insulin and syringes purchased at the same time as insulin and which are to
be used for the sole purpose of injecting insulin. Syringes not meeting this standard are
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not covered.

iX. Immunizations. Immunization agents and vaccines are not covered under this
Subsection 3.22.1.c. (For coverage of immunizations, see Subsection 3.2.2.)
X. Durable Medical Equipment. Durable Medical Equipment, even though such device

may require a prescription, such as, but not limited to therapeutic devices, artificial
appliances, blood test glucose test meters, or similar devices, are not covered under this
Subsection 3.22.1.c. Refer to Subsection 3.12 Durable Medical Equipment.

Xi. Deductible and Coinsurance Information

Each Prescription is covered only after the Member pays the Prescription Drug
Deductible and Coinsurance (listed on the Member's ID card) to the Participating
Pharmacy. Members will be charged the Deductible and/or Coinsurance for each
Prescription or refill. An initial fill of a Maintenance Medication Prescription is covered for
one month only. A refilled Maintenance Medication Prescription may be covered for up to
a 3-month supply with the Deductible and/or Coinsurance applied for each month’s
supply. (See Section 10.0, Maintenance Medication.)

When a Generic Medication is dispensed, the Member will pay the Deductible and/or
Coinsurance specified on the Member’s ID card for each initial and refill Prescription. If
there is no generic equivalent, the Member will pay the Deductible and/or Coinsurance
for each initial and refill Prescription.

If a Brand Name Medication is dispensed when a Generic Medication is available, the
Member will pay the Deductible and/or Coinsurance plus the difference in the cost of the
Brand Name Medication and Generic Medication, or the cost of the medication,
whichever is less.

Xii. Prescriptions, Excluded Providers. Prescriptions ordered or written by any Physician
or Provider who is excluded from coverage under the Plan, are not covered.
Prescriptions presented to or filled by any Pharmacy which is excluded from coverage
under the Plan, are not covered. See Subsection 4.2.

d. Home Infusion Therapy Pharmacy. The benefit for Medications received from a licensed retalil
pharmacy designated by Health Advantage as a home infusion therapy Provider is covered
based upon the Allowable Charge for the Medication.

i. Covered Medications. A Medications and B Medications are covered under this
Subsection 3.22.1.d. (See Section 10.0 — Prescription Medication, for definitions of “A
Medications” and “B Medications.”) A Medications are covered subject to the
Prescription Medication Deductible and Coinsurance as listed on the Health Advantage
ID card. B Medications are covered subject to the Contract Year Deductible, Copayment
and Coinsurance listed in the Schedule of Benefits,

ii. FDA approved medications that exist as separate components and are intended for
reconstitution prior to administration are covered. Examples include, but are not limited
to, total parental, intravenous antibiotics and hydration therapy.

iii. Conditions of Coverage. Conditions of coverage set forth in Subsections 3.22.2. a, b,
¢, d and e are applicable to this coverage.

iv. Medical Supplies. Medical Supplies used in connection with home infusion therapy are
covered under this Subsection 3.22.1.d. See Subsection 3.12.
V. Administration Charges. Charges to administer or inject Medication by a licensed

medical professional operating under his/her scope of practice are covered under this
Subsection 3.22.1.d. according to the allowable fee schedule for skilled nursing under
both home infusion therapy and Home Health.

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsection 3.22.2. is hereby amended to read as
follows:

a. Prior Approval. Selected Prescription Medications, as designated from time to time by Health
Advantage, are subject to Prior Approval through criteria established by Health Advantage before
coverage is allowed. A list of Medications for which Prior Approval is required is available from
Health Advantage upon request or, if you have Internet access, you may review this list on Health
Advantage’s web site at WWW.HEALTHADVANTAGE-HMO.COM. This Subsection 3.22.2.a. is
applicable to Prescription Medication covered by Subsections 3.22.1.b. c. and d.
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b. Specialty Medications. Selected Prescription Medications are designated by Health Advantage
as “Specialty Medications” due to their route of administration, approved indication, unique
nature, or inordinate cost. These medications usually require defined handling and home storage
demands, crucial patient education, and careful monitoring. Such medications include, but are
not limited to growth hormones, blood modifiers, immunoglobulins, and medications for the
treatment of hemophilia, deep vein thrombosis, hepatitis C, Crohn’s disease, cystic fibrosis,
multiple sclerosis and rheumatoid arthritis. Specialty Medications may be A Medications or B
Medications. Coverage for Specialty Medications is subject to Prior Approval and may only be
purchased through a specialty pharmacy vendor under contract with Health Advantage. The
benefit for a Specialty Medication that is designated by Health Advantage as “Specialty
Medication 1” is subject to the Prescription Drug Deductible and Coinsurance specified on the
Health Advantage ID card. The benefit for a Specialty Medication that is classified by Health
Advantage as “Specialty Medication 2” is subject to the Contract Year Deductible, Copayment
and Coinsurance specified in the Schedule of Benefits. A list of Specialty Medications is
available from Health Advantage upon request or, if you have Internet access, you may review
this list on Health Advantage’s web site at WWW.HEALTHADVANTAGE-HMO.COM. This
Subsection 3.22.2.b is applicable to Prescription Medication covered by Subsections 3.22.1.b, c.
and d.

C. Formulary. Except in limited circumstances set out in this Subsection 3.22.2.c. and elsewhere in
this Evidence of Coverage, a Prescription Medication must be listed in the Formulary in order to
be covered. (See Section 10.0 - Formulary.) However, if a Prescription Medication in the
Formulary causes or has caused adverse or harmful reactions for a particular Member, or has
been shown to be ineffective in the treatment of a Member’s particular disease or condition, such
Member may be able to obtain coverage for a Prescription Medication not in the Formulary by
requesting Prior Approval. This Subsection 3.22.2.c is applicable to Prescription Medication
covered by Subsections 3.22.1. b., c. and d.

d. Step Therapy. Selected Prescription Medications as designated from time to time by Health
Advantage in its discretion, are subject to Step Therapy restrictions. (See Section 10.0 - Step
Therapy.) Such Step Therapy must be completed before coverage for the selected Prescription
Medication is provided. The Step Therapy requirements for a particular Prescription Medication
are available from Health Advantage upon request. This Subsection 3.22.2.d is applicable to
Prescription Medication covered by Subsections 3.22.1. c. and d.

e. Dispensing Quantities — Limitations
A Prescription Medication will not be covered for any quantity or period in excess of that
authorized by the prescribing Physician or health care Provider.

New Prescriptions will be covered with the Deductible and/or Coinsurance for up to a month’s
supply of medication. A refilled Maintenance Medication Prescription may be covered for up to a
3-month supply with Deductible and/or Coinsurance applied for each month’s supply.

Early refills are covered at the discretion of Health Advantage. A prescription will not be covered
if refilled after one year from the original date of the prescription.

Coverage of selected Prescription Medications as designated from time to time by Health
Advantage in its discretion, is subject to Dose Limitations. (See Section 10.0 - Dose Limitation.)
The Dose Limitation for a particular Prescription Medication is available from Health Advantage
upon request.

This Subsection 3.22.2.e is applicable to Prescription Medication covered by Subsections 3.22.1.
c. and d.

SPECIFIC PLAN EXCLUSIONS, Health Interventions, “Prescription Medication Purchased at a Retail
Pharmacy,” is hereby deleted in its entirety. All remaining subsections are hereby renumbered to correlate
with the change.
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This amendment becomes a part of the Health Advantage Group Contract Evidence of Coverage. All
provisions of the Evidence of Coverage which are not contrary to the provisions of this amendment remain in
full force and effect.

David F. Bridges, President
HMO Partners, Inc. d/b/a/ Health Advantage
Post Office Box 8069
Little Rock, Arkansas 72203-8069
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P, AMENDMENT TO THE
VA, @ Health Advantage HEALTH ADVANTAGE
EVIDENCE OF COVERAGE

An Independent Licensee of the Blue Cross and Blue Shield Association

RETAIL DRUG BENEFITS RIDER
HSA DEDUCTIBLE AND COINSURANCE PLAN

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsections 3.22.1.c. and d. are hereby amended
to read as follows:

C. Retail Pharmacy (Drug Store). The benefit for Medications received from a licensed retalil
pharmacy is covered based upon the Allowable Charge for the Medication and subject to the
Contract Year Deductible and Coinsurance specified on your Health Advantage ID card.

i. Covered Medications. Only A Medications are covered under this Subsection 3.22.1.c.
B Medications are covered under Subsections 3.22.1.a, b and d. (See Section 10.0 —
Prescription Medication, for definitions of “A Medications” and “B Medications.”)

. Administration Charges. Charges to administer or inject any Medication are not
covered under this Subsection 3.22.1.c.

iii. Conditions of Coverage. Conditions of coverage set forth in Subsections 3.22.2. a, b,
¢, d and e are applicable to this coverage.

iv. ID Card Presentation. In order to receive benefits for a Prescription Medication under
this Subsection 3.22.1.c, a Member must present his or her Health Advantage ID card to
a Participating Pharmacy at the time the Member purchases the Prescription Medication.
(“Participating Pharmacy” is defined in Section 10.0.) The pharmacist will electronically
notify Health Advantage’s prescription benefits processor. The prescription benefits
processor will electronically inform the pharmacist whether the Plan provides benefits for
the Prescription Medication. If the prescription benefits processor indicates that the Plan
does not provide benefits, the Member may call the Pharmacy Customer Service
telephone number on the back of his or her ID card. If the Plan provides benefits, the
pharmacist will charge the Member the Deductible and Coinsurance for the Prescription
Medication. The Contract Year Deductible and Coinsurance are listed on the ID card.
Health Advantage will only accept a post-purchase or paper claim for Prescription
Medications purchased through a retail pharmacy (drug store) if such claim is submitted
(1) for an Emergency Prescription, (See Section 10.0.), (2) for Prescription Medication
purchased prior to the date the Member received his or her Health Advantage ID card or
(3) in accordance with Subsection 3.22.1.c.v. below.

V. Claim Submission. The presentation of a Prescription to a pharmacist in accordance
with this Subsection 3.22.1.c is not a claim for benefits under the terms of the Plan.
However, a Member may submit a claim if, upon such a presentation, the pharmacist
informs the Member that, because of the provisions of the Plan, the Plan has rejected
benefits for the requested Prescription Medication.

Vi. Non-Participating Pharmacies. Medications purchased from a non-Participating
Pharmacy, except in an emergency situation, are not covered.

Vii. Emergency. When a Member receives a Prescription Medication in connection with
Emergency Care as defined in this Evidence of Coverage (See Section 10.0) and is
unable to obtain the Medication from a Participating Pharmacy, the Member should
purchase the Medication at the nearest pharmacy and submit a prescription claim form
for reimbursement. The claim payment will be limited to the Allowable Charge, less the
applicable Prescription Drug Deductible and Coinsurance.

viii. Medical Supplies. Medical supplies such as, but not limited to, colostomy supplies,
bandages and similar items are not generally covered under this Subsection 3.22.1.c;
however, refer to Subsections 3.12 Medical Supplies and Subsection 3.22.1.d, below.
Furthermore, subject to the terms, conditions, exclusions and limitations of the Plan as
set forth in this Evidence of Coverage, coverage is provided under this Subsection
3.22.1.c for insulin and syringes purchased at the same time as insulin and which are to
be used for the sole purpose of injecting insulin. Syringes not meeting this standard are
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not covered.

iX. Immunizations. Immunization agents and vaccines are not covered under this
Subsection 3.22.1.c. (For coverage of immunizations, see Subsection 3.2.2.)

X. Durable Medical Equipment. Durable Medical Equipment, even though such device
may require a prescription, such as, but not limited to therapeutic devices, artificial
appliances, blood test glucose test meters, or similar devices, are not covered under this
Subsection 3.22.1.c. Refer to Subsection 3.12 Durable Medical Equipment.

Xil. Prescriptions, Excluded Providers. Prescriptions ordered or written by any Physician
or Provider who is excluded from coverage under the Plan, are not covered.
Prescriptions presented to or filled by any Pharmacy which is excluded from coverage
under the Plan, are not covered. See Subsection 4.2.

d. Home Infusion Therapy Pharmacy. The benefit for Medications received from a licensed retalil
pharmacy designated by Health Advantage as a home infusion therapy Provider is covered
based upon the Allowable Charge for the Medication.

i. FDA approved medications that exist as separate components and are intended for
reconstitution prior to administration are covered. Examples include, but are not limited
to, total parental, intravenous antibiotics and hydration therapy.

ii. Conditions of Coverage. Conditions of coverage set forth in Subsections 3.22.2. a, b,
¢, d and e are applicable to this coverage.

iii. Medical Supplies. Medical Supplies used in connection with home infusion therapy are
covered under this Subsection 3.22.1.d. See Subsection 3.12.

iv. Administration Charges. Charges to administer or inject Medication by a licensed
medical professional operating under his/her scope of practice are covered under this
Subsection 3.22.1.d. according to the allowable fee schedule for skilled nursing under
both home infusion therapy and Home Health.

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsection 3.22.2. is hereby amended to read as
follows:

a. Prior Approval. Selected Prescription Medications, as designated from time to time by Health
Advantage, are subject to Prior Approval through criteria established by Health Advantage before
coverage is allowed. A list of Medications for which Prior Approval is required is available from
Health Advantage upon request or, if you have Internet access, you may review this list on Health
Advantage’s web site at WWW.HEALTHADVANTAGE-HMO.COM. This Subsection 3.22.2.a. is
applicable to Prescription Medication covered by Subsections 3.22.1.b. c. and d.

b. Specialty Medications. Selected Prescription Medications are designated by Health Advantage
as “Specialty Medications” due to their route of administration, approved indication, unique
nature, or inordinate cost. These medications usually require defined handling and home storage
demands, crucial patient education, and careful monitoring. Such medications include, but are
not limited to growth hormones, blood modifiers, immunoglobulins, and medications for the
treatment of hemophilia, deep vein thrombosis, hepatitis C, Crohn’s disease, cystic fibrosis,
multiple sclerosis and rheumatoid arthritis. Coverage for Specialty Medications is subject to Prior
Approval and may only be purchased through a specialty pharmacy vendor under contract with
Health Advantage. The benefit for a Specialty Medication is subject to the Contract Year
Deductible and Coinsurance specified in the Schedule of Benefits. A list of Specialty Medications
is available from Health Advantage upon request or, if you have Internet access, you may review
this list on Health Advantage’s web site at WWW.HEALTHADVANTAGE-HMO.COM. This
Subsection 3.22.2.b is applicable to Prescription Medication covered by Subsections 3.22.1.b, c.
and d.

C. Formulary. Except in limited circumstances set out in this Subsection 3.22.2.c. and elsewhere in
this Evidence of Coverage, a Prescription Medication must be listed in the Formulary in order to
be covered. (See Section 10.0 - Formulary.) However, if a Prescription Medication in the
Formulary causes or has caused adverse or harmful reactions for a particular Member, or has
been shown to be ineffective in the treatment of a Member’s particular disease or condition, such
Member may be able to obtain coverage for a Prescription Medication not in the Formulary by
requesting Prior Approval. This Subsection 3.22.2.c is applicable to Prescription Medication
covered by Subsections 3.22.1. b., c. and d.
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Step Therapy. Selected Prescription Medications as designated from time to time by Health
Advantage in its discretion, are subject to Step Therapy restrictions. (See Section 10.0 - Step
Therapy.) Such Step Therapy must be completed before coverage for the selected Prescription
Medication is provided. The Step Therapy requirements for a particular Prescription Medication
are available from Health Advantage upon request. This Subsection 3.22.2.d is applicable to
Prescription Medication covered by Subsections 3.22.1. c. and d.

Dispensing Quantities — Limitations

A Prescription Medication will not be covered for any quantity or period in excess of that
authorized by the prescribing Physician or health care Provider.

New Prescriptions will be covered with the Contract Year Deductible and/or Coinsurance for up to
a month’s supply of medication. An initial fill of a Maintenance Medication Prescription is covered
for one month only. A refilled Maintenance Medication Prescription may be covered for up to a 3-
month supply.

Early refills are covered at the discretion of Health Advantage. A prescription will not be covered
if refilled after one year from the original date of the prescription.

Coverage of selected Prescription Medications as designated from time to time by Health
Advantage in its discretion, is subject to Dose Limitations. (See Section 10.0 - Dose Limitation.)
The Dose Limitation for a particular Prescription Medication is available from Health Advantage
upon request.

This Subsection 3.22.2.e is applicable to Prescription Medication covered by Subsections 3.22.1.
c. and d.

SPECIFIC PLAN EXCLUSIONS, Health Interventions, “Prescription Medication Purchased at a Retail
Pharmacy”, is hereby deleted in its entirety. All remaining subsections are hereby renumbered to correlate

with the change.

This amendment becomes a part of the Health Advantage Group Contract Evidence of Coverage.
provisions of the Evidence of Coverage which are not contrary to the provisions of this amendment remain in

full force and effect.

David F. Bridges, Chief Executive Officer
HMO Partners, Inc.
d/b/a/ Health Advantage
Post Office Box 8069
Little Rock, Arkansas 72203-8069
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P, AMENDMENT TO THE
VA, @ Health Advantage HEALTH ADVANTAGE
EVIDENCE OF COVERAGE

An Independent Licensee of the Blue Cross and Blue Shield Association

RETAIL DRUG BENEFITS RIDER
3-TIER COPAYMENT PLUS
COINSURANCE (2" & 3" Tier) PLAN

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsections 3.22.1.c. and d. are hereby amended
to read as follows:

C. Retail Pharmacy (Drug Store). The benefit for Medications received from a licensed retail
pharmacy is covered based upon the Allowable Charge for the Medication and subject to the
applicable Prescription Drug Copayment specified on your Health Advantage ID card.

i. Covered Medications. Only A Medications are covered under this Subsection 3.22.1.c.
B Medications are covered under Subsections 3.22.1.a, b and d. (See Section 10.0 —
Prescription Medication, for definitions of “A Medications” and “B Medications.”)

. Administration Charges. Charges to administer or inject any Medication are not
covered under this Subsection 3.22.1.c.

iii. Conditions of Coverage. Conditions of coverage set forth in Subsections 3.22.2. a, b,
¢, d and e are applicable to this coverage.

iv. ID Card Presentation. In order to receive benefits for a Prescription Medication under
this Subsection 3.22.1.c, a Member must present his or her Health Advantage ID card to
a Participating Pharmacy at the time the Member purchases the Prescription Medication.
(“Participating Pharmacy” is defined in Section 10.0.) The pharmacist will electronically
notify Health Advantage’s prescription benefits processor. The prescription benefits
processor will electronically inform the pharmacist whether the Plan provides benefits for
the Prescription Medication. If the prescription benefits processor indicates that the Plan
does not provide benefits, the Member may call the Pharmacy Customer Service
telephone number on the back of his or her ID card. If the Plan provides benefits, the
pharmacist will charge the Member the applicable Copayment plus Coinsurance for the
Prescription Medication. Applicable Prescription Copayments and Coinsurance are listed
on the ID card. Health Advantage will only accept a post-purchase or paper claim for
Prescription Medications purchased through a retail pharmacy (drug store) if such claim
is submitted (1) for an Emergency Prescription, (See Section 10.0.), (2) for Prescription
Medication purchased prior to the date the Member received his or her Health Advantage
ID card or (3) in accordance with Subsection 3.22.1.c.v. below.

V. Claim Submission. The presentation of a Prescription to a pharmacist in accordance
with this Subsection 3.22.1.c is not a claim for benefits under the terms of the Plan.
However, a Member may submit a claim if, upon such a presentation, the pharmacist
informs the Member that, because of the provisions of the Plan, the Plan has rejected
benefits for the requested Prescription Medication.

Vi. Non-Participating Pharmacies. Medications purchased from a non-Participating
Pharmacy, except in an emergency situation, are not covered.
Vii. Emergency. When a Member receives a Prescription Medication in connection with

Emergency Care as defined in this Evidence of Coverage (See Section 10.0) and is
unable to obtain the Medication from a Participating Pharmacy, the Member should
purchase the Medication at the nearest pharmacy and submit a prescription claim form
for reimbursement. The claim payment will be limited to the Allowable Charge, less the
applicable Prescription Copayment and Coinsurance.

viil. Medical Supplies. Medical supplies such as, but not limited to, colostomy supplies,
bandages and similar items are not generally covered under this Subsection 3.22.1.c;
however, refer to Subsections 3.12 Medical Supplies and Subsection 3.22.1.d, below.
Furthermore, subject to the terms, conditions, exclusions and limitations of the Plan as
set forth in this Evidence of Coverage, coverage is provided under this Subsection
3.22.1.c for insulin and syringes purchased at the same time as insulin and which are to
be used for the sole purpose of injecting insulin. Syringes not meeting this standard are
not covered.

HMOP Prescription Drug Rider 3-Tier + Coinsurance (2" & 3" Tier)
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iX. Immunizations. Immunization agents and vaccines are not covered under this
Subsection 3.22.1.c. (For coverage of immunizations, see Subsection 3.2.2.)

X. Durable Medical Equipment. Durable Medical Equipment, even though such device
may require a prescription, such as, but not limited to therapeutic devices, artificial
appliances, blood test glucose test meters, or similar devices, are not covered under this
Subsection 3.22.1.c. Refer to Subsection 3.12 Durable Medical Equipment.

Xi. Copayment and Coinsurance Information

Each Prescription is covered only after the Member pays the applicable Copayment plus
Coinsurance (listed on the Member’s ID card) to the Participating Pharmacy. Members
will be charged the appropriate Copayment plus Coinsurance for each Prescription or
refill.  An initial fill of a Maintenance Medication Prescription is covered for one month
only. A refilled Maintenance Medication Prescription may be covered for up to a 3-month
supply with one Copayment and Coinsurance applied for each month’s supply. (See
Section 10.0, Maintenance Medication.)

When a Generic Medication is dispensed, the Member will pay the first tier Medication
Copayment specified on the Member’s ID card for each initial and refill Prescription. If
there is no generic equivalent, the Member will pay the second or third tier Copayment,
as applicable, plus Coinsurance for each initial and refill Prescription.

If a Brand Name Medication is dispensed when a Generic Medication is available, the
Member will pay the second or third tier Copayment plus Coinsurance plus the difference
in the cost of the Brand Name Medication and Generic Medication, or the cost of the
medication, whichever is less.

Xii. Prescriptions, Excluded Providers. Prescriptions ordered or written by any Physician
or Provider who is excluded from coverage under the Plan, are not covered.
Prescriptions presented to or filled by any Pharmacy which is excluded from coverage
under the Plan, are not covered. See Subsection 4.2.

d. Home Infusion Therapy Pharmacy. The benefit for Medications received from a licensed retail
pharmacy designated by Health Advantage as a home infusion therapy Provider is covered
based upon the Allowable Charge for the Medication.

i. Covered Medications. A Medications and B Medications are covered under this
Subsection 3.22.1.d. (See Section 10.0 — Prescription Medication, for definitions of “A
Medications” and “B Medications.”) A Medications are covered subject to the
Prescription Medication Copayment and Coinsurance as listed on the Health Advantage
ID card. B Medications are covered subject to the Contract Year Deductible, Copayment
and Coinsurance listed in the Schedule of Benefits,

. FDA approved medications that exist as separate components and are intended for
reconstitution prior to administration are covered. Examples include, but are not limited
to, total parental, intravenous antibiotics and hydration therapy.

iii. Conditions of Coverage. Conditions of coverage set forth in Subsections 3.22.2. a, b,
¢, d and e are applicable to this coverage.

iv. Medical Supplies. Medical Supplies used in connection with home infusion therapy are
covered under this Subsection 3.22.1.d. See Subsection 3.12.
V. Administration Charges. Charges to administer or inject Medication by a licensed

medical professional operating under his/her scope of practice are covered under this
Subsection 3.22.1.d. according to the allowable fee schedule for skilled nursing under
both home infusion therapy and Home Health.

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsection 3.22.2. is hereby amended to read as
follows:

a. Prior Approval. Selected Prescription Medications, as designated from time to time by Health
Advantage, are subject to Prior Approval through criteria established by Health Advantage before
coverage is allowed. A list of Medications for which Prior Approval is required is available from
Health Advantage upon request or, if you have Internet access, you may review this list on Health
Advantage’s web site at WWW.HEALTHADVANTAGE-HMO.COM. This Subsection 3.22.2.a. is
applicable to Prescription Medication covered by Subsections 3.22.1.b. c. and d.

b. Specialty Medications. Selected Prescription Medications are designated by Health Advantage
as “Specialty Medications” due to their route of administration, approved indication, unique
HMOP Prescription Drug Rider 2 3-Tier + Coinsurance (2" & 3" Tier)
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nature, or inordinate cost. These medications usually require defined handling and home storage
demands, crucial patient education, and careful monitoring. Such medications include, but are
not limited to growth hormones, blood madifiers, immunoglobulins, and medications for the
treatment of hemophilia, deep vein thrombosis, hepatitis C, Crohn’s disease, cystic fibrosis,
multiple sclerosis and rheumatoid arthritis. Specialty Medications may be A Medications or B
Medications. Coverage for Specialty Medications is subject to Prior Approval and may be
available at considerable savings through a specialty pharmacy vendor under contract with
Health Advantage. The benefit for a Specialty Medication that is designated by Health Advantage
as “Specialty Medication 1” is subject to the Prescription Medication Copayment and Coinsurance
specified on the Health Advantage ID card. The benefit for a Specialty Medication that is
classified by Health Advantage as “Specialty Medication 2” is subject to the Contract Year
Deductible, Copayment and Coinsurance specified in the Schedule of Benefits. A list of Specialty
Medications is available from Health Advantage upon request or, if you have Internet access, you
may review this list on Health Advantage’s web site at WWW.HEALTHADVANTAGE-HMO.COM.
This Subsection 3.22.2.b is applicable to Prescription Medication covered by Subsections
3.22.1.b, c. and d.

C. Formulary. Except in limited circumstances set out in this Subsection 3.22.2.c. and elsewhere in
this Evidence of Coverage, a Prescription Medication must be listed in the Formulary in order to
be covered. (See Section 10.0 - Formulary.) However, if a Prescription Medication in the
Formulary causes or has caused adverse or harmful reactions for a particular Member, or has
been shown to be ineffective in the treatment of a Member’s particular disease or condition, such
Member may be able to obtain coverage for a Prescription Medication not in the Formulary by
requesting Prior Approval. This Subsection 3.22.2.c is applicable to Prescription Medication
covered by Subsections 3.22.1. b., c. and d.

d. Step Therapy. Selected Prescription Medications as designated from time to time by Health
Advantage in its discretion, are subject to Step Therapy restrictions. (See Section 10.0 - Step
Therapy.) Such Step Therapy must be completed before coverage for the selected Prescription
Medication is provided. The Step Therapy requirements for a particular Prescription Medication
are available from Health Advantage upon request. This Subsection 3.22.2.d is applicable to
Prescription Medication covered by Subsections 3.22.1. c. and d.

e. Dispensing Quantities — Limitations
A Prescription Medication will not be covered for any quantity or period in excess of that
authorized by the prescribing Physician or health care Provider.

New Prescriptions will be covered by one Copayment plus Coinsurance for up to a month’s
supply of medication. A refilled Maintenance Medication Prescription may be covered for up to a
3-month supply with one Copayment and Coinsurance applied for each month’s supply.

Early refills are covered at the discretion of Health Advantage. A prescription will not be covered
if refilled after one year from the original date of the prescription.

Coverage of selected Prescription Medications as designated from time to time by Health
Advantage in its discretion, is subject to Dose Limitations. (See Section 10.0 - Dose Limitation.)
The Dose Limitation for a particular Prescription Medication is available from Health Advantage
upon request.

This Subsection 3.22.2.e is applicable to Prescription Medication covered by Subsections 3.22.1.
c. and d.

SPECIFIC PLAN EXCLUSIONS, Health Interventions, “Prescription Medication Purchased at a Retail
Pharmacy,” is hereby deleted in its entirety. All remaining subsections are hereby renumbered to correlate
with the change.
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This amendment becomes a part of the Health Advantage Group Contract Evidence of Coverage. All
provisions of the Evidence of Coverage which are not contrary to the provisions of this amendment remain in
full force and effect.

David F. Bridges, President
HMO Partners, Inc. d/b/a/ Health Advantage
Post Office Box 8069
Little Rock, Arkansas 72203-8069
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P, AMENDMENT TO THE
VA, @ Health Advantage HEALTH ADVANTAGE
EVIDENCE OF COVERAGE

An Independent Licensee of the Blue Cross and Blue Shield Association

RETAIL DRUG BENEFITS RIDER
DEDUCTIBLE PLUS 3-TIER COPAYMENT PLAN

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsections 3.22.1.c. and d. are hereby amended
to read as follows:

C. Retail Pharmacy (Drug Store). The benefit for Medications received from a licensed retalil
pharmacy is covered based upon the Allowable Charge for the Medication and subject to the
Prescription Drug Deductible and applicable Prescription Drug Copayment specified on your
Health Advantage ID card.

i. Covered Medications. Only A Medications are covered under this Subsection 3.22.1.c.
B Medications are covered under Subsections 3.22.1.a, b and d. (See Section 10.0 —
Prescription Medication, for definitions of “A Medications” and “B Medications.”)

. Administration Charges. Charges to administer or inject any Medication are not
covered under this Subsection 3.22.1.c.

iii. Conditions of Coverage. Conditions of coverage set forth in Subsections 3.22.2. a, b,
¢, d and e are applicable to this coverage.

iv. ID Card Presentation. In order to receive benefits for a Prescription Medication under
this Subsection 3.22.1.c, a Member must present his or her Health Advantage ID card to
a Participating Pharmacy at the time the Member purchases the Prescription Medication.
(“Participating Pharmacy” is defined in Section 10.0.) The pharmacist will electronically
notify Health Advantage’s prescription benefits processor. The prescription benefits
processor will electronically inform the pharmacist whether the Plan provides benefits for
the Prescription Medication. If the prescription benefits processor indicates that the Plan
does not provide benefits, the Member may call the Pharmacy Customer Service
telephone number on the back of his or her ID card. If the Plan provides benefits, the
pharmacist will charge the Member the Prescription Drug Deductible plus applicable
Copayment for the Prescription Medication. Prescription Drug Deductible and applicable
Prescription Copayments are listed on the ID card. Health Advantage will only accept a
post-purchase or paper claim for Prescription Medications purchased through a retail
pharmacy (drug store) if such claim is submitted (1) for an Emergency Prescription, (See
Section 10.0.), (2) for Prescription Medication purchased prior to the date the Member
received his or her Health Advantage ID card or (3) in accordance with Subsection
3.22.1.c.v. below.

V. Claim Submission. The presentation of a Prescription to a pharmacist in accordance
with this Subsection 3.22.1.c is not a claim for benefits under the terms of the Plan.
However, a Member may submit a claim if, upon such a presentation, the pharmacist
informs the Member that, because of the provisions of the Plan, the Plan has rejected
benefits for the requested Prescription Medication.

Vi. Non-Participating Pharmacies. Medications purchased from a non-Participating
Pharmacy, except in an emergency situation, are not covered.

Vil. Emergency. When a Member receives a Prescription Medication in connection with
Emergency Care as defined in this Evidence of Coverage (See Section 10.0) and is
unable to obtain the Medication from a Participating Pharmacy, the Member should
purchase the Medication at the nearest pharmacy and submit a prescription claim form
for reimbursement. The claim payment will be limited to the Allowable Charge, less the
applicable Prescription Copayment.

viii. Medical Supplies. Medical supplies such as, but not limited to, colostomy supplies,
bandages and similar items are not generally covered under this Subsection 3.22.1.c;
however, refer to Subsections 3.12 Medical Supplies and Subsection 3.22.1.d, below.
Furthermore, subject to the terms, conditions, exclusions and limitations of the Plan as
set forth in this Evidence of Coverage, coverage is provided under this Subsection
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3.22.1.c for insulin and syringes purchased at the same time as insulin and which are to
be used for the sole purpose of injecting insulin. Syringes not meeting this standard are
not covered.

iX. Immunizations. Immunization agents and vaccines are not covered under this
Subsection 3.22.1.c. (For coverage of immunizations, see Subsection 3.2.2.)
X. Durable Medical Equipment. Durable Medical Equipment, even though such device

may require a prescription, such as, but not limited to therapeutic devices, artificial
appliances, blood test glucose test meters, or similar devices, are not covered under this
Subsection 3.22.1.c. Refer to Subsection 3.12 Durable Medical Equipment.

Xi. Copayment Information

Each Prescription is covered only after the Member pays the applicable Copayment
(listed on the Member’s ID card) to the Participating Pharmacy. Members will be charged
the Prescription Drug Deductible and the applicable Copayment for each Prescription or
refill. An initial fill of a Maintenance Medication Prescription is covered for one month
only. A refilled Maintenance Medication Prescription may be covered for up to a 3-month
supply with one Copayment applied for each month’s supply. (See Section 10.0,
Maintenance Medication.)

When a Generic Medication is dispensed, the Member will pay the Prescription Drug
Deductible and the first tier Medication Copayment specified on the Member’s ID card for
each initial and refill Prescription. If there is no generic equivalent, the Member will pay
the Prescription Drug Deductible and the second or third tier Copayment, as applicable,
for each initial and refill Prescription.

If a Brand Name Medication is dispensed when a Generic Medication is available the
Member will pay the Prescription Drug Deductible and the applicable second or third tier
Copayment plus the difference in the cost of the Brand Name Medication and Generic
Medication, or the cost of the medication, whichever is less.

Xii. Prescriptions, Excluded Providers. Prescriptions ordered or written by any Physician
or Provider who is excluded from coverage under the Plan, are not covered.
Prescriptions presented to or filled by any Pharmacy which is excluded from coverage
under the Plan, are not covered. See Subsection 4.2.

d. Home Infusion Therapy Pharmacy. The benefit for Medications received from a licensed retalil
pharmacy designated by Health Advantage as a home infusion therapy Provider is covered
based upon the Allowable Charge for the Medication.

i. Covered Medications. A Medications and B Medications are covered under this
Subsection 3.22.1.d. (See Section 10.0 — Prescription Medication, for definitions of “A
Medications” and “B Medications.”) A Medications are covered subject to the
Prescription Drug Deductible and the applicable Prescription Medication Copayment as
listed on the Health Advantage ID card. B Medications are covered subject to the
Contract Year Deductible, Copayment and Coinsurance listed in the Schedule of
Benefits,

. FDA approved medications that exist as separate components and are intended for
reconstitution prior to administration are covered. Examples include, but are not limited
to, total parental, intravenous antibiotics and hydration therapy.

iii. Conditions of Coverage. Conditions of coverage set forth in Subsections 3.22.2. a, b,
¢, d and e are applicable to this coverage.

iv. Medical Supplies. Medical Supplies used in connection with home infusion therapy are
covered under this Subsection 3.22.1.d. See Subsection 3.12.
V. Administration Charges. Charges to administer or inject Medication by a licensed

medical professional operating under his/her scope of practice are covered under this
Subsection 3.22.1.d. according to the allowable fee schedule for skilled nursing under
both home infusion therapy and Home Health.

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsection 3.22.2. is hereby amended to read as
follows:
a. Prior Approval. Selected Prescription Medications, as designated from time to time by Health
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Advantage, are subject to Prior Approval through criteria established by Health Advantage before
coverage is allowed. A list of Medications for which Prior Approval is required is available from
Health Advantage upon request or, if you have Internet access, you may review this list on Health
Advantage’s web site at WWW.HEALTHADVANTAGE-HMO.COM. This Subsection 3.22.2.a. is
applicable to Prescription Medication covered by Subsections 3.22.1.b. c. and d.

b. Specialty Medications. Selected Prescription Medications are designated by Health Advantage
as “Specialty Medications” due to their route of administration, approved indication, unique
nature, or inordinate cost. These medications usually require defined handling and home storage
demands, crucial patient education, and careful monitoring. Such medications include, but are
not limited to growth hormones, blood modifiers, immunoglobulins, and medications for the
treatment of hemophilia, deep vein thrombosis, hepatitis C, Crohn’s disease, cystic fibrosis,
multiple sclerosis and rheumatoid arthritis. Specialty Medications may be A Medications or B
Medications. Coverage for Specialty Medications is subject to Prior Approval and may be
available at considerable savings through a specialty pharmacy vendor under contract with
Health Advantage. The benefit for a Specialty Medication that is designated by Health Advantage
as “Specialty Medication 1” is subject to the Prescription Drug Deductible and the applicable
Prescription Drug Copayment specified on the Health Advantage ID card. The benefit for a
Specialty Medication that is classified by Health Advantage as “Specialty Medication 2" is subject
to the Contract Year Drug Deductible, Copayment and Coinsurance specified in the Schedule of
Benefits. A list of Specialty Medications is available from Health Advantage upon request or, if
you have Internet access, you may review this list on Health Advantage's web site at
WWW.HEALTHADVANTAGE-HMO.COM. This Subsection 3.22.2.b is applicable to Prescription
Medication covered by Subsections 3.22.1.b, c. and d.

C. Formulary. Except in limited circumstances set out in this Subsection 3.22.2.c. and elsewhere in
this Evidence of Coverage, a Prescription Medication must be listed in the Formulary in order to
be covered. (See Section 10.0 - Formulary.) However, if a Prescription Medication in the
Formulary causes or has caused adverse or harmful reactions for a particular Member, or has
been shown to be ineffective in the treatment of a Member’s particular disease or condition, such
Member may be able to obtain coverage for a Prescription Medication not in the Formulary by
requesting Prior Approval. This Subsection 3.22.2.c is applicable to Prescription Medication
covered by Subsections 3.22.1. b., ¢. and d.

d. Step Therapy. Selected Prescription Medications as designated from time to time by Health
Advantage in its discretion, are subject to Step Therapy restrictions. (See Section 10.0 - Step
Therapy.) Such Step Therapy must be completed before coverage for the selected Prescription
Medication is provided. The Step Therapy requirements for a particular Prescription Medication
are available from Health Advantage upon request. This Subsection 3.22.2.d is applicable to
Prescription Medication covered by Subsections 3.22.1. c. and d.

e. Dispensing Quantities — Limitations

A Prescription Medication will not be covered for any quantity or period in excess of that
authorized by the prescribing Physician or health care Provider.

New Prescriptions will be covered by one Copayment for up to a month’s supply of medication. A
refilled Maintenance Medication Prescription may be covered for up to a 3-month supply with one
Copayment applied for each month’s supply.

Early refills are covered at the discretion of Health Advantage. A prescription will not be covered
if refilled after one year from the original date of the prescription.

Coverage of selected Prescription Medications as designated from time to time by Health
Advantage in its discretion, is subject to Dose Limitations. (See Section 10.0 - Dose Limitation.)
The Dose Limitation for a particular Prescription Medication is available from Health Advantage
upon request.

This Subsection 3.22.2.e is applicable to Prescription Medication covered by Subsections 3.22.1.
c. and d.

SPECIFIC PLAN EXCLUSIONS, Health Interventions, “Prescription Medication Purchased at a Retail
Pharmacy,” is hereby deleted in its entirety. All remaining subsections are hereby renumbered to correlate
with the change.
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This amendment becomes a part of the Health Advantage Group Contract Evidence of
Coverage. All provisions of the Evidence of Coverage which are not contrary to the provisions
of this amendment remain in full force and effect.

David F. Bridges, Chief Executive Officer
HMO Partners, Inc.
d/b/a/ Health Advantage
Post Office Box 8069
Little Rock, Arkansas 72203-8069
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P, AMENDMENT TO THE
VA, @ Health Advantage HEALTH ADVANTAGE
EVIDENCE OF COVERAGE

An Independent Licensee of the Blue Cross and Blue Shield Association

RETAIL DRUG BENEFITS RIDER
4-TIER SPECIALTY COPAYMENT PLAN

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsections 3.22.1.c. and d. are hereby amended
to read as follows:

C. Retail Pharmacy (Drug Store). The benefit for Medications received from a licensed retalil
pharmacy is covered based upon the Allowable Charge for the Medication and subject to the
applicable Prescription Drug Copayment specified on your Health Advantage ID card.

i. Covered Medications. Only A Medications are covered under this Subsection 3.22.1.c.
B Medications are covered under Subsections 3.22.1.a, b and d. (See Section 10.0 —
Prescription Medication, for definitions of “A Medications” and “B Medications.”)

. Administration Charges. Charges to administer or inject any Medication are not
covered under this Subsection 3.22.1.c.

iii. Conditions of Coverage. Conditions of coverage set forth in Subsections 3.22.2. a, b,
¢, d and e are applicable to this coverage.

iv. ID Card Presentation. In order to receive benefits for a Prescription Medication under
this Subsection 3.22.1.c, a Member must present his or her Health Advantage ID card to
a Participating Pharmacy at the time the Member purchases the Prescription Medication.
(“Participating Pharmacy” is defined in Section 10.0.) The pharmacist will electronically
notify Health Advantage’s prescription benefits processor. The prescription benefits
processor will electronically inform the pharmacist whether the Plan provides benefits for
the Prescription Medication. If the prescription benefits processor indicates that the Plan
does not provide benefits, the Member may call the Pharmacy Customer Service
telephone number on the back of his or her ID card. If the Plan provides benefits, the
pharmacist will charge the Member the applicable Copayment for the Prescription
Medication. Applicable Prescription Copayments are listed on the ID card. Health
Advantage will only accept a post-purchase or paper claim for Prescription Medications
purchased through a retail pharmacy (drug store) if such claim is submitted (1) for an
Emergency Prescription, (See Section 10.0.), (2) for Prescription Medication purchased
prior to the date the Member received his or her Health Advantage ID card or (3) in
accordance with Subsection 3.22.1.c.v. below.

V. Claim Submission. The presentation of a Prescription to a pharmacist in accordance
with this Subsection 3.22.1.c is not a claim for benefits under the terms of the Plan.
However, a Member may submit a claim if, upon such a presentation, the pharmacist
informs the Member that, because of the provisions of the Plan, the Plan has rejected
benefits for the requested Prescription Medication.

Vi. Non-Participating Pharmacies. Medications purchased from a non-Participating
Pharmacy, except in an emergency situation, are not covered.

Vii. Emergency. When a Member receives a Prescription Medication in connection with
Emergency Care as defined in this Evidence of Coverage (See Section 10.0) and is
unable to obtain the Medication from a Participating Pharmacy, the Member should
purchase the Medication at the nearest pharmacy and submit a prescription claim form
for reimbursement. The claim payment will be limited to the Allowable Charge, less the
applicable Prescription Copayment.

viii. Medical Supplies. Medical supplies such as, but not limited to, colostomy supplies,
bandages and similar items are not generally covered under this Subsection 3.22.1.c;
however, refer to Subsections 3.12 Medical Supplies and Subsection 3.22.1.d, below.
Furthermore, subject to the terms, conditions, exclusions and limitations of the Plan as
set forth in this Evidence of Coverage, coverage is provided under this Subsection
3.22.1.c for insulin and syringes purchased at the same time as insulin and which are to
be used for the sole purpose of injecting insulin. Syringes not meeting this standard are
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not covered.

iX. Immunizations. Immunization agents and vaccines are not covered under this
Subsection 3.22.1.c. (For coverage of immunizations, see Subsection 3.2.2.)

X. Durable Medical Equipment. Durable Medical Equipment, even though such device
may require a prescription, such as, but not limited to therapeutic devices, artificial
appliances, blood test glucose test meters, or similar devices, are not covered under this
Subsection 3.22.1.c. Refer to Subsection 3.12 Durable Medical Equipment.

Xi. Copayment Information

Each Prescription is covered only after the Member pays the applicable Copayment
(listed on the Member’s ID card) to the Participating Pharmacy. Members will be charged
the appropriate Copayment for each Prescription or refill. An initial fill of a Maintenance
Medication Prescription is covered for one month only. A refiled Maintenance
Medication Prescription may be covered for up to a 3-month supply with one Copayment
applied for each month’s supply. (See Section 10.0, Maintenance Medication.)

When a Generic Medication is dispensed, the Member will pay the first tier Medication
Copayment specified on the Member’s ID card for each initial and refill Prescription. If
there is no generic equivalent, the Member will pay the Brand Name Copayment, as
applicable, for each initial and refill Prescription.

If a Brand Name Medication is dispensed when a Generic Medication is available, the
Member will pay the Brand Name Copayment plus the difference in the cost of the Brand
Name Medication and Generic Medication, or the cost of the medication, whichever is
less.

Xii. Prescriptions, Excluded Providers. Prescriptions ordered or written by any Physician
or Provider who is excluded from coverage under the Plan, are not covered.
Prescriptions presented to or filled by any Pharmacy which is excluded from coverage
under the Plan, are not covered. See Subsection 4.2.

d. Home Infusion Therapy Pharmacy. The benefit for Medications received from a licensed retalil
pharmacy designated by Health Advantage as a home infusion therapy Provider is covered
based upon the Allowable Charge for the Medication.

i. Covered Medications. A Medications and B Medications are covered under this
Subsection 3.22.1.d. (See Section 10.0 — Prescription Medication, for definitions of “A
Medications” and “B Medications.”) A Medications are covered subject to the
Prescription Medication Copayment as listed on the Health Advantage ID card. B
Medications are covered subject to the Contract Year Deductible, Copayment and
Coinsurance listed in the Schedule of Benefits,

ii. FDA approved medications that exist as separate components and are intended for
reconstitution prior to administration are covered. Examples include, but are not limited
to, total parental, intravenous antibiotics and hydration therapy.

iii. Conditions of Coverage. Conditions of coverage set forth in Subsections 3.22.2. a, b,
¢, d and e are applicable to this coverage.

iv. Medical Supplies. Medical Supplies used in connection with home infusion therapy are
covered under this Subsection 3.22.1.d. See Subsection 3.12.
V. Administration Charges. Charges to administer or inject Medication by a licensed

medical professional operating under his/her scope of practice are covered under this
Subsection 3.22.1.d. according to the allowable fee schedule for skilled nursing under
both home infusion therapy and Home Health.

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsection 3.22.2. is hereby amended to read as
follows:

a. Prior Approval. Selected Prescription Medications, as designated from time to time by Health
Advantage, are subject to Prior Approval through criteria established by Health Advantage before
coverage is allowed. A list of Medications for which Prior Approval is required is available from
Health Advantage upon request or, if you have Internet access, you may review this list on Health
Advantage’s web site at WWW.HEALTHADVANTAGE-HMO.COM. This Subsection 3.22.2.a. is
applicable to Prescription Medication covered by Subsections 3.22.1.b. c. and d.
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b. Specialty Medications. Selected Prescription Medications are designated by Health Advantage
as “Specialty Medications” due to their route of administration, approved indication, unique
nature, or inordinate cost. These medications usually require defined handling and home storage
demands, crucial patient education, and careful monitoring. Such medications include, but are
not limited to growth hormones, blood modifiers, immunoglobulins, and medications for the
treatment of hemophilia, deep vein thrombosis, hepatitis C, Crohn’s disease, cystic fibrosis,
multiple sclerosis and rheumatoid arthritis. Specialty Medications may be A Medications or B
Medications. Coverage for Specialty Medications is subject to Prior Approval and may only be
purchased through a specialty pharmacy vendor under contract with Health Advantage. The
benefit for a Specialty Medication that is designated by Health Advantage as “Specialty
Medication 1” is subject to the Prescription Drug Copayment specified on the Health Advantage
ID card. The benefit for a Specialty Medication that is classified by Health Advantage as
“Specialty Medication 2” is subject to the Contract Year Deductible, Copayment and Coinsurance
specified in the Schedule of Benefits. A list of Specialty Medications is available from Health
Advantage upon request or, if you have Internet access, you may review this list on Health
Advantage’s web site at WWW.HEALTHADVANTAGE-HMO.COM. This Subsection 3.22.2.b is
applicable to Prescription Medication covered by Subsections 3.22.1.b, c. and d.

C. Formulary. Except in limited circumstances set out in this Subsection 3.22.2.c. and elsewhere in
this Evidence of Coverage, a Prescription Medication must be listed in the Formulary in order to
be covered. (See Section 10.0 - Formulary.) However, if a Prescription Medication in the
Formulary causes or has caused adverse or harmful reactions for a particular Member, or has
been shown to be ineffective in the treatment of a Member’s particular disease or condition, such
Member may be able to obtain coverage for a Prescription Medication not in the Formulary by
requesting Prior Approval. This Subsection 3.22.2.c is applicable to Prescription Medication
covered by Subsections 3.22.1. b., ¢. and d.

d. Step Therapy. Selected Prescription Medications as designated from time to time by Health
Advantage in its discretion, are subject to Step Therapy restrictions. (See Section 10.0 - Step
Therapy.) Such Step Therapy must be completed before coverage for the selected Prescription
Medication is provided. The Step Therapy requirements for a particular Prescription Medication
are available from Health Advantage upon request. This Subsection 3.22.2.d is applicable to
Prescription Medication covered by Subsections 3.22.1. c. and d.

e. Dispensing Quantities — Limitations

A Prescription Medication will not be covered for any quantity or period in excess of that
authorized by the prescribing Physician or health care Provider.

New Prescriptions will be covered by one Copayment for up to a month’s supply of medication.
A refilled Maintenance Medication Prescription may be covered for up to a 3-month supply with
one Copayment applied for each month’s supply.

Early refills are covered at the discretion of Health Advantage. A prescription will not be covered
if refilled after one year from the original date of the prescription.

Coverage of selected Prescription Medications as designated from time to time by Health
Advantage in its discretion, is subject to Dose Limitations. (See Section 10.0 - Dose Limitation.)
The Dose Limitation for a particular Prescription Medication is available from Health Advantage
upon request.

This Subsection 3.22.2.e is applicable to Prescription Medication covered by Subsections 3.22.1.
c. and d.

SPECIFIC PLAN EXCLUSIONS, Health Interventions, “Prescription Medication Purchased at a Retail
Pharmacy,” is hereby deleted in its entirety. All remaining subsections are hereby renumbered to correlate
with the change.

GLOSSARY OF TERMS, “Formulary” is hereby amended to read as follows.

Formulary means a specified list of Prescription Medications covered by Health Advantage. The
Formulary is established by Health Advantage based upon recommendations from the Pharmacy and
Therapeutics Committee, a committee including practicing Arkansas Physicians and practicing Arkansas
pharmacists, as well as the medical director and pharmacy director of Health Advantage. Prescription

HMOP Prescription Drug Rider 3 4-Tier
Form #: 33-11 R1/12


http://www.arkbluecross.com/

Medications on the Formulary are classified into various tiers. Prescription Medications in the first tier are
Generic Medications. Prescription Medications in the subsequent tiers are Brand Name Medications.
The list of Prescription Medications that make up the Formulary and the tier classification of a Prescription
Medication on the Formulary are subject to change by Health Advantage. In determining whether to
place a Prescription Medication on the Formulary or to place a Prescription Medication in a tier
classification in the Formulary, Health Advantage compares a Prescription Medication’s safety,
effectiveness, cost efficiency and uniqueness with other Prescription Medications in the same category.
Prescription Medications including new Prescription Medications approved by the FDA are not
covered under this Evidence of Coverage unless or until Health Advantage places the medication
on the Formulary.

This amendment becomes a part of the Health Advantage Group Contract Evidence of Coverage. All
provisions of the Evidence of Coverage which are not contrary to the provisions of this amendment remain in
full force and effect.

David F. Bridges, President
HMO Partners, Inc. d/b/a/ Health Advantage
Post Office Box 8069
Little Rock, Arkansas 72203-8069
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[ AMENDMENT TO THE
Ay, @ Health Advantage HEALTH ADVANTAGE
An Independent Licensee of the Blue Cross and Blue Shield Association EVI DE N C E O F COVE RAG E

RETAIL DRUG BENEFITS RIDER
3-TIER COPAYMENT PLAN
VALUE FORMULARY

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsections 3.22.1.c. and d. are hereby
amended to read as follows:
C. Retail Pharmacy (Drug Store). The benefit for Medications received from a licensed
retail pharmacy is covered based upon the Allowable Charge for the Medication and
subject to the applicable Prescription Drug Copayment specified on your Health
Advantage ID card.

i. Covered Medications. Only A Medications are covered under this Subsection
3.22.1.c. B Medications are covered under Subsections 3.22.1.a, b and d.
(See Section 10.0 — Prescription Medication, for definitions of “A Medications”
and “B Medications.”)

ii. Administration Charges. Charges to administer or inject any Medication are
not covered under this Subsection 3.22.1.c.

iii. Conditions of Coverage. Conditions of coverage set forth in Subsections
3.22.2. a, b, ¢, d and e are applicable to this coverage.

iv. ID Card Presentation. In order to receive benefits for a Prescription
Medication under this Subsection 3.22.1.c, a Member must present his or her
Health Advantage ID card to a Participating Pharmacy at the time the Member
purchases the Prescription Medication. (“Participating Pharmacy” is defined in
Section 10.0.) The pharmacist will electronically notify Health Advantage’s
prescription benefits processor. The prescription benefits processor will
electronically inform the pharmacist whether the Plan provides benefits for the
Prescription Medication. If the prescription benefits processor indicates that the
Plan does not provide benefits, the Member may call the Pharmacy Customer
Service telephone number on the back of his or her ID card. If the Plan
provides benefits, the pharmacist will charge the Member the applicable
Copayment for the Prescription Medication. Applicable Prescription
Copayments are listed on the ID card. Health Advantage will only accept a
post-purchase or paper claim for Prescription Medications purchased through a
retail pharmacy (drug store) if such claim is submitted (1) for an Emergency
Prescription, (See Section 10.0.), (2) for Prescription Medication purchased
prior to the date the Member received his or her Health Advantage ID card or
(3) in accordance with Subsection 3.22.1.c.v. below.

V. Claim Submission. The presentation of a Prescription to a pharmacist in
accordance with this Subsection 3.22.1.c is not a claim for benefits under the
terms of the Plan. However, a Member may submit a claim if, upon such a
presentation, the pharmacist informs the Member that, because of the
provisions of the Plan, the Plan has rejected benefits for the requested
Prescription Medication.

Vi. Non-Participating Pharmacies. Medications purchased from a non-
Participating Pharmacy, except in an emergency situation, are not covered.

Vil. Emergency. When a Member receives a Prescription Medication in
connection with Emergency Care as defined in this Evidence of Coverage (See
Section 10.0) and is unable to obtain the Medication from a Participating
Pharmacy, the Member should purchase the Medication at the nearest
pharmacy and submit a prescription claim form for reimbursement. The claim
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payment will be limited to the Allowable Charge, less the applicable
Prescription Copayment.

viii. Medical Supplies. Medical supplies such as, but not limited to, colostomy
supplies, bandages and similar items are not generally covered under this
Subsection 3.22.1.c; however, refer to Subsections 3.12 Medical Supplies and
Subsection 3.22.1.d, below. Furthermore, subject to the terms, conditions,
exclusions and limitations of the Plan as set forth in this Evidence of Coverage,
coverage is provided under this Subsection 3.22.1.c for insulin and syringes
purchased at the same time as insulin and which are to be used for the sole
purpose of injecting insulin. Syringes not meeting this standard are not
covered.

iX. Immunizations. Immunization agents and vaccines are not covered under this
Subsection 3.22.1.c. (For coverage of immunizations, see Subsection 3.2.2.)

X. Durable Medical Equipment. Durable Medical Equipment, even though such
device may require a prescription, such as, but not limited to therapeutic
devices, artificial appliances, blood test glucose test meters, or similar devices,
are not covered under this Subsection 3.22.1.c. Refer to Subsection 3.12
Durable Medical Equipment.

Xi. Copayment Information

Each Prescription is covered only after the Member pays the applicable
Copayment (listed on the Member’s ID card) to the Participating Pharmacy.
Members will be charged the appropriate Copayment for each Prescription or
refill. An initial fill of a Maintenance Medication Prescription is covered for one
month only. A refilled Maintenance Medication Prescription may be covered for
up to a 3-month supply with one Copayment applied for each month’s supply.
(See Section 10.0, Maintenance Medication.)

When a Generic Medication is dispensed, the Member will pay the first tier
Medication Copayment specified on the Member’s ID card for each initial and
refill Prescription. If there is no generic equivalent, the Member will pay the
Brand Name Medication Prescription Copayment, as applicable, for each initial
and refill Prescription.

If a Brand Name Medication is dispensed when a Generic Medication is
available, the Member will pay the second or third tier Copayment plus the
difference in the cost of the Brand Name Medication and Generic Medication,
or the cost of the medication, whichever is less.

Xii. Prescriptions, Excluded Providers. Prescriptions ordered or written by any
Physician or Provider who is excluded from coverage under the Plan, are not
covered. Prescriptions presented to or filled by any Pharmacy which is
excluded from coverage under the Plan, are not covered. See Subsection 4.2.

d. Home Infusion Therapy Pharmacy. The benefit for Medications received from a
licensed retail pharmacy designated by Health Advantage as a home infusion therapy
Provider is covered based upon the Allowable Charge for the Medication.

i. Covered Medications. A Medications and B Medications are covered under
this Subsection 3.22.1.d. (See Section 10.0 — Prescription Medication, for
definitions of “A Medications” and “B Medications.”) A Medications are covered
subject to the Prescription Medication Copayment as listed on the Health
Advantage ID card. B Medications are covered subject to the Contract Year
Deductible, Copayment and Coinsurance listed in the Schedule of Benefits,

. FDA approved medications that exist as separate components and are
intended for reconstitution prior to administration are covered. Examples
include, but are not limited to, total parental, intravenous antibiotics and
hydration therapy.

iii. Conditions of Coverage. Conditions of coverage set forth in Subsections
3.22.2. a, b, ¢, d and e are applicable to this coverage.
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iv. Medical Supplies. Medical Supplies used in connection with home infusion
therapy are covered under this Subsection 3.22.1.d. See Subsection 3.12.

V. Administration Charges. Charges to administer or inject Medication by a
licensed medical professional operating under his/her scope of practice are
covered under this Subsection 3.22.1.d. according to the allowable fee
schedule for skilled nursing under both home infusion therapy and Home
Health.

BENEFITS AND SPECIFIC LIMITATIONS IN THE PLAN, Subsection 3.22.2. is hereby amended to
read as follows:

a. Prior Approval. Selected Prescription Medications, as designated from time to time by
Health Advantage, are subject to Prior Approval through criteria established by Health
Advantage before coverage is allowed. A list of Medications for which Prior Approval is
required is available from Health Advantage upon request or, if you have Internet
access, you may review this list on Health Advantage’s web site at
WWW.HEALTHADVANTAGE-HMO.COM. This Subsection 3.22.2.a. is applicable to
Prescription Medication covered by Subsections 3.22.1.b. c. and d.

b. Specialty Medications. Selected Prescription Medications are designated by Health
Advantage as “Specialty Medications” due to their route of administration, approved
indication, unique nature, or inordinate cost. These medications usually require defined
handling and home storage demands, crucial patient education, and careful monitoring.
Such medications include, but are not limited to growth hormones, blood modifiers,
immunoglobulins, and medications for the treatment of hemophilia, deep vein
thrombosis, hepatitis C, Crohn’s disease, cystic fibrosis, multiple sclerosis and
rheumatoid arthritis. Specialty Medications may be A Medications or B Medications.
Coverage for Specialty Medications is subject to Prior Approval and may only be
purchased through a specialty pharmacy vendor under contract with Health Advantage.
The benefit for a Specialty Medication that is designated by Health Advantage as
“Specialty Medication 1” is subject to the Prescription Drug Copayment specified on the
Health Advantage ID card. The benefit for a Specialty Medication that is classified by
Health Advantage as “Specialty Medication 2” is subject to the Contract Year
Deductible, Copayment and Coinsurance specified in the Schedule of Benefits. A list of
Specialty Medications is available from Health Advantage upon request or, if you have
Internet access, you may review this list on Health Advantage’s web site at
WWW.HEALTHADVANTAGE-HMO.COM. This Subsection 3.22.2.b is applicable to
Prescription Medication covered by Subsections 3.22.1.b, c. and d.

C. Formulary. Except in limited circumstances set out in this Subsection 3.22.2.c. and
elsewhere in this Evidence of Coverage, a Prescription Medication must be listed in the
Formulary in order to be covered. (See Section 10.0 - Formulary.) However, if a
Prescription Medication in the Formulary causes or has caused adverse or harmful
reactions for a particular Member, or has been shown to be ineffective in the treatment
of a Member’s particular disease or condition, such Member may be able to obtain
coverage for a Prescription Medication not in the Formulary by requesting Prior
Approval. This Subsection 3.22.2.c is applicable to Prescription Medication covered by
Subsections 3.22.1. b., c. and d.

d. Step Therapy. Selected Prescription Medications as designated from time to time by
Health Advantage in its discretion, are subject to Step Therapy restrictions. (See
Section 10.0 - Step Therapy.) Such Step Therapy must be completed before coverage
for the selected Prescription Medication is provided. The Step Therapy requirements
for a particular Prescription Medication are available from Health Advantage upon
request. This Subsection 3.22.2.d is applicable to Prescription Medication covered by
Subsections 3.22.1. c. and d.

e. Dispensing Quantities — Limitations

A Prescription Medication will not be covered for any quantity or period in excess of that
authorized by the prescribing Physician or health care Provider.
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New Prescriptions will be covered by one Copayment for up to a month’s supply of
medication. A refilled Maintenance Medication Prescription may be covered for up to a
3-month supply with one Copayment applied for each month’s supply.

Early refills are covered at the discretion of Health Advantage. A prescription will not be
covered if refilled after one year from the original date of the prescription.

Coverage of selected Prescription Medications as designated from time to time by
Health Advantage in its discretion, is subject to Dose Limitations. (See Section 10.0 -
Dose Limitation.) The Dose Limitation for a particular Prescription Medication is
available from Health Advantage upon request.

This Subsection 3.22.2.e is applicable to Prescription Medication covered by
Subsections 3.22.1. c. and d.

SPECIFIC PLAN EXCLUSIONS, Health Interventions, “Prescription Medication Purchased at a Retail

Pharmacy,” is hereby deleted in its entirety. All remaining subsections are
correlate with the change.

GLOSSARY OF TERMS, “Formulary” is hereby amended to read as follows.

hereby renumbered to

Formulary means a specified list of Prescription Medications covered by Health Advantage.
The Formulary is established by Health Advantage based upon recommendations from the
Pharmacy and Therapeutics Committee, a committee including practicing Arkansas Physicians
and practicing Arkansas pharmacists, as well as the medical director and pharmacy director of
Health Advantage. Prescription Medications on the Formulary are classified into various tiers.
Prescription Medications in the first tier are Generic Medications. Prescription Medications in
the subsequent tiers are Brand Name Medications. The list of Prescription Medications that
make up the Formulary and the tier classification of a Prescription Medication on the Formulary
are subject to change by Health Advantage. In determining whether to place a Prescription
Medication on the Formulary or to place a Prescription Medication in a tier classification in the
Formulary, Health Advantage compares a Prescription Medication’s safety, effectiveness, cost
efficiency and uniqueness with other Prescription Medications in the same category.
Prescription Medications including new Prescription Medications approved by the FDA
are not covered under this Evidence of Coverage unless or until Health Advantage
places the medication on the Formulary.

This amendment becomes a part of the Health Advantage Group Contract Evidence of Coverage. All
provisions of the Evidence of Coverage which are not contrary to the provisions of this amendment

remain in full force and effect.

David F. Bridges, President
HMO Partners, Inc. d/b/a/ Health Advantage
Post Office Box 8069
Little Rock, Arkansas 72203-8069
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