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IMPORTANT NOTICE

For all plans with an effective date of January 1, 2020, or later:
1. Cost-sharing and benefits limitations for an Emergency Health Care Service
rendered by a Nonparticipating Provider shall be the same as if rendered by a
Participating Provider. Prior Authorization shall not be required for Emergency

Health Care Services.

2. Cost-sharing and benefits limitations for a Medically Necessary, nonemergent
Health Care Service rendered by a Nonparticipating Provider at a participating
Facility where the covered person has no ability or opportunity to choose to
receive the service from a Participating Provider shall be the same as if the

service was rendered by a Participating Provider.

3. Cost-sharing and benefits limitations for a Medically Necessary, nonemergent
Health Care Service where no Participating Provider is available to render the
service shall be the same as if the service was rendered by a Participating

Provider.
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CUSTOMERASSISTANCE

Customer Service: The 24/7 Nurse line can help when you have a health problem or concern. The 24/7 Nurse
line is staffed by Registered Nurses who are available 24 hours a day, 7 days a week.

24/7 Nurse line toll-free telephone number:

1-800-973-6329
When you have a non-medical benefit question or concern, call BCBSNM Monday through Friday from 7 A.M. —
6 PM. and 8 A.M.—5 P.M. on Saturdays and most holidays or visit the BCBSNM customer service department in
Albuquerque. (If you need assistance outside normal business hours, you may call the customer service telephone
number and leave a message. A customer service advocate will return your call by 5 P.M. the next business day.) You
may either call toll-free or visit the BCBSNM office in Albuquerque at:
Street address: 4373 Alexander Blvd. NE
Toll-free telephone number: 1-800-432-0750

Send all written inquiries/Prior Authorization requests and submit medical/surgical Claims* to:

Blue Cross and Blue Shield of New Mexico
P.O. Box 660058 Dallas, TX 75266-0058
Prior Authorizations: Medical/Surgical Services and Prescription Drugs — For Prior Authorization requests,
call a Health Services representative, Monday through Friday 8 A.M. - 6 P.M., Mountain Time. Written requests
should be sent to the address given above. Note: If you need Prior Authorization assistance between 5 P.M. and 8

A.M. or on weekends, call customer service. If you call after normal customer service hours, you will be asked to
leave a message.

1-505-291-358S or 1-800-325-8334

Mental Disorders and Chemical Dependency: For inquiries or Prior Authorizations related to Mental Disorders
or Chemical Dependency services, call the Behavioral Health Unit (BHU):

Monday through Friday 7:00 A.M. — 5:00 P.M. Mountain Time:
1-888-898-0070
Send Behavioral Health Claims* to:

Claims, Behavioral Health Unit
P.O. Box 660058 Dallas, TX 75266-0058

Common Websites: For Provider network information, visit the BCBSNM website at: bcbsnm.com/blueppo.

For Drug Lists visit:
www.myprime.com/content/dam/prime/memberportal/ WebDocs/2025/Formularies/HIM/2025 NM_6T HIE.pdf.

For Claim forms visit: formfinder.hcsc.net/formfinder/search-display.do?portal=pub_memé&state=NM.

For other information, or to email your question to BCBSNM, visit the BCBSNM website at:
www.bcbsnm.com/member.

*Exceptions to Claim Submission Procedures: Claims for Health Care Services received from Providers that do
not contract directly with BCBSNM, should be sent to the Blue Cross and Blue Shield Plan in the state
where services were received. Note: Do not submit drug plan Claims to BCBSNM. See Section 8: Claim
Payments and Appeals for details on submitting Claims. Please send drug claim forms to Prime Therapeutics at:

PO Box 25136
Lehigh Valley, PA 18002-5136
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Be sure to read this Benefit Booklet carefully and refer to the Summary of Benefits.

Blue Cross and Blue Shield of New Mexico (BCBSNM) is a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an
Independent Licensee of the Blue Cross and Blue Shield Association.
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A message from:
BLUE CROSS AND BLUE SHIELD OF NEW MEXICO

This Plan is underwritten by Blue Cross and Blue Shield of New Mexico (BCBSNM), your partner in health care.
Like most people, you probably have many questions about your coverage. This Benefit Booklet contains a great
deal of information about the services and supplies for which benefits will be provided under your Plan. This
Booklet complies with all elements required of an evidence of coverage form. This booklet, including the
endorsements and attached papers, if any, constitutes the entire contract of insurance. No change in this booklet
shall be valid until approved by an executive officer of the insurance company and unless such approval and
countersignature be endorsed hereon or attached hereto. No agent has authority to change this policy or to waive
any of its provisions. Please read your entire Benefit Booklet very carefully. We hope that most of the questions
you have about your coverage will be answered.

Welcome to the Exclusive Provider Option (EPO) In-network Provider only Health Care Benefit plan for eligible
Subscribers of your Group and their Eligible Family Members. Blue Cross and Blue Shield of New Mexico
(BCBSNM), a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, and an Independent
Licensee of the Blue Cross and Blue Shield Association is pleased to serve as the Claims Administrator for this
Health Care Benefit plan.

We refer to our company as ‘““‘BCBSNM”’ in this Benefit Booklet, and we refer to the company or association that
you work for as your ‘Group.’” Section 10: Definitions will explain the meaning of many of the terms used in this
Benefit Booklet. Whenever the term ““you’’ or ‘“your’’ is used, we also mean all Eligible Family Members who are
covered under this Plan. Whenever the term “‘we,”” ““us,”” or ‘‘ours’’ is used, it means BCBSNM.

Please take some time to get to know your health care benefit plan coverage, including its benefit limits and
exclusions, by reviewing this important document and any enclosures. Learning how this plan works can help make
the best use of your Health Care Benefits.

BCBSNM or your Group may change the benefits described in this Benefit Booklet. If that happens, BCBSNM or
your Group will notify you of those mutually agreed upon changes.

If you have any questions once you have read this Benefit Booklet, talk to your benefits administrator or call us at
the number listed on the back of your ID Card, or as listed in Customer Assistance on the inside front cover. It is
important to all of us that you understand the protection this coverage gives you.

Thank you for selecting BCBSNM for your health care coverage. We look forward to working with you to provide
personalized and affordable health care now and in the future.

Note: Exclusive Provider Option (EPO) - Under the EPO Plan, you will receive benefits for non-Emergency services
only if you use a BCBSNM Blue Preferred EPO Provider. (You will be able to take advantage of the many Preferred
Provider contracts that other Blue Cross Blue Shield Plans have throughout the United States.)

Welcome to Blue Cross and Blue Shield of New Mexico! We are very happy to have you as a Member and pledge
you our best service.

Sincerely,

&x\mmx\méb,_ﬁ

Janice Torrez, President
Blue Cross and Blue Shield of New Mexico
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SECTION 1: HOW TO USE THIS BENEFIT BOOKLET

This Benefit Booklet describes the coverage available to Members of this Plan and the benefit limitations and exclusions.

— Always carry your current Plan ID Card issued by BCBSNM. When you arrive at the Provider’s
office or at the Hospital, show the receptionist your Plan ID Card.

— To find Doctors and Hospitals nearby, you may use the Internet, make a phone call, or request a
hard copy of a directory from BCBSNM.

— Call BCBSNM (or the Behavioral Health Unit) for Prior Authorization, if necessary. The phone
numbers are on your Plan ID Card.

— Please read this Benefit Booklet and familiarize yourself with the details of your Plan before you
need services. Doing so could save you time and money.

— Inan Emergency, call 911 or go directly to the nearest Hospital.

DEFINITIONS

Throughout this Benefit Booklet, many words are used that have a specific meaning when applied to your health
care coverage. When you come across these terms while reading this Benefit Booklet, please refer to Section 10:
Definitions, for an explanation of the limitations or special conditions that may apply to your benefits.

SUMMARY OF BENEFITS AND COVERAGE (SBC)

The Summary of Benefits and Coverage is referred to as the Summary of Benefits throughout this Benefit Booklet.
The Summary of Benefits shows the specific Member cost-sharing amounts and coverage limitations of your Plan.
If you do not have a Summary of Benefits, please contact a BCBSNM customer service advocate (the phone
number is at the bottom of each page of this Benefit Booklet). You will receive a new Summary of Benefits if
changes are made to your health care plan.

IDENTIFICATION (ID) CARD

You will receive a BCBSNM Identification (ID) Card. The ID Card contains your “Group” number and your
identification number (including an alpha prefix) and tells Providers that you are entitled to benefits under this
health care plan with BCBSNM.

Carry it with you. Do not let anyone who is not named in your coverage use your card to receive benefits. If you
need an additional card or need to replace a lost card, contact a BCBSNM customer service advocate.

PROVIDER NETWORK INFORMATION

The Provider network directory is available through the BCBSNM website at www.bcbsnm.com. It lists all
Providers in the Blue Preferred EPO network (in-state) and the BCBSNM Preferred Provider (PPO) network
(out-of-state) and Participating Pharmacies. If you want a paper copy of a Provider network directory, you may
request one from customer service. It will be mailed to you free of charge. Note: Although Provider directories and
information are current as of the date shown at the bottom of each page, they can change without notice. To verify
a Provider’s status or if you have any questions about the Provider network information directory, contact a
customer service advocate or visit the BCBSNM website.

Ifrequired by applicable law, BCBSNM’s access plan is available upon request, free of charge electronically, but printed
copies are subject to charges for reasonable production and, if applicable, delivery costs.

Attention Members: Please report directory errors. To suggest directory updates, such as a doctor is accepting new
patients, but the directory says they are not, please send an email to:

Provider Directory Changes NM@bcbsnm.com. You can also call 1-877-269-1244
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IMPORTANT INFORMATION ABOUT ACCESS TO PRESBYTERIAN HEALTHCARE SERVICES
Participating Network Providers are always subject to change.
As required by law, you will be notified if your Provider is terminated from the Network

Presbyterian Healthcare Services, or “PHS” has Providers in several communities in New Mexico. We call these
Providers “PHS Providers.” Network access to a PHS Provider as an EPO-Participating Provider, is based on
where you live. New Mexico is divided into two geographical areas: (1) the four counties of Bernalillo, Sandoval,
Torrance, and Valencia that we call “Metro Counties;” and (2) all other counties in New Mexico that we call
“Regional Counties.”

Using the table below, you can determine if a particular PHS Provider is an EPO-Participating Provider for you in
most situations:

Your residence is in a

Your residence is in a

Metro County Regional County
PHS Provider is in | PHS Provider is a Non- | PHS Provider is a
a Metro County Participating Provider Participating Provider
PHS Provider isin | PHS Provider is a | PHS Provider is a
a Regional County | Participating Provider Participating Provider

There are a few situations that fall outside of the above table.
PHS Urgent Care clinics are EPO Participating Providers for all Members.
For Emergency Services, call 911 or go to the nearest Hospital, including any PHS Hospital.

If your residence is in a Metro County, PHS Providers in a Metro County are EPO Participating Providers for the
following services: transplants, neurology, neurosurgery, pediatric endocrinology, pediatric heart surgery, pediatric
neurology, pediatric pulmonology, pediatric ear-nose-throat, pediatric gastroenterology, pediatric
hematology/oncology or neonatal intensive care, and MRIs at the Presbyterian MRI Center.

If your residence is in a Regional County, PHS Providers in a Metro County are Non-Participating Providers for
the following services: primary care and OB/GYN.

For help with determining whether a PHS Provider is an EPO Participating Provider or a Nonparticipating Provider
for you, please contact BCBSNM Customer Service (the phone number is at the bottom of this page).

If you want a paper copy of a Provider network directory, you may request one by calling the Customer Service
number at the bottom of the page and it will be mailed to you free of charge.

DRUG PLAN BENEFITS

BCBSNM has Contracted with a separate pharmacy benefit manager to administer your Outpatient drug plan
benefits. In addition to your Benefit Booklet, you will be sent important information about your drug plan benefits.
See your separately issued Drug Plan Rider for more information about the drug plan.

Medically Necessary administration services of Medically Necessary drugs are covered provided that such services
would not otherwise be excluded from coverage.

BLUECARD®
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As a Member of an EPO health plan administered by BCBSNM, you take your health plan benefits with you for
Urgent Care Services across the country and around the world for Emergency healthcare. You do not need to see a
BlueCard Participating Provider to obtain Out-of-Network Emergency Care Services. The BlueCard® Program
gives you access to Preferred Providers almost everywhere you travel or live. Almost 90% of Physicians in the
United States contract with Blue Cross and Blue Shield (BCBS) Plans. When accessing non-Emergency services
outside of New Mexico, you and your Eligible Family Members can receive the Preferred Provider level of benefits
by using health care Providers that contract as Preferred Providers with their local BCBS Plan. Instructions for
locating a Preferred Provider outside New Mexico can be found on the BCBSNM website at www.bcbsnm.com.
When accessing non-Emergency services within New Mexico, you must choose a Provider from the Blue Cross
and Blue Shield Blue Preferred EPOSM network of Providers to receive benefits under this plan.

LIMITATIONS AND EXCLUSIONS

Each provision in Section 5: Covered Services not only describes what is covered but may list some limitations and
exclusions that specifically relate to a particular type of service. Section 6. General Limitations and Exclusions lists
limitations and exclusions that apply to all services.

HEALTH AND WELLNESS MAINTENANCE AND IMPROVEMENT PROGRAMS

BCBSNM offers programs from time to time for the purposes of medical management programs, quality
improvement programs, and health behavior wellness, maintenance or improvement. These programs may allow
for a reward, a contribution, a disincentive, a differential in premiums or a differential in medical, prescription drug
or equipment Copayments, Coinsurance, Deductibles or costs, or a combination of these for participation in any
such program offered or administered by BCBSNM or any retailer, Provider, or manufacturer chosen by BCBSNM
to administer such program.

Discount programs for various health behavior wellness or insurance-related items and services may also be
available from time to time. These discounts and services may change at any time and BCBSNM does not
guarantee that a particular discount or service will be available at any given time. For details of current
discounts or other programs available, please contact a customer service representative by calling the phone number
on the back of your ID Card.

BCBSNM offers education and resources to improve self-management of chronic disease and health conditions
including asthma; heart disease; depression; diabetes; high blood pressure; high cholesterol; low back pain; pain
management and pregnancy. Our health advisors and case managers may reach out to you, or you can call us to
request a case manager at 800-325-8334.

BCBSNM recognizes that some individuals may not be able to participate in wellness programs due to an adverse
health factor and BCBSNM shall protect those individuals from being penalized based upon an adverse status and
unless as required by law.

Wellness benefits and rewards offered on a uniform availability and non-discriminatory basis for all members.

Contact BCBSNM at the phone number on the bottom of this page for additional information regarding any value-
based programs offered by BCBSNM.

VIRTUAL VISITS

A Virtual Visit Provider through interactive video via online portal or mobile application. Virtual Visits provide
access to designated Providers who can provide diagnosis and treatment of non-Emergency medical conditions,
Mental Disorders and other conditions in situations that may be handled without a traditional office visit, Urgent
Care visit or Emergency Care visit. The Member cost share for Virtual Visits will be the same as or better than in-
person Primary Care visits. See the column titled Limitations, Exceptions & Other Important Information is your
Summary of Benefits for the Member cost share that applies to Virtual Visits for primary care office visit.

TELEMEDICINE MEDICAL SERVICES
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Covered Services provided via consultation with a Contracted Provider through information and telecommunication
technology. Telemedicine provides access to Providers who can provide diagnosis and treatment of non-Emergency
medical conditions and Mental Disorders in situations that may be handled without a traditional office visit, Urgent
Care visit or Emergency Care visit.

The member cost share reflected on your Summary of Benefits for primary care or specialist office visits and for
Mental Disorder and Chemical Dependency is the same as visits delivered via Telemedicine.

IDENTITY THEFT PROTECTION SERVICES

As a Member, BCBSNM makes available at no additional cost to you, identity theft protection services, including
credit monitoring, fraud detection, credit/identity repair and insurance to help protect your information. These
identity theft protection services are currently provided by BCBSNM’s designated outside vendor and acceptance
or declination of these services is optional to Member. Members who wish to accept such identity theft protection
services will need to individually enroll in the program online at www.bcbsnm.com or telephonically by calling the
toll-free telephone number on your Identification Card (ID Card). Services may automatically end when the person
is no longer an eligible Member. Services may change or be discontinued at any time with or without notice and
BCBSNM does not have guarantee that a particular vendor or service will be at any given time. The services are
provided as a convenience and are not considered covered benefits under this benefit program.

CUSTOMER SERVICE

If you have any questions about your coverage, call or email BCBSNM’s customer service department. Customer
service advocates are available Monday through Friday from 6 AM. - 8 P.M. and 8 A.M. - 5 P.M., Mountain
Standard Time on Saturdays and most holidays. If you need assistance outside normal business hours, you may
call the customer service telephone number and leave a message. A customer service advocate will return your
call by 5 P.M. the next business day.

Customer service representatives can help with the following:
— Answer questions about your benefits.
— Assist with Prior Authorization requests.
— Check on a Claim’s status.
— Help you change your PPP selection.
— Order a replacement ID Card, Provider directory, Benefit Booklet, or forms.

For your convenience, the toll-free customer service number is printed at the bottom of every page in this
Benefit Booklet. Refer to Customer Assistance on the inside cover of this booklet for important phone numbers,
website, and mailing information. You can also email the customer service unit via the BCBSNM website noted
below:

In addition to accepting email inquiries, the BCBSNM website contains valuable information about BCBSNM
Provider networks, the BCBSNM Drug List, and other Plan benefits. It also has various forms you can print off that
could save you time when you need to file aClaim.

Website: www.bcbsnm.com
Behavioral Health Customer Service

When you have questions about your Mental Disorder and Chemical Dependency benefits, call the BCBSNM
Behavioral Health Unit (BHU) for assistance.

Toll-free: 1-888-898-0070

Deaf and Speech Disabled Assistance
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Deaf, hard of hearing, and speech disabled callers may use the New Mexico Relay Network. Dialing 711 connects
the caller to the state transfer relay service for TTY and voice calls.

Translation Assistance

If you need help communicating, BCBSNM offers multilingual interpreters for our Members. If you need multilingual
services, call the customer service phone number on the back of your ID Card.

After Hours Help

If you need or want help to file a complaint outside normal business hours, you may call customer service. Your call
will be answered by an automatic phone system. Youcan use the system to:

— Leave a message for BCBSNM to call you back on the next business day.

— Leave a message saying you have a complaint or appeal.

— Talk to a nurse at the 24/7 Nurse line right away if you have a health problem.
24/7 Nurse line

If you can’t reach your Doctor, the free 24/7 Nurse line will connect you with a nurse who can help you decide if
you need to go to the Emergency room or Urgent Care center, or if you should make an appointment with your
Doctor. The Nurse line will also give you advice if you call your Doctor and he or she can’t see you right away when
you think you might have an urgent problem. To learn more, call:

Toll-free: 1-800-973-6329

BCBSNM also has a phone library of more than 1000 health topics available through the Nurse line, including over
600 topics available in Spanish.

BLUE ACCESS FOR MEMBERSSM

To help Members track Claim payments, make health care choices, and reduce health care costs, BCBSNM
maintains a flexible array of online programs and tools for health care plan Members. The online “Blue Access for
MembersS™M” (BAM) tool provides convenient and secure access to Claim information and account management
features and the Cost Estimator tool. While online, Members can also access a wide range of health and wellness
programs and tools, including a health assessment and personalized health updates, and a program in which Members
can earn merchandise for making healthy lifestyle choices and for participating in various activities. To access
these online programs, go to www.bcbsnm.com, log into Blue Access for MembersSM and create a user ID and
password for instant and secure access.

If you need help accessing the BAM site, call:

BAM Help Desk (toll-free): 1-888-706-0583
Help Desk Representatives are available 24 hours a day, 7 days a week.

Note: Depending on your Group’s coverage, you may not have access to all online features. Check with your
benefits administrator or call customer service at the number on the back of your ID Card. BCBSNM uses data
about program usage and Member feedback to make changes to online tools as needed. Therefore, programs and
their rules are updated, added, or terminated, and may change without notice as new programs are designed
and/or as our Members’ needs change. We encourage you to enroll in BAM and check the online features
available to you and check back in as frequently as you like. BCBSNM is always looking for ways to add value
to your health care plan and hope you will find the website helpful.

HEALTH CARE FRAUD INFORMATION

Health care and insurance fraud results in cost increases for health care plans. You can help; always:

¢ Be wary of offers to waive Copayments, Deductibles, or Coinsurance. These costs are passed on to you
eventually.
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¢ Be wary of mobile health testing labs. Ask what your health care insurance will be charged for the tests.

e Review the bills from your Providers and the Explanation of Benefits (EOB) you receive from BCBSNM.
Verify that services for all charges were received. If there are any discrepancies, calla BCBSNM customer
service advocate.

e Be very cautious about giving information about your health care insurance over the phone. If you suspect
fraud, contact the BCBSNM Fraud Hotline at 1-888-841-7998.

e You can also contact the Office of Superintendent of Insurance if you suspect fraud.
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SECTION 2: ENROLLMENT AND TERMINATION INFORMATION

WHO IS ELIGIBLE

Subject to the other terms and conditions of the Group Contract, the benefits described in this Benefit Booklet
will be provided to persons who:

e Are active employees who have completed the Employee Probationary Period, if any, and who are
regularly working the minimum number of hours specified in the Group Contract and their Eligible
Family Members (No such Probationary Period may exceed 90 days unless permitted by applicable
laws and rules, including but not limited to statutes, ordinances, judicial decisions and regulations. If
BCBSNM records show that your Group has a Probationary Period that exceeds the time period
permitted by applicable laws and rules, including but not limited to statutes, ordinances, judicial decisions
and regulations, then BCBSNM reserves the right to begin your coverage on a date that BCBSNM
believes is within the required period. Regardless of whether BCBSNM exercises that right, your
Group is responsible for your Probationary Period. If you have questions about your Probationary
Period or the number of hours you must work per week or to learn of any other eligibility criteria
specified by your Group, contact your Group’s benefits administrator.).

e Have received a Blue Cross and Blue Shield Identification Card (ID Card); and

o Reside or work in the geographic area (“Service Area”) served by the Plan network for this Benefit
Booklet. You may call customer service at the number shown on the back of your Identification Card (ID
Card) to determine if you reside or work in the Service Area or log on to the website at www.bcbsnm.com.

No eligibility rules or variations in premium will be imposed based on your health status, medical condition,
claims experience, receipt of health care, medical history, genetic information, evidence of insurability, disability,
or any other health status related factor. You will not be discriminated against for coverage under this Plan on the
basis of race, color, national origin, religion, disability, age, sex, gender identity/transgender status or sexual
orientation. Variations in the administration, processes or benefits of this policy that are based on clinically
indicated, reasonable medical management practices, or are part of permitted wellness incentives, disincentives
and/or other programs do not constitute discrimination.

BCBSNM may request proof that a valid employer-employee relationship exists, if applicable, and/or that the
applicant meets the eligibility requirements stated above and/or in the Group Contract and the Member’s application.

See “Re-Enrollment” in this section for important information if you or an Eligible Family Member were
previously enrolled in a health care plan administered by BCBSNM.

Working employees and their spouses aged 65 and over may be entitled to the same benefits as those employees under
age 65. (See “Medicare-Eligible Members,” later in this section.)

IF YOUR EMPLOYER OFFERS RETIREE BENEFITS

If your employer’s Plan also covers retirees, retirees under the age of 65 who meet the employer’s eligibility
requirements for Plan participation are also eligible. Note: If you are a retiree covered under this Plan, please
contact your employer’s benefits administrator for eligibility criteria applicable to you.

ELIGIBLE FAMILY MEMBERS

Covered family member, covered spouse, covered Domestic Partner, covered Child - An eligible spouse, eligible
Domestic Partner, or Eligible Child (as defined below) who has applied for and been granted coverage under
the Subscriber’s policy based on his/her family relationship to the Subscriber.

Eligible Family Members - Family members of the Subscriber, limited to the following persons:

— The Subscriber’s legal spouse.
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— The Subscriber’s Domestic Partner (Note: Domestic Partner coverage is available at your
employer’s discretion. Contact your employer for information on whether Domestic Partner
coverage is available for your Group.).

— The Subscriber’s Eligible Child or the Eligible Child of the Subscriber’s spouse or Domestic
Partner (provided your employer covers Domestic Partners) through the end of the month in
which the Child reaches age 26 (Once a covered Child reaches age 26, the Child is
automatically removed from coverage - unless the Child is an Eligible Family Member under
this Plan due to a disability as described below.).

— The Subscriber’s unmarried Child or the unmarried Child of the Subscriber’s spouse or
Domestic Partner (provided your employer covers Domestic Partners) age 26 or older who
was enrolled as the Subscriber’s covered Child in this health plan at the time of reaching
the age limit, and who is medically certified as disabled, chiefly dependent upon the
Subscriber for support and maintenance, and incapable of self-sustaining employment by reason
of his/her disability (Such condition must be certified by a Physician and BCBSNM. Also, a
Child may continue to be eligible for coverage beyond age 26, only if the condition began
before or during the month in which the Child would lose coverage due to his/her age.
BCBSNM must receive written notice of the disabling condition within 31 days of the
Child’s attainment of the limiting age.) For additional detail, see “Disabled Children Continued
Coverage,” Section 9: General Provisions.

— The Subscriber’s dependent student on Medically Necessary leave of absence.

Eligible Child - The following family Members of the Subscriber are covered through the end of the month
during which the Child turns age 26:

— Natural or legally adopted Child of the Subscriber or the Subscriber’s spouse or Domestic
Partner (provided your employer covers Domestic Partners).

— Child placed in the Subscriber’s home for purposes of adoption (including a Child for whom the
Subscriber or the Subscriber’s spouse or Domestic Partner (provided your employer covers
Domestic Partners) is a party in a suit in which the adoption of the Child by the Subscriber or
the Subscriber’s spouse or Domestic Partner is being sought).

— Stepchild of the Subscriber or the Subscriber’s spouse or Domestic Partner (provided your
employer covers Domestic Partners).

— Child for whom the Subscriber or the Subscriber’s spouse or Domestic Partner (provided
your employer covers Domestic Partners) must provide coverage because of a court order or
administrative order pursuant to state law.

— eligible foster Child of the Subscriber or the Subscriber’s spouse or Domestic Partner (provided
your employer covers Domestic Partners).

A Child meeting the criteria above is an “Eligible Child” whether or not the Subscriber or the Subscriber’s spouse
or Domestic Partner (provided your employer covers Domestic Partners) is the custodial or noncustodial
parent, and whether or not the Eligible Child is claimed on income tax, employed, married, attending school
or residing in the Subscriber’s home, except that once the Subscriber or the Subscriber’s spouse or Domestic
Partner is no longer a legal guardian of a Child or there is no longer a court order to provide coverage to a Child,
the Child must be eligible as a natural Child, legally adopted Child, eligible foster Child, or stepchild of the
Subscriber or the Subscriber’s spouse or Domestic Partner in order to retain eligibility as a family Member under
this health plan.

A Domestic Partner is a person of the same or opposite sex who meets all of the following criteria:

e Shares your permanent residence and has resided with you for no less than one year.
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e Isnotless than 18 years of age.

¢ [s financially interdependent with you and has proven such interdependence by providing documentation
of at least two of the following arrangements: common ownership of real property or a common
leasehold interest in such property; community ownership of a motor vehicle; a joint bank account
or a joint credit account; designation as a beneficiary for life insurance or retirement benefits or under
your partner’s will; assignment of a durable power of attorney or health care power of attorney; or such
other proof as is sufficient to establish financial interdependency under the circumstances of your
particular case.

e Isnot ablood relative any closer than would prohibit legal marriage; and

e Has signed jointly with you, a notarized aftidavit which can be made available to BCBSNM on request.

In addition, you and your Domestic Partner will meet the terms of this definition as long as neither you nor
your Domestic Partner:

e Has signed a Domestic Partner affidavit or declaration with any other person within 12 months
prior to designating each other as Domestic Partners hereunder.

e s currently legally married to another person; or

e Has any other Domestic Partner, spouse, or spouse equivalent of the same or opposite sex.

You and your Domestic Partner must have registered as Domestic Partners if you reside in a state that provides
for such registration. In any case, if your employer allows coverage for Domestic Partners and their children,
BCBSNM will require a notarized Affidavit of Domestic Partnership and at least three corroborating documents:

e Joint lease/mortgage or ownership of property.
¢ Jointly owned motor vehicle, bank or credit account (only one qualifies).

e Domestic Partner named as beneficiary of the employee’s life insurance and/or retirement benefits,
and/or as primary beneficiary under employee’s will.

o Domestic Partner assigned as power of attorney or legal designee by the employee.

e Both names on a utility bill and/or on an investment account.

The federal government does not recognize Domestic Partners as qualified Eligible Family Members and therefore,
the premium paid for their coverage cannot be pre-tax. In addition, the employee must pay tax on the portion
of the premium paid by the employer for the Domestic Partner and his/her covered children. Employees wanting
to change benefit elections involving a Domestic Partner must adhere to the same rules regarding Special Enrollment
Events.

Within 31 days of hire, you must submit all required forms to your benefits administrator. Once you have made
an election during your initial enrollment period of 31 days from your date of hire, you are locked into that decision
until the next annual open enrollment period.

BCBSNM may require acceptable proof (such as copies of income tax forms, legal adoption or legal guardianship
papers, or court orders) that an individual qualifies as an Eligible Family Member under this coverage. Unless
listed as an Eligible Family Member, no other family Member, relative or person is eligible for coverage as a
family Member. Common-law spouses are not considered legal spouses; in order to be considered eligible
for coverage, a common-law spouse must meet the definition of “Domestic Partner.”

Information for Noncustodial Parents
When a Child is covered by the Plan through the Child’s noncustodial parent, then the Plan will:

— Provide such information to the custodial parent as may be necessary for the Child to obtain
benefits through the Plan.
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— Permit the custodial parent or the Provider (with the custodial parent’s approval) to submit
Claims for Covered Services with the approval of the noncustodial parent.

— Make payments on Claims submitted in accordance with the above provision directly to the
custodial parent, the Provider, or the state Medicaid agency as applicable.

MEDICARE-ELIGIBLE MEMBERS

Shortly before you turn age 65 or qualify for Medicare benefits for other reasons, you are responsible for contacting
the local Social Security office to establish Medicare eligibility. You should then contact your benefits
administrator to discuss coverage options.

If an active employee qualifies under the provisions of federal law for the working aged (TEFRA), then the
working employee aged 65 or older and/or his/her eligible spouse aged 65 or older who is covered by Medicare
may continue this Plan coverage as primary over Medicare until the eligible employee retires.

A Member under age 65 receiving Medicare benefits due to disability or end-stage renal disease (ESRD) also has
primary benefits under this Plan coverage, but for only a limited period of time. (For ESRD patients, this Plan
coverage is primary only during the CMS-defined ESRD coordination time period - usually 30 months after the
start of Dialysis. Medicare becomes primary when the Medicare ESRD coordination time period expires.)

In any case, if you are a Medicare beneficiary and you actively select Medicare as your primary coverage, this Plan is
not available to you, and your employer may not offer you any other employer-sponsored health care plan.

Refer to a Medicare Handbook or contact the Social Security Administration for more information and eligibility
guidelines that apply to you.

If Medicare is Primary

Special rules apply if a Member is receiving benefits from Medicare due to a disability or end-stage renal disease.
In such cases, Medicare may be primary over this plan and benefits will be coordinated with Medicare as set forth
in Section 7. Contact your benefits administrator for more information and for eligibility guidelines that apply to
you.

APPLYING FOR COVERAGE

You may apply for coverage for yourself and/or your eligible spouse and/or dependents (see below) by submitting
the application(s) for medical insurance to the Plan. The Application(s) for coverage may or may not be accepted,
for example, if the applicant does not live within the Service Area or the application has missing information.
(BCBSNM cannot use genetic information or require genetic testing in order to limit or deny coverage.)

You may enroll in or change coverage for yourself and/or your eligible spouse and/or dependents during one
of the enrollment periods described below.

Your Group and BCBSNM, as appropriate, may require acceptable proof (such as copies of legal adoption or
legal guardianship papers, or court orders) that an individual qualifies as an Eligible Family Member under this Plan.

INITIAL AND ANNUAL OPEN ENROLLMENT PERIODS / EFFECTIVE DATES OF
COVERAGE

Your Group will designate initial and annual open enrollment periods during which you may apply for or change
coverage for yourself and/or your Eligible Family Members.

You must submit all required forms to your benefits administrator within the initial enrollment period that your
Group has designated from your date of hire. Once you have made an election during your initial enrollment
period, you are locked into that decision until the annual open enrollment period designated by your Group that
next follows your initial enrollment period.

An employee of the Group that becomes eligible for coverage outside of the initial or annual open enrollment period
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may apply for coverage in accordance with the Special Enrollment Periods/Effective Dates of Coverage below.

You and/or your Eligible Family Members’ Effective Date of Coverage will be determined by the Plan in accordance
with this section, “Initial and Annual Open Enrollment Periods/Effective Dates of Coverage” and the “Special
Enrollment Periods/Effective Dates of Coverage” section below. Your Effective Date of Coverage will depend
upon the date your application is received and other determining factors including acceptable proof of legal
adoption and other types of documentation as applicable and indicated below. Please contact your employer to
determine your Effective Date of Coverage.

This section “Initial and Annual Open Enrollment Periods/Effective Dates of Coverage” is subject to change by the
Plan, BCBSNM, and/or applicable laws and rules, including but not limited to statutes, ordinances, judicial
decisions, and regulations, as appropriate.

SPECIAL ENROLLMENT PERIODS / EFFECTIVE DATES OF COVERAGE

Special Enrollment Periods have been designated during which you may apply for or change coverage for yourself
and/or your Eligible Family Members. You must apply for or request a change in coverage within 30 days from
the date of a Special Enrollment Event (within 31 days of birth, if your Special Enrollment Event is gaining a
dependent through birth) in order to qualify for the changes described in this Special Enrollment Periods/Effective
Dates of Coverage section.

Y ou must provide acceptable proof of a qualifying event. Special enrollment qualifying events are discussed in detail
below. Blue Cross and Blue Shield of New Mexico will review this proof to verify your eligibility for a Special
Enrollment. Please call the customer service number on the back of your Identification Card (ID Card) or visit our
website at www.bcbsnm.com for examples of acceptable proof for the following qualifying events.

Special Enrollment Events:

e You gain a dependent or become a dependent through marriage or establishment of a Domestic
Partnership, provided your employer covers Domestic Partners. New coverage for you and/or your
eligible spouse or Domestic Partner, provided your employer covers Domestic Partners, and/or
dependents will be effective no later than the first day of the following month.

e You gain a dependent through birth, adoption or placement for adoption, assumption of eligible foster
Childcare, or court-ordered dependent coverage. New coverage for you and/or your eligible spouse
or Domestic Partner, provided your employer covers Domestic Partners, and/or dependents will be
effective on the date of the birth, adoption or placement for adoption, or placement for eligible foster
Childcare. However, the effective date for court-ordered Eligible Child coverage will be determined
by the Plan in accordance with the provisions of the court order.

e  Your enrollment or non-enrollment in the Plan is unintentional, inadvertent, or erroneous as evaluated
and determined by your Group or the Plan, as appropriate.

e You adequately demonstrate to the Plan that the health care plan in which you are enrolled substantially
violated a material provision of its contract in relation to you.

e You gain access to new health care plans as a result of a permanent move.

e  You demonstrate to the Plan, in accordance with the guidelines issued by the Plan, that you meet other
exceptional circumstances as the Plan may provide.

Other Special Enrollment Events / Effective Dates of Coverage:

You must apply for or request a change in coverage within 30 days from the date of the below Other Special
Enrollment Events in order to qualify for the changes described in this Other Special Enrollment Events/Effective
Dates of Coverage section. Coverage for you and your eligible spouse or Domestic Partner, provided your employer

covers Domestic Partners, and/or dependents will be effective no later than the 15t

after the date the Plan receives the request for other Special Enrollment.

day of the month beginning
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e Loss of eligibility as a result of:

— Legal separation, divorce, or dissolution of a Domestic Partnership provided your employer
covers Domestic Partners.

— Cessation of dependent status (such as attaining the limiting age to be eligible as a dependent Child
under the Plan).

— Death of an Employee.
— Termination of employment, reduction in the number of hours of employment.

e Loss of coverage due to a plan no longer offering benefits to the class of similarly situated individuals
that include you.

e Your employer ceases to contribute towards your or/your dependent’s coverage (excluding COBRA
continuation coverage).

o COBRA continuation coverage is exhausted.

e Loss of Minimum Essential Coverage. Loss of Minimum Essential Coverage does not include
failure to pay premiums on a timely basis, including a failure to pay COBRA premiums, or situations
allowing for a Rescission.

o Loss of eligibility for coverage. This does not include loss of eligibility for COBRA continuation coverage.

Coverage resulting from any of the Special Enrollment events outlined above is contingent upon timely
completion of the application and remittance of the appropriate premiums in accordance with the guidelines
as established by the Plan and BCBSNM, as appropriate.

This section “Special Enrollment Periods/Effective Dates of Coverage” is subject to change by the Plan,
BCBSNM, and/or applicable laws and rules, including but not limited to statutes, ordinances, judicial decisions
and regulations, as appropriate.

WHO IS NOT ELIGIBLE
The following individuals are not eligible for this coverage:
e Incarcerated individuals, other than incarcerated individuals pending disposition of charges.
e Individuals that do not live, reside, or work in the Service Area.
¢ Individuals that do not meet any Plan eligibility requirements or residency standards, as appropriate.

This section “Who is Not Eligible” is subject to change by the Plan and/or applicable laws and rules, including
but not limited to statutes, ordinances, judicial decisions, and regulations, as appropriate.

WHEN COVERAGE BEGINS

You and/or your Eligible Family Members’ Effective Date of Coverage will be determined by the Plan in
accordance with the sections above entitled “Initial and Annual Open Enrollment Periods/Effective Dates of
Coverage” and “Special Enrollment Periods/Effective Dates of Coverage.” Your Effective Date of Coverage will
depend upon the date your application and all supporting documentation is received.

Please review the information below that describe typical enrollment situations to determine what documentation
may be required to support a special enrollment and contact your employer to determine your Effective Date of
Coverage.

This Plan does not cover any service received before your Effective Date of Coverage (which, for Eligible Family
Members, may be later than the Subscriber’s effective date). Also, if your prior coverage has an extension of benefits
provision, this Plan will not cover those charges incurred after your Effective Date of Coverage that are covered
under the prior benefit plan.
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CHANGES TO COVERAGE

After initial enrollment, you may need to add Eligible Family Members to, or remove them from your coverage,
update your address, or switch from Individual to Family Coverage, or vice versa.

Your ability to change coverage types (e.g., from Family to Individual coverage, etc.) will depend on the rules
and regulations set forth by your employer, including those described in the sections above entitled “Initial and
Annual Open Enrollment Periods/Effective Dates of Coverage” and “Special Enrollment Periods/Effective Dates
of Coverage.” Please contact your employer for further information on when you can change your coverage type
or remove a person from your coverage.

ADDING A FAMILY MEMBER TO COVERAGE

A Subscriber may apply for coverage of an Eligible Family Member (such as a new spouse or a newborn
Child) as provided under the “Special Enrollment Events/Effective Dates of Coverage” section above. Within 31
days of acquiring the newly Eligible Family Member, the Subscriber must:

e Request that the employer notify BCBSNM of the change.

e Complete and submit all necessary enrollment/change forms and legal documentation of proof of
dependency.

e Pay any additional premium or other employee contribution for coverage.
Adding a Spouse or a Domestic Partner

If a Subscriber adds coverage for a spouse or Domestic Partner, provided Domestic Partners are covered under
the Plan, within 30 days of marriage or establishment of a Domestic Partnership, the effective date of the new
Eligible Family Member’s coverage will be as described under the “Special Enrollment Events/Effective Dates of
Coverage” section above provided BCBSNM receives the completed and signed enrollment/change application
form on a timely basis. If the Subscriber does not submit a completed and signed enrollment/change
application form to his/ her benefits administrator or to BCBSNM (or to the COBRA administrator), along with
necessary documentation within 30 days of marriage, the spouse may not be added to coverage except as a Late
Applicant. Ask your employer which coverage types are available to you. See “Adding an Eligible Child,” below.

Domestic Partners and their Eligible Children may be added to existing coverage only during the annual open
enrollment period.

Adding an Eligible Child

If you do not submit an application for an Eligible Child or add additional coverage, if required, within the
time frames below, the Child will be considered a Late Applicant, except as may be provided under the “Special
Enrollment Events/Effective Dates of Coverage” section above.

Newborn Children

A newborn, natural Child can be covered from birth, as long as enrolled within the stated timeframe. You must
add coverage for the newborn within 31 days of the birth in order for newborn care to be covered beyond day 31.
In any case, if the application is not received within 31 days and additional premium or other employee
contributions for coverage, if any, are not paid, the newborn is considered a Late Applicant.

Note: If the parent of the newborn is an Eligible Child of the Subscriber (i.e., the newborn is the Subscriber’s
grandchild), benefits are not available for the newborn.

Adopted Children/Foster Children

A Child placed in the Subscriber’s home for the purposes of adoption or foster care may be added to coverage as
soon as the Child is placed in the home. However, application for coverage for adopted children can be made as
late as 30 days following legal adoption without being considered late. Although a Child over the age of 18 is not
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eligible for adoption, an adopted Child (or a foster Child) is covered as any other Child, subject to the same
Eligible Child age limitations and restrictions. Note: An adopted Child or foster Child who is not enrolled within
30 days of adoption or placement in the home for adoption or foster care will be considered a Late Applicant
unless the Child was previously enrolled in a group health plan or other Creditable Coverage within 30 days of
his/her adoption or placement for adoption or foster care and has had prior Creditable Coverage since that date with
no significant lapse (i.e., 95 or more days).

Legal Guardianship

Application for coverage must be made for a Child for whom the Subscriber or the Subscriber’s spouse becomes
the legal guardian within 30 days of the court or administrative order granting guardianship.

Stepchild

Application for coverage must be made for a stepchild within 30 days of the marriage to the stepchild’s biological
parent.

Court Ordered Coverage for Children

When an employee or employer is required by a court or administrative order to provide coverage for an Eligible
Child, the Eligible Child may be enrolled in the Subscriber’s Family Coverage, or Employee/Children coverage,
if available and will not be considered a Late Applicant. If not specified in the court or administrative order,
the Eligible Child’s Effective Date of Coverage will be the date the order has been filed as public record with
the State or the effective date of Family Coverage, or Employee/Children coverage, if available, whichever is
later. BCBSNM must receive a copy of the court or administrative order.

LATE APPLICANT

Unless eligible as described in the “Special Enrollment Periods/Effective Dates of Coverage” section above,
applications from the following enrollees will be considered late:

e Anyone not enrolled within 31 days after birth of becoming eligible for coverage under this Plan
(e.g., a newborn Child added to coverage more than 31 days after birth, a Child added more than 31
days after legal adoption, or a new spouse or stepchild added more than 31 days after marriage).

e Anyone enrolling on the Group’s initial BCBSNM enrollment date who was not covered under the
Group’s prior plan (but who was eligible for such coverage).

e Anyone eligible but not enrolled during the Group’s initial enrollment.

e Anyone who voluntarily terminates his/her coverage and applies for reinstatement of such coverage at a
later date (except as a Provider under USERRA of 1994).

Application for coverage from Late Applicants will be accepted only during your Group’s annual open enrollment
period, exceptas described in the “Special Enrollment Periods/Effective Dates of Coverage” section above.

Note: Late applications are not accepted from retirees. If the retiree does not choose Plan coverage upon
retirement, coverage may not be chosen at a later date. Late applications are also not accepted from persons
applying for coverage under one of the continuation provisions listed under “How to Continue Coverage,” later in
this section. (There are federal and state regulations regarding the amount of time that a terminating plan Member
has to apply for continued coverage when first eligible. See “How to Continue Coverage” for more information.

RE-ENROLLMENT

If a previously covered employee and/or Eligible Family Member is re-enrolled in this Group plan, he/she will
usually be considered a Late Applicant. See “Leave of Absence” and “Special Enrollment Periods/Effective
Dates of Coverage” section above for exceptions and details.

Any individual who’s previous BCBSNM contract was terminated for Good Cause is not eligible to re-enroll in this
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Plan, unless approved in writing by the Plan. (Members currently enrolled in continuation coverage may not re-
enroll once coverage is terminated unless eligibility under this Plan is re-established.)

If coverage is voluntarily discontinued by a COBRA Member, the terminated Member may not re-enroll at any time.
NOTIFICATION OF ELIGIBILITY AND ADDRESS CHANGES

The Subscriber must notify the employer within 30 days following any changes that may affect his/her or a
family Member’s eligibility, including a change to a covered family Member’s name or address, by indicating such
changes on an enrollment/change form and submitting it to the BCBSNM. You can obtain this form at BCBSNM’s
website at www.bcbsnm.com, from your Group’s benefits administrator, or by calling the BCBSNM customer
service department. (Members covered under federal continuation must submit enrollment/change forms directly to
the COBRA administrator.)

Employees and Their Eligible Family Members

Employees covered under the Group plan are responsible for completing and submitting signed
enrollment/change forms to the Plan.

State Continuation Coverage

Employees covered under the Group plan are responsible for completing and submitting signed
enrollment/change forms to the Plan.

COBRA Continuation Policy Members

If you are covered under a COBRA continuation policy, you must contact the COBRA administrator. The name,
address, and phone number of the administrator will be provided to you should you elect COBRA coverage.

COVERAGE TERMINATION

If the employer or Group administrator fails to submit premium payments to BCBSNM on a timely basis,
coverage will terminate for all affected Members as of the end of the last paid billing period. If your Group fails to
submit premium payments to BCBSNM, it is your Group’s contractual responsibility to advise Members of the
BCBSNM plan termination.

If your coverage is terminated for any reason,
e When you are no longer eligible for coverage under the Plan. The last day of coverage is the last day of
the month that you become ineligible.
e The Plan terminates.

e  When the Subscriber dies. (Surviving Eligible Family Members remain covered through the last-paid
billing period.)

e [f this Plan is primary over Medicare due to federal laws and regulations when the Medicare-eligible
Member chooses Medicare as his/her primary coverage. (See “Medicare-Eligible Members” for
information on coverage options for Members who are entitled to Medicare.)

e  When the Member acts in a disruptive manner that prevents the orderly business operation of any Network
Provider or dishonestly attempts to gain a financial or material advantage.

e  When Group coverage is discontinued for the entire Group or for the employee’s or Subscriber’s
enrollment classification due to BCBSNM terminating such coverage.

e  When the Group gives BCBSNM or BCBSNM gives the Group a minimum 30 days advance written
notice.

e When an employee retires. (The retiree and his/her Eligible Family Members may be eligible for
continuation coverage through federal law. See “How to Continue Coverage.” Certain retirees who
were covered under the Plan after retirement are allowed to remain covered under this Plan).
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e  When the Subscriber moves to a primary residence or place of employment outside the geographic
area serviced by BCBSNM. (See “How to Continue Coverage,” later in this section).

If BCBSNM ceases operations, BCBSNM will be obligated for services for the rest of the period for which
premiums were already paid.

Additional Family Member Termination Reasons

In addition, coverage will end for any family Member on the earliest of the above dates or the earliest of the following
dates:

o At the end of the last-paid billing period.

e At the end of the month when a Child no longer qualifies as an Eligible Child under the terms set by the
Plan (e.g., a Child is removed from placement in the home or reaches the Eligible Child age limit).

e At the end of the month following the date of a final divorce decree or legal separation for a spouse.

e At the end of the month following the dissolution of a Domestic Partnership, provided your employer
covers Domestic Partners.

If a family Member is being removed from coverage because of losing his/her eligibility under the terms set by
the Plan (for reasons other than reaching the Eligible Child age limit), the enrollment/change form must be
received by the Plan within 30 days following the effective date of the change. In these cases, the Member will
be removed from coverage as of the end of the month following the change in his/her eligibility status and your
employer is responsible to adjust payroll deductions, if necessary. BCBSNM and the Providers of care may recover
benefits erroneously paid on behalf of the removed Member.

Note: If enrolled under federal continuation, send enrollment/change forms to the COBRA administrator.
Voluntary Termination of Coverage

To remove a family Member from coverage before loss of eligibility or to voluntarily terminate his/her own
coverage, the Subscriber must submit a completed enrollment/change form to your employer. If voluntary
termination is allowed under your Plan outside the annual or renewal period, coverage will end the first of the
month following receipt of the enrollment/change form. Voluntarily terminated Members may re-enroll under the
Plan only as Late Applicants (except as provided under “Initial and Annual Open Enrollment Periods/Effective
Dates of Coverage” and “Special Enrollment Periods/Effective Dates of Coverage.”). Also, these Members are not
eligible for any extension of benefits or federal or state continuation or conversion coverage. Voluntarily
terminated Members may apply for individual coverage offered by BCBSNM.

Note: If enrolled under federal continuation, send enrollment/change forms to the COBRA administrator.
Termination and Continuation of Coverage or Extension of Benefits

See “How to Continue Coverage” for more information.

Leave of Absence

During a leave of absence covered by the Family and Medical Leave Act (FMLA) or the Uniformed Services
Employment and Reemployment Rights Act of 1994 (USERRA), coverage will continue as provided by law.
Contact your benefits administrator for information.

NOTIFICATION

If the Group Contract is terminated or premiums are not submitted, coverage will terminate for all affected
Members as of the end of the last-paid billing period. If your Group fails to submit premium payments to BCBSNM,
it is your Group’s contractual responsibility to advise Members of the BCBSNM plan termination.

The required premiums are determined and established by BCBSNM. The percentage of the total premium that you pay
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is established by your Group. BCBSNM may change premium amounts according to any of the following:
e Changes in federal and state law; or
+ Changes to coverage classification.

o After giving the employer 60 days written notice.

PREMIUM REFUNDS
BCBSNM may not refund membership premiums paid in advance on behalf of a terminated Member if:
e The enrollment/change form is not received within 30 days of the change in eligibility status: or

e Any claims or capitation amounts have been paid on behalf of the terminated Member for services rendered
during the period for which premiums have been paid.

HOW TO CONTINUE COVERAGE

If you lose coverage under this Plan, you may be able to continue coverage for a limited period of time. Note: There
are no Special Enrollment Events under these provisions. You must enroll timely to qualify for continued coverage.

Continuation Coverage

Your Group may be subject to the provisions for continuation of plan coverage under federal law (COBRA or
USERRA) or state law (six-month continuation). If so, employees and their covered family Members (excluding
Domestic Partners if your employer has not chosen to extend continued coverage to them) who lose eligibility under
this Group Health Care Plan may be able to continue as Members, without a health statement, for a limited period
of time by purchasing the continuation coverage described below. You must pay premiums from the date of loss of
Group coverage.

You are not eligible to enroll for continuation coverage if:

e The employer stops offering this coverage to its employees; or

e You do not elect continuation coverage within the applicable time periods as specified by law for
federal continuation (COBRA), state continuation, Uniformed Services Employment and
Reemployment Rights Act of 1994 (USERRA) continuation, and/or extension of benefits due to total
disability.

In addition, if you elect state continuation coverage, you may not later enroll in federal continuation coverage.
Refer to Section 11: Continuation Coverage Rights under COBRA or contact your benefits administrator for details
about enrolling in continuation coverage.

Continuation Benefits

Continuation coverage is identical to the coverage a similarly situated regular Member has. If the coverage for
regular Members changes, your continuation coverage will reflect the same change. For example, if the Plan’s
Deductible or other cost-sharing amounts change for regular Members, yours will change by the same amount.

Federal Continuation (COBRA)
Unless approved in writing by BCBSNM, the following persons may not enroll in this continued coverage option:

e  One who voluntarily terminated coverage while still eligible (Involuntary termination includes loss of
coverage under the following situations only: legal separation, divorce, loss of Eligible Child eligibility
status, death of the Subscriber, termination of employment, reduction in hours, or termination of
employer contributions. Any other reason is considered voluntary.).

e A covered family Member who was removed from coverage by the Subscriber while the family
Member was still eligible.
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e Any Member whose BCBSNM Health Care coverage was terminated for Good Cause.

Continuation coverage under federal law ends on the earliest of the following dates or any of the applicable
dates listed under “Coverage Termination” earlier in this section:

e The first of the month when you become entitled to Medicare.

e  When the employer discontinues offering this Plan to employees (If this Plan is replaced by another
health care plan, continuation coverage will also be replaced by the new Plan.) Exception: If your
Group declares bankruptcy and you are covered under this Plan as a retiree, you and your Eligible
Family members may be eligible for continued coverage.

e  When you become covered under another Group Health Care Plan.

e When the continuation period expires (If this employer’s Plan is still being administered by
BCBSNM, you will have the option of changing to the conversion coverage provided by
BCBSNM and described under “Conversion to Individual Coverage”).

State Continuation Coverage

A Subscriber and his/her covered family Members may continue Plan coverage for six months after losing
coverage for any reason other than nonpayment of premium or termination of the entire Group, if your Group is
eligible for such coverage. (See your Benefits Administrator for more information.) BCBSNM must receive the
application for state continuation coverage within 31 days after Group coverage is lost. (A health statement is not
required.)

State continuation coverage ends on the earliest of the following dates or of the applicable dates listed under
“Coverage Termination” earlier in this section:

e When the employer discontinues offering this Plan to employees (If this Plan is replaced by another
health care plan, continuation coverage will also be replaced by the new Plan).

e  When the continuation period expires (If this employer’s Plan is still being administered by BCBSNM,
you will have the option of changing to the conversion coverage provided by BCBSNM and
described under “Conversion to Individual Coverage”).

Call a customer service advocate for more information.
Premium Payments

Subscribers under federal COBRA continuation coverage must pay premiums to the COBRA administrator.
Subscribers under state continuation coverage pay premiums to BCBSNM. Contact your benefits administrator
for an application for coverage and details.

Premiums for coverage may change on your Group’s renewal date or on any date that the Plan is amended.
Written notice of any such change will be given to the Group or Subscriber at least 60 days before the effective
date of the premium change.

USERRA Continuation Coverage

Employees and their covered family Members who lose Group coverage because the employee is absent from work
due to military service may be able to continue coverage for up to 24 months after the absence begins. Contact your
benefits administrator for details about the Uniformed Services Employment and Reemployment Rights Act of 1994
(USERRA).

Extension of Benefits

If you are Totally Disabled on the date your Group terminates coverage, your health care coverage may be
continued (for only the disabling condition) for up to 12 consecutive months after the Group terminates coverage
with BCBSNM.
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An extension of benefits is available if you:

e Were Totally Disabled on the date of the Group’s termination; and

e Incur an expense directly resulting from that particular disability that would have been a covered
service before termination.

If coverage is continued under this provision, benefits for the disabling condition are paid subject to all applicable
limitations, exclusions, and maximums that applied at the time the Group’s coverage terminated. To Claim an
extension of benefits, you must notify BCBSNM within 30 days of the Group’s coverage termination date and
provide evidence of your total disability.

CONVERSION TO INDIVIDUAL COVERAGE

Involuntarily terminating Members may change to individual conversion coverage if this employer group health plan
is still in effect and coverage is lost due to one of the following circumstances:
e Termination of employment.
e A Member no longer meets the eligibility requirements of the Plan.
e The period of continuation coverage expires.
e A covered family Member loses coverage for one of the following reasons:
— divorce or legal separation from the Subscriber.
— disqualification of the Member under the definition of an Eligible Family Member.
— death of the Subscriber.

— an employee becomes primary under Medicare — leaving Eligible Family Members without coverage.

The Subscriber and any Eligible Family Members who were covered at the time that Group coverage was lost are
eligible to apply for conversion coverage without a health statement.

BCBSNM must receive your application for conversion coverage within 31 days after you lose eligibility under
the Group/continuation Plan. You must pay conversion coverage premiums from the date of such termination.

Conversion coverage is not available in the following situations:

e  When Group coverage under this Plan was discontinued for the entire Group or the employee’s
enrollment classification.

e When you reside outside of or move out of New Mexico.
Call a customer service advocate for the enrollment options available to you.

The benefits and premiums for conversion coverage will be those available to terminated health care plan Members
on your coverage termination date. You will receive a new Benefit Booklet if you change to conversion coverage.
(Some benefits of this Plan are not available under conversion coverage.) Contact a customer service advocate for
details.
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SECTION 3: HOW YOUR PLAN WORKS

BENEFIT CHOICES

Your Blue Preferred Exclusive Provider Option (EPO) plan is a health care plan that provides benefits under
agreement with an exclusive network of Preferred Providers. When you need non-Emergency health care that is
covered under this Plan, you must choose a Primary Preferred Provider from the Blue Cross and Blue
Shield “Blue Preferred EPO” network in order to receive benefits.

At A Glance

Blue Preferred EPO Provider Services (Preferred Providers)

¢  You must use Blue Preferred EPO Providers except in an Emergency and specified situations
described under “Exceptions for Nonpreferred Providers” later in this Section.

e You pay a Calendar Year Deductible and, depending on your Plan and the type of Covered
Services received, as well as a percentage of Covered Charges (Coinsurance) after the
Deductible(s) is met or, in some cases, you pay a fixed-dollar amount (Copayment) for a
Covered Service. Services for which you pay only a fixed-dollar Copayment are not
subject to the Deductible(s) (see “Cost-Sharing Features™ for details). All other services
are subject to Deductible(s) and Coinsurance.

e You have an annual Out-of-Pocket limit (includes Deductibles, Coinsurance, and
Copayments).

o The Preferred Provider is responsible for filing Claims for you directly to the local Blue Cross
and Blue Shield Plan.

e The Preferred Provider will not bill you for amounts above the Covered Charge, which may
be less than the billed charge. The “Covered Charge” is the amount that BCBSNM
determines is fair and reasonable allowance for a particular Covered Service. After your
share of a Covered Charge (e.g., Deductible(s), Coinsurance, and/or Copayment) has been
calculated, BCBSNM pays the remaining amount of the Covered Charge, up to maximum
benefit limits, if any.

e Preferred Providers that contract directly with BCBSNM are responsible for requesting all
necessary Prior Authorizations for you. (Providers that contract with another BCBS Plan
may call for Prior Authorization on your behalf, but you will be responsible for making
sure that Prior Authorization is obtained when required. If you do not obtain Prior
Authorization, benefits may be denied).

PREFERRED PROVIDERS VERSUS NONPREFERRED PROVIDERS

Preferred Providers are Health Care Professionals and facilities that have Contracted with BCBSNM, a BCBSNM
contractor or subcontractor, or another BCBS Plan as “Preferred” Providers. These Providers have agreed to
provide health care for EPO Plan Members and accept the Plan’s payment for a Covered Service plus the Member’s
share of the Covered Charge (i.e., Deductible(s), Coinsurance, and/or Copayment, if any) as payment in full.

Nonpreferred Providers are Providers that have not Contracted with BCBSNM, either directly or indirectly, to be
part of the “Preferred” or “PPO” Provider network. (These Providers may have “Participating Provider” agreements
but are not considered Preferred Providers. See “Participating and Preferred Providers” in Section 8: Claim
Payments and Appeals for more information.) Unless listed as an exception under “Exceptions for
Nonpreferred Providers,” services of Nonpreferred Providers are not covered.

When you receive treatment or schedule a surgery or Admission, ask each of your Providers if he/she is a

NM481224 (01/25) 20 Customer Service 1-800-432-0750



Preferred Provider. (A Physician’s or other Provider’s contract may be separate from the Facility’s contract.)

Unless listed as an exception under “Exceptions for Nonpreferred Providers,” benefits are not available for non-
Emergency services received from a Nonpreferred Provider.

PROVIDER DIRECTORY AND ONLINE PROVIDER FINDER®

When you need medical care, there are a variety of ways you can choose a Primary Preferred Provider (PPP) or
other Preferred Provider in your area. You can also access Mental Disorders Providers (including those
specializing in Chemical Dependency) and Participating Pharmacies. Note: Those Providers listed under Family
Practice, General Practice, Internal Medicine, Gynecology, Obstetrics/Gynecology, Oriental Medicine, and
Pediatrics are considered Primary Preferred Providers (PPPs). See “Cost-Sharing Features,” later in this section for
details.

Whichever method you choose, the Provider directory gives each Provider’s specialty, the language spoken in the
office, the office hours, and other information such as whether the office is handicapped accessible. (To find this
information on the website directory, click on the doctor’s name once you have found one you want to know
more about.) The website directory also gives you a map to the Provider’s office.

Although Provider directories are current as of the date shown at the bottom of each page of a printed directory
or as of the date an Internet site was last updated, the network and/or a particular Provider’s status can change
without notice. To verify a Provider’s current status, request a current directory, request a paper copy of a directory
(free of charge), or if you have any questions about the directory, contact a BCBSNM customer service advocate.
It is also a good idea to speak with a Provider’s office staff directly to verify whether or not they belong to the
BCBSNM Blue Preferred EPO Provider network before making an appointment.

Web-Based BCBSNM Provider Finder

To find a Preferred Provider in New Mexico or along the border of neighboring states, please visit the
Provider Finder section of the BCBSNM website for a list of Network Providers: www.bcbsnm.com

The website is the most up-to-date resource for finding Providers and also has an Internet link to the national
Blue Cross and Blue Shield Association website for services outside New Mexico. Website directories also
include maps and directions to Provider locations.

Paper Provider Network Directory

If you want a paper copy of a BCBSNM Preferred Provider Network Directory, you may request one from
BCBSNM customer service and it will be mailed to you free of charge. You may also call BCBSNM and request
a paper copy of a BCBS Provider directory from another state.

Finding a Pharmacy
To find a Participating Pharmacy, visit the Prime Therapeutics website at: www.MyPrime.com

Click on Find a Pharmacy. You will then be asked to select from a list of BCBS Plans. You must select “Blue
Cross and Blue Shield of New Mexico” and then select “Other BCBSNM Plans” in order to get the
correct list of participating pharmacies for this health plan. After you have selected “Blue Cross and Blue Shield
of New Mexico” as your health plan administrator, you will be able to locate participating pharmacies throughout
the United States based on zip code or state name. You may also request a paper copy of the list of participating
pharmacies by calling a customer service advocate at BCBSNM.

Providers Outside New Mexico

Out-of-state Providers that contract with their local Blue Cross and/or Blue Shield Plan and international
Providers that contract with the Blue Cross and Blue Shield Association as Preferred Providers are also
eligible for the “Preferred Provider” level of benefits for Covered Services, including fixed-dollar Copayment
amounts listed on the Summary of Benefits. Note: Providers who have a “Participating Provider-only” contract is
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not Preferred Providers, and you will not receive benefits when receiving services from Participating-only
Providers. (See “Participating and Preferred Providers” in Section 8: Claim Payments and Appeals for more
information.) You must use Preferred Providers in order to obtain benefits (unless listed under “Exceptions
for Nonpreferred Providers,” later in this section).

You have a number of ways to locate a Preferred Provider in the United States or around the world:
National Website
BCBSNM website: www.bcbsnm.com

Visit the Blue Cross and Blue Shield Association website at www.bcbs.com and click on the national “BlueCard®
Doctor and Hospital Finder,” then select “Find a Doctor.” Follow the instructions.

Blue Cross and Blue Shield Association website: www.bcbs.com (or www.bluecares.com))
National Phone Number

Call BlueCard® Access®at the phone number below for the names and addresses of doctors and Hospitals in the
area where you or an Eligible Family Member need care. When you call, a BlueCard® representative will give you
the name and telephone number of a local Provider (you will be asked for the zip code in the area of your search)
who will be able to call customer service for eligibility information and will submit a Claim for the services
provided to the local BCBS Plan. Call:

1-800-810-BLUE (2583)
International Assistance

Call the Blue Cross Blue Shield Global Core service center at one of the phone numbers below, 24 hours a day, 7
days a week, for information on doctors, Hospitals, and other Health Care Professionals or to receive medical
assistance services around the world. An assistance coordinator, in conjunction with a medical professional,
will help arrange a doctor’s appointment or hospitalization, if necessary. If you need to be hospitalized, call
BCBSNM for Prior Authorization. You can find the Prior Authorization phone number on your ID Card. Note:
The phone number for Prior Authorization is different from the following phone numbers, which are strictly for
locating a Preferred Provider while outside the United States:

1-800-810-BLUE (2583) or call collect: 1-804-673-1177
Exceptions for Nonpreferred Providers
There are four instances in which the services of a Nonpreferred Provider may be eligible for coverage:
Emergency Care

If you visit a Nonpreferred Provider for Emergency Care services, you will receive benefits for the initial treatment,
which includes Emergency room services and, if you are hospitalized within 48 hours of an Emergency, the
related inpatient hospitalization. (Office/Urgent Care Facility and Retail Health Clinic services are not considered
“Emergency Care” for purposes of this provision.) non-Emergency services provided in an emergency room for
treatment of Mental Disorders or Chemical Dependency will be paid the same as Emergency Care Services. You
do not need Prior Authorization before seeking Emergency services in an Emergency room. However, you should
call BCBSNM within 48 hours of receiving the Emergency room care (or as soon as possible). Care obtained
from a Nonpreferred Provider without Prior Authorization in any other setting (e.g., Physician’s office
or Urgent Care center) will not be covered.

For follow-up care (which is no longer considered Emergency Care) and for all other non-Emergency Care, you
will receive no benefit for the services of a Nonpreferred Provider, except as specified below or in the “Emergency
and Urgent Care” provisions of Section 5: Covered Services.

Ancillary Providers
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Once you have obtained Prior Authorization for an inpatient Admission to a Preferred Provider Hospital or
treatment Facility, your Preferred Physician or Hospital will make every effort to ensure that you receive ancillary
services from other Preferred Providers. If you receive Covered Services from a Preferred Physician for
Outpatient Surgery or Inpatient medical/surgical care in a Preferred Hospital or treatment Facility, services of a
Nonpreferred Provider, radiologist, anesthesiologist, pathologist, assistant surgeon, Emergency room Physician
and/or other Hospital based Physician will be paid at the Preferred Provider level and you will not be
responsible for any amounts over the Covered Charge. Please call customer service at the number on the back
of your ID card if you have any questions about the benefits described in this section or how your claims are paid.

If a Nonpreferred surgeon provides your care or you are admitted to a Nonpreferred Hospital or other treatment
Facility, you will be responsible for any services received from other Nonpreferred Providers during the Admission
or procedure.

Unsolicited Providers

In some states, the local BCBS Plan does not offer Preferred Provider contracts to certain types of Providers (e.g.,
Home Health Care Agencies and Ambulance Providers). These Provider types are referred to as “Unsolicited
Providers.” The types of Providers that are unsolicited varies from state to state. If you receive Covered Services
from an “Unsolicited Provider” outside New Mexico, you will receive benefits for those services. However, the
Unsolicited Provider may still bill you for amounts that are in excess of Covered Charges. You will be
responsible for these amounts, in addition to your Deductible and Coinsurance or Copay.

Transition of Care

This provision applies to both Continuity of Care and Transition of Care. If your health care Provider leaves the
BCBSNM Provider network (for reasons other than medical competence, professional behavior) or if you are a
new Member and your Provider is not in the Provider network when you enroll, BCBSNM may authorize you to
continue an ongoing course of treatment with the Provider for a transitional period of time of not less than 30
days or other period as required by federal and state law. (If necessary and ordered by the treating Provider,
BCBSNM may also authorize transitional care from other out-of-network Providers.) An ongoing course of
treatment will include, but is not limited to: (1) treatment for a Life-Threatening Condition, defined as a disease
or condition for which likelihood of death is probable unless the course of the disease or condition is interrupted;
(2) treatment for a serious acute condition, defined as a disease or condition requiring complex ongoing care
which the covered person is currently receiving, such as Chemotherapy, Radiation Therapy or post-operative
visits; (3) the second or third trimester of pregnancy, through the postpartum period; or (4) an ongoing course
of treatment for a health condition for which a treating Physician or health care Provider attests that discontinuing
care by that Physician or health care Provider would worsen the condition or interfere with anticipated outcomes.
The period will be sufficient to permit coordinated transition planning consistent with your condition and
needs. Special provisions may apply if the required transitional period exceeds 30 days. Call the BCBSNM
customer service department for details.

If Medically Necessary Covered Services are reasonable not available through Network Providers, BCBSNM
and the Network Professional Provider will refer you to an out-of-network Provider. BCBSNM will reimburse
the out-of-network Provider at its usual & customary rate or at an agreed upon rate. However, the payment for the
out-of-network Provider will not exceed the payment that would have been made in the absence of any referral.
Before BCBSNM denies any such referral to an out-of-network Provider, the referral request will be reviewed by a
specialist similar to the type of specialist to whom the referral is requested.

Members who extend coverage under an extension of benefits due to disability after the Group Contract is
terminated are not eligible to receive Prior Authorization for services of an out-of-network Provider. Services of
an out-of-network Provider are not covered at the in-network level (if any) in such instances of extended
coverage.

These are the only instances in which the services of a Nonpreferred Provider will be covered.
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PLAN YEAR

A Plan Year is a period of one year which begins on the contact date/contract anniversary and ending on or before
the next contract anniversary. Please contact your employer for the Plan Year information.

BENEFIT LIMITS

There is no general lifetime maximum benefit under this Plan. (See the Summary of Benefits for details.)

Benefits are determined based upon the coverage in effect on the day a service is received, an item is purchased,
or a health care expense is incurred. For Inpatient Services, benefits are based upon the coverage in effect on
the date of Admission, except that if you are an inpatient at the time your coverage either begins or ends, benefits
for the Admission will be available only for those Covered Services received on and after your Effective Date of
Coverage or those received before your termination date.

COST-SHARING FEATURES

See your separately issued Summary of Benefits for your Plan’s specific cost-sharing features, such as
Deductibles, Copayments and/or Coinsurance that you must pay, and your Out-of-Pocket Limit.

Most benefits are subject to a Deductible(s), Member Coinsurance, and an annual Out-of-Pocket Limit. For certain
services, such as when you visit a Preferred Provider in his/her office, the Covered Charge is subject to either a
fixed-dollar Copayment or Deductible and Coinsurance, depending upon your chosen Plan. Most other services
of Preferred Providers are subject to the Deductible, Coinsurance, and Out-of-Pocket Limit provisions described
below. Preferred Providers will not bill you for amounts in excess of the Covered Charge.

All cost sharing (including Copayments, Deductibles, Coinsurance, or similar charges) required for Members by
BCBSNM for Health Care Services shall be reasonable and shall include any applicable state and federal taxes, for
any disease or condition which is the cause of or subject of a public health Emergency. Services include testing and
delivery of Health Care Services for (including testing/screening for pneumonia and influenza, treatment for
pneumonia when due to or a result of COVID-19 infection, and treatment for influenza when a co-infection with
COVID-19). A public health Emergency exists when declared by the state of New Mexico or federal government.

OFFICE VISIT COPAYMENT OR COINSURANCE

When you receive office services from a Preferred Provider (a “Primary Preferred Provider” (PPP) or PPO
Specialist), you pay a Copayment or Coinsurance and Deductible for your covered office visit charge. All other
services received during an office visit will be subject to the regular Deductible and/or Coinsurance requirements
as listed on the Summary of Benefits.

OTHER FIXED DOLLAR COPAYMENTS

Besides office visits, other services (e.g., Emergency room and Outpatient Surgery) may also be subject to a
fixed Copayment amount. These services may only require payment of the fixed Copayment amount, or they
may also require Coinsurance and a Deductible, depending on your chosen Plan. See the Summary of Benefits
for more information.

Drug Plan Copayment

Depending upon the Plan you chose, your drug plan may have services subject to a fixed Copayment. See
your separately issued Drug Plan Rider and the Summary of Benefits for more information.

DEDUCTIBLE

The Deductible is the amount of Covered Charges incurred by a Member that the Member must pay in a Plan
Year before this Plan begins to pay its percentage of that Member’s Covered Charges incurred during that same Plan
Year.

If the Plan Year Deductible has been met while you are an Inpatient and the Admission continues into a
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new Plan Year, no additional Deductible is applied to that Admission’s Covered Services. However, all other
Covered Services received during the new Calendar Year are subject to the Deductible for the new Plan Year.

If you changed Health Care Benefit plan carriers during a Plan Year, Covered Charges you incurred, and which
were applied to your annual or Plan Year during that part of the Plan Year you were covered by your previous
carrier will be applied to your annual Deductible for the remaining part of that Plan Year under this Plan.

Individual Deductible

Once a Member’s Deductible payments for Covered Services reach the individual Deductible amount,
listed in the Summary of Benefits, in a given Plan Year, this Plan will begin paying its share of that
Member’s Covered Charges for the rest of that Plan Year.

Family Deductible

For double or Family Coverage, with two enrolled Members, the Plan Year Deductible requirement is
fulfilled when both covered Members have each met their applicable individual Deductible, listed in
the Summary of Benefits, during the Plan Year. Refer to your Summary of Benefits for details.

What Is Subject to the Deductible

The following are applied to the Plan Year Deductible. See your Summary of Benefits for more information.
e Charges covered under your Drug Plan Rider, depending upon the Plan you chose.
e Coinsurance amounts.

Timely Filing Reminder

Most benefits are payable only after BCBSNM’s records show that the applicable Deductible has been met.
Preferred Providers will file Claims for you and must submit them within a specified amount of time (usually 180
days). If you file your own Claims for Covered Services from Nonpreferred Providers, you must file them within
12 months of the date of service. If a Claim is returned for further information, resubmit it within 45 days.

COPAYMENTS

Copayments are the fixed-dollar amount of a Covered Charge that you pay for certain services as specified on the
separately issued Summary of Benefits.

Office Visit Copayment

When you receive office services from a Preferred Provider, you pay only a fixed-dollar amount (or
Copayment), for his/her covered office visit charge. The Copayments for “Primary Preferred Provider”
(PPP) and EPO Specialist office visits are listed on the Summary of Benefits. However, all other services
received during the office visit (such as Physical Therapy or Chemotherapy) will be subject to regular
Deductible and/or Coinsurance requirements and/or to an additional Copayment as listed on the
Summary of Benefits.

Besides office visits, other services are also subject to a Copayment amount. See the Summary of Benefits.

Primary Preferred Provider (PPP) is a Preferred Provider in one of the following medical specialties
only: Family Practice; General Practice; Oriental Medicine; Internal Medicine; Obstetrics/Gynecology;
Gynecology; or Pediatrics. PPPs do not include Physicians specializing in any other fields such as
Obstetrics only, Geriatrics, Pediatric Surgery or Pediatric Allergy.

Exclusive Preferred (EPO) Specialist is a Practitioner of the Healing Arts who is in the Exclusive
Provider Network-but does not belong to one of the specialties defined above as being for a “Primary
Preferred Provider” (or “PPP”). An EPO Specialist does not include Hospitals or other treatment
facilities, Urgent Care facilities, pharmacies, equipment suppliers, Ambulance companies, or similar
ancillary health care Providers.
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Drug Plan Copayment

When you purchase covered prescription drugs and other items through the drug plan, your responsibility may be
either a fixed-dollar amount or a percentage of the Covered Charge. (Any differences between the cost of the generic
drug and the cost of the Brand-Name Drug will not apply to the Deductible or out-of-pocket maximum and will
continue to be applicable after the out-of-pocket maximum is met.) In either case, drug plan Copayments are not
subject to the Deductible or Out-of-Pocket Limit provisions. See your Drug Plan Rider for more information about
the drug plan.

COINSURANCE

For most Covered Services, you must pay a percentage of Covered Charges (Coinsurance) after you have met
your Plan Year Deductible and, depending on your Plan, as specified on your Summary of Benefits. After your
share has been calculated, this Plan pays the rest of the Covered Charge.

Note: If you receive Covered Services from an “Unsolicited Provider,” as defined in this section, you will be
responsible for amounts over the Covered Charge.

Drug Plan Coinsurance

Depending upon the Plan you chose, your drug plan may have services subject to a Coinsurance. See
your separately issued Drug Plan Rider and the Summary of Benefits for more information.

OUT-OF-POCKET LIMIT

The Out-of-Pocket Limit is the maximum amount of Deductibles, Coinsurance, and Copayments that you pay for
most Covered Services in a Plan Year. After the Out-of-Pocket Limit is reached, this Plan pays 100% of
your Covered Charges for the rest of the Plan Year, not to exceed any benefit limits.

Individual Limits

Once your Deductible, Coinsurance, and Copayment amounts for Preferred Provider services in a Plan
Year reach the individual amount indicated on the Summary of Benefits, this Plan pays 100% of your
Covered Charges for the rest of the Plan Year.

Family Limits

For double or Family Coverage, with two enrolled Members, the annual Out-of-Pocket requirement is
fulfilled when both covered Members have each met their individual Out-of-Pocket amount listed on
the Summary of Benefits during the Plan Year. Refer to your Summary of Benefits for details.

What Is Included in the Out-of-Pocket Limits

The following amounts are applied to the Out-of-Pocket Limits:
¢ Fixed-dollar Copayments.

e Coinsurance amounts.

e (alendar Year Deductible.

e Drug Plan Rider Copayments and/or Coinsurance amounts.
e  Charges covered under your Drug Plan Rider.

See the Summary of Benefits for your Deductible amounts, Copayments, Coinsurance percentages and Out-of-
Pocket Limitamounts.

CHANGES TO THE COST-SHARING AMOUNTS

Copayments, Coinsurance percentage amounts, Deductibles, and Out-of-Pocket Limits are subject to change or
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increase as directed or permitted by law. If changes are made, the change applies only to services received after
the change goes into effect (for Inpatient Services, benefits are determined based on the date you are admitted to
the Facility). You will be notified if changes are made to this Plan. If any benefit changes result in a premium
increase, you will be given 60 days’ notice of such changes.

If you must change from Individual Coverage to Family Coverage because you must add an Eligible Family
Member to your coverage, you and your new Eligible Family Member must meet the higher Family Coverage
Deductible and Out-of-Pocket Limit. Exception: If you must switch to Family Coverage because of adding an
eligible newborn child within the time limits specified in Enrollment and Termination, you will not be required to
meet the Family Coverage Deductible and Out-of-Pocket Limits for covered Hospital services related to routine
newborn nursery care. However, the newborn’s pediatrician services for Routine Newborn Care will be subject to
Family Coverage Deductible and out-of-pocket provisions.

If you lose an Eligible Family Member and must switch from Family to Individual Coverage, you will be given
credit for all amounts applied to both the Family Coverage Deductible and the Family Coverage Out-of-Pocket
Limit. However, you will not be given a refund for any amounts that are in excess of the new individual coverage
amount.

Note: For at least the duration of the public health emergency, Covered Services for vaccines, diagnostic testing,
and treatment for COVID-19 will be provided at no cost to you, to the fullest extent required by applicable law.

PHARMACIST SERVICES

Pursuant to board-approved protocol approved by the New Mexico Medical Board, an in-network pharmacist may
order, test screen, treat, and provide preventive services for Flu, Strep Throat, SARs, UTIs, HIV for prep only,
and an illness subject to an active Public Health Emergency.

CONTRACEPTIVE COVERAGE

You are entitled to receive certain covered contraception services and supplies without cost sharing and without
prior approval from us. This means that you do not have to make a co-payment, coinsurance, satisfy a deductible
or pay out-of-pocket for any part of contraception benefits listed in this summary if you receive them from an in-
network Provider.

You may be required to pay a copay, coinsurance, and/or a deductible if you receive a contraception service or
supply from an out-of-network Provider if the same service or supply is available in-network. You may also owe
cost sharing if you receive a brand-name contraceptive when at least one generic or a therapeutic equivalent is
available.

Covered Contraceptive Methods

Your plan covers these contraceptive methods:

Method
Sterilization Surgery for Women
Sterilization Surgery for Men
IUD Copper
IUD with Progestin
Implantable Rod
Shot/Injection
Oral Contraceptives (The Pill) (Combined Pill)
Oral Contraceptives (Extended/Continuous Use)
Oral Contraceptives (Mini Pill — Progestin Only)
Patch
Vaginal Contraceptive Ring
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Diaphragm with Spermicide

Sponge with Spermicide

Cervical Cap with Spermicide

Male Condom

Female Condom

Spermicide

Emergency Contraceptive — “Plan B”
Emergency Contraceptive — “Ella”

Long-Acting Reversible Contraceptives

The Long-Acting Reversible Contraceptives (LARCs), including Intrauterine Devices (IUDs) covered without
cost-sharing by your plan are listed here: www.bcbsnm.com/pdf/rx/contraceptive-list-nm.pdf. Coverage with
no cost-sharing also applies to IUD insertion and removal, including surgical removal, and to any related
medical examination when services are obtained from an in-network Provider. Coverage of LARCs with no
cost-sharing also includes (pre-discharge) post-partum clinical services.

Oral Contraceptives

The oral contraceptives covered by your plan are listed here: www.bcbsnm.com/pdf/rx/contraceptive-list-
nm.pdf.

Six Month Dispensing

You are entitled to receive a six-month supply of contraceptives, if prescribed and self-administered, when
dispensed at one time by your pharmacy. To receive this benefit, your Provider must specifically prescribe the
six-month supply. If you need to change your contraceptive method before the six-month supply runs out, you
may do so without cost-sharing. You will not owe cost sharing for any related contraceptive counseling or
side-effects management.

Brand Name Drugs or Devices

Your plan may exclude or apply cost sharing to a name-brand contraceptive if a generic or therapeutic
equivalent is available within the same category of contraception. Please see the table of contraceptive
categories above. Ask your Provider about a possible equivalent.

If your Provider determines that a brand-name contraceptive is Medically Necessary, your Provider may ask us
to cover that contraceptive without cost-sharing. If we deny the request, you or your Provider cansubmit a
grievance to contest that denial.

Vasectomies and Male Condoms

This plan covers vasectomies and male condoms. No prescription or cost sharing is required for coverage of male
condoms. Please see the section below on Coverage for Contraception Where a Prescription Is Not Required for
instructions on reimbursement for condoms.

Sexually Transmitted Infections

Your plan covers, and no cost sharing applies to, contraception methods that are prescribed for the
prevention of STIs, which means chlamydia, syphilis, gonorrhea, HIV, and relevant types of hepatitis, as
well as any other sexually transmitted infection, regardless of the mode of transportation.

NOTE: Preventive care for STIs will be provided at no charge, when obtained at a Participating
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Provider. Treatment, which means Medically Necessary for an existing STI, will be provided at no
charge, when obtained at a Participating Provider.

Coverage for Contraception Where a Prescription Is Not Required

Your plan covers contraception with no cost sharing even when a prescription is not required. Contraceptive
methods such as condoms or Plan B may fall into this category. You will not have to pay upfront for
contraceptives that do not require a prescription when obtained through an in-network pharmacy. For all other
purchases, you may submit a request for reimbursement as follows:

— Within 90 days of the date of purchase of the contraceptive method,

— Provide the covered member’s name, address, plan identification number and paid receipt and
the 