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e are happy to have you in Hawai‘i Medical Service Association's

Conversion Plan 10. We have received and accepted your application,

Health Statement (if applicable) and initial payment of dues. You are
eligible for the Conversion Plan 10 coverage starting on the effective date shown on your member

card.

To be sure that the Conversion Plan 10 meets your needs, you have 10 days to read this
Guide to Benefits and decide if you want to keep this coverage. We will give you a full refund of
your dues if, during this 10-day period, you write to tell us that you do not want this coverage. Of

course, you will not be eligible for any benefits if we refund your dues.

We hope that you will be satisfied with your Conversion Plan 10 coverage and

welcome you as a Hawai‘i Medical Service Association (HMSA) member.

Robert P. Hiam
President and Chief Executive Officer
Hawai‘i Medical Service Association
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Chapter 1. Important Information

This Chapter Covers

Ll About this GUIde t0 BENEFItS ........coe i e 1
. ACCESSING CAE ..ottt ettt bbbttt 2
= Health Center and PCP ........ooo i 3
= YOUr HEalth TEAM ..o e 3
= RETEITALS ... bbb 4
. Care While You are Away from HOME ..........ccocvveiiciiiccc e 6
. Questions We Ask When You ReCeIVE Care........ccccveveieneiesesiesieeieeseesie e seenas 9
= What You Can Do to Maintain Good Health ... 10
L] Interpreting this GUITE. .........ccvviviice e 11

Your HMO Program Your health care coverage is a Health Maintenance Organization (HMO). Your
coverage provides you with medical benefits for treatment of an illness or injury,
prevention of illness and injury, and promotion of good health. The Health Plan
Hawaii Member Handbook provides further information about this plan
including Member’s Rights and Responsibilities, Care Connection programs and
preventive health services. In the event the Handbook differs from this Guide to
Benefits, the Guide takes precedence. You can get a copy of the Handbook by
calling your nearest Customer Service office listed in Chapter 1: Important
Information or visit our web site at www.hmsa.com.

HMSA’s Pharmacy and Therapeutics Advisory Committee, composed of
practicing physicians and pharmacists from the community, meet quarterly to
assess drugs, including new drugs, for inclusion in HMSA’s plans. Drugs that
meet the Committee’s standards for safety, efficacy, ease of use, and value are
included in various plan formularies. For more information on coverage under
this plan, see Chapter 4: Description of Benefits and Chapter 6: Services Not
Covered.

Terminology The terms You and Your mean you and your dependents eligible for this
coverage. The terms We, Us, and Our mean HMSA.

The term Provider means a physician or other practitioner recognized by us, who
provides you with health care services. Your provider may also be the place
where you get services, such as a hospital or skilled nursing facility. Also, your
provider may be a supplier of health care products, such as a home or durable
medical equipment supplier.

The term Health Center means a specified group of providers in HMSA’s
Individual Plan HMO network that you designate as your primary center of care.
Your designated health center is made up of your Personal Care Physician (PCP)
and other providers.

Conversion Plan 10 January 2012 1
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Chapter 1: Important Information

Definitions

Questions

The term Network means all providers represented in all health centers that have
contracted with HMSA to care for its members.

The term Personal Care Provider (PCP) means the provider you choose within
your health center to act as your personal health care manager.

Throughout this guide, terms appear in Bold Italics the first time they are
defined. Terms are also defined in Chapter 11: Glossary.

If you have any questions, please contact Customer Service at any of the
locations listed below. More details about plan benefits will be provided free of
charge.
= Honolulu, 818 Keeaumoku Street, 96814

Telephone: 948-6372
= Hilo, Hawaii, 670 Ponahawai Street, Suite 121, 96720

Telephone: 935-5441

= Kailua-Kona, Hawaii, 75-1029 Henry Street, Suite 301, 96740
Telephone: 329-5291

= |ihue, Kauai, 4366 Kukui Grove Street, Suite 103, 96766
Telephone: 245-3393

= Kahului, Maui, 33 Lono Avenue, Suite 350, 96732
Telephone: 871-6295

= Molokai & Lanai:
Telephone: (800) 639-4672

= Telephone Display Device (TDD): (808) 948-6222

Your Member Card

Your PCP

Accessing Care

You must present your member card whenever you get services. It identifies you
as an HMSA member. If you misplace or lose your card, call Customer Service
so that a new card can be sent to you. Our phone numbers are listed in Chapter
1: Important Information.

Please note: For prescription drugs benefits covered under your medical plan,

you must present your member card at network pharmacies. If you do not

present your card or if you use a non-network pharmacy, both of the following

statements are true:

= You must pay in full at the time you fill the prescription.

= You are responsible for any difference between the eligible charge and the
actual charge.

Benefits are available only for care you receive from or arranged by your PCP
except for care for emergency services, annual vision exams, Online Care and
mental health and substance abuse services. For more information on these
services see Chapter 4: Description of Benefits.

You do not need a referral from your PCP to obtain access to obstetrical or
gynecological care from a health care professional in your health center who
specializes in obstetrics or gynecology. You may receive an annual
gynecological exam from any Health Plan Hawaii participating gynecologist or
nurse midwife without a referral.

Conversion Plan 10 January 2012
8/1/2011



Chapter 1. Important Information

|
Health Center and PCP
Health Center Your health center is the group of providers from which all of your services are
received. Your health center may be an actual clinic of providers or a group of
providers who practice at various locations. Your health center is very important
for two reasons:
= Your PCP works within your designated health center; and
= If your condition requires the skills of a specialist, your PCP will arrange for
you to get care from a specialty provider within the health center.
PCP Your PCP will act as your health manager. He or she will do all of the
following:
= Advise you on personal health issues.
= Diagnose and treat medical problems.
= Coordinate and monitor any care you may require from appropriate
specialists.
= Keep your medical records up-to-date.
Your PCP is the first point of contact whenever you require medical assistance.
Maintaining an ongoing relationship with your PCP will help ensure that you are
receiving optimal care.
Please check with your PCP for specific information about the requirements for
receiving services at your health center.
|
Your Health Team
Choosing Your Health Your health care team is made up of you and both of the following:
Team = Your designated health center
= Your designated PCP
To address individual health care needs, you and each covered dependent may
choose his or her own PCP and health center within HMSA’s Individual Plan
HMO Network.
When choosing a PCP and health center, you should consider the following
information:
= Do you already have a Provider that you want to remain with? Read through
the Health Plan Hawaii Directory of Health Centers and Providers to
determine whether your current Provider is available as a PCP.
= Decide what type of personal care Provider specialty fits your needs (family
practice, general practice, OB/GYN, internal medicine or pediatrics). For
example, you may designate a pediatrician as the personal care provider for
your child.
= Select a health center that fits your needs (health centers are in different
locations and may offer different providers and specialties).
= Consider your personal preferences (a male or female Provider, cultural
issues and languages spoken).
= Call the Provider’s office for more information (what are the office hours,
what hospital can the Provider practice at, what is their experience with
certain diseases).
*= You may select any personal care Provider within the Health Plan Hawaii
Network (the PCP you choose must be in your selected health center or you
will be reassigned to the health center where your PCP works).
Conversion Plan 10 January 2012 3
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Chapter 1: Important Information

Changing Your Health
Team

When We Must Assign a
New PCP

The provider directory lists the names of each health center and the PCPs and
other providers that belong to that health center. Copies of the directory are
available by contacting Customer Service. Our phone numbers are listed in
Chapter 1: Important Information.

Certain hospitals may leave HMSA'’s network of Providers but will remain
available to you as if they were network Providers through the current term of
your current plan year with HMSA. During this time you will continue to pay
network hospital copayments and enjoy other in-network benefits even if the
hospital leaves the network as to some or all HMSA plans. Network benefits will
be available to you through the most current term of your current plan year with
HMSA but no longer than 12 months from the time the hospital leaves the
network.

Please note: To provide you with the best care possible, the total number of
patients a PCP can care for is limited. If the PCP you select cannot accept new
patients without adversely affecting the availability or quality of services
provided, you will need to select someone else.

Your personal care Provider is responsible for providing and arranging all your
medical care. Having a continuous relationship with your personal care Provider
allows you the best possible care. If you need to change your personal care
Provider, please call your nearest Customer Service office listed in Chapter 1:
Important Information, visit our website at www.hmsa.com, or write Customer
Service at:

Customer Service Department
HMSA

P.O. Box 860

Honolulu, Hawaii 96808-0860

If the request is received between the 1% and the 5" of the month, you may
choose either the first of the current month or the 1% of the following month as
the effective date. If the requested change is received between the 6" and the 31
of the month, the earliest effective date is the first of the following month. You
will get a new member card indicating the name of your new personal care
Provider.

HMSA will review your request to change to a different health center on a case-

by-case basis. We may postpone your request if:

= You are an inpatient in a hospital, a skilled nursing facility or other medical
institution at the time of your request;

=  The change could have an adverse affect on the quality of your healthcare;
= You are an organ transplant candidate; or

= You have an unstable, acute medical condition for which you are receiving
active medical care.

If your personal care Provider’s agreement with HMSA ends, we will notify you
of the need to select a new personal care Provider from your health center. If
you do not make a selection, you will be assigned a new personal care Provider.
Your access to care will not be interrupted during the transition period

The Referral Process

Referrals

When your PCP determines that your condition requires the services of a
specialist or facility, he or she will refer you to an appropriate specialty physician
or facility.

Conversion Plan 10 January 2012
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The referral process is as follows:
= First, your PCP will look for a physician or facility within your designated
health center to treat you.

= If a specialty physician or facility is not available within your health center,
your PCP will refer you to a physician or facility within HMSA’s Individual
Plan HMO network of providers.

= If a specialty physician or facility is not available within HMSA's Individual
Plan HMO network of providers, your PCP will refer you to an HMSA
participating physician or facility.

When you go to a specialty physician’s office or a facility, you should do both of
the following:
= Present your member card.

= Inform the physician or nurse that your PCP has referred you.

In rare circumstances, your PCP may need to refer you to a non-participating or
out-of-state physician or facility. This should happen only when a provider with
the specialty designation and clinical expertise required to treat your condition is
not available within HMSA's Individual Plan HMO network of providers or
HMSA participating providers.

Your PCP must submit an administrative review request to HMSA prior to
services being rendered by a non-participating or out-of-state physician or
facility. If your PCP does not get an approval before you get services, you are
responsible for the cost of the medical services.

HMSA will respond to this request within a reasonable time appropriate to the
medical circumstances of your case but not later than 15 days after receipt of the
request. We may extend the time once for 15 days if we cannot respond to the
request within the initial 15 days and it is due to circumstances beyond our
control. If this happens, we will let your PCP know before the end of the initial
15 days why we are extending the time and the date we expect to render our
decision. If we need more details, we will let your PCP know and provide him or
her with at least 45 days to provide the information.

Benefits are available only for care you receive from or arranged by your PCP
except for care for emergency services, annual vision exams, Online Care and
mental health and substance abuse services. For more information on these
services see Chapter 4: Description of Benefits.

You do not need prior authorization from us or from your PCP to obtain access
to obstetrical or gynecological care from a health care professional in your health
center who specializes in obstetrics or gynecology. Prior authorization may be
required for certain services. For a list of participating health care professionals
in your health center who specialize in obstetrics or gynecology, contact
Customer Service. Our phone numbers are listed in Chapter 1: Important
Information.

You may receive an annual gynecological exam from any Health Plan Hawaii
participating gynecologist or nurse midwife without prior authorization from us
or from your PCP.

If your PCP does not provide or arrange for your services, you are responsible
for the cost of the medical services.

If the provider you are referred to asks you to return for more services, benefits
are only available if both of the following are true:
= The provider you are referred to contacts your PCP; and

= Your PCP arranges for more services (that may include the submission of an
administrative review to HMSA).



Chapter 1: Important Information

Referral Limitations

Claim Filing and
Copayments

Referrals to Another
Island

Benefits for referred care are limited to those covered services described in this
Guide to Benefits. Should your provider recommend or perform services that are
not covered or do not meet payment determination criteria, you are responsible
for all charges related to the service. See the section Questions We Ask When
You Receive Care later in this chapter.

Specialty physicians and facilities who provide care when you are referred by
your PCP will forward all claims to us. We reserve the right to send benefit
payments to you, to a provider, or if you have other coverage besides this plan, to
the other carrier. You are responsible for your copayment. For a summary of
your copayments, see Chapter 3: Summary of Benefits and Your Payment
Obligations.

In the event of your death, we can send benefit payments to your spouse, your
survivors, your provider, or the person in charge of your estate.

If your PCP refers you to a specialist on another island, you may be eligible for
inter-island transportation. For more information, see the section Miscellaneous
Medical Treatments in Chapter 4: Description of Benefits.

Care Outside of Hawaii
(BlueCard® Program)

Care While You are Away from Home

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

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

Emergency and Urgent Care

We cover only limited healthcare services received outside your plan service
area. As used in this section, “Care Outside of Hawaii” includes emergency care
and urgent care only (and specifically not follow-up care, routine care, and
elective care) obtained outside the geographic area we serve. Any other services
will not be covered when processed through any Inter-Plan Programs
arrangements. These “other services” must be provided or authorized by your
PCP. This is described in more detail below.

=  For emergency and urgent care services outside of Hawaii, benefits are
available through the BlueCard program. You should follow these steps:

- Carry your current member card for easy reference and access to service.

- If you experience a Medical Emergency while traveling outside Hawaii,
go to the nearest Emergency facility.

—  For urgent care, to find names and addresses of nearby providers, visit
the BlueCard Doctor and Hospital Finder Web site (www.BCBS.com) or
call BlueCard Access at 1-800-810-BLUE (2583). Call the provider to
schedule an appointment.

When you arrive at the participating BlueCard provider, present your member
card. You are responsible for paying the provider copayments for covered
services. The provider will submit a claim for the services rendered.

Conversion Plan 10 January 2012
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Contact your PCP as soon as possible after receiving services so that he or she
can update your file and assist/approve any added care you might require.

=  For non-emergency and non-urgent care services outside of Hawaii, you
must contact your PCP to make appropriate arrangements for your care.
Your PCP must submit an administrative review request to HMSA for an
authorization prior to services being rendered. If authorization is not
received prior to you receiving these services, you are responsible for the
cost of the medical services.

Under the BlueCard® Program, when you obtain Care Outside of Hawaii within
the geographic area served by a Host Blue, we will remain responsible for
fulfilling our contractual obligations. However, the Host Blue is responsible for
contracting with and generally handling all interactions with its participating
healthcare providers.

The BlueCard Program enables you to obtain Care Outside of Hawaii, as defined
above, from a healthcare provider participating with a Host Blue, where
available. The participating healthcare provider will automatically file a claim
for the Care Outside of Hawaii provided to you, so there are no claim forms for
you to fill out. You will be responsible for the copayment amount, as stated in
Chapter 1: Important Information; Chapter 3: Summary of Benefits and Your
Payment Obligations, and Chapter 4: Description of Benefits.

Whenever you access covered healthcare services outside of Hawaii and the
claim is processed through the BlueCard Program, the amount you pay for
covered healthcare services, if not a flat dollar copayment, is calculated based on
the lower of:

= The billed covered charges for your covered services; or
=  The negotiated price that the Host Blue makes available to HMSA.

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

Estimated pricing and average pricing, going forward, also take into account
adjustments to correct for over — and underestimation of modifications of past
pricing for the types of transaction modifications noted above. However, such
adjustments will not affect the price HMSA uses for your claim because they will
not be applied retroactively to claims already paid.

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

When Care Outside of Hawaii is received from non-participating healthcare
providers, the amount you pay for such services will generally be based on either
the Host Blue’s non-participating healthcare provider local payment or the
pricing arrangements required by applicable state law. In these situations, you
may be liable for the difference between the amount the non-participating
healthcare provider bills and the payment we will make for the covered services
as set forth in the Guide to Benefits.
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Care on Neighbor Islands

Guest Membership
Program

Process for Establishing
Guest Membership

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

Benefit payments for covered emergency services provided by nonparticipating
providers are a “reasonable amount” as defined by federal law at 45 CFR
§147.138(b).

For trips to the Neighbor Islands, urgent care benefits are available by contacting
the Customer Service office on the island you are visiting. Our phone numbers
are listed in Chapter 1: Important Information. A customer service
representative will arrange your appointment and advise you of your copayment
responsibility. Benefits include one visit to a provider's office. Contact your
PCP as soon as possible after receiving services so that he or she can update your
file and provide or arrange any added care you might require.

If you will be living away from your plan service area for longer than 90 days,

benefits are available through the Guest Membership program within the U.S.

You will need to prearrange care in the new service area through us. We will

advise you of the HMO host plans that are available to you.

= For members who are away from home, Guest Membership privileges are
available for up to 180 days. If your absence from Hawaii exceeds 180 days,
you may renew your Guest Membership privileges for up to an additional
six months.

=  For dependents who are away from home, Guest Membership privileges
must be renewed annually.

How to Enroll in the Guest Membership Program. To enroll in the Guest

Membership Program, call the HMSA Away from Home Care Coordinator

before you leave your plan service area. For a list of phone numbers by island,

see Chapter 1: Important Information. The coordinator will research if a HMO

host plan is available in the area you will be visiting.

= |f aprovider is available, you will need to fill out an enrollment form.
Enrollment information can be taken by telephone or through the mail.

= Once the enrollment is completed, the HMSA coordinator will forward the
enrollment form to the Away from Home Care Coordinator in the service
area you will be visiting.

= Once the HMO host plan processes your enrollment form, you will become a
guest member of the HMO host plan while you are living in their service
area. As a guest member, you are eligible for those benefits offered by the
HMO host plan and must abide by the provisions of that plan. Your
Conversion Plan 10 benefits will not apply until you return to your
Conversion Plan 10 service area.

= When you arrive at your destination, call the Away from Home Care
Coordinator of the HMO host plan. The coordinator will provide you with a
list of Providers (from which you can select a PCP) and a description of the
host plan’s benefits.

Conversion Plan 10 January 2012
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| . .
Questions We Ask When You Receive Care

Is the Care Covered? To receive benefits, the care you receive must be a covered treatment, service, or
supply. See Chapter 4: Description of Benefits for a listing of covered
treatments, services, and supplies.

Does the Care Meet All covered services you receive must meet all of the following payment
Payment Determination determination criteria:
Criteria? =  For the purpose of treating a medical condition.

= The most appropriate delivery or level of service, considering potential
benefits and harms to the patient.

= Known to be effective in improving health outcomes; provided that:
- Effectiveness is determined first by scientific evidence;

- If no scientific evidence exists, then by professional standards of care;
and

- If no professional standards of care exists or if they exist but are outdated
or contradictory, then by expert opinion; and

= Cost-effective for the medical condition being treated compared to
alternative health interventions, including no intervention. For purposes of
this paragraph, cost-effective shall not necessarily mean the lowest price.

Services that are not known to be effective in improving health outcomes
include, but are not limited to, services that are experimental or investigational.

Definitions of terms and more details regarding application of this Payment
Determination Criteria are contained in the Patient’s Bill of Rights and
Responsibilities, Hawaii Revised Statutes § 432E-1.4. The current language of
this statutory provision will be provided upon request. Requests should be
submitted to HMSA’s Customer Service Department.

The fact that a physician may prescribe, order, recommend, or approve a service
or supply does not in itself mean that the service or supply meets payment
determination criteria, even if it is listed as a covered service.

Except for BlueCard participating and BlueCard PPO providers, participating
providers may not bill or collect charges for services or supplies that do not meet
HMSA’s Payment Determination Criteria unless a written acknowledgement of
financial responsibility, specific to the service, is obtained from you or your legal
representative prior to the time services are rendered.

Participating providers may, however, bill you for services or supplies that are
excluded from coverage without getting a written acknowledgement of financial
responsibility from you or your representative. See Chapter 6: Services Not
Covered.

More than one procedure, service, or supply may be appropriate to diagnose and
treat your condition. In that case, we reserve the right to approve the least costly
appropriate treatment, service, or supply.

You may ask your physician to contact us to decide if the services you need meet
our payment determination criteria or are excluded from coverage before you
receive the care.

Conversion Plan 10 January 2012 9
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Is the Care Consistent
with HMSA's Medical
Policies?

Did You Receive Care
from Your PCP?

Is the Service or Supply
Subject to a Benefit
Maximum?

Is the Service or Supply
Subject to
Precertification?

Did You Receive Care
from a Provider
Recognized by Us?

Did a Recognized
Provider Order the Care?

To be covered, the care you get must be consistent with HMSA's medical
policies. These are policies drafted by HMSA Medical Directors, many of whom
are practicing physicians, with community physicians and nationally recognized
authorities. Each policy provides detailed coverage criteria for when a specific
service, drug, or supply meets payment determination criteria. If you have
questions about the policies or would like to get a copy of a policy related to your
care, please call your nearest Customer Service office listed in Chapter 1:
Important Information.

Benefits are available only for care you receive from or arranged by your PCP
except for care for emergency services, annual vision exams, Online Care and
mental health and substance abuse services. For more information on these
services see Chapter 4: Description of Benefits.

You do not need a referral from your PCP to obtain access to obstetrical or
gynecological care from a health care professional in your health center who
specializes in obstetrics or gynecology. You may receive an annual
gynecological exam from any Health Plan Hawaii participating gynecologist or
nurse midwife without a referral.

Benefit Maximum is the maximum benefit amount allowed for a covered service
or supply. A benefit maximum may limit the duration or the number of visits.
For information about benefit maximums, read Chapter 2: Payment Information
and Chapter 4: Description of Benefits.

Certain services require our prior approval. For services subject to approval,
read Chapter 5: Precertification.

To determine if a provider is recognized by us, we look at many factors including
licensure, professional history, and type of practice. All HMSA HMO network
providers and some non-network providers are recognized. To find out if your
Provider is an HMSA HMO network provider, refer to the Health Plan Hawaii
Directory of Health Centers and Providers. If you need a copy, call us and we
will send one to you or visit www.hmsa.com. To find out if a non-network
provider is recognized, call us at the telephone number listed in Chapter 1:
Important Information.

All covered treatment, services, and supplies must be ordered by a recognized
provider.

Practice Good Health
Habits

Routine and Preventive
Services

10

What You Can Do to Maintain Good Health

Staying healthy is the best way to control your health care costs. Take care of
yourself all year long. See your provider early. Don’t let a minor health problem
become a major one. Take advantage of your preventive care benefits.

Detecting conditions early is important. That’s why HMSA is committed to
providing you with benefits for routine and preventive health services. Many
serious disorders can be prevented by healthier lifestyles, immunizations, and
early detection and treatment. Routine and preventive care should always be
performed by your PCP. PCP means the provider you choose within your health
center to act as your personal health care manager.

Conversion Plan 10 January 2012
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Be a Wise Consumer You should make informed decisions about your health care. Be an active
partner in your care. Talk with your provider and ask questions. Understand the
treatment program and any risks, benefits, and options relate to it.

Take time to read and understand your Report to Member. This report shows
how we applied benefits. You may receive copies of your report online through
My Account on hmsa.com or by mail upon request. Make sure you are billed
only for those services you received.

Interpreting this Guide

Agreement The Agreement between HMSA and you is made up of all of the following:
= This Guide to Benefits.

= Any riders and/or amendments.
=  The enrollment form submitted to us.
= Your Health Statement (if required).

Our Rights to Interpret We will interpret the provisions of the Agreement and will determine all
this Document questions that arise under it. We have the administrative discretion:
= To determine if you meet our written eligibility requirements;

= To determine the amount and type of benefits payable to you or your
dependents according to the terms of this Agreement;

= To interpret the provisions of this Agreement as is necessary to determine
benefits, including decisions on medical necessity.

Our determinations and interpretations, and our decisions on these matters are
subject to de novo review by an impartial reviewer as provided in this Guide to
Benefits or as allowed by law. If you do not agree with our interpretation or
determination, you may appeal. See Chapter 8: Dispute Resolution.

No oral statement of any person shall modify or otherwise affect the benefits,
limits and exclusions of this Guide to Benefits, convey or void any coverage, or
increase or reduce any benefits under this Agreement.

Conversion Plan 10 January 2012 11
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I
Eligible Charge

Definition For most medical services, the Eligible Charge is the lower of either the
provider’s actual charge or the amount we establish as the maximum allowable
fee. HMSA’s payment, and your copayment, are based on the eligible charge.
Exception: For services provided by participating facilities, HMSA’s payment is
based on the maximum allowable fee and your copayment is based on the lower
of the actual charge or the maximum allowable fee.

The eligible charge for emergency services provided by non-participating
providers is calculated in accord with federal law as described at 45 CFR §
147.138(b).

Please note: If you receive a noncovered service, you are responsible for the
entire amount charged by your provider.

| ;
Annual Deductible

Definition Annual Deductible is the fixed dollar amount you must pay each calendar year
before benefits subject to the annual deductible become available. You cannot
pay the annual deductible amount to us in advance. You must meet the
deductible on a claim by claim basis.

The following amounts you pay do not apply toward meeting the annual

deductible:

= Copayments for services that are not subject to the annual deductible.

= Payments for services subject to a maximum once you reach the maximum.
See Benefit Maximum later in this Chapter.

= The difference between the actual charge and the eligible charge that you
pay when you receive services from a nonparticipating provider.

Conversion Plan 10 January 2012 13
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Amount

Example

=  Payments for noncovered services.
= Any amounts you owe in addition to your copayment for covered services.

Please note: For services subject to the annual deductible see Chapter 3:
Summary of Benefits and Your Payment Obligations.

High Option (BA) Basic Option (BG)
$300 per person, or $500 per person, or
$900 (maximum) per family contract $1,500 (maximum) per family contract

Here is an example of how the annual deductible works. Let's say you have single

coverage and are covered under the high option plan, your annual deductible is

$300, and you always go to a participating provider:

= In March, you fall down the stairs and are prescribed outpatient physical
therapy. The eligible charge for the covered sessions is $250. You are
responsible for the entire amount because you have not met the annual
deductible.

= In April, you become ill and require ground ambulance transportation to the
hospital. The eligible charge is $300. You owe $50 to meet the remaining
deductible balance, plus a $50 copayment (20% of the remaining $250
balance). For the remainder of the calendar year, you will pay no deductible.

Here is an example of how your maximum per family deductible works under the

high option plan:

= In February, your son is tested for allergies at the doctor’s office. The
eligible charge is $75. You are responsible for the entire amount because
you have not met the annual deductible.

= In March, your spouse becomes ill and is hospitalized for one day. The
eligible charge is $800. You are responsible for $300 (because your spouse
has not met the per person annual deductible) plus a $100 copayment (20%
of the remaining $500 balance).

= In April, you become ill and are hospitalized for one day. The eligible
charge is $800. You are responsible for $300 (because you have not met the
per person annual deductible) plus a $100 copayment (20% of the remaining
$500 balance).

* In May, your son requires x-rays. The eligible charge is $200. You are
responsible for the entire amount because your son has not met the per
person annual deductible.

= InJune, your daughter requires inhalation therapy. The eligible charge is
$125. You are responsible for $25 (because you have previously paid $875
in per person deductibles) plus $20 (20% of the remaining $100). For the
remainder of the calendar year, you will pay no per person deductibles.

Definition

14

Copayment

A copayment applies to most covered services. It is either a fixed percentage of
the eligible charge or a fixed dollar amount. Exception: For services provided at a
participating facility, your copayment is based on the lower of the facility’s actual
charge or the maximum allowable fee. You owe a copayment even if the facility’s
actual charge is less than the maximum allowable fee.

Except as otherwise stated in this Guide:

= When you get multiple services from the same provider on the same day, you
owe one fixed dollar copayment if fixed dollar copayments are applicable to
the services you get.

Conversion Plan 10 January 2012
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= You owe all copayments that are a percentage of eligible charge if eligible
charge percentage copayments are applicable to the services you get.

= If you get some services with fixed dollar copayments and some with
copayments that are a percentage of eligible charge, you owe one fixed dollar
copayment and all copayments based on a percentage of eligible charge.

If you get services from more than one provider on the same day, more than one

copayment may apply.

Amount See Chapter 3: Summary of Benefits and Your Payment Obligations.

| :
Annual Copayment Maximum

Definition The Annual Copayment Maximum is the maximum copayment amount you pay
in a calendar year. Once you meet the copayment maximum you are no longer
responsible for copayment amounts unless otherwise noted.

Amount High Option (BA) Basic Option (BG)

$5,000 per person, or $7,500 per person, or
$15,000 (maximum) per family contract $22,500 (maximum) per family contract

When You Pay More The following amounts do not apply toward meeting the copayment maximum.
Also, you are still responsible for these amounts even after you have met the
copayment maximum.
= Copayments for Online Care, skilled nursing facility room and board, blood
and blood products, inter-island transportation, medical foods, and
Prescription Drugs and Supplies.

= Payments for services subject to a maximum once you reach the maximum.
See Benefit Maximum later in this chapter.

= Payments for noncovered services.
= Any amounts you owe in addition to your copayment for covered services.

| ;
Maximum Allowable Fee

Definition The Maximum Allowable Fee is the maximum dollar amount paid for a covered
service, supply, or treatment.

These are examples of some of the methods we use to determine the Maximum
Allowable Fee:
=  For most services, supplies, or procedures, we consider:

— Increases in the cost of medical and non-medical services in Hawaii
over the last year;

— The relative difficulty of the service compared to other services.
— Changes in technology.

— Payment for the service under federal, state, and other private insurance
programs.

=  For some facility-billed services, we use a per case, per treatment, or per day
fee (per diem) rather than an itemized amount (fee for service). This does
not include practitioner-billed facility services. For non-network hospitals,
our maximum allowable fee for all-inclusive daily rates established by the
hospital will never exceed more than if the hospital had charged separately
for services.

Conversion Plan 10 January 2012 15
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=  For services billed by BlueCard PPO and participating providers outside of
Hawaii, we use the lower of the provider’s actual charge or the negotiated
price passed on to us by the on-site Blue Cross and/or Blue Shield Plan. For
more information on HMSA’s payment practices under the BlueCard
Program, see in Chapter 1: Important Information.

= For prescription drugs and supplies, we use nationally recognized pricing
sources and other relevant information. The allowable fee includes a
dispensing fee. Any discounts or rebates that we receive will not reduce the
charges that your copayments are based on. We apply discounts and rebates
to reduce prescription drugs and supplies coverage rates.

| . .

Benefit Maximum

Definition A Benefit Maximum is a limit that applies to a specified covered service or
supply. A service or supply may be limited by duration or number of visits. For
example:
= Online Care is limited to no more than 15 minutes per session.
= You are eligible to receive benefits for up to 60 skilled nursing facility days

per benefit period.
Where to Look for See Chapter 4: Description of Benefits.
Limitations
| . .

Carryover of Benefits from Previous Coverage

Definition If you were covered by HMSA under a different coverage just prior to this
coverage, any maximums you accrued under the previous coverage carry
forward. These maximums will count against the same types of maximum
amounts under this coverage. Any copayment amounts you paid toward meeting
your copayment maximum will also carry over.
If you become a member under another HMSA coverage, then you will be
subject to the carryover provisions of the new coverage, and not this coverage.

16 Conversion Plan 10 January 2012
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Benefit and Payment Chart
About this Chart This benefit and payment chart:
= |sasummary of covered services and supplies. It is not a complete description of
benefits. For coverage criteria, other limitations of covered services, and
excluded services be sure to read Chapter 1: Important Information, Chapter 4:
Description of Benefits, and Chapter 6: Services Not Covered.
= Tells you if a covered service or supply is subject to limitations or Precertification.
= Gives the page number where you can find more information about the service or
supply.
= Tells you what the copayment percentage or fixed dollar amount is for covered
services and supplies.
Please note: Special limits may apply to a service or supply listed in this benefit and
payment chart. Please read the benefit information on the page referenced.
Remember benefits are available only for care you receive from or arranged by your PCP
except for care for emergency services, annual vision exams, Online Care and mental
health and substance abuse services. For more information on these services see Chapter
4: Description of Benefits.
You do not need a referral from your PCP to obtain access to obstetrical or gynecological
care from a health care professional in your health center who specializes in obstetrics or
gynecology. You may receive an annual gynecological exam from any Health Plan
Hawaii participating gynecologist or nurse midwife without a referral.
= = A telephone next to a service or supply means our approval is
required. Be sure to review Chapter 5: Precertification.
Conversion Plan 10 January 2012 17
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@ = approval required

|
Routine and Preventive

more
info.
on

page:

Annual
Deductible
Applies?

Your Copayment Amount Is:

(Copayments are based on
eligible charges)

High Option (BA)

Basic Option (BG)

Gynecological Exam 28 No $20 $20
Disease Management and Preventive 28 No None None
Services Programs

Immunizations 28 No None None
Unexpected Mass Immunizations 28 No 50% 50%
Mammography (screening) 28 No None None
Physical Examinations 28 No $20 $20
(routine annual checkup)

Screening Services 28 No None None
Vision Exam 29 No $20 $20
Well-Being Connect 29 No None None
Well-Child Care (through age twenty-one) 29 No None None

Online Care

Online Care

Physician Visits

30 No

$10 for up to 10 minutes
$5 for an additional 5 minute
extension

$10 for up to 10 minutes
$5 for an additional 5 minute
extension

Away from Home Care 30 Yes $20 for out of network $20 for out of network
urgent care in Hawaii urgent care in Hawaii
$20 for care from a BlueCard ~ $20 for care from a BlueCard
provider outside Hawaii provider outside Hawaii
Host plan copayments apply for Host plan copayments apply for
services from BlueCard services from BlueCard
providers outside Hawaii if you providers outside Hawaii if you
are enrolled in the Guest are enrolled in the Guest
Membership Program Membership Program
Please see page 6 for more Please see page 6 for more
information information
Home 30 Yes $25 $35
Inpatient Hospital 30 Yes $20 $25
Office 30 Yes $20 $20
Outpatient Hospital 30 Yes $20 $20
Skilled Nursing Facility 30 Yes $20 $20

Conversion Plan 10 January 2012

8/1/2011



Chapter 3: Summary of Benefits and Your Payment Obligations

@ = approval required more
info.

on
page:

Annual
Deductible
Applies?

Your Copayment Amount Is:

(Copayments are based on
eligible charges)

High Option (BA)

Basic Option (BG)

Surgical Center 30 Yes $20 $20
L
Test, Laboratory and X-Rays
Allergy Testing 30 Yes $20 (office visit) $25 (office visit)
10% (hospital inpatient) 30% (hospital inpatient)
Diagnostic Tests 30 Yes 20% (office visit) 30% (office visit)
50% (hospital outpatient,) 50% (hospital outpatient,)
10% (hospital inpatient) 30% (hospital inpatient)
Evaluation for the Use of Hearing Aids 30 Yes $20 (office visit) $20 (office visit)
@ Genetic Testing 30 Yes 20% (office visit) 30% (office visit)
50% (hospital outpatient,) 50% (hospital outpatient,)
10% (hospital inpatient) 30% (hospital inpatient)
Laboratory and Pathology 31 Yes 20% (office visit) 30% (office visit)
50% (hospital outpatient,) 50% (hospital outpatient,)
10% (hospital inpatient) 30% (hospital inpatient)
@ X-ray and Other Radiology 31 Yes 20% (office visit, hospital 30% (office visit, hospital
outpatient) outpatient)
10% (hospital inpatient) 30% (hospital inpatient)
L
Surgery
Anesthesia 31 Yes 20% 30%
Assistant Surgeon Services 31 Yes 20% 30%
Oral Surgery 31 Yes 20% 30%
= Surgical Procedures 31 Yes 20% (outpatient surgical center) 30% (outpatient surgical center)
20% (outpatient professional 30% (outpatient professional
charges) charges)
10% (hospital operating room)  30% (hospital operating room)
20% (inpatient professional 30% (inpatient professional
charges) charges)
|
Maternity
@ In Vitro Fertilization 32 Yes 20% 30%
Pregnancy Termination 33 Yes 20% (outpatient or inpatient) 30% (outpatient or inpatient)
Routine Pre/Post Natal Care and Delivery 33 Yes 10% 10%
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@ = approval required more
info.
on

page:

Annual
Deductible

Applies?

Your Copayment Amount Is:

(Copayments are based on
eligible charges)

High Option (BA) Basic Option (BG)

. __________________________________________________________|
Hospital and Facility Services

Ancillary Services 33 Yes 10% 30%
Hospital Room and Board 33 Yes 10% 30%
(You may owe amounts in addition to your copayment.
Please see page 33 for more information.)
Outpatient Facility 34 Yes 20% 30%
Skilled Nursing Facility 34 Yes 10% 30%
.
Emergency Services
Emergency Room Facility Services 34 Yes $75 $75
Emergency Room Physician Visits 34 Yes $25 $35
All Other Services and Supplies Varies Varies See copayment amounts listed See copayment amounts listed
in this chart for the services or in this chart for the services or
supplies supplies
Air Ambulance 35 Yes 20% 20%
Ground Ambulance 35 Yes 20% 20%
.
Rehabilitation Therapy Services
Physical and Occupational Therapy 36 Yes $20 (office visit) $20 (office visit)
20% (hospital outpatient) 20% (hospital outpatient)
20% (hospital inpatient) 20% (hospital inpatient)
Speech Therapy Services 36 Yes 50% (inpatient or outpatient) 50% (inpatient or outpatient)
.
Home Health Care and Hospice
Home Health Care 37 Yes $25/visit $35/visit
Hospice Services 37 Yes None None
.
Miscellaneous Medical Treatments
Blood and Blood Products 38 Yes 20% 20%
Chemotherapy — Infusion/Injections 38 Yes $20 (office visit) $20 (office visit)
20% (hospital outpatient) 20% (hospital outpatient)
20% (hospital inpatient) 20% (hospital inpatient)
Radiation Therapy 38 Yes 50% (office visit) 50% (office visit)

50% (hospital outpatient)
10% (hospital inpatient)

50% (hospital outpatient)
30% (hospital inpatient)
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more

info.
on

page:

@ = approval required Annual

Deductible

Your Copayment Amount Is:

(Copayments are based on
eligible charges)

Applies?

High Option (BA)

Basic Option (BG)

Dialysis and Supplies 38 Yes $20 (office visit) $20 (office visit)
50% (hospital outpatient) 50% (hospital outpatient)
10% (hospital inpatient) 30% (hospital inpatient)
a Durable Medical Equipment and Supplies 38 Yes 50% of eligible charge 50% of eligible charge
(You may owe amounts in (You may owe amounts in
addition to your copayment. addition to your copayment.
Please see page 38 for more Please see page 38 for more
information.) information.)
= Growth Hormone Therapy 39 Yes $20 (office visit) $20 (office visit)
$20 (hospital outpatient) $20 (hospital outpatient)
10% (hospital inpatient) 30% (hospital inpatient)
[0 Home IV Therapy 39 Yes $20 $20
Inhalation Therapy 39 Yes $20 (office visit) $20 (office visit)
20% (hospital outpatient) 20% (hospital outpatient)
20% (hospital inpatient) 30% (hospital inpatient)
Injections 39 Yes $20 (office visit) $20 (office visit)
$20 (hospital outpatient) $20 (hospital outpatient)
10% (hospital inpatient) 30% (hospital inpatient)
Inter-Island Transportation 40 Yes None None
Medical Foods 40 No 20% 20%
a Orthotics and External Prosthetics 40 No 50% of eligible charge 50% of eligible charge
Vision and Hearing Appliances 40 No 50% of eligible charge 50% of eligible charge
(You may owe amounts in (You may owe amounts in
addition to your copayment. addition to your copayment.
Please see page 40 for more Please see page 40 for more
information.) information.)
.
Behavioral Health - Mental Health and
Substance Abuse
= Hospital/Facility Charges 41 Yes 10% 30%
= Hospital/Facility Charges — For Serious 41 Yes 10% 30%
Mental lliness as Defined by Hawaii Law
Physician Visits 41 Yes 20% (outpatient or inpatient) 30% (outpatient or inpatient)
Physician Visits — For Serious Mental lllness 41 Yes $20 (outpatient or inpatient) $20 (outpatient)
as Defined by Hawaii Law $25 (inpatient)
Psychological Testing 41 Yes 50% (outpatient) 50% (outpatient)

20% (inpatient)

30% (inpatient)

Conversion Plan 10 January 2012
8/1/2011
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@ =approval required r.“?re Annual Your Copayment Amount Is:

gl Deductible

on Applies? (Copayments are based on
page: PPIIES: eligible charges)
High Option (BA) Basic Option (BG)
. __________________________________________________________|
Transplants
= Organ and Tissue Transplants 43 Yes 20% 30%
Organ Donations 43 Yes 20% 20%
22 Conversion Plan 10 January 2012
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Chapter 3: Summary of Benefits and Your Payment Obligations

Prescription Drugs and Supplies

Copayments for Prescription Drugs and Supplies are listed below. This plan covers prescription drugs and supplies only
when approved by the FDA, prescribed by your Provider, and if you do not have an HMSA drug plan or your drug plan does
not cover the drugs listed in the chart below. See Chapter 4: Description of Benefits for more information.

=& = approval required more info. .
on page: Your Copayment Amount Is:
Y
Chemotherapy — Oral Drugs If you have an HMSA drug plan with benefits for oral chemotherapy
drugs, the HMSA drug plan benefits will apply.
Chemotherapy — Oral 45 Network Pharmacy
None

Non-Network Pharmacy
You owe the entire charge and
HMSA reimburses you 100% of the eligible charge

Contracted Mail Order Pharmacy
None

L
Diabetic Drugs, Supplies, and Insulin If you have an HMSA drug plan with benefits for diabetic drugs,
supplies, and insulin, the HMSA drug plan benefits will apply.

Diabetic Drugs 45 Network Pharmacy
20% of eligible charge (Generic)
20% of eligible charge (Preferred Brand Name)
30% of eligible charge (Other Brand Name)

Non-Network Pharmacy
You owe the entire charge and HMSA reimburses you 100% of the
remaining eligible charge after deducting:
20% of eligible charge (Generic)
20% of eligible charge (Preferred Brand Name)
30% of eligible charge (Other Brand Name)

Contracted Mail Order Pharmacy
20% of eligible charge (Generic)
20% of eligible charge (Preferred Brand Name)
30% (Other Brand Name)

Diabetic Supplies 45 Network Pharmacy
50% of eligible charge

Non-Network Pharmacy
You owe the entire charge and
HMSA reimburses you 50% of the eligible charge

Contracted Mail Order Pharmacy
50% of eligible charge

Insulin 45 Network Pharmacy
20% of eligible charge (Preferred Brand Name)
30% of eligible charge (Other Brand Name)

Non-Network Pharmacy
You owe the entire charge and HMSA reimburses you 100% of the
remaining eligible charge after deducting:
20% of eligible charge (Preferred Brand Name)
30% of eligible charge (Other Brand Name)

Contracted Mail Order Pharmacy
20% of eligible charge (Preferred Brand Name)
30% (Other Brand Name)

Conversion Plan 10 January 2012 23
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& = approval required more info. .
on page: Your Copayment Amount Is:

______________________________________________________________|

U.S. Preventive Services Task Force (USPSTF) If you have an HMSA drug plan with benefits for U.S. Preventive

Services Task Force recommended drugs, the HMSA drug plan

Recommended Drugs e
benefits will apply.

USPSTF Recommended Drugs 29 Network Pharmacy
None

Non-Network Pharmacy
You owe the entire charge and HMSA reimburses
you 80% of the remaining eligible charge

Contracted Mail Order Pharmacy
None

24 Conversion Plan 10 January 2012
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This Chapter Covers

Chapter 4: Description of Benefits

Chapter 4: Description of Benefits describes covered services. Benefits are available only for care you receive from or
arranged by your PCP except for care for emergency services, annual vision exams, Online Care and mental health and
substance abuse services. You do not need a referral from your PCP to obtain access to obstetrical or gynecological care
from a health care professional in your health center who specializes in obstetrics or gynecology. You may receive an
annual gynecological exam from any Health Plan Hawalii participating gynecologist or nurse midwife without a referral.
For more information on these exceptions, refer to the benefit descriptions for each of these services in this chapter. Be sure
to read Chapter 1: Important Information. All information within Chapter 1: Important Information applies to accessing
the services described in this chapter. This chapter is divided into the following categories:

Chapter 4: Description of Benefits

ADOUL thisS Chapter......cecieiciccccc e
WatING PEHOMS ...ttt st sre
ROULINE aNd PTEVENTIVE. ..o e
ONIINE CAB...vivieiiiieiete ettt ettt et st
o )Y [ T LI A 1Y S
Testing, Laboratory, and Radiology .........c.ccoeiveiiiniiiinecnecncee
SUIGRIY ittt bbbt
IMIBEEITIIEY .ottt
Hospital and Facility SErVICES .........ccceiiiiiiieiieeee e
EMEIgENCY SEIVICES ...ouviiiitiiieiiieiieie ettt et
Rehabilitation Therapy SErVICES........cccoiviiiieiieieiieeie e
Home Health Care and HOSPICE SEIVICES ......ccccivevieieiineie e
Miscellaneous Medical Treatments .........ccvvvvriririnineiseee s
Behavioral Health — Mental Health and Substance Abuse............ccccoceveinennn
Organ and Tissue TransSplants ........cccovveeveriinieseeeree e
(@] 0T AT Do) - U1 o] OSSR
Integrated Case ManagemeNt .........cccovreiiirieineneese et
Prescription Drugs and SUPPHES.........cceiiireiieneeecse e

Non-Assignment of
Benefits

Conversion Plan 10 January 2012
8/1/2011

About this Chapter

Your health care coverage provides benefits for procedures, services or supplies
that are listed in this chapter. You will note that some of the benefits have
limitations. These limitations describe additional criteria, circumstances or
conditions that are necessary for a procedure, service or supply to be a covered
benefit. These limitations may also describe circumstances or conditions when a
procedure, service or supply is not a covered benefit. These limitations and
benefits should be read in conjunction with Chapter 6: Services Not Covered, in
order to identify all items excluded from coverage.

Benefits for covered services described in this guide cannot be transferred or
assigned to anyone. Any attempt to assign this coverage or rights to payment will
be void.
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Chapter 4: Description of Benefits

Definition

Prior Coverage

When Waiting Periods Are
Waived

If More Than One Waiting
Period Applies

Waiting Period for
Maternity Care,
Pregnancy, Childbirth and
Related Conditions

Waiting Periods for
Certain Conditions

26

Waiting Periods

Waiting periods are another way we keep your monthly dues affordable. A
waiting period is a specified amount of time, starting on your effective date, that
you, and each of your dependents, may have to wait before benefits for certain
conditions are available under this coverage. During these waiting periods, this
plan will not cover conditions or services listed in this waiting period section.

Please note: Waiting periods do not apply to individuals under age 19.

Waiting periods apply to months of continuous coverage under this plan for you
and each of your dependents. If you or your dependents were covered by another
HMSA group plan, or another Blue Cross and Blue Shield plan, immediately
prior to joining this plan, your waiting period will be reduced by the amount of
time spent in that plan. Individuals who transfer immediately into this plan from
HMSA'’s Student Plan 19 because they no longer meet that plan’s age
requirements or HMSA’s Individual Business Plan may apply the time spent in
that plan towards meeting these waiting periods.

Waiting periods are waived for individuals under age 19.

*  Waiting periods are waived if your most recent coverage was a group,
government or church plan and you meet all of the requirements listed
immediately below:

— You were continuously covered for 18 months without a break in
coverage of 63 days or more;

— You were not terminated from the most recent prior coverage due to
nonpayment of premiums or fraud,;

— You are ineligible for other group coverage, Medicare, Medicaid, or
other health insurance;

— You have exhausted any eligible COBRA coverage or are ineligible for
COBRA, and

— You have no other health insurance coverage.

More than one waiting period may apply for an injury or illness. You must meet
all waiting periods for that particular illness or injury before we will cover any
related services.

You are subject to a 12-month waiting period for all services related to maternity

care, pregnancy, childbirth and related conditions including ambulance, x-rays,

and hospital room and care. This waiting period does not apply to services

related to the following conditions if the waiting period would have been met had

the pregnancy gone the full term:

= Miscarriage

= Abortion

»  Premature birth

You are subject to a 12-month waiting period for any service related to diagnosis

or treatment of the following conditions:

= Acquired Immune Deficiency Syndrome (AIDS)/Human Immunodeficiency
Virus (HIV).

= Alzheimer’s Disease.

= Amyotrophic Lateral Sclerosis (ALS).

= Anal Fissures.

=  Anemia for congenital or hereditary blood disorders.

Conversion Plan 10 January 2012
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Acrthritis.

Asthma.

Cancer of any type.
Cataracts.

Cerebral Palsy.
Cirrhosis of the liver.

Congenital abnormalities. The waiting period applies to defects present
from birth (for example, cleft lip or palate and webbed toes).

Chronic Obstructive Pulmonary Disease (COPD).
Crohn’s Disease/Ulcerative Colitis.

Diabetes.

Diverticulosis/Diverticulitis.

Dysfunctional uterine bleeding.

Endometriosis.

End Stage Renal Disease.

Fibromyalgia.

Gall bladder disease and gallstones.
Gastroesophageal Reflux Disease (GERD), Dyspepsia, Gastritis.
Hearing Loss

Heart, blood, & blood vessel diseases of any kind.
Hepatitis (except Hepatitis A).

High blood pressure.

Multiple Sclerosis.

Osteomyelitis.

Osteoporosis.

Pelvic inflammatory disease.

Polycystic ovarian syndrome.

Pterygium.

Radiculopathy.

Reconstructive surgery for a previous illness or injury.
Sleep Apnea.

Spinal disk problems.

Surgery and related services for:

— Hemorrhoids.

— Hemia.

— Tonsils.

— Adenoids.

— Varicose veins.

Thyroid conditions, including goiter.
Tuberculosis.

Ulcers.

Urinary Incontinence.

Waiting Period for You are subject to a 12-month waiting period for transplants. The transplant
Transplants waiting period applies to transplants and any services relate to the transplant.

Conversion Plan 10 January 2012
8/1/2011
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Gynecological Exam

Disease Management
Programs

Preventive Services
Programs

Immunizations

Mammography
(Screening)

Physical Examination

Screening Services

28

Routine and Preventive

Covered, for an annual gynecological exam. You may receive an annual
gynecological exam from a participating Health Plan Hawaii gynecologist or
nurse midwife without a referral. Any services from a provider outside the
Health Plan Hawaii network require an administrative review request by your
PCP as described in Chapter 1: Important Information.

Covered, for programs available through HMSA's Well-Being Connection for
members with asthma, diabetes, cardiovascular disease, chronic obstructive
pulmonary disease (COPD), and behavioral health conditions (mental health and
substance abuse). The programs offer services to help you and your physician
manage your care and make informed health choices.

You may be automatically enrolled in some of these programs or referred by
your physician but you may choose not to participate by calling us. HMSA
reserves the right to, at any time, add other programs or end programs. Call your
nearest HMSA office listed on the back cover of this guide for more information.

Covered, for programs available through HMSA Well-Being Connection such as
the prenatal care program which helps expectant couples through normal and at-
risk pregnancies with information and support services, and the stop smoking
program which offers support for those wanting to quit.

You may automatically be enrolled in some of these programs or referred by
your physician but you may choose not to participate by calling us. HMSA
reserves the right to, at any time, add other programs or end programs. Call your
nearest HMSA office listed on the back cover of this guide from more
information.

Covered, for standard immunizations and immunizations for high risk conditions
such as Hepatiti