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This Certificate is not a Contract
This certificate does not constitute a contract of benefits and provisions. The complete set of terms of
coverage, including protections that the Group as the policyholder has to Examine and Return the Group
Contract form and the Grace Period for the payment of group policy premium, is set forth in the Group
Contract issued by Highmark Blue Cross Blue Shield, an Independent Licensee of the Blue Cross Blue Shield
Association. This certificate is merely a description of the principal features of your health care program.
 

 Non-Assignment
Unless otherwise required by law, Highmark is authorized by the member to make payments directly to
providers furnishing Covered Services provided under the program described in this certificate; however,
Highmark reserves the right to make these payments directly to the member. The right of a member to receive
payment for a Covered Service described in this certificate is not assignable, except to the extent required by
law, nor may benefits described in this certificate be transferred either before or after Covered Services are
rendered. Any (direct or indirect) attempt to accomplish such an assignment shall be null and void. Nothing
contained in this certificate shall be construed to make Highmark, the group or the student health insurance
program sponsor liable to any assignee to whom a member may be liable for medical care, treatment, or
services.
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Introduction to Your Health Care Program
*TOCLVL1*Introduction to Your Health Care Program*TOCLVL1*

This certificate provides you with the information you need to understand your health care program. We
encourage you to take the time to review this information, so you understand how your health care program
works.

Refer to the Schedule of Benefits at the end of this certificate. The Schedule of Benefits will tell you what you
need to know about your benefits, exclusions and how your plan works.

For a number of reasons, we think you'll be pleased with your health care program:

l Your health care program gives you freedom of choice. You are not required to select a primary care
provider to receive covered care. You have access to a large provider network of physicians, hospitals,
and other providers in the Highmark service area, as well as providers across the country who are part of
the local Blue Cross and Blue Shield PPO network. For a higher level of coverage, you need to receive
care from one of these network providers. However, you can go outside the network and still receive care
at the lower level of coverage. To locate a network provider near you, or to learn whether your current
physician is in the network, log onto your Highmark member website, www.highmarkbcbs.com.

l Your health care program gives you "stay healthy" care. You are covered for a range of preventive
care, including physical examinations and selected diagnostic tests. Preventive care is a proactive
approach to health management that can help you stay on top of your health status and prevent more
serious, costly care down the road.

You can review your Preventive Care Guidelines online at your member website. And, as a member of your
health care program, you get important extras. Along with 24-hour assistance with any health care question via
Blues On Call, your member website connects you to a range of self-service tools that can help you manage
your coverage. You can also access programs and services designed to help you make and maintain healthy
improvements. And you can access a wide range of care cost and care provider quality tools to assure you
spend your health care dollars wisely.

We understand that prescription drug coverage is of particular concern to our members. You'll find in-depth
information on these benefits in this certificate.

If you have any questions on your health care program, please call the Member Service toll-free telephone
number on the back of your ID card. For TTY/TDD hearing impaired service, please dial 711 and the number
on the back of your ID card.

Information for Non-English-Speaking Members

Non-English-speaking members have access to clear benefits information. They can call the toll-free Member
Service telephone number on the back of their ID card to be connected to a language services interpreter line.
Highmark Member Service representatives are trained to make the connection.

As always, we value you as a member, look forward to providing your coverage, and wish you good health.

CERT-STU-2023
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*TEMPLATE*CCBSPA_CERT_MEDICAL*TEMPLATE*How Your Benefits Are Applied
*TOCLVL1*How Your Benefits Are Applied*TOCLVL1*

To help you understand your coverage and how it works, here’s an explanation of some benefit terms found on
the Schedule of Benefits, which is included at the end of this certificate. For specific amounts, refer to the
Schedule of Benefits.

Benefit Period
*TOCLVL2*Benefit Period*TOCLVL2*

The specified period of time during which charges for covered services must be incurred in order to be eligible
for payment by Highmark. A charge shall be considered incurred on the date you receive the service or supply
for which the charge is made. Refer to the Schedule of Benefits for the benefit period under this program.

Medical and Prescription Drug Cost-Sharing Provisions
*TOCLVL2*Medical and Prescription Drug Cost-Sharing Provisions*TOCLVL2*

Cost sharing is a requirement that you pay part of your expenses for covered services. The terms
"copayment," "deductible" and "coinsurance" describe methods of such payment.

Coinsurance
The coinsurance is the specific percentage of the plan allowance for covered services that is your
responsibility. You may be required to pay any applicable coinsurance at the time you receive care from a
provider. Refer to the Plan Payment Level in the Schedule of Benefits for the percentage amounts paid by the
program. 

Copayment
The copayment for certain covered services is the specific, upfront dollar amount which will be deducted from
the plan allowance and is your responsibility. See the Schedule of Benefits for the copayment amounts.

Deductible
The deductible is a specified dollar amount you must pay for covered services  each benefit period before the
program begins to provide payment for benefits. See the Schedule of Benefits for the deductible amount. You
may be required to pay any applicable deductible at the time you receive care from a provider. 

Cost-sharing assistance such as coupons or rebates provided by a drug manufacturer for a specialty
prescription drug will not apply toward the satisfaction of the deductible. 

For more information regarding the Copay Armor program please call PillarRx toll free at (844) 438-8947.

Family Deductible
The family deductible is a specified dollar amount of covered services that must be incurred by covered family
members before the program begins to provide payment for benefits. See the Schedule of Benefits for the
family deductible amount. 

For a family with several covered dependents, the deductible you pay for all covered family members,
regardless of family size, is specified under family deductible. To reach this total, you can count the expenses
incurred by two or more covered family members. However, the deductible contributed towards the total by any
one covered family member will not be more than the amount of the individual deductible. If one family member
meets the individual deductible and needs to use benefits, the program would begin to pay for that person's
covered services even if the deductible for the entire family has not been met.

CERT-STU-2023
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Out-of-Pocket Limit
The out-of-pocket limit refers to the specified dollar amount of expense incurred for covered services in a
benefit period. When the specified dollar amount is attained, the level of benefit increases as specified in the
Schedule of Benefits. See the Schedule of Benefits for the out-of-pocket limit. The out-of-pocket limit does not
include copayments,    prescription drug expenses or amounts in excess of the plan allowance.

Cost-sharing assistance such as coupons or rebates provided by a drug manufacturer for a specialty
prescription drug will not apply toward the annual out-of-pocket limit.

For more information regarding the Copay Armor program please call PillarRx toll free at (844) 438-8947.

Total Maximum Out-of-Pocket
The total maximum out-of-pocket, as mandated by the federal government, refers to the specified dollar
amount of deductible, coinsurance, copayments incurred for network covered services, covered medications
and any qualified medical expenses in a benefit period. When the specified individual dollar amount is attained
by you, or the specified family dollar amount is attained by you or your covered family members, your program
begins to pay 100% of all covered expenses and no additional coinsurance, copayments and deductible will be
incurred for network covered services and covered medications in that benefit period. See the Schedule of
Benefits for the total maximum out-of-pocket. The total maximum out-of-pocket does not include out-of-network
cost-sharing or amounts in excess of the plan allowance .

Cost-sharing assistance such as coupons or rebates provided by a drug manufacturer for a specialty
prescription drug will not apply toward the annual total maximum out-of-pocket.

For more information regarding the Copay Armor program please call PillarRx toll free at (844) 438-8947.

Maximum
*TOCLVL2*Maximum*TOCLVL2*

The greatest amount of benefits that the program will provide for covered services within a prescribed period of
time. This could be expressed in dollars, number of days or number of services.

CERT-STU-2023
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*TEMPLATE*CCBSPA_CERT_MEDICAL*TEMPLATE*Description of Benefits - Medical Program
*TOCLVL1*Description of Benefits - Medical Program*TOCLVL1*

Your health care program may provide benefits for the following services you receive from a provider when
such services are determined to be medically necessary and appropriate. All benefit limits, deductibles and
copayment amounts are described in the Schedule of Benefits included at the end of this certificate. For
specific covered services, refer to the Schedule of Benefits.

Network care is covered at a higher level of benefits than out-of-network care. For the lowest
out-of-pocket costs, use a network provider. To make sure that a provider is in the network, call Member
Service at the number on the back of your member ID card. Or visit www.highmarkbcbs.com.

Ambulance Service
*TOCLVL2*Ambulance Service*TOCLVL2*

Ambulance service providing local transportation by means of a specially designed and equipped vehicle used
only for transporting the sick and injured:

l from your home, the scene of an accident or medical emergency to a hospital or skilled nursing
facility;

l between hospitals; or
l between a hospital and a skilled nursing facility;

when such facility is the closest institution that can provide covered services appropriate for your condition. If
there is no facility in the local area that can provide covered services appropriate for your condition, then
ambulance service means transportation to the closest facility outside the local area that can provide the
necessary service.

Ambulance service includes an emergency medical services (EMS) agency licensed by the state.

Transportation and other emergency services provided by an ambulance service will be considered emergency
ambulance service if the injury or condition is considered emergency care. Refer to the Terms You Should
Know section for a definition of emergency care services.

Benefits are provided for emergency care services rendered by an ambulance service even when transport is
not required or refused by you.

Use of an ambulance as transportation to an emergency room for an injury or condition that does not satisfy
the criteria of emergency care will not be covered as emergency ambulance services.

Local transportation by means of a specially designed and equipped vehicle used only for transporting the sick
and injured:

l from a hospital to your home, or
l from a skilled nursing facility to your home.

Artificial Insemination
*TOCLVL2*Artificial Insemination*TOCLVL2*

Benefits will be provided for artificial insemination and associated diagnostic, medical and surgical services
and pharmacological or hormonal treatments used in conjunction with artificial insemination when ordered by a
physician and determined to be medically necessary and appropriate.

CERT-STU-2023
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Autism Spectrum Disorders
*TOCLVL2*Autism Spectrum Disorders*TOCLVL2*

Benefits are provided to members for the following:

Diagnostic Assessment of Autism Spectrum Disorders
Medically necessary and appropriate assessments, evaluations or tests performed by a physician, licensed
physician assistant, psychologist or certified registered nurse practitioner to diagnose whether an individual
has an autism spectrum disorder.

Treatment of Autism Spectrum Disorders
Services must be specified in a treatment plan developed by a physician or psychologist following a
comprehensive evaluation or reevaluation performed in a manner consistent with the most recent clinical report
or recommendations of the American Academy of Pediatrics. Highmark may review a treatment plan for autism
spectrum disorders once every six months, or as agreed upon between Highmark and the physician or
psychologist developing the treatment plan.

Treatment may include the following medically necessary and appropriate services:

Pharmacy care
Any assessment, evaluation, test or prescription drug prescribed or ordered by a physician, licensed
physician assistant or certified registered nurse practitioner to determine the need or effectiveness of a
prescription drug approved by the Food and Drug Administration (FDA) and designated by Highmark for
the treatment of autism spectrum disorders.

Psychiatric and psychological care
Direct or consultative services provided by a psychologist or by a physician who specializes in psychiatry.

Rehabilitative care
Professional services and treatment programs, including  Applied Behavioral Analysis, provided by an
autism service provider to produce socially significant improvements in human behavior or to prevent loss
of an attained skill or function.

Therapeutic care
Services that are provided by a speech language pathologist, occupational therapist or physical therapist.

Dental Services
*TOCLVL2*Dental Services*TOCLVL2*

Anesthesia for Non-Covered Dental Procedures (Limited)
Benefits will be provided for general anesthesia and associated hospital and medical services normally
related to the administration of general anesthesia which are rendered in connection with non-covered
dental procedures or non-covered oral surgery. Benefits are provided for members age seven or under
and for developmentally disabled members when determined by Highmark to be medically necessary and
appropriate and when a successful result cannot be expected for treatment under local anesthesia, or
when a superior result can be expected from treatment under general anesthesia.

Dental Services Related to Accidental Injury
Dental services initially rendered by a physician which are required as a result of accidental injury to the
jaws, sound natural teeth, mouth or face. Follow-up services, if any, that are provided after the initial
treatment are not covered. Injury as a result of chewing or biting shall not be considered an accidental
injury.

CERT-STU-2023
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Pediatric Dental Services
Benefits are provided for members for the following when rendered by a participating dentist who is a
network provider:

l Oral evaluations
¡ Comprehensive, periodic and limited problem focused
¡ Consultations
¡ Detailed problem focused

l Radiographs
¡ Full mouth x-rays - One every three years
¡ Bitewing x-rays - One set per six months

l Prophylaxis - One per six months. One additional for members under the care of a medical
professional during pregnancy.

l Flouride treatments
¡ Topical fluoride treatment - two per 12 months through age 18
¡ Fluoride varnish - two per 12 months through age 18

l Palliative treatment (emergency)
l Sealants - one per tooth per three years on permanent first and second molars
l Space maintainers - through age 18 when used to maintain space as a result of prematurely lost

deciduous first and second molars, or permanent first molars that have not, or will never, develop.
l Preventive resin restorations
l Periodontal services

¡ Full mouth debridement
¡ Periodontal maintenance following active periodontal therapy - four per 12 months in addition

to routine prophylaxis.
¡ Periodontal scaling and root planing - one per 24 months per area of the mouth.
¡ Surgical periodontal procedures - one per 24 months per area of the mouth.
¡ Guided tissue regeneration

l Basic restorations - amalgam or composite
l Crowns - ceramic, porcelain-fused to metal and metal alloy - one every five years
l Inlays and onlays - one every five years
l Prefabricated stainless steel crowns - one per tooth within a five year period
l Replacement of restorative services only when they are not, and cannot be made, serviceable:

¡ Basic restorations - (including, but not limited to, stainless steel crowns)
¡ Single crowns, inlays, onlays - one per tooth within a five year period
¡ Buildups and post and cores - one per tooth within a five year period
¡ Full and partial dentures - one per arch within a five year period

 
l Oral and maxillofacial surgical services:

¡ Simple extractions
¡ Surgical extractions
¡ Oral surgery
¡ Apicoectomy/periradicular surgery

 
l Denture relining, rebasing or adjustments are considered part of the denture charges if provided

within six months of insertion by the same dentist. Subsequent denture relining or rebasing limited
to one every three years thereafter.

CERT-STU-2023
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l Pulpal therapy - through age 5 on primary anterior teeth and through age 11 on primary posterior
teeth.

l Root canal retreatment - one per tooth per lifetime.
l Recementation - one per five years. Recementation during the first 12 months following insertion by

the same dentist is included in the prosthetic service benefit.
l Administration of I.V. sedation, nitrous oxide or general anesthesia is limited to covered oral

surgical procedures involving one or more impacted teeth (soft tissue, partial bony or complete
bony impactions)

l Therapeutic drug injections - only covered in unusual circumstances, by report.
l Orthodontics - Covered services which are intended to treat a severe dentofacial abnormality and

are the only method capable of preventing irreversible damage to your teeth or their supporting
structures, and restoring your oral structure to health and function.
¡ Orthodontic treatment limitations

l All pediatric orthodontic treatment is subject to precertification by Highmark and must be
part of an approved written plan of care.

l To be eligible for pediatric orthodontic treatment, you must: 1) continue to be enrolled
during the duration of treatment; and 2) have a fully erupted set of permanent teeth.

 
l An alternate benefit provision (ABP) will be applied if a covered dental condition can be treated by

means of a professionally acceptable procedure which is less costly than the treatment
recommended by the dentist. The ABP does not commit you to the less costly treatment. However,
if you and the provider choose the more expensive treatment, you are responsible for the additional
charges beyond those allowed under this ABP.

l Coverage terminates for pediatric dental services at the end of the benefit period in which the
member reaches age 19.

Diabetes Treatment
*TOCLVL2*Diabetes Treatment*TOCLVL2*

Coverage is provided for the following when required in connection with the treatment of diabetes and when
prescribed by a physician legally authorized to prescribe such items under the law:

l Equipment and supplies: Blood glucose monitors, monitor supplies, injection aids, syringes and
insulin infusion devices

l Diabetes Education Program*: When your physician certifies that you require diabetes education as
an outpatient, coverage is provided for the following when rendered through a diabetes education
program:
¡ Visits medically necessary and appropriate upon the diagnosis of diabetes
¡ Subsequent visits under circumstances whereby your physician:  a) identifies or diagnoses a

significant change in your symptoms or conditions that necessitates changes in your
self-management, or b) identifies, as medically necessary and appropriate, a new medication
or therapeutic process relating to your treatment and/or management of diabetes

*Diabetes Education Program – an outpatient program of self-management, training and
education, including medical nutrition therapy, for the treatment of diabetes. Such outpatient
program must be conducted under the supervision of a licensed health care professional with
expertise in diabetes. Outpatient diabetes education services will be covered subject to Highmark's
criteria. These criteria are based on the certification programs for outpatient diabetes education
developed by the American Diabetes Association (ADA) and the Pennsylvania Department of
Health.

l Diabetes Care Management Program (Digitally-Monitored) – a digitally-monitored care
management program offered by Highmark if you have been diagnosed with type 2 diabetes and

CERT-STU-2023
12



meet other program and clinical criteria. You will have access to telehealth consults with specific
health care providers participating in the diabetes care management program. The telehealth
consults may involve coaching and medication management and optimization. Additionally,
members in the program, will receive a cellular-enabled blood glucose monitor, supplies including
testing strips for the digital monitor, access to a mobile application, and additional devices such as
continuous glucose monitors when determined necessary by the diabetes care management
program.

Diagnostic Services
*TOCLVL2*Diagnostic Services*TOCLVL2*

Benefits will be provided for the following covered services when ordered by a professional provider:

Advanced Imaging Services
Include, but are not limited to, computed tomography (CT), computed tomographic angiography (CTA),
magnetic resonance imaging (MRI), magnetic resonance angiography (MRA), positron emission tomography
(PET scan), positron emission tomography/computed tomography (PET/CT scan).

Basic Diagnostic Services

l Standard Imaging Services - procedures such as skeletal x-rays, ultrasound and fluoroscopy
l Laboratory and Pathology Services - procedures such as non-routine Papanicolaou (PAP)

smears, blood tests, urinalysis, biopsies and cultures
l Diagnostic Medical Services - procedures such as electrocardiograms (ECG),

electroencephalograms (EEG), echocardiograms, pulmonary studies, stress tests, audiology testing
l Allergy Testing Services - allergy testing procedures such as percutaneous, intracutaneous, and

patch tests

Durable Medical Equipment
*TOCLVL2*Durable Medical Equipment*TOCLVL2*

The rental or, at the option of Highmark, the purchase, adjustment, repairs and replacement of durable medical
equipment for therapeutic use when prescribed by a professional provider within the scope of their license.
Rental costs cannot exceed the total cost of purchase.

Enteral Foods
*TOCLVL2*Enteral Foods*TOCLVL2*

Enteral foods is a liquid source of nutrition equivalent to a prescription drug that is administered orally or
enterally and which may contain some or all nutrients necessary to meet minimum daily nutritional
requirements. Enteral foods are intended for the specific dietary management of a disease or condition for
which distinctive nutritional requirements are identified through medical evaluation.

Coverage is provided for enteral foods when administered on an outpatient basis for:

l amino acid-based elemental medical formulae ordered by a physician for infants and children for
food protein allergies, food protein-induced enterocolitis syndrome, eosinophilic disorders and
short bowel syndrome; and

l nutritional supplements administered under the direction of a physician for the therapeutic treatment
of phenylketonuria, branched-chain ketonuria, galactosemia and homocystinuria and;

l enteral formulae prescribed by a physician, when administered on an outpatient basis, considered
to be your sole source of nutrition and provided:
¡ through a feeding tube (nasogastric, gastrostomy, jejunostomy, etc.) and utilized instead of

regular shelf food or regular infant formulas; or

CERT-STU-2023
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¡ orally and identified as one of the following types of defined formulae with: hydrolyzed
(pre-digested) protein or amino acids, specialized content for special metabolic needs,
modular components, or standardized nutrients.

Once it is determined that you meet the above criteria, coverage for enteral formulae will continue as long as it
represents at least 50% of your daily caloric requirement.

Coverage for enteral formulae excludes the following:

l Blenderized food, baby food, or regular shelf food
l Milk or soy-based infant formulae with intact proteins
l Any formulae, when used for the convenience of you or your family members
l Nutritional supplements or any other substance utilized for the sole purpose of weight loss or gain,

or for caloric supplementation, limitation or maintenance
l Semisynthetic intact protein/protein isolates, natural intact protein/protein isolates, and intact

protein/protein isolates, when provided orally

This coverage does not include normal food products used in the dietary management of the disorders
included above.

Habilitative and Rehabilitative Services
*TOCLVL2*Habilitative and Rehabilitative Services*TOCLVL2*

Benefits will be provided for the following services when such services are ordered by a physician:

l Cardiac rehabilitation (does not include services provided for habilitative purposes)
l Occupational therapy
l Physical medicine
l Speech therapy

Home Health Care/Hospice Care Services
*TOCLVL2*Home Health Care/Hospice Care Services*TOCLVL2*

This program covers the following services you receive from a home health care agency or a hospital program
for home health care and/or hospice care:

l Skilled nursing services of a Registered Nurse (RN) or Licensed Practical Nurse (LPN), excluding
private duty nursing services

l Physical medicine, speech therapy and occupational therapy
l Medical and surgical supplies provided by the home health care agency or hospital program for

home health care or hospice care
l Oxygen and its administration
l Medical social service consultations
l Health aide services when you are also receiving covered nursing services, or therapy and

rehabilitation services
l Respite care
l Family counseling related to the member’s terminal condition.

No home health care/hospice benefits will be provided for:
l dietitian services;
l homemaker services;
l maintenance therapy;
l dialysis treatment;
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l custodial care; and
l food or home-delivered meals.

Home Infusion and Suite Infusion Therapy Services
*TOCLVL2*Home Infusion and Suite Infusion Therapy Services*TOCLVL2*

Benefits will be provided when performed by a home infusion and/or suite infusion therapy provider at an
infusion suite or in a home setting. This includes pharmaceuticals, pharmacy services, intravenous solutions,
medical/surgical supplies and nursing services associated with infusion therapy. Specific adjunct
non-intravenous therapies are included when administered only in conjunction with infusion therapy. Benefits
for certain infusion therapy prescription drugs as identified by Highmark and which are appropriate for
self-administration will be provided only when received from a participating pharmacy provider.

Hospital Services
*TOCLVL2*Hospital Services*TOCLVL2*

This program covers the following services received in a facility provider. Benefits will be covered only when,
and so long as, they are determined to be medically necessary and appropriate for the treatment of the
patient's condition.

Inpatient Services
Bed and Board
Bed, board and general nursing services are covered when you occupy:

l a room with two or more beds;
l a private room. Private room allowance is the average semi-private room charge; or
l a bed in a special care unit which is a designated unit which has concentrated all facilities,

equipment and supportive services for the provision of an intensive level of care for critically ill
patients.

Ancillary Services
Hospital services and supplies including, but not restricted to:

l use of operating, delivery and treatment rooms and equipment;
l drugs and medicines provided to you while you are an inpatient in a facility provider;
l whole blood, administration of blood, blood processing, and blood derivatives;
l anesthesia, anesthesia supplies and services rendered in a facility provider by an employee of the

facility provider. Administration of anesthesia ordered by the attending professional provider and
rendered by a professional provider other than the surgeon or assistant at surgery;

l medical and surgical dressings, supplies, casts and splints;
l diagnostic services; or
l habilitative and rehabilitative services and therapy.

Outpatient Services
Ancillary Services
Hospital services and supplies including, but not restricted to:

l use of operating, delivery and treatment rooms and equipment;
l drugs and medicines provided to you while you are an outpatient in a facility provider. However,

benefits for certain therapeutic injectables and infusion therapy prescription drugs as identified by
Highmark and which are appropriate for self-administration will be provided only when received
from a participating pharmacy provider;

l whole blood, administration of blood, blood processing, and blood derivatives;
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l anesthesia, anesthesia supplies and services rendered in a facility provider by an employee of the
facility provider. Administration of anesthesia ordered by the attending professional provider and
rendered by a professional provider other than the surgeon or assistant at surgery;

l medical and surgical dressings, supplies, casts and splints.

Emergency Care Services
In emergency situations, where you must be treated immediately, go directly to your nearest hospital
emergency provider; or call "911" or your area’s emergency number.

Emergency care services are services and supplies, including drugs and medicines, for the outpatient
emergency treatment of bodily injuries resulting from an accident or a medical condition. Also included is a
medical screening examination and ancillary services necessary to evaluate such injury or emergency medical
condition and further medical examination and treatment as required to stabilize the patient.

In the event the member receiving such emergency care services from an out-of-network provider requires an
inpatient admission or observation immediately resulting from such injury or emergency medical condition and
upon stabilization;

a. is unable to travel using non-medical transportation or non-emergency medical transportation to an
available network provider located within a reasonable travel distance; or

b. does not consent to be transferred

Covered services directly related to such injury or emergency medical condition and received during the
inpatient admission or observation will be covered at the network services level of benefits. You will not be
subject to any balance billing amounts.

Your outpatient emergency room visits may be subject to a copayment, which is waived if you are admitted as
an inpatient. Refer to the Schedule of Benefits section for your program’s specific amounts.

Once the crisis has passed, call your physician to receive appropriate follow-up care.

Refer to the Terms You Should Know section for a definition of emergency care services. Treatment for any
occupational injury for which benefits are provided under any worker's compensation law or any similar
occupational disease law is not covered.

Pre-Admission Testing
Tests and studies, as indicated in the Basic Diagnostic Services subsection above, required in connection with
your admission rendered or accepted by a hospital on an outpatient basis prior to a scheduled admission to the
hospital as an inpatient.

Surgery
Hospital services and supplies for outpatient surgery including removal of sutures, anesthesia, anesthesia
supplies and services rendered by an employee of the facility provider, other than the surgeon or assistant at
surgery.

Maternity Services
*TOCLVL2*Maternity Services*TOCLVL2*

Benefits will be provided for obstetrical care, including prenatal and postnatal care, sonograms and childbirth.
Coverage is also provided for:

Complications of Pregnancy
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Physical effects directly caused by pregnancy, but which are not considered from a medical viewpoint to be the
effect of normal pregnancy, including conditions related to ectopic pregnancy or those that require cesarean
section.

Maternity Home Health Care Visit
You are covered for one maternity home health care visit provided at your home within 48 hours of discharge
when the discharge from a facility provider occurs prior to: (a) 48 hours of inpatient care following a normal
vaginal delivery, or (b) 96 hours of inpatient care following a cesarean delivery. This visit shall be made by a
network provider whose scope of practice includes postpartum care. The visit includes parent education,
assistance and training in breast and bottle feeding, infant screening, clinical tests, and the performance of any
necessary maternal and neonatal physical assessments. The visit may, at your sole discretion, occur at the
office of your network provider. The visit is subject to all the terms of this program and is exempt from any
copayment, coinsurance or deductible amounts.

Under state law, entities such as Highmark which issue health insurance to your plan sponsor is, prohibited
from restricting benefits for any hospital length of stay in connection with childbirth for the mother or newborn
child to less than 48 hours following a vaginal delivery, or less than 96 hours following a cesarean section.
However, state law does not prohibit the mother's or newborn's attending provider from discharging the mother
or newborn earlier than 48 hours (or 96 hours as applicable) if the mother and newborn meet the medical
criteria for a safe discharge contained in guidelines which recognize treatment standards used to determine the
appropriate length of stay; including those of the American Academy of Pediatrics and the American College of
Obstetricians and Gynecologists. In any case, health insurance issuers like Highmark can only require that a
provider obtain authorization for prescribing an inpatient hospital stay that exceeds 48 hours (or 96 hours).

Normal Pregnancy
Normal pregnancy includes any condition usually associated with the management of a difficult pregnancy but
is not considered a complication of pregnancy.

Nursery Care
Covered services provided to the  newborn child from the moment of birth, including care which is necessary for
the treatment of medically diagnosed congenital defects, birth abnormalities, prematurity and routine nursery
care. Routine nursery care includes inpatient medical visits by a professional provider.  Benefits will continue
for a maximum of 31 days. To be covered as a dependent beyond the 31-day period, the newborn child must
be enrolled as a dependent under this program within such period. Refer to the General Information section for
further eligibility information.

If you are pregnant, now is the time to enroll in the Baby Blueprints® Maternity Education and Support
Program offered by Highmark. Please refer to the Member Services section of this Certificate for more
information.

Medical Services
*TOCLVL2*Medical Services*TOCLVL2*

Allergy Extract/Injections
Benefits are provided for allergy extract and allergy injections.

Emergency Care Services
Medical Care for the outpatient emergency treatment of bodily injuries resulting from an accident or medical
condition, including a medical screening examination and ancillary services necessary to evaluate such injury
or emergency medical condition, and such further medical examination and treatment as required to stabilize
the patient.
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Inpatient Medical Care Services
Medical care by a professional provider when you are an inpatient for a condition not related to surgery,
pregnancy or mental illness, except as specifically provided.

Concurrent Care
Medical care rendered concurrently with surgery during one inpatient stay by a professional provider
other than the operating surgeon for treatment of a medical condition separate from the condition for
which surgery was performed.  Medical care by two or more professional providers rendered concurrently
during one inpatient stay when the nature or severity of your condition requires the skills of separate
physicians.

Consultation
Consultation services rendered to an inpatient by another professional provider at the request of the
attending professional provider.  Consultation does not include staff consultations which are required by
facility provider rules and regulations.

Inpatient Medical Care Visits
Benefits are provided for inpatient medical care visits.

Intensive Medical Care
Medical care rendered to you when your condition requires a professional provider's constant attendance
and treatment for a prolonged period of time.

Routine Newborn Care
Professional provider visits to examine the  newborn infant while the mother is an inpatient.

Outpatient Medical Care Services
Medical care rendered by a professional provider when you are an outpatient for a condition not related to
surgery, pregnancy or mental illness, except as specifically provided. Covered services include medical care
visits, telemedicine services and consultations for the examination, diagnosis and treatment of an injury or
illness.

Please note that as a Highmark member, you enjoy many convenient options for where you can receive
outpatient care. You can physically go to one of the following providers:

l Primary care provider's (PCP) or specialist's office
l Physician's office located in an outpatient hospital/hospital satellite setting
l Urgent Care Center
l Retail site, such as in a pharmacy or other retail store

Or you can interact with a professional provider as follows:

l A virtual visit between you and a PCP or retail clinic via an audio and video telecommunications
system

l A virtual visit via an audio and video telecommunications system for the treatment of mental illness
or substance abuse

l A virtual visit between you and a specialist via the internet or similar electronic communications for
the treatment of skin conditions or diseases

l A specialist virtual visit between you and a specialist via audio and video telecommunications.
Benefits are provided for a specialist virtual visit when you communicate with the specialist from any
location, such as your home, office or another mobile location, or if you travel to a provider-based
location referred to as a provider originating site. If you communicate with the specialist from a
provider originating site, you will be responsible for the specialist virtual visit provider originating site
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fee. Benefits will not be provided for a specialist virtual visit if the visit is related to the treatment of
mental illness or substance abuse.

Different types of providers and their locations may require different payment amounts. The specific amounts
you are responsible for paying depend on your particular Highmark benefits.

Therapeutic Injections
Therapeutic injections required in the diagnosis, prevention and treatment of an injury or illness.  However,
benefits for certain therapeutic injectables as identified by Highmark and which are appropriate for
self-administration will be provided only when received from a participating pharmacy provider.

Mental Health Care Services
*TOCLVL2*Mental Health Care Services*TOCLVL2*

Your mental health is just as important as your physical health. That’s why your program   provides professional,
confidential mental health care that addresses your individual needs. You have access to a wide range of
mental health and substance abuse professional providers, so you can get the appropriate level of responsive,
confidential care.

You are covered for a full range of counseling and treatment services. Your program covers the following
services you receive from a provider to treat mental illness:

Inpatient Facility Services
Hospital services are provided for the inpatient treatment of mental illness by a facility provider. Inpatient facility
services must be provided twenty-four hours a day, seven days a week by or under the direction of a
psychiatrist, a psychiatric nurse practitioner or a psychologist when legally authorized by the state. Inpatient
facility services are recommended for patients who are an acute danger to themselves or others or who are
unable to provide required self-care and lack available support.

Inpatient Medical Services
Covered inpatient medical services provided by a professional provider:

l Individual psychotherapy
l Group psychotherapy
l Psychological testing
l Family counseling

Counseling with family members to assist in your diagnosis and treatment
l Convulsive therapy treatment; and

Electroshock treatment or convulsive drug therapy including anesthesia when administered
concurrently with the treatment by the same professional provider

l Medication management

Partial Hospitalization Program
Benefits are only available for mental health care services provided on a partial hospitalization basis when
received through a partial hospitalization program. A mental health care service provided on a partial
hospitalization basis will be deemed an outpatient care visit and is subject to any outpatient care cost-sharing
amounts.

Outpatient Mental Health Care Services
Inpatient facility service and inpatient medical benefits provided by a facility provider or professional provider
as previously described, are also available when provided for the outpatient treatment of mental illness by a
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facility provider, or a professional provider. Benefits are also provided for mental health care services received
through an Intensive Outpatient Program.

Orthotic Devices
*TOCLVL2*Orthotic Devices*TOCLVL2*

Purchase, fitting, necessary adjustment, repairs and replacement of a rigid or semi-rigid supportive device
which restricts or eliminates motion of a weak or diseased body part.

Pediatric Extended Care Services
*TOCLVL2*Pediatric Extended Care Services*TOCLVL2*

Benefits are provided for care received from a pediatric extended care facility that is licensed by the state and
is primarily engaged in providing basic non-residential services to infants and/or young children who have
complex medical needs requiring skilled nursing and therapeutic care and who may be technologically
dependent.

Services rendered by a pediatric extended care facility pursuant to a treatment plan for which benefits may
include one or more of the following:

l Skilled nursing services of a Registered Nurse (RN) or Licensed Practical Nurse (LPN)
l Physical medicine, speech therapy and occupational therapy
l Respiratory therapy
l Medical and surgical supplies provided by the pediatric extended care facility
l Acute health care support
l Ongoing assessments of health status, growth and development

Pediatric extended care services will be covered for children eight years of age or under, pursuant to the
attending physician’s treatment plan only when provided in a pediatric extended care facility, and when
approved by Highmark.

A prescription from the child’s attending physician is necessary for admission to such facility.

No benefits are payable after the child has reached the maximum level of recovery possible for his or her
particular condition and no longer requires definitive treatment other than routine supportive care.

Preventive Care Services
*TOCLVL2*Preventive Care Services*TOCLVL2*

Benefits will be provided for covered services. Refer to the Schedule of Benefits for your program's specific
level of coverage

Adult Care
Routine physical examinations , regardless of medical necessity and appropriateness, including a complete
medical history, and other items and services.

Well-woman benefits are provided for items and services including, but not limited to, an initial physical
examination to confirm pregnancy, screening for gestational diabetes, coverage for contraceptive methods and
counseling for all members capable of pregnancy and breastfeeding support and counseling.

Adult Immunizations
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Benefits are provided for adult immunizations, including the immunizing agent, when required for the
prevention of disease.

Colorectal Cancer Screenings
Benefits are provided for the following tests or procedures when ordered by a physician for the purpose of
early detection of colorectal cancer:

l Basic diagnostic laboratory and pathology screening services such as a fecal-occult blood or fecal
immunochemical test

l Basic diagnostic standard imaging screening services such as barium enema
l Surgical screening services such as flexible sigmoidoscopy and colonoscopy and hospital services

related to such surgical screening services
l Such other basic diagnostic laboratory and pathology, basic diagnostic standard imaging, surgical

screening tests, basic diagnostic medical and advanced imaging screening services consistent with
approved medical standards and practices for the detection of colon cancer

Benefits are provided for members 45 years of age or older as follows, or more frequently and regardless of
age when prescribed by a physician:

l An annual fecal-occult blood test or fecal immunochemical test
l A sigmoidoscopy every five years
l A screening barium enema or test consistent with approved medical standards and practices to

detect colon cancer every five years
l A colonoscopy every 10 years

If you are determined to be at high or increased risk, regardless of age, benefits are provided for a
colonoscopy or any other combination of covered services related to colorectal cancer screening when
prescribed by a physician and in accordance with the American Cancer Society guidelines on screening for
colorectal cancer as of January 1, 2008.

Colorectal cancer screening services which are otherwise not described herein and are prescribed by a
physician for a symptomatic member are not considered preventive care services. The payment for these
services will be consistent with similar medically necessary and appropriate covered services.

Diabetes Prevention Program
Benefits are provided if you meet certain medical criteria of having a high risk of developing type 2 diabetes
and when you are enrolled in a diabetes prevention program that is offered through a network diabetes
prevention provider. Coverage is limited to one enrollment in a diabetes prevention program per year,
regardless of whether you complete the diabetes prevention program.

Mammographic Screening
Benefits are provided for the following:

l An annual routine mammographic screening starting at 40 years of age or older pursuant to the
2002 recommendations by the United States Preventive Services Task Force.

l Mammographic screenings for all members regardless of age when such services are prescribed
by a physician.

Benefits for mammographic screening are payable only if performed by a mammography service provider who
is properly certified by the Pennsylvania Department of Health in accordance with the Mammography Quality
Assurance Act of 1992.
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Pediatric Care
Routine physical examinations, regardless of medical necessity and appropriateness, and other items and
services.

Pediatric Immunizations
Benefits are provided to members under 21   years of age and dependent children for those pediatric
immunizations, including the immunizing agents, which conform with the standards of the Advisory Committee
on Immunization Practices of the Center for Disease Control and U.S. Department of Health and Human
Services. Benefits are not subject to the program deductibles or dollar limits.

Routine Gynecological Examination and Papanicolaou smear
Benefits are provided for one routine gynecological examination, including a pelvic and clinical breast
examination, and one routine Papanicolaou smear (pap test) per calendar year. Benefits are not subject to
program deductibles or maximums.

Routine Screening Tests and Procedures
Benefits are provided for routine screening tests and procedures, regardless of medical necessity and
appropriateness.

Tobacco Use, Counseling and Interventions
Benefits are provided for screenings for tobacco use and, for those who use tobacco products, two tobacco
cessation attempts per year. A tobacco cessation attempt includes four tobacco cessation counseling sessions
and covered medications.

Private Duty Nursing Services
*TOCLVL2*Private Duty Nursing Services*TOCLVL2*

Services of an actively practicing Registered Nurse (RN) or Licensed Practical Nurse (LPN) when ordered by a
physician, providing such nurse does not ordinarily reside in your home or is not a member of your immediate
family.

l If you are an inpatient in a facility provider only when Highmark determines that the nursing services
required are of a nature or degree of complexity or quantity that could not be provided by the
regular nursing staff.

l If you are at home only when Highmark determines that the nursing services require the skills of an
RN or an LPN.

Prosthetic Appliances
*TOCLVL2*Prosthetic Appliances*TOCLVL2*

Purchase, fitting, necessary adjustments, repairs, and replacements of prosthetic devices and supplies which
replace all or part of an absent body organ and its adjoining tissues, or replace all or part of the function of a
permanently inoperative or malfunctioning body organ (excluding dental appliances and the replacement of
cataract lenses). Initial and subsequent prosthetic devices to replace the removed breast(s) or a portion thereof
are also covered.

Skilled Nursing Facility Services
*TOCLVL2*Skilled Nursing Facility Services*TOCLVL2*

Services rendered in a skilled nursing facility to the same extent benefits are available to an inpatient of a
hospital.
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No benefits are payable:

l after you have reached the maximum level of recovery possible for your particular condition and no
longer require definitive treatment other than routine supportive care;

l when confinement is intended solely to assist you with the activities of daily living or to provide an
institutional environment for your convenience; or

l for treatment of substance abuse or mental illness.

Spinal Manipulations
*TOCLVL2*Spinal Manipulations*TOCLVL2*

Spinal manipulations for the detection and correction by manual or mechanical means of structural imbalance
or subluxation resulting from or related to distortion, misalignment, or subluxation of or in the vertebral column.

Substance Abuse Services
*TOCLVL2*Substance Abuse Services*TOCLVL2*

Benefits are provided for detoxification services, individual and group counseling and psychotherapy,
psychological testing, and family counseling for the treatment of substance abuse when rendered by a facility
provider or professional provider and include the following:

l Detoxification services rendered;

¡ on an inpatient basis in a hospital or substance abuse treatment facility; or
¡ on an outpatient basis

l Substance abuse treatment facility services for non-hospital inpatient residential treatment and
rehabilitation services. Residential treatment and rehabilitation services include medically monitored
high intensity inpatient services with twenty-four hour nursing care and physician availability and
medically managed intensive inpatient services with twenty-four hour nursing care and daily
physician oversight; and

l Outpatient services rendered in a hospital, substance abuse treatment facility or through an
Intensive Outpatient Program or Partial Hospitalization Program, and outpatient substance abuse
treatment facility services for rehabilitation therapy.

For purposes of this benefit, a substance abuse service provided on a partial hospitalization basis shall be
deemed an outpatient care visit and is subject to any outpatient care cost-sharing amounts. Benefits are also
provided for substance abuse services rendered through an Opioid Treatment Program or Office Based Opioid
Treatment Program.

Surgical Services
*TOCLVL2*Surgical Services*TOCLVL2*

This program covers the following services you receive from a professional provider. See the Health Care
Management section for additional information which may affect your benefits.

Anesthesia
Administration of anesthesia for covered surgery when ordered by the attending professional provider and
rendered by a professional provider other than the surgeon or the assistant at surgery. Benefits will also be
provided for the administration of anesthesia for covered oral surgical procedures in an outpatient setting when
ordered and administered by the attending professional provider.
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Assistant at Surgery
Services of a physician who actively assists the operating surgeon in the performance of covered surgery.
Benefits will be provided for an assistant at surgery only if a house staff member, intern or resident is not
available.

Mastectomy and Breast Cancer Reconstruction
Benefits are provided for a mastectomy performed on an inpatient or outpatient basis and for the following:

l All stages of reconstruction of the breast on which the mastectomy has been performed
l Surgery and reconstruction of the other breast to produce a symmetrical appearance
l Prostheses; and
l Treatment of physical complications of mastectomy, including lymphedema

Benefits are also provided for one home health care visit, as determined by your physician, within 48 hours
after discharge, if such discharge occurred within 48 hours after an admission for a mastectomy.

Special Surgery
l Oral Surgery

Benefits are provided for the following limited oral surgical procedures in an outpatient setting when
preauthorized by Highmark or in an inpatient setting if determined to be medically necessary and
appropriate:

¡ Extraction of impacted third molars when partially or totally covered by bone
¡ Extraction of teeth in preparation for cardiac surgery, organ transplantation or radiation

therapy
¡ Mandibular staple implant, provided the procedure is not done to prepare the mouth for

dentures
¡ Lingual frenectomy, frenotomy or frenoplasty (to correct tongue-tie) and mandibular

frenectomy
¡ Facility provider and anesthesia services rendered in a facility setting in conjunction with

non-covered dental procedures when determined by Highmark to be medically necessary and
appropriate due to your age and/or medical condition

¡ Accidental injury to the jaw or structures contiguous to the jaw except teeth
¡ The correction of a non-dental physiological condition which has resulted in a severe

functional impairment
¡ Treatment for tumors and cysts requiring pathological examination  and for infections of the

jaw, cheeks, lips, tongue, roof and floor of the mouth
¡ Orthodontic treatment of congenital cleft palates involving the maxillary arch, performed in

conjunction with bone graft surgery to correct the bony deficits associated with extremely wide
clefts affecting the alveolus

l Sterilization

¡ Sterilization and its reversal regardless of medical necessity and appropriateness.

Second Surgical Opinion
A consulting physician's opinion and directly related diagnostic services to confirm the need for recommended
elective surgery.
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Keep in mind that:

l the second opinion consultant must not be the physician who first recommended elective surgery;
l elective surgery is covered surgery that may be deferred and is not an emergency;
l use of a second surgical opinion is at your option;
l if the first opinion for elective surgery and the second opinion conflict, then a third opinion and

directly related diagnostic services are covered services; and
l if the consulting opinion is against elective surgery and you decide to have the elective surgery, the

surgery is a covered service. In such instance, you will be eligible for a maximum of two such
consultations involving the elective surgical procedure in question, but limited to one consultation
per consultant.

Surgery

l Surgery performed by a professional provider. Separate payment will not be made for pre- and
post-operative services.

l If more than one surgical procedure is performed by the same professional provider during the
same operation, the total benefits payable will be the amount payable for the highest paying
procedure and no allowance shall be made for additional procedures except where Highmark
deems that an additional allowance is warranted.

Therapy Services
*TOCLVL2*Therapy Services*TOCLVL2*

Benefits will be provided for the following services when such services are ordered by a physician:

l Chemotherapy
l Dialysis treatment
l Infusion therapy when performed by a facility provider or ancillary provider and for

self-administration if the components are furnished and billed by a facility provider or ancillary
provider.  Benefits for certain infusion therapy prescription drugs as identified by Highmark and
which are appropriate for self-administration will be provided only when received from a
participating pharmacy provider.

l Pulmonary therapy
l Radiation therapy
l Respiratory therapy

Transplant Services
*TOCLVL2*Transplant Services*TOCLVL2*

Benefits will be provided for covered services furnished by a hospital which are directly and specifically related
to the transplantation of organs, bones, tissue or blood stem cells.

If a human organ, bone, tissue or blood stem cell transplant is provided from a living donor to a human
transplant recipient:

l when both the recipient and the donor are members, each is entitled to the benefits of their
program;

l when only the recipient is a member, both the donor and the recipient are entitled to the benefits of
this program. Benefits provided to the donor will be charged against the recipient's coverage under
this program to the extent that benefits remain and are available under this program after benefits
for the recipient's own expenses have been paid;

l when only the donor is a member, the donor is entitled to the benefits of this program, subject to the
following additional limitations: 1) the benefits are limited to only those not provided or available to
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the donor from any other source in accordance with the terms of this program; and 2) no benefits
will be provided to the non-member transplant recipient; and

l if any organ, tissue or blood stem cell is sold rather than donated to the member recipient, no
benefits will be payable for the purchase price of such organ, tissue or blood stem cell; however,
other costs related to evaluation and procurement are covered up to the member recipient’s
program limit.

Vision Care Services
*TOCLVL2*Vision Care Services*TOCLVL2*

Pediatric Vision Care
Benefits are provided for Members under age nineteen (19) every twelve (12) consecutive months for the
following when rendered by a Vision Provider who is a Network Provider:

a. one (1) comprehensive eye examination (including dilation as professionally indicated); and

b. for the purchase of either:

i. Post-Refractive Products consisting of one (1) pair of single vision, bifocal, trifocal or lenticular
lenses (including glass, plastic or oversized lenses), including optional coatings and special
treatments; and one (1) pair of frames from a collection designated by the Plan or alternatively
a frame program allowance; or

ii. Contact Lenses.

Depending upon the selection of Eyeglass Lenses and frames or Contact Lenses, the amount of the benefit
provided under this Subsection may vary as set forth in the Schedule of Benefits.

Contact Lenses covered under this Contract include the following:

a. disposable contact lenses/planned replacement Contact Lenses - Contact Lenses that are worn for
a prescribed length of time and then are discarded.

b. Medically Necessary Contact Lenses.

Preauthorization of Medically Necessary Contact Lenses is required in order to be eligible for payment under
this Contract.

Benefits for Contact Lenses are limited to one (1) pair of standard daily wear, an initial supply of four (4)
multi-packs of disposable contact lenses, or two (2) multipacks of planned replacement contact lenses every
twelve (12) months.

Evaluation and fitting services are only covered under this Contract when the Network Provider performing
those services also dispensed the Collection Contact Lenses and has been credentialed by the Plan to perform
those services.

Coverage for Pediatric Vision Care Services terminates at the end of the month in which the Member reaches
age nineteen (19).
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*TEMPLATE*CCBSPA_CERT_MEDICAL*TEMPLATE*Description of Benefits - Prescription Drug Program
*TOCLVL1*Description of Benefits - Prescription Drug Program*TOCLVL1*

Prescription drugs are covered when you purchase them through the pharmacy network applicable to your
program. For convenience and choice, these pharmacies include both major chains and independent stores.
To locate a network pharmacy, go to your member website, log in and choose Prescriptions. Or call Member
Service at the number on the back of your ID card.

Your program may also include a formulary. The formulary is a list of FDA-approved prescription drugs. It
covers products in every major treatment category. The formulary is on your member website. You can also
call Member Service for more information.

A drug formulary may restrict coverage of some drugs. To help manage costs, coverage will be for the generic
drug if it is available. Generic drugs have the same active ingredient as brand names. Generic drugs must also
meet the same FDA requirements.

Your program may also include a mandatory generic penalty (MGP) provision. The MGP provision provides
that if you receive a brand name drug when a generic equivalent is available you must pay the price difference
between the brand and generic prices in addition to the applicable copayment or coinsurance amount.

To help contain costs, if a generic drug is available, you will be given the generic. As you probably know,
generic drugs have the same chemical composition and therapeutic effects as brand names and must meet
the same FDA requirements.

Should you purchase a brand name drug when a generic is available and authorized by your doctor, you must
pay the price difference between the brand and generic prices in addition to the applicable copayment or
coinsurance amount. 

Covered Drugs

Covered drugs include:

l those which, under Federal law, are required to bear the legend: "Caution: Federal law prohibits
dispensing without a prescription;"

l legend drugs under applicable state law and dispensed by a licensed pharmacist;
l prescription drugs listed in your program's prescription drug formulary;
l preventive drugs that are offered in accordance with a predefined schedule and are prescribed for

preventive purposes, including FDA-approved tobacco cessation drugs. Highmark periodically
reviews the schedule based on legislative requirements and the advice of the American Academy of
Pediatrics, the U.S. Preventive Services Task Force, the Blue Cross Blue Shield Association and
medical consultants. Therefore, the frequency and eligibility of services is subject to change. For a
current schedule of covered preventive drugs, log onto your member website, or call Member
Service at the toll-free telephone number listed on the back of your ID card;

l immunizations that are offered in accordance with a predefined preventive schedule and that are
prescribed for preventive purposes and are not subject to cost-sharing when received from a
participating pharmacy provider;

l prescribed injectable insulin;
l diabetic supplies, including needles and syringes;
l continuous glucose monitoring devices when prescribed by your provider in connection with a

covered service and when purchased at a participating pharmacy provider for outpatient use; and
l certain drugs that may require prior authorization
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Exclusive Pharmacy Provider
Covered drugs also include selected prescription drugs within, but not limited to, the following drug
classifications only when such drugs are covered medications and are dispensed through an exclusive
pharmacy provider. These particular prescription drugs will be limited to your benefit program's retail
cost-sharing provisions and retail days supply.

These selected prescription drugs may be ordered by a physician or other health care provider on your behalf,
or you may submit the prescription order directly to the exclusive pharmacy provider. In either situation, the
exclusive pharmacy provider will deliver the prescription to you.

l Oncology-related therapies
l Interferons
l Agents for multiple sclerosis and neurological related therapies
l Antiarthritic therapies
l Anticoagulants
l Hematinic agents
l Immunomodulators
l Growth hormones
l Hemophilia related therapies
l Antivirals
l Agents for chronic inflammatory diseases
l Pulmonary arterial hypertension therapies
l Agents for respiratory diseases
l Hereditary angioedema therapies
l Osteoporosis therapies
l Enzyme replacement therapies
l Thrombopoietin-receptor agonists
l Fertility drugs

For a complete listing of those prescription drugs that must be obtained through an exclusive pharmacy
provider, contact Member Service at the toll-free telephone number on the back of your ID card. 

Your prescription drug program follows a select drug list which is referred to as a “formulary.” The formulary is
an extensive list of Food and Drug Administration (FDA) approved prescription drugs selected for their quality,
safety and effectiveness. It includes products in every major therapeutic category. Your program includes
coverage for both formulary and non-formulary drugs. 

To receive a copy of the formulary, call your toll-free Member Service number. You can also look up the
formulary via Highmark's Web site, www.highmarkbcbs.com.  

These listings are subject to periodic review and modification by Highmark or a designated committee of
physicians and pharmacists.

Continuous Glucose Monitoring Devices
Coverage is provided for continuous glucose monitoring devices prescribed by your provider in connection with
a covered service, when purchased at a participating pharmacy provider for outpatient use. Receiver kits are
limited to one (1) per benefit period. Sensor kits are limited to one (1) refill every thirty (30) days. Transmitter
kits are limited to one (1) refill every ninety (90) days. 
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Specialty Prescription Drug
The cost-sharing amounts for specialty prescription drugs or for certain other high-cost prescription drugs are
applicable to those prescription drugs dispensed to you when you do not receive cost-sharing assistance such
as coupons or rebates provided by a drug manufacturer. 

In the event you receive such cost-sharing assistance, each separate prescription order or refill for the
prescription drug will be paid by Highmark subject to a coinsurance of 30% Provider's Allowable Price.
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*TEMPLATE*CCBSPA_CERT_MEDICAL*TEMPLATE*What Is Not Covered
*TOCLVL1*What Is Not Covered*TOCLVL1*

Except as specifically provided in this certificate or as Highmark is mandated or required to cover based on
state or federal law, regulation or other directive, no benefits will be provided for services, supplies, prescription
drugs or charges:

Key Word Exclusion

Acupuncture

Allergy Testing

Ambulance

l For acupuncture services.

l For allergy testing, except as provided herein.

l For ambulance services, except as provided herein.

Assisted Reproductive Technology l Related to treatment provided specifically for the purpose of assisted
reproductive technology, including pharmacological or hormonal
treatments used in conjunction with assisted reproductive
technology.

Comfort/Convenience Items

Cosmetic Surgery

Court Ordered Services

Custodial Care

l For personal hygiene and convenience items such as, but not limited
to, air conditioners, humidifiers, or physical fitness equipment, stair
glides, elevators/lifts or "barrier free" home modifications, whether or
not specifically recommended by a professional provider.

l For a cosmetic or reconstructive procedure or surgery done to
improve the appearance of any portion of the body, and from which
no improvement in physiological function can be expected, except:
a) as otherwise provided herein, b) when required to correct a
condition directly resulting from an accident; c) when necessary to
correct a functional impairment which directly results from a covered
disease or injury, or d) to correct a congenital birth defect.

l For otherwise covered services ordered by a court or other tribunal
unless medically necessary and appropriate or if the reimbursement
of such services is required by law.

l For custodial care, domiciliary care,   protective and supportive care
including educational services, rest cures and convalescent care.

Dental Care

Dental Care (Pediatric)

l Directly related to the care, filling, removal or replacement of teeth,
the treatment of injuries to or diseases of the teeth, gums or
structures directly supporting or attached to the teeth, including but
not limited to, apicoectomy (dental root resection), root canal
treatments, soft tissue impactions, alveolectomy and treatment of
periodontal disease, except as provided herein.

l For treatment started prior to the member's effective date or after the
termination date of coverage under this program (including, but not
limited to, multi-visit procedures such as endodontics, crowns, fixed
partial dentures, inlays, onlays and dentures).

l For house or hospital calls for dental services and for hospitalization
costs (including, but not limited to, facility-use fees).
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l For prescription and non-prescription drugs, vitamins or dietary
supplements.

l Cosmetic in nature, as determined by Highmark (including, but not
limited to, bleaching, veneer facings, personalization or
characterization of crowns, bridges and/or dentures).

l Elective procedures (including, but not limited to, the prophylactic
extraction of third molars).

l For congenital mouth malformations or skeletal imbalances
(including, but not limited to, treatment related to cleft lip or cleft
palate, disharmony of facial bone, or required as the result of
orthognathic surgery including orthodontic treatment). This exclusion
does not apply to the treatment of medically diagnosed congenital
defects or birth abnormalities of a newborn child or newly adopted
children, regardless of age.

l Diagnostic services and treatment of jaw joint problems by any
method unless specifically provided herein. Examples of these jaw
joint problems are temporomandibular joint disorders (TMD) and
craniomandibular disorders or other conditions of the joint linking the
jaw bone and the complex of muscles, nerves and other tissues
related to the joint.

l For treatment of fractures and dislocations of the jaw.

l For treatment of malignancies or neoplasms.

l Services and/or applicances that alter the vertical dimension
(including, but not limited to, full-mouth rehabilitation, splinting,
fillings) to restore tooth structure lost from attrition, erosion or
abrasion, appliances or any other method.

l Replacement or repair of lost, stolen or damaged prosthetic or
orthodontic appliances.

l Periodontal splinting of teeth by any method.

l For duplicate dentures, prosthetic devices or any other duplicative
device.

l Maxillofacial prosthetics.

l For plaque control programs, tobacco counseling, oral hygiene and
dietary instructions.

l For treatment and appliances for bruxism (night-grinding of teeth).

l For any claims submitted to Highmark by you or on your behalf in
excess of 12 months after the date of service .
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l Incomplete treatment (including, but not limited to, patient does not
return to complete treatment) and temporary services (including, but
not limited to, temporary restorations).

l Procedures that are i) part of a service but are reported as separate
services, ii) reported in a treatment sequence that is not appropriate;
or iii) misreported or which represent a procedure other than the one
reported.

l Specialized procedures and techniques (including, but not limited to,
precision attachments, copings and intentional root canal treatment).

l Services not dental necessary and appropriate or not deemed to be
generally accepted standards of dental treatment. If no clear or
generally accepted standards exist, or there are varying positions
within the professional community, the opinion of Highmark will
apply.

l Fees for broken appointments.

l For other pediatric dental services not provided herein.

l For the following orthodontic services: i) treatments that are primarily
for cosmetic reasons; ii) treatments for congenital mouth
malformations or skeletal imbalances (including, but not limited to,
treatment related to cleft lip or cleft palate, disharmony of facial
bone, or required as the result of orthognathic surgery including
orthodontic treatment); iii) diagnostic services and treatment of jaw
joint problems by any method unless specifically covered under the
Schedule of Benefits. Examples of these jaw joint problems are TMD
and craniomandibular disorders or other conditions of the joint
linking the jaw bone and the complex of muscles, nerves and other
tissues related to the joint.

Diabetes Prevention Program

Effective Date

Enteral Foods

Experimental/ Investigative

Eyeglasses/Contact Lenses

l For a diabetes prevention program offered by other than a network
diabetes prevention provider.

l Rendered prior to your effective date of coverage.

l For any food including, but not limited to, enteral foods, infant
formulas, supplements, substances, products, enteral solutions or
compounds used to provide nourishment through the
gastrointestinal tract whether ingested orally or provided by tube,
whether utilized as a sole or supplemental source of nutrition and
when provided on an outpatient basis, except as provided herein.

l Which are experimental/investigative in nature, except as provided
herein for Routine Patient Costs incurred in connection with an
Approved Clinical Trial.

l For eyeglasses or contact lenses and the vision examination for
prescribing or fitting eyeglasses or contact lenses (except for the
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Felonies

Foot Care

Health Care Management
program

initial pair of contact lenses/glasses prescribed following cataract
extraction in place of surgically implanted lenses, or sclera shells
intended for use in the treatment of disease or injury) except as
provided herein for members under age 19.

l For any illness or injury you suffer during your commission of a
felony, as long as such illness or injuries are not the result of a
medical condition or an act of domestic violence.

l For palliative or cosmetic foot care including flat foot conditions,
supportive devices for the foot, corrective shoes, the treatment of
subluxations of the foot, care of corns, bunions, (except capsular or
bone surgery), calluses, toe nails (except surgery for ingrown toe
nails), fallen arches, weak feet, chronic foot strain, and symptomatic
complaints of the feet, except when such devices or services are
related to the treatment of diabetes.

l For any care, treatment, prescription drug or service which has been
disallowed under the provisions of Health Care Management
program.

Hearing Care Services

Home Health Care

l For hearing aid devices, tinnitus maskers, or examinations for the
prescription or fitting of hearing aids.

l For the following services you receive from a home health care
agency, hospice or a hospital program for home health care and/or
hospice care: dietitian services; homemaker services; maintenance
therapy; dialysis treatment; custodial care; food or home-delivered
meals.

Immunizations

Inpatient Admissions

l For immunizations required for foreign travel or employment, except
as provided herein.

l For inpatient admissions which are primarily for diagnostic studies.

l For inpatient admissions which are primarily for physical medicine
services.

Learning Disabilities l For any care that is related to conditions such as learning disabilities
or intellectual disabilities, which extends beyond traditional medical
management or for non-medically necessary inpatient confinement.
This paragraph shall not apply to care related to autism spectrum
disorders. Care which extends beyond traditional medical
management includes the following: a) services that are primarily
educational in nature, such as academic skills training or those for
remedial education and vocational training, including tutorial
services; b) neuropsychological testing, educational testing (such as
I.Q., mental ability, achievement and aptitude testing), except for
specific evaluation purposes directly related to medical treatment; c)
services related to the treatment of learning disorders or learning
disabilities; and d) services provided primarily for social or
environmental change or for respite care.
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l For any care that is related to autism spectrum disorders which
extends beyond traditional medical management, except as
otherwise provided herein. Care which extends beyond traditional
medical management includes the following: a) services that are
primarily educational in nature, such as academic skills training or
those for remedial education and vocational training including
tutorial services; b) neuropsychological testing, educational testing
(such as I.Q., mental ability, achievement and aptitude testing);
except for specific evaluation purposes directly related to medical
treatment; and c) services provided primarily for respite care.

Legal Obligation

Medically Necessary and
Appropriate

Medicare

l For which you would have no legal obligation to pay.

l Which are not medically necessary and appropriate as determined
by Highmark.

l To the extent payment has been made under Medicare when
Medicare is primary; however, this exclusion shall not apply when
the group is obligated by law to offer you all the benefits of this
program .

l For any amounts you are required to pay under the deductible
and/or coinsurance provisions of Medicare or any Medicare
supplemental coverage.

Military Service

Miscellaneous

l To the extent benefits are provided to members of the armed forces
while on active duty or to patients in Veteran's Administration
facilities for service connected illness or injury, unless you have a
legal obligation to pay.

l For telephone consultations which do not involve telemedicine
services, charges for failure to keep a scheduled visit, or charges for
completion of a claim form.

l For any other medical or dental service or treatment or prescription
drug except as provided herein.

l For any tests, screenings, examinations or any other services
required by: (a) an employer or governmental body or agency in
order to begin or to continue working or as a condition to performing
the functions of any employment in a particular setting; (b) a school,
college or university in order to enter onto school property or a
particular location regardless of purpose, or; (c) a governmental
body or agency for public surveillance purposes; and that does not
relate to the furnishing or administration of an individualized test,
screening or evaluation determined by the member's attending
professional provider as being medically appropriate.

Motor Vehicle Accident l For treatment or services for injuries resulting from the maintenance
or use of a motor vehicle if such treatment or service is paid or
payable under a plan or policy of motor vehicle insurance, including
a certified or qualified plan of self-insurance, or any fund or program
for the payment of extraordinary medical benefits established by law,
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Nutritional Counseling

Obesity

including medical benefits payable in any manner under the
Pennsylvania Motor Vehicle Financial Responsibility Act.

l For nutritional counseling, except as provided herein or as otherwise
set forth in the predefined preventive schedule. Please refer to the
Preventive Services section of the Description of Benefits for more
information.

l For treatment of obesity, except for medical and surgical treatment
of morbid obesity or as otherwise set forth in the predefined
preventive schedule. Please refer to the Preventive Services section
of the Description of Benefits for more information.

Oral Surgery

Physical Examinations

Prescription Drugs
(Medical Program)

Preventive Care Services

l For oral surgery procedures, except as provided herein.

l For routine or periodic physical examinations, the completion of
forms, and the preparation of specialized reports solely for
insurance, licensing, employment or other non-preventive purposes,
such as pre-marital examinations, physicals for school, camp, sports
or travel, which are not medically necessary and appropriate, except
as provided herein.

l For prescription drugs which were paid or are payable under a
freestanding prescription drug program.

l For preventive care services, wellness services or programs, except
as provided herein.

Provider of Service l Which are not prescribed by or performed by or upon the direction of
a professional provider.

l Rendered by other than providers.

l Received from a dental or medical department maintained, in whole
or in part, by or on behalf of an employer, a mutual benefit
association, labor union, trust, or similar person or group.

l Which are submitted by a certified registered nurse and another
professional provider for the same services performed on the same
date for the same member.

l Rendered by a provider who is a member of your immediate family.

l Performed by a professional provider enrolled in an education or
training program when such services are related to the education or
training program.

Skilled Nursing l For skilled nursing facility services after you have reached the
maximum level of recovery possible for your particular condition and
no longer require definitive treatment other than routine supportive
care; when confinement is intended solely to assist you with the
activities of daily living or to provide an institutional environment for
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your convenience; or for treatment of substance abuse or mental
illness.

Smoking (nicotine) Cessation

Termination Date

Therapy

TMJ

l For nicotine cessation support programs and/or classes, except as
otherwise set forth in the predefined preventive schedule. Please
refer to the Preventive Services section of the Description of
Benefits for more information.

l Incurred after the date of termination of your coverage except as
provided herein.

l For outpatient habilitative and rehabilitative services for which there
is no expectation of acquiring, restoring, improving or maintaining a
level of function.

l For treatment of temporomandibular joint (jaw hinge) syndrome with
intra-oral prosthetic devices, or any other method to alter vertical
dimensions and/or restore or maintain the occlusion and treatment
of temporomandibular joint dysfunction not caused by documented
organic joint disease or physical trauma.

Vision Correction Surgery

War

Weight Reduction

Well-Baby Care

Workers' Compensation

l For the correction of myopia, hyperopia or presbyopia, including but
not limited to corneal microsurgery, such as keratomileusis,
keratophakia, radial keratotomy, corneal ring implants,
Laser-Assisted in Situ Keratomileusis (LASIK) and all related
services.

l For losses sustained or expenses incurred as a result of an act of
war whether declared or undeclared.

l For weight reduction programs, including all diagnostic testing
related to weight reduction programs, unless medically necessary
and appropriate.

l For well-baby care visits, except as provided herein.

l For any illness or bodily injury which occurs in the course of
employment if benefits or compensation are available, in whole or in
part, under the provisions of any federal, state, or local government’s
workers' compensation, occupational disease or similar type
legislation. This exclusion applies whether or not you claim the
benefits or compensation.

In addition, under your Prescription Drug benefits, except as specifically provided in this certificate or
as Highmark is mandated to cover based on state or federal law,  regulation or other directive, no
benefits will be provided for:

l Allergy serums.

l Antihemophilia drugs.
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l Any amounts above the deductible, coinsurance, copayment or
other cost-sharing amounts for each prescription order or refill that
are your responsibility.

l Any amounts you are required to pay directly to the pharmacy for
each prescription order or refill order.

l Any charges by any pharmacy provider or pharmacist except as
provided herein.

l Any drug or medication except as provided herein.

l Any drug or medication which does not meet the definition of
covered maintenance prescription drug, except those set forth in the
predefined preventive schedule. Please refer to the Covered Drugs
section for more information.

l Any drugs and supplies which can be purchased without a
prescription order, including, but not limited to blood glucose
monitors and injection aids, except as provided herein.

l Any drugs prescribed for cosmetic purposes only.

l Any drugs requiring intravenous administration, except insulin and
other injectables used to treat diabetes.

l Any prescription drugs used to abort a pregnancy.

l Any drugs which are experimental/investigative in nature, except as
provided herein for Routine Patient Costs incurred in connection with
an Approved Clinical Trial.

l Any prescription drug purchased through mail order but not
dispensed by a designated mail order pharmacy provider.

l Any prescription drug which has been disallowed under the
Prescription Drug Management section of this certificate.

l Any prescription drugs  or supplies purchased at a non-participating
pharmacy provider, except in connection with emergency care
services as described herein.

l Any prescription for more than the retail days supply or mail-service
days supply as outlined in the Schedule of Benefits.

l Any selected diagnostic agents.

l Blood products.

l Charges for a prescription drug when such drug or medication is
used for unlabeled or unapproved indications and where such use
has not been approved by the Food and Drug Administration (FDA).
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l Charges for administration of prescription drugs and/or injectable
insulin, whether by a physician or other person.

l Charges for any prescription drug for more than the retail days
supply or mail-service days supply as outlined in the Schedule of
Benefits.

l Charges for therapeutic devices or appliances (e.g., support
garments and other non-medicinal substances).

l Compounded medications.

l Drugs and supplies that are not medically necessary and
appropriate or otherwise excluded herein.

l Food supplements.

l For any tests, screenings, examinations or any other services solely
required by: (a) an employer or governmental body or agency in
order to begin or to continue working or as a condition to performing
the functions of any employment in a particular setting; (b) a school,
college or university in order to enter onto school property or a
particular location regardless of purpose, or; (c) a governmental
body or agency for public surveillance purposes; and that does not
relate to the furnishing or administration of an individualized test,
screening or evaluation determined by the member's attending
professional provider as being medically appropriate.

l Hair growth stimulants.

l Otherwise covered medications ordered by a court or other tribunal
unless medically necessary and appropriate or if the reimbursement
of such services is required by law.

l Over-the-counter drugs, except those set forth in the predefined
preventive schedule. Please refer to the Covered Drugs section for
more information.

l Prescription drugs dispensed for treatment of an illness or an injury
for which the group is required by law to furnish hospital care in
whole or in part-including, but not limited to-state or federal workers’
compensation laws, occupational disease laws and other employer
liability laws.

l Prescription drugs or refills dispensed by a non-participating
pharmacy provider.

l Prescription drugs to which you are entitled, with or without charge,
under a plan or program of any government or governmental body.

l Services of your attending physician, surgeon or other medical
attendant.

CERT-STU-2023
38



*TEMPLATE*CCBSPA_CERT_MEDICAL*TEMPLATE*How Your Health Care Program Works
*TOCLVL1*How Your Health Care Program Works*TOCLVL1*

Your program is responsive, flexible coverage that lets you get the medically necessary and appropriate care
you want from the health care provider you select.

Here is how your health care program works. When you or a covered family member needs certain medical
services, including:

l Primary care provider office visits
l Specialist office visits
l Physical, speech and occupational therapy
l Diagnostic services
l Inpatient and outpatient hospital services
l Home health or hospice care

Network Care
*TOCLVL2*Network Care*TOCLVL2*

Network care is care you receive from providers in your program's network.

When you receive health care within the network, you enjoy maximum coverage and maximum convenience.
You present your ID card to the provider who submits your claim.

Out-of-Network Care
*TOCLVL2*Out-of-Network Care*TOCLVL2*

Out-of-network care is care you receive from providers who are not in your program's network.

Out-of-network providers are not in the program's network. When using out-of-network providers, you may still
have coverage for most eligible services, except you will share more financial and paperwork responsibilities.
In addition, you may be responsible for paying any differences between the program's payments and the
provider's actual charges. Finally, you may need to file your own claims and obtain precertification for inpatient
care. You should always check with the provider before getting care to understand at what level your care will
be covered.

Remember: If you want to enjoy maximum benefits coverage, you need to be sure you receive care
from a network provider. See the Summary of Benefits for your coverage details.

Even though a hospital may be in our network, not every doctor providing services in that hospital is in
the network. For example: If you are having surgery, make sure that all of your providers, including
surgeons, anesthesiologists and radiologists, are in the network.

Out-of-Area Care
*TOCLVL2*Out-of-Area Care*TOCLVL2*

Your program also provides coverage for you and your eligible dependents when you receive care from
providers located out-of-area. For specific details, see the Inter-Plan Arrangements section of this certificate.

If you are traveling and an urgent injury or illness occurs, you should seek treatment from the nearest hospital,
emergency room or clinic: If the treatment results in an admission the provider must obtain precertification from
Highmark. However, it is important that you confirm Highmark's determination of medical necessity and
appropriateness. If precertification is not obtained and the admission is not considered to be medically
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necessary and appropriate, you will be responsible for all costs associated with the stay. For specific details,
see the Health Care Management section of this certificate.

Provider Reimbursement and Member Liability
*TOCLVL2*Provider Reimbursement and Member Liability*TOCLVL2*

Highmark uses the Plan Allowance to calculate the benefit payable and the financial liability of the member for
Medically Necessary and Appropriate Services covered under this plan. Refer to the Terms You Should Know
section for the definition of Plan Allowance.

Highmark's payment is determined by first subtracting any deductible and/or copayment liability from the Plan
Allowance. The coinsurance percentage set forth in the Schedule of Benefits is then applied to that amount.
This amount represents Highmark's payment. Any remaining coinsurance amount is the member's
responsibility. The member's total cost-sharing liability is the sum of the coinsurance plus any deductible
and/or copayment obligations.

When a member receives covered services from an out-of-network provider, in addition to the member's
cost-sharing liability described above, the member is responsible for the difference between Highmark's
payment and the provider's billed charge. If a member receives services which are not covered under this plan,
the member is responsible for all charges associated with those services.

However, the following covered services when received from an out-of-network provider will be provided at the
network services level of benefits and you will not be responsible for such difference:

1. Emergency care services; and
2. Ambulance services, when provided in conjunction with emergency care services or when provided by

air.

Additionally, in very limited circumstances, you may not be liable for charges for non-emergency covered
services received from certain professional providers or ancillary providers who are not part of the network. A
network facility provider may have an arrangement with a professional provider or ancillary provider who is not
part of the network to render certain items and professional services (such as, but not limited to, equipment,
devices, anesthesiology, radiology or pathology services) to patients of the network facility provider. The
selection of such professional providers or ancillary providers may be beyond your control. In that situation,
you will not be liable, except for applicable network deductible, copayment or coinsurance obligations, for the
charges of the professional provider or ancillary provider.

Inter-Plan Arrangements
*TOCLVL2*Inter-Plan Arrangements*TOCLVL2*

Out-of-Area Services
Highmark has a variety of relationships with other Blue Cross and/or Blue Shield licensees referred to
generally as "inter-plan arrangements." These inter-plan arrangements operate under rules and procedures
issued by the Blue Cross Blue Shield Association. Whenever members access health care services outside of
the geographic area served by Highmark Inc. within Pennsylvania, the claim for those services may be
processed through one of these inter-plan arrangements, as described generally below.

Typically, when accessing care outside of the Highmark geographic area within Pennsylvania, members obtain
care from providers that have a contractual agreement ("participating providers") with the local Blue Cross
and/or Blue Shield Licensee in that other geographic area ("Host Blue"). In some instances, members may
obtain care from providers in the Host Blue geographic area that do not have a contractual agreement
("non-participating providers") with the Host Blue. Highmark remains responsible for fulfilling our contractual
obligations to you. Highmark's payment practices in both instances are described below.
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BlueCard® Program
The BlueCard® Program is an inter-plan arrangement. Under this arrangement, when members access
covered services outside of the Highmark geographic area within Pennsylvania, the Host Blue will be
responsible for contracting and handling all interactions with its participating health care providers.

The financial terms of the BlueCard Program are described generally below.

Liability Calculation Method per Claim
Unless subject to a fixed dollar copayment, the calculation of the member liability on claims for covered
services processed through the BlueCard Program will be based on the lower of the participating provider's
billed charges for covered services or the negotiated price made available to Highmark by the Host Blue.

Host Blues determine a negotiated price, which is reflected in the terms of each Host Blue's health care
provider contracts. The negotiated price made available to Highmark by the Host Blue may be represented by
one of the following:

l an actual price - An actual price is a negotiated rate of payment in effect at the time a claim is processed
without any other increases or decreases, or

l an estimated price - An estimated price is a negotiated rate of payment in effect at the time a claim is
processed, reduced or increased by a percentage to take into account certain payments negotiated with
the provider and other claim- and non-claim-related transactions. Such transactions may include, but are
not limited to, anti-fraud and abuse recoveries, provider refunds not applied on a claim-specific basis,
retrospective settlements and performance-related bonuses or incentives, or

l an average price - An average price is a percentage of billed charges for covered services in effect at the
time a claim is processed representing the aggregate payments negotiated by the Host Blue with all of its
providers or a similar classification of its providers and other claim- and non-claim-related transactions.
Such transactions may include the same ones as noted above for an estimated price.

Host Blues determine whether or not they will use an actual price, estimated price or average price. Host Blues
using either an estimated price or an average price may prospectively increase or reduce such prices to
correct for over- or underestimation of past prices, (i.e., prospective adjustment may mean that a current price
reflects additional amounts or credits for claims already paid or anticipated to be paid to providers or refunds
received or anticipated to be received from providers). However, the BlueCard Program requires that the
amount paid by the member is a final price; no future price adjustment will result in increases or decreases to
the pricing of past claims. The method of claims payment by Host Blues is taken into account by Highmark in
determining the member's premiums.

Special Cases: Value-Based Programs
Highmark has included a factor for bulk distributions from Host Blues in your premium for Value-Based
Programs when applicable under your program. Additional information is available upon request.

Return of Overpayments
Recoveries of overpayments from a Host Blue or its participating and non-participating providers can arise in
several ways, including, but not limited to, anti-fraud and abuse recoveries, provider/hospital bill audits, credit
balance audits, utilization review refunds and unsolicited refunds. Recoveries will be applied so that corrections
will be made, in general, on either a claim-by-claim or prospective basis. If recovery amounts are passed on a
claim-by-claim basis from a Host Blue to Highmark, they will be credited to your account. In some cases, the
Host Blue will engage a third party to assist in identification or collection of overpayments. The fees of such a
third party may be charged to you as a percentage of the recovery.

CERT-STU-2023
41



Inter-Plan Programs: Federal State Taxes/Surcharges/Fees
In some instances, federal or state laws or regulations may impose a surcharge, tax or other fee that applies to
insured accounts. If applicable, Highmark will include any such surcharge, tax or other fee in determining your
premium.

Non-Participating Providers Outside of the Highmark Geographic Area within Pennsylvania
Member Liability Calculation
When covered services are provided outside of the Highmark geographic area within Pennsylvania by
non-participating providers, the amount(s) a member pays for such services will generally be based on either
the Host Blue's non-participating provider local payment or the pricing arrangements required by applicable
law. In these situations, the member may be responsible for the difference between the amount that the
non-participating provider bills and the payment Highmark will make for the covered services as set forth in this
paragraph. Payments for emergency services rendered by non-participating providers will be governed by
applicable federal and state law.

Exceptions
In some exception cases, Highmark may pay claims from non-participating providers outside of the Highmark
geographic area within Pennsylvania based on the provider's billed charge. This may occur in situations where
a Member did not have reasonable access to the participating provider, as determined by Highmark in
Highmark's sole and absolute discretion or by applicable law. In other exception cases, Highmark may pay
such claims based on the payment Highmark would make if Highmark were paying a non-participating provider
for the same covered service inside the Plan Service Area as described elsewhere in this document. This may
occur where the Host Blue's corresponding payment would be more than the plan in-service area
non-participating provider payment. Highmark may choose to negotiate a payment with such a provider on an
exception basis.

Unless otherwise stated, in any of these exception situations, the Member may be responsible for the
difference between the amount that the non-participating provider bills and payment Highmark will make for the
covered services as set forth in this paragraph.

Blue Cross Blue Shield Global Core Program
If members are outside the United States (hereinafter "BlueCard service area"), they may be able to take
advantage of the Blue Cross Blue Shield Global Core Program when accessing covered services. The Blue
Cross Blue Shield Global Core Program is unlike the BlueCard Program available in the BlueCard service area
in certain ways. For instance, although the Blue Cross Blue Shield Global Core Program assists members with
accessing a network of inpatient, outpatient and professional providers, the network is not served by a Host
Blue. As such, when members receive care from providers outside the BlueCard service area, they will
typically have to pay the providers and submit the claims themselves to obtain reimbursement for these
services.

Inpatient Services
In most cases, if members contact the Blue Cross Blue Shield Global Core service center ("service center") for
assistance, hospitals will not require members to pay for inpatient covered services, except for their
cost-sharing amounts. In such cases, a Blue Cross Blue Shield Global Core contracting hospital will submit
Member claims to the service center to initiate claims processing. However, if the member paid in full at the
time of service, the member must submit a claim to obtain reimbursement for covered services. Members
must contact Highmark to obtain precertification or preauthorization for non-emergency inpatient
services.
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Outpatient Services
Physicians, urgent care centers and other outpatient providers located outside the BlueCard service area will
typically require members to pay in full at the time of service. Members must submit a claim to obtain
reimbursement for covered services.

Submitting a Blue Cross Blue Shield Global Core Claim
When members pay for covered services outside the BlueCard service area, they must submit a claim to
obtain reimbursement. For institutional and professional claims, members should complete a Blue Cross Blue
Shield Global Core International claim form and send the claim form with the provider's itemized bill(s) to the
service center address on the form to initiate claims processing. The claim form is available from Highmark, the
service center or online at www.bcbsglobalcore.com. If members need assistance with their claim
submissions, they should call the service center at 800-810-BLUE (2583) or call collect at 804-673-1177, 24
hours a day, seven days a week.

Your Provider Network
*TOCLVL2*Your Provider Network*TOCLVL2*

The network includes: primary care providers; a wide range of specialists; mental health and substance abuse
providers; community and specialty hospitals; and laboratories.

To determine if your physician is in the network, call the Member Service toll-free telephone number on the
back of your ID card, or log onto www.highmarkbcbs.com.

Getting your care "through the network" also assures you get quality care. All physicians are carefully
evaluated before they are accepted into the network. We consider educational background, office procedures
and performance history to determine eligibility. Then we monitor care on an ongoing basis through office
record reviews and patient satisfaction surveys.

Please note that while you or a family member can use the services, including behavioral health and
well-woman care, of any network physician or specialist without a referral and receive the maximum coverage
under your benefit program, you are encouraged to select a personal or primary care provider. This helps
establish an ongoing relationship based on knowledge and trust and helps make your care consistent. Your
personal provider can help you select an appropriate specialist and work closely with that specialist when the
need arises. In addition, primary care providers or their covering physicians are on call 24/7.

Remember:
It is your responsibility to ensure that you receive network care. You may want to double-check any
provider recommendations to make sure the doctor or facility is in the network.

How to Obtain Information Regarding Your Physician
*TOCLVL2*How to Obtain Information Regarding Your Physician*TOCLVL2*

To view information regarding your PCP or network specialist, visit your member website at
www.highmarkbcbs.com and click on "Find a Doctor" to start your search. Search for the physician, then click
on the provider's name to view the following information:

l Name, address, telephone numbers
l Professional qualifications
l Specialty
l Medical school attended
l Residency completion
l Board certification status
l Hospital affiliations
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In addition to this information, to obtain more information on network providers, you may call Member Service
at the toll-free telephone number on the back of your ID card.

Eligible Providers
*TOCLVL2*Eligible Providers*TOCLVL2*

Eligible network providers include facilities, general practitioners, internists, obstetricians/gynecologists and a
wide range of specialists.

Facility Providers:

l Hospital
l Psychiatric hospital
l Rehabilitation hospital
l Ambulatory surgical facility
l Birthing facility
l Freestanding dialysis facility
l Freestanding nuclear magnetic resonance facility/magnetic resonance imaging facility
l Home health care agency
l Hospice
l Outpatient substance abuse treatment facility
l Outpatient physical rehabilitation facility
l Outpatient psychiatric facility
l Pediatric extended care facility
l Pharmacy provider
l Residential treatment facility
l Skilled nursing facility
l State-owned psychiatric hospital
l Substance abuse treatment facility

Professional Providers:

l Audiologist
l Behavior specialist
l Certified registered nurse*
l Chiropractor
l Clinical social worker
l Dentist
l Dietitian-nutritionist
l Licensed practical nurse
l Marriage and family therapist
l Nurse-midwife
l Occupational therapist
l Optometrist
l Physical therapist
l Physician
l Podiatrist
l Professional counselor
l Psychologist
l Registered nurse
l Respiratory therapist
l Speech-language pathologist
l Teacher of hearing impaired
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Ancillary Providers:

l Ambulance service
l Clinical laboratory
l Diabetes prevention provider
l Home infusion therapy provider
l Independent diagnostic testing facility (IDTF)
l Suite infusion therapy provider
l Suppliers

Contracting Suppliers (for the sale or lease of):

l Durable medical equipment
l Supplies
l Orthotics
l Prosthetics

*Excluded from eligibility are registered nurses employed by a health care facility or by an anesthesiology
group.

Prescription Drug Providers
*TOCLVL2*Prescription Drug Providers*TOCLVL2*

You must purchase drugs from a network pharmacy to be eligible for benefits under this program. No benefits
are available if drugs are purchased from a non-network pharmacy. 

l Network Pharmacy: Network pharmacies have an arrangement with Highmark to provide
prescription drugs to you at an agreed upon price. When you purchase covered drugs from a
pharmacy in the network applicable to your program, present your prescription and ID card to the
pharmacist. (Prescriptions that the pharmacy receives by phone from your physician or dentist may
also be covered.) You should request and retain a receipt for any amounts you have paid if needed
for income tax or any other purpose.

If you travel within the United States and need to refill a prescription, call Member Service for help. They
can help you find a network pharmacy near the area you are visiting. You also can use the member
website to find a pharmacy. Once you have the name and address of the network pharmacy, take the
prescription bottle to that pharmacy. The pharmacist will contact your home pharmacy to start the refill
process. Note: Save the new medicine container. This will make it easier to transfer the
prescription back to your pharmacy at home.

l Mail Order Pharmacy: Express Scripts® is your program's mail order pharmacy. This option offers
savings and convenience for prescriptions you may take on an ongoing basis.

To start using mail order:

1. Ask your doctor to write a prescription for up to a 90-day supply, plus refills for up to one year, if
appropriate.

2. Complete the Pharmacy Mail Order Form and Health, Allergy & Medication Questionnaire. You can
get these forms by calling Member Service or from your member website. After logging in, click on
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the "Prescriptions" tab. Scroll down the page to "Forms to Manage Your Plan" and click on "Mail
order form and health questionnaire (PDF)".

3. Send the completed forms and your payment to the address listed on the mail order form. It usually
takes about five days to get your prescription after it has been processed.

Your mail order will include directions for ordering refills.

l Exclusive Pharmacy Provider: The exclusive pharmacy provider has an agreement, either
directly or indirectly, with Highmark pertaining to the payment and exclusive dispensing of selected
prescription drugs provided to you. Please refer to the Description of Benefits - Prescription Drug
Program section for a list of the selected prescription drug categories.
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*TEMPLATE*CCBSPA_CERT_MEDICAL*TEMPLATE*Health Care Management
*TOCLVL1*Health Care Management*TOCLVL1*

Medical Management
*TOCLVL2*Medical Management*TOCLVL2*

For your benefits to be paid under your program, services and supplies must be considered medically
necessary and appropriate. However, not all medically necessary and appropriate services and supplies are
covered under your program.

Highmark, or its designated agent, is responsible for determining whether care is medically necessary and
provided in the appropriate setting.

A Highmark nurse will review your request for an inpatient admission to ensure it is appropriate for the
treatment of your condition, illness, disease or injury, in accordance with standards of good medical practice,
and the most appropriate supply or level of service that can safely be provided to you. When applied to
hospitalization, this further means that you require acute care as an inpatient due to the nature of the services
rendered for your condition and you cannot receive safe or adequate care as an outpatient.

Benefits after Provider Termination from the Network
*TOCLVL2*Benefits after Provider Termination from the Network*TOCLVL2*

If, at the time you are receiving medical care from a network provider, notice is received from Highmark that
Highmark intends to terminate or has terminated all or portions of the contract of that network provider will not
be renewed, or the participation status of the network provider is changing, you may, at your option, continue
an active course of treatment with that provider until the treatment is complete or for a period of up to ninety
(90) days from the date the notification of the termination or pending termination is received, whichever is
shorter. For purposes of this subsection, active course of treatment means;

1. an ongoing course of 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. an ongoing course of treatment for a serious acute condition, defined as a disease or condition
requiring specialized medical treatment to avoid the reasonable possibility of death or permanent
harm or complex ongoing care which you are currently receiving, such as chemotherapy, radiation
therapy or post-operative visits;

3. confirmed pregnancy, through the postpartum period;

4. scheduled non-elective surgery, through post-operative care;

5. an ongoing course of treatment for a health condition that is life-threatening, degenerative,
potentially disabling or congenital and that requires specialized medical care over a prolonged
period of time or 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; or

6. treatment for a terminal illness.

If, however, the network provider is terminated for cause and you continue to seek treatment from that
provider, Highmark will not be liable for payment for health care services provided to you following the date of
termination.
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Any services authorized under this subsection will be covered in accordance with the same terms and
conditions as applicable to a network provider. Nothing in this subsection shall require Highmark to pay
benefits for health care services that are not otherwise provided herein.

 Emergency Care Services - No Prior Approval Requirement
In the event that you require emergency care services, all charges for such covered services will be paid at the
network services level of benefits. No prior authorization is required for emergency care services. In the event
of an inpatient admission, you, your provider or a family member must notify Highmark within forty-eight (48)
hours of the admission, or as soon as reasonably possible. Once you are stabilized Highmark may offer to
transfer your care from an out-of-network provider to a network provider.

Pre-Admission Certification
When you require inpatient facility care, benefits for covered services will be provided as follows:

In-Area Network Care
When you use a network facility provider for inpatient care for other than an emergency admission, the facility
will contact Highmark prior to the proposed admission, or within 48 hours or as soon as reasonably possible
after an emergency admission, to obtain precertification for the admission.

You will be held harmless whenever precertification for an admission is not obtained. If the admission is
determined not to be medically necessary and appropriate, you will be held harmless, except when Highmark
provides prior written notice to you that the admission will not be covered. In such case, you will be financially
responsible for charges for that admission.

Out-of-Area Network Care
In the event of a proposed inpatient stay for other than an emergency admission to a network facility provider
located out-of-area, the facility will contact Highmark prior to the proposed admission, or within 48 hours or as
soon as reasonably possible after an emergency admission, to obtain precertification for the admission. You
are also responsible for contacting Highmark at the toll-free number listed on the back of your ID card to
confirm Highmark's determination of medical necessity and appropriateness.

If precertification for a medically necessary and appropriate inpatient admission has been obtained, benefits for
covered services will be provided. If a network facility does not contact Highmark for precertification, the
inpatient admission will be reviewed for medical necessity and appropriateness. It is important that you
confirm Highmark's determination of medical necessity and appropriateness. If your admission is
determined not to be medically necessary and appropriate, you will be responsible for the full amount
of the network facility provider's charge.

If you elect to be admitted after receiving written notification from Highmark that any portion of the proposed
admission is not medically necessary and appropriate, you will be financially responsible for all charges
associated with that portion of care. In an emergency admission, if you elect to remain hospitalized after
receiving written notification from Highmark that the level of care is no longer medically necessary and
appropriate, you will be financially responsible for all charges from the date appearing on the written
notification.

Out-of-area network providers are not obligated to abide by any determination of medical necessity and
appropriateness rendered by Highmark. You may, therefore, receive services which are not medically
necessary and appropriate for which you will be solely responsible.

Out-of-Network Care
In the event of a proposed inpatient stay for other than an emergency admission to an out-of-network facility
provider, you are responsible for notifying Highmark prior to your proposed admission or within 48 hours or
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as soon as reasonably possible after an emergency admission. However, some facility providers will contact
Highmark and obtain precertification of the inpatient admission on your behalf. Be sure to verify that your
provider is contacting Highmark for precertification. If not, you are responsible for contacting Highmark.

If precertification for a medically necessary and appropriate inpatient admission has been obtained, benefits for
covered services will be provided. If you do not contact Highmark for precertification as required, the inpatient
admission will be reviewed for medical necessity and appropriateness. If your admission is determined not
to be medically necessary and appropriate, you will be responsible for the full amount of the
out-of-network facility provider's charge.

If you elect to be admitted after receiving written notification from Highmark that any portion of the proposed
admission is not medically necessary and appropriate, you will be financially responsible for all charges
associated with that portion of care. In an emergency admission, if you elect to remain hospitalized after
receiving written notification from Highmark that the level of care is no longer medically necessary and
appropriate, you will be financially responsible for all charges from the date appearing on the written
notification.

Care Utilization Review Process
*TOCLVL2*Care Utilization Review Process*TOCLVL2*

In order to assess whether care is provided in the appropriate setting, Highmark administers a care utilization
review program comprised of prospective, concurrent and/or retrospective reviews. In addition, Highmark
assists hospitals with discharge planning. These activities are conducted by a Highmark nurse working with a
medical director. Here is a brief description of these review procedures:

Prospective Review
Prospective review, also known as precertification or pre-service review, begins upon receipt of treatment
information.

After receiving the request for care, Highmark:

l verifies your eligibility for coverage and availability of benefits;
l reviews diagnosis and plan of treatment;
l assesses whether care is medically necessary and appropriate;
l authorizes care and assigns an appropriate length of stay for inpatient admissions

Concurrent Review
Concurrent review may occur during the course of ongoing treatment and is used to assess the medical
necessity and appropriateness of the length of stay and level of care.

Discharge Planning
Discharge planning is a process that begins prior to your scheduled hospital admission. Working with you, your
family, your attending physician(s) and hospital staff, Highmark will help plan for and coordinate your discharge
to assure that you receive safe and uninterrupted care when needed at the time of discharge.

Outpatient Procedure or Covered Service Precertification
Precertification may be required to determine the medical necessity and appropriateness of certain outpatient
procedures or covered services as determined by Highmark prior to the receipt of services.

In-Area Network Care
Network providers are responsible for the precertification of such procedure or covered service and you will not
be financially responsible whenever certification for such procedure or covered service is not obtained by the
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network provider. If the procedure or covered service is deemed not to be medically necessary and
appropriate, you will not be financially responsible, except when Highmark provides prior written notice to you
that charges for the procedure or covered service will not be covered. In such case, you will be financially
responsible for such procedure or covered service.

Out-of-Area Care
Whenever you utilize a network provider located out-of-area, it is your responsibility to first contact Highmark to
confirm the medical necessity and appropriateness of such procedure or covered service. If you do not contact
Highmark for certification, that procedure or covered service may be reviewed after it is received to determine
medical necessity and appropriateness. If the procedure or covered service is determined to be medically
necessary and appropriate, benefits will be paid in accordance with the plan. If the procedure or covered
service is determined not to be medically necessary and appropriate, no benefits will be provided. In such case
you will be financially responsible for the full amount of the charge of the network provider located out-of-area.

Out-of-Network Care
Whenever you utilize an out-of-network provider, it is your responsibility to first contact Highmark to confirm the
medical necessity and appropriateness and/or obtain precertification of such procedure or covered service. If
you do not contact Highmark for precertification, that procedure or covered service may be reviewed after it is
received to determine medical necessity and appropriateness. If the procedure or covered service is
determined to be medically necessary and appropriate, benefits will be paid in accordance with the plan. You
will be financially responsible for the difference between what is covered by the plan and the full amount of the
out-of-network provider's charge. If such procedure or covered service is determined not to be medically
necessary and appropriate, no benefits will be provided. In such case, you will be financially responsible for the
full amount of the out-of-network provider's charge.

If you have any questions regarding procedures and services subject to precertification or Highmark's
precertification determination of a procedure or service for medical necessity and appropriateness of certain
outpatient procedures or covered services, you can contact Highmark via the toll-free Member Service
telephone number located on the back of your ID card or check the member website.

Retrospective Review
Retrospective review may occur when a service or procedure has been rendered without the required
precertification.

Case Management Services
Case Management is a voluntary program in which a case manager, with input from you and your health care
providers, assists when you are facing and/or recovering from a hospital admission, dealing with multiple
medical problems or facing catastrophic needs. Highmark case managers can provide educational support,
assist in coordinating needed health care services, put you in touch with community resources, assist in
addressing obstacles to your recovery such as benefit and caregiver issues and answer your questions.

Individual Case and Care Management
Highmark shall provide such alternative benefits, in its sole discretion, only when, and for so long as, it
determines that the services are medically necessary and appropriate, cost effective, and that the total benefits
paid for such procedures/services do not exceed the total benefits to which you would otherwise be entitled to.

Highmark, in its sole discretion, reserves the right to limit access and/or modify benefit(s), regardless of the
disease or condition, when Highmark identifies utilization patterns that could potentially result in harm to you or
the public.
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You can call and request case management services if you feel you need it by contacting Member Services at
the telephone number listed on the back of your ID card.

Health Improvement Services and Support
From time to time, Highmark may directly or indirectly make available to you information and access to
non-medical items, services and support programs designed to address underlying social and environmental
factors that may negatively impact your health status. The provision of such information, items, services, and
support programs shall not alter the benefits provided under this program.  

Selection of Providers
You have the option of choosing where and from whom to receive covered services. You may utilize a network
provider or an out-of-network provider. However, covered services received from a network provider are
usually provided at a higher level of benefits than those received from an out-of-network provider and certain
non-emergency services may only be covered when rendered by a network provider. Please note that benefits
for covered telemedicine services are only provided when such services are rendered by a designated
telemedicine provider.

In the event you require non-emergency covered services that are not available within the network, Highmark
may refer you to an out-of-network provider. You must notify Highmark prior to receiving a covered service
from an out-of-network provider in order for Highmark to facilitate this arrangement. In such cases, services will
be covered at the  network level so that you will not be responsible for any greater out-of-pocket amount than if
services had been rendered by a network provider. You will not be responsible for any difference between
Highmark's payment and the out-of-network provider's billed charge.

Prescription Drug Management
*TOCLVL2*Prescription Drug Management*TOCLVL2*

Your prescription drug program provides the following provisions which will determine the medical necessity
and appropriateness of covered medications and supplies.

Early Refill
Except for the purposes of Medication Synchronization, no coverage is provided for any refill of a covered
medication that is dispensed before your predicted use of at least 75% of the days' supply of the previously
dispensed covered medication, unless your physician obtains precertification from Highmark for an earlier refill.

Unexpected Event
If your prescription is lost or stolen due to an event such as a fire or theft, you may be able to get an early
refill. Call Member Service at the number on your member ID card for help. You will need a copy of the
report from the fire department, police department or other agency.

 
Please note: The early refill authorization does not apply to events that can be controlled, such as spilling
or losing the medicine.

 
Traveling Abroad
If you will be out of the country when it is time to refill your prescription, call Member Service for help. Be
sure to have your member ID card and your prescription information. Please allow at least five business
days to complete the request.

Individual Case Management
From time to time, Highmark may offer you the opportunity to participate in Prescription Drug care
management programs.  These programs are designed to help you maintain good health, manage chronic
conditions or special health care needs and reduce risk factors.  Such care management programs may
include the provision of devices or durable medical equipment at no additional cost to you. Participation in
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select programs is voluntary and Highmark reserves the right to modify or discontinue any such program at any
time.

Highmark, in its sole discretion, reserves the right to limit access and/or modify benefit(s), regardless of the
disease or condition, when Highmark identifies utilization patterns that could potentially result in harm to you or
the public.

Quantity Level Limits
Quantity level limits may be imposed on certain prescription drugs by Highmark. Such limits are based on the
manufacturer’s recommended daily dosage or as determined by Highmark. Quantity level limits control the
quantity covered each time a new prescription order or refill is dispensed for selected prescription drugs. Each
time a prescription order or refill is dispensed, the pharmacy provider may limit the amount dispensed.

Managed Prescription Drug Coverage
 A prescription order or refill which may exceed the manufacturer’s recommended dosage over a specified
period of time may be denied by Highmark when presented to the pharmacy provider. Highmark may contact
the prescribing physician to determine if the covered medication is medically necessary and appropriate. The
covered medication will be dispensed if it is determined by Highmark to be medically necessary and
appropriate.

Preauthorization
Certain prescription drugs may require preauthorization to ensure the medical necessity and appropriateness
of the prescription order. The prescribing physician must obtain authorization from Highmark prior to
prescribing certain covered medications. The specific drugs or drug classifications which require
preauthorization may be obtained by calling the toll-free Member Service telephone number appearing on your
ID card.

Precertification, Preauthorization and Pre-Service Claims Review
Processes
*TOCLVL2*Precertification, Preauthorization and Pre-Service Claims Review Processes*TOCLVL2*

The precertification, preauthorization and pre-service claims review processes information described below
applies to both medical and prescription drug management.

Authorized Representatives
You have a right to designate an authorized representative to file or pursue a request for precertification or
other pre-service claim on your behalf. Highmark reserves the right to establish reasonable procedures for
determining whether an individual has been authorized to act on your behalf. Procedures adopted by Highmark
will, in the case of an urgent care claim, permit a physician or other professional health care provider with
knowledge of your medical condition to act as your authorized representative.

Decisions Involving Requests for Precertification and Other Non-Urgent Care
Pre-Service Claims
You will receive written notice of any decision on a request for precertification or other pre-service claim,
whether the decision is adverse or not, within a reasonable period of time appropriate to the medical
circumstances involved. That period of time will not exceed 15 days from the date Highmark receives the
claim.
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Decisions Involving Urgent Care Claims
If your request involves an urgent care claim, Highmark will make a decision on your request as soon as
possible taking into account the medical exigencies involved. You will receive notice of the decision that has
been made on your urgent care claim no later than 72 hours following receipt of the claim.

If Highmark determines in connection with an urgent care claim that you have not provided sufficient
information to determine whether or to what extent benefits are provided under your coverage, your physician
will be notified within 24 hours following Highmark's receipt of the claim of the specific information needed to
complete your claim. Your physician will then be given not less than 48 hours to provide the specific
information to Highmark. Highmark will thereafter notify you of its determination on your claim as soon as
possible but not later than 48 hours after the earlier of (i) its receipt of the additional specific information, or (ii)
the date Highmark informed your physician that it must receive the additional specific information.

Similarly, when your urgent care claim seeks to extend a previously approved course of treatment and that
request is made at least 24 hours prior to the expiration of the previously approved course of treatment,
Highmark will notify you of its decision as soon as possible, but no later than 24 hours following receipt of the
request.

Notices of Determination Involving Precertification Requests and Other Pre-Service
Claims
Any time your request for precertification or other pre-service claim is approved, you will be notified in writing
that the request has been approved. If your request for precertification or approval of any other pre-service
claim has been denied, you will receive written notification of that denial which will include, among other items,
the specific reason or reasons for the adverse benefit determination and a statement describing your right to
file an internal appeal or request an external review.

For a description of your right to file an appeal concerning an adverse benefit determination involving a request
for precertification or any other pre-service claim, see the Appeal Procedure subsection in the How to File a
Claim section of this certificate.
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*TEMPLATE*CCBSPA_CERT_MEDICAL*TEMPLATE*General Information
*TOCLVL1*General Information*TOCLVL1*

Who is Eligible for Coverage
*TOCLVL2*Who is Eligible for Coverage*TOCLVL2*

The following eligibility information applies only if your group provides coverage for dependents. Your group
administrator can determine if you have dependent coverage.

The group is responsible for determining if a person is eligible for coverage and for reporting such eligibility to
Highmark. Highmark reserves the right to request, at any time, documentation relative to eligibility for coverage
of any individual enrolled for coverage.

You may enroll your:

l Spouse under a legally valid existing marriage
l Children under 26 years of age, unless otherwise extended pursuant to applicable state or federal

law, including:

¡ Newborn children
¡ Stepchildren
¡ Children legally placed for adoption
¡ Legally adopted children and children for whom the student or the student's spouse is the

child’s legal guardian
¡ Children awarded coverage pursuant to an order of court

An eligible dependent child's coverage automatically terminates and all benefits hereunder cease at the
end of the month the dependent reaches the limiting age or ceases to be an eligible dependent as
indicated above, whether or not notice to terminate is received by Highmark.

l Unmarried children over age 26 who are not able to support themselves due to intellectual
disability, physical disability, mental illness or developmental disability that started before age 26.
Coverage automatically terminates and all benefits hereunder cease, except as otherwise indicated,
on the day following the date on which the disability ceases, whether or not notice to terminate is
received by Highmark.

NOTE: To the extent mandated by the requirements of Pennsylvania Act 83 of 2005, eligibility will be continued
past the limiting age for children who are enrolled as dependents under their parent’s coverage at the time they
are called or ordered into active military duty. They must be a member of the Pennsylvania National Guard or
any reserve component of the armed forces of the United States, who is called or ordered to active duty, other
than active duty for training, for a period of 30 or more consecutive days, or be a member of the Pennsylvania
National Guard ordered to active state duty for a period of 30 or more consecutive days. If they become a
full-time student for the first term or semester starting 60 or more days after their release from active duty, they
shall be eligible for coverage as a dependent past the limiting age for a period equal to the duration of their
service on active duty or active state duty.

For the purposes of this note, full-time student shall mean a dependent who is enrolled in, and regularly
attending, an accredited school, college or university, or a licensed technical or specialized school for 15 or
more credit hours per semester, or, if less than 15 credit hours per semester, the number of credit hours
deemed by the school to constitute full-time student status.

A dependent child who takes a medically necessary leave of absence from school, or who changes enrollment
status (such as changing from full-time to part-time) due to a serious illness or injury may continue coverage
for one year from the first day of the medically necessary leave of absence or other change in enrollment, or
until the date coverage would otherwise terminate under the terms of this program, whichever is earlier.
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Highmark may require certification from the dependent child's treating physician in order to continue such
coverage.

The following Domestic Partner provision applies only if your group provides coverage for this benefit. Your
group administrator can determine if you are eligible for this coverage.

l A domestic partner** shall be considered for eligibility as long as a domestic partnership (a voluntary
relationship between two domestic partners) exists with you. In addition, the children of the domestic
partner shall be considered for eligibility as if they were your children as long as the domestic partnership
exists.

**"Domestic Partner" means a member of a domestic partnership consisting of two partners, each of whom has
registered with a domestic partner registry in effect in the municipality/governmental entity within which the
domestic partner currently resides, or who meets the definition of a domestic partner as defined by the state or
local government where the individual currently resides or meets all of the following:

l Is unmarried, at least 18 years of age, resides with the other partner and intends to continue to
reside with the other partner for an indefinite period of time

l Is not related to the other partner by adoption or blood
l Is the sole domestic partner of the other partner and has been a member of this domestic

partnership for the last six months
l Agrees to be jointly responsible for the basic living expenses and welfare of the other partner
l Meets (or agrees to meet) the requirements of any applicable federal, state, or local laws or

ordinances for domestic partnerships which are currently enacted, or which may be enacted in the
future

To be eligible for dependent coverage, proof that dependents meet the above criteria may be required.

Changes in Membership Status
*TOCLVL2*Changes in Membership Status*TOCLVL2*

In order for there to be consistent coverage for you and your dependents, you must keep your plan sponsor
informed about any address changes or changes in family status (births, adoptions, deaths, marriages,
divorces, etc.) that may affect your coverage.

Your newborn child may be covered under your program for a maximum of 31 days from the moment of birth.
To be covered as a dependent beyond the 31-day period, the newborn child must be enrolled as a dependent
under this program within such period.

Medicare
*TOCLVL2*Medicare*TOCLV2*

If you or a dependent are entitled to Medicare (either due to age or disability) benefits your program will not
duplicate payments or benefits provided under Medicare. However, your program may supplement the
Medicare benefits, including the deductible and coinsurance not covered by Medicare, provided the services
are eligible under your group's program. Contact your plan administrator for specific details.

Covered Students Age 65 or Over
If you are age 65 or over, you will remain covered under the program for the same benefits available to
members under age 65. As a result:

l the program will pay all eligible expenses first.
l Medicare will then pay for Medicare eligible expenses, if any, not paid for by the program.
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- or -

Non-Covered Students Age 65 or Over
If you are age 65 or over, you may elect not to be covered under your program. In such a case, Medicare will
be your only coverage. If you choose this option, you will not be eligible for any benefits under the program.
Contact your plan administrator for specific details.

Spouses Age 65 or Over of Students
If you are a student, your spouse has the same choices for benefit coverage as indicated above for the
member age 65 and over.

Regardless of the choice made by you or your spouse, each one of you should apply for Medicare Part A
coverage about three months prior to becoming age 65. If you elect to be covered under the program, you may
wait to enroll for Medicare Part B. You will be able to enroll for Part B later during special enrollment periods
without penalty.

Conversion
*TOCLVL2*Conversion*TOCLVL2*

If your coverage through your group is discontinued for any reason, except as specified below, you may be
able to convert to a direct payment program.

The conversion opportunity is not available if either of the following applies:

l You are eligible for another group health care benefits program through your group.
l When your group's program is terminated and replaced by another health care benefits program.

Termination of Your Coverage Under the Group Contract
*TOCLVL2*Termination of Your Coverage Under the Group Contract*TOCLVL2*

Your coverage can be terminated in the following instances:

l When you cease to be a student, the group shall promptly notify Highmark that you are no longer
eligible for coverage and that your coverage should be terminated as follows:

¡ When prompt notification is received, coverage will be terminated no earlier than the date on
which you cease to be eligible.

¡ When a group requests a retroactive termination of coverage, coverage will be terminated no
earlier than the first day of the month preceding the month in which Highmark received notice
from the group.

l When you fail to pay the required contribution, your coverage will terminate at the end of the last
month for which payment was made.

l Termination of the group contract automatically terminates the coverage of all the members. It is the
responsibility of the group to notify you of the termination of coverage. However, coverage will be
terminated regardless of whether the notice is given to you by the group.

l If it is proven that you obtained or attempted to obtain benefits or payment for benefits through fraud
or intentional misrepresentation of a material fact, Highmark may, upon 30-day advance written
notice to you, terminate your coverage under the program.
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Benefits after Termination of Coverage
*TOCLVL2*Benefits after Termination of Coverage*TOCLVL2*

l If you are an inpatient on the day your coverage terminates, benefits for inpatient covered services will be
continued as follows:

¡ Until the maximum amount of benefits has been paid; or
¡ Until the inpatient stay ends; or
¡ Until you become covered, without limitation as to the condition for which you are receiving

inpatient care, under another group program; whichever occurs first.

l If you are pregnant on the date coverage terminates, no additional coverage will be provided.
l If you are totally disabled at the time your coverage terminates due to termination of being an active

student, medical benefits, excluding outpatient prescription drug benefits, will be continued for covered
services directly related to the condition causing such total disability. This benefit extension does not
apply to covered services relating to other conditions, illnesses, diseases or injuries and is not available if
your termination was due to fraud or intentional misrepresentation of a material fact. This total disability
extension of benefits will be provided as long as you remain so disabled as follows:

¡ Up to a maximum period of 12 consecutive months; or
¡ Until the maximum amount of benefits has been paid; or
¡ Until the total disability ends; or
¡ Until you become covered without limitation as to the disabling condition under other group

coverage, whichever occurs first.

l If you are required to pay any premium, your benefits will not be continued if your coverage is terminated
because you failed to pay the required premium.

l Benefits will also be provided for you who, on the date this coverage terminates and as described in the
Health Care Management, Benefits after Provider Termination from the Network subsection, is in an
active course of treatment until the earlier of such time as that treatment has been completed or for a
period of up to ninety (90) days from the date this coverage terminates. 

College Tuition Reward Program
*TOCLVL2*College Tuition Reward Program*TOCLVL2*

1. Highmark provides access to a College Tuition Reward Program ("Program") made available by SAGE
CTB LLC ("Sage"). Sage represents and has agreements with a consortium of private colleges and
universities that participate in the Program.

2. Participation in the Program is at the sole option of the member.

3. Members who wish to participate in the Program can earn college tuition reward points that can be
converted into equivalent cash credits which may be applied to the tuition expenses that eligible students
incur when attending Sage participating colleges and universities. Credits are earned and accumulate
during the period in which the member is enrolled under this plan.

4. Information regarding Program details including a listing of participating colleges and universities will be
provided by Sage.

5. Highmark makes no representations and assumes no liability in connection with the Program or its
administration.
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Coordination of Benefits
*TOCLVL2*Coordination of Benefits*TOCLVL2*

Most health care programs, including your health care program, contain a coordination of benefits provision.
This provision is used when you, your spouse or your covered dependents are eligible for payment under more
than one health care program. The object of coordination of benefits is to ensure that your covered expenses
will be paid, while preventing duplicate benefit payments.

Here is how the coordination of benefits provision works:

l When your other coverage does not mention "coordination of benefits," then that coverage pays first.
Benefits paid or payable by the other coverage will be taken into account in determining if additional
benefit payments can be made under your program.

l When the person who received care is covered as an employee under one contract, and as a dependent
under another, then the employee coverage pays first.

l When a dependent child is covered under two contracts whose parents are married or are living together,
whether or not they have ever been married, the contract which covers the person as a dependent of the
parent whose birthday (month and day) falls earliest in the calendar year will be primary. But, if both
parents have the same birthday, the program which covered the parent longer will be the primary
program.

l If the dependent child's parents are divorced or separated or not living together, whether or not they have
ever been married, the following applies:

¡ if a court decree states that one of the parents is responsible for the dependent child's health care
expenses or health care coverage, that contract is the primary program;

¡ if a court decree states that both parents are responsible for the dependent child's health care
expenses or health care coverage, the provision for married or living together above shall determine
the order of benefits;

¡ if a court decree states the parents have joint custody without specifying that one parent has
responsibility for the health care expenses or health care coverage of the dependent child, the
provision for married or living together above shall determine the order of benefits; or

¡ if there is no court decree allocating responsibility for the dependent child's health care expenses or
health care coverage, the order of benefits for the child are as follows:

i. the contract covering the custodial parent;

ii. the contract covering the spouse of custodial parent;

iii. the contract covering the non-custodial parent; and then

iv. the contract covering the spouse of the non-custodial parent

l If none of the above circumstances applies, the coverage you have had for the longest time pays first.

If you receive more than you should have when your benefits are coordinated, you will be expected to repay
any overpayment.

Prescription drug benefits are not coordinated against any other health care or drug benefit coverage.

Pediatric vision care benefits are not coordinated against any other health care or vision benefit coverage.

CERT-STU-2023
58



Force Majeure
*TOCLVL2*Force Majeure*TOCLVL2*

No failure, delay or default in performance of any obligation of Highmark shall constitute an event of default or
breach to the extent that such failure to perform, delay or default arises out of a cause, existing or future, that is
beyond the reasonable control and not the result of the negligence of Highmark. Such events include, by way
of illustration and not limitation, Acts of God, war (declared or undeclared), government regulation, acts or
inaction of governmental authority, civil or military authority, unforeseen disruptions caused by suppliers,
subcontractors, vendors or carriers, terrorism, disaster, strikes, civil-disorder, curtailment of transportation
facilities, fire, floods, blizzards, epidemics, pandemics, viral or communicable disease outbreaks, National
Emergency, quarantines, disruption of the labor force and/or any other cause which is beyond the reasonable
control of Highmark (hereinafter a "Force Majeure Event"), that makes it impossible, illegal or commercially
impracticable for Highmark to perform its obligations in whole or in part.

Upon the occurrence of a Force Majeure Event, Highmark shall take action to minimize the consequences of
the Force Majeure Event. If Highmark relies on any of the foregoing as an excuse for failure, default or delay in
performance, it shall give prompt written notice to the group of the facts that constitute such Force Majeure
Event, when it arose and when it is expected to cease.

Subrogation
*TOCLVL2*Subrogation*TOCLVL2*

Subrogation means that if you incur health care expenses for injuries caused by another person or
organization, the person or organization causing the accident may be responsible for paying these expenses.

For example, if you or one of your dependents receives benefits through your program for injuries caused by
another person or organization, Highmark has the right, through subrogation, to seek repayment from the other
person or organization or any applicable insurance company for benefits already paid.

Highmark will provide eligible benefits when needed, but you may be asked to show documents or take other
necessary actions to support Highmark in any subrogation efforts.
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*TEMPLATE*CCBSPA_CERT_MEDICAL*TEMPLATE*A Recognized Identification Card
*TOCLVL1*A Recognized Identification Card*TOCLVL1*

Carry your ID card with you at all times, destroy any previously issued cards, and show this card to the
hospital, doctor, pharmacy, or other health care professional whenever you need medical care.

If your card is lost or stolen, please contact Member Service immediately. You can also request additional or
replacement cards online by logging onto the website located on the back of your member ID card. It’s illegal to
lend your ID card to anyone who is not eligible to use your benefits.

Below is a sample of the type of information that will be displayed on your ID card:

l Your name and your dependent’s name (when applicable)

l Identification number

l Group number

l Copayment for physician office visits and emergency room visits (if applicable)

l Pharmacy network logo (when applicable)

l Member Service toll-free number (on back of card)

l Member website

l Toll-free telephone number for out-of-network facility admissions (on back of card)

l Suitcase symbol

There is a logo of a suitcase on your ID card. This suitcase logo lets hospitals and doctors know that you are a
member of a Blue Cross and Blue Shield plan, and that you have access to Blue providers nationwide.
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*TEMPLATE*CCBSPA_CERT_MEDICAL*TEMPLATE*How to File a Claim
*TOCLVL1*How to File a Claim*TOCLVL1*

Notice of Claim and Proof of Loss
*TOCLVL2*Notice of Claim and Proof of Loss*TOCLVL2*

(Applies to Post-service Claims Only)

Network Providers have entered into an agreement with Highmark pertaining to the payment for covered
services that they provide to you. When you receive covered services from a network Provider, it is the
responsibility of the network provider to submit its claim to Highmark in accordance with the terms of its
participation agreement. Should the network provider fail to submit its claim in a timely manner or
otherwise satisfy Highmark’s requirements as they relate to the filing of claims, you will not be liable, and
the network provider shall hold you harmless relative to payment of the covered services that you
received.

When covered services are received from other than a network provider, you are responsible for
submitting the claim to Highmark. In such instances, you must submit the claim in accordance with the
following procedures:

Notice of Claim
Highmark will not be liable for any claims unless proper notice is furnished to Highmark that you have
received covered services. Written notice of a claim must be given to Highmark within 20 days or as soon
as reasonably possible after you have received covered services. Notice given by you or on your behalf
to Highmark that includes information sufficient to identify you shall constitute sufficient notice of a claim
to Highmark. You can give notice to Highmark by writing to the Member Service Department. The
address of the Member Service Department can be found on your ID card. A charge shall be considered
incurred on the date you receive the service or supply for which the charge is made.

Claim Forms
Proof of loss for covered services must be submitted to Highmark on the appropriate claim form.
Highmark, upon receipt of a notice of a claim will, within 15 days following the date a notice of a claim is
received, furnish you with claim forms for filing proofs of loss. If claim forms are not furnished within 15
days after the giving of such notice, you shall be deemed to have complied with the requirements of this
subsection as to filing a proof of loss upon submitting, within the time fixed in this subsection for filing
proofs of loss, itemized bills for covered services as described below. The proof of loss may be submitted
to Highmark at the address appearing on your ID card.

Proof of Loss
Claims cannot be paid until a written proof of loss is submitted to Highmark. Written proof of loss must be
provided to Highmark within ninety (90) days after the date of such loss. Proof of loss must include all
data necessary for Highmark to determine benefits. Failure to submit a proof of loss to Highmark within
the time specified will not invalidate or reduce any claim if it is shown that the proof of loss was submitted
as soon as reasonably possible, but in no event, except in the absence of legal capacity, will Highmark
be required to accept a proof of loss later than 1 year from the time proof is otherwise required.

Submission of Claim Forms
The completed claim form, with all itemized bills attached, must be forwarded to Highmark at the address
appearing on your ID Card in order to satisfy the requirement of submitting a written proof of loss and to
receive payment for covered services.

To avoid delay in handling claims that you submit, answers to all questions on the claim form must be
complete and correct. Each claim form must be accompanied by itemized bills showing:

Person or organization providing the Service or supply
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Type of Service or supply
Date of Service or supply
Amount charged
Name of patient

In addition to the above, private duty nursing bills must contain the shifts worked, the charge per day, the
professional status of the nurse, and the signature of the professional provider prescribing the service.
Professional provider bills must show specific treatment dates. Drug and medicine bills must show
prescription number, date of purchase, and the patient's name. Your attending professional provider must
include a signature on all bills as certification that services have been prescribed, except for doctor bills,
hospital bills, or prescription drug bills. (Some bills requiring a signature of the professional provider
include ambulance, prosthetic devices, rental of durable medical equipment, private duty nursing, etc.).
Itemized bills cannot be returned.

A request for payment of a claim will not be reviewed and no payment will be made unless all of the
information and evidence of payment required on the claim form has been submitted in the manner
described above. Highmark reserves the right to require additional information and documents as needed
to support a claim that a covered service has been rendered.

Notice of Highmark’s claim determination will be issued within a reasonable period of time not to exceed
30 days following the receipt of a proper proof of loss. This period of time may be extended 1 time by
Highmark for an additional period of time not to exceed 15 days provided the extension is due to matters
outside the control of Highmark and a written explanation for the delay is provided to you.

In the event that Highmark renders an adverse decision on the claim, the notification shall include,
among other items, the specific reason or reasons for the adverse decision and a statement describing
your right to file an appeal.

Time of Payment of Claims
Claim payments for benefits payable under this Certificate will be processed immediately upon receipt of
a proper proof of loss.

Authorized Representative
Nothing in this section shall preclude your duly authorized representative from filing or otherwise pursuing
a claim on behalf of you. Highmark reserves the right to establish reasonable procedures for determining
whether an individual has been authorized to act on your behalf.

Limitation of Actions
*TOCLVL2*Limitation of Actions*TOCLVL2*

After a notice of claim has been given, you may not take legal action for sixty days. You may not take legal
action later than three years after the expiration of the time within which a notice of claim is required.

Physical Examinations and Autopsy
*TOCLVL2*Physical Examinations and Autopsy*TOCLVL2*

Highmark, at its own expense, shall have the right and opportunity to examine the person of the member when
and as often as it may reasonably require during the pendency of a claim hereunder and to make an autopsy in
case of death where it is not forbidden by law.
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Your Explanation of Benefits Statement
*TOCLVL2*Your Explanation of Benefits Statement*TOCLVL2*

When you submit a claim, you will receive an Explanation of Benefits (EOB) statement that lists:

l The provider's actual charge
l The allowable amount as determined by Highmark
l The copayment; deductible and coinsurance amounts, if any, that you are required to pay
l Total benefits payable
l The total amount you owe

In those instances when you are not required to submit a claim because, for example, the network provider will
submit the bill as a claim for payment under its contract with Highmark, you will receive an EOB only when you
are required to pay amounts other than your required copayment.

You can get your EOBs online. Simply register on your member website. Your EOB can also be mailed to you.
If you do not owe a payment to the provider, you may not receive an EOB.

How to Voice a Complaint
*TOCLVL2*How to Voice a Complaint*TOCLVL2*

In the event that you are dissatisfied with any aspect of your health care benefits or you have an objection
regarding participating health care providers, coverage, operations or management policies, please contact
Highmark via the toll-free Member Service telephone number located on the back of your ID card or by mail at
the address listed below. Please include your identification and group numbers as displayed on your ID card.

Highmark
P.O. Box 535095
Pittsburgh, PA 15253

A representative will review, research and respond to your inquiry as quickly as possible.

If the informal dissatisfaction process is not successful and does not meet your needs, you have the right to
have your objection reviewed by our Member Grievance and Appeals Department. For details about how this
process works, please refer to the Appeal Procedure section of this Certificate or call Member Service at the
number on your member ID card.

Fraud or Provider Abuse
If you think that a provider is committing fraud, please let us know. Examples of fraud include: Submitting
claims for services that you did not get; Adding extra charges for services that you did not get; Giving you
treatment for services you did not need. Please call the local state toll-free Fraud Hotline.

Additional Information on How to File a Claim
*TOCLVL2*Additional Information on How to File a Claim*TOCLVL2*

Member Inquiries
General inquiries regarding your eligibility for coverage and benefits do not involve the filing of a claim, and
should be made by directly contacting the Member Service Department using the telephone number on your ID
card.
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Filing Benefit Claims

l Authorized Representatives
You have the right to designate an authorized representative to file or pursue a request for
reimbursement or other post-service claim on your behalf. Highmark reserves the right to establish
reasonable procedures for determining whether an individual has been authorized to act on your behalf.

l Requests for Precertification and Other Pre-Service Claims
For a description of how to file a request for precertification or other pre-service claim, see the
Precertification, Preauthorization and Pre-Service Claims Review Processes subsection in the Health
Care Management section of this certificate.

l Requests for Reimbursement and Other Post-Service Claims
When a hospital, physician or other provider submits its own reimbursement claim, the amount paid to
that provider will be determined in accordance with the provider’s agreement with Highmark or the local
licensee of the Blue Cross Blue Shield Association serving your area. Highmark will notify you of the
amount that was paid to the provider. Any remaining amounts that you are required to pay in the form of
a copayment, coinsurance or program deductible will also be identified in that EOB or notice. If you
believe that the copayment, coinsurance or deductible amount identified in that EOB or notice is not
correct or that any portion of those amounts are covered under your benefit program, you may file a claim
with Highmark. For instructions on how to file such claims, you should contact the Member Service
Department using the telephone number on your ID card.

Determinations on Benefit Claims
*TOCLVL2*Determinations on Benefit Claims*TOCLVL2*

l Notice of Benefit Determinations Involving Requests for Precertification and Other Pre-Service
Claims
For a description of the time frames in which requests for precertification or other pre-service claims will
be determined by Highmark and the notice you will receive concerning its decision, whether adverse or
not, see the Precertification, Preauthorization and Pre-Service Claims Review Processes subsection in
the Health Care Management section of this certificate.

l Notice of Adverse Benefit Determinations Involving Requests for Reimbursement and Other
Post-Service Claims
Highmark will notify you in writing of its determination on your request for reimbursement or other
post-service claim within a reasonable period of time following receipt of your claim. That period of time
will not exceed 30 days from the date your claim was received. However, this 30-day period of time may
be extended one time by Highmark for an additional 15 days, provided that Highmark determines that the
additional time is necessary due to matters outside its control, and notifies you of the extension prior to
the expiration of the initial 30-day post-service claim determination period. If an extension of time is
necessary because you failed to submit information necessary for Highmark to make a decision on your
post-service claim, the notice of extension that is sent to you will specifically describe the information that
you must submit. In this event, you will have at least 45 days in which to submit the information before a
decision is made on your post-service claim.

If your request for reimbursement or other post-service claim is denied, you will receive written notification of
that denial which will include, among other items, the specific reason or reasons for the adverse benefit
determination and a statement describing your right to file an appeal.

For a description of your right to file an appeal concerning an adverse benefit determination of a request for
reimbursement or any other post-service claim, see the Appeal Procedure subsection below.
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Appeal Procedure
*TOCLVL2*Appeal Procedure*TOCLVL2*

Internal Appeal Process
Highmark  maintains an internal appeal process involving one level of review.

At any time during the appeal process, you may choose to designate an authorized representative to
participate in the appeal process on your behalf. You or your authorized representative shall notify Highmark in
writing of the designation. For purposes of the appeal process, “you” includes designees, legal representatives
and, in the case of a minor, parents entitled or authorized to act on your behalf. Highmark reserves the right to
establish reasonable procedures for determining whether an individual has been authorized to act on your
behalf. Such procedures as adopted by Highmark shall, in the case of an urgent care claim, permit a physician
or other health care provider with knowledge of your medical condition to act as your authorized
representative.

At any time during the appeal process, you may contact the Member Service Department at the toll-free
telephone number listed on your ID card to inquire about the filing or status of your appeal.

If you receive notification that your coverage has been rescinded or that a claim has been denied by Highmark,
in whole or in part, or is not subject to legal prohibitions against balance billing, you may appeal the decision.
Your appeal must be submitted within 180 days from the date of your receipt of notification of the adverse
decision.

Upon request to Highmark, you may review all documents, records and other information relevant to your
appeal and shall have the right to submit or present additional evidence or testimony which includes any
written or oral statements, comments and/or remarks, documents, records, information, data or other material
in support of your appeal. Your appeal will be reviewed by a representative from the Member Grievance and
Appeals Department. The representative shall not have been involved or be the subordinate of any individual
that was involved in any previous decision to deny the claim or matter which is the subject of your appeal. In
rendering a decision on your appeal, the Member Grievance and Appeals Department will take into account all
evidence, comments, testimony, documents, records, and other information submitted by you without regard to
whether such information was previously submitted to or considered by Highmark. The Member Grievance and
Appeals Department will afford no deference to any prior adverse decision on the claim which is the subject of
your appeal.

Each appeal will be promptly investigated and Highmark will provide written notification of its decision within
the following time frames:

l When the appeal involves a non-urgent care pre-service claim, within a reasonable period of time
appropriate to the medical circumstances involved not to exceed 30 days following receipt of the appeal; 

l When the appeal involves an urgent care claim, as soon as possible taking into account the medical
exigencies involved but not later than 72 hours following receipt of the appeal; or

l When the appeal involves a post-service claim or a decision by Highmark to rescind coverage, within a
reasonable period of time not to exceed 30 days following receipt of the appeal.

If Highmark fails to provide notice of its decision within the above-stated time frames or otherwise fails to
strictly adhere to these appeal procedures, you may be permitted to request an external review and/or pursue
any applicable legal action.

In the event Highmark renders an adverse decision on your internal appeal, the notification shall include,
among other items, the specific reason or reasons for the adverse decision and a statement regarding your
right to request an external review and/or pursue any applicable legal action .
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External Review Process
You shall have four months from the receipt of the notice of Highmark's decision to appeal the denial resulting
from the internal appeal process by requesting an external review of the decision. To be eligible for external
review, Highmark's decision to be reviewed must involve:

l a claim that was denied involving medical judgment, including application of Highmark's requirements as
to medical necessity, appropriateness, health care setting, level of care, effectiveness of a covered
service or a determination that the treatment is experimental or investigational;

l a claim that Highmark has concluded is not subject to legal prohibitions against balance billing; or
l a determination made by Highmark to rescind your coverage.

In the case of a denied claim, the request for external review may be filed by either you or your health care
provider, with your written consent in the format required by or acceptable to Highmark. The request for
external review should include any reasons, material justification and all reasonable necessary supporting
information as part of the external review filing.

Preliminary Review and Notification
Within five business days from receipt of the request for external review, Highmark will complete a preliminary
review of the external review request to determine:

l in the case of a denied claim, whether you are or were covered under this program at the time the
covered service which is the subject of the denied claim was or would have been received;

l whether you have exhausted Highmark's internal appeal process, unless otherwise not required to
exhaust that process; and

l whether you have provided all of the information and any applicable forms required by Highmark to
process the external review request.

Within one business day following completion of its preliminary review of the request, Highmark shall notify
you, or the health care provider filing the external review request on your behalf, of its determination. 

In the event that the external review request is not complete, the notification will describe the information or
materials needed to complete the request in which case you, or the health care provider filing the external
review request on your behalf, must correct and/or complete the external review request no later than the end
of the four month period in which you were required to initiate an external review of Highmark's decision, or
alternatively, 48 hours following receipt of Highmark's notice of its preliminary review, whichever is later.  

In the event that the external review request is complete but not eligible for external review, notification by
Highmark will include the reasons why the request is ineligible for external review and contact information that
you may use to receive additional information and assistance.

Final Review and Notification
Requests that are complete and eligible for external review will be assigned to an independent review
organization (IRO) to conduct the external review. The assigned IRO will notify you, or the health care provider
filing the external review on your behalf, that the request has been accepted and is eligible for external review.
The notice will further state that the IRO has been assigned to conduct the external review and that any
additional information which you or the health care provider may have in support of the request must be
submitted, in writing, within 10 business days following receipt of the notice. Any additional information timely
submitted by you or the health care provider and received by the assigned IRO will be forwarded to Highmark.
Upon receipt of the information, Highmark shall be permitted an opportunity to reconsider its prior decision
regarding the claim that was denied or the matter which is the subject of the external review request. 
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The assigned IRO will review all of the information and documents that it timely received and make a decision
on the external review request. The decision shall be made without regard or deference to the decision that
was made in Highmark's internal appeal process. The assigned IRO shall provide written notice of its final
external review decision to Highmark and you, or the health care provider filing the external review request on
your behalf, within 45 days from receipt by the IRO of the external review request. Written notice of the
decision shall provide, among other information, a statement of the principal reasons for the decision including
the rationale and standards relied upon by the IRO, a statement regarding the right to pursue any applicable
legal action that may be available to you and current contact information for the Pennsylvania Insurance
Department Office of Consumer Services or such other applicable office of health insurance consumer
assistance or ombudsman.

Expedited External Review (applies to urgent care claims only)
If Highmark's initial decision or the denial resulting from Highmark's internal appeal process involves an urgent
care claim, you or the health care provider on behalf of you may request an expedited external review of
Highmark's decision. Requests for expedited external review are subject to review by Highmark to determine
whether they are timely, complete and eligible for external review. When the request involves a denied urgent
care claim, Highmark must complete its preliminary review and provide notice of its eligibility determination
immediately upon receipt of the request for expedited external review. If the request is eligible for expedited
external review, Highmark must then transmit all necessary documents and information that was considered in
denying the urgent care claim involved to an assigned IRO in an expeditious manner. The assigned IRO will
conduct the review and provide notice of its final external review decision as expeditiously as your medical
condition or circumstances require, but in no event more than 72 hours following receipt by the IRO of the
request for expedited external review. If notice of the decision by the IRO is not provided in writing, the IRO
must provide within 48 hours following initial notice of its final external review decision, written confirmation of
that decision to Highmark and you, or the health care provider filing the expedited external review request on
your behalf.

Member Assistance Services
You may obtain assistance with Highmark's internal appeal and external review procedures as described
herein by contacting the Pennsylvania Insurance Department Office of Consumer Services or such other
applicable office of health insurance consumer assistance or ombudsman.

Autism Spectrum Disorders Expedited Review and Appeal Procedures
*TOCLVL2*Autism Spectrum Disorders Expedited Review and Appeal Procedures*TOCLVL2*

Upon denial, in whole or in part, of a pre-service claim or post-service claim for diagnostic assessment or
treatment of autism spectrum disorders, there is an appeal procedure for expedited internal review which you
may choose as an alternative to those procedures set forth above. In order to obtain an expedited review, you
or your authorized representative shall identify the particular claim as one related to the diagnostic assessment
or treatment of an autism spectrum disorder to the Member Service Department and request an expedited
review which will be provided by Highmark. If, based on the information provided at the time the request is
made, the claim cannot be determined as one based on services for the diagnostic assessment or treatment of
autism spectrum disorders, Highmark may request from you or the health care provider additional clinical
information including the treatment plan described in the Autism Spectrum Disorders section of the Description
of Benefits.

An appeal of a denial of a claim for services for the diagnostic assessment or treatment of an autism spectrum
disorder is subject to review by a Review Committee. The request to have the decision reviewed by the Review
Committee may be communicated orally or be submitted in writing within 180 days from the date the denial of
the claim is received, and may include any written information from you or the health care provider. The
Review Committee shall be comprised of three employees of Highmark who were not involved or the
subordinate of any individual that was previously involved in any decision to deny coverage or payment for the
health care service. The Review Committee will hold an informal hearing to consider the appeal. When
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arranging the hearing, Highmark will notify you or the health care provider of the hearing procedures and rights
at such hearing, including your or the health care provider's right to be present at the review and to present a
case. If you or the health care provider cannot appear in person at the review, Highmark shall provide you or
the health care provider the opportunity to communicate with the Review Committee by telephone or other
appropriate means.

Highmark shall conduct the expedited internal review and notify you or your authorized representative of its
decision as soon as possible but not later than 48 hours following the receipt of your request for an expedited
review. The notification to you and the health care provider shall include, among other items, the specific
reason or reasons for the adverse decision including any clinical rationale, the procedure for obtaining an
expedited external review and a statement regarding your right to pursue right to arbitration.

Following the receipt of the expedited internal review decision, you may contact Highmark to request an
expedited external review pursuant to the expedited external review procedure for autism spectrum disorders
established by the Pennsylvania Insurance Department.
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*TEMPLATE*CCBSPA_CERT_MEDICAL*TEMPLATE*Member Service
*TOCLVL1*Member Service*TOCLVL1*

When you have questions about a claim, benefits or coverage, our Member Service Representatives are here
to help you. Just call Member Service at the toll-free number on your member ID card or log in to your
Highmark member website at www.highmarkbcbs.com. For TTY/TDD hearing impaired service, please dial
711 and the number on the back of your ID card.

As a Highmark member, you have access to a wide range of readily available health education tools and
support services, all geared to help you "Have a Greater Hand in Your Health."

Blues On Callsm - 24/7 Health Decision Support
*TOCLVL2*Blues On Call*TOCLVL2*

Just call 1-888-BLUE-428 (1-888-258-3428) to be connected to a specially-trained wellness professional. You
can talk to a Health Coach whenever you like, any time of the day, any day of the week.

Health Coaches are specially-trained registered nurses, dietitians and respiratory therapists who can help you
make more informed health care and self-care (when appropriate) decisions. They can assist with a health
symptom assessment, provide health-related information, and discuss your treatment options. Please be
assured that your discussions with your Health Coach are kept strictly confidential.

Help with common illnesses, injuries and questions
Health Coaches can address any health topic that concerns you:

l Everyday conditions, such as a rash, an earache or a sprain
l A recent diagnosis you’ve received
l A scheduled medical test
l Planned surgery or other medical procedure
l Questions to ask your doctor at your next appointment
l How to care for a child or elder

You don’t have to be ill to talk to a Health Coach. Call to learn about programs and other resources available to
help you manage:

l Stress
l Personal nutrition
l Weight management
l Physical activities
l Insomnia
l Depression

Help with chronic conditions
If you have diabetes, asthma, congestive heart failure, chronic obstructive pulmonary disease or coronary
artery disease, you need to manage your condition every day in order to stay healthy and avoid hospital stays.
That means keeping track of medications, tests, doctor appointments and your diet. Your Blues On Call Health
Coach can help you work more closely with your doctor and get more involved in taking good care of yourself.

You can even establish a relationship with a specific Health Coach and schedule time to talk about your
concerns and conditions.
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Highmark Website
*TOCLVL2*Highmark Website*TOCLVL2*

As a Highmark member, you have a wealth of health information at your fingertips. It's easy to access all your
online offerings. Whether you are looking for a health care provider or managing your claims…want to make
informed health care decisions on treatment options, or lead a healthier lifestyle, Highmark can help with online
tools and resources.

Go to www.highmarkbcbs.com. Then click on the Members tab and log in to your home page to take
advantage of all kinds of programs and resources to help you understand your health status, including an
online Wellness Profile. Then, take steps toward real health improvement.

Baby Blueprints®

*TOCLVL2*Baby Blueprints*TOCLVL2*

If You Are Pregnant, Now Is the Time to Enroll in Baby Blueprints
If you are expecting a baby, this is an exciting time for you. It's also a time when you have many questions and
concerns about your health and your developing baby's health.

To help you understand and manage every stage of pregnancy and childbirth, Highmark offers the Baby
Blueprints Maternity Education and Support Program.

By enrolling in this free program, you will have access to online information on all aspects of pregnancy and
childbirth. Baby Blueprints will also provide you with personal support from a women’s health specialist
available to you throughout your pregnancy.

Easy Enrollment
Just call toll-free at 1-866-918-5267. You can enroll at any time during your pregnancy.
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*TEMPLATE*CCBSPA_CERT_MEDICAL*TEMPLATE*Member Rights and Responsibilities
*TOCLVL1*Member Rights and Responsibilities*TOCLVL1*

Your participation in your health care program is vital to maintaining quality in your program and services. Your
importance to this process is reflected in the following statement of principles.

You have the right to:

1. Receive information about Highmark, its products and its services, its practitioners and providers, and
your rights and responsibilities.

2. Be treated with respect and recognition of your dignity and right to privacy.

3. Participate with practitioners in decision-making regarding your health care. This includes the right to be
informed of your diagnosis and treatment plan in terms that you understand and participate in decisions
about your care.

4. Have a candid discussion of appropriate and/or medically necessary treatment options for your
condition(s), regardless of cost or benefit coverage. Highmark does not restrict the information shared
between practitioners and patients and has policies in place, directing practitioners to openly
communicate information with their patients regarding all treatment options regardless of benefit
coverage.

5. Voice a complaint or file an appeal about Highmark or the care provided and receive a reply within a
reasonable period of time.

6. Make recommendations regarding the Highmark Members' Rights and Responsibilities policies.

You have a responsibility to:

1. Supply to the extent possible, information that the organization needs in order to make care available to
you, and that its practitioners and providers need in order to care for you.

2. Follow the plans and instructions for care that you have agreed on with your practitioners.

3. Communicate openly with the physician you choose. Ask questions and make sure you understand the
explanations and instructions you are given, and participate in developing mutually agreed upon
treatment goals. Develop a relationship with your doctor based on trust and cooperation.

How We Protect Your Right to Confidentiality
*TOCLVL2*How We Protect Your Right to Confidentiality*TOCLVL2*

We have established policies and procedures to protect the privacy of our members' protected health
information ("PHI") in all forms, including PHI given verbally, from unauthorized or improper use. Some of the
ways we protect your privacy include not discussing PHI outside of our offices, e.g., in hallways, elevators, as
well as verifying your identity before we discuss PHI with you over the phone. As permitted by law, we may use
or disclose protected health information for treatment, payment and health care operations, such as: claims
management, routine audits, coordination of care, quality assessment and measurement, case management,
utilization review, performance measurement, customer service, credentialing, medical review and
underwriting. With the use of measurement data, we are able to manage members' health care needs, even
targeting certain individuals for quality improvement programs, such as health, wellness and disease
management programs.
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If we ever use your protected health information for non-routine uses, we will ask you to give us your
permission by signing a special authorization form, except with regard to court orders and subpoenas.

You have the right to access the information your doctor has been keeping in your medical records, and any
such request should be directed first to your network physician.

You benefit from the many safeguards we have in place to protect the use of data we maintain. This includes
requiring our employees to sign statements in which they agree to protect your confidentiality, using computer
passwords to limit access to your protected health information, and including confidentiality language in our
contracts with physicians, hospitals, vendors and other health care providers.

Our Privacy Department reviews and approves policies regarding the handling of confidential information.

Recognizing that you have a right to privacy in all settings, we even inspect the privacy of examination rooms
when we conduct on-site visits to physicians' offices. It's all part of safeguarding the confidentiality of your
protected health information.
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*TEMPLATE*CCBSPA_CERT_MEDICAL*TEMPLATE*Terms You Should Know
*TOCLVL1*Terms You Should Know*TOCLVL1*

The following terms apply only if your group provides coverage for this benefit. Depending on your health care
program not all terms may apply. Your group administrator can determine if you are eligible for this coverage.
Please refer to the Schedule of Benefits section of this certificate.

Applied Behavioral Analysis - The design, implementation and evaluation of environmental
modifications, using behavioral stimuli and consequences, to produce socially significant improvement in
human behavior or to prevent loss of attained skill or function, including the use of direct observation,
measurement and functional analysis of the relations between environment and behavior.

Approved Clinical Trial - A Phase I, Phase II, Phase III, or Phase IV clinical trial that is conducted in
relation to the prevention, detection, or treatment of cancer or other life-threatening disease or condition and
that has been federally funded, authorized or approved by one of the following:

a. The National Institutes of Health (NIH), including the National Cancer Institute (NCI);

b. The United States Food and Drug Administration (FDA) in the form of an investigational new drug
(IND) exemption;

c. The United States Department of Defense (DOD);

d. The United States Department of Veterans Affairs (VA);

e. The Centers for Disease Control and Prevention (CDC);

f. The Agency for Healthcare Research and Quality (AHRQ);

g. The Centers for Medicare and Medicaid Services (CMS);

h. The Department of Energy; or

i. A qualified non-governmental research entity identified in the guidelines issued by the National
Institutes of Health for center support.

Highmark may, at its discretion, approve other clinical trials that do not satisfy the above criteria.

Artificial Insemination - A procedure, also known as intrauterine insemination (IUI) or
intracervical/intravaginal insemination (ICI), by which sperm is directly deposited into the vagina, cervix or
uterus to achieve fertilization and pregnancy.

Assisted Reproductive Technology - Includes all treatments or procedures that involve the in vitro
(i.e., outside of the living body) handling of both human oocytes (eggs) and sperm, or embryos, for the purpose
of establishing a pregnancy. This includes, but is not limited to, in vitro fertilization (IVF) and embryo transfer,
gamete intra-fallopian transfer (GIFT), zygote intra-fallopian transfer (ZIFT), tubal embryo transfer (TET),
peritoneal ovum sperm transfer, zona drilling, sperm microinjection, gamete and embryo cryopreservation
(freezing), oocyte and embryo donation, and gestational surrogacy or carrier, but does not include artificial
insemination in which sperm are placed directly into the vagina, cervix or uterus.
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Autism Service Provider - A professional provider or a facility provider licensed or certified, where
required, and performing within the scope of such license or certification providing treatment for autism
spectrum disorders, pursuant to a treatment plan, as provided herein.

Autism Spectrum Disorders - Any disorder defined as an autism spectrum disorder by the most recent
edition of the Diagnostic and Statistical Manual of Mental Disorders, or its successor.

Behavior Specialist - An individual licensed or certified, where required, and performing within the scope
of such licensure or certification, who designs, implements or evaluates a behavior modification intervention
component of a treatment plan for the treatment of autism spectrum disorders, including those based on
applied behavioral analysis, to produce socially significant improvements in human behavior or to prevent loss
of attained skill or function through skill acquisition and the reduction of problematic behavior.

Benefit Period - The specified period of time during which charges for covered services must be incurred in
order to be eligible for payment by your program. A charge shall be considered incurred on the date you
receive the service or supply for which the charge is made.

Blues On Call (Health Education and Support Program) - A program administered by the
designated agent through which you receive health education and support services, including assistance in the
self-management of certain health conditions.

Board-Certified - A designation given to those physicians who, after meeting strict standards of knowledge
and practices, are certified by the professional board representing their specialty.

Brand Drug - A recognized trade name prescription drug product, usually either the innovator product for
new drugs still under patent protection or a more expensive product marketed under a brand name for
multi-source drugs and noted as such in the pharmacy database used by Highmark.

Claim - A request for precertification, preauthorization or prior approval of a covered service or for the
payment or reimbursement of the charges or costs associated with a covered service. Claims include:

l Pre-Service Claim - A request for precertification, preauthorization or prior approval of a covered
service which under the terms of your coverage must be approved before you receive the covered
service.

l Urgent Care Claim - A pre-service claim which, if decided within the time periods established for
making non-urgent care pre-service claim decisions, could seriously jeopardize your life, health or
ability to regain maximum function or, in the opinion of a physician with knowledge of your medical
condition, would subject you to severe pain that cannot be adequately managed without the service.
Whether a request involves an urgent care claim will be determined by your attending physician or
provider.

l Post-Service Claim - A request for payment or reimbursement of the charges or costs associated
with a covered service that you have received.

Collection Contact Lenses - Covered Contact Lenses available for a specified cost-share, as
determined by the Plan.

Contact Lenses - Lenses made of various materials, either rigid or flexible, that fit over the cornea and may
extend to the sclera of the eye in order to correct refractive errors.

Covered Maintenance Prescription Drug - A maintenance prescription drug, which Highmark is
contractually obligated to pay or provide as a benefit to you under this program when dispensed by a
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participating maintenance pharmacy. Any prescription order for  not more than a 90-day supply of a legend
drug shall be considered a covered maintenance prescription drug, unless otherwise expressly excluded.

Covered Services - A service or supply specified by your program which is eligible for payment when
rendered by a provider.

Custodial Care - Care provided primarily for maintenance of the patient or which is designed essentially to
assist the patient in meeting the activities of daily living and which is not primarily provided for its therapeutic
value in the treatment of an illness, disease, bodily injury, or condition. Multiple non-skilled nursing
services/non-skilled rehabilitation services in the aggregate do not constitute skilled nursing services/skilled
rehabilitation services. Custodial care includes, but is not limited to, help in walking, bathing, dressing, feeding,
preparing special diets and supervising the administration of medications not requiring skilled nursing
services/skilled rehabilitation services provided by trained and licensed medical personnel.

Designated Agent - An entity that has contracted, either directly or indirectly, with your health care
program to perform a function and/or service in the administration of this program. Such function and/or service
may include, but is not limited to, medical management and provider referral.

Designated Telemedicine Provider - A Professional Provider, licensed where required and performing
within the scope of such licensure, who has an agreement with a vendor.

Detoxification Services (Withdrawal Management Services) - Inpatient and outpatient services
for the treatment of withdrawal from alcohol or drugs. Inpatient services must include twenty-four hour nursing
care and physician oversight.

Diabetes Prevention Program - A 12-month program using curriculum approved by the Centers for
Disease Control to deliver a prevention lifestyle intervention for those at high risk of developing type 2
diabetes. The program includes behavioral and motivational content focusing on moderate changes in both
diet and physical activity.

Diabetes Prevention Provider - An entity that offers a diabetes prevention program.

Electrolysis - a procedure by which individual hairs are removed from the body through the application of
an electric current.

Emergency Care Services - The treatment of bodily injuries resulting from an accident, or following the
sudden onset of a medical condition, or following, in the case of a chronic condition, a sudden and unexpected
medical event that manifests itself by acute symptoms of sufficient severity or severe pain, such that a prudent
layperson who possesses an average knowledge of health and medicine could reasonably expect the absence
of immediate medical attention to result in:

l placing your health or, with respect to a pregnant member, the health of the member or the unborn
child in serious jeopardy;

l causing serious impairment to bodily functions; and/or
l causing serious dysfunction of any bodily organ or part

and for which care is sought as soon as possible after the medical condition becomes evident to you.

Exclusions - Services, supplies, or charges that are not covered by your program.
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Experimental/Investigative - The use of any treatment, service, procedure, facility, equipment, drug,
device or supply (intervention) which is not determined by Highmark Inc. to be medically effective for the
condition being treated. The Plan will consider an intervention to be experimental/investigative if: the
intervention does not have Food and Drug Administration (FDA) approval to be marketed for the specific
relevant indication(s); or, available scientific evidence does not permit conclusions concerning the effect of the
intervention on health outcomes; or, the intervention is not proven to be as safe and as effective in achieving
an outcome equal to or exceeding the outcome of alternative therapies; or, the intervention does not improve
health outcomes; or, the intervention is not proven to be applicable outside the research setting. If an
intervention, as defined above, is determined to be experimental/investigative at the time of the service, it will
not receive retroactive coverage, even if it is found to be in accordance with the above criteria at a later date.

Explanation of Benefits (EOB) - This is the statement you’ll receive from Highmark after your claim is
processed. It lists: the provider’s charge, allowable amount, copayment, deductible and coinsurance amounts,
if any, you’re required to pay; total benefits payable; and total amount you owe.

Eyeglass Lenses - Glass or other transparent material having the ability to bend light predictably.

Generic Drug - A drug that is available from more than one manufacturing source and accepted by the FDA
as a substitute for those products having the same active ingredients as a brand drug and listed in the FDA
"Approved Drug Products with Therapeutic Equivalence Evaluations," otherwise known as the Orangebook,
and noted as such in the pharmacy database used by Highmark.

Highmark Blue Shield Participating Facility Provider Network - All Highmark Blue Shield
Participating Facility Providers, approved as a network by the Pennsylvania Department of Health, that have
entered into an agreement, either directly or indirectly, with the Plan to provide health care Services to
Members.

Highmark Blue Shield Service Area - The geographic area, within Pennsylvania, in which Highmark
Blue Shield operates as a hospital plan corporation consisting of the following counties in central Pennsylvania:

Adams
Berks
Centre (part)
Columbia
Cumberland
Dauphin

Franklin
Fulton
Juniata
Lancaster
Lebanon

Lehigh
Mifflin
Montour
Northampton
Northumberland

Perry
Schuylkill
Snyder
Union
York

Highmark NE Participating Facility Provider Network - All Highmark NE Participating Facility
Providers, approved as a network by the Pennsylvania Department of Health, that have entered into an
agreement, either directly or indirectly, with the Plan to provide health care Services to Members.

Highmark Northeastern Pennsylvania Service Area - The geographic area within northeastern
Pennsylvania consisting of the following counties in Pennsylvania:

Bradford
Carbon
Clinton
Lackawanna

Luzerne
Lycoming
Monroe

Pike
Sullivan
Susquehanna

Tioga
Wayne
Wyoming
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Highmark Western Pennsylvania Service Area - The geographic area, within western
Pennsylvania, consisting of the following counties in Pennsylvania:

Allegheny
Armstrong
Beaver
Bedford
Blair
Butler
Cambria
Cameron

Centre (part)
Clarion
Clearfield
Crawford
Elk
Erie
Fayette

Forest
Greene
Huntingdon
Indiana
Jefferson
Lawrence
McKean

Mercer
Potter
Somerset
Venango
Warren
Washington
Westmoreland

Immediate Family - Your spouse, child, stepchild, parent, brother, sister, mother-in-law, father-in-law,
brother-in-law, sister-in-law, daughter-in-law, son-in-law, grandchild, grandparent, stepparent, stepbrother or
stepsister.

In-Area - The geographic area within Pennsylvania consisting of the following counties:

Adams
Allegheny
Armstrong
Beaver
Bedford
Berks
Blair
Bradford
Butler
Cambria
Cameron
Carbon
Centre

Clarion
Clearfield
Clinton
Columbia
Crawford
Cumberland
Dauphin
Elk
Erie
Fayette
Forest
Franklin
Fulton

Greene
Huntingdon
Indiana
Jefferson
Juniata
Lackawanna
Lancaster
Lawrence
Lebanon
Lehigh
Luzerne
Lycoming
McKean

Mercer
Mifflin
Monroe
Montour
Northampton
Northumberland
Perry
Pike
Potter
Schuylkill
Snyder
Somerset
Sullivan

Susquehanna
Tioga
Union
Venango
Warren
Washington
Wayne
Westmoreland
Wyoming

Infertility - The medically documented inability to conceive with unprotected sexual intercourse between
partners of the opposite biological sex for a period of at least 12 months. The inability to conceive may be due
to either partner.

Inpatient - A member who is a registered bed patient in a hospital or skilled nursing facility and for whom a
room and board charge is made.

Intensive Outpatient Program - A time-limited, separate, and distinct outpatient program that includes
individual therapy, family therapy, group therapy and medication management following an individualized
treatment plan. Participation in an Intensive Outpatient Program may involve two (2) or more hours of
programming a week.  The program may be offered during the day or evening hours and can be a step-down
from a higher level of care or a step-up to prevent the need for a higher level of care. The goals of an Intensive
Outpatient Program are to prevent or reduce the need for inpatient hospitalization and to reduce or stabilize
symptoms and functional impairment of a psychiatric or co-occurring substance use disorder. Medically
necessary treatment is provided within a structured therapeutic milieu.

Keystone Health Plan West Network - All Keystone Health Plan West Providers approved as a
network by the Pennsylvania Department of Health that have entered into a network agreement, either directly
or indirectly, with the Plan to provide health care Services to Members under this Contract.
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Local PPO Network - All Providers who have entered into an agreement, either directly or indirectly, with
any licensee of the Blue Cross Blue Shield Association located Out-of-Area pertaining to payment as a
participant in that licensee’s PPO network for Covered Services rendered to a Member under this Contract.

Maintenance Prescription Drug - A prescription drug prescribed for the control of a chronic disease or
illness, or to alleviate the pain and discomfort associated with a chronic disease or illness.

Maximum - The greatest amount payable by the program for covered services. This could be expressed in
dollars, number of days, or number of services for a specified period of time. There are two types of
maximums:

Program Maximum - The greatest amount payable by the program for all covered services.

Benefit Maximum - The greatest amount payable by the program for a specific covered service.

Medically Necessary and Appropriate (Medical Necessity and Appropriateness) -
Services, medications or supplies that a provider, exercising prudent clinical judgment, would provide to a
patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury, disease or its
symptoms, and that are: (i) in accordance with generally accepted standards of medical practice; and (ii)
clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the
patient's illness, injury or disease; and (iii) not primarily for the convenience of the patient, physician, or other
health care provider, and not more costly than an alternative service, sequence of services or site of service at
least as likely to produce equivalent therapeutic or diagnostic results given the nature of the patient's
diagnosis, treatment, illness, injury or disease, the severity of the patient's symptoms, or other clinical criteria. 

Highmark reserves the right, utilizing the criteria set forth in this definition, to render the final determination as
to whether a service, medication or supply is medically necessary and appropriate. No benefits hereunder will
be provided unless Highmark determines that the service, medication or supply is medically necessary and
appropriate.

Medically Necessary Contact Lenses - A Contact Lens covered only after cataract surgery, corneal
transplant surgery, or other conditions such as, but not limited to, keratoconus or when adequate visual acuity
is not attainable with eyeglasses but can be achieved through the use of Contact Lenses and which are
Medically Necessary and Appropriate.

Medicare Eligible Expenses - Expenses of the kinds covered by Medicare, to the extent recognized as
reasonable and medically necessary and appropriate by Medicare. If this program provides for benefits not
covered by Medicare, Highmark reserves the right to determine whether such benefits are medically necessary
and appropriate.

Medication Synchronization - The coordination of prescription drug filling or refilling by a pharmacist or
dispensing physician for a member taking two or more maintenance prescription drugs for the purpose of
improving medication adherence.

Network - Depending on where you receive services, the network is designated as one of the following: 

l When the Member receives Covered Services within the Highmark Western Pennsylvania Service
Area, the designated network for Professional Providers, Facility Providers and Ancillary Providers
is the Keystone Health Plan West Network; 
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l When the Member receives Covered Services within the Highmark Northeastern Pennsylvania
Service Area, the designated network for Professional Providers is the PremierBlue Shield
Preferred Professional Provider Network and the designated network for Facility Providers is the
Local PPO Network. Also included are Ancillary Providers who have an agreement, directly or
indirectly, with the Plan pertaining to payment for Covered Services rendered to a Member as a
network participant;

l When the Member receives Covered Services within the Highmark Blue Shield Service Area, the
designated network for Professional Providers is the PremierBlue Shield Preferred Professional
Provider Network and the designated network for Facility Providers is the Highmark Blue Shield
Participating Facility Provider Network.  Also included are Ancillary Providers who have an
agreement, directly or indirectly, with the Plan pertaining to payment for Covered Services rendered
to a Member as a network participant;

l When the Member receives Covered Services Out-of-Area but within Pennsylvania, the designated
network for Professional Providers is the PremierBlue Shield Preferred Professional Provider
Network and the designated network for Facility Providers is the Local PPO Network. Also included
are Ancillary Providers who have an agreement, directly or indirectly, with the Plan pertaining to
payment for Covered Services rendered to a Member as a network participant;

l When the Member receives Covered Services outside Pennsylvania, the designated network for
Professional Providers and Facility Providers is the Local PPO Network. Also included are Ancillary
Providers who have an agreement, directly or indirectly, with the Plan pertaining to payment for
Covered Services rendered to a Member as a network participant; and

l Notwithstanding the above, when a Member receives Pediatric Dental Services, the Network is the
United Concordia Advantage Provider Network. When a Member receives Vision Care Services,
the Network is the Davis Vision Network. When a Member receives Outpatient Prescription Drugs
or Telemedicine Services, the Network is designated by the Plan. 

For the purposes of this definition, when a Member receives services from a Clinical Laboratory, the
Member is deemed to receive Services at the site the specimen is collected from the Member.

Network Provider - An ancillary provider, professional provider or facility provider who has entered into an
agreement, either directly or indirectly, with Highmark Blue Cross Blue Shield or with any licensee of the Blue
Cross Blue Shield Association located out-of-area, pertaining to payment as a participant in your network for
covered services rendered to a member.

Network Service - A service, treatment or care that is provided by a network provider.

Non-Collection Contact Lenses - Contact Lenses that are covered up to a specified dollar limit. 
Members are responsible for paying the difference between the dollar limit and the Provider’s billed charge.

Office Based Opioid Treatment Program - An outpatient treatment program for the treatment of
opioid use disorder. The program is also known as medication assisted treatment.

Opioid Treatment Program - An outpatient treatment program for the treatment of severe opioid use
disorder. The program consists of daily or several times weekly medication and counseling available to
maintain stability for those with severe opioid use disorder.
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Out-of-Area - The geographic area outside the following Pennsylvania counties.

Adams
Allegheny
Armstrong
Beaver
Bedford
Berks
Blair
Bradford
Butler
Cambria
Cameron
Carbon
Centre

Clarion
Clearfield
Clinton
Columbia
Crawford
Cumberland
Dauphin
Elk
Erie
Fayette
Forest
Franklin
Fulton

Greene
Huntingdon
Indiana
Jefferson
Juniata
Lackawanna
Lancaster
Lawrence
Lebanon
Lehigh
Luzerne
Lycoming
McKean

Mercer
Mifflin
Monroe
Montour
Northampton
Northumberland
Perry
Pike
Potter
Schuylkill
Snyder
Somerset
Sullivan

Susquehanna
Tioga
Union
Venango
Warren
Washington
Wayne
Westmoreland
Wyoming

Partial Hospitalization - The provision of medical, nursing, counseling or therapeutic mental health care
services or substance abuse services on a planned and regularly scheduled basis in a facility provider
designed for a patient or client who would benefit from more intensive services than are generally offered
through outpatient treatment but who does not require inpatient care.

Partial Hospitalization Program - A time-limited, outpatient treatment program that is offered in the day
or evening hours for a minimum of four (4) hours per day, three (3) days per week. A Partial Hospitalization
Program is a less restrictive alternative to inpatient hospitalization for individuals presenting with acute
symptoms of a severe psychiatric disorder who cannot be effectively or safely treated in a lower level of care,
and would otherwise require inpatient treatment. The goals of a Partial Hospitalization Program are to prevent
or reduce the need for inpatient hospitalization or re-hospitalization following discharge from inpatient
treatment and to reduce or stabilize symptoms and functional impairment of a psychiatric or co-occurring
substance use disorder. Medically necessary treatment is provided within a structured therapeutic milieu.

Participating Pharmacy Provider - A Pharmacy Provider that has an agreement, either directly or
indirectly, with Highmark pertaining to the payment of covered medications or specific covered medical devices
provided to the member. To the extent permitted by state and federal law, Participating Pharmacy Providers
with the capability to provide certain immunizations as specified by Highmark, may also receive payment under
the agreement for such immunizations and for the administration thereof, provided to members.

Plan - Refers to Highmark, which is an independent licensee of the Blue Cross Blue Shield Association. Any
reference to the plan may also include its designated agent as defined herein and with whom the plan has
contracted, either directly or indirectly, to perform a function or service in the administration of this program.

Plan Allowance - The amount used to determine payment by Highmark for covered services provided to
you and to determine your liability. Plan allowance is based on the type of provider who renders such services
or as required by law. 

In the case of an out-of-network provider located in-area, the plan allowance shall be based on an adjusted
contractual allowance for like services rendered by a network provider in the same geographic region, or as
required by law.

In the case of a provider located out-of-area, the plan allowance shall be determined based on prices received
from local licensees of the Blue Cross Blue Shield Association in accordance with Highmark’s participation in
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the Inter-Plan Arrangements section as described in the How Your Health Care Program Works section of this
certificate.

The plan allowance for an out-of-network provider that is a state-owned psychiatric hospital is what is required
by law.

Plan Service Area - The geographic area consisting of the Highmark Western Pennsylvania Service Area.

Post-Refractive Products - Services and supplies consisting of, but not necessarily limited to:  ordering
lenses and frames (facial measurement, lens formula, and other specifications), the materials, verification of
the completed prescription upon return from the laboratory, and adjustment of the completed eyeglasses (e.g.
refitting, realigning, readjusting, and tightening), tints and special lens treatments. 

Precertification (Preauthorization) - The process through which medical necessity and
appropriateness of inpatient admissions, services or place of services is determined by Highmark prior to or
after an admission or the performance of a procedure or service.

Preferred Provider Organization (PPO) Program - A program that does not require the selection of
a primary care provider, but is based on a provider network made up of physicians, hospitals and other health
care facilities. Using this provider network helps assure that you receive maximum coverage for eligible
services.

PremierBlue Shield Preferred Professional Provider Network - All PremierBlue Shield
Preferred Providers approved as a network by the Pennsylvania Department of Health, who have an
agreement, either directly or indirectly, with the Plan to provide health care Services to Members.

Prescription Drugs - Any drugs or medications ordered by a professional provider by means of a valid
prescription order, bearing the federal legend: "Caution: Federal law prohibits dispensing without a
prescription," or a legend drug under applicable state law and dispensed by a licensed pharmacist. Also
included are prescribed injectable insulin and other pharmacological agents used to control blood sugar,
diabetic supplies, disposable insulin syringes, as well as compounded medications, consisting of the mixture of
at least two ingredients other than water, one of which must be a legend drug.

Primary Care Provider (PCP) - A physician whose practice is limited to family practice, general practice,
internal medicine or pediatrics, or a certified registered nurse practitioner each of whom has an agreement with
Highmark pertaining to payment as a network participant and has specifically contracted with Highmark to: a)
be designated as a PCP; b) supervise, coordinate and provide specific basic medical services to you; and c)
maintain continuity of patient care.

Provider's Allowable Price - The amount at which a participating pharmacy provider has agreed, either
directly or indirectly, with the health plan to provide covered medications or specific medical devices to you
under this program.

Residential Treatment Facility - A licensed psychiatric residential facility that provides medical
monitoring and twenty-four hour individualized treatment to a group of individuals. The treatment is provided by
paid staff unrelated to the individual.

A residential treatment program must provide the following:
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a. Awake adult supervision twenty-four hours per day;

b. Clinical assessment at least once a day;

c. Individual, group, or family therapy at least three times per week;

d. Medical history and physical examination of patient within six months prior to admission or within
thirty days after admission;

e. Review of patient's current medication(s) initiated within twenty-four hours;

f. Initiation of a multidisciplinary treatment plan within one week;

g. Nursing staff on-site or on-call twenty-four hours per day;

h. Parent training for patient's/guardians or family if return to family is expected;

i. Discharge planning initiated within twenty-four hours;

j. Psychiatric evaluation/updated (initial within one business day, updates at least once a week);

k. Psychosocial assessment and substance evaluation within forty-eight hours;

l. School or vocational program as per the clinical needs and/or age of the patient; and

m. Toxicology screen, quantitative drug analysis, self-help, 12-step, or education group as needed.

Routine Patient Costs - Costs associated with covered services furnished when participating in an
Approved Clinical Trial and that Highmark has determined are medically necessary and appropriate. Such
costs do not include:

l the costs of investigational drugs or devices themselves;
l the costs of non-health services required by you when receiving treatments or interventions in the

course of participating in an Approved Clinical Trial (e.g. transportation, lodging, meals and other
travel expenses);

l items or services provided solely to satisfy data collection and analysis needs and that are not used
in the direct clinical management of you; and

l a service clearly inconsistent with widely accepted and established standards of care for a particular
diagnosis.

Specialist - A physician, other than a primary care provider, whose practice is limited to a particular branch
of medicine or surgery.

Specialist Virtual Visit - A real-time office visit with a specialist at a remote location, conducted via
interactive audio and streaming video telecommunications.

Telemedicine Service - A real time interaction between a Member and a Designated Telemedicine
Provider that is available on-demand 24 hours a day, 7 days a week, 365 days a year and is conducted by
means of telephonic or audio and video telecommunications system, for the purpose of  providing immediate,
one-on-one access to a clinical consultation for the diagnosis and treatment of non-emergency medical
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conditions which are serious or acute but pose no immediate threat to life and health but which require medical
attention within 24 hours.

Totally Disabled (or Total Disability) - A condition resulting from illness or injury as a result of which,
and as certified by a physician, for an initial period of 24 months, you are continuously unable to perform all of
the substantial and material duties of your regular occupation. However: (i) after 24 months of continuous
disability, "totally disabled" (or total disability) means your inability to perform all of the substantial and material
duties of any occupation for which you are reasonably suited by education, training or experience; (ii) during
the entire period of total disability, you may not be engaged in any activity whatsoever for wage or profit and
must be under the regular care and attendance of a physician, other than your immediate family. If you do not
usually engage in any occupation for wages or profits, "totally disabled" (or total disability) means you are
substantially unable to engage in the normal activities of an individual of the same age and sex.

Urgent Care Center - A formally structured hospital-based or freestanding full-service, walk-in health care
clinic, outside of a hospital-based emergency room, that is open twelve hours a day, Monday through Friday
and eight hours a day on Saturdays and Sundays, that primarily treats patients who have an injury or illness
that requires immediate care, but is not serious enough to warrant a visit to an emergency room. An urgent
care center can also provide the same services as a family physician or primary care provider, such as
treatment of minor illnesses and injuries, physicals, x-rays and immunizations.

You or Your - Refers to individuals who are covered under the program.

Highmark is a registered mark of Highmark Inc.

PPO Blue, and Blues On Call are service marks of the Blue Cross Blue Shield Association, an association of independent
Blue Cross and Blue Shield companies.

Baby Blueprints, BlueCard, Blue Cross, Blue Shield and the Cross and Shield symbols are registered service marks of the
Blue Cross Blue Shield Association.

The Blue Cross Blue Shield Association is an independent company that does not provide Highmark Blue Cross Blue
Shield products and services.

Express Scripts is a registered trademark of Express Scripts Holding Company.

You are hereby notified, your health care benefit program is between the Group, on behalf of itself and its students and
Highmark Blue Cross Blue Shield. Highmark Blue Cross Blue Shield is an independent corporation operating under
licenses from the Blue Cross and Blue Shield Association ("the Association"), which is a national association of
independent Blue Cross and Blue Shield companies throughout the United States. Although all of these independent Blue
Cross and Blue Shield companies operate from a license with the Association, each of them is a separate and distinct
operation. The Association allows Highmark Blue Cross Blue Shield to use the familiar Blue Cross and Blue Shield words
and symbols. Highmark Blue Cross Blue Shield shall be liable to the Group, on behalf of itself and its students, for any
Highmark Blue Cross Blue Shield obligations under your health care benefit program.
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Carnegie Mellon University Student Health Plan
(91.36% Actuarial Value – Metal Tier - Platinum)
On the chart below, you'll see what your plan pays for specific services. You may be responsible for a facility fee, clinic charge or similar fee or charge (in
addition to any professional fees) if your office visit or service is provided at a location that qualifies as a hospital department or a satellite building of a
hospital. 105665-01

Benefit Network Out-of-Network
General Provisions

Benefit Period(1) Contract Year
Deductible (per benefit period)

Individual
Family

None
None

$250
$500

Plan Payment Level – based on the plan allowance 100% 80% after deductible
Out-of-Pocket Limit (includes deductible and coinsurance;
excludes copayments and prescription drug cost sharing) Once
met, the plan pays 100% of covered medical and pediatric
dental services for the rest of the benefit period.

Individual
Family

None
None

$4,000
$8,000

Total Maximum Out-of-Pocket(2)

(Includes deductible, coinsurance, copays, prescription drug
cost sharing and other qualified medical expenses, Network
only. Once met, the plan pays 100% of covered services for the
rest of the benefit period.)

Individual
Family

$5,000
$10,000

Not Applicable
Not Applicable

Outpatient Medical Care Services
Retail Clinic Visits (including Virtual Visits) 100% after $25 copayment 80% after deductible
Primary Care Provider Visits (including Virtual Visits) 100% after $25 copayment 80% after deductible
Specialist Visits (including Virtual Visits) 100% after $25 copayment 80% after deductible

Virtual Visit Originating Site Fee 100% 80% after deductible
((( ggg ))) yyy

Urgent Care Center Visits

100% after $25 copayment
(Copayment does not apply to visits for the
treatment of Mental Health or Substance

Abuse)

80% after deductible

Telemedicine Services(3) 100% after $20 copayment Not Covered

Preventive Care Services(4)

Routine Physical exams
(Adult & Pediatric)

100% Not Covered

Adult immunizations 100% 80% after deductible
((( )))

Colorectal cancer screenings 100% 80% after deductible

Routine gynecological exam and Pap Smear 100% 80% after deductible
Mammographic Screening 100% 80% after deductible

gggyyy ggg

Routine Screening tests and procedures 100% 80% after deductible
ggg ggg

Pediatric immunizations 100% 80% no deductible
ggg

Pediatric Vision(5)

Exam (including dilation as professional indicated) 100% Not Covered
Frames 100% Not Covered
Lenses 100% Not Covered

Pediatric Dental(5)

Routine Exam, X-rays, Cleanings, Consultations, Fluoride
Treatments, Palliative Treatment (emergency), Sealants and
Space Maintainers

100%
Not Covered

Other Pediatric Dental Services(6) 50% no deductible Not Covered

Emergency Room and Ambulance Services
Emergency Room Services 100% after $125 copayment (waived if admitted)
Ambulance – Emergency(11) 100%
Ambulance – Non-Emergency (11) 100% 80% after deductible

Hospital and Medical/Surgical Services (including maternity) (10)

Hospital Inpatient(7) 100% after
$140 Copayment per Inpatient Admission

80% after deductible

Medical Care (including inpatient visits and consultations) 100% 80% after deductible

Hospital Outpatient 100% 80% after deductible

Maternity (non-preventive facility & professional services) 100% 80% after deductible

Inpatient Medical Care Services
100% after

$10 Copayment per Inpatient Admission
80% after deductible

Surgical Services 100% 80% after deductible
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This is not intended as a contract of benefits. It is designed purely as a reference of the many benefits available under your program.

8/2023

Therapy, Habilitative and Rehabilitative Services

Physical Medicine

100% 80% after deductible
Limit: 30 visits/benefit period each for Habilitative and Rehabilitative

(Limits do not apply to services prescribed for the treatment of Mental Health or Substance
Abuse)

Speech Therapy

100% 80% after deductible
Limit: 30 visits/benefit period each for Habilitative and Rehabilitative

(Limits do not apply to services prescribed for the treatment of Mental Health or Substance
Abuse)

Occupational Therapy

100% 80% after deductible
Limit: 30 visits/benefit period each for Habilitative and Rehabilitative

(Limits do not apply to services prescribed for the treatment of Mental Health or Substance
Abuse)

Spinal Manipulations
100% 80% after deductible

Limit: 25 visits/benefit period

Cardiac Rehabilitation 100% 80% after deductible

Home Infusion and Suite Infusion Therapy 100% 80% after deductible

Other Therapy Services (Chemotherapy, Dialysis, Infusion
Therapy, Pulmonary Therapy, Radiation Therapy, Respiratory
Therapy)

100% 80% after deductible

Mental Health/Substance Abuse Services

Inpatient(7) 100% 80% after deductible

Outpatient (includes Virtual Behavioral Health Services) 100% 80% after deductible

Other Services
Allergy Extracts and Injections 100% 80% after deductible
Dental Services Related to Accidental Injury 100% 80% after deductible
Diagnostic Services

Advanced Imaging (CT, CTA, MRI, MRA, PET scan, PTE/CT
scan, etc.)

100% after $40 copayment
(Copayment does not apply to services

prescribed for the treatment of Mental Health
or Substance Abuse)

80% after deductible

Basic Diagnostic Services (standard imaging, diagnostic
medical, lab/pathology, allergy testing)

100% after $25 copayment
(Copayment does not apply to services

prescribed for the treatment of Mental Health
or Substance Abuse)

80% after deductible

)

Durable Medical Equipment, Orthotic Devices and
Prosthetic Appliances

100% 80% after deductible

Home Health Care 100% 80% after deductible

Hospice
100% 80% after deductible

Respite Care is limited to 7 days every six (6) consecutive months

Private Duty Nursing
100% 80% after deductible

Limit: 240 hours/benefit period
Skilled Nursing Facility Services 100% 80% after deductible
Therapeutic Injections 100% 80% after deductible
Transplant Services 100% 80% after deductible

Prescription Drugs
Deductible

Individual
Family

None
None

Prescriptions filled at a non-network pharmacy are not covered.

Your plan uses the Comprehensive Formulary(8)

Soft Mandatory Generic(9)

Retail Drugs (31/60/90-day Supply)
$15/$30/$45 generic copayment

$65/$130/$195 non-formulary generic copayment
$35/$70/$105 formulary brand copayment

$65/$130/$195 non-formulary brand copayment

Maintenance Drugs through Mail Order (90-day Supply)
$30 generic copayment

$130 non-formulary generic copayment
$70 formulary brand copayment

$130 non-formulary brand copayment

This is not a contract. This benefits summary presents plan highlights only. Please refer to the policy / plan documents, as limitations and exclusions apply. The policy /
plan documents control in the event of a conflict with this benefit summary.
(1) Your group's benefit period is based on a Contract Year. The Contract Year is a consecutive 12-month period beginning on your school’s effective date. Contact your school to determine the

effective date applicable to your program.
(2) The Network Total Maximum Out-of-Pocket (TMOOP) is mandated by the federal government. TMOOP must include deductible, coinsurance, copays, prescription drug cost share and any

qualified medical expense.
(3) Services must be performed by a Highmark approved telemedicine provider.
(4) Services are limited to those listed on the Highmark Preventive Schedule and Women’s Health Preventive Schedule.
(5) Pediatric vision and dental benefits are only available to dependent children or health plan members under age 19.
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(6) A Medically Necessary orthodontic service is an orthodontic procedure that occurs as part of an approved orthodontic plan that is intended to treat a severe dentofacial abnormality. Prior
approval is required. See your benefit booklet for more details.

(7) Highmark Medical Management & Policy (MM&P) must be contacted prior to a planned inpatient admission or within 48 hours of an emergency or maternity-related inpatient admission. Be
sure to verify that your provider is contacting MM&P for precertification. If not, you are responsible for contacting MM&P. If this does not occur and it is later determined that all or part of the
inpatient stay was not medically necessary or appropriate, you will be responsible for payment of any costs not covered.

(8) The formulary is an extensive list of Food and Drug Administration (FDA) approved prescription drugs selected for their quality, safety and effectiveness. It includes products in every major
therapeutic category. The formulary was developed by the Highmark Pharmacy and Therapeutics Committee made up of clinical pharmacists and physicians. Your program includes
coverage for formulary drugs at the specific copayment or coinsurance amounts listed above.

(9) Under the soft mandatory generic provision, you are responsible for the payment differential when a generic drug is authorized by your provider and you purchase a brand name drug. Your
payment is the price difference between the brand name drug and generic drug in addition to the brand name drug copay or coinsurance amounts, which may apply.

(10) Benefits for Emergency Care Services rendered by an Out-of-Network Provider will be paid at the Network level. Benefits for Hospital Services or Medical Care Services rendered by an
Out-of-Network Provider to a member requiring an inpatient admission or observation immediately following receipt of Emergency Care Services will be paid at the Network level. The
member will not be responsible for any amounts billed by the Out-of-Network Provider that exceed the plan allowance for such services.

(11) Air Ambulance services rendered by out-of-network providers will be covered at the highest network level of benefits.
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*TEMPLATE*CCBSPA_CERT_DENTAL*TEMPLATE*

Blue Edge Dental
Carnegie Mellon University Student Plan

Group 10566501, 02, 03, 04, 05, 06, 07, 08, 09
Effective August 01, 2023

This booklet relates to a Limited Policy - Read it Carefully
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Discrimination is Against the Law

o
o

o
o
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LANGUAGE ASSISTANCE SERVICES 
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*TEMPLATE*CCBSPA_CERT_DENTAL*TEMPLATE*Highmark Blue Cross Blue Shield is very pleased to provide this information about your dental care program.
Read it carefully and keep it in a safe place with your other valuable documents. Review it to become familiar
with your benefits and when you have a specific question regarding your coverage.

This booklet does not constitute a contract of benefits and provisions. The complete set of terms of coverage
are set forth in the group contract issued by Highmark Blue Cross Blue Shield, an Independent Licensee of the
Blue Cross and Blue Shield Association. Should the information in this booklet differ from the information
contained in the group contract, the terms of the group contract shall govern. This booklet is merely a
description of the principal features of your BlueEdge Dental program.
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Non-Assignment
Unless otherwise required by law, Highmark is authorized by the member to make payments directly
to providers furnishing Covered Services provided under the program described in this benefit
booklet; however, Highmark reserves the right to make these payments directly to the member. The
right of a member to receive payment for a Covered Service described in this benefit booklet is not
assignable, except to the extent required by law, nor may benefits described in this benefit booklet be
transferred either before or after Covered Services are rendered. Any (direct or indirect) attempt to
accomplish such an assignment shall be null and void. Nothing contained in this benefit booklet shall
be construed to make Highmark, the group health plan or the group health plan sponsor liable to any
assignee to whom a member may be liable for medical care, treatment, or services.
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*TOCLVL1*How Your Benefits Are Applied-Dental Program*TOCLVL1*

How Your Benefits Are Applied - Dental Program

Benefit Period
*TOCLVL2*Benefit Period*TOCLVL2*

The specified period of time during which charges for covered services must be incurred in order to be eligible
for payment by Highmark. A charge shall be considered incurred on the date you receive the service, product
or supply for which the charge is made.

Your benefit period is 12 consecutive months beginning on  1.

Coinsurance
*TOCLVL2*Coinsurance*TOCLVL2*

Those remaining percentages or dollar amounts of the maximum allowable charge for a covered service that
are your responsibility after Highmark pays the percentages or dollar amounts shown on the Summary of
Benefits for a covered service.

Deductible
*TOCLVL2*Deductible*TOCLVL2*

A specified amount of expenses set forth in the Summary of Benefits for covered services that you must be
pay before Highmark will pay any benefit.

Member Liability
*TOCLVL2*Member Liability*TOCLVL2*

In order to keep the program affordable for you, Highmark includes certain cost-sharing features. If the class or
service grouping is not covered under the program, the Summary of Benefits will indicate either “not covered”
or “Plan Pays -- 0%”. You will be responsible to pay your dentist the full charge for these uncovered services.

Classes or service groupings shown with “Plan Pays” percentages greater than 0% but less than 100% require
you to pay a portion of the cost for the covered service. For example, if the program pays 80%, your share or
coinsurance is 20% of the maximum allowable charge. You are also responsible to pay any deductibles,
charges exceeding the program maximums or charges for covered services performed before satisfaction of
any applicable waiting periods or which are not eligible for payment following the application of program benefit
limitations. If you receive covered services from an out-of network provider, the plan will apply the percentages
shown in the Summary of Benefits and you will be responsible for the difference, up to the provider’s charge.

Maximum
*TOCLVL2*Maximum*TOCLVL2*

The greatest amount Highmark is obligated to pay for all covered services rendered during a specified period
as shown in the Summary of Benefits.

Limitations
*TOCLVL2*Limitations*TOCLVL2*

Certain services on the Summary of Benefits are subject to frequency or age limitations See the section
Covered Services for any limitations. Before reviewing the limitations, you must first check the Summary of
Benefits to see which services are covered.
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Payment For Network Covered Expenses
*TOCLVL2*Payment For Network Covered Expenses*TOCLVL2*

If you have services performed by a network dentist, Highmark will pay covered benefits directly to the network
dentist. Both you and the dentist will be notified of benefits covered, the plan's payment and any amounts you
owe for coinsurance, deductibles, charges exceeding annual maximums or charges for services not covered.
Payment will be based on the maximum allowable charge (MAC) that the treating network dentist has
contracted to accept. MAC charges may vary depending on the geographical area of the dental office and the
contract between Highmark or its designated agent and the particular network dentist rendering the service.
Network dentists agree by contract to accept MAC as payment in full for covered services rendered to you.
You shall be held harmless if, after receiving services from a network dentist, such services are determined not
to be dentally necessary.

Payment For Out-of-Network Covered Expenses
*TOCLVL2*Payment For Out-of-Network Covered Expenses*TOCLVL2*

If you receive services from an out-of-network dentist, Highmark will send payment for covered benefits to you,
unless the claim submitted by you indicates that payment should be sent directly to the dentist that performed
the services. This is called assignment of benefits, and is available for care delivered by out-of-network
dentists outside of Pennsylvania. You will still be notified whether the services you received are covered, the
plan payment and any amounts that you owe for coinsurance, deductibles, charges exceeding annual
maximums, services not covered due to benefit frequency limitations or charges for services not covered by
your program. Highmark's payment will be based on the maximum allowable charges (MAC) for the services.
You will be responsible to pay the dentist any difference between the plan's payment and the out-of-network
dentist's full charge for the services. Out-of-network dentists are not obligated to limit their fees to the plan's
MAC. Dental emergency services performed by an out-of-network dentist will be reimbursed by the plan so that
you are not liable for a greater out of pocket expense than if you were treated by a network dentist.
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*TEMPLATE*CCBSPA_CERT_DENTAL*TEMPLATE**TOCLVL1*Description of Benefits*TOCLVL1*

Description of Benefits

The general descriptions below explain the services on the Summary of Benefits. The descriptions are not
all-inclusive – they include only the most common dental procedures in a class or service grouping. Specific
dental procedures may be shifted among groupings or classes or may not be covered depending on your
program.

Check the Summary of Benefits section to see which services are covered (“Plan Pays percentage greater
than “0%”). Also, have your provider call Highmark to verify coverage of specific dental procedures or log on to
www.highmarkbcbs.com to check coverage.

Covered services are limited as detailed below. Limitations may differ by the state in which you receive
services. Some limitations may be waived depending on your medical condition. Only American Dental
Association procedure codes are covered.

Also, be sure to review the section, What is Not Covered for exclusion information.

Exams (oral evaluations)
Oral examination and evaluation of the member by a provider. Examinations may be comprehensive and
periodic, limited problem focused and consultations and detailed problem focused.

l Benefits for Oral Evaluations are limited to:

¡ Comprehensive and periodic – Two of these services per 12 months. Once paid, comprehensive
evaluations are not eligible to the same office unless there is a significant change in health
condition or the patient is absent from the office for three or more years.

¡ Limited problem focused and consultations – One of these services per dentist per patient per 12
months.

¡ Detailed problem focused – One per dentist per patient per 12 months per eligible diagnosis.

X-rays (full mouth, bitewing and occlusal)
Bitewings, periapical and full-mouth x-rays. Benefits are limited to:

l Full mouth x-rays – One set every 5 years.
l Bitewing x-rays – One sets per 0  under age  and One sets per 0  age  and older.

Cleanings, Fluoride Treatments, Sealants for prevention
Benefits are limited to:

l Prophylaxis – Two per 12 months. One additional if you are under the care of a medical
professional during pregnancy.

l Fluoride treatment – Two per 12 months for members under age 19.
l Sealants – One per tooth  every 3 years between ages 6 and 16 on permanent first and second

molars.

Palliative Treatment for relief of pain for dental emergencies.

Space Maintainers to prevent tooth movement.
l Space maintainers –One per 3 years period for members under age 19 when used to maintain space as

a result of prematurely lost deciduous molars and permanent first molars, or deciduous molars and
permanent first molars that have not, or will not, develop.
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Basic Restorative to treat caries (cavities, tooth decay) – amalgam and anterior composite resin fillings,
stainless steel crowns, crown build-ups and posts and cores.

l Replacement of restorative services only when they are not, and cannot be made, serviceable:

¡ Basic restorations – not within 24 months of previous placement.

¡ Single crowns, inlays, onlays, buildups, and post and cores – not within Five year(s) of previous
placement.

¡ Replacement of natural tooth/teeth in an arch – not within abc years of a fixed partial denture, full
denture or partial removable denture.

Endodontics to treat the dental pulp, pulp chamber and root canal – root canal treatment and retreatment,
pulpotomy, pulpal therapy, apicoectomy, and apexification.

l Pulpal therapy – one per eligible primary tooth per lifetime only when there is no secondary tooth to
replace it.

l Root canal retreatment – One per tooth per lifetime.

Non-surgical Periodontics for non-surgical treatment of diseases of the gums and bones supporting the
teeth – periodontal scaling and root planing, periodontal maintenance.

Repairs of Crowns, Inlays, Onlays, Bridges– repair, recementation, re-lining, re-basing and adjustment.

Denture Repairs
l Denture relining, rebasing or adjustments are considered part of the denture charges if provided within

Six months of insertion by the same dentist. Subsequent denture relining or rebasing limited to One every
Three years thereafter.

Simple Extractions – non-surgical removal of teeth and roots.

Periodontics and Surgical Periodontics for surgical treatment of the tissues supporting and surrounding the
teeth (gums and bone) – gingivectomy, gingivoplasty, gingival curretage, osseous surgery, crown lengthening,
bone and tissue replacement grafts.

l Periodontal Services:

¡ Full mouth debridement – One per lifetime.

¡ Periodontal maintenance following active periodontal therapy – Two per 12 months in addition to
routine prophylaxis.

¡ Periodontal scaling and root planing – One per 24 month(s) per area of the mouth.

¡ Surgical periodontal procedures – One per 36 months per area of the mouth.

¡ Guided tissue regeneration – One per tooth per lifetime.

Complex Oral Surgery for surgical treatment of the hard and soft tissues of the mouth – surgical extractions,
impactions, excisions, exposure, root removal; alveoplasty and vestibuloplasty.

Anesthesia for elimination of pain during treatment – general or nitrous oxide or IV sedation. Limited to 0
minutes per session.
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Crowns, Inlays and Onlays/Prefabricated stainless steel crowns when the teeth cannot be restored by
fillings.

l Prefabricated stainless steel crowns – One per tooth per lifetime for members under age 14.

Prosthetics – fixed bridges, partial and complete dentures.

Recementation
l Recementation – One per 3 Calendar Year(s). Recementation during the first 12 months following

insertion of the crown or bridge by the same dentist is included in the crown or bridge benefit.

Implantology Services
Benefits for implantology services are limited to specific dental procedures related to; surgical services,
supporting structures, implant/abutment supported removable and fixed dentures, implant/abutment supported
single crowns, implant/abutment supported fixed partial denture, and other repair procedures. Please contact
member service at the toll-free telephone number on your dental identification card to verify if your procedure is
eligible under these benefits.

l Benefits for implantology services are limited to one service per tooth per lifetime. Implantology services
benefits are limited to Members age 18 and older.

Orthodontics for treatment of poor alignment and occlusion – diagnostic x-rays, active treatment and retention
for eligible dependent children.

l Payment for orthodontic services shall cease at the end of the month of your group's termination.
l Diagnostic, active, retention treatment services are limited to eligible dependent children under the age of

19 and to eligible full-time student Dependents under the age of 19.

Smile for Health Benefits

Pregnancy - Additional benefits are available for members who are pregnant:
The following additional covered services, or reduced cost-shares for plan covered services, are also available
through Smile for Health Pregnancy benefits, regardless of whether the member has met any plan maximum
applicable to the covered service:

l Prophylaxis (cleaning) – one per benefit period, in addition to the prophylaxis service listed under
the Covered Services.

l Periodontal maintenance - are covered at 100% of MAC when rendered by a network provider. If
Highmark covers out-of-network services, Highmark pays 100% of MAC, and the member pays the
remainder of the provider's charges. Also, one extra periodontal maintenance procedure is covered
per benefit period, in addition to the periodontal maintenance service listed under the Covered
Services.

l Scaling and root planing - are covered at 100% MAC when rendered by a network provider. If
Highmark covers out-of-network services, Highmark pays 100% of MAC, and the member pays the
remainder of the provider's charges. Any applicable deductible is waived.

l Gingival flap procedures and osseous surgeries (periodontal surgery) - are covered at 100% of
MAC when rendered by a network provider. If Highmark covers out-of-network services, Highmark
pays 100% of MAC, and the member pays the remainder of the provider's charges.
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*TEMPLATE*CCBSPA_CERT_DENTAL*TEMPLATE**TOCLVL1*What Is Not Covered -Dental Program*TOCLVL1*

What Is Not Covered - Dental Program

Except as specifically provided in this program or as Highmark is mandated or required to cover based on state
or federal law, regulation or other directive, no benefit will be provided for services or charges that are:

l started prior to your effective date or after the termination of coverage under the group program
(e.g. multi-visit procedures such as endodontics, crowns, bridges, inlays, onlays, and dentures).

l for house or hospital calls for dental services and for hospitalization costs (e.g. facility-use fees).
l for prescription and non-prescription drugs, vitamins or dietary supplements.
l administration of nitrous oxide and/or IV sedation, unless specifically indicated on the Summary of

Benefits.
l which are cosmetic in nature as determined by Highmark (e.g. bleaching, veneer facings,

personalization or characterization of crowns, bridges and/or dentures).
l elective procedures (e.g. the prophylactic extraction of third molars).
l for congenital mouth malformations or skeletal imbalances (e.g. treatment related to cleft lip or cleft

palate, disharmony of facial bone, or required as the result of orthognathic surgery including
orthodontic treatment). This exclusion does not apply to the treatment of medically diagnosed
congenital defects or birth abnormalities of a newborn dependent child or newly adopted children,
regardless of age.

l for dental implants and any related surgery, placement, restoration, prosthetics (except single
implant crowns), maintenance and removal of implants unless specifically covered under the
program.

l diagnostic services and treatment of jaw joint problems by any method unless specifically covered
under the program. Examples of these jaw joint problems include, but are not limited to,
temporomandibular joint disorders (TMD) and craniomandibular disorders or other conditions of the
joint linking the jaw bone and the complex of muscles, nerves and other tissues related to the joint.

l for treatment of fractures and dislocations of the jaw.
l for treatment of malignancies or neoplasms.
l services and/or appliances that alter the vertical dimension (e.g. full-mouth rehabilitation, splinting,

fillings) to restore tooth structure lost from attrition, erosion or abrasion, appliances or any other
method.

l replacement or repair of lost, stolen or damaged prosthetic or orthodontic appliances.
l preventive restorations.
l periodontal splinting of teeth by any method.
l for duplicate dentures, prosthetic devices or any other duplicative device.
l for which in the absence of insurance, you would incur no charge.
l for plaque control programs, tobacco counseling, oral hygiene and dietary instructions.
l for any condition caused by or resulting from declared or undeclared war or act thereof, or resulting

from service in the National Guard or in the Armed Forces of any country or international authority.
l for treatment and appliances for bruxism (e.g. night grinding of teeth).
l for any claims you submit or which are submitted on your behalf to Highmark in excess of 12

months after the date of service.
l incomplete treatment (e.g. patient does not return to complete treatment) and temporary services

(e.g. temporary restorations).
l procedures that are part of a service but are reported as separate services; reported in a treatment

sequence that is not appropriate; or misreported or that represent a procedure other than the one
reported.

l specialized procedures and techniques (e.g. precision attachments, copings and intentional root
canal treatment).

l those not dentally necessary or not deemed to be generally accepted standards of dental treatment.
If no clear or generally accepted standards exist, or there are varying positions within the
professional community, the opinion of Highmark will apply.

l not prescribed by or performed by or upon the direction of a provider.
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l rendered by other than a provider.
l rendered by a provider who is a member of your immediate family.
l experimental/investigative in nature.
l to the extent benefits are provided to members of the armed forces while on active duty or to

patients in veteran's administration facilities for service-connected illness or injury, unless you have
a legal obligation to pay.

l for any illness or bodily injury which occurs in the course of employment if benefits or compensation
are available, in whole or in part, under the provisions of any federal, state, or local government’s
workers’ compensation, occupational disease, or similar type legislation.  This exclusion applies
whether or not the member files a claim for said benefits or compensation.

l for treatment or services for injuries resulting from the maintenance or use of a motor vehicle if such
treatment or service is paid or payable under a plan or policy of motor vehicle insurance, including a
certified or qualified plan of self-insurance, or any fund or program for the payment of extraordinary
medical benefits established by law, including any medical benefits payable in any manner under
the Pennsylvania Motor Vehicle Financial Responsibility Act.

l for telephone consultations, charges for failure to keep a scheduled visit, or charges for completion
of a claim form.

l for otherwise covered services ordered by a court or other tribunal as part of your or your
dependent's sentence.

l  for implantology services to replace one or more teeth missing prior to your effective date of
coverage.

l for any tests, screenings, examinations or any other services required by: a) an employer or
governmental body or agency in order to begin or to continue working or as a condition to
performing the functions of any employment in a particular setting; b) a school, college or university
in order to enter onto school property or a particular location regardless of purpose; or c) a
governmental body or agency for public surveillance purposes; and that does not relate to the
furnishing or administration of an individualized test, screening or evaluation determined by your
attending professional provider as being medically appropriate.

l For any other medical or dental service or treatment except as provided herein.
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*TEMPLATE*CCBSPA_CERT_DENTAL*TEMPLATE**TOCLVL1*How Your Program Works - Dental Program*TOCLVL1*

How Your Program Works - Dental Program

Choice of Provider

You may choose any licensed dentist for services. However, if you choose a network dentist, you limit your out
of pocket costs. Network dentists limit their fees to their contracted maximum allowable charges for covered
services. Also, if agreed by the provider, network dentists limit their charges for all services delivered to you,
even if the service is not covered for any reason and a benefit is not paid under your dental program. Network
dentists also complete and send claims for the covered services you receive directly to Highmark for
processing. To find a network dentist, visit Highmark's Web site at www.highmarkbcbs.com or call the
toll-free number on the back of your dental identification card.

If you go to a dentist who is an out-of-network dentist, you may have to pay the dentist at the time of service
and complete and submit your own claims to Highmark for reimbursement. You will be responsible for the
dentist's full charge which may exceed Highmark's maximum allowable charge and result in higher out of
pocket costs.
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*TEMPLATE*CCBSPA_CERT_DENTAL*TEMPLATE**TOCLVL1*General Information - Dental Program*TOCLVL1*

General Information - Dental Program

*TOCLVL2*Who is Eligible for Coverage*TOCLVL2*Who is Eligible for Coverage

You may enroll your:

l Spouse under a legally valid existing marriage

l Unmarried children under 26 years of age, including:
¡ Newborn children
¡ Stepchildren
¡ Children legally placed for adoption
¡ Legally adopted children or children for whom the employee or the employee's spouse is the child’s

legal guardian
¡ Children awarded coverage pursuant to an order of court

provided they do not have dental benefits available to them through their own employment.

Unless the period of eligibility for the dependent child is otherwise extended pursuant to applicable state
or federal law, coverage automatically terminates and all benefits hereunder cease at the end of the
month the dependent reaches the limiting age, whether or not notice to terminate is received by
Highmark.

l Unmarried children over age 26 who are not able to support themselves due to intellectual disability,
physical disability, mental illness or developmental disability.  Highmark may require proof of such
disability from time to time.

NOTE: To the extent mandated by the requirements of Pennsylvania Act 83 of 2005, eligibility will be continued
past the limiting age for unmarried children who are enrolled as dependents under their parent’s coverage at
the time they are called or ordered into active military duty. They must be a member of the Pennsylvania
National Guard or any reserve component of the armed forces of the United States, who is called or ordered to
active duty, other than active duty for training, for a period of 30 or more consecutive days, or be a member of
the Pennsylvania National Guard ordered to active state duty for a period of 30 or more consecutive days. If
they become a full-time student for the first term or semester starting 60 or more days after their release from
active duty, they shall be eligible for coverage as a dependent past the limiting age for a period equal to the
duration of their service on active duty or active state duty.

For the purposes of this note, full-time student shall mean a dependent who is enrolled in, and regularly
attending, an accredited school, college or university, or a licensed technical or specialized school for 15 or
more credit hours per semester, or, if less than 15 credit hours per semester, the number of credit hours
deemed by the school to constitute full-time student status.

l A domestic partner* shall be considered for eligibility as long as a domestic partnership (a voluntary
relationship between two domestic partners) exists with you. In addition, the children of the domestic
partner shall be considered for eligibility as if they were your children as long as the domestic partnership
exists. Furthermore, to be considered an eligible dependent, the domestic partner must demonstrate
financial interdependence with you by submitting proof to the group of three or more of the following:
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¡ A domestic partner agreement or proof of registry with a domestic partner registry
¡ A joint mortgage or lease
¡ A designation of one of the partners as beneficiary in the other partner’s will
¡ A durable property and health care powers of attorney
¡ Joint title to an automobile, or joint bank account or credit account
¡ Such other proof as is sufficient to establish economic interdependency under the circumstances of

the particular case

The group is responsible for determining if a person is eligible for coverage as a domestic partner and for
reporting such eligibility to Highmark. Highmark reserves the right to request, at any time, documentation
relative to eligibility for coverage of a domestic partner.

*"Domestic Partner" means a member of a domestic partnership consisting of two partners, each of whom has
registered with a domestic partner registry in effect in the municipality/governmental entity within which the
domestic partner currently resides, or who meets the definition of a domestic partner as defined by the state or
local government where the individual currently resides or meets all of the following:

l Is unmarried, at least 18 years of age, resides with the other partner and intends to continue to reside
with the other partner for an indefinite period of time

l Is not related to the other partner by adoption or blood
l Is the sole domestic partner of the other partner and has been a member of this domestic partnership for

the last six months
l Agrees to be jointly responsible for the basic living expenses and welfare of the other partner
l Meets (or agrees to meet) the requirements of any applicable federal, state, or local laws or ordinances

for domestic partnerships which are currently enacted, or which may be enacted in the future

To be eligible for dependent coverage, proof that dependents meet the above criteria may be required.

*TOCLVL2*Changes in Membership Status*TOCLVL2*Changes in Membership Status

For Highmark to administer coverage for you and your dependents, you must keep your plan sponsor informed
about any address changes or changes in family status (births, adoptions, deaths, marriages, divorces, etc.)
that may affect your coverage.

Your newborn child may be covered under your program for a maximum of 31 days from the moment of birth.
To be covered as a dependent beyond the 31-day period, the newborn child must be enrolled as a dependent
under this program within such period.

*TOCLVL2*Termination of Your Coverage Under the Group Contract*TOCLVL2*Termination of Your Coverage Under the Group Contract

Your coverage can be terminated in the following instances:

l When you cease to be a student, your coverage will terminate at the end of the last month for which
payment was made.

l When you fail to pay the required contribution, coverage will terminate at the end of the last month for
which payment was made.

l Termination of the employer contract automatically terminates the coverage of all the members. It is the
responsibility of the employer to notify you of the termination of coverage. However, coverage will be
terminated regardless of whether the notice is given to you by the employer.

l If it is proven that you obtained or attempted to obtain benefits or payment for benefits through fraud or
intentional misrepresentation of a material fact, Highmark may, upon notice to you, terminate your
coverage under the program.
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l It is understood that you have an affirmative obligation to notify the group or Highmark as soon as the
domestic partnership has been terminated. Upon termination of the domestic partnership, coverage of
the former domestic partner and the children of the former domestic partner will terminate at the end of
the last month for which payment was made.

*TOCLVL2*Benefits After Coverage Terminates*TOCLVL2*Benefits After Coverage Terminates

Highmark is not liable to pay any benefits for dental services which are started after the termination date of
your coverage or of the group program. However, coverage for completion of a dental procedure requiring two
or more visits on separate days will be extended for a short period of 90 days after the termination date in
order for the procedure to be finished. The procedure must be started prior to the termination date. The
procedure is considered started when the teeth are irrevocably altered. For example, for crowns or fixed partial
dentures, the procedure is started when the teeth are prepared and impressions are taken. For root canals, the
procedure is started when the tooth is opened and pulp is removed. For orthodontic treatment, if covered under
your plan, coverage will be extended through the end of the month of the member’s termination date. This
extension does not apply if the program terminates for failure to pay premium.

*TOCLVL2*College Tuition Reward Program*TOCLVL2*College Tuition Reward Program

1. Highmark provides access to a College Tuition Reward Program ("Program") made available by
SAGE CTB LLC ("Sage"). Sage represents and has agreements with a consortium of private
colleges and universities that participate in the Program.

2. Participation in the Program is at the sole option of the member.

3. Members who wish to participate in the Program can earn college tuition reward points that can be
converted into equivalent cash credits which may be applied to the tuition expenses that eligible
students incur when attending Sage participating colleges and universities. Credits are earned and
accumulate during the period in which the member is enrolled under this plan.

4. Information regarding Program details including a listing of participating colleges and universities
will be provided by Sage.

5. Highmark makes no representations and assumes no liability in connection with the Program or its
administration.

*TOCLVL2*Coordination of Benefits*TOCLVL2*Coordination of Benefits

If you or your dependents are covered by any other dental program and receive a service covered by this
program and the other dental program, benefits will be coordinated. This means that one program will be
primary and determine its benefits before those of the other program and without considering the other
program's benefits. The other program will be secondary and determine its benefits after the primary program.
The secondary program's benefits may be reduced because of the primary program's payment. Each program
will provide only that portion of its benefit that is required to cover expenses. This prevents duplicate payments
and overpayments. Upon determination of primary or secondary liability, this program will determine payment.

The following words and phrases regarding the Coordination of Benefits ("COB") provision are defined
as set forth below:

l Allowable Amount is the program allowance for items of expense, when the care is covered at least in
part by one or more programs covering the member for whom the claim is made.

l Claim Determination Period means a benefit year. However, it does not include any part of a year
during which a person has no coverage under this program.
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l Other Dental Plan is any form of coverage which is separate from this program with which coordination
is allowed. Other Dental Plan will be any of the following which provides dental benefits, or services, for
the following: group insurance or group type coverage, whether insured or uninsured. It also includes
coverage other than school accident type coverage (including grammar, high school and college student
coverages) for accidents only, including athletic injury, either on a 24-hour basis or on a "to and from
school basis," or group or group type hospital indemnity benefits of $100 per day or less.

l Primary Plan is the program which determines its benefits first and without considering the other
program's benefits. A program that does not include a COB provision may not take the benefits of
another program into account when it determines its benefits.

l Secondary Plan is the program which determines its benefits after those of the other plan (Primary
Plan). Benefits may be reduced because of the other program's (Primary Plan) benefits.

l Plan means this document, providing dental care benefits to which this COB provision applies and which
may be reduced as a result of the benefits of other dental plans.

The fair value of services provided by the Company will be considered to be the amount of benefits
paid by the Company. The Company will be fully discharged from liability to the extent of such
payment under this provision.

In order to determine which plan is primary, this Plan will use the following rules.

l If the other plan does not have a provision similar to this one, then that plan will be primary.
l If both plans have COB provisions, the plan covering the Member as a primary insured is determined

before those of the plan which covers the person as a Dependent.
l Dependent Child/Parents Not Separated or Divorced -- The rules for the order of benefits for a

Dependent child when the parents are not separated or divorced are:

¡ The benefits of the plan of the parent whose birthday falls earlier in a year are determined before
those of the plan of the parent whose birthday falls later in that year;

¡ If both parents have the same birthday, the benefits of the plan which covered the parent longer are
determined before those of the plan which covered the other parent for a shorter period of time;

¡ The word "birthday" refers only to month and day in a calendar year, not the year in which the
person was born;

¡ If the other plan does not follow the birthday rule, but instead has a rule based upon the gender of
the parent; and if, as a result, the plans do not agree on the order of benefits, the rule based upon
the gender of the parent will determine the order of benefits.

l Dependent Child/Separated or Divorced Parents -- If two or more plans cover a person as Dependent
child of divorced or separated parents, benefits for the child are determined in this order:

¡ First, the plan of the parent with custody of the child.
¡ Then, the plan of the spouse of the parent with the custody of the child; and
¡ Finally, the plan of the parent not having custody of the child.
¡ If the specific terms of a court decree state that one of the parents is responsible for the dental care

expenses of the child, and the entity obligated to pay or provide the benefits of the plan of that
parent has actual knowledge of those terms, the benefits of that plan are determined first. The plan
of the other parent will be the Secondary Plan.

¡ If the specific terms of the court decree state that the parents will share joint custody, without stating
that one of the parents is responsible for the dental care expenses of the child, the plans covering
the child will follow the order of benefit determination rules outlined in the above paragraph, titled
Dependent Child/Parents Not Separated or Divorced.
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l Active/Inactive Member

¡ For actively employed Members and their spouses over the age of 65 who are covered by
Medicare, the plan will be primary.

¡ When one contract is a retirement plan and the other is an active plan, the active plan is primary.
When two retirement plans are involved, the one in effect for the longest time is primary. If another
contract does not have this rule, then this rule will be ignored.

l If none of these rules apply, then the contract which has continuously covered the Member for a longer
period of time will be primary.

l The plan covering an individual as a COBRA continuee will be secondary to a plan covering that
individual as a Member or a Dependent.

Right to Receive and Release Needed Information -- Certain facts are needed to apply these COB rules.
The Plan has the right to decide which facts it needs. It may get needed facts from or give them to any other
organization or person. Any health information furnished to a third party will be released in accordance with
federal law. Each person claiming benefits under this Plan must give any facts needed to pay the claim.

Facility of Payment -- A payment made under another plan may include an amount which should have been
paid under this plan. If it does, the Plan may pay the amount to the organization which made that payment.
That amount will then be treated as though it were a benefit paid under this plan, and the Plan will not pay that
amount again. The term "payment made" includes providing benefits in the form of services, in which case
"payment made" means reasonable cash value of the services prepaid by the Plan.

Right of Recovery -- If the payment made by the Plan is more than it should have paid under this COB
provision, the Plan may recover the excess from one or more of the following: (1) persons it has paid or for
whom it has paid; or (2) insurance companies; or (3) other organization. Members are required to assist the
Company to implement this section.

*TOCLVL2*Force Majeure*TOCLVL2*Force Majeure

No failure, delay or default in performance of any obligation of Highmark shall constitute an event of default or
breach to the extent that such failure to perform, delay or default arises out of a cause, existing or future, that is
beyond the reasonable control and not the result of the negligence of Highmark. Such events include, by way
of illustration and not limitation, Acts of God, war (declared or undeclared), government regulation, acts or
inaction of governmental authority, civil or military authority, unforeseen disruptions caused by suppliers,
subcontractors, vendors or carriers, terrorism, disaster, strikes, civil-disorder, curtailment of transportation
facilities, fire, floods, blizzards, epidemics, pandemics, viral or communicable disease outbreaks, National
Emergency, quarantines, disruption of the labor force and/or any other cause which is beyond the reasonable
control of Highmark (hereinafter a "Force Majeure Event"), that makes it impossible, illegal or commercially
impracticable for Highmark to perform its obligations in whole or in part.

Upon the occurrence of a Force Majeure Event, Highmark shall take action to minimize the consequences of
the Force Majeure Event. If Highmark relies on any of the foregoing as an excuse for failure, default or delay in
performance, it shall give prompt written notice to the group of the facts that constitute such Force Majeure
Event, when it arose and when it is expected to cease.
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*TEMPLATE*CCBSPA_CERT_DENTAL*TEMPLATE**TOCLVL1*How to File a Claim - Dental Program*TOCLVL1*

How to File a Claim - Dental Program

*TOCLVL2*Notice of Claim and Proof of Loss*TOCLVL2*NOTICE OF CLAIM AND PROOF OF LOSS

Network Providers have directly or indirectly entered into an agreement with the Plan pertaining to the payment
for Covered Services rendered to a Member. When a Member receives Covered Services from a Network
Provider, it is the responsibility of the Network Provider to submit its claim to the Plan in accordance with the
terms of its participation agreement. Should the Network Provider fail to submit its claim in a timely manner or
otherwise satisfy the Plan’s requirements as they relate to the filing of claims, the Member will not be liable and
the Network Provider shall hold the Member harmless relative to payment of the Covered Services received by
the Member.

When Covered Services are received from other than a Network Provider, the Member is responsible for
submitting the claim to the Plan. In such instances, the Member must submit the claim in accordance with the
following procedures:

1. Notice of Claim

The Plan will not be liable for any claims under this Contract unless proper notice is furnished to the Plan
that Covered Services in this Contract have been rendered to a Member. Written notice of a claim must
be given to the Plan within twenty (20) days or as soon as reasonably possible after Covered Services
have been rendered to the Member.  Notice given by or on behalf of the Member to the Plan that includes
information sufficient to identify the Member that received the Covered Services shall constitute sufficient
notice of a claim to the Plan. The Member can give notice to the Plan by writing to the Member Service
Department. The address of the Member Service Department can be found on the Member’s
Identification Card. A charge shall be considered Incurred on the date a Member receives the Service for
which the Charge is made.

2. Claim Forms

Proof of loss for benefits under this Contract must be submitted to the Plan on the appropriate claim form.
The Plan, upon receipt of a notice of a Claim will, within fifteen (15) days following the date a notice of a
claim is received, furnish to the Member claim forms for filing proofs of loss. If claim forms are not
furnished within fifteen (15) days after the giving of such notice, the Member shall be deemed to have
complied with the requirements of this Subsection as to filing a proof of loss upon submitting, within the
time fixed in this Subsection for filing proofs of loss, itemized bills for Covered Services as described
below. The proof of loss may be submitted to the Plan at the address appearing on the Member’s
Identification Card.

3. Proof of Loss

Claims cannot be paid until a written proof of loss is submitted to the Plan. Written proof of loss must be
provided to the Plan within twelve (12) months after the date of such loss.  Proof of loss must include all
data necessary for the Plan to determine benefits. Failure to submit a proof of loss to the Plan within the
time specified will not invalidate or reduce any Claim if it is shown that the proof of loss was submitted as
soon as reasonably possible, but in no event, except in the absence of legal capacity, will the Plan be
required to accept a proof of loss later than one (1) year from the time proof is otherwise required.

115



4. Submission of Claim Forms

The completed claim form, with all itemized bills attached, must be forwarded to the Plan at the address
appearing on the Member’s Identification Card in order to satisfy the requirement of submitting a written
proof of loss and to receive payment for benefits provided under this Contract.

To avoid delay in handling Member-submitted claims, answers to all questions on the claim form must be
complete and correct. Each claim form must be accompanied by itemized bills showing:

Person or organization providing the Service
Type of Service
Date of Service
Amount charged
Name of patient

Itemized bills cannot be returned.

A request for payment of a Claim will not be reviewed and no payment will be made unless all of the
information and evidence of payment required on the Claim form has been submitted in the manner
described above. The Plan reserves the right to require additional information and documents as needed
to support a claim that a Covered Service has been rendered.

Notice of the Plan’s claim determination will be issued within a reasonable period of time not to exceed
thirty (30) days following the receipt of a proper proof of loss. This period of time may be extended one
(1) time by the Plan for an additional period of time not to exceed fifteen (15) days provided the extension
is due to matters outside the control of the Plan and a written explanation for the delay is provided to the
Member.

In the event that the Plan renders an adverse decision on the Claim, the notification shall include, among
other items, the specific reason or reasons for the adverse decision and a statement describing the right
of the Member to file an appeal.

5. Time of Payment of Claims

Claim payments for benefits payable under this Contract will be processed immediately upon receipt of a
proper proof of loss.

6. Authorized Representative

Nothing in this Subsection shall preclude a duly authorized representative of the Member from filing or
otherwise pursuing a Claim on behalf of the Member. The Plan reserves the right to establish reasonable
procedures for determining whether an individual has been authorized to act on behalf of the Member.

*TOCLVL2*Predetermination*TOCLVL2*Predetermination

A predetermination is a review in advance of treatment by Highmark to determine patient eligibility and
coverage for planned services. Predetermination is not required to receive a benefit for any service under the
program. However, it is recommended for extensive, more costly treatment such as crowns and bridges. A
predetermination gives you and your dentist an estimate of your coverage and how much your share of the
cost will be for the treatment being considered.

To have services predetermined, you or your dentist should submit a claim showing the planned procedures
but leaving out the dates of services. Be sure to sign the predetermination request. Substantiating material
such as radiographs and periodontal charting may be requested by Highmark to estimate benefits and
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coverage. We will determine benefits payable, taking into account exclusions and limitations including alternate
treatment options based upon the provisions of the program. We will notify you of the estimated benefits.

When the services are performed, simply have your dentist contact us or fill in the dates of service for the
completed procedures on the predetermination notification and re-submit it to Highmark for processing. Any
predetermination amount estimated is subject to continued eligibility of the patient. We may also make
adjustments at the time of final payment to correct any mathematical errors, apply coordination of benefits, and
comply with your plan in effect and remaining program maximum dollars on the date of service.

*TOCLVL2*Your Explanation of Benefits Statement*TOCLVL2*Your Explanation of Benefits Statement

When you submit a claim, you will receive an Explanation of Benefits (EOB) statement that lists:

l the provider's actual charge;
l the allowable amount as determined by Highmark;
l the copayment; deductible and coinsurance amounts, if any, that you are required to pay;
l total benefits payable; and
l the total amount you owe.

*TOCLVL2*Review of Claim Determination*TOCLVL2*Review of Claim Determination

If you are not satisfied with a claim determination or payment, please contact member service at the toll-free
telephone number on your dental identification card, If, after speaking with a member service representative,
you are still dissatisfied then please see the Appeal Procedure subsection below.

Filing Benefit Claims

l Authorized Representatives
You have the right to designate an authorized representative to file or pursue a request for
reimbursement or other post-service claim on your behalf. Highmark reserves the right to establish
reasonable procedures for determining whether an individual has been authorized to act on your behalf.

l Requests for Reimbursement and Other Claims
When you receive services from a network provider, the provider will report the services to Highmark and
payment will be made directly to the provider. Highmark will also notify the provider of any amounts that
you are required to pay in the form of a copayment. If you believe that the determination of the
copayment amount is not correct or that any portion of those amounts are covered under your benefit
program, you may file a claim to have that amount paid.

*TOCLVL2*Determinations on Benefit Claims*TOCLVL2*Determinations on Benefit Claims

Notice of Adverse Benefit Determinations Involving Requests for Reimbursement and Other Claims
If you have submitted a claim for services of an out-of-network provider, Highmark will notify you in writing of its
determination on your request for reimbursement or other claim within a reasonable period of time following
receipt of your claim. That period of time will not exceed 30 days from the date your claim was received.
However, this 30-day period of time may be extended one time for an additional 15 days, provided that
Highmark determines that the additional time is necessary due to matters outside its control, and notifies you of
the extension prior to the expiration of the initial 30-day claim determination period. If an extension of time is
necessary because you failed to submit information necessary for Highmark to make a decision on your claim,
the notice of extension that is sent to you will specifically describe the information that you must submit. In this
event, you will have at least 45 days in which to submit the information before a decision is made on your
claim. 
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If your request for reimbursement or other claim is denied, you will receive written notification of that denial
which will include, among other items, the specific reason or reasons for the adverse benefit determination and
a statement describing your right to file an appeal.

For a description of your right to file an appeal concerning an adverse benefit determination of a request for
reimbursement or any other claim, see the Appeal Procedure subsection below.

*TOCLVL2*Appeal Procedure*TOCLVL2*Appeal Procedure

This appeal procedure is effective on the effective date of your program. If you are dissatisfied with our benefit
determination on a claim, you may appeal our decision by following the steps outlined in this procedure. We
will resolve your appeal in a thorough, appropriate, and timely manner to ensure that you are afforded a full
and fair review of claims for benefits. Benefit determinations will be made in accordance with the plan
documents and consistently among claimants. You or your authorized representative may submit written
comments, documents, records and other information relating to claims or appeals. We will provide a review
that takes into account all information submitted whether or not it was considered with its first determination on
the claim. Any notifications by Highmark required under these procedures will be supplied to you or your
authorized representative.

The following terms when used in this document have the following meaning:

l "Adverse benefit determination” is a denial, reduction, or termination of or failure to make payment (in
whole or in part) based on a determination of eligibility to participate in a plan or the application of any
utilization review; or a determination that an item or service otherwise covered is experimental or
investigational or not dentally necessary or appropriate.

l "Authorized representative” is a person granted authority by you to act on your behalf regarding a claim
for benefits or an appeal of an adverse benefit determination. An assignment of benefits is not a grant of
authority to act on your behalf in pursuing and appealing a benefit determination.

Procedure
You or your authorized representative may file an appeal with Highmark within 180 days of receipt of an
adverse benefit determination. To file an appeal, telephone the toll-free number listed on your dental ID card.
We will review the claim and notify you of our decision within 60 days of the request for appeal. Any dentist
advisor involved in reviewing the appeal will be different from and not in a subordinate position to the dentist
advisor involved in the initial benefit determination. Notice of the appeal decision will include the following in
written or electronic form:

l the specific reason for the appeal decision;
l reference to specific plan provisions on which the decision was based;
l a statement that you are entitled to receive upon request and free of charge, reasonable

accessibility to and copies of all relevant documents, records, and criteria including an explanation
of clinical judgment on which the decision was based and identification of the dental experts;

l a statement of your right to bring a civil action under ERISA; and
l the following statement: "You and Highmark may have other voluntary alternative dispute resolution

options, such as mediation. One way to find out what may be available is to contact your local U.S.
Department of Labor Office and your State insurance regulatory agency."
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*TOCLVL1*Member Service - Dental Program*TOCLVL1*

Member Service - Dental Program

Whether it’s for help with a claim or a question about your benefits, you can call your Member Service toll-free
telephone number on the back of your dental ID card or log onto Highmark's Web site,
www.highmarkbcbs.com. A Member Service representative can also help you with any coverage inquiry.
Representatives are trained to answer your questions quickly, politely and accurately.

You can get the following information:

l Find network providers and where to access them
l Verify eligibility for yourself or your dependents
l Request an out-of-network provider reimbursement form
l Speak with a Member Service representative
l Initiate an appeal of a benefit denial
l Ask any questions about your dental benefits
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*TOCLVL1*How We Protect Your Right to Confidentiality*TOCLVL1*

How We Protect Your Right to Confidentiality

We have established policies and procedures to protect the privacy of our members' protected health
information ("PHI") in all forms, including PHI given verbally, from unauthorized or improper use. Some of the
ways we protect your privacy include not discussing PHI outside of our offices, e.g., in hallways, elevators, as
well as verifying your identity before we discuss PHI with you over the phone. As permitted by law, we may use
or disclose protected health information for treatment, payment and health care operations, such as: claims
management, routine audits, coordination of care, quality assessment and measurement, case management,
utilization review, performance measurement, customer service, credentialing, medical review and
underwriting. With the use of measurement data, we are able to manage members' health care needs, even
targeting certain individuals for quality improvement programs, such as health, wellness and disease
management programs.

If we ever use your protected health information for non-routine uses, we will ask you to give us your
permission by signing a special authorization form, except with regard to court orders and subpoenas.

You have the right to access the information your doctor has been keeping in your medical records, and any
such request should be directed first to your network physician.

You benefit from the many safeguards we have in place to protect the use of data we maintain. This includes
requiring our employees to sign statements in which they agree to protect your confidentiality, using computer
passwords to limit access to your protected health information, and including confidentiality language in our
contracts with physicians, hospitals, vendors and other health care providers.

Our Privacy Department review and approves policies regarding the handling of confidential information.

Recognizing that you have a right to privacy in all settings, we even inspect the privacy of examination rooms
when we conduct on-site visits to physicians' offices. It's all part of safeguarding the confidentiality of your
protected health information.
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*TEMPLATE*CCBSPA_CERT_DENTAL*TEMPLATE**TOCLVL1*Terms You Should Know - Dental Program*TOCLVL1*

Terms You Should Know - Dental Program

Claim - A request for payment or reimbursement of the charges or costs associated with a covered service.

Cosmetic - Those procedures which are undertaken primarily to improve or otherwise modify your
appearance.

Dentist - A person licensed to practice dentistry in the state in which dental services are provided. Dentist will
include other duly licensed dental practitioners under the scope of the individual's license when state law
requires independent reimbursement of such practitioners.

Dentally Necessary - A dental service or procedure is determined by a dentist to either establish or
maintain a patient's dental health based on the professional diagnostic judgment of the dentist and the
prevailing standards of care in the professional community. The determination will be made by the dentist in
accordance with guidelines established by Highmark.

Designated Agent - An entity that has contracted with Highmark, either directly or indirectly, to perform a
function and/or service in the administration of this program.

Experimental or Investigative - The use of any treatment, procedure, facility, equipment, drug, or drug
usage device or supply which Highmark determines is not acceptable standard dental treatment of the
condition being treated, or any such items requiring federal or other governmental agency approval which was
not granted at the time the services were rendered. Highmark will rely on the advice of the general dental
community including, but not limited to dental consultants, dental journals and/or governmental regulations, to
make this determination.

Limitations - The maximum frequency or age limit that applies to a covered service.

Maximum Allowable Charge - The greatest amount Highmark will allow for a specific service. Maximum
allowable charges may vary depending upon the contract between Highmark or its designated agent and the
particular network dentist rendering the service. Depending upon your program, maximum allowable charges
for covered services rendered by out-of-network dentists may be the same or higher than such charges for
covered services rendered by network dentists in order to help limit your out-of-pocket costs when you choose
out-of-network dentists.

Member(s) - The policyholder and dependent eligible and enrolled for coverage under this program.

Network Dentist - A dentist who has executed a Participating Dentist Agreement with Highmark or its
designated agent, under which the dentist agrees to accept Highmark's maximum allowable charge as
payment in full for covered services. Network dentists separately agree to limit their charges for any other
services delivered to you.

Out-of-Network Dentist - A dentist who has not entered into an agreement, directly or indirectly, with
Highmark or its designated agent pertaining to payment for covered services rendered to a member.

Plan - Refers to Highmark Blue Cross Blue Shield, a wholly-owned subsidiary of Highmark Inc., which is an
independent licensee of the Blue Cross Blue Shield Association. Any reference to the plan may also include its
designated agent as defined herein and with whom Highmark has contracted either directly or indirectly, to
perform a function or service in the administration of this program.
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Service - A service, treatment or supply rendered by a dentist to you.

Waiting Period - The period of time, if applicable, that you must be enrolled under the program before
benefits will be paid for certain covered services.

Highmark is a registered mark of Highmark Inc.

122



 Effective Date: December 2018 
 

123



 Effective Date: December 2018 
 

 

 

A. 

B. 

C. 

124



 Effective Date: December 2018 
 

D. 

E. 

F. 

G. 

H. 

I. 

J. 

K. 

L. 

M. 

N. 

125



 Effective Date: December 2018 
 

O. 

P. 

 
 
 
 
 
 
 
 

A. 

B. 

1. 
2. 
3. 

a. 

126



 Effective Date: December 2018 
 

b. 
(i) 

(ii)

(iii) 
(iv) 
(v) 
(vi) 

(vii) 

B. 

127



 Effective Date: December 2018 
 

C. 

D. 

E. 

F. 

128



 Effective Date: December 2018 
 

129



 Effective Date: December 2018 
 

 

 

 

 

 

 

130



 Effective Date: December 2018 
 

131



132



*TEMPLATE*CCBSPA_CERT_VISION*TEMPLATE*

Highmark Inc. d/b/a Highmark Blue Cross Blue Shield

Carnegie Mellon University Student Plan

Group 10566501, 02, 03, 04, 05, 06, 07, 08, 09

Effective August 01, 2023

This is a Limited Policy - Read it Carefully
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Discrimination is Against the Law

o
o

o
o
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LANGUAGE ASSISTANCE SERVICES 
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Non-Assignment
Unless otherwise required by law, Highmark is authorized by the member to make payments directly
to providers furnishing Covered Services provided under the program described in this benefit
booklet; however, Highmark reserves the right to make these payments directly to the member. The
right of a member to receive payment for a Covered Service described in this benefits booklet is not
assignable, except to the extent required by law, nor may benefits described in this benefit booklet be
transferred either before or after Covered Services are rendered. Any (direct or indirect) attempt to
accomplish such an assignment shall be null and void. Nothing contained in this benefit booklet shall
be construed to make Highmark, the group health plan or the group health plan sponsor liable to any
assignee to whom a member may be liable for medical care, treatment, or services.
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Introduction to Your  Program

The following benefits apply to those members who selected vision coverage. If you have any
questions, contact your benefits administrator.

Highmark Blue Cross Blue Shield is very pleased to provide this information about your vision care program
administered by Davis Vision, Inc., a leading national administrator of vision care programs.

This booklet does not constitute a contract of benefits and provisions. The complete set of terms of coverage
are set forth in the group contract issued by Highmark Blue Cross Blue Shield, an independent licensee of the
Blue Cross and Blue Shield Association. Should the information in this booklet differ from the information
contained in the group contract, the terms of the group contract shall govern. This booklet is merely a
description of the principal features of your  program.
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*TEMPLATE*CCBSPA_CERT_VISION*TEMPLATE*How Your Benefits Are Applied
*TOCLVL1*How Your Benefits Are Applied*TOCLVL1*

Benefit Period

The specified period of time during which charges for covered services must be incurred in order to be eligible
for payment by Highmark. A charge shall be considered incurred on the date you receive the service, product
or supply for which the charge is made.

Your benefit period is 12 consecutive months beginning on August 1.

Payment For Network Covered Expenses
*TOCLVL2*Payment For Network Covered Expenses*TOCLVL2*

Professional Services

Eye Examination and Refractive Services
When a network provider is used, payment for eye examinations and refractive services is based on the plan
allowance.

Payment for the eye examination is made directly to the provider and is accepted as payment in full. If the eye
examination is subject to a copayment, as indicated in the Summary of Benefits, you are responsible for paying
that copayment amount to the provider.

Laser Vision Correction Services
When a network provider is used, benefits for laser vision correction services are made available in the form of
a percentage discount of the provider's charge. You are responsible for paying the entire discounted price to
the provider.

Post-Refractive Products
When a network provider is used, payment for post-refractive products is based on the plan allowance, the
amount of the provider's charge up to the program allowance or the discounted price which the provider has
agreed to accept in satisfaction of its charge.

Payment of the plan allowance is made directly to the provider and is accepted as payment-in-full. If the
covered post-refractive product is subject to a copayment, as indicated in the Summary of Benefits, you are
responsible for paying that copayment amount to the provider.

If payment for the covered post-refractive product is made up to the program allowance, as indicated in the
Summary of Benefits, you are responsible for any difference between that amount and the provider's charge.

For those post-refractive products that are provided in the form of a discounted price, as indicated in the
Summary of Benefits, you are responsible for paying the entire discounted price to the network provider.

Payment For Out-of-Network Covered Expenses
*TOCLVL2*Payment For Out-of-Network Covered Expenses*TOCLVL2*

When an out-of-network provider is used, payment for covered expenses is based on the amount of the
provider's charge up to the program allowance, as indicated in the Summary of Benefits. You are responsible
for the difference between the program allowance and the provider's charge.

You may "split" your benefits by receiving your eye examination and eyeglasses (or contact lenses) on
different dates or through different provider locations, if desired. However, complete eyeglasses must be
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obtained at one time and from one provider. Continuity of care will best be maintained when all available
services are obtained at one time from either a network or out-of-network provider.
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*TEMPLATE*CCBSPA_CERT_VISION*TEMPLATE*Covered Services
*TOCLVL1*Covered Services*TOCLVL1*

Eye Examination and Refractive Services
*TOCLVL2*Eye Examination and Refractive Services*TOCLVL2*

A comprehensive examination and evaluation of the eyes performed by a professional provider which shall
include the following:

l Case history
l Assessment of current visual acuities, distance and near, using your present corrective lenses, if

applicable
l External ocular examination including slit lamp examination
l Internal ocular examination including, where professionally indicated, a dilated fundus examination
l Tonometry
l Distance refraction, objective and subjective
l Binocular coordination and ocular motility evaluation
l Evaluation of pupillary function
l Biomicroscopy
l Gross visual fields

Post-Refractive Products
*TOCLVL2*Post-Refractive Products*TOCLVL2*Services and supplies consisting of, but not necessarily limited to: ordering lenses and frames (facial
measurement, lens formula and other specifications), the cost of materials, where applicable, verification of the
completed prescription upon return from the laboratory, and adjustment of the completed glasses to the
patient's face and the subsequent servicing, (i.e., refitting, realigning, readjusting and tightening for a period
not to exceed 90 days), tints and special lens treatments.

Eyeglasses and Frames

Services and supplies prescribed by a professional provider, and received from a provider. Standard eyeglass
lenses include prescription lenses of all sizes and diopter powers, glass or plastic and oversized, and may
include any of the following:

l Single vision
l Bifocal vision
l Trifocal vision
l Lenticular vision

Optional eyeglass lenses benefits provided under this program include coverage for polycarbonate lenses and
standard progressive lenses, Glass-Grey #3 prescription sunglasses and tinted plastic lenses, Premium
Progressive Lenses, Ultra Progressive Lenses and Ultimate Progressive Lenses. Eligibility for polycarbonate
lenses benefits is limited to dependent children and members who are monocular patients or patients with
prescription 6.00 diopters or greater.

Benefits also include discounted prices in connection with the following:

l Premium progressive lenses
l Ultra progressive lenses
l Ultimate progressive lenses
l Polycarbonate lenses, limited to adults who are non-monocular patients with prescription less than

6.00 diopters
l Blended segment lenses
l Intermediate vision lenses
l Photochromic glass lenses
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l Plastic photosensitive lenses
l High-index lenses
l Polarized lenses
l Blue light lenses

Optional lens coatings and treatment benefits provided under this program include discounted prices for the
following:

l Ultraviolet coating
l Scratch-resistant coating
l Standard anti-reflective coating (ARC)
l Premium anti-reflective coating (ARC)
l Ultra anti-reflective coating (ARC)
l Ultimate anti-reflective coating (ARC)

Contact Lenses

Products and services prescribed by a professional provider which may include the following:

l Contact lens evaluation and fitting
l Ordering of lenses according to specifications
l Cost of the materials
l Verification of the completed prescription 
l Fitting
l Dispensing

The contact lenses covered under this program include the following:

l Standard daily wear contact lenses - Contact lenses that are placed in the eye at the beginning of
the day and removed at the end of the day.

l Specialty contact lenses - Includes standard daily wear, disposable or planned replacement types
of contact lenses.

l Disposable contact lenses/planned replacement contact lenses - Contact lenses that are worn for a
prescribed length of time and then are discarded. Compared to conventional contact lenses, these
lenses are intended to offer you better eye health, clearer vision, increased comfort and a "fresh
lens feeling" on a continuous basis. There is very little to no maintenance involved with these
lenses.

l Medically necessary contact lenses - A contact lens considered eligible only after cataract surgery,
corneal transplant surgery or other conditions such as, but not limited to, keratoconus or when
adequate visual acuity is not attainable with eyeglasses but can be achieved through the use of
contact lenses. Medically necessary contact lenses are a contact lens that a provider, exercising
prudent clinical judgment, would provide to a patient for the purpose of preventing, evaluating,
diagnosing or treating an illness, injury, disease or its symptoms, and that are:

¡ in accordance with generally accepted standards of medical practice;
¡ clinically appropriate, in terms of type, frequency, extent, site and duration, and considered

effective for the patient's illness, injury or disease; and
¡ not primarily for the convenience of the patient, physician, or other health care provider, and

not more costly than an alternative service or sequence of services at least as likely to
produce equivalent therapeutic or diagnostic results as to the diagnosis or treatment of that
patient's illness, injury or disease.
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Highmark reserves the right, utilizing the criteria set forth in this description, to render the final
determination as to whether covered contact lenses are medically necessary. This benefit will not be
provided unless Highmark determines that the covered contact lenses are medically necessary.

Medically necessary contact lenses are subject to preauthorization. If the required preauthorization is not
obtained, no benefits will be paid for such lenses and the entire charge will be your responsibility.
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*TEMPLATE*CCBSPA_CERT_VISION*TEMPLATE*

*TOCLVL1*What Is Not Covered*TOCLVL1*What Is Not Covered

Except as specifically provided in this booklet, or as Highmark is mandated or required to cover based on state
or federal law, regulation or other directive, no program payment will be provided for services, products or
supplies which are:

l for examinations, materials or products which are not listed herein as a covered service;
l for medical or surgical treatment of eye disease or injury;
l for visual therapy;
l for diagnostic services, such as diagnostic x-rays, cardiographic and encephalographic

examinations, and pathological or laboratory tests;
l for drugs or any other medications;
l for procedures determined by Highmark to be special or unusual, such as but not limited to,

orthoptics, vision training and tonography;
l for eye examinations or materials necessitated by your employment or furnished as a condition of

employment;
l for any illness or bodily injury which occurs in the course of employment if benefits or compensation

are available, in whole or in part, under the provisions of any federal, state or local government's
workers' compensation, occupational disease or similar type of legislation. This exclusion applies
whether or not you file a claim for said benefits or compensation;

l to the extent benefits are provided by any governmental unit, unless payment is required by law;
l for which you would have no legal obligation to pay;
l received from a medical department maintained, in whole or in part, by or on behalf of an employer,

a mutual benefit association, labor union, trust, or similar person or group;
l rendered prior to your effective date;
l for telephone consultations, charges for failure to keep a scheduled visit, or charges for completion

of a claim form;
l for temporary devices, appliances and services;
l for which you incur no charge;
l the cost of which has been or is later recovered in any action at law or in compromise or settlement

of any claim except where prohibited by law;
l in a facility performed by a professional provider who is compensated by the facility for similar

covered services performed for you;
l to the extent payment has been made under Medicare when Medicare is primary however, this

exclusion shall not apply when the group is obligated by law to offer you all the benefits of this
program and you so elect this coverage as primary;

l for treatment or services for injuries resulting from the maintenance or use of a motor vehicle if such
treatment or service is paid or payable under a plan or policy of motor vehicle insurance, including a
certified or qualified plan of self-insurance, or any fund or program for the payment of extraordinary
medical benefits established by law, including any medical benefits, payable in any manner under
any state law governing liability for injuries arising from the maintenance or use of a motor vehicle;

l for professional services not performed by licensed personnel;
l for the cost of any insurance premiums indemnifying you against losses for lenses or frames;
l for non-prescription industrial safety glasses and safety goggles;
l for sports glasses;
l incurred after the date of termination of your coverage except for lenses and frames prescribed

prior to such termination and delivered within 31 days from such date;
l for duplicate devices, appliances and services;
l for any lenses which do not require a prescription;
l for prosthetic devices and services;
l for low vision aids and services not otherwise specified herein;
l for non-prescription (Plano) lenses;
l for special lens designs or coatings not otherwise specified herein;
l for replacement of lost or stolen eyeglass lenses or frames or lost, stolen or damaged contact

lenses and safety eyeglasses;
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l for replacement of broken frames and eyeglass lenses that are not supplied by Davis Vision's
ophthalmic laboratories;

l for replacement of lost, damaged or broken safety eyeglasses supplied by Davis Vision's
ophthalmic laboratories or any other manufacturer;

l for additives for glass lenses or contact lenses not otherwise specified herein;
l for sales tax and shipping charges that may be associated with purchases of post-refractive

products covered herein;
l for any tests, screenings, examinations or any other services required by; a.) an employer or

governmental body or agency in order to begin or to continue working or as a condition to
performing the functions of any employment in a particular setting; b.) a school, college or university
in order to enter onto school property or a particular location regardless of purpose; or c.) a
governmental body or agency for public surveillance purposes; and that does not relate to the
furnishing or administration of an individualized test, screening or evaluation determined by your
attending professional provider as being medically appropriate; and

l for any other medical or vision service or treatment except as provided herein.
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*TEMPLATE*CCBSPA_CERT_VISION*TEMPLATE*How Your Program Works
*TOCLVL1*How Your Program Works*TOCLVL1*

Network Care
*TOCLVL2*Network Care*TOCLVL2*

To receive services from a provider in the network, call the network provider of your choice and schedule an
appointment. Identify yourself as a Highmark member in a vision program administered by Davis Vision, and
provide the office with your ID number (located on your Highmark ID card), and the name and date of birth of
any covered dependent receiving services. The provider's office will verify your eligibility for services, and no
claims forms are required.

The Davis Vision provider network is being used for this vision product through a contractual arrangement
between Davis Vision and Highmark. Davis Vision is an independent company that manages a network of
licensed vision providers in both private practice and retail locations. Network providers are reviewed and
credentialed to ensure that standards for quality service are maintained. To find a network provider, go to the
website appearing on your identification card and click on "find a vision network provider." Click "OK" to be
redirected to the Davis Vision, Inc., website. Enter your zip code and mile radius then click on "Search" to see
the most current listing of providers that will accept your vision program. Or, you can call Member Service
toll-free at 1-800-223-4795.

In order to provide you with the greatest amount of flexibility and convenience, the network includes a number
of retail establishments. Benefits at the retail locations may vary slightly from other locations. However, your
value is comparable.

Out-of-Network Care
*TOCLVL2*Out-of-Network Care*TOCLVL2*

You and your covered dependents may use an out-of-network provider for certain covered services, although
you can receive the greatest value and maximize your benefit dollars if you select a provider who participates
in the network. If you choose an out-of-network provider, you must pay the provider directly for all charges and
then submit a claim for reimbursement. For specific details, see the "How To File A Claim" section of the
benefit book.

Eligible Providers
*TOCLVL2*Eligible Providers*TOCLVL2*

l Ophthalmologist
l Optician
l Optometrist
l Physician
l Retail optical dispensing firm
l Supplier
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*TEMPLATE*CCBSPA_CERT_VISION*TEMPLATE*General Information
*TOCLVL1*General Information*TOCLVL1*

Who is Eligible for Coverage
*TOCLVL2*Who is Eligible for Coverage*TOCLVL2*

The effective date for an individual member is the date specified by the group in writing or other documented
communication received by Highmark, unless an earlier effective date is required by law.

The group is responsible for determining if a person is eligible for coverage and for reporting such eligibility to
Highmark. Highmark reserves the right to request, at any time, documentation relative to eligibility for coverage
of any individual enrolled for coverage.

You may enroll your:

l Spouse under a legally valid existing marriage
l Unmarried children under 26 years of age, unless otherwise extended pursuant to applicable state or

federal law, including:
¡ Newborn children
¡ Stepchildren
¡ Children legally placed for adoption
¡ Legally adopted children or children for whom the student or the student's spouse is the child’s

legal guardian
¡ Children awarded coverage pursuant to an order of court

Unless the period of eligibility for the dependent child is otherwise extended pursuant to applicable state
or federal law, coverage automatically terminates and all benefits hereunder cease at the end of the
month the dependent reaches the limiting age, whether or not notice to terminate is received by
Highmark.

l Unmarried children over age 26 who are not able to support themselves due to intellectual disability,
physical disability, mental illness or developmental disability that started before age 26. Highmark may

require proof of such disability from time to time.

NOTE:  To the extent mandated by the requirements of Pennsylvania Act 83 of 2005, eligibility will be
continued past the limiting age for unmarried children who are enrolled as dependents under their parent’s
coverage at the time they are called or ordered into active military duty. They must be a member of the
Pennsylvania National Guard or any reserve component of the armed forces of the United States, who is called
or ordered to active duty, other than active duty for training, for a period of 30 or more consecutive days, or be
a member of the Pennsylvania National Guard ordered to active state duty for a period of 30 or more
consecutive days. If they become a full-time student for the first term or semester starting 60 or more days
after their release from active duty, they shall be eligible for coverage as a dependent past the limiting age for
a period equal to the duration of their service on active duty or active state duty.

For the purposes of this note, full-time student shall mean a dependent who is enrolled in, and regularly
attending, an accredited school, college or university, or a licensed technical or specialized school for 15 or
more credit hours per semester, or, if less than 15 credit hours per semester, the number of credit hours
deemed by the school to constitute full-time student status.

A dependent child who takes a medically necessary leave of absence from school, or who changes enrollment
status (such as changing from full-time to part-time) due to a serious illness or injury may continue coverage
for one year from the first day of the medically necessary leave of absence or other change in enrollment, or
until the date coverage would otherwise terminate under the terms of this program, whichever is earlier.
Highmark may require certification from the dependent child's treating physician in order to continue such
coverage.
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l A domestic partner* shall be considered for eligibility as long as a domestic partnership (a voluntary
relationship between two domestic partners) exists with you. In addition, the children of the domestic
partner shall be considered for eligibility as if they were your children as long as the domestic partnership
exists. Furthermore, to be considered an eligible dependent, the domestic partner must demonstrate
financial interdependence with you by submitting proof to the group of three or more of the following:

l A domestic partner agreement or proof of registry with a domestic partner registry
l A joint mortgage or lease
l A designation of one of the partners as beneficiary in the other partner’s will
l A durable property and health care powers of attorney
l Joint title to an automobile, or joint bank account or credit account
l Such other proof as is sufficient to establish economic interdependency under the circumstances of

the particular case

The group is responsible for determining if a person is eligible for coverage as a domestic partner and for
reporting such eligibility to Highmark. Highmark reserves the right to request, at any time, documentation
relative to eligibility for coverage of a domestic partner.

*"Domestic Partner" means a member of a domestic partnership consisting of two partners, each of whom has
registered with a domestic partner registry in effect in the municipality/governmental entity within which the
domestic partner currently resides, or who meets the definition of a domestic partner as defined by the state or
local government where the individual currently resides or meets all of the following:

l Is unmarried, at least 18 years of age, resides with the other partner and intends to continue to
reside with the other partner for an indefinite period of time

l Is not related to the other partner by adoption or blood
l Is the sole domestic partner of the other partner and has been a member of this domestic

partnership for the last six months
l Agrees to be jointly responsible for the basic living expenses and welfare of the other partner
l Meets (or agrees to meet) the requirements of any applicable federal, state, or local laws or

ordinances for domestic partnerships which are currently enacted, or which may be enacted in the
future.

To be eligible for dependent coverage, proof that dependents meet the above criteria may be required.

Changes in Membership Status
*TOCLVL2*Changes in Membership Status*TOCLVL2*

For Highmark to administer consistent coverage for you and your dependents, you must keep your plan
sponsor informed about any address changes or changes in family status (births, adoptions, deaths,
marriages, divorces, etc.) that may affect your coverage.

Your newborn child may be covered under your program for a maximum of 31 days from the moment of birth.
To be covered as a dependent beyond the 31-day period, the newborn child must be enrolled as a dependent
under this program within such period.

Force Majeure
*TOCLVL2*Force Majeure*TOCLVL2*

No failure, delay or default in performance of any obligation of Highmark shall constitute an event of default or
breach to the extent that such failure to perform, delay or default arises out of a cause, existing or future, that is
beyond the reasonable control and not the result of the negligence of Highmark. Such events include, by way
of illustration and not limitation, Acts of God, war (declared or undeclared), government regulation, acts or
inaction of governmental authority, civil or military authority, unforeseen disruptions caused by suppliers,
subcontractors, vendors or carriers, terrorism, disaster, strikes, civil-disorder, curtailment of transportation
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facilities, fire, floods, blizzards, epidemics, pandemics, viral or communicable disease outbreaks, National
Emergency, quarantines, disruption of the labor force and/or any other cause which is beyond the reasonable
control of Highmark (hereinafter a "Force Majeure Event"), that makes it impossible, illegal or commercially
impracticable for Highmark to perform its obligations in whole or in part.

Upon the occurrence of a Force Majeure Event, Highmark shall take action to minimize the consequences of
the Force Majeure Event. If Highmark relies on any of the foregoing as an excuse for failure, default or delay in
performance, it shall give prompt written notice to the group of the facts that constitute such Force Majeure
Event, when it arose and when it is expected to cease.

Termination of Your Coverage Under the Group Contract
*TOCLVL2*Termination of Your Coverage Under the Employer Contract*TOCLVL2*

Your coverage can be terminated in the following instances:

l When you cease to be a student, the group shall promptly notify Highmark that you are no longer
eligible for coverage and that your coverage should be terminated as follows:

¡ When prompt notification is received, coverage will be terminated no earlier than the date on
which you cease to be eligible.

¡ When a group requests a retroactive termination of coverage, coverage will be terminated no
earlier than the first day of the month preceding the month in which Highmark received notice
from the group.

l When you fail to pay the required contribution, your coverage will terminate at the end of the last
month for which payment was made.

l Termination of the group contract automatically terminates the coverage of all the members. It is the
responsibility of the group to notify you of the termination of coverage. However, coverage will be
terminated regardless of whether the notice is given to you by the group.

l If it is proven that you obtained or attempted to obtain benefits or payment for benefits through fraud
or intentional misrepresentation of a material fact, Highmark may, upon notice to you, terminate
your coverage under the program.

l It is understood that you have an affirmative obligation to notify the group or Highmark as soon as
the domestic partnership has been terminated. Upon termination of the domestic partnership,
coverage of the former domestic partner and the children of the former domestic partner will
terminate at the end of the last month for which payment was made.
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*TEMPLATE*CCBSPA_CERT_VISION*TEMPLATE*

*TOCLVL1*How to File a Claim*TOCLVL1*

How to File a Claim

If you receive services from a network provider, you will not have to file a claim. If you receive services from an
out-of-network provider, you must file the claim for reimbursement to:

Vision Care
P.O. Box 1525
Latham, NY 12110-1525

Your claims must be submitted to Davis Vision within 20 days after the date of service or as soon
thereafter as reasonably possible, but not later than within two years of the date of service.

Only one claim per service may be submitted for reimbursement each benefit cycle. To file a claim, take the
following steps:

l Request an itemized bill which shows:

¡ the patient's name and address;
¡ the date of service;
¡ the type of service and diagnosis;
¡ itemized charges; and
¡ the provider's complete name and address.

l Make a copy of your itemized bill for your records.
l Complete a claim form. To request claim forms, please visit the Highmark Web site at

www.highmarkbcbs.com or call 1-800-223-4795.

*TOCLVL2*Your Explanation of Benefits Statement*TOCLVL2*Your Explanation of Benefits Statement

For out-of-network services, once your claim is processed, you will receive an Explanation of Benefits (EOB)
statement. This statement lists the provider’s charge and total benefits payable.

*TOCLVL2*Additional Information on How to File a Claim*TOCLVL2*Additional Information on How to File a Claim

Member Inquiries
General inquiries regarding your eligibility for coverage and benefits do not involve the filing of a claim, and
should be made by directly contacting the Member Service Department using the telephone number on your ID
card.

Filing Benefit Claims
l Authorized Representatives

You have the right to designate an authorized representative to file or pursue a request for
reimbursement or other post-service claim on your behalf. Highmark reserves the right to establish
reasonable procedures for determining whether an individual has been authorized to act on your behalf.

l Requests for Preauthorization and Other Pre-Service Claims
When preauthorization is required under this program prior to receiving covered services from a network
provider, the network provider will contact Davis Vision, complete any required prior approval form and
submit any information necessary to request that services be preauthorized. If preauthorization is denied,
your network provider will inform you, and you have the right to file an appeal. The appeal process is
described in the Appeal Procedure section below.
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If services requiring preauthorization are to be received from an out-of-network provider, the
out-of-network provider will not initiate the preauthorization process on your behalf. In that case, you
should ask the doctor to provide you with a letter explaining why the services you received were
medically necessary (letter of medical necessity). Attach the letter of medical necessity and copies of the
bill that you paid to your completed claim form and file that with Highmark in order to be reimbursed. You
will receive written notice of any decision on a request for preauthorization or other pre-service claim
within 15 days from the date Davis Vision receives your claim. However, this 15-day period of time may
be extended one time by Davis Vision for an additional 15 days if additional time is necessary due to
matters outside its control, and notifies you of the extension prior to the expiration of the initial 15-day
pre-service claim determination period. If an extension of time is necessary because you failed to submit
information necessary for Davis to make a decision on your pre-service claim, the notice of extension that
is sent to you will specifically describe the information that you must submit. In this event, you will have at
least 45 days in which to submit the information before a decision is made on your pre-service claim.

If your request for preauthorization or approval of any other pre-service claim is denied, you will receive
written notification of that denial which will include, among other items, the specific reason or reasons for
the adverse determination and a statement describing your right to file an appeal.

l Requests for Reimbursement and Other Post-Service Claims
When you receive services from a network provider, the provider will report the services to Davis Vision
and payment will be made directly to the provider. Davis Vision will also notify the provider of any
amounts that you are required to pay in the form of a copayment. If you believe that the copayment
amount is not correct or that any portion of those amounts are covered under your benefit program, you
may file an appeal.

*TOCLVL2*Determinations on Benefit Claims*TOCLVL2*Determinations on Benefit Claims

Notice of Adverse Benefit Determinations Involving Requests for Reimbursement and Other
Post-Service Claims
If you have submitted a post-service claim for services of an out-of-network provider, Davis Vision will notify
you in writing of its determination on your request for reimbursement or other post-service claim within a
reasonable period of time following receipt of your claim. That period of time will not exceed 30 days from the
date your claim was received. However, this 30-day period of time may be extended one time for an additional
15 days, provided that Davis Vision determines that the additional time is necessary due to matters outside its
control, and notifies you of the extension prior to the expiration of the initial 30-day post-service claim
determination period. If an extension of time is necessary because you failed to submit information necessary
for Davis Vision to make a decision on your post-service claim, the notice of extension that is sent to you will
specifically describe the information that you must submit. In this event, you will have at least 45 days in which
to submit the information before a decision is made on your post-service claim.

If your request for reimbursement or other post-service claim is denied, you will receive written notification of
that denial which will include, among other items, the specific reason or reasons for the adverse benefit
determination and a statement describing your right to file an appeal.

For a description of your right to file an appeal concerning an adverse benefit determination of a request for
reimbursement or any other post-service claim, see the Appeal Procedure subsection below.

*TOCLVL2*Appeal Procedure*TOCLVL2*Appeal Procedure

If you receive notification that a claim has been denied, in whole or in part, you may appeal the decision. Your
appeal must be submitted to Highmark within 180 days from the date of your receipt of notification of the
adverse decision.
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The appeal process involves one level of review. This process is mandatory and must be exhausted before
you are permitted to institute such action at law or in equity in a court of competent jurisdiction as may be
appropriate.

At any time during the appeal process, you may choose to designate an authorized representative to
participate in the appeal process on your behalf. You or your authorized representative shall notify Highmark in
writing of the designation. For purposes of the appeal process described below, “you” includes designees,
legal representatives and, in the case of a minor, parents entitled or authorized to act on your behalf. Highmark
reserves the right to establish reasonable procedures for determining whether an individual has been
authorized to act on your behalf.

At any time during the appeal process, you may contact the Member Service Department at the toll-free
telephone number listed on your ID card to inquire about the filing or status of your appeal.

Upon request, you may review all documents, records and other information relevant to your appeal and shall
have the right to submit or present additional evidence or testimony which includes any written or oral
statements, comments and/or remarks, documents, records, information, data or other material in support of
your appeal. Your appeal will be reviewed by a representative from the Member Service Department. The
representative shall not have been involved or be the subordinate of any individual that was involved in any
previous decision to deny the claim or matter which is the subject of your appeal. In rendering a decision on
your appeal, the Member Service Department will take into account all evidence, comments, documents,
records, and other information submitted by you without regard to whether such information was previously
submitted to or considered by Highmark. The Member Service Department will afford no deference to any prior
adverse decision on the claim which is the subject of your appeal.

In rendering a decision on an appeal that is based, in whole or in part, on medical judgment, the Member
Service Department will consult with a vision care professional who has appropriate training and experience
and who is different from and not the subordinate to any individual who was consulted in a prior review.

Each appeal will be promptly investigated and Highmark will provide written notification of its decision within
the following time frames:

l When the appeal involves a pre-service claim, within a reasonable period of time appropriate to the
medical circumstances not to exceed 30 days following receipt of the appeal;

l When the appeal involves a post-service claim, within a reasonable period of time not to exceed 60
days following receipt of the appeal.

In the event Highmark renders an adverse decision on your appeal, the notification shall include, among other
items, the specific reason or reasons for the adverse decision and a statement regarding your right to pursue
any applicable legal action, right to arbitration.
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*TOCLVL1*Member Service*TOCLVL1*Member Service

We all have questions about our vision care coverage from time to time. To help you get accurate answers to
questions and up-to-date information about your vision program, please visit the website appearing on your
identification card or call Highmark at 1-800-223-4795. You can get the following information:

l Learn about the Davis Vision company
l Find network providers and where to access the Davis Vision Frame Collection
l Verify eligibility for yourself or your dependents
l Print an enrollment confirmation from our Web site
l Request an out-of-network provider reimbursement form
l Speak with a Member Service representative
l Initiate an appeal of a benefit denial
l Ask any questions about your vision care benefits

Member Service representatives are available Monday through Friday, 8:00 a.m. to 5:00 p.m. Eastern Time.

Members who use a TTY (teletypewriter) because of a hearing or speech disability may access TTY services
by calling 1-800-523-2847.

*TOCLVL2*Member Services*TOCLVL2*Member Services

Replacement Contact Lenses by Mail
As a member of this program, Highmark offers a contact lens replacement program. This mail order program
exclusively allows you to enjoy the guaranteed lowest prices on contact lens replacement materials. Visit
www.davisvisioncontacts.com or call 1-855-589-7911 with a current prescription.

Warranty Information
A one-year unconditional breakage warranty is provided for all eyeglasses completely supplied through the
Davis Vision collection.
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*TOCLVL1*How We Protect Your Right to Confidentiality*TOCLVL1*How We Protect Your Right to Confidentiality

We have established policies and procedures to protect the privacy of our members' protected health
information ("PHI") in all forms, including PHI given verbally, from unauthorized or improper use. Some of the
ways we protect your privacy include not discussing PHI outside of our offices, e.g., in hallways, elevators, as
well as verifying your identity before we discuss PHI with you over the phone. As permitted by law, we may use
or disclose protected health information for treatment, payment and health care operations, such as: claims
management, routine audits, coordination of care, quality assessment and measurement, case management,
utilization review, performance measurement, customer service, credentialing, medical review and
underwriting. With the use of measurement data, we are able to manage members' health care needs, even
targeting certain individuals for quality improvement programs, such as health, wellness and disease
management programs.

If we ever use your protected health information for non-routine uses, we will ask you to give us your
permission by signing a special authorization form, except with regard to court orders and subpoenas.

You have the right to access the information your doctor has been keeping in your medical records, and any
such request should be directed first to your network physician.

You benefit from the many safeguards we have in place to protect the use of data we maintain. This includes
requiring our employees to sign statements in which they agree to protect your confidentiality, using computer
passwords to limit access to your protected health information, and including confidentiality language in our
contracts with physicians, hospitals, vendors and other health care providers.

Our Privacy Department review and approves policies regarding the handling of confidential information.

Recognizing that you have a right to privacy in all settings, we even inspect the privacy of examination rooms
when we conduct on-site visits to physicians' offices. It's all part of safeguarding the confidentiality of your
protected health information.
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*TEMPLATE*CCBSPA_CERT_VISION*TEMPLATE*

*TOCLVL1*Terms You Should Know*TOCLVL1*Terms You Should Know

The following terms apply only if your group provides coverage for this benefit. Depending on your vision
program not all terms may apply. Your group administrator can determine if you are eligible for this coverage.
Please refer to the Summary of Benefits section of this booklet.

Benefit Booklet - The member benefit booklet which describes the covered services, products and/or
discounts and sets forth copayments, benefit frequency limitations, exclusions and other provisions.

Benefit Period - The specified period of time during which charges for covered services must be incurred in
order to be eligible for payment by Highmark Blue Cross Blue Shield. A charge shall be considered incurred on
the date you receive the service, product or supply for which the charge is made.

Blended Segment Lenses - Eyeglass lenses containing two different prescriptions, one prescribed for
distance and one for near. Segment with near prescription is buffed out so as not to be noticeable to the eye.

Blue Light Lenses - Blue light blocking glasses have specially crafted lenses that are designed to block or
filter out the blue light that is given off from digital screens (phones, tablets, computers, laptops, televisions,
etc.). The lens is designed to protect your eyes from glare and can help to reduce potential damage to the
retina from prolonged exposure to blue light.

Charge - the amount billed by a provider for covered services.

Claim - A request for preauthorization or prior approval of a covered service or for the payment or
reimbursement of the charges or costs associated with a covered service. Claims include:

l Pre-Service Claim - A request for preauthorization or prior approval of a covered service which
under the terms of your coverage must be approved before you receive the covered service.

l Post-Service Claim - A request for payment or reimbursement of the charges or costs associated
with a covered service that you have received.

For the purposes of the claim determination and appeal procedure provisions of this program, whether a claim
or an appeal of a denied claim involves a pre-service claim or a post-service claim will be determined at the
time that the claim or appeal is filed with Highmark in accordance with its procedures for filing claims and
appeals.

Contact Lens Fitting/Evaluation and Prescription - A separate eye examination involving
additional testing for the fitting of contact lenses. A contact lens evaluation involves procedures that are not
part of a routine eye examination including, but not limited to, the following:

a. Corneal topograph - a digital color map of the surface of the cornea to monitor shape and curvature,
which may be affected by contact lens wear;

b. Slit lamp microscope examination of the contact lens on the eye to check lens fit;

c. Slit lamp microscope examination of the cornea, conjunctiva and eyelid tissues, for the purpose of
assessing eye health and to identify adverse effects from contact lens wear;

d. Contact lens refraction to determine the correct contact lens prescription power; and

e. Review of new lens designs and material to improve comfort and/or eye health.
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Contact Lenses - Lenses made of various materials, either rigid or flexible, that fit over the cornea and may
extend to the sclera of the eye in order to correct refractive errors.

Copayment - A specified dollar amount of eligible expenses which you are required to pay for a specified
covered service.

Covered Service - A service, product or supply specified by your program which is eligible for payment
when rendered by a provider.

Dependent - A member other than the employee as specified herein.

Designated Agent - An entity that has contracted, either directly or indirectly, with Highmark to perform a
function and/or service in the administration of this program.

Discounted Price - The reduced amount that network providers, regardless of their actual or usual charge,
have agreed to bill you and accept as payment in full for a specific service.

Disposable Contact Lenses - A contact lens that can be prescribed as a daily or extended wear with a
recommended replacement cycle of two (2) weeks or less.

Domestic Partner - (Please check with your Group Administrator to see if the following is applicable.)  A
member of a Domestic Partnership consisting of two (2) partners, each of whom has registered with a
domestic partner registry in effect in the municipality/governmental entity within which the Domestic Partner
currently resides, or who meets the definition of a domestic partner as defined by the state or local government
where the individual currently resides or meets all of the following:

l Is unmarried, at least eighteen (18) years of age, resides with the other partner and intend to continue to
reside with the other partner for an indefinite period of time;

l Is not related to the other party by adoption or blood;
l Is the sole domestic partner of the other partner and has been a member of this domestic partnership for

the last six (6) months;
l Agrees to be jointly responsible for the basic living expenses and welfare of the other partner; and
l Meets (or agrees to meet) the requirements of any applicable federal, state or local laws or ordinances

for domestic partnerships which are currently enacted, or which may be enacted in the future.

Domestic Partnership - A voluntary relationship between two (2) Domestic Partners.

Effective Date - The date when your coverage begins.

Employee - An individual who meets the eligibility requirements specified herein.

Eye Examination and Refractive Services - Consists of a comprehensive examination and
evaluation of the eyes performed by a professional provider.

Eyeglass Lenses - Glass or other transparent material having the ability to bend light predictably.

Formulary Contact Lenses - Approved contact lenses as specified by Highmark.

Glass-Grey #3 Prescription Sunglasses - A glass material eyeglass lens that is colored all the way
through the lens that is not dyed, dipped or coated.

155



High Index Lenses - Eyeglass lenses made with material that results in thinner and lighter lenses than
normal plastic eyeglass lenses.

Identification Card (ID Card) - The currently effective card issued to you by Highmark.

Incurred - A charge is considered incurred on the date you receive the service for which the charge is made.

Intermediate Vision Lenses - Eyeglass lenses that are designed to correct vision at ranges intermediate
to distant and near objects as typically used for occupational or computer use purposes.

Limitations - The maximum frequency or age limit that applies to a covered service.

Low Vision - A significant loss of vision but not total blindness.

Medically Necessary Contact Lenses - A contact lens considered eligible only after cataract surgery,
corneal transplant surgery or other conditions such as, but not limited to, keratoconus or when adequate visual
acuity is not attainable with eyeglasses but can be achieved through the use of contact lenses. Medically
necessary contact lenses are contact lenses that a provider, exercising prudent clinical judgment, would
provide to a patient for the purpose of preventing, evaluating, diagnosing or treating an illness, injury, disease
or its symptoms, and that are:

l in accordance with generally accepted standards of medical practice;

l clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for
the patient's illness, injury or disease; and

l not primarily for the convenience of the patient, physician, or other health care provider, and not more
costly than an alternative service or sequence of services at least as likely to produce equivalent
therapeutic or diagnostic results as to the diagnosis or treatment of that patient's illness, injury or disease.

Highmark reserves the right, utilizing the criteria set forth in this description, to render the final determination as
to whether covered contact lenses are medically necessary. This benefit will not be provided unless Highmark
determines that the covered contact lenses are medically necessary.

Member(s) - The policyholder and dependent eligible and enrolled for coverage under this program.

Network Provider - A provider who has an agreement, either directly or indirectly, with Highmark
pertaining to payment of covered services.

Non-Formulary Contact Lenses - Contact lenses that have not been approved by Highmark.

Non-Network (Out-of-Network) Provider - A provider who has not entered into a participation
agreement, either directly or indirectly, with Highmark pertaining to payment for covered services.

Ophthalmologist - A physician who specializes in the diagnosis, treatment and prescription of medications
and lenses related to conditions of the eye, and who may perform eye examination and refractive services.

Optician - A technician who makes, verifies and delivers lenses, frames and other specially fabricated optical
devices and/or contact lenses upon prescription to the intended wearer. The Optician’s functions include:
prescription analysis and interpretation; determine of the lens forms best suited to the wearer’s needs; the
preparation and delivery of work orders for the grinding of lenses and the fabrication of eye wear; the
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verification of the finished ophthalmic products; the adjustment, replacement, repair and reproduction of
previously prepared ophthalmic lenses, frames and other specially fabricated ophthalmic devices.

Optometrist - A professional provider, licensed where required, who examines, diagnoses, treats and
manages diseases, injuries and disorders of the visual system, the eye and associated structures as well as
identifies related systemic conditions affecting the eye.

Photochromic Glass Lenses - Eyeglass lenses that darken when exposed to intense illumination, i.e.,
sunlight, and which lighten in color when illumination is reduced.

Physician - A person who is a doctor of medicine (M.D.) or a doctor of osteopathy (D.O.), licensed and
legally entitled to practice medicine in all of its branches, perform surgery and dispense drugs.

Plan - Refers to Highmark Inc., d/b/a Highmark Blue Cross Blue Shield, which is an independent licensee of
the Blue Cross Blue Shield Association. Any reference to the plan may also include its designated agent as
defined herein and with whom the plan has contracted, either directly or indirectly, to perform a function or
service in the administration of this program.

Plan Allowance - The amount used to determine payment by Highmark for covered services provided to
you and to determine your liability.

Plastic Photosensitive Lenses - Plastic eyeglass lenses that turn dark when exposed to the ultraviolet
rays of the sun.

Polarized Lenses - Eyeglass lenses that are either green, gray or brown and that redirect the way light
enters the lens.

Polycarbonate Lenses - Impact resistant and lightweight eyeglass lenses.

Post-Refractive Products - Services and supplies consisting of, but not necessarily limited to:  ordering
lenses and frames (facial measurement, lens formula, and other specifications), the materials, verification of
the completed prescription upon return from the laboratory, and adjustment of the completed eyeglasses (e.g.
refitting, realigning, readjusting, and tightening), tints and special lens treatments.
 

Preauthorization - The process through which selected covered services or post-refractive products are
pre-approved by Highmark for medical necessity or other benefit eligibility criteria.

Premium Anti-Reflective Coating (ARC) - A clear coating placed on eyeglass lenses that limits light
reflection by allowing the maximum amount of light to pass through the lens (i.e. Essilor Crizal™, Carl Zeiss
Carat Gold™, etc.)

Premium Progressive Lenses - All-distance lenses that have no line but progress from distance to
intermediate, to near (i.e. Varilux™, etc.)

Professional Provider - A person or practitioner licensed where required and performing services within
the scope of such licensure. The professional providers are: doctor of medicine, doctor of osteopathy, doctor of
ophthalmology or doctor of optometry.

Program Allowance - A schedule of allowances as established by Highmark, subject to any regulatory
approvals.
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Progressive Lenses - Eyeglass lenses that have a gradual blend of multiple viewing zones for seeing
objects clearly at all distances.

Provider - a professional provider or supplier licensed where required and performing within the scope of
such licensure.

Retail Optical Dispensing Firm - An enterprise engaged in the performance of optical dispensing
services and the sale of ophthalmic products to the public at large.

Safety Eyeglasses - Prescription eyeglasses conforming to applicable American National Standards
Institute (ANSI) standards for protective eye devices as determined by the U.S. Department of Labor,
Occupational Safety & Health Administration.

Scratch-Resistant Coating - Coating applied to eyeglass lenses to increase the scratch resistance of the
lens surface.

Standard Anti-Reflective Coating (ARC) - A clear coating placed on eyeglass lenses that limits light
reflection by allowing the maximum amount of light to pass through the lens (i.e. Essilor Reflection Free™, Carl
Zeiss Gold ET™, etc.)

Standard Progressive Lenses - All-distance eyeglass lenses that have no line but progress from
distance to intermediate, to near (i.e. AO Compact™, Sola VIP™, etc.)

Student - An individual who meets the eligibility requirements specified herein.

Supplier - An individual or entity that is in the business of providing or dispensing post-refractive products as
provided herein. Suppliers include but are not limited to retail optical dispensing firms and opticians.

Tinted Plastic Lenses -

a. Fashion tinting - Eyeglass lenses dyed or coated with pigment of uniform color and density
throughout the entire lens.

b. Gradient tinting - Eyeglass lens coating that is darker at the top of the lens, fading to light at the
bottom of the lens.

Ultimate Anti-Reflective Coating (ARC) - A clear coating placed on eyeglass lenses that limits light
reflection by allowing the maximum amount of light to pass through the lens (i.e. Essilor Alize™, with Clear
Guard, Carl Zeiss Carat Advantage Gold™, etc.). Eyeglass lenses that have Ultimate Anti-Reflective Coating
have the most exceptional visual clarity and protection against glare and  reflections above all other categories.

Ultimate Progressive Lenses - Eyeglass lenses designed with no clear line of demarcation between
power changes, but which progress gradually from distance to intermediate to near vision correction to meet
the needs of the Member. The Ultimate Progressive lens offers the most exceptional in digital design and
cutting edge technology. Widest viewing areas for both distance and reading and every distance in between.

Ultra Anti-Reflective Coating (ARC) - A clear coating placed on eyeglass lenses that limits light
reflection by allowing the maximum amount of light to pass through the lens (i.e. Essilor Alize™ with Clear
Guard, Carl Zeiss Carat Advantage Gold™, etc.) Eyeglass lenses that have ultra anti-reflective coating are
super slick, super hard and do not scratch, peel or have a smearing look to the lens.
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Ultra Progressive Lenses - Eyeglass lenses designed with no clear line of demarcation between power
changes but which progress gradually from distance to intermediate to near vision correction to meet your
needs.

Ultraviolet Coating - A coating on plastic or glass eyeglass lenses that blocks ultraviolet rays.

Highmark is a registered mark of Highmark Inc.

You are hereby notified, your health care benefit program is between the Group, on behalf of itself and its students and
Highmark Blue Cross Blue Shield. Highmark Blue Cross Blue Shield is an independent corporation operating under
licenses from the Blue Cross and Blue Shield Association ("the Association"), which is a national association of
independent Blue Cross and Blue Shield companies throughout the United States. Although all of these independent Blue
Cross and Blue Shield companies operate from a license with the Association, each of them is a separate and distinct
operation. The Association allows Highmark Blue Cross Blue Shield to use the familiar Blue Cross and Blue Shield words
and symbols. Highmark Blue Cross Blue Shield shall be liable to the Group, on behalf of itself and its students, for any
Highmark Blue Cross Blue Shield obligations under your health care benefit program.

159



 Effective Date: December 2018 
 

160



 Effective Date: December 2018 
 

 

 

A. 

B. 

C. 

161



 Effective Date: December 2018 
 

D. 

E. 

F. 

G. 

H. 

I. 

J. 

K. 

L. 

M. 

N. 

162



 Effective Date: December 2018 
 

O. 

P. 

 
 
 
 
 
 
 
 

A. 

B. 

1. 
2. 
3. 

a. 

163



 Effective Date: December 2018 
 

b. 
(i) 

(ii)

(iii) 
(iv) 
(v) 
(vi) 

(vii) 

B. 

164



 Effective Date: December 2018 
 

C. 

D. 

E. 

F. 

165



 Effective Date: December 2018 
 

166



 Effective Date: December 2018 
 

 

 

 

 

 

 

167



 Effective Date: December 2018 
 

168



169


