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Companion HealthCare Corp o rat i o n
Companion HealthCare Corporation, 200 Arbor Lake Drive, Suite 200, SC 29223-4516, has entered into a contract (CS 2611) with
the Office of Personnel Management (OPM) as authorized by the Federal Employees Health Benefits (FEHB) law, to provide a
comprehensive medical plan herein called Companion HealthCare Corporation, Companion or the Plan.

This brochure is based on text included in the contract between OPM and this Plan and is intended to be a complete statement of
benefits available to FEHB members.  A person enrolled in the Plan is entitled to the benefits stated in this brochure.  However if
conflicts are discovered between the language of this brochure and the contract, the contract will control.  If enrolled for Self and
Family, each eligible family member is also entitled to these benefits.

Premiums are negotiated with each plan annually.  Benefit changes are effective January 1, 1998, and are shown on the inside back
cover of this brochure.
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Inspector General A dv i s o ry : Stop Health Care Fra u d !

C o n fi d e n t i a l i t y

If you are a
n ew member

Medical and other info rm ation provided to the Plan, i n cluding claim fi l e s , is kept confidential and will be
used only : 1) by the Plan and its subcontra c t o rs for internal administration of the Plan, c o o rd i n ation of
b e n e fit provisions with other plans, and subrogation of claims; 2) by law enfo rcement officials with
a u t h o rity to inve s t i gate and prosecute alleged civil or criminal actions; 3) by OPM to rev i ew a disputed
claim or perfo rm its contract administration functions; 4) by OPM and the General Accounting Offi c e
when conducting audits as re q u i red by the FEHB law; or 5) for bona fide medical re s e a rch or educat i o n .
Medical data that does not identify individual members may be disclosed as a result of the bona fi d e
medical re s e a rch or educat i o n .

Use this bro ch u re as a guide to cove rage and obtaining benefits. Th e re may be a delay befo re you re c e ive
your identifi c ation card and member info rm ation from the Plan. Until you re c e ive your ID card, you may
s h ow your copy of the SF 2809 enrollment fo rm or your annuitant confi rm ation letter from OPM to a
p rovider or Plan facility as proof of enrollment in this Plan. If you do not re c e ive your ID card within 60
d ays after the effe c t ive date of your enro l l m e n t , you should contact the Plan.

If you made your open season ch a n ge by using Employee Express and have not re c e ived your new ID
c a rd by the effe c t ive date of your enro l l m e n t , call the Employee Express HELP number to request a
c o n fi rm ation letter.  Use that letter to confi rm your new cove rage with Plan prov i d e rs .

If you are a new member of this Plan, b e n e fits and rates begin on the effe c t ive date of your enro l l m e n t , a s
set by your employing office or re t i rement system.  As a member of this Plan, once your enrollment is
e ffe c t ive, you will be cove red only for services provided or arra n ged by a Plan doctor ex c ept in the
case of emerge n cy as described on page 14. If you are confined in a hospital on the effe c t ive dat e, yo u
must notify the Plan so that it may arra n ge for the tra n s fer of your care to Plan prov i d e rs. See “If you are
h o s p i t a l i ze d ” on page 4.

FEHB plans may not refuse to provide benefits for any condition you or a cove red fa m i ly member may
h ave solely on the basis that it was a condition that existed befo re you enrolled in a plan under the FEHB
P rogra m .
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G e n e ral Info rm at i o n

Fraud increases the cost of health care for eve ryo n e. A nyone who intentionally makes a false statement or a false claim in order to obtain
FEHB benefits or increase the amount of FEHB benefits is subject to prosecution for FRAU D.  This could result in CRIMINA L
P E NA LT I E S. Please rev i ew all medical bills, medical re c o rds and claims statements care f u l ly. If you find that a prov i d e r, s u ch as a doctor,
hospital or pharm a cy, ch a rged your plan for services you did not re c e ive, billed for the same service twice, or misrep resented any other
i n fo rm at i o n , t a ke the fo l l owing actions:

• Call the provider and ask for an ex p l a n ation - sometimes the pro blem is a simple erro r.

• If the provider does not re s o l ve the mat t e r, or if you remain concern e d, call your plan at 1-800/868-2528 or 803/786-8476 and ex p l a i n
the situat i o n .

• If the matter is not re s o l ved after speaking to your plan (and you still suspect fraud has been committed), call or wri t e :

THE HEALTH CARE FRAUD HOT L I N E
2 0 2 / 4 1 8 - 3 3 0 0

The Office of Pe rsonnel Manage m e n t
O ffice of the Inspector General Fraud Hotline

1900 E Stre e t , N. W. , Room 6400
Wa s h i n g t o n , D.C. 20415

The inap p ro p ri ate use of membership identifi c ation card s , e. g. , to obtain services for a person who is not an eligi ble fa m i ly member or after
you are no longer enrolled in the Plan, is also subject to rev i ew by the Inspector General and may result in an adve rse administrative action
by your agency.



G e n e ral Info rm ation c o n t i nu e d

If you are
h o s p i t a l i ze d

Yo u r
re s p o n s i b i l i t y

Things to
ke ep in 
m i n d

If you ch a n ge plans or options, b e n e fits under your prior plan or option cease on the effe c t ive date of
your enrollment in your new plan or option, unless you or a cove red fa m i ly member are confined in a
hospital or other cove red facility or are re c e iving medical care in an altern at ive care setting on the last
d ay of your enrollment under the prior plan or option. In that case, the confined person will continue to
re c e ive benefits under the fo rmer plan or option until the earliest of (1) the day the person is disch a rge d
f rom the hospital or other cove red facility (a move to an altern at ive care setting does not constitute a
d i s ch a rge under this prov i s i o n ) , or (2) the day after the day all inpatient benefits have been ex h a u s t e d
under the prior plan or option, or (3) the 92nd day after the last day of cove rage under the prior plan or
option.  Howeve r, b e n e fits for other fa m i ly members under the new plan will begin on the effe c t ive dat e.
If your plan term i n ates part i c i p ation in the FEHB Program in whole or in part , or if the A s s o c i at e
D i rector for Retirement and Insurance ord e rs an enrollment ch a n ge, this continu ation of cove rage
p rovision does not ap p ly; in such case, the hospitalized fa m i ly member’s benefits under the new plan
b egin on the effe c t ive date of enrollment. 

It is your responsibility to be info rmed about your health benefi t s . Your employing office or
re t i rement system can provide info rm ation ab o u t : when you may ch a n ge your enrollment; who “fa m i ly
m e m b e rs” a re; wh at happens when you tra n s fe r, go on leave without pay, enter military serv i c e, or re t i re ;
when your enrollment term i n ates; and the next open season for enrollment. Your employing office or
re t i rement system will also make ava i l able to you an FEHB Guide, b ro ch u res and other mat e rials yo u
need to make an info rmed decision.

• The benefits in this bro ch u re are effe c t ive on Ja nu a ry 1 for those alre a dy enrolled in this Plan; if yo u
ch a n ged plans or plan options, see “If you are a new member” ab ove.  In both cases, h oweve r, t h e
P l a n ’s new rates are effe c t ive the fi rst day of the enro l l e e ’s fi rst full pay period that begins on or after
Ja nu a ry 1 (Ja nu a ry 1 for all annu i t a n t s ) .

• G e n e ra l ly, you must be continu o u s ly enrolled in the FEHB Program for the last five ye a rs befo re yo u
re t i re to continue your enrollment for you and any eligi ble fa m i ly members after you re t i re.

• The FEHB Program provides Self Only cove rage for the enrollee alone or Self and Fa m i ly cove rage
for the enro l l e e, his or her spouse, and unmarried dependent ch i l d ren under age 22.  Under cert a i n
c i rc u m s t a n c e s , c ove rage will also be provided under a fa m i ly enrollment for a disabled child 22 ye a rs
of age or older who is incap able of self-support .

• An enrollee with Self Only cove rage who is expecting a baby or the addition of a child may ch a n ge to
a Self and Fa m i ly enrollment up to 60 days after the birth or addition.  The effe c t ive date of the
e n rollment ch a n ge is the fi rst day of the pay period in wh i ch the child was born or became an eligi bl e
fa m i ly member.  The enrollee is re s p o n s i ble for his or her share of the Self and Fa m i ly premium fo r
t h at time period; both parent and child are cove red only for care re c e ived from Plan prov i d e rs , ex c ep t
f rom emerge n cy benefi t s .

• You will not be info rmed by your employing office (or your re t i rement system) or your Plan when a
fa m i ly member loses eligi b i l i t y.

• You must direct questions about enrollment and eligi b i l i t y, i n cluding whether a dependent age 22 or
older is eligi ble for cove rage, to your employing office or re t i rement system. The Plan does not
d e t e rmine eligibility and cannot ch a n ge an enrollment status without the necessary info rm ation fro m
the employing age n cy or re t i rement system.

• An employe e, a n nu i t a n t , or fa m i ly member enrolled in one FEHB plan is not entitled to re c e ive
b e n e fits under any other FEHB plan.

• R ep o rt additions and deletions (including divo rces) of cove red fa m i ly members to the Plan pro m p t ly.

• If you are an annuitant or fo rmer spouse with FEHB cove rage and you are also cove red by Medicare
Pa rt B, you may drop your FEHB cove rage and enroll in a Medicare prepaid plan when one is
ava i l able in your area.  If you later ch a n ge your mind and want to re e n roll in FEHB, you may do so at
the next open season, or wh e n ever you invo l u n t a ri ly lose cove rage in the Medicare prepaid plan or
m ove out of the area it serve s .
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G e n e ral Info rm ation c o n t i nu e d

C ove rage after
e n ro l l m e n t
e n d s

Fo rmer spouse
c ove rage 

Te m p o ra ry
c o n t i nu at i o n
of cove rage (TCC)

Most Fe d e ral annuitants have Medicare Pa rt A.  If you do not have Medicare Pa rt A , you may enro l l
in a Medicare prepaid plan, but you will pro b ably have to pay for hospital cove rage in addition to the
Pa rt B premium.  B e fo re you join the plan, ask whether they will provide hospital benefits and, if so,
wh at you will have to pay. 

You may also remain enrolled in this Plan when you join a Medicare prepaid plan.

Contact your local Social Security A d m i n i s t ration (SSA) office for info rm ation on local Medicare
p repaid plans (also known as Coord i n ated Care Plans or Medicare HMOs) or request it from SSA at
1-800/638-6833.  Contact your re t i rement system for info rm ation on dropping your FEHB enro l l m e n t
and ch a n ging to a Medicare prepaid plan.  

• Fe d e ral annuitants are not re q u i red to enroll in Medicare Pa rt B (or Pa rt A) in order to be cove re d
under the FEHB Program nor are their FEHB benefits reduced if they do not have Medicare Pa rt B
(or Pa rt A ) .

When an employe e ’s enrollment term i n ates because of sep a ration from Fe d e ral service or when a fa m i ly
member is no longer eligi ble for cove rage under an employee or annuitant enro l l m e n t , and the person is
not otherwise eligi ble for FEHB cove rage, he or she ge n e ra l ly will be eligi ble for a free 31-day ex t e n s i o n
of cove rage. The employee or fa m i ly member may also be eligi ble for one of the fo l l ow i n g :

When a Fe d e ral employee or annuitant divo rc e s , the fo rmer spouse may be eligi ble to elect cove rage
under the spouse equity law.  If you are re c e n t ly divo rced or anticipate divo rc i n g, contact the employe e ’s
e m p l oying office (personnel office) or re t i re e ’s re t i rement system to get more facts about electing
c ove rage.

If you are an employee whose enrollment is term i n ated because you sep a rate from serv i c e, you may be
e l i gi ble to tempora ri ly continue your health benefits cove rage under the FEHB Program in any plan fo r
wh i ch you are eligi bl e.  Ask your employing office for RI 79-27, wh i ch describes T C C , and for RI 70-5,
the FEHB Guide for individuals eligi ble for TCC.  Unless you are sep a rated for gross misconduct, T C C
is ava i l able to you if you are not otherwise eligi ble for continued cove rage under the Program.  Fo r
ex a m p l e, you are eligi ble for TCC when you re t i re if you are unable to meet the five - year enro l l m e n t
re q u i rement for continu ation of enrollment after re t i re m e n t .

Your TCC begins after the initial free 31-day extension of cove rage ends and continues for up to 18
months after your sep a ration from service (that is, if you use TCC until it ex p i res 18 months fo l l ow i n g
s ep a rat i o n , you will only pay for 17 months of cove rage). Genera l ly, you must pay the total pre m i u m
(both the Gove rnment and employee shares) plus a 2 percent administrat ive ch a rge. If you use your T C C
until it ex p i re s , you are entitled to another free 31-day extension of cove rage when you may conve rt to
n o n group cove rage. If you cancel your TCC or stop paying pre m i u m s , the free 31-day extension of
c ove rage and conve rsion option are not ava i l abl e.

C h i l d ren or fo rmer spouses who lose eligibility for cove rage because they no longer qualify as fa m i ly
m e m b e rs (and who are not eligi ble for benefits under the FEHB Program as employees or under the
spouse equity law) also may qualify for TCC. Th ey also must pay the total premium plus the 2 perc e n t
a d m i n i s t rat ive ch a rge. TCC for fo rmer fa m i ly members continues for up to 36 months after the
qualifying event occurs , for ex a m p l e, the child re a ches age 22 or the date of the divo rc e.  This incl u d e s
the free 31-day extension of cove rage.  When their TCC ends (ex c ept by cancellation or nonpayment of
p re m i u m ) , t h ey are entitled to another free 31-day extension of cove rage when they may conve rt to
n o n group cove rage.

N OT E : If there is a delay in processing the TCC enro l l m e n t , the effe c t ive date of the enrollment is still
the 32nd day after regular cove rage ends. The TCC enrollee is re s p o n s i ble for premium pay m e n t s
re t ro a c t ive to the effe c t ive date and cove rage may not exceed the 18 or 36 month period noted ab ove.
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G e n e ral Info rm ation c o n t i nu e d

N o t i fi c at i o n
and election
re q u i re m e n t s

C o nve rsion to
i n d iv i d u a l
c ove rage

S ep a rating employees —Within 61 days after an employe e ’s enrollment term i n ates because of
s ep a ration from serv i c e, his or her employing office must notify the employee of the opportunity to elect
TCC. The employee has 60 days after sep a ration (or after re c e iving the notice from the employing offi c e,
if later) to elect T C C .

C h i l d re n —You must notify your employing office or re t i rement system when a child becomes eligi bl e
for TCC within 60 days after the qualifying event occurs , for ex a m p l e, the child re a ches age 22 or marries. 

Fo rmer spouses —You or your fo rmer spouse must notify the employing office or re t i rement system of
the fo rmer spouse’s eligibility for TCC within 60 days after the term i n ation of the marri age.  A fo rm e r
spouse may also qualify for TCC if, d u ring the 36-month period of TCC eligi b i l i t y, he or she loses
spouse equity eligibility because of re m a rri age befo re age 55 or loss of the qualifying court ord e r.  Th i s
applies even if he or she did not elect TCC while waiting for spouse equity cove rage to begin.  Th e
fo rmer spouse must contact the employing office within 60 days of losing spouse equity eligibility to
ap p ly for the remaining months of TCC to wh i ch he or she is entitled.

The employing office or re t i rement system has 14 days after re c e iving notice from you or the fo rm e r
spouse to notify the child or the fo rmer spouse of his or her rights under TCC.  If a child wants T C C , h e
or she must elect it within 60 days after the date of the qualifying event (or after re c e iving the notice, i f
l ater). If a fo rmer spouse wants T C C , he or she must elect it within 60 days after any of the fo l l ow i n g
eve n t s : the date of the qualifying event or the date he or she re c e ives the notice, wh i ch ever is later; or the
d ate he or she loses cove rage under the spouse equity law because of re m a rri age befo re age 55 or loss of
the qualifying court ord e r.

I m p o rt a n t : The employing office or re t i rement system must be notified of a ch i l d ’s or fo rmer spouse’s
e l i gibility for TCC within the 60-day time limit.  If the employing office or re t i rement system is not
n o t i fi e d, the opportunity to elect TCC ends 60 days after the qualifying event in the case of a child and
60 days after the ch a n ge in status in the case of a fo rmer spouse.

When none of the ab ove choices are ava i l able — or chosen — when cove rage as an employee or fa m i ly
member ends, or when TCC cove rage ends (ex c ept by cancellation or nonpayment of pre m i u m ) , yo u
m ay be eligi ble to conve rt to an indiv i d u a l , n o n group contract.  You will not be re q u i red to prov i d e
evidence of good health and the plan is not permitted to impose a waiting period or limit cove rage fo r
p re existing conditions. If you wish to conve rt to an individual contra c t , you must ap p ly in writing to the
c a rrier of the plan in wh i ch you are enrolled within 31 days after re c e iving notice of the conve rsion ri g h t
f rom your employing age n cy.  A fa m i ly member must ap p ly to conve rt within the 31-day free ex t e n s i o n
of cove rage that fo l l ows the event that term i n ates cove rage, e. g. , d ivo rce or re a ching age 22.  Benefi t s
and rates under the individual contract may differ from those under the FEHB Progra m .
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Who provides care
to Plan members ?

Role of a  pri m a ry
c a re doctor

Choosing yo u r
d o c t o r

R e fe rrals fo r
specialty care

Companion HealthCare Corp o ration is a wh o l ly - owned subsidiary of Blue Cross and Blue Shield of
South Carolina. As an individual practice plan HMO, Companion combines quality care with the
m a n aged care concep t , s t ressing a close re l ationship between you and your pri m a ry care doctor.
Companion has more than 1,073 fa m i ly pra c t i t i o n e rs and pediat ricians who provide or arra n ge for all
c ove red medical care. Each fa m i ly member may select a diffe rent pri m a ry care doctor. Th e re is also a
n e t wo rk of over 2,000 specialists, hospitals and ancillary prov i d e rs if you need more ex t e n s ive care.

Although Companion is based in South Caro l i n a , you are cove red if you have a medical emerge n cy or
illness while trave l i n g, no matter wh e re you travel. Companion is also affi l i ated with HMO Blue USA, a
n e t wo rk of Blue Cross and Blue Shield HMOs that can coord i n ate your medical care.

The fi rst and most important decision each member must make is the selection of a pri m a ry care doctor.
The decision is important since it is through this doctor that all other health serv i c e s , p a rt i c u l a rly those of
s p e c i a l i s t s , a re obtained. It is the responsibility of your pri m a ry care doctor to obtain any necessary
a u t h o ri z ations from the Plan befo re re fe rring you to a specialist or making arra n gements fo r
h o s p i t a l i z ation. Services of other prov i d e rs are cove red only when there has been a re fe rral by the
m e m b e r ’s pri m a ry care doctor, with the fo l l owing ex c ep t i o n s : Dental care, Vision care and annu a l
OB/GYN exams and lab services (contact the Plan for re fe rral fo rm s ) .

The Plan’s provider dire c t o ry lists pri m a ry care doctors (ge n e ra l ly fa m i ly pra c t i t i o n e rs , p e d i at ri c i a n s , a n d
i n t e rnists) with their locations and phone nu m b e rs , and notes whether or not the doctor is accepting new
p atients.  Dire c t o ries are updated on a regular basis and are ava i l able at the time of enrollment or upon
request by calling the Client Services Dep a rtment at 803/786-8476 or 1-800/868-2528.  You can also fi n d
out if your doctor part i c i p ates with this Plan by calling this nu m b e r.  If you are interested in re c e iv i n g
c a re from a specific provider who is listed in the dire c t o ry, call the provider to ve rify that he or she still
p a rt i c i p ates with the Plan and is accepting new patients.  Important note: When you enroll in this plan,
s e rvices (ex c ept for emerge n cy benefits) are provided through the Plan’s delive ry system; the
c o n t i nued ava i l ability and/or part i c i p ation of any one doctor, h o s p i t a l , or other prov i d e r, cannot be
g u a ra n t e e d.

If you enro l l , you will be asked to let the Plan know wh i ch pri m a ry care doctor(s) yo u ’ve selected for yo u
and each member of your fa m i ly by sending a selection fo rm to the Plan.  If you need help choosing a
d o c t o r, call the Plan.  Members may ch a n ge their doctor selection by notifying the Plan 30 days in
a dva n c e.  

If you are re c e iving services from a doctor who leaves the Plan, the Plan will pay for cove red serv i c e s
until the Plan can arra n ge with you for you to be seen by another part i c i p ating doctor.

E x c ept in a medical emerge n cy, or when a pri m a ry care doctor has designated another doctor to see
p at i e n t s , you must re c e ive a re fe rral from your pri m a ry care doctor befo re seeing any other doctor or
obtaining special services. Refe rral to a part i c i p ating specialist is given at the pri m a ry care doctor’s
d i s c retion; if non-Plan specialists or consultants are re q u i re d, the pri m a ry care doctor will make
a rra n gements for ap p ro p ri ate re fe rra l s .
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This Plan is a compre h e n s ive medical plan, sometimes called a health maintenance orga n i z ation (HMO). When you enroll in an HMO, yo u
a re joining an orga n i zed system of health care that arra n ges in advance with specific doctors , hospitals and other prov i d e rs to give care to
m e m b e rs and pays them dire c t ly for their services.  Benefits are ava i l able o n ly f rom Plan prov i d e rs ex c ept during a medical emerge n cy.
M e m b e rs are re q u i red to select a personal doctor from among part i c i p ating Plan pri m a ry care doctors. S e rvices of a specialty care
doctor can only be re c e ived by re fe rral from the selected pri m a ry care doctor. Th e re are no claim fo rms when Plan doctors are used.

Your decision to join an HMO should be based on your pre fe rence for the plan’s benefits and delive ry system, not because a part i c u l a r
p rovider is in the plan’s netwo rk. You cannot ch a n ge plans because a provider leaves the HMO.

Because the Plan provides or arra n ges your care and pays the cost, it seeks efficient and effe c t ive delive ry of health services. By contro l l i n g
u n n e c e s s a ry or inap p ro p ri ate care, it can affo rd to offer a compre h e n s ive ra n ge of benefits. In addition to providing compre h e n s ive health
s e rvices and benefits for accidents, illness and injury, the Plan emphasizes preve n t ive benefits such as office visits, p hy s i c a l s ,
i m mu n i z ations and we l l - b aby care. You are encouraged to get medical attention at the fi rst sign of illness.

Facts about Companion HealthCare Corp o rat i o n



Facts about Companion HealthCare Corp o ration c o n t i nu e d

Au t h o ri z at i o n s

For new members

Hospital Care

O u t - o f - p o cke t
m a x i mu m

D e d u c t i bl e
c a rryove r

Submit cl a i m s
p ro m p t ly

O t h e r
c o n s i d e rat i o n s

The Plan’s
S e rvice A re a

When you re c e ive a re fe rral from your pri m a ry care doctor, you must re t u rn to the pri m a ry care doctor
after the consultation unless your doctor authori zes additional visits. All fo l l ow-up care must be prov i d e d
or authori zed by the pri m a ry care doctor. Do not go to the specialist for a second visit unless your pri m a ry
c a re doctor has arra n ged fo r, and the Plan has issued an authori z ation for the re fe rral in adva n c e.

The Plan will provide benefits for cove red services only when the services are medically necessary to
p reve n t ,d i agnose or tre at your illness or condition. Your Plan doctor must obtain the Plan’s determ i n at i o n s
of medical necessity befo re you may be hospitalize d, re fe rred for specialty care or obtain fo l l ow-up care
f rom a specialist.

If you are alre a dy under the care of a specialist who is a Plan part i c i p a n t , you still must still obtain a
re fe rral from a Plan pri m a ry care doctor for the care to be cove red by the Plan. If the doctor wh o
o ri gi n a l ly re fe rred to this specialist is now your Plan pri m a ry care doctor, you need only call to ex p l a i n
t h at you are now a Plan member and ask that you be re fe rred for your next ap p o i n t m e n t .

If you are selecting a new pri m a ry care doctor and want to continue with this specialist, you mu s t
s chedule an appointment so the pri m a ry care doctor can decide whether to tre at the condition dire c t ly or
re fer you back to the specialist.

If you re q u i re hospitalizat i o n , your pri m a ry care doctor or authori zed specialist will make the necessary
a rra n gements and continue to supervise your care.

C o p ayments are re q u i red for a few benefits. Howeve r, c o p ayments will not be re q u i red for the re m a i n d e r
of the calendar year after your out-of-pocket expenses for services provided or arra n ged by the Plan
re a ch $2,500 per Self Only enrollment or $5,000 per Self and Fa m i ly enrollment. This copay m e n t
m a x i mum does not include costs of dental serv i c e s .

You should maintain accurate re c o rds of the copayments made, as it is your responsibility to determ i n e
when the copayment maximum is re a ch e d.  You are assured a pre d i c t able maximum in out-of-pocke t
costs for cove red health and medical needs.  Copayments are due when service is re n d e re d, ex c ept fo r
e m e rge n cy care.

If you ch a n ged to this Plan during open season from a plan with a deductible and the effe c t ive date of the
ch a n ge was after Ja nu a ry 1, a ny expenses that would have applied to that plan’s deductible will be
c ove red by your old plan if they are for care you got in Ja nu a ry b e fo re the effe c t ive date of yo u r
c ove rage in this Plan.  If you have alre a dy met the deductible in full, your old plan will re i m bu rse these
c ove red expenses.  If you have not met it in full, your old plan will fi rst ap p ly your cove red expenses to
s atisfy the rest of the deductible and then re i m bu rse you for any additional cove red expenses.  The old
plan will pay these cove red expenses according to this ye a r ’s benefits; benefit ch a n ges are effe c t ive
Ja nu a ry 1.

When you are re q u i red to submit a claim to this Plan for cove red ex p e n s e s , submit your claim pro m p t ly.
The Plan will not pay benefits for claims submitted later than December 31 of the calendar ye a r
fo l l owing the year in wh i ch the expense was incurre d, unless timely filing was prevented by
a d m i n i s t rat ive operations of Gove rnment or legal incap a c i t y, p rovided the claim was submitted as soon
as re a s o n ably possibl e.

Plan prov i d e rs will fo l l ow ge n e ra l ly accepted medical practice in pre s c ribing any course of tre at m e n t .
B e fo re you enroll in this Plan, you should determine whether you will be able to accept tre atment or
p ro c e d u res that may be recommended by Plan prov i d e rs .
The Plan’s service are a

The Service A rea for this Plan, wh e re Plan prov i d e rs and facilities are locat e d, is described on the fro n t
c over of this bro ch u re. You must live in the service area to enroll in this Plan.

B e n e fits for care outside the service area are limited to emerge n cy serv i c e s , as described on page 14.

If you or a cove red fa m i ly member move outside the Service A re a , you may enroll in another ap p rove d
plan. It is not necessary to wait until you move or for the open season to make such a ch a n ge; contact
your employing office or re t i rement system for info rm ation if you are anticipating a move.
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I m p o rtant notice

C i rc u m s t a n c e s
b eyond Plan
c o n t ro l

Other sourc e s
of benefi t s

M e d i c a re

G roup health
i n s u rance and
a u t o m o b i l e
i n s u ra n c e

C H A M P U S

M e d i c a i d

Although a specific service may be listed as a benefi t , it will be cove red for you only if, in the judgment
of your Plan doctor, it is medically necessary for the preve n t i o n , d i ag n o s i s , or tre atment of your illness
or condition.  No oral statement of any person shall modify or otherwise affect the benefi t s ,
l i m i t ations and ex clusions of this bro ch u re, c o nvey or void any cove rage, i n c rease or reduce any
b e n e fits under this Plan or be used in the prosecution or defense of a claim under this Plan. Th i s
b ro ch u re is based on text included in the contract between OPM and this Plan and is intended to be a
complete statement of benefits ava i l able to FEHB members.  You should use this bro ch u re to determ i n e
your entitlement to benefits.  Howeve r, if conflicts are discove red between the language of this bro ch u re
and the contra c t , the contract will control.  

In the event of major disaster, ep i d e m i c, wa r, ri o t , c ivil insurre c t i o n , d i s ability of a significant number of
Plan prov i d e rs , complete or partial destruction of fa c i l i t i e s , or other circumstances beyond the Plan’s
c o n t ro l , the Plan will make a good faith effo rt to provide or arra n ge for cove red services. Howeve r, t h e
Plan will not be re s p o n s i ble for any delay or fa i l u re in providing service due to lack of ava i l able fa c i l i t i e s
or pers o n n e l .

This section applies when you or your fa m i ly members are entitled to benefits from a source other than
this Plan.  You must disclose info rm ation about other sources of benefits to the Plan and complete all
n e c e s s a ry documents and authori z ations requested by the Plan.

If you or a cove red fa m i ly member is enrolled in this Plan and Pa rt A , Pa rt B, or Pa rts A and B of
M e d i c a re, b e n e fits will be coord i n ated with Medicare according to Medicare ’s determ i n ation of wh i ch
c ove rage is pri m a ry. Genera l ly, you do not need to take any action after info rming the Plan of your or
your fa m i ly member’s eligibility for Medicare. Your Plan will provide you with further instructions if a
M e d i c a re claim needs to be fi l e d.

This coord i n ation of benefits (double cove rage) provision  applies when a person cove red by this Plan
also has, or is entitled to benefits fro m , a ny other group health cove rage, or is entitled to the payment of
medical and hospital costs under no-fault or other automobile insurance that pays benefits without rega rd
to fault. Info rm ation about the other cove rage must be disclosed to this Plan.

When there is double cove rage for cove red benefi t s , other than emerge n cy services from non-Plan
p rov i d e rs , this Plan will continue to provide its benefits in full, but is entitled to re c e ive payment for the
s e rvices and supplies prov i d e d, to the extent that they are cove red by the other cove rage, n o - fault or other
automobile insurance or any other pri m a ry plan.

One plan norm a l ly pays its benefits in full as the pri m a ry paye r, and the other plan pays a reduced benefi t
as the secondary paye r. When this Plan is the secondary paye r, it will pay the lesser of (1) its benefits in
f u l l , or (2) a reduced amount wh i ch , when added to the benefits payable by the other cove rage, will not
exceed re a s o n able ch a rges. The determ i n ation of wh i ch health cove rage is pri m a ry (pays its benefi t s
fi rst) is made according to guidelines provided by the National A s s o c i ation of Insurance Commissioners .
When benefits are payable under automobile insura n c e, i n cluding no-fa u l t , the automobile insurer is
p ri m a ry (pays its benefits fi rst) if it is lega l ly obl i gated to provide benefits for health care ex p e n s e s
without rega rd to other health benefits cove rage the enrollee may have. This provision applies whether or
not a claim is filed under the other cove rage. When ap p l i c abl e, a u t h o ri z ation must be given this Plan to
obtain info rm ation about benefits or services ava i l able from the other cove rage, or to re c ove r
ove rp ayments from other cove rage s .

If you are cove red by both this Plan and the Civilian Health and Medical Program of the Unifo rm e d
S e rvices (CHAMPUS), this Plan will pay benefits fi rst. As a member of a prepaid plan, s p e c i a l
l i m i t ations on your CHAMPUS cove rage ap p ly; your pri m a ry provider must authori ze all care. See yo u r
CHAMPUS Health Benefits A dvisor if you have questions about CHAMPUS cove rage.

If you are cove red by both this Plan and Medicaid, this Plan will pay benefits fi rs t .

9

G e n e ral Limitat i o n s



G e n e ral Limitations c o n t i nu e d

Wo rke rs
c o m p e n s at i o n

DVA fa c i l i t i e s ,
DoD fa c i l i t i e s ,
and Indian 
Health Serv i c e

Other Gove rn m e n t
age n c i e s

L i ability insura n c e
and third part y
a c t i o n s

The Plan will not pay for services re q u i red as the result of occupational disease or injury for wh i ch any
medical benefits are determined by the Office of Wo rke rs Compensation Programs (OWCP) to be
p ayable under wo rke rs compensation (under section 8103 of title 5, U. S.C.) or by a similar age n cy under
another Fe d e ral or State law.  This provision also applies when a third party injury settlement or other
similar proceeding provides medical benefits in rega rd to a claim under wo rke rs compensation or similar
l aws. If medical benefits provided under such laws are ex h a u s t e d, this Plan will be fi n a n c i a l ly
re s p o n s i ble for services or supplies that are otherwise cove red by this Plan.  The Plan is entitled to be
re i m bu rsed by OWCP (or the similar age n cy) for services it provided that we re later found to be payabl e
by OWCP (or the age n cy ) .

Facilities of the Dep a rtment of Ve t e rans A ffa i rs , the Dep a rtment of Defe n s e, and the Indian Health
S e rvice are entitled to seek re i m bu rsement from the Plan for certain services and supplies provided to
you or a fa m i ly member to the extent that re i m bu rsement is re q u i red under the Fe d e ral statutes gove rn i n g
s u ch fa c i l i t i e s .

The Plan will not provide benefits for services and supplies paid for dire c t ly or indire c t ly by any other
l o c a l , S t at e, or Fe d e ral Gove rnment age n cy.

If a cove red person is sick or injured as a result of the act or omission of another person or part y, the Plan
re q u i res that it be re i m bu rsed for the benefits provided in an amount not to exceed the amount of the
re c ove ry, or that it be subrogated to the pers o n ’s rights to the extent of the benefits re c e ived under this
P l a n , i n cluding the right to bring suit in the pers o n ’s name.  If you need more info rm ation ab o u t
s u b rogat i o n , the Plan will provide you with its subrogation pro c e d u re s .
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G e n e ral Excl u s i o n s
All benefits are subject to the limitations and ex clusions in this bro ch u re. Although a specific service may be listed as a benefi t , it will
not be cove red for you unless your Plan doctor determines it is medically necessary to preve n t , d i agnose or tre at your illness or
condition as discussed under Au t h o ri z ations on page 8. The fo l l owing are ex cl u d e d :

• C a re by non-Plan doctors or hospitals ex c ept for authori zed  re fe rrals or emergencies (see Emerge n cy
B e n e fi t s ) ;

• Expenses incurred while not cove red by this Plan;

• S e rvices furnished or billed by a provider or facility barred from the FEHB Progra m ;

• S e rvices not re q u i red according to accepted standards of medical, d e n t a l , or psych i at ric pra c t i c e ;

• P ro c e d u re s ,t re at m e n t s , d rugs or devices that are ex p e rimental or inve s t i gat i o n a l ;

• P ro c e d u re s ,s e rv i c e s , d rugs and supplies re l ated to sex tra n s fo rm ations; and

• P ro c e d u re s ,s e rv i c e s , d rugs and supplies re l ated to ab o rt i o n s , ex c ept when the life of the mother
would be endange red if the fetus we re carried to term or when the preg n a n cy is the result of an act of
rape or incest.



Medical and Surgical Benefi t s

Wh at is cove re d A compre h e n s ive ra n ge of preve n t ive, d i agnostic and tre atment services is provided by Plan doctors and
other Plan prov i d e rs. This includes all necessary office visits;  you pay a $10 pri m a ry care doctor offi c e
visit copay, and a $15 office visit copay for specialists. Within the Service are a , house calls will be
p rovided if in the judgment of the Plan doctor such care is necessary and ap p ro p ri ate; you pay a $10
c o p ay for a doctor’s house call, and nothing for home visits by nu rses and health aides.

The fo l l owing services are included and are subject to the office visit copay unless stated otherwise:

• P reve n t ive care, i n cluding we l l - b aby care and periodic ch e ck - u p s

• M a m m ograms are cove red as fo l l ow s : for women age 35 through age 39, one mammogram duri n g
these five ye a rs; for women age 40 through 49, one mammogram eve ry one or two ye a rs; for wo m e n
age 50 through 64, one mammogram eve ry year; and for women age 65 and ab ove, one mammogra m
eve ry two ye a rs. In addition to routine scre e n i n g, m a m m ograms are cove red when pre s c ribed by the
doctor as medically necessary to diagnose or tre at your illness.

• Routine immu n i z ations and boosters

• C o n s u l t ations by specialists

• D i agnostic pro c e d u re s , s u ch as lab o rat o ry tests and X-ray s

• Complete obstetrical (mat e rnity) care for all cove red fe m a l e s , i n cluding pre n at a l ,d e l ive ry and postnat a l
c a re by a Plan doctor (office visit copays are wa ived for obstetrical care after the fi rst visit.)  Th e
m o t h e r, at her option, m ay remain in the hospital up to 48 hours after a regular delive ry and 96 hours
after a cesarean delive ry. Inpatient stays will be extended if medically necessary. If enrollment in the
Plan is term i n ated during preg n a n cy, b e n e fits will not be provided after cove rage under the Plan has
e n d e d. Ord i n a ry nu rs e ry care of the new b o rn child during the cove red portion of the mother’s hospital
c o n finement for mat e rnity will be cove red under either a Self Only or Self and Fa m i ly enro l l m e n t ;
other care of an infant who re q u i res defi n i t ive tre atment will be cove red only if the infant is cove re d
under a Self and Fa m i ly enro l l m e n t .

• Vo l u n t a ry steri l i z ation and fa m i ly planning serv i c e s

• D i agnosis and tre atment of diseases of the eye

• A l l e rgy testing and tre at m e n t , i n cluding test and tre atment mat e rials (such as allergy seru m )

• The insertion of internal prosthetic dev i c e s ,s u ch as pacemake rs and art i ficial joints.

• C o rn e a ,h e a rt ,h e a rt / l u n g, lung (single and doubl e ) ,p a n c re a s ,k i d n ey / p a n c re a s , k i d n ey and live r
t ransplants; allogeneic (donor) bone marrow transplants; autologous bone marrow tra n s p l a n t s
( a u t o l ogous stem cell and peri p h e ral stem cell support) for the fo l l owing conditions: acute ly m p h o cy t i c
or non-ly m p h o cytic leuke m i a , a dvanced Hodgkin’s ly m p h o m a ,a dvanced non-Hodgkin’s ly m p h o m a ,
a dvanced neuro bl a s t o m a , ch ronic ly m p h o cytic leuke m i a , acute mye l ogenous leukemia and bre a s t
cancer; multiple myeloma; epithelial ova rian cancer; and testicular, m e d i a s t i n a l , re t ro p e ritoneal and
ova rian ge rm cell tumors. Transplants are cove red when ap p roved by the Medical Dire c t o r. Relat e d
medical and hospital expenses of the donor are cove re d.

• Women who undergo mastectomies may, at their option, h ave this pro c e d u re perfo rmed on an
i n p atient basis and remain in the hospital up to 48 hours after the pro c e d u re. 

• D i a ly s i s

• C h e m o t h e rapy, ra d i ation therapy, and inhalation therapy

• S u rgical tre atment of morbid obesity

• P rosthetic dev i c e s ,s u ch as art i ficial limbs (initial device only) and lenses fo l l owing cat a ract re m ova l

• D u rable medical equipment, s u ch as wh e e l ch a i rs and hospital beds

• O rthopedic dev i c e s , s u ch as bra c e s

• Home health services of nu rses and health aides, i n cluding intravenous fluids and medicat i o n s , wh e n
p re s c ribed by your Plan doctor, who will peri o d i c a l ly rev i ew the program for continu i n g
ap p ro p ri ateness and need

• All necessary medical or surgical care in a hospital or extended care facility from Plan doctors and
other Plan prov i d e rs , at no additional cost to yo u .

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTO R S
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Medical and Surgical Benefits c o n t i nu e d

Limited benefi t s

Wh at is not
c ove re d

O ral and maxillofacial surge ry is provided for nondental  surgical and hospitalization pro c e d u res fo r
c o n genital defe c t s , s u ch as cleft lip and cleft palat e, and for medical or surgical pro c e d u res occurri n g
within or adjacent to the oral cavity or sinuses incl u d i n g, but not limited to, t re atment of fra c t u res and
excision of tumors and cysts. All other pro c e d u res involving the teeth or intra - o ral areas surrounding the
teeth are not cove re d, i n cluding any dental care invo l ved in tre atment of temporo m a n d i bular joint (TMJ)
pain dysfunction syndro m e.

R e c o n s t ru c t ive surge ry will be provided to correct a condition  resulting from a functional defect or
f rom an injury or surge ry that has produced a major effect on the member’s ap p e a rance and if the
condition can re a s o n ably be expected to be corrected by such surge ry.

S h o rt - t e rm re h ab i l i t at ive therapy ( p hy s i c a l , s p e e ch and occupational) is provided on an inpatient or
o u t p atient basis for up to two months per condition if significant improvement can be expected within
t wo months; you pay nothing. Speech therapy is limited to tre atment of certain speech impairments of
o rganic ori gin. Occupational therapy is limited to services that assist the member to ach i eve and maintain
s e l f - c a re and improved functioning in other activities of daily liv i n g.

D i agnosis and tre atment of infe rtility a re cove red; you pay a $15 copay per office visit. The fo l l ow i n g
types of art i ficial insemination are cove re d : i n t ravaginal insemination (IVI); intra c e rvical inseminat i o n s
(ICI) and intra u t e rine insemination (IUI); cost of donor sperm is not cove red; you pay a $15 copay per
o ffice visit.   Fe rtility drugs are cove re d. Other assisted rep ro d u c t ive tech n o l ogy (ART) pro c e d u re s ,s u ch
as in vitro fe rt i l i z ation and embryo tra n s fe r, a re not cove re d.

C a rdiac re h ab i l i t at i o n fo l l owing a heart tra n s p l a n t , bypass surge ry or a myo c a rdial infa rc t i o n , i s
p rovided for Phases 1 and 2, but not for Phase 3 cardiac re h ab i l i t ation; you pay n o t h i n g.

Pa rt i c i p ation in and completion of an ap p roved Smoking cessation program; the Plan pays the lesser of
$45 or 50% of the cost of part i c i p at i o n .

• P hysical ex a m i n ations that are not necessary for medical re a s o n s , s u ch as those re q u i red for obtaining
or continuing employment or insura n c e, attending school or camp, or trave l

• R eve rsal of vo l u n t a ry, s u rgi c a l ly-induced steri l i t y

• Plastic surge ry pri m a ri ly for cosmetic purp o s e s

• Transplants not listed as cove re d

• H e a ring aids

• L o n g - t e rm re h ab i l i t at ive therapy

• C h i ro p ractic serv i c e s

• H o m e m a ker serv i c e s

• Foot ort h o t i c s

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTO R S
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Hospital/Extended Care Benefi t s

Wh at is cove re d
Hospital care

Extended care

Hospice care

A m bulance serv i c e

Limited benefi t s
I n p atient dental
p ro c e d u re s

Acute inpat i e n t
d e t ox i fi c at i o n

Wh at is not
c ove re d

The Plan provides a compre h e n s ive ra n ge of benefits with no dollar or day limit when you are
h o s p i t a l i zed under the care of a Plan doctor. You pay a $200 copay per inpatient admission; nothing per
o u t p atient surge ry session. All necessary services are cove re d, i n cl u d i n g :

• S e m i p rivate room accommodations; when a Plan doctor determines it is medically necessary, t h e
doctor may pre s c ribe private accommodations or private duty nu rsing care

• S p e c i a l i zed care units, s u ch as intensive care or cardiac care units

The Plan provides a compre h e n s ive ra n ge of benefits for up to 120 days per calendar year when full-time
skilled nu rsing care is necessary and confinement in a skilled nu rsing facility is medically ap p ro p ri ate as
d e t e rmined by a Plan doctor and ap p roved by the Plan. You pay n o t h i n g. All necessary services are
c ove re d, i n cl u d i n g :

• B e d, b o a rd and ge n e ral nu rsing care

• D ru g s , b i o l ogi c a l s ,s u p p l i e s , and equipment ord i n a ri ly provided or arra n ged by the skilled nu rs i n g
facility when pre s c ribed by a Plan doctor.

S u p p o rt ive and palliat ive care for a term i n a l ly ill member is cove red in the home or hospice fa c i l i t y.
S e rvices include inpatient and outpatient care, and fa m i ly counseling; these services are provided under
the direction of a Plan doctor who cert i fies that the patient is in the terminal stages of illness, with a life
ex p e c t a n cy of ap p rox i m at e ly six months or less.

B e n e fits are provided for ambulance tra n s p o rt ation ord e red or authori zed by a Plan doctor.

H o s p i t a l i z ation for certain dental pro c e d u res is cove red when a  Plan doctor determines there is a need fo r
h o s p i t a l i z ation for reasons totally unre l ated to the dental pro c e d u re; the Plan will cover the hospitalizat i o n ,
but not the cost of the pro fessional dental services. Conditions for wh i ch hospitalization would be cove re d
i n clude hemophilia and heart disease; the need for anesthesia, by itself, is not such a condition.

H o s p i t a l i z ation for medical tre atment of substance abuse is limited to emerge n cy care, d i ag n o s i s ,
t re atment of medical conditions, and medical management of withdrawal symptoms (acute
d e t ox i fi c ation) if the Plan doctor determines that outpatient management is not medically ap p ro p ri at e.
See page 15 for nonmedical substance abuse benefi t s .

• Pe rsonal comfo rt items, s u ch as telephone and telev i s i o n

• Custodial care, rest cure s , d o m i c i l i a ry or convalescent care

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTO R S
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E m e rge n cy Benefi t s

Wh at is a 
medical 
e m e rge n cy ?

E m e rgencies within
the Service A re a

Plan pay s . . .

You pay. . .

E m e rgencies outside
the Service A re a

Plan pay s . . .

You pay. . .

Wh at is cove re d

Wh at is not
c ove re d

A medical emerge n cy is the sudden and unexpected onset of a condition or an injury that re q u i re s
i m m e d i ate medical or surgical care. Some pro blems are emergencies because, if not tre ated pro m p t ly,
t h ey might become more serious; examples include deep cuts and bro ken bones. Others are emerge n c i e s
because they are potentially life - t h re at e n i n g, s u ch as heart at t a ck s ,s t ro ke s , p o i s o n i n g s , gunshot wo u n d s ,
or sudden inability to bre at h e. Th e re are many other acute conditions that the Plan may determine are
medical emergencies — wh at they all have in common is the need for quick action.

If you are in an emerge n cy situat i o n , please call your pri m a ry care doctor. In ex t reme emerge n c i e s , if yo u
a re unable to contact your doctor, contact the local emerge n cy system (e. g. , the 911 telephone system) or
go to the nearest hospital emerge n cy room. Be sure to tell the emerge n cy room personnel that you are a
Plan member so they can notify the Plan. You or a fa m i ly member should notify the Plan within 48
h o u rs. It is your responsibility to ensure that the Plan has been timely notifi e d.

If you need to be hospitalize d, the Plan must be notified within 48 hours or on the fi rst wo rking day
fo l l owing your admission, unless it was not re a s o n ably possible to notify the Plan within that time. If yo u
a re hospitalized in non-Plan facilities and Plan doctors believe care can be better provided in a Plan
h o s p i t a l , you will be tra n s fe rred when medically fe a s i ble with any ambulance ch a rges cove red in full.

B e n e fits are ava i l able for care from non-Plan prov i d e rs in a medical emerge n cy only if delay in re a ch i n g
a Plan provider would result in deat h , d i s ability or significant jeopardy to your condition.

To be cove red by this Plan, a ny fo l l ow-up care recommended by non-Plan prov i d e rs must be ap p rove d
by the Plan or provided by Plan prov i d e rs .

R e a s o n able ch a rges for emerge n cy services to the extent the services would have been cove red if
re c e ived from Plan prov i d e rs .

$25 per hospital emerge n cy room visit or $25 per urgent care center visit for emerge n cy services that are
c ove red benefits of this Plan. If the emerge n cy results in admission to a hospital, the emerge n cy care
c o p ay is wa ive d.

B e n e fits are ava i l able for any medically necessary health service that is immediat e ly re q u i red because of
i n j u ry or unfo reseen illness.

If you need to be hospitalize d, the Plan must be notified within 48 hours or on the fi rst wo rking day
fo l l owing your admission, unless it was not re a s o n ably possible to notify the Plan within that time.  If a
Plan doctor believes care can be better provided in a Plan hospital, you will be tra n s fe rred wh e n
m e d i c a l ly fe a s i ble with any ambulance ch a rges cove red in full.

To be cove red by this Plan, a ny fo l l ow-up care recommended by non-Plan prov i d e rs must be ap p rove d
by the Plan or provided by Plan prov i d e rs .

R e a s o n able ch a rges for emerge n cy care services to the extent the services would have been cove red if
re c e ived from Plan prov i d e rs .

Nothing for emerge n cy care services that are cove red benefits of this Plan.

• E m e rge n cy care at a doctor’s office or an urgent care center

• E m e rge n cy care as an outpatient or inpatient at a hospital, i n cluding doctors ’s e rv i c e s

• A m bulance service ap p roved by the Plan

• E l e c t ive care or nonemerge n cy care

• E m e rge n cy care provided outside the service area if the need for care could have been fo reseen befo re
l e aving the service are a

• Medical and hospital costs resulting from a normal full-term delive ry of a baby outside the Service A re a
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E m e rge n cy Benefits c o n t i nu e d

Filing cl a i m s
for non-Plan
p rov i d e rs

With your authori z at i o n , the Plan will pay benefits dire c t ly to the prov i d e rs of your emerge n cy care upon
receipt of their claims.  Physician claims should be submitted on the HCFA 1500 claim fo rm. If you are
re q u i red to pay for the serv i c e s , submit itemized bills and your receipts to the Plan along with an
ex p l a n ation of the services and the identifi c ation info rm ation from your ID card.

Payment will be sent to you (or the provider if you did not pay the bill), unless the claim is denied. If it is
d e n i e d, you will re c e ive notice of the decision, i n cluding the reasons for the denial and the provisions of
the contract on wh i ch denial was based.  If you disagree with the Plan’s decision, you may re q u e s t
re c o n s i d e ration in accordance with the disputed claims pro c e d u re described on page 19.
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Mental Conditions/Substance A buse Benefi t s

Mental conditions
Wh at is cove re d

O u t p at i e n t
c a re

I n p at i e n t
c a re

Wh at is not
c ove re d

Substance abu s e
Wh at is cove re d

Wh at is not
c ove re d

To the extent shown below, the Plan provides the fo l l owing services necessary for the diagnosis and
t re atment of acute psych i at ric conditions, i n cluding the tre atment of mental illness or disord e rs :

• D i agnostic eva l u at i o n

• P s y ch o l ogical testing

• P s y ch i at ric tre atment (including individual and group therapy )

• H o s p i t a l i z ation (including inpatient pro fessional serv i c e s )

Up to 40 outpatient visits to Plan doctors , c o n s u l t a n t s , or other psych i at ric personnel each calendar ye a r ;
you pay a $25 copay for each cove red visit for the fi rst 20 visits; a $50 copay for each cove red visit fo r
the remaining 20 visits — all ch a rges there a f t e r..

Up to 30 days of hospitalization each calendar year; you pay $50 per day for the fi rst 10 day s , n o t h i n g
for days 11-30 — all ch a rges there a f t e r. The number of days for inpatient care is a combined maximu m
of 30 days for mental conditions and substance abu s e.

• C a re for psych i at ric conditions that in the pro fessional judgment of Plan doctors are not subject to
s i g n i ficant improvement through re l at ive ly short - t e rm tre at m e n t

• P s y ch i at ric eva l u ation or therapy on court order or as a condition of parole or pro b at i o n , u n l e s s
d e t e rmined by a Plan doctor to be necessary and ap p ro p ri at e

• P s y ch o l ogical testing when not medically necessary to determine the ap p ro p ri ate tre atment of a short -
t e rm psych i at ric condition

This Plan provides medical and hospital services such as acute detox i fi c ation services for the medical,
n o n - p s y ch i at ric aspects of substance abu s e, i n cluding alcoholism and drug add i c t i o n , the same as for any
other illness or condition. Services for the psych i at ric aspects are provided in conjunction with the
Mental Conditions Benefit shown ab ove. Outpatient visits to Plan mental health prov i d e rs for fo l l ow - u p
c a re and counseling are cove red as well as inpatient services necessary for diagnosis and tre atment. Th e
Mental Conditions Benefit visit/day limitations and copays ap p ly to any cove red substance abuse care.

• Tre atment that is not authori zed by a Plan doctor.

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTO R S
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P re s c ription Drug Benefi t s

Wh at is cove re d

Wh at is not
c ove re d

P re s c ription drugs pre s c ribed by a Plan or re fe rral doctor and obtained at a Plan pharm a cy will be
dispensed for up to a 31-day supply. You pay a $7 copay per pre s c ription unit or re fill for ge n e ric dru g s ;
a $10 copay for fo rmu l a ry drugs; and a $15 copay for nonfo rmu l a ry dru g s .

D rugs are pre s c ribed by Plan doctors and dispensed in accordance with the Plan’s drug fo rmu l a ry.
N o n fo rmu l a ry drugs will be cove red when pre s c ribed by a Plan doctor.

P re s c ription drugs may be obtained through the Plan’s mail order drug program.  You pay a $5 copay
per pre s c ription unit or re fi l l .

C ove red medications and accessories incl u d e :

• D rugs for wh i ch a pre s c ription is re q u i red by law

• O ral and injectable contra c ep t ive dru g s

• Insulin with a copay ch a rge applied to each vial

• D i abetic supplies including insulin syri n ge s , n e e d l e s , glucose test tablets and test tap e, B e n e d i c t ’s
s o l u t i o n , or equivalent and acetone test tabl e s

• D i s p o s able needles and syri n ges needed to inject cove red pre s c ribed medicat i o n

• P re n atal vitamins

• Fe rtility dru g s

I n t ravenous fluids and medication for home use and some injectable drugs are cove red under Medical
and Surgical Benefi t s .

• D rugs ava i l able without a pre s c ription or for wh i ch there is a nonpre s c ription equivalent ava i l abl e

• D rugs obtained at a non-Plan pharm a cy ex c ept for out-of-area emerge n c i e s

• Vitamins and nu t ritional substances that can be purchased without a pre s c ri p t i o n , ex c ept for pre n at a l
v i t a m i n s

• Medical supplies such as dressings and antisep t i c s

• C o n t ra c ep t ive dev i c e s

• D rugs for cosmetic purp o s e s

• D rugs to enhance athletic perfo rm a n c e

• Smoking cessation drugs and medicat i o n , i n cluding nicotine  pat ch e s

• Implanted contra c ep t ive dru g s ,s u ch as Norp l a n t

• D rugs for weight contro l

CARE MUST BE RECEIVED FROM OR ARRANGED BY PLAN DOCTO R S
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Other Benefi t s

Dental Care
Wh at is cove re d

Accidental injury
b e n e fi t

Wh at is not
c ove re d

Vision care
Wh at is cove re d

Wh at is not
c ove re d

The plan will pay up to $10 for one exam and up to $15 for one cleaning by any licensed dentist eve ry 6
months. Services do not have to be authori zed by your pri m a ry care doctor..

R e s t o rat ive services and supplies necessary to pro m p t ly repair (but not replace) sound nat u ral teeth up to
a maximum Plan payment of $500 per person per calendar ye a r. The need for these services must re s u l t
f rom an accidental injury. You pay n o t h i n g.

• Other dental services not shown as cove re d

In addition to the medical and surgical benefits provided for diagnosis and tre atment of diseases of the eye,
a n nual eye re f ractions (to provide a written lens pre s c ription for eyeglasses) and one pair of eyeg l a s s e s
eve ry two ye a rs from a designated selection of lenses and frames may be obtained from Plan prov i d e rs .
You pay n o t h i n g. You must contact the Plan for an ap p roval fo rm befo re obtaining the serv i c e.

• E ye exe rc i s e s
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H ow to Obtain Benefi t s

Q u e s t i o n s

Disputed cl a i m s
rev i ew

Plan re c o n s i d e rat i o n

OPM Rev i ew

If you have a question concerning Plan benefits or how to arra n ge for care, contact the Plan’s Client Serv i c e s
D ep a rtment  in Columbia at 803/786-8476 or 1-800/868-2528 or you may write to the Plan at 200 A r b o r
L a ke Drive, Suite 200, C o l u m b i a , SC 29223-4516.

If a claim for payment or services is denied by the Plan, you must ask the Plan, in writing and within six
months of the date of the denial, to reconsider its denial befo re you request a rev i ew by OPM.  (This time
limit may be extended if you show you we re prevented by circumstances beyond your control from making
your request within the time limit.)  OPM will not rev i ew your request unless you demonstrate that you gave
the Plan an opportunity to reconsider your claim.  Your written request to the Plan must state why, based on
s p e c i fic benefit provisions in this bro ch u re, you believe the denied claim for payment or service should have
been paid or prov i d e d.  

Within 30 days after receipt of your request for re c o n s i d e rat i o n , the Plan must affi rm the denial in writing to
yo u , p ay the cl a i m , p rovide the serv i c e, or request additional info rm ation re a s o n ably necessary to make a
d e t e rm i n ation.  If the Plan asks a provider for info rm ation it will send you a copy of this request at the same
t i m e.  The Plan has 30 days after re c e iving the info rm ation to give its decision.  If this info rm ation is not
supplied within 60 day s , the Plan will base its decision on the info rm ation it has on hand.

If the Plan affi rms its denial, you have the right to request a rev i ew by OPM to determine whether the Plan’s
actions are in accordance with the terms of its contract.  You must request the rev i ew within 90 days after the
d ate of the Plan’s letter affi rming its initial denial. 

You may also ask OPM for a rev i ew if the Plan fails to respond within 30 days of your written request fo r
re c o n s i d e ration or 30 days after you have supplied additional info rm ation to the Plan.  In this case, OPM mu s t
re c e ive a request for rev i ew within 120 days of your request to the Plan for re c o n s i d e ration or of the date yo u
we re notified that the Plan needed additional info rm at i o n , either from you or from your doctor or hospital.

This right is ava i l able only to you or the executor of a deceased cl a i m a n t ’s estat e.  Prov i d e rs ,l egal counsel, a n d
other interested parties may act as your rep re s e n t at ive only with your specific written consent to purs u e
p ayment of the disputed claim.  OPM must re c e ive a copy of your written consent with their request for rev i ew.

Your written request for an OPM rev i ew must state why, based on specific benefit provisions in this bro ch u re,
you believe the denied claim for payment or service should have been paid or prov i d e d.  If the Plan has
re c o n s i d e red and denied more than one unre l ated cl a i m , cl e a rly identify the documents for each claim.  

Your request must include the fo l l owing info rm ation or it will be re t u rned by OPM:
• A copy of your letter to the Plan requesting re c o n s i d e rat i o n ;
• A copy of the Plan’s re c o n s i d e ration decision (if the Plan failed to re s p o n d, p rovide instead (a) the date of

your request to the Plan or (b) the dates the Plan requested and you provided additional info rm ation to the
P l a n ) ;

• Copies of documents that support your cl a i m , s u ch as doctors ’l e t t e rs , o p e rat ive rep o rt s , b i l l s ,m e d i c a l
re c o rd s , and ex p l a n ation of benefit (EOB) fo rms; and

• Your daytime phone nu m b e r.

Medical documentation re c e ived from you or the Plan during the  rev i ew process becomes a permanent part
of the disputed claim fi l e, subject to the provisions of the Freedom of Info rm ation Act and the Priva cy A c t .

Send your request for rev i ew to: O ffice of Pe rsonnel Manage m e n t , O ffice of Insurance Progra m s ,C o n t ra c t s
D ivision 3, P. O. Box 436, Wa s h i n g t o n , DC  20044.

You (or a person acting on your behalf) may not bring a lawsuit to re c over benefits on a claim for tre at m e n t ,
s e rv i c e s , supplies or drugs cove red by this Plan until you have exhausted the OPM rev i ew pro c e d u re,
e s t ablished at section 890.105, title 5, Code of Fe d e ral Reg u l ations (CFR).  If OPM upholds the Plan’s
decision on your cl a i m , and you decide to bring a lawsuit based on the denial, the lawsuit must be bro u g h t
no later than December 31 of the third year after the year in wh i ch the services or supplies upon wh i ch the
claim is pre d i c ated we re prov i d e d.  Pursuant to section 890.107, title 5, C F R , s u ch a lawsuit must be bro u g h t
against the Office of Pe rsonnel Management in Fe d e ral court .

Fe d e ral law ex cl u s ive ly gove rns all claims for relief in a lawsuit that re l ates to this Plan’s benefits or
c ove rage or payments with respect to those benefits. Judicial action on such claims is limited to the re c o rd
t h at was befo re OPM when it re n d e red its decision affi rming the Plan’s denial of the benefit. The re c ove ry in
s u ch a suit is limited to the amount of benefits in dispute. 

P riva cy Act stat e m e n t — If you ask OPM to rev i ew a denial of a  claim for payment or serv i c e, OPM is
a u t h o ri zed by ch apter 89 of title 5, U. S. C . , to use the info rm ation collected from you and the Plan to
d e t e rmine if the Plan has acted pro p e rly in denying you the payment or serv i c e, and the info rm ation so
collected may be disclosed to you and/or the Plan in support of OPM’s decision on the disputed cl a i m .
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H ow Companion HealthCare Corp o ration Changes Ja nu a ry 1998

P rogra m - w i d e
ch a n ge s

C h a n ges to this
P l a n

This ye a r, the Office of Pe rsonnel Management (OPM) instituted minimum benefit levels in all plans fo r
n o rmal delive ries (48 hours of inpatient care ) , c a e s a rean sections (96 hours of inpatient care) and
mastectomies (48 hours of inpatient care).  See page 11 for this Plan’s benefi t s .

The mammogram screening schedule is shown on page 11.

OPM also re q u i res each prepaid plan to list the specific art i ficial insemination pro c e d u res that it cove rs .
See page 12 for this Plan’s benefi t s .

N o n e.
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S u m m a ry of Benefits for Companion HealthCare - 19 9 8

B e n e fi t s

I n p at i e n t H o s p i t a l
c a re

Extended Care

M e n t a l
C o n d i t i o n s

S u b s t a n c e
A bu s e

O u t p at i e n t
c a re

Home Health
C a re

M e n t a l
C o n d i t i o n s

S u b s t a n c e
A bu s e

E m e rge n cy care

P re s c ription dru g s

Dental care

Vision care

O u t - o f - p o cket maximu m

Plan pay s / p rovides                                                                                                                                 Page

C o m p re h e n s ive ra n ge of medical and surgical services without dollar or day limit. Incl u d e s
in-hospital doctor care, room and board, ge n e ral nu rsing care, p rivate room and private 
nu rsing care if medically necessary, d i agnostic tests, d rugs and medical supplies, use of 
o p e rating ro o m ,i n t e n s ive care and complete mat e rnity care. You pay a $200 copay per 
a d m i s s i o n  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1 3

All necessary serv i c e s , up to 120 days per ye a r. You pay n o t h i n g  . . . . . . . . . . . . . . . . . . . . . . . . . . .1 3

D i agnosis and tre atment of acute psych i at ric conditions for up to 30 days of inpatient 
c a re per ye a r. You pay $50 per day for the fi rst 10 days; nothing for days 11-30  . . . . . . . . . . . . . . .1 6

C ove red under mental conditions  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1 6

C o m p re h e n s ive ra n ge of services such as diagnosis and tre atment of illness or injury,
i n cluding specialist’s care; preve n t ive care, i n cluding we l l - b aby care, p e riodic ch e ck - u p s
and routine immu n i z ations; lab o rat o ry tests and X-rays; complete mat e rnity care. You pay
$10 per pri m a ry care doctor office visit; $15 per office visit for specialists; copays are 
wa ived for mat e rnity care after the initial visit; and $10 per house call by a doctor . . . . . . . . . . .1 1 ,1 2

All necessary visits by nu rses and health aides. You pay n o t h i n g  . . . . . . . . . . . . . . . . . . . . . . . .1 1 , 1 2

Up to 40 outpatient visits per ye a r. You pay a $25 copay per visit for the fi rst 20 visits; 
a $50 copay per visit for the remaining 20 visits  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1 6

C ove red under mental conditions  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1 6

R e a s o n able ch a rges for services and supplies re q u i red because of a medical emerge n cy. 
You pay a $25 copay to the hospital for each emerge n cy room visit within the Service A rea; 
nothing outside the Service A rea; and any ch a rges for services that are not cove red by 
this Plan  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1 4 - 1 5

D rugs pre s c ribed by a Plan doctor and obtained at a Plan pharm a cy. You pay a $7 copay for 
ge n e ric drugs; a $10 copay for fo rmu l a ry drugs; and a $15 copay for non-fo rmu l a ry drugs per
p re s c ription unit or re fill at a Plan retail pharm a cy, or a $5 copay when purchased through 
a Plan mail order pharm a cy  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1 7

Accidental injury benefit up to $500; you pay nothing up to the maximum.  Preve n t ive 
dental care; the Plan pays up to $10 for an exam and up to $15 for a cleaning 
eve ry 6 months  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1 8

One re f raction annu a l ly, one pair of eyeglasses eve ry two ye a rs. You pay n o t h i n g . . . . . . . . . . . . . .1 8

C o p ayments are re q u i red for a few benefits; howeve r, after your out-of-pocket expenses re a ch a
m a x i mum of $2,500 per Self Only or $5,000 per Self and Fa m i ly enrollment per calendar ye a r,
c ove red benefits will be provided at 100%. This copay maximum does not include pre s c ription 
d rugs or dental serv i c e s  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .8
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Do not re ly on this ch a rt alone. All benefits are provided in full unless otherwise indicated subject to the limitations and ex clusions set fo rt h
in the bro ch u re. This ch a rt mere ly summari zes certain important expenses cove red by the Plan. If you wish to enroll or ch a n ge yo u r
e n rollment in this Plan, be sure to indicate the correct enrollment code on your enrollment fo rm (codes appear on the cover of this
b ro ch u re). ALL SERVICES COVERED UNDER THIS PLAN, WITH THE EXCEPTION OF EMERGENCY CARE, A R E
C OVERED ONLY WHEN PROVIDED OR ARRANGED BY PLAN DOCTO R S.



N o t e s
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1998 Rate Info rm ation fo r
Companion HealthCare Corp o rat i o n

FEHB Benefits of this Plan are described in bro ch u re 73-548

The 1998 rates for this Plan fo l l ow. N o n - Postal rates ap p ly to most non-Postal enrollees. If
you are in a special enrollment cat ego ry, re fer to an FEHB Guide or contact the age n cy that
maintains your health benefits enrollment. Postal rates ap p ly to all USPS career employe e s
and do not ap p ly to non-career Postal employe e s , Postal re t i rees or associate members of any
Postal employees orga n i z at i o n .

Au t h o ri zed for distri bution by the

United States Office of
Pe rsonnel Manage m e n t

Self Only
Self and Family

SE1
SE2

Type of 
Enrollment Code

Non-Postal Premium

Biweekly Monthly

Gov’t Your Gov’t Your
Share Share Share Share

Postal Premium

Biweekly

USPS Your
Share Share

Your
Share

Your
Share

Your
Share

65.96
142.27

24.07
82.82

142.91
308.25

52.16
179.45

78.06
168.36

11.97
56.73


