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a midwife to stipulate services must be performed in a Hospital to correlate with Coverage Policy. Home delivery
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Health Advantage epve oe
B @ EVIDENCE OF COVERAGE

An Independent Licensee of the Blue Cross and Blue Shield Association

The following Health Advantage Evidences of Coverage are hereby amended.

Evidence of Coverage, Standard HMO, Form #31-01

Evidence of Coverage, BlueChoice POS Plan, Form #31-02

Evidence of Coverage, BlueChoice POS Plan with Preexisting, Form #31-03

Evidence of Coverage, BlueChoice Open Access POS Plan, Form #31-04

Evidence of Coverage, BlueChoice Open Access POS Plan with Preexisting, Form #31-05
Evidence of Coverage, HSA Open Access Plan, Form #: 31-06

Evidence of Coverage, HSA Open Access Plan with Preexisting, Form #31-07

Evidence of Coverage, Conversion Plan, Form #31-08

Evidence of Coverage, HMO Arkansas, Form #31-10

The following subsection amendments are effective on July 1, 2011.

BENEFITS AND SPECIFIC LIMITATIONS IN YOUR PLAN, Maternity, “Midwives” is hereby amended to read
as follows.

Midwives. Services provided by any lay midwife are not covered. See Subsection 4.2.5.
However, subject to all terms, conditions, exclusions and limitations of the Plan as set forth in this
Evidence of Coverage, coverage is provided for services provided by a certified nurse midwife
who has a collaborative agreement with a Physician who is within immediate proximity to the
Hospital utilized by the certified nurse midwife, in case there is need for assistance during the
delivery.

BENEFITS AND SPECIFIC LIMITATIONS IN YOUR PLAN, Maternity, “Genetic Testing” is hereby amended
to read as follows.

Genetic testing. In general, genetic testing to determine: (1) the likelihood of developing a
disease or condition, (2) the presence of a disease or condition in a relative, (3) the likelihood of
passing an inheritable disease, condition or congenital abnormality to an offspring, (4) genetic
testing of the products of amniocentesis to determine the presence of a disease, condition or
congenital anomaly in the fetus, (5) genetic testing of a symptomatic Member’s blood or tissue to
determine if the Member has a specific disease or condition, and (6) genetic testing to determine
the anticipated response to a particular pharmaceutical, are not covered.

However, subject to the terms, conditions, exclusions and limitations of the Plan set forth in this
Evidence of Coverage, a limited number of specific genetic tests may be covered for situations
(4) or (5) referenced above when the Health Advantage has determined that the particular genetic
test (a) is the only way to diagnose the disease or condition, (b) has been scientifically proven to
improve outcomes when used to direct treatment, and (c) will affect the individual’s treatment
plan. A limited number of specific genetic tests may be covered for situation (6) referenced
above if criteria (b) and (c) above are met. Health Advantage has full discretion in determining
which particular genetic tests may be eligible for benefits as an exception to this exclusion under
situations (4), (5) or (6). Any published Health Advantage Coverage Policy regarding a genetic
test will control whether or not benefits are available for that genetic test as an exception to this
exclusion.

BENEFITS AND SPECIFIC LIMITATIONS IN YOUR PLAN, Miscellaneous Health Interventions, “Trans-
telephonic Home Spirometry” is hereby amended to read as follows.
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Trans-telephonic Home Spirometry. Subject to all terms, conditions, exclusions and
limitations of the Plan as set forth in this Evidence of Coverage, trans-telephonic home
spirometry is covered for patients who have had a lung transplant.

SPECIFIC PLAN EXCLUSIONS, Health Interventions, “Cerebellar Stimulator/Pacemaker”, “Cervicography”,
“‘Dermatomal Somatosensory Evoked Potentials”, “Dexamethasone infusion”, “Electron Beam Computed
Tomography”, “Magnetic Innervation Therapy”, “Meniscal Allograft Transplantation”, “Peripheral Nerve
Stimulators”, “Parkinson’s Disease, Treatment with Fetal Mesencephalic Transplantation”, Radio-Frequency
Thermocoagulation”, “Thoracic Electrical Bioimpedance”, “Trans-telephonic Home Spirometry” and “Vacuum,
Assisted Closure” are hereby deleted in their entirety. All remaining exclusions are hereby renumbered to

correlate with the change.

SPECIFIC PLAN EXCLUSIONS, Health Interventions, “Cognitive Rehabilitation” is hereby amended to read
as follows.
Cognitive Rehabilitation. Services or supplies provided as or in conjunction with, Cognitive
Rehabilitation are not covered. See “Glossary of Terms.” However, subject to all terms,
conditions, exclusions and limitation of the Plan as set forth in this Evidence of Coverage,
coverage is provided for Neurologic Rehabilitation Facility Services for Members with Severe
Traumatic Brain Injury. See Subsection 3.[31].

SPECIFIC PLAN EXCLUSIONS, Health Interventions, “Compression Garments” is hereby amended to read
as follows.
Compression Garments. All types of compression garments, support hose or elastic supports are
not covered even when purchased with a Prescription. However, subject to all terms conditions,
exclusions and limitation of the Plan as set forth in this Evidence of Coverage, coverage is
provided for compression garments specifically designed to treat severe burns or compression
sleeves and gloves used to treat lymphedemas following mastectomy.

SPECIFIC PLAN EXCLUSIONS, Health Interventions, “Genetic Testing” is hereby amended to read as
follows.

Genetic testing. In general, genetic testing to determine: (1) the likelihood of developing a
disease or condition, (2) the presence of a disease or condition in a relative, (3) the likelihood of
passing an inheritable disease, condition or congenital abnormality to an offspring, (4) genetic
testing of the products of amniocentesis to determine the presence of a disease, condition or
congenital anomaly in the fetus, (5) genetic testing of a symptomatic Member’s blood or tissue to
determine if the Member has a specific disease or condition, and (6) genetic testing to determine
the anticipated response to a particular pharmaceutical, are not covered.

However, subject to the terms, conditions, exclusions and limitations of the Plan set forth in this
Evidence of Coverage, a limited number of specific genetic tests may be covered for situations
(4) or (5) referenced above when the Health Advantage has determined that the particular genetic
test (a) is the only way to diagnose the disease or condition, (b) has been scientifically proven to
improve outcomes when used to direct treatment, and (c) will affect the individual’s treatment
plan. A limited number of specific genetic tests may be covered for situation (6) referenced
above if criteria (b) and (c) above are met. Health Advantage has full discretion in determining
which particular genetic tests may be eligible for benefits as an exception to this exclusion under
situations (4), (5) or (6). Any published Health Advantage Coverage Policy regarding a genetic
test will control whether or not benefits are available for that genetic test as an exception to this
exclusion.

SPECIFIC PLAN EXCLUSIONS, Health Interventions, “Percutaneous Diskectomy” is hereby amended to read
as follows.
Percutaneous diskectomy and Radio-frequency Thermocoagulation. Any method of
percutaneous diskectomy, including, but not limited to, automated or manual percutaneous
diskectomy, laser diskectomy, radiofrequency nucleotomy or nucleolysis, and coblation therapy,
is not covered. Radio-frequency Thermocoagulation or Intradiscal electrothermal therapy for
discogenic or other forms of back pain are not covered.
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SPECIFIC PLAN EXCLUSIONS is hereby amended to add the following new Subsection.

Subsections are hereby renumbered to correlate with the change.

Home delivery. Services and supplies received in connection with child birth in the home are not
covered regardless of the Provider.

CLAIM PROCESSING AND APPEALS, “Out of Arkansas Claims,” Subsection 7.1.10 is hereby amended to

read as follows.

Out-of-Arkansas Services

We have a variety of relationships with other Blue Cross and/or Blue Shield Plans and their
Licensed Controlled Affiliates (“Licensees”) referred to generally as “Inter-Plan Programs.”
Whenever you obtain healthcare services outside of our service area, the State of Arkansas, the
claims for these services may be processed through one of these Inter-Plan Programs.

Typically, when accessing care outside our service area, you will obtain care from healthcare
providers that have a contractual agreement (i.e., are “participating providers”) with the local Blue
Cross and/or Blue Shield Licensee in that other geographic area (“Host Blue”). In some
instances, you may obtain care from non-participating healthcare providers. Our payment
practices in both instances are described below.

We cover only limited healthcare services received outside of our service area. As used in this
[Subsection, 7.1.10] “Out-of-Area Covered Healthcare Services” include only emergency care or
urgent care obtained outside the geographic area we serve. Any other services will not be
covered when processed through any Inter-Plan Programs arrangements. These “other services”
must be provided or authorized by your primary care physician (“PCP”).
a. BlueCard® Program
i. Under the BlueCard® Program, when you obtain Out-of-Area Covered
Healthcare Services within the geographic area served by a Host Blue, we will
remain responsible for fulfiling our contractual obligations. However the Host
Blue is responsible for contracting with and generally handling all interactions
with its participating healthcare providers.

ii. The BlueCard Program enables you to obtain Out-of-Area Covered Healthcare
Services, as defined above, from a healthcare provider participating with a Host
Blue, where available. The participating healthcare provider will automatically file
a claim for the Out-of-Area Covered Healthcare Services provided to you, so
there are no claim forms for you to fill out. You will be responsible for the member
copayment amount, as stated in your Evidence of Coverage.

b. Emergency Care Services: If you experience a Medical Emergency while traveling
outside the Health Advantage service area, go to the nearest Emergency or Urgent Care
facility. Whenever you access covered healthcare services outside our service area and
the claim is processed through the BlueCard Program, the amount you pay for covered
healthcare services, if not a flat dollar copayment, is calculated based on the lower of:

* The billed covered charges for your covered services; or
» The negotiated price that the Host Blue makes available to us.

i. Often, this “negotiated price” will be a simple discount that reflects an actual price
that the Host Blue pays to your healthcare provider. Sometimes, it is an
estimated price that takes into account special arrangements with your
healthcare provider or provider group that may include types of settlements,
incentive payments, and/or other credits or charges. Occasionally, it may be an
average price, based on a discount that results in expected average savings for
similar types of healthcare providers after taking into account the same types of
transactions as with an estimated price.

34-118 7/11
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ii. Estimated pricing and average pricing, going forward, also take into account
adjustments to correct for over- or underestimation of modifications of past
pricing for the types of transaction modifications noted above. However, such
adjustments will not affect the price we use for your claim because they will not
be applied retroactively to claims already paid.

iii. Laws in a small number of states may require the Host Blue to add a surcharge
to your calculation. If any state laws mandate other liability calculation methods,
including a surcharge, we would then calculate your liability for any covered
healthcare services according to applicable law.

C. Non-Participating Healthcare Providers Outside of Our Service Area, the State of
Arkansas

i. Your Liability Calculation. When Out-of-Area Covered Healthcare Services are
received from non-participating healthcare providers, the amount you pay for
such services will generally be based on either the Host Blue’s non-participating
healthcare provider local payment or the pricing arrangements required by
applicable state law. In these situations, you will be liable for the difference
between the amount that the non-participating healthcare provider bills and the
payment we will make for the covered services as set forth in this Evidence of
Coverage.

ii. Exceptions. In certain situations, we may use other payment bases, such as a
billed covered charges, the payment we would make if the healthcare services
had been obtained within our service area, or a special negotiated payment, as
permitted under the Inter-Plan Programs Policies, to determine the amount we
will pay for services rendered by nonparticipating healthcare providers. In these
situations, you may be liable for the difference between the amount that the non-
participating healthcare provider bills and the payment we will make for the
covered services as set forth in this Evidence of Coverage.

CLAIM PROCESSING AND APPEALS, Claim Appeal to the Plan (Internal Review), 7.3.5. a. is hereby
amended to read as follows.

a. First Level Review. The First Level Reviewer, a person located at the Health
Advantage, conducts the first level review.

This amendment becomes a part of the Health Advantage 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
P.O. Office Box 8069, Little Rock, Arkansas 72203-8069
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Health Advantage epve oe
B @ EVIDENCE OF COVERAGE

An Independent Licensee of the Blue Cross and Blue Shield Association

The following Health Advantage Evidence of Coverage are hereby amended.
Evidence of Coverage, Guest Membership, Form #31-09

The following subsection amendments are effective on July 1, 2011.

BENEFITS AND SPECIFIC LIMITATIONS IN YOUR PLAN, Maternity, “Midwives” is hereby amended to read
as follows.

Midwives. Services provided by any lay midwife are not covered. See Subsection 4.2.5.
However, subject to all terms, conditions, exclusions and limitations of the Plan as set forth in this
Evidence of Coverage, coverage is provided for services provided by a certified nurse midwife
who has a collaborative agreement with a Physician who is within immediate proximity to the
Hospital utilized by the certified nurse midwife, in case there is need for assistance during the
delivery.

BENEFITS AND SPECIFIC LIMITATIONS IN YOUR PLAN, Maternity, “Genetic Testing” is hereby amended
to read as follows.

Genetic testing. In general, genetic testing to determine: (1) the likelihood of developing a
disease or condition, (2) the presence of a disease or condition in a relative, (3) the likelihood of
passing an inheritable disease, condition or congenital abnormality to an offspring, (4) genetic
testing of the products of amniocentesis to determine the presence of a disease, condition or
congenital anomaly in the fetus, (5) genetic testing of a symptomatic Member’s blood or tissue to
determine if the Member has a specific disease or condition, and (6) genetic testing to determine
the anticipated response to a particular pharmaceutical, are not covered.

However, subject to the terms, conditions, exclusions and limitations of the Plan set forth in this
Evidence of Coverage, a limited number of specific genetic tests may be covered for situations
(4) or (5) referenced above when the Health Advantage has determined that the particular genetic
test (a) is the only way to diagnose the disease or condition, (b) has been scientifically proven to
improve outcomes when used to direct treatment, and (c) will affect the individual’'s treatment
plan. A limited number of specific genetic tests may be covered for situation (6) referenced
above if criteria (b) and (c) above are met. Health Advantage has full discretion in determining
which particular genetic tests may be eligible for benefits as an exception to this exclusion under
situations (4), (5) or (6). Any published Health Advantage Coverage Policy regarding a genetic
test will control whether or not benefits are available for that genetic test as an exception to this
exclusion.

BENEFITS AND SPECIFIC LIMITATIONS IN YOUR PLAN, Miscellaneous Health Interventions, “Trans-
telephonic Home Spirometry” is hereby amended to read as follows.
Trans-telephonic Home Spirometry. Subject to all terms, conditions, exclusions and
limitations of the Plan as set forth in this Evidence of Coverage, trans-telephonic home
spirometry is covered for patients who have had a lung transplant.

SPECIFIC PLAN EXCLUSIONS, Health Interventions, “Cerebellar Stimulator/Pacemaker”, “Cervicography”,
“‘Dermatomal Somatosensory Evoked Potentials”, “Dexamethasone infusion”, “Electron Beam Computed
Tomography”, “Magnetic Innervation Therapy”’, “Meniscal Allograft Transplantation”, “Peripheral Nerve
Stimulators”, “Parkinson’s Disease, Treatment with Fetal Mesencephalic Transplantation”, Radio-Frequency
Thermocoagulation”, “Thoracic Electrical Bioimpedance”, “Trans-telephonic Home Spirometry” and “Vacuum,
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Assisted Closure” are hereby deleted in their entirety. All remaining exclusions are hereby renumbered to
correlate with the change.

SPECIFIC PLAN EXCLUSIONS, Health Interventions, “Cognitive Rehabilitation” is hereby amended to read
as follows.
Cognitive Rehabilitation. Services or supplies provided as or in conjunction with, Cognitive
Rehabilitation are not covered. See “Glossary of Terms.” However, subject to all terms,
conditions, exclusions and limitation of the Plan as set forth in this Evidence of Coverage,
coverage is provided for Neurologic Rehabilitation Facility Services for Members with Severe
Traumatic Brain Injury. See Subsection 3.[31].

SPECIFIC PLAN EXCLUSIONS, Health Interventions, “Compression Garments” is hereby amended to read
as follows.
Compression Garments. All types of compression garments, support hose or elastic supports are
not covered even when purchased with a Prescription. However, subject to all terms conditions,
exclusions and limitation of the Plan as set forth in this Evidence of Coverage, coverage is
provided for compression garments specifically designed to treat severe burns or compression
sleeves and gloves used to treat lymphedemas following mastectomy.

SPECIFIC PLAN EXCLUSIONS, Health Interventions, “Percutaneous Diskectomy” is hereby amended to read
as follows.
Percutaneous diskectomy and Radio-frequency Thermocoagulation. Any method of
percutaneous diskectomy, including, but not limited to, automated or manual percutaneous
diskectomy, laser diskectomy, radiofrequency nucleotomy or nucleolysis, and coblation therapy,
is not covered. Radio-frequency Thermocoagulation or Intradiscal electrothermal therapy for
discogenic or other forms of back pain are not covered.

SPECIFIC PLAN EXCLUSIONS is hereby amended to add the following new Subsection. All remaining
Subsections are hereby renumbered to correlate with the change.

Home delivery. Services and supplies received in connection with child birth in the home are not
covered regardless of the Provider.

CLAIM PROCESSING AND APPEALS, Claim Appeal to the Plan (Internal Review), 7.3.5. a. is hereby
amended to read as follows.

a. First Level Review. The First Level Reviewer, a person located at the Health Advantage,
conducts the first level review.

This amendment becomes a part of the Health Advantage 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
P.O. Office Box 8069, Little Rock, Arkansas 72203-8069
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B '

An Independent Licensee of the Blue Cross and Blue Shield Assocm[mn

Re: HMO Partners, Inc. d/b/a Health Advantage
Form Nos. 34-118, 34-122 5/11
FLESCH READING EASE
CERTIFICATION

This is to certify that the above referenced document has achieved a Flesch Reading Ease

Score average of 40.3 and complies with the requirements of A.C.A. §23-80-201 et. seq., cited
as the Life and Disability Insurance Policy Language Simplification Act.

" DuiOBb

Name

President

Title

May 11, 2011

Date
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