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UNITED STATES DISTRICT COURT _

r- 7
_

MIDDLE DISTRICT OF FLORIDA
_. _

TAMPA DIVISION —

HEATHER ROSENBERG, individually
and on behalf of a class of similarly
situated persons,

1% es/ 2.6 41-1-3.1 St, c
Plaintiffs, Case No.:

v. JURY TRIAL DEMANDED

BLUE CROSS AND BLUE SHIELD
OF FLORIDA, INC., d/b/a/ FLORIDA
BLUE

Defendant.

CLASS ACTION COMPLAINT FOR DAMAGES AND INJUNCTIVE RELIEF

Plaintiff, HEATHER ROSENBERG (herein after "Plaintiffor "Rosenbere),

individually and on behalf of a class of similarly situated persons, files this Class Action

Complaint for damages and injunctive relief against Blue Cross and Blue Shield of Florida, Inc.

(herein after "Defendant" or "Florida Blue").

NATURE OF THE ACTION

1. This is a class action arising from Defendant's wrongful termination of Plaintiff s

Health Insurance policy.

2. Defendant, Blue Cross and Blue Shield of Florida, sells and markets its health

insurance products (the "Policies") to thousands of Policy holders in the State of Florida (the

"Insureds"), who have the right to rely on Defendant to produce their health insurance claims

with the utmost good faith.

3. Defendant is engaged in an unlawful pattern and practice of

terminating/cancelling insurance policies without proper notice to the policy provider. This
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conduct has not only caused harm, and continues to cause harm, to Plaintiff, but also to numerous

others of similarly situated Floridians.

4. Since January 1, 2017, Rosenberg had a Florida Blue Policy which was on

automatic renewal as well as automatic payment of insurance premiums.

5. On or about November 19, 2017, Rosenberg submitted a subsequent application

for a new Florida Blue policy which was accepted. At that time Rosenberg signed up to continue

automatic payment of insurance premiums. Thereafter due to a computer glitch Florida Blue

required a large number of policyholders to also repeat the sign up processes. Rosenberg was

forced to sign up again.

6. The Policy provided coverage for Ms. Rosenberg and four family members. The

policy is hereto attached as Exhibit A.

7. On or about December 29, 2017, Florida Blue withdrew payment from the

account that Rosenberg designated for auto payment.

8. On or about December 29, 2017, Florida Blue sent a notice of auto payment to

Rosenberg. Hereto attached as Exhibit B.

9. During this time period, Rosenberg did not receive a notice of

termination/cancellation of her Florida Blue policy.

10. On or about July 11, 2018, Rosenberg attempted to log into the Blue Cross online

portal to find a health care provider for her daughter but was unable to log in. Rosenberg

immediately called Florida Blue to reset her log in credentials.

11. During the telephone call with the Florida Blue representative, Rosenberg was

informed that her policy had been terminated/cancelled as of May 31, 2018 and that Florida Blue

would not be reinstating the policy. Florida Blue further stated that her log in credentials were
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cancelled.

12. Florida Blue did not send notification of termination/cancellation in writing to

Rosenberg until after the July 11, 2018 telephone call.

13. Blue Cross and Blue Shield admitted that it did not send notification and/or termi

nation/ cancellation until after July 11, 2018 in its response to the Civil Remedy notice that was

filed with the Florida Department of Financial Services regarding wrongful conduct in this

matter under filing number 400858 which is attached hereto as Exhibit C.

14. As a result of Defendant's unreasonable and unlawful termination/cancellation of

coverage, Rosenberg has been subjected to tax penalties, has been forced to purchase a short

term healthcare policy which does not provide adequate or equal coverage, and has incurred out

of pocket healthcare expenses.

15. As a direct and proximate result of Defendant's unreasonable and unlawful

termination/cancellation of coverage, Rosenberg has suffered, is suffering, and will continue to

suffer damages and the exacerbation of those damages, together with economic losses, including

attorneysfees.

PARTIES

16. Plaintiff, Rosenberg, is and was, at all relevant times, a citizen of Florida, residing

in Sarasota, Florida.

17. Defendant, Blue Cross and Blue Shield of Florida, Inc., d/b/a Florida Blue, is and

was, at all relevant times, a corporation duly organized and existing under the laws of the State of

Florida that is authorized to transact, and is transacting, the business of insurance in the State of

Florida, with its principle place of business in Jacksonville, Florida.

JURISDICTION AND VENUE
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18. The Class Action Fairness Act of 2005 (CAFA"), Pub. L. No. 109-2, 119 Stat 4

(codified in various sections of 28 U.S.C.), requires that this action be brought before this Court.

19. This Court has jurisdiction over the Defendant because it is doing business in

Florida and has registered with the Florida Secretary of State.

20. This Court has subject matter jurisdiction because upon information and believe

the amount in controversy exceeds $5 million and diversity exists between the Plaintiffs

(including class members) and the Defendant. 28 U.S.C. § 1332(d)(2). Further, in determining

whether the $5 million amount in controversy requirement of 28 U.S.C. 1332(d)(2) is met, the

claims of the putative class members are aggregated. 28 U.S.C. 1132(d)(6).

21. Venue is proper in this forum because at all relevant times, Defendant conducted

business in the Middle District of Florida, a substantial portion of the practices complained of

occurred in the Middle District of Florida, and because Defendant has received substantial

compensation as a result of doing business in the Middle District of Florida. Moreover, at all

times material to the allegations contained herein, Defendant personally or through its agent:

a. operated, conducted, engaged in, and carried on a business venture in the Middle

District of Florida or had an office or agency in the Middle District of Florida;

and/or

b. engaged in substantial activity within this state and district.

22. Venue is proper in this district pursuant to 28 U.S.C. § 1391(c) because a

substantial part of the events giving rise to Plaintiff s claims occurred in the Middle District of

Florida and, as set forth above, Defendant is subject to personal jurisdiction in this district.

23. All conditions precedent to this action have occurred, been performed, or have

been waived.
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FACTUAL BACKGROUND

A. The Insurance Contract that Defendant sold to HEATHER ROSENBERG

24. As of January 1, 2018, Rosenberg was covered by Defendant, Florida Blue, under

a BlueCare policy (the "Policy"). Rosenberg has purchased her health insurance from Defendant

previously. The Policy promises coverage in exchange for the payment of premiums. A true and

correct copy of the Policy is attached hereto as Exhibit A.

25. In exchange for the benefits promised by the Policy, Rosenberg pays a monthly

premium of more than $1,000.00 a month.

B. Florida Blue engages in a pattern and practice of cancellation without proper notice

26. Plaintiff, Rosenberg's policy provides that "[i]f [the] entire Contract is terminated

by [Florida Blue], a written notice of any termination of this entire Contract will be mailed to the

Contractholder. This notice will state the reason the Contract is being terminated." See Exhibit "A"

Policy Page TRM-4.

27. Further, Plaintiff, Rosenberg's policy provides that, "[i]f [Florida Blue] decide to

terminate the Contract or not renew it, based on one or more of the actions listed above, we will

provide at least 45 days advanced written notice." See Exhibit "A" Policy Page TRM-4.

28. Until Rosenberg received Defendant's letter denying coverage subsequent to the

July 11, 2018 phone call, Rosenberg had no notice that coverage was terminated/cancelled or that

her auto payments had been stopped.

29. In addition according to Florida Statute § 627.6043:

(1) Any insurer delivering or issuing an individual health insurance policy
subject to this part •shall give the policyholder at least 45 daysadvance
written notice of cancellation, non-renewal, or a change in rates. Such
notice shall be mailed to the policyholder's last address as shown by the
records of the insurer. However, if cancellation is for nonpayment of
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premium, at least 10 dayswritten notice accompanied by the reason

therefor shall be given. Written notice of cancellation for nonpayment of
premium shall not be required for health insurance policies under which
premiums are payable monthly or more frequently and regularly collected
by a licensed agent.
(2) In the event of cancellation, the insurer will return promptly the
unearned portion of any premium paid. If the insured cancels, the earned
premium shall be computed by the use of the short-rate table last filed
with the state official having supervision of insurance in the state where
the insured resided when the policy was issued. If the insurer cancels, the
earned premium shall be computed pro rata. Cancellation shall be without
prejudice to any claim originating prior to the effective date of
cancellation.
(3) If the insurer fails to provide the 45 days' notice required by this
section, the coverage shall remain in effect at the existing premium until
45 days after the notice is given or until the effective date of replacement
coverage obtained by the insured, whichever occurs first.

30. Moreover, Florida Statute §626.9541(1)(o)(11) states:

No insurer shall cancel or issue a non-renewal notice on any insurance policy or

contact without complying with any applicable cancellation or non-renewal

provision required under the Florida Insurance Code.

31. As a matter of contract and statutory law, Defendant was required to rely on the

plain language of Rosenberg's Policy to effect coverage termination/cancellation. Defendant

flagrantly breached its duties by ignoring the Policy language and terminating/cancelling

coverage without proper notification to Plaintiff.

32. The Policies by which Defendant insures Plaintiff (and similarly situated Insureds)

are the complete expression of their agreement, and contain identical termination/cancellation

clauses or clauses with immaterial differences.

33. Florida Blue's actions endanger public health with people not having adequate

healthcare coverage.

34. It is well documented that Florida Blue has been experiencing internal issues with
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their system that has been causing wrongful termination/cancellation of policies. See Ron

Hurtibise, Glitches leave Florida Blue policyholder showing as cancelled in system, Sun

Sentinel, Jan. 9, 2017, http://www.sun-sentinel.com/business/consumer/fl-blue-cross-billing-

issues-20170109-story.html.

35. By unlawfully removing Plaintiff and improperly terminating/cancelling

Plaintiff s health insurance coverage without at least 45 days advanced written notice, Defendant

is (1) breaching its Policies with Plaintiff and its Insureds, and (2) engaging in unfair and

deceptive practices.

CLASS ALLEGATIONS

A. Class Definition

36. Plaintiff brings this action against Defendant under Rule 23 of the Federal Rules

of Civil Procedure on behalf of herself and all other similarly situated persons, and seeks to

represent the following class:

All persons who are, or were, Florida Blue Insureds, and (1) have had their

policies terminated/cancelled without notification, (the "Class," whose members are

-

"Class members"). Excluded from the Class are Defendant, its affiliates, subsidiaries,

agents, board members, directors, officers, and/or employees.

37. Plaintiff reserves the right to modify or amend the definitions of the proposed

classes before the Court determines whether certification is appropriate.

38. Defendant subjected Plaintiff and the respective Class members to the same

unfair, unlawful, and deceptive practices and harmed them in the same manner. The conduct

described above constitutes Defendant's standard business practice.

B. Rule 23(a)(1) — Numerosity
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38. The individual Class members are so numerous that their individual

joinder is impracticable. The Defendant sells numerous health insurance policies

in the state of Florida and, as a general business practice, has failed to comply

with Federal and Florida law. Moreover, the individual Class members easily can

be identified from Defendant's business records. On information and belief, the

number of Class members is well over a thousand. Their precise number will be

determined through discovery, but they are too numerous to be consolidated in

one complaint, and it is impractical for each to bring an individual action.

C. Rule 23(a)(2) — Commonality

39. There are questions of law and fact that are common to the Plaintiff s and

the Class membersclaims. These common questions predominate over any

questions that might apply particularly to the claim of any individual Class

member. Among such common questions of law and fact are the following:

a. Whether Defendant is engaging in a pattern and practice of

terminating/cancelling health insurance policies without notification;

b. Whether Defendant's pattern and practice of terminating/cancelling

health insurance policies without notification constitutes an unlawful,

unfair, deceptive or fraudulent business practice;

c. Whether Defendant's pattern and practice of terminating/cancelling

health insurance policies without notification constitutes a breach of

the Policies;

d. Whether Defendant's pattern and practice of terminating/cancelling

health insurance policies without notification constitutes a breach of
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the implied covenant of good faith and fair dealing in the Policies;

e. Whether Defendant's pattern and practice of terminating/cancelling

health insurance policies without notification is procedurally and

substantively unconscionable; and

f. Whether the Class Members are entitled to injunctive relief.

D. Rule 23(a)(3) — Typicality

40. Defendant's own records demonstrate that Plaintiff is a member of the Class.

Plaintiff s claims are typical of the claims of the Class because they are based on the same

legal theory, arise from the similarity, uniformity, and common purpose of Defendant's

unlawful conduct, and are not subject to any unique defenses. Each Class member has

sustained, and will continue to sustain, damages in the same manner as Plaintiff as a result

of Defendant's wrongful conduct.

E. Rule 23(a)(4) — Adequacy of Representation

41. Plaintiff is an adequate representative of the Class and will fairly and adequately

protect the interests of the Class. Plaintiff is committed to the vigorous prosecution of this

action, and has retained competent counsel who are experienced in litigation of this nature

to represent her. There is no conflict or antagonism between the interests of Plaintiff and

the unnamed Class members.

42. To prosecute this case, Plaintiff has chosen the law firm of Rosenberg Law, P.A.

This firm is experienced in class action litigation and possesses the financial and legal

resources to deal with the costs and legal issues inherent in this action.

F. Requirements of Fed. R. Civ. 23(b)(3)

43. Questions of law or fact common to the Plaintiff s and Class membersclaims
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predominate over any questions of law or fact affecting only individual Class members.

All claims by Plaintiff and the unnamed Class members arise from Defendantscommon

course of unlawful conduct, in breach of the Policies and violation of Florida Law. The

predominating questions of law and fact include those set forth above in paragraph 34.

44. Common issues predominate where, as here, liability can be determined on a

class-wide basis, even if there might be the need for some individualized damages

determinations. As a result, in determining whether common questions predominate,

courts focus on the liability issue, and if the liability issue is common to the class, as it is

in this case, common questions will be held to predominate over individual questions.

G. Superiority

45. A class action is superior to individual actions, in part because of the following,

non-exhaustive list of factors:

a. Individual joinder of all Class members would impose extreme hardship

and inconvenience on them, because they reside all across the state (and

elsewhere);

b. Individual claims by Class members are impractical because the cost of

pursuing an individual claim could exceed its value. As a result, individual

Class members have no interest in prosecuting and controlling separate

actions;

c. There are no known Class members who are interested in individually

controlling the prosecution of separate actions;

d. The interests of justice will be well served by resolving the common

disputes of all Class members in one forum;
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e. Individual claims would not be cost effective or economically feasible to

pursue through individual actions; and

f. The action is manageable as a class action.

H. Requirements of Fed. R. Civ. P. 23(b)(1)(a) & 23(b)(2)

46. The prosecution of separate actions by (or against) individual Class members

would create a risk of inconsistent or varying adjudications with respect to individual

Class members that would establish incompatible standards of conduct for Defendant and

any other party opposing the Class.

47. Defendant has acted or failed to act in a manner generally applicable to the Class,

thereby making appropriate final injunctive relief or corresponding declaratory relief with

respect to the Class as a whole.

COUNT I
Violation of the Florida Deceptive and Unfair Trade Practices Act

48. Plaintiff re-alleges paragraphs 1 through 47, as if fully set forth herein.

49. Plaintiff brings this claim pursuant to the Florida Deceptive and Unfair

Trade Practices Act, Fla. Stat. §§ 501.201 et seq. (FDUTPA").

50. At all material times, Plaintiff and Class members were consumers within

the meaning of Fla. Stat. § 501.203(7), and are entitled to relief under FDUTPA

in accordance with Fla. Stat. § 501.211.

51. At all material times, Defendant conducted trade and commerce within the

meaning of Fla. Stat. § 501.203(8), including by advertising, soliciting, providing,

offering, and distributing health insurance coverage to consumers.

52. Defendant has engaged in an unlawful scheme and course of conduct

through one or more of the unfair and deceptive acts and practices alleged above,
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including:

a. falsely advertising and promising Policy coverage;

b. fraudulently applying criteria for coverage that are contrary to the

criteria advertised by Defendant and required by the Policy;

c. fraudulently applying undisclosed criteria that are contrary to the

Policy's provisions and law;

d. unfairly terminating/cancelling healthcare insurance coverage,

causing Plaintiff (and Class members) to suffer and endure

significant delay or lack of treatment due to unlawful

termination/cancellation of the policy.

53. The material misrepresentations and omissions of fact, concealments,

deceptions and unfair conduct alleged in the preceding paragraphs all occurred in

connection with Defendant's trade and commerce in Florida.

54. Defendant's unfair and deceptive acts and practices violate FDUTPA,

including sections 501.201 and 501.211.

55. As a direct and proximate result of DefendantsFDUTPA violations,

Plaintiff and the Class have been damaged in an amount to be proven at trial.

56. Plaintiff and the Class are entitled to recover actual damages, declaratory

and injunctive relief, attorneys' fees and costs, and all other remedies available

under FDUTPA.

COUNT II
Breach of Contract

57. Plaintiff re-alleges paragraphs 1 through 47, as if fully set forth herein.

58. Defendant materially breached the terms of the Policies by:
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e. terminating/cancelling healthcare insurance policies without

notification;

f. refusing to reinstate health insurance coverage for Plaintiff and

Class members.

59. On information and belief, Defendant has breached the terms and

provisions of the Policies it sold to Plaintiff and Class members by other acts and

omissions of which Plaintiff is presently unaware, which will be shown according

to proof at the time of trial.

60. Plaintiff and the Class members are clearly entitled to specific

performance of Defendant's contractual obligation under the Policies to

retroactively reinstate the healthcare insurance policies as of the

termination/cancellation date, for which money damages are an inadequate

remedy.

61. As a direct and proximate result of Defendant's material breaches of its

contractual obligations, Plaintiff and the Class members have suffered damages

that include the cost of securing short term coverage, tax penalties and incidental

damages, together with interest and such other relief as the law provides, to be

determined at trial.

COUNT III

Breach of implied covenant of good faith and fair dealing

62. Plaintiff re-alleges paragraphs 1 through 47 as if fully set forth here.

63. The implied covenant of good faith and fair dealing is an element of every

contract and imposes upon each party a duty of good faith and fair dealing in its

performance. Common law calls for substantial compliance with the spirit, not just the
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letter, of a contract in its performance.

64. All Policies that Defendant sold to Plaintiff and Class members contained an

implied covenant of good faith and fair dealing, whereby Defendant agreed to perform its

obligations under the Policies in good faith, to deal fairly with Plaintiff and the Class, and

to not unreasonably cancel coverage.

65. Defendant breached its duty of good faith and fair dealing in at least the following

respects:

g. Unreasonably failing to give at least 45 days advance written notice of

termination/cancellation prior to Plaintiff s and Class members last day of

coverage;

h. Unreasonably refusing to reinstate the healthcare insurance policies of

Plaintiff and Class membersonce termination/cancellation was noticed by

the insured;

i. Unreasonably compelling Plaintiff and Class members' to institute this

litigation to obtain coverage due under the Policy.

66. Plaintiff and the Class are clearly entitled to specific performance of Defendant's

contractual obligation under the Policies to retroactively reinstate the healthcare insurance

policies as of the termination/cancellation date, for which money damages are an

inadequate remedy.

67. As a direct and proximate result of Defendant's breaches of its duty of good faith

and fair dealing, Plaintiff and the Class members have suffered damages that include the

cost of securing short term coverage, being subjected to tax penalties, and out of pocket

expenses together with interest and such other relief as the law provides, to be determined
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at trial.

PRAYER FOR RELIEF

WHEREFORE, Plaintiff on her own behalf and on behalf of all similarly situated

persons (as defined above), demands judgment against Defendant as follows:

1) Declaring (a) that this action is a proper class action maintainable under

Rule 23(a), and one or more of Rules 23(b)(1)(a), 23(b)(2), and 23(b)(3)

of the Federal Rules of Civil Procedure, and (2) that Plaintiff shall serve

as representative of the Class and her attorneys shall serve as Class

counsel;

2) Awarding damages, injunctive relief, declaratory relief, attorneysfees,

and costs under Florida's Deceptive and Unfair Trade Practices Act, Fla.

Stat. §§ 501.201 et seq.;

3) Ordering specific performance of Defendant's contractual obligation

under the Policies to retroactively reinstate the healthcare insurance

policies as of the termination/cancellation date;

4) Awarding damages sustained by Plaintiff and the Class as the result of

Defendant's material breach of the terms of the Policies, together with

pre- judgment interest and such other relief as the law provides;

5) Awarding damages sustained by Plaintiff and the Class as a result of

Defendant's breach of the implied covenant of good faith and fair

dealing, together with pre-judgment interest and such other relief as the

law provides;

6) Awarding Plaintiff and the Class their costs and disbursements and
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reasonable allowances for Plaintiff s and the Class's counsel and expert

fees, and reimbursement of expenses; and

7) Such other and further relief the Court deems just.

DEMAND FOR JURY TRIAL

Plaintiff and the Class request a trial by jury of any and all Counts for which a

jury trial is permitted by law.

Respectfully submitted,

s/Bruce S. Rosenberg
BRUCE S. ROSENBERG
Florida Bar No. 994782
ROSENBERG LAW, P.A.
2385 NW Executive Center Drive, Suite 100
Boca Raton, Florida 33431

(561) 260 -9100
rosenberg@rosenberglawpa.com

CERTIFICATE OF SERVICE

I HEREBY CERTIFY that the foregoing document was electronically filed via the
CM/ECF System on this 26th day of October, 2018.

Respectfully submitted,

s/Bruce S. Rosenberg
Bruce S. Rosenberg, Esq.
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For Individuals Non-Group Contract

Fttor Etae
HMO

This Contract contains a deductible provision

Florida Blue HMO is a trade name of Health Options, Inc., an 14M0 affiliate of Blue Cross and Blue Shield of Florida, Inc.

D/B/A Florida Blue. These companies are Independent Licensees of the Blue Cross and Blue Shield Association.

BCRQ.IU.BB-DED 0516

BCRalLI.BB 0516 Exhibit "A"



Case 8:18-cv-02648-VMC-SPF Document 1-1 Filed 10/29/18 Page 2 of 57 PagelD 18

BlueCare
For Individuals Non-Group Contract

Prakash Patei
President and Chairman of the Board

For Customer Service Assistance: 800-FLA-BLUE

Contractholder Name: Heather Rosenberg
Contract Number:1111032
Group Number: 99999

Contract Type: Family
Effective Date: January 1, 2018

Monthly Rate:

Florida, Blue a.
HMO

4800 Deerwood Campus Parkway
Jacksonville, Florida 32246

Florida Blue HMO is a trade name of Health Options, Inc., an HMO affiliate of Blue Cross and Blue Shield of Florida, Inc.
D/B/A Florida Blue. These companies are Independent Licensees of the Blue Cross and Blue Shield Association.

BCRQ.ILLBB.DED 0516

BCRQ.IU.BB 0516
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IMPORTANT NOTICE

In deciding to issue this Contract to you, we relied on the truthfulness and

accuracy of the information provided on the application. Please carefully read
your application and notify us within 10 days if any of the information on it is

incorrect or incomplete. Fraudulent statements or Material Misrepresentations
on your application could result in the cancellation or Rescission of your

Contract.

During the term of this Contract, we agree to provide the HMO coverage and benefits

specifically provided in this Contract to covered individuals, subject to all applicable terms,
conditions, limitations, and exclusions.

This Contract will stay in effect as long as you remain eligible for coverage and you pay your
Premiums on time. This Contract can be Rescinded or canceled if you have made a fraudulent
or Material Misrepresentation. This Contract can be canceled if we terminate the policy form
for everyone covered by it.

BlueCare requires the designation of a primary care provider.
• You have the right to designate any primary care provider who participates in the

BlueCare network and who is available to accept you and/or your family members.

• For children, you may designate a pediatrician as the primary care provider.
• Until you or your family members make your prirnary care physician designation, Florida

Blue HMO designates one for you.

• You do not need prior authorization from Florida Blue HMO or from your primary care

provider to obtain access to obstetrical or gynecological care from a health care

professional in the BlueCare network who specializes in obstetrics or gynecology. The
health care professional, however, may be required to comply with certain procedures,
including obtaining prior authorization for certain Services, following a pre-approved
treatment plan, or procedures for making referrals.

For a list of participating primary care providers, including health care professionals who
specialize in obstetrics or gynecology, or for information on how to select a primary care

provider, access the current BlueCare Provider directory at www.floridablue.com.
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TABLE OF CONTENTS

How to Use Your Contract USE-1

What Is Covered? INC-1

Prescription Drug Program RXO-1

What Is Not Covered? EXC-1

Medical Necessity MDN-1

Your Share of Health Care Expenses HCE-1

Health Care Provider Options PRO-1

BlueCard. Program BCD-1

Coverage Access Rules CAR-1

Payment of Premiums PRM-1

Eligibility and Enrollment for Coverage ELG-1

Termination of Coverage TRM-1

Claims Processing CLM-1

Complaint and Grievance Process CGP-1

Coordination of Benefits COB-1

General Provisions GEN-1

Other Important Information OTH-1

Definitions DEF-1

BCRQ.111TOC 0413 TOC-1



Case 8:18-cv-02648-VMC-SPF Document 1-1 Filed 10/29/18 Page 5 of 57 PagelD 21

HOW TO USE YOUR CONTRACT

This is your Contract. You should read it carefully before you need Health Care Services. It contains
valuable information about:

• your BlueCare benefits;
• what is covered;
• what is not covered;
• coverage and payment rules;
• how and when to file a claim and under what circumstances we will pay;

• what you will have to pay as your share; and

• other important information including when benefits may change; how and when coverage stops; how

to continue coverage if you are no Ionger eligible; how we will coordinate benefits with other policies
or plans; our subrogation rights; and our right of reimbursement.

Refer to the Schedule of Benefits to determine how much you have to pay for particular Health Care
Services.

When reading your Contract, please remember:

1. You should read this Contract in its entirety in order to determine if a particular Health Care Service is
covered. Sometimes it may be necessary to change the standard language in this Contract. If

changes are needed, we will create an Endorsement to this Contract, which will either be inserted
after the section that it modifies, or at the end of the Contract. Be sure to always check for these

additional documents before making benefit decisions.

2. The headings of sections contained in this Contract are for reference purposes only and shall not

affect in any way the meaning or Interpretation of particular provisions.

3. References to "you" or "your" throughout refer to you as the Contractholder and to your Covered

Dependents, unless expressly stated otherwise or unless, in the context in which the term is used, it

is cleady intended otherwise. Any references, which refer solely to you as the Contractholder or

solely to your Covered Dependents wilt be noted as such.

4. References to "we, "us", "our and "Florida Blue HMO" throughout refer to Health Options, Inc.

5. If a word or phrase starts with a capital letter, it is either the first word in a sentence, a proper name, a

title, or a defined term. If the word or phrase has a special meaning, it will either be defined in the
DEFINITIONS section or within the particular section where it Is used.
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Where do I find information on... ...go to:

What is covered? The WHAT IS COVERED? section.

What is not covered?
The WHAT IS NOT COVERED? section, along with the
WHAT IS COVERED? section.

What is covered under my retail pharrnacy The PRESCRIPTION DRUG PROGRAM section
plan?

How do I know what Providers I can use, and The HEALTH CARE PROVIDER OPTIONS section and
how the Providers l use will affect my Cost the COVERAGE ACCESS RULES section, along with
Share amount? the current Provider Directory.

The YOUR SHARE OF HEALTH CARE EXPENSES
How much do I pay for Health Care Services?

section along with the Schedule of Benefits.

How do i access Services when l'm
The BLUECARe PROGRAM section.

out-of-state?

The ELIGIBILITY AND ENROLLMENT FOR
How do I add or remove a Dependent? COVERAGE section and the TERMINATION OF

COVERAGE section.

What if I am covered under BlueCare and
The COORDINATION OF BENEFITS section.

another itealth plan?

What happens when my coverage ends? The TERMINATION OF COVERAGE section.

What do the terms used throughout this
The DEFINITIONS section.

Contract mean?

Call our customer service department at

Who do I call if I have questions? 800-FLA-BLUE (this phone number can also be found
on your10 Card).
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WHAT IS COVERED?

Introduction

This section describes the Health Care Services that are covered under this Contract. All benefits for
Covered Services are subject to: 1) your share of the cost and the benefit maximums listed on your
Schedule of Benefits, 2) the applicable Allowed Amount, 3) any limitations and exclusions, as well as any
other provisions contained in this Contract including any Endorsements that are part of your Contract, and

4) our Medical Necessity guidelines and Coverage Access Rules then in effect (see the MEDICAL
NECESSITY and COVERAGE ACCESS RULES sections).
Remember that exclusions and limitations also apply to your coverage. Exclusions and lirnitations that
are specific to a type of Service are included with the benefit description In this section. There are other
exclusions and limitations listed in the WHAT IS NOT COVERED? section and, in some cases, separate
Endorsements that are part of this Contract. More than one limitation or exclusion may apply to a specific
Service or a particular situation.

We will provide coverage for the Health Care Services listed in this section only if they are:

1. authorized in advance bych us, if prior coverage authorization is required (see the COVERAGE
ACCESS RULES section);

2. within the Covered Services categories in this section;

3. rendered, prescribed or ordered by an In-Network Provider exoept when such Services are required
for Emergency Services for the treatment of an Emergency Medical Condition;

4, actually rendered to you (not just recommended) by an appropriately licensed health care Provider
who is recognized by us for payment;

5. billed to us on a claim form or itemized statement that lists the procedures and Services rendered to
you. Claims and statements should include procedure codes, diagnosis codes and other information
we require to process the claim;

6. Medically Necessary, as defined in this Contract and determined by us In accordance with our

Medical Necessity coverage criteria in effect at the time Services are provided;
7. in accordance with our COVERAGE ACCESS RULES section;

8. rendered while your coverage is in force; and

9. not specifically or generally limited or excluded under this Contract.

We will deterrnine whether Services are Covered Services under this Contract after you have obtained
them and we have received a claim for them. In some cases we may determine if Services are Covered
Services under this Contract before they are rendered to you.
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We are not obligated to determine lf a Service that has not been provided to you will be covered unless
we have designated that the Service must be authorized in advance in the COVERAGE ACCESS RULES

section. We are also not obligated to cover or pay for any Service that has not actually been rendered to

you.

In determining if Health Care Services are Covered Services under this Contract, no written or verbal

representation by any employee or agent of Florida Blue HMO or by any other person shall waive or

modify the terrnspf this Contract and, therefore, neither you nor any health care Provider or other person
should rely on any such written or verbal representation.

Covered Services Categories
Allergy Testing and:rmatments

Testing and desensitization therapy (e.g., injections) and the cost of hyposensitization serum may be

covered. The Allowed Amount for allergy testing is based upon the type and number of tests performed
by the Physician. The Allowed Amount for allergy immunotherapy treatment is based on the type and

number of doses.

Ambulance Setvices

Ground Ambulance

Ground Ambulance Services for Emergency Medical Conditions and limited non-emergency ground
transport may be covered only when:

1. For Emergency Medical Conditions — it is Medically Necessary to transport you from the place an

Emergency Medical Condition occurs to the nearest Hospital that can provide the Medically
Necessary level of care. If it is determined that the nearest Hospital is unable to provide the

Medically Necessary level of care for the Emergency Medical Condition, then coverage for
Ambulance Services shall extend to the next nearest Hospital that can provide Medically Necessary
care; or

2. For limited non-emergency ground Ambulance transport — it is Medically Necessary to transport you
by ground:
a. from an Out-of-Network Hospital to the nearest in-Network Hospital that can provide care;

b. to the nearest In-Network or Out-of-Network Hospital for a Condition that requires a higher level
of care that was not available at the original Hospital;

c. to the nearest more cost-effective acute care facility as determined solely by us; or

d. from an acute facility to the nearest cost-affective sub-acute setting.
Note: Non-emergency Ambulance transportation meets the definition of Medical Necessity only when the

patient's Condition requires treatment at another facility and when another mode of transportation,
whether by Ambulance or otherwise (regardless of whether covered by us or not) would endanger the

patient's medical Condition. lf another mode of transportation could be used safely and effectively,
regardless of time, or mode (e.g. air, ground, water) then Ambulance transportation is not Medically
Necessary.
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Air and Water Ambulance

Air and water Ambulance coverage is specifically limited to transport due to an Ernergency Medical
Condition when the patients destination is an acute care Hospital, and:.

1. the pick-up point is not accessible by ground Ambulance, or

2. speed in excess of the ground vehicle is critical for your health or safety.
Air and water Ambulance transport for non-emergency transport Is excluded unless It is

specifically approved by us in advance of the transport.

Exclusion

Ground. air and water Ambulance SenOoes for situations that are not Medically Necessary because

they do not require Ambulance transportation including but not limited to:

1. Ambulance Services for a patient who is legally pronounced dead before the Ambulance Is
summoned.

2. Aid rendered by an Ambulance crew without transport, Examples include, but are not limited to
situations when an Ambulance is dispatched and:

a. the crew renders aid until a helicopter can be sent;

b. the patient refuses care or transport; or

c. only basic first aid is rendered.

3. Non-emergency transport to or from a patient's home or a residential, domiciliary or custodial facility.
4. Transfers by medical vans or commercial transportation (such as Physidan owned limousines, public

transportation, cab, etc.).
5. Ambulance transport for patient convenience or patient and/or family preference. Examples include

but are not limited to:

a. patient wants to be at a certain Hospital or facility for personal/preference reasons;

b. patient is in a foreign country, or out-of-state, and wants to retum home for a surgical procedure
or treatment (or for continued treatment) or after being discharged from Inpatient care; or

c. patient is going for a routine Service and is medically able to use another mode of transportation
but can't pay for, find and/or prefers not to use such transportation.

6. Air and water Ambulance Services in the absence of an Emergency Medical Condition, unless such
Services are authorized by us in advance.

Ambulatory Surgical Center

Services rendered at an Ambulatory Surgical Center may be covered and include:

1. use of operating and recovery rooms;

2. respiratory therapy such as oxygen;

3. drugs and medicines administered at the Ambulatory Surgical Center (except for take-home drugs);
4. intravenous solutions;
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5. dressings, including ordinary casts;

6. anesthetics and their administration;

7. administration and cost of whole blood or blood products (except as outlined in the Drugs exclusion of
the WHAT IS NOT COVERED? section);

8. transfusion supplies and equipment
9. diagnostic Services, including radiology, ultrasound, laboratory, pathology and approved machine

testing, such as EKG;

10. chemotherapy treatment for proven malignant disease; and

11. other Medically Necessary Services.

Anesthesia Administration Services

Anesthesia administered by a Physician or Certified Registered Nurse Anesthetist ("CRNA") may be
covered. When the CRNA is actively directed by a Physician other than the Physician who performed the

surgery, the Allowed Amount for Covered Services will include both the CRNA and the Physician's
charges and will be based on the lower-directed Services Allowed Amount according to our payment
program then in effect for such Covered Services.

Exclusion

Coverage does not include anesthesia Services by an operating Physician, his or her partner or

associate.

Mental Health Services

Diagnostic evaluation, psychiatric treatment, individual therapy, and group therapy rendered to you by a

Physician, Psychologist or Mental Health Professional for the treatrnent of a Mental and Nervous Disorder
may be covered. Coverecf Services may include:

1. Physician office visits;

2. Intensive Outpatient Treatment (rendered in a facility), as defined In this Contract;
3. Partial Hospitalization, as defined in this Contract Is covered when provided under the direction of a

Physician; and

4. Residential Treatment Services, as defined in this Contract.

Exclusion

1. Services rendered for a Condition that is not a Mental and Nervous Disorder as defined In this
Contract, regardless of the underlying cause, or effect, of the disorder,

2. Services for psychological testing associated with the evaluation and diagnosis of teaming disabilities
or for intellectual disabilities;

3. Services beyond the period necessary for evaluation and diagnosis of learning disabilities or for
intellectual disabilities;

4. Services for educational purposes;
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5. Services for marriage counseling unless related to a Mental and Nervous Disorder as defined in this

Contract, regardless of the underlying cause, or effect, of the disorder,

6. Services for pre-marital counseling;
7. Services for court-ordered care or testing, or required as a condition of parole or probation;

8. Services to test aptitude, ability, intelligence or interest;

9. Services required to maintain employment
10. Services for cognitive remediation; and

11. inpatient stays that are primarily intended as a change of environment

Substance Deoenclency Treatment Services

When there is a sudden drop in consumption after prolonged heavy use of a substance a person may

experience withdrawal, often causing both physiologic and cognitive symptoms. The symptoms of
withdrawal vary greatly, ranging from minimal changes to potentially life threatening states. Detoxification
Services can be rendered in different types of locations, depending on the severity of the withdrawal

symptoms.

Care and treatment for Substance Dependency Includes the following:
1. Inpatient and outpatient Health Care Services rendered by a Physician, Psychologist or Mental Health

Professional In a program accredited by The Joint Commission or approved by the state of Florida for
Detoxification or Substance Dependency.

2. Physician, Psychologist and Mental Health Professional outpatient visits for the care and treatment of
Substance Dependency.

We may provide you with information on resources available to you for non-medical ancillary services like
vocational rehabilitation or employment counseling, when we are able to. We don't pay for any services
that are provided to you by any of these resources; they are to be provided solely at your expense.

Exclusion

Long term Services for alcoholism or drug addiction, including specialized Inpatient units or inpatient stays
that are primarily Intended as a change of environment.

Breast Reconstructive Surgery
Breast Reconstructive Surgery and implanted prostheses incident to Mastectomy are Covered Services.

Surgery must be provided in a manner chosen by you and your Physician and be consistent with

prevailing medical standards.
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CI3 ild Cleft LID and Cleft Palate Treatment

Health Care Services prescribed by your Physician including medical, dental, Speech Therapy, audiology,
and nutrition Services for treatment of a child under the age of 18 who has deft lip or cleft palate may be
covered. In order to be covered, Services must be prescribed by a Provider who must certify in writing
that the Services are Medically Necessary. Speech Therapy is subject to the limits In your Schedule of
Benefits for Outpatient Therapies and Spinal Manipulation Services.

Clinical Trials

Clinical trials are research studies in which Physicians and other researchers work to find ways to

improve care. Each study tries to answer scientific questions and to find better ways to prevent,
diagnose, or treat patients. Each trial has a protocol which explains the purpose of the trial, how the trial
will be performed, who may participate in the trial, and the beginning and end points of the trial.

If you are eligible to participate in an Approved Clinical Trial, routine patient care for Services furnished in
connection with your participation in the Approved Clinical Trial may be covered when:

1. An In-Network Provider has indicated such trial is appropriate for you, or

2. you provide us with medical and scientific information establishing that your participation in such trial
is appropriate.

Routine patient care includes all Medically Necessary Services that would otherwise be covered under
this Contract, such as doctor visits, lab tests, x-rays and scans and hospital stays related to treatment of

your Condition and Is subject to the applicable Cost Share(s) on the Schedule of Benefits.

Even though benefits may be available under this Contract for routine patient care related to an Approved
Clinical Trial you may not be eligible for inclusion in these trials or there may not be any trials available to
treat your Condition at the time you want to be included In a clinical trial.

Exclusion

1. Costs that are generally covered by the clinical trial, including, but not limited to:

a. Research costs related to conducting the clinical trial such as research Physician and nurse time,
analysis of results, and clinical tests performed only for research purposes.

b. The investigational item, device or Service itself.

c. Services inconsistent with widely accepted and established standards of care for a particular
diagnosis.

2. Services related to an Approved Clinical Trial received outside of the United States.

Concurrent Physician Care

Concurrent care means care that is rendered to you by more than one Physician on the same date or

during the same inpatient stay. Concurrent Physician care Services are only covered when
documentation shows that:

1, the additional Physician actively participates in your treatment:
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2. the Condition involves more than one body system or is so severe or complex that one Physician
cannot provide the care unassisted; and

3. the Physicians have different specialties or have the same specialty with different subspecialties.

Consultations provided by a Physician may be covered if your attending Physician requests the
consultation and the consulting Physician prepares a written report.
Dental Services

Dental Services are limited to the following:
1. Care and stabilization Services for the treatment of damage to Sound Natural Teeth rendered within

62 days of an Accidental Dental Injury.
Extraction of teeth required prior to radiation therapy when you have a diagnosis of cancer of the
head and/or neck.

3. Anesthesia Services for dental care including general anesthesia and hospitalization Services

necessary to assure the safe delivery of necessary dental care rendered to you In a Hospital or

Ambulatory Surgical Center it

a. a Covered Dependent is under eight years of age and the Dentist and the Covered Dependents
Physician determine that:

1) dental treatment is necessary due to a dental Condition that is significantly complex; or

2) the Covered Dependent has a developmental disability In which patient management in the
dental office has proven to be ineffective; or

b. you or your Covered Dependent has one or more medical Conditions that would create significant
or undue medical risk in the course of delivery of any necessary dental treatment or surgery if not
rendered In a Hospital or Ambulatory Surgical Center.

Exclusion

1. Dental Services rendered more than 62 days after the date of an Accidental Dental Injury even if the
Services could not have been rendered within 62 days.

2. Except as described above and in the Child Cleft Lip and Cleft Palate Treatment category, any dental

Service, including, but not limited to: care or treatment of the teeth or their supporting structures or

gums, or dental procedures, Including but not limited to: extraction of teeth, restoration of teeth with

fillings, crowns or other materials, bridges, cleaning of teeth, dentures, dental implants, periodontal or

endodontic procedures, orthodontic treatment, intraoral prosthetic devices, palatal expansion devices,
bruxism appliances, and dental x-rays.
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Services related to the treatment and management of diabetes may be covered when the treating
Physician or a Physician who spedalizes in the treatment of diabetes certifies that such Services are

Medically Necessary and include the following:
1. outpatient self-management training arid educational Services when provided under the direct

supervision of a certified Diabetes Educator or a board-certified Physician specializing in

endocrinology;
2. nutrition counseling provided by a licensed dietitian;

3. equipment and supplies to treat diabetes, such as insulin pumps and tubing; and

Note: Blood glucose meters, lancets and test strips are Govered under your pharmacy benefit (see
the PRESCRIPTION DRUG PROGRAM section).

4. trimming of toenails, coms, calluses, and therapeutic shoes (including inserts and/or modifications)
for the treatment of severe diabetic foot disease.

Diagnostic Services

Diagnostic Services may be covered and include the following:
1. radiology and ultrasound;

2. advanced imaging Services such as nuclear medicine, CT/CAT Scans, MRAs, MRis and PET Scans;

3. laboratory and pathology Services;

4. Services involving bones or joints of the jaw, such as Services to treat temporomandibular joint (TMJ)
dysfunction, or facial region if, under aocepted medical standards, such diagnostic Services are

necessary to treat Conditions caused by congenital or developmental deformity, disease, or injury;
5. approved machine testing such as electrocardiogram (EKG), electroencephalograph (EEG), and

other electronic diagnostic medical procedures; and

6. genetic testing for the purpose of explaining current signs and symptoms of a possible hereditary
disease and/or for other purposes in accondance with our Medical Necessity criteria then in effect.

Exclusion

Oversight of a medical laboratory by a Physician or other health care Provider, as described in the WHAT
IS NOT COVERED? section.

Dialysis Services

Coverage includes equipment, training and medical supplies, when rendered at any location by a

Provider licensed to perform dialysis, Including a Dialysis Center.

Durable Medical Eculoment

Durable Medical Equipment may be covered when provided by a Durable Medical Equipment Provider
and when prescribed by a Physician and is limited to the most cost-effective equipment as determined by
us. Replacement of Durable Medical Equipment due to growth of a child or significant change In
functional status and repair of equipment you own or are buying are also Covered Services.
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Examples of Durable Medical Equipment include: wheelchairs, crutches, canes, walkers, hospital beds,
and oxygen equipment.

Payment Rulesjor Durable Medical Eauloment

Benefits for Durable Medical Equipment will be based on the lowest of the following:
1. the purchase price;

2. the lease/purchase price;
3. the rental rate; or

4. our Allowed Amount. Our Allowed Amount for rental equipment will not exceed the total purchase
price.

Note: Remember that your Cost Share is applied as clairns are received and paid by us. This is
important because if you are leasing to purchase Durable Medical Equipment, your Cost Share will apply
throughout the lease period and continue until the equipment has been completely paid for in fuil.

For example, you may lease to purchase a piece of equipment in November after you have met your
Deductible for that year, but if the lease continues Into the next year, or if the purchase is made in the
next year, we will not make any more payments until you have met your Deductible again.
Exclusion

Durable Medical Equipment which is primarily tor convenience and/or comfort; modifications to rnotor
vehicles and/or homes, including but not limited to, wheelchair lifts or ramps; water therapy devices such
as Jacuzzis, hot tubs, swimming pools or whirlpools; exercise and massage equipment, electric scooters,
hearing aids, air conditioners and purifiers, humidifiers, water softeners and/or purifiers, pillows,
mattresses or waterbeds, escalators, elevators, stair glides, emergency alert equipment, handrails and
grab bars, heat appliances, dehumidifiers, and the replacement of Durable Medical Equipment just
because it is old or used.

Emergency Services and Urgent Care Services

Emergency Services

Emergency Services for treatment of an Emergency Medical Condition are covered In-Network and
Out-of-Network without the need for any prior authorization from us.

You must notify us as soon as possible concerning the receipt of Emergency Services and/or any
admission which results from an Emergency Medical Condition. lf a determination is made that an

Emergency Medical Condition does not exist, payment for Services rendered subsequent to that
determination will be your responsibility.

Payment Rules for Emergency Services

Payment for Emergency Services rendered by an Out-of-Network Provider that has not entered into an

agreement with us to provide access to a discount from the billed amount of that Provider will be the
greater of:

1. the amount equal to the median amount negotiated with all Florida Blue HMO In-Network Providers
for the same Services;

2. the Allowed Amount as defined ln this Contract;
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3. the usual and customary Provider charges for similar Services in the community where the Services

were rendered; or

4. what Medicare would have paid for the Services rendered.

In no event will Out-of-Network Providers be paid more than their charges for the Services rendered.

Exclusion

Follow-up care must be rendered by an ln-Network PCP or ln-Network Specialist. If you are told

you need follow-up care after your emergency room visit, be sure to contact your PCP or art In-Network

Specialist first. Any follow-up care you receive that is rendered by a Provider other than your PCP or an

In-Network Specialist may not be covered.

Urgent Care Services

For non-critical but utgent care needs, you may be able to reduce your out-of-pocket expenses and, in

many cases, your wait time for care by using an Urgent Care Center. All Urgent Care Centers maintain

extended weekday and weekend hours. Urgent Care Centers treat non-emergency conditions such as:

• Animal bites • Minor eye irritations or Infections

• Cuts, scrapes and minor wounds • Rash, poison ivy
• Minor bums • Sprains, strains, dislocations and minor fractures

gnteral Formulas

Prescription and non-Prescription enteral formulas for home use are covered when prescribed by a

Physician as necessary to treat inherited diseases of amino acld, organic acid, carbohydrate or fat

metabolism as well as malabsorption originating from congenital defects present at birth or acquired
during the neonatal period.

Coverage to treat inherited diseases of amino acid and organic acids shall include food products modified
to be low protein, up to your 25th birthday.

Eye Care and Vision Servicea

Some types of eye care and vision Services are covered under the medical benefits; some are covered
under your Pediatric Vision Benefits. The only reason you need to know this Is that some Services may
have a different Cost Share depending on whether the Services are covered under your medical benefits
or your Pediatric Vision Benefits. Exclusions that apply to all Services are listed under the section titled
General Eye Care and Vision Exclusions.

Eye care and vision Services covered under the medical benefits are limited to the following:
1. Physician Services, soft lenses or sclera shells for the treatment of aphakic patients;
2. initial glasses or contact lenses following cataract surgery; and

3. Physician Services to treat an Injury to or disease of the eyes.
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Pediatric Vision Benefits

Pediatric Vision Benefits, as used in this Contract, means Covered Services, as described below, for
Covered Persons age 19 and under. Pediatric Vision Benefits end on the last day of the calendar month

of the Covered Person's 19th birthday.
Pediatric Visions Benefits are covered under this section only if they are:

1. not specifically or generally limited or excluded; and

2. authorized for coverage by us, if prior authorization is required.

Note: The BLUECARD PROGRAM section does not apply to these Services.

Pediatric Vision Benefits are limited to the following:
1. Eye exam including dilation (when professionally Indicated), once every 12 months.

2. Spectacle lenses, one pair every 12 months, including:
a. clear plastic single vision lenses;

b. lined bi-focal, trifocal or lenticular lenses;

c. polycarbonate lenses;

d. standard progressive lenses;

e. plastic photosensitive lenses;

t oversize lenses;

g. scratch-resistant coating;
h. tinting of plastic lenses; and

i. ultraviolet coating.
3. Frames covered by this policy are limited to the Pediatric Frame Selection. The network provider will

show you the selection of frames covered by this Contract if you select a frame that is not included
in the Pediatric Frame Selection covered under this Contract, you are responsible for the difference in
cost between the network provider reimbursement amount for covered frames from the Pediatric
Frame Selection and the retail price of the frame you selected. Any amount paid to the provider for
the difference in cost of a Non-Selection Frame will not apply to any applicable Deductible,
Coinsurance, or out-of-pocket maximum.

4. Elective contact lenses covered by this policy are limited to the Pediatric Contact Lens Selection and
includes the evaluation, contact lens fitting and follow-up. The network provider will inform you of the

contact lens selection covered by this Contract. If you select a contact lens that is not part of the

Pediatric Contact Lens Selection covered under this Contract, you are responsible for the difference
in cost between the network provider reimbursement amount for covered contact lenses available
from the Pediatric Contact Lens Selection and the retail price of the contact lenses you selected. Any
amount paid to the provider for the difference in cost of a Non-Selection Contact Lens will not apply to

any applicable Deductible, Coinsurance, or out-of-pocket maximum.
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5. Contact lenses (with prior authorization), when glasses cannot correct your vision properly, includes

materials; evaluation; fitting; and follow-up care.

Dedication of Vision Coverage
You cannot receive coverage under the Eye Care and Vision Services categories for a Covered Service
under both the medical and vision benefits. Eye care and vision Services covered under medical benefits

will not be covered under the Pediatric Vision Benefiis, and vision Benefits covered under the Pediatric

Vision Benefits will not be covered under medical benefits.

General Eye Care and Vision Exclusions

1. Health Care Services to diagnose or treat vision problems for Covered Persons that are not a direct

consequence of trauma or prior eye surgery, except as covered under Pediatric Vision Benefits;

2. vision examinations other than as described in the Pediatric Vision Benefits category;

3. eye exercises or visual training; and

4. any surgical procedure performed primarily to correct or improve myopia or other refractive disorders,
such as LASIK.

family Planning

Family planning Services include:

1. family planning counseling arid Services, such as counseling and information on birth control; sex

education, including prevention of venereal disease; and fitting of diaphragms;
2. contraceptive medication by injection provided and administered by a Physician;
3. intra-uterine devices indicated as covered in the Preventive Services Guide, located on our website at

www.fioridablue.com/healthresources, coverage includes the insertion and removal; and

4. surgical sterilization (tubal ligations and vasectomies).
Note: Some family planning Services are covered under the Preventive Services category and will be

paid in accordance with that category. Please refer to that category for more information.

Contraceptive medications, devices and appliances, other than as noted above may be covered under

your pharmacy benefit. Refer to the PRESCRIPTION DRUG PROGRAM section for more information.

Exclusion

Elective abortions and reversal of surgical sterilization procedures are not covered.

Home Heaittl.Care

Home Health Care Services may be covered when all the following criteria are met:

1. you are unable to leave your home without considerable effort and assistance because you are

bedridden or chalrbound or because you are restricted in ambulation, whether or nat yau use

assistive devices; or you are significantly limited ln physical activities due to a Condition;

2. the Home Health Care Services rendered have been prescribed by a Physician by way of a formal
written treatment plan to us;
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3. the treatment plan has been reviewed and renewed by the prescribing Physician at least every 30

days until benefits are exhausted. (We reserve the right to request a copy of any written treatment

plan In order to determine whether such Services are covered under this Contract);

4. the Home Health Care Services are provided by or through a Home Health Agency; and

5. you are meeting or achieving the desired treatment goals set forth in the treatment plan as

documented in the clinical progress notes.

Home Health Care Services are limited to:

1. part-time or intermittent nursing care, by a Registered Nurse or Licensed Practical Nurse and/or

home health aide Services; (part-time Is defined as less than eight hours per day and less than 40

hours a week and an intermittent visit will not exceed two hours per day);
2. home health aide Services must be consistent with the plan of treatment, ordered by a Physician, and

provided under the supervision of a Registered Nurse;

3. medical social Services;

4. nutritional guidance;

5. respiratory or inhalation therapy, such as oxygen; and

6. Physical Therapy, by a Physical Therapist, Occupational Therapy, by an Occupational Therapist, and

Speech Therapy, by a Speech Therapist.
Exclusion

1. homemaker or domestic maid services;

2. sitter or companion services;

3. Services rendered by an employee or operator of an adult congregate living facility; an adult foster

home; an adult day care center, or a nursing home facility;
4, Speech Therapy provided for diagnosis of developmental delay;

5. Custodial Care;

6. Food, housing and home-delivered meals; and

7. Services rendered in a Hospital, nursing home, or intermediate care facility.

Hospice Services

Health Care Services provided in connection with a Hospice treatment program may be Covered

Services, provided the Hospice treatment program is:

1. approved by your Physician; and

2. certified to us in writing by your Physician that your life expectancy is 12 months or less.

Recertification is required every six months.

BCRQ,IU.INC.BH 0617 INC-13

BCRQIU.INC 0617



Case 8:18-cv-02648-VMC-SPF Document 1-1 Filed 10/29/18 Page 20 of 57 PagelD 36

Hospital Services

Covered Hospital Services include:

1. room and board in a semi-private room when confined as an inpatient, unless the patient must be

Isolated from others for documented clinical reasons;

2. intensive care units, including cardiac, progressive and neonatal care;

3. use of operating and recovery rooms;

4. use of emergency rooms;

5. respiratory, pulmonary or inhalation therapy, such as oxygen;

6. Drugs and medicines administered by the Hospital (except for take-home Drugs);

7. intravenous solutions;

8. administration and cost of whole blood or blood products (except as outlined in the Drugs exclusion of

the WHAT IS NOT COVERED? section);
9. dressings, including ordinary casts;

10. anesthetics and their administration;

11. transfusion supplies and equipment
12. diagnostic Services, including radiology, ultrasound, laboratory, pathology and approved machine

testing, such as EKG;

13. chemotherapy and radiation treatment for proven malignant disease;

14. Physical, Speech, Occupational and Cardiac Therapies;
15. transplants as set forth in the Transplants Services category; and

16. other Medically Necessary Services,

Exclusion

1. All expenses for Hospital SeMces (including the Hospital charges, Physician charges and any other

charges related to an inpatient stay) are excluded when Services could have been rendered without

admitting you to the Hospital.

2. gowns and slippers;
3. shampoo, toothpaste, body lotions and hygiene packets;
4. take-home Drugs;

5. telephone and television;

6. guest meals or gourmet menus; and

7. admission kits.
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inpatient HahjiRaft and Rehabilitative Services

Inpatient Habilitative Services

Inpatient Habilitative Services are limited to inpatient feeding programs when children are ready to wean
from tube feeding and/or the failure to progress after intensive outpatient programs. Covered inpatient
Habilitative Services are subject to the maximum number of days indicated in the Schedule of Benefits,
when all of the following criteria are met:

1. Services must be provided under the direction of a Physician and must be provided by a Medicare
certified facility in accordance with a comprehensive habilitative program;

2. a plan of care must be developed and managed by a coordinated multi-disciplinary team;

3. coverage is subject to our Medical Necessity coverage criteria then in effect; and

4. HabilitatIve Services must be required at such intensity, frequency and duration that further progress
cannot be achieved in a less Intensive setting.

Inpatient Rehabilitetwe ServiceR

Inpatient Rehabilitative Services may be covered, subject to the maximum number ofdays indicated in
the Schedule of Benefits, when all of the following criteria are met:

1. Services must be provided under the direction of a Physician and must be provided by a Medicare
certified facility in accordance with a comprehensive rehabilitation program;

2. a plan of care must be developed and managed by a coordinated multi-disciplinary team;

3. coverage is subject to our Medical Necessity coverage criteria then in effect;

4. you must be able to actively participate in at least two of the following therapies: Cardiac Therapy,
Physical Therapy, pulmonary therapy or Speech Therapy and be able to tolerate at least three hours

per day of Rehabilitative Services for at least five clays a week and your Condition must be likely to

result in significant improvement; and

5. Rehabilitative Services must be required at such intensity, frequency and duration that further

progress cannot be achieved in a less intensive setting.
Exclusion

All Inpatient Rehabilitative Services for Pain Management and respiratory ventilator management
Services are excluded.

Mammogauns

Marnmograms obtained in a medical office, medical treatrnent facility or through a health testing service
that uses radiological equipment registered with the appropriate Florida regulatory agencies for diagnostic
purposes or breast cancer screening may be Covered Services.

Mastegtomy Services

Breast cancer treatment, including treatment for physical complications relating to a Mastectomy
(including lymphedemas) and outpatient post-surgical follow-up care for Mastectomy Services may be

covered when rendered by a Provider in accordance with prevailing medical standards and at the most
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medically appropriate setting. The setting may be the Hospital, Physidan's office, outpatient Center, or

your home as determined by you and your Physician.

Maternity Services

Health Care Services provided to you by a Doctor of Medicine (M.D.), Doctor of Osteopathy (0.0.),
Hospital, Birth Center, Midwife or Certified Nurse Midwife are Covered Services and include:

Physician or Midwife Services provided to you for routine pregnancy, delivery, miscarriage or pregnancy

complications. If your plan includes a Copayment for office Services, you will usually only have one

Copayment, due on the first visit, for all prenatal care, the delivery and your follow-up visits to your
obstetrician or Midwife. This Copayment applies only to Physician or Midwife Services relating to the

pregnancy; any visits you have due to illness not related to the pregnancy may require a separate
per-visit Copayment.
Hospital or Birth Center Services for labor and delivery of the baby. This includes a physical assessment
of the mother and any necessary clinical tests in keeping with prevailing medical standards, newbom

assessment and room and board for the mother and routine nursery care. Your Cost Share for these

Services is listed on your Schedule of Benefits and is in addition to your Cost Share for the obstetrician or

Midwife. You may also choose to deliver your baby at home, in which case, the Hospital or Birth Center
Cost Share would not apply.
Routine nursery care for the newborn child during the covered portion of the mother's matemity stay is
included under this benefit. However, when an infant requires non-routine treatment during or after the

mothers stay, the newbom is considered a patient in his or her own right and will be covered separately
only if the newbom is properly enrolled. The newborn's hospital admission in this case is subject to

separate Cost Share amounts.

Note: A plan generally may not restrict benefits for any hospital length of stay in connection with

childbirth for the mother or newbom child to less than 48 hours following a vaginal delivery; or less than

96 hours following a cesarean section. However, this does not prohibit the mother's or newborn's

attending Provider, after consulting with the mother, from discharging the mother or her newbom earlier
than 48 hours (or 96 as applicable). In any case a plan can only require that a Provider obtain

authorization for prescribing an inpatient Hospital stay that exceeds 48 hours (or 96 hours).

Medical Pharmacy

Prescription Drugs that are provided in a Physician's office may have a separate Cost Share amount that

is in addition to the office visit Cost Share amount. The Medical Pharmacy Cost Share amount applies to

each Prescription Drug but does not include the cost for the Services of the person who administers the

Prescription Drug to you. Ailergy injections and immunizations are not part of the Medical Pharmacy
benefit.

You or your Physician must contact us to request coverage for a Presception Drug covered under this

category before administering it to you by following the process for prior coverage authorization outlined
in the Medication Guide. Prescription Drugs covered under this category may be subject to the utilization

review programs described in the PRESCRIPTION DRUG PROGRAM section.

Your plan may also include a maximum amount you have to pay out-of-pocket for Medical Pharmacy
Prescription Drugs you receive each month. If your plan includes a Medical Pharmacy out-of-pocket
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maximum, it will be listed on your Schedule of Benefits and only applies after you have met your
Deductible, if applicable.
Please refer to your Schedule of Benefits for the additional Cost Share amount and/or monthly maximum
out-of-pocket applicable to Medical Pharmacy for your plan.

Newborn Care

A newborn child who is properly enrolled will be covered from the moment of birth for Injury or illness,
including the necessary care or treatment of medically diagnosed congenital defects, birth abnorrnalities,
and premature birth.

Newbom Assessment

An assessment of the newbom child may be covered when the Services are rendered at a Hospital,
attending Physician's office, Birth Center, or in the home by a Physician, Midwife or Certified Nurse
Midwife. Covered Services include physical assessment of the child and any Medically Necessary clinical
tests and immunizations in keeping with prevailing medical standards.

Newbom Ambulance Services

Ambulance Services may be covered when necessary to transport the newborn child to and from the
nearest appropriate facility that is appropriately staffed and equipped to treat the child's Condition, as

determined by us and certified by the attending Physician as Medically Necessary to protect the health
and safety of the newbom child.

Orthotic Devices

Orthotic Devices including braces and trusses for the leg, arm, neck and back and special surgical
corsets may be covered when prescribed by a Physician and designed and fitted by an Orthottst.

Benefits may be provided for necessary replacement of an Orthotic Device you own when due to

irreparable damage, wear, a change in your Condition, or when necessary due to growth of a child.

Payment for splints for the treatment of temporomandibular Joint (TMJ) dysfunction is limited to one splint
in a six-month period unless a more frequent replacement is determined by us to be Medically Necessary.

Coverage for Orrhotio Devices is based on the most cost-effective Ortholic Device which meets your
medical needs as determined by us.

Exclusion

1. Expenses for arch supports, shoe inserts designed to effect conforrnational changes in the foot or foot

alignment, orthopedic shoes, over-the-counter, custom-made or bullt-up shoes, cast shoes, sneakers,
ready-made compression hose or support hose, or similar type devices/appliances regardless of
intended use, except for therapeutic shoes (including inserts and(or modifications) for the treatment of
severe dlabetic foot disease.

2. Expenses for orthotic appliances or devices, which straighten or re-shape the conformation of the
head or bones of the skull or cranium through cranial banding or molding, such as dynamic orthotic

cranioplasty or molding helmets; except when the orthotic appliance or device is used as an

altemative to an internal fixation device as a result of surgery for craniosynostosis.
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3. Expenses for devices necessary to exercise, train or participate in sports, such as custom-made knee
braces.

Osteoporosis Services

Screening, diagnosis and treatment of osteoporosis may be covered for high-risk individuals, including,
but not limited to individuals who:

1. are estrogen-deficient and at clinical risk for osteoporosis;
2. have vertebral abnormalities;

3. are receiving long-term glucocorticoid (steroid) therapy;
4. have primary hyperparathyroiclism; or

5. have a family history of osteoporosis.

Outpattentliabilitative and Rehabilitative Services

Outpatient Habilitative Senzicea

The outpatient therapies listed below may be Covered Services when provided as Habilitative Services

and ordered by a Physician or other health care professional licensed to perform such Services. These
are the only outpatient habilitative therapies covered under this Contract. Some therapies may also be

covered in other health care settings; see the Home Health Care, Hospital, Inpatient Habilitative and

Rehabilitative and Skilled Nursing Facility categories in this section. Your Schedule of Benefits sets forth

the maximum number of visits that we will pay for any combination of the outpatient therapies, provided
as Habilitative Services, listed in this category.
Occupational Theraoy Services provided by a Physician or Occupational Therapist to keep, leam or

improve skills and functioning for Daily Living.
Speech Therapy Services rendered by a Physician, Speech Therapist, or licensed audiologist to keep,
leam or improve skilts and functioning for Daily Living.

physical Therapy Services provided by a Physician or Physical Therapist to keep, leam or improve skills

and functioning for Daily Living.

Coverage Access Rules for Physical Therapy

Coverage for Physical Therapy Services is limited to no more than four 15-minute treatments per day for

Physical Therapy treatment, not to exceed the Outpatient Habilitative Therapies benefit maxirnum listed

on your Schedule of Benefits.

Exclusion

Cardiac Therapy, Massage Therapy and spinal manipulation Services are not covered as Habilitative
Services.

Outpatient Rehab!littive SArvices

a. Outpatient Therapies

The outpatient therapies listed below may be Covered Services when provided as Rehabilitative

Services and ordered by a Physician or other health care professional licensed to perform such

Services. These are the only outpatient rehabilftative therapies covered under this Contract Sorne
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therapies may also be oovered in other health care settings; see the Home Health Care, Hospital,
Inpatient Habilitative and Rehabilitative and Skilled Nursing Facility categories In this section.

Your Schedule of Benefits sets forth the maximum number of visits that we will cover for any
combination of the outpatient therapies and spinal manipulation Services, provided as Rehabilitative
Services, listed in this category. For example, even if you have only received two of your spinal
manipulations for the Calendar Year, any additional spinal manipulations for that Calendar Year will
not be covered if you have already met the combined therapy visit maximum with other Services.

• Cardiac Therapy Services provided under the supervision of a Physician, or an appropriate
Provider trained for Cardiac Therapy, for the purpose of aiding in the restoration of normal heart
function in connection with a myocardial infarction, coronary occlusion or coronary bypass
surgery.

• Occupational Therapy Services provided by a Physician or Occupational Therapist for the

purpose of aiding in the restoration of a previously impaired function lost due to a Condition.

• $o_e_Kh Therapy Services rendered by a Physician, Speech Therapist, or licensed audiologist to
aid in the restoration of speech loss or an impairment of speech resulting from a Condition.

• Physical Therapy Services provided by a Physician or Physical Therapist for the purpose of aiding
in the restoration of normal physical function lost due to a Condition.

• Massage Therapy Services provided by a Physician, Massage Therapist, or Physical Therapist
are covered when the Massage Therapy is prescribed as being Medically Necessary for the

treatment of an acute illness or injury by a Physician licensed per Florida Statutes Chapter 458

(Medical Practice), Chapter 459 (Osteopathy), Chapter 460 (Chiropractic) or Chapter 461

(Podiatry). The Physician's Prescription must specify the number of treatments.

Coverage Access Rules for Message and Physical Therapy
1. Coverage for Massage Therapy Services is limited to no more than four 15-minute Massage

treatments per day, not to exceed the Outpatient Rehabilitative Therapies and Spinal
Manipulations benefit maximum listed In your Schedule of Benefits.

2. Coverage for a combination of Massage and Physical Therapy Services rendered on the same

day is limited to no more than four 15-minute treatments per day for combined Massage and

Physical Therapy treatment, not to exceed the Outpatient Rehabilitative Therapies and Spinal
Manipulations benefit maximum listed on your Schedule of Benefits.

3. Coverage for Physical Therapy Services rendered on the same day as spinal rnanipulation is

limited to one Physical Therapy treatment per day not to exceed 15 minutes in length.

Exclusion

Application or use of the following or similar techniques or items for the purpose of aiding in the

provision of Massage including, but not limited to: hot or cold packs; hydrotherapy; colonic inigation;
thermal therapy; chemical or herbal preparations; paraffin baths; infrared light; ultraviolet light;
Hubbard tank; and/or contrast baths are not covered.
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b. Spinal Manipulation

Spinal manipulation Services rendered by Physicians for manipulation of the spine to correct a slight
dislocation of a bone or joint that is demonstrated by x-ray are covered.

Povenage AWE= Rules for Spinal Manipulation

It is important that you understand the difference between a spinal manioulatim and a visit in order to
understand how the benefit limits work. During a visit, more than one Service can be rendered and
billed..

Spinal manipulation is a treatment modality or method and more than one spinal manipulation can

occur and be billed during a single visit to a Pn3vider. There are limits under this coverage for the

number of spinal manipulations and also for the number of visits we will cover during a Calendar
Year.

1. Coverage for spinal manipulation is limited to the number of spinal manipulations listed in your
Schedule of Benefits each Calendar Year or the maximum number of visits listed in your
Schedule of Benefits, whichever occurs first.

2. Payment for covered Physical Therapy Services rendered on the same day as spinal
manipulation is limited to one Physical Therapy treatment par day, not to exceed 15 minutes in

length.

Oxygen

Coverage includes oxygen and the use of equipment for its administration.

Physician Services

Covered Services include medical Services such as office visits and allergy testing and treatment or

surgical Health Care Services provided by a Physician, including Services rendered In the Physician's
office or in an outpatient facility. Certain Physician Services can be rendered electronically through a

computer via the Internet (E-Visits). E-Visits are covered when rendered in accordance with the

Coverage Access Rules below.

Coverage Access Rules for E-Visits

Expenses for E-Visits are covered only it

1. you are an established patient of the Physician rendering the Services at the time the Services are

provided; and

2. the Services are provided in response to an online inquiry you sent to the Physician.
The term 'established patienr, as used in this category, shall mean that the covered individual has

received professional Services from the Physician who provided the E-Visit, or another Physician of the

same specialty who belongs to the same group practice as that Physician, within the past three years.

Exclusion

1. Expenses for failure to keep a scheduled appointment or scheduled E-visit and for telephone
consultations (except as indicated as covered under the Preventive Service category of this section).

2. Telemedicine Services, as defined in this Contract.
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3. Health Care Services provided solely through audio-only telephone; email messages; text messages;
facsimile transmission; U.S. Mail or other parcel service; or any combination thereof.

preventive Services

Preventive Services may be covered for both adults and children based on prevailing medical standards
and recommendations which are explained further below. Some examples of preventive Services include
(but are not limited to) periodic routine health exams, routine gynecological exams, Immunizations and
related preventive Services such as Prostate Specific Antigen (PSA), routine mammograms and pap
smears.

In order to be covered as a preventive Service, Services shall be provided in accordance with prevailing
medical standards:

consistent with evidence-based items or Services that have in effect a rating of 'Aor $13' in the current
recommendations of the U.S. Preventive Services Task Force (USPSTF) established under the
Public Health Service Act;

2. consistent with immunizations that have in effect a recommendation from the Advisory Committee on

Immunization Practices of the Centers for Disease Control and Prevention established under the
Public Health Service Act with respect to the individual involved;

3. with respect to infants, children, and adolescents, evidence- informed preventive care and screenings
provided for in the comprehensive guidelines supported by the Health Resources and Services

Administration; and

4. with respect to women, such additional preventive care and screenings not described in paragraph
number one as provided for in the comprehensive guidelines supported by the Health Resources and
Services Administration.

More detailed information, such as medical management programs or limitations, on Services that are

covered under the Preventive Services category is available in the Preventive Services Guide located on

our website at www.floridablue.corn/healthresources. Drugs or Supplies covered as Preventive Services
are described in the Medication Guide. In order to be covered as a Preventive Service under this section,
the Service must be provided as described in the Preventive Services Guide or, for Drugs and Supplies,
in the Medication Guide.

Note: From time to tlme medical standards that are based on the recommendations of the entities listed
in numbers 1 through 4 above change. Services may be added to the recommendations and sometimes

may be removed. It is important to understand that your coverage for these preventive Services Is based
on what is in effect on your Effective Date. If any of the recommendations or guidelines change after your
Effective Date, your coverage will not change until your first Anniversary Date one year after the
recommendations or guidelines go into effect.

For example, if the USPSTF adds a new recommendation for a preventive Service that we do not cover

and you are already covered under this Contract; that new Service will not be a Covered Service under
this category right away. The coverage for a new Service will start on your Anniversary Date one year
after the new recommendation goes into effect.
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Exclusion

Routine vision and hearing examinations and screenings are not covered as preventive Services, except
as required under paragraph numbers one and/or three above.

Prosthetic Devices

The following Prosthetic Devices may be covered when prescribed by a Physician and designed and
fitted by a Prosthetist:

1. artificial hands, arms, feet, tags and eyes, including permanent implanted lenses following cataract

surgery, cardiac pacemakers, and Prosthetic Devices incident to a Mastectomy;
2. appliances needed to effectively use artificial limbs or corrective braces; and

3. penile prosthesis and surgery to insert penile prosthesis when necessary in the treatment of organic
impotence resulting from treatment of prostate cancer, diabetes mellitus, peripheral neuropathy,
medical endocrine causes of impotence, arterosclerosislpostoperative bilateral sympathectomy,
spinal cord injury, pelvic-perineal injury, post-prostatectomy, post-priapism, and epispadias, and

exstrophy.
Covered Prosthetic Devices (except cardiac pacemakers, and Prosthetic Devices incident to Mastectomy)
are limited to the first permanent prosthesis (including the first temporary prosthesis if it is determined to

be necessary) prescribed for each specific Condition. Coverage for Prosthetic Devices is based on the

most cost-effective Prosthetic Device which meets your medical needs as determined by us.

Benefits may be provided for necessary replacement of a Prosthetic Device which is owned by you when

due to irreparable damage, wear, or a change in your Condition, or when necessary due to growth of a

child.

Exclusion

1. Expenses for performance enhancing Prosthetic Devices (such as carbon-fiber racing legs); and

2. Expenses for cosmetic enhancements to artificial limbs.

You are entitled to a second medical opinion when:

1. you do not agree with the opinion of your treating Physician or us regarding the reasonableness or

necessity of a surgical procedure or treatment of a serious injury or illness; or

2. you feel you are not responding to the cunent treatment plan in a satisfactory manner after a

reasonable lapse of time for the Condition being treated.

You may select any licensed Physician who practices medicine within the Service Area to render the
second medical opinion, but will need to ask your PCP or an In-Network Specialist to get an authorization
from us before you receive the Services. However, you should know that your Cost Share amount for
Services rendered by an In-Network Provider (usually a set Copayment) for a second medical opinion will
be lower than those rendered by an Out-of-Network Provider. When you use an Out-of-Network Provider
for a second medical opinion your Cost Share will be a percentage of our Allowed Amount, which may be
less than the Out-of-Network Provider charges for such Services. In this case, in addition to your
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percentage of the Allowed Amount, you will also have to pay any charges billed by an Out-of-Network
Provider in excess of the Allowed Amount.

All tests in connection with rendering the second medical opinion, including tests ordered by an

Out-of-Network Physician, must be Medically Necessary and must be performed by In-Network
Providers.

We may deny coverage for a second medical opinion if you seek more than three in any Calendar Year if

we deem the second medical opinion costs are evidence that you are unreasonably over-utilizing the
second medical opinion privileges. Our decision, after review of documentation from the second medical

opinion you obtained, will be controlling as to our obligation to pay for such treatment.

SeIf-Administered Prescrkgion Druos

Self-Administered Prescription Drugs are generally covered under the Pharmacy benefit

(PRESCRIPTION DRUG PROGRAM section). However, there are times when these Drugs would be
covered under the rnedical benefits, for example when you are an inpatient in a Hospital or Skilled

Nursing Facility or when rendered to you by a Provider for immediate stabilizalion, such as anaphylaxis.
Also see the following Covered Service categories: Ambulatory Surgical Centers, Hospital Services and
Skilled Nursing Facilities.

Skilled Musing Facilities

The following Health Care Services may be Covered Services when you are an inpatient in a Skilled

Nursing Facility:
1. room and board;

2. respiratory, pulmonary or inhalation therapy, such as oxygen;

3. Drugs and medicines administered while an inpatient (except take-home Drugs);

4, intravenous solutions;

5. administration and cost of whole blood or blood products (except as outlined in the Drugs exdusion of

the WHAT IS NOT COVERED? section);

6. dressings, including ordinary casts;

7. transfusion supplies and equipment;
8. diagnostic Services, including radiology, ultrasound. laboratory, pathology and approved machine

testing, such as an EKG;

9. chemotherapy and radiation treatment for proven malignant disease;

10. Physical, Speech and Occupational Therapies; and

11. other Medically Necessary Services,

Exclusion

Expenses for an inpatient admission to a Skilled Nursing Fadllty for Custodial Care, convalescent care, or

any other Service prirnarily for your convenience or that of your family members or the Provider are not

covered.
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Surgical Procedures

Surgical procedures rendered by a Physician. Including surgical assistant Services rendered by a

Physician, Registered Nurse First Assistant (RNFA) or a Physician Assistant acting as a surgical assistant
when such assistance is Medically Necessary, include the following'.
1. surgery to correct deformity which was caused by disease, trauma, birth defects, growth defects or

prior therapeutic processes;

2. oral surgical procedures for excision of tumors, cysts, abscesses, and lesions of the mouth;

3. surgical procedures involving bones or joints of the jaw such as temporomandibular joint (TMJ) and
facial region if, under accepted medical standards, such surgery is necessary to treat Conditions
caused by congenital or developmental deformity, disease, or injury;

4. Services of a Physician for the purpose of rendering a second surgical opiniort and related diagnostic
Services to help determine the need for surgery; and

5. Gender reassignment surgery and Services related to gender dysphoria or gender transition are

covered.

Note: Gender reassignment surgery must be authorized, in advance, by us in order to be covered.

Exclusion

The following Services, which are considered cosmetic in nature, are not covered when used to improve
the gender specific appearance of an individual. Examples of Services which are considered cosmetic
include, but are not limited to:

1. reduction thyroid chondroplasty;
2. liposuction;
3. rhinoplasty;
4. facial bone reconstruction;

5. face lift;

8. blepharoplasty;
7. voice modification surgery;

8. hair removal/hairplasty; and

9. breast augmentation.

Payment Rules for Surgical Procedures

1. When multiple surgical procedures are performed in addition to the primary surgical procedure, on the

same or different areas of the body, during the same operative session, our payment will be based on

50 percent of the Allowed Amount for any secondary surgical procedure performed and is subject to

the Cost Share amount (if any) indicated in your Schedule of Benefits. This guideline applies to all

bilateral procedures and all surgical procedures performed on the same date of service.

2. Payment for incidental surgical procedures is limited to the Allowed Amount for the primary
procedure, and there is no additional payment for any incidental procedure. An "Incidental surgical
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procedureincludes surgery where one, or more than one, surgical procedure Is performed through
the same incision or operative approach as the primary surgical procedure, which, in our opinion, is
not clearly identified and/or does not add significant time or complexity to the surgical session. For

example, the removal of a normal appendix performed in conjunction with a Medically Necessary
hysterectomy is an incidental surgical procedure (there is no payment for the removal of the normal

appendix in the example).
3. Payment for surgical procedures for fracture care, dislocation treatment, debridement, wound repair,

unna boot, and other related Health Care Services, is Included in the Allowed Amount for the surgical
procedure.

Transplant Services

Transplant Services, limited to the procedures listed below, are covered when authorized in advance by
us and performed at a facility acceptable to us, subject to the conditions and limitations described below.

Transplant includes pre-transplant, transplant and post-discharge Services and treatment of any
complications after transplantation.

1. Bone Marrow Transplant, as defined herein and specifically listed in the applicable chapter of the
Florida Administrative Code or covered by Medicare as described in the most recently published
Medicare Coverage Issues Manual issued by the Centers for Medicare and Medicaid Services. We

will cover the expenses incurred for the donation of bone marrow by a donor to the same extent such

expenses would be covered for you and will be subject to the same limitations and exclusions as

would be applicable to you. Coverage for the reasonable expenses of searching for a donor will be

limited to a search among immediate family members and donors identified through the National
Bone Marrow Donor Program;

2. corneal transplant;

3. heart transplant (including a ventricular assist device, if indicated, when used as a bridge to heart

transplant);

4. heart-lung combination transplant;

5. liver transplant;
6. kidney transplant;

7. pancreas transplant;

B. pancreas transplant performed simultaneously with a kidney transplant; or

9. whole single or whole bilateral lung transplant.
You may call the customer service phone number on your ID Card to determine which Bone Marrow

Transplants are covered under this Contract.

Exclusion

1. Transplant procedures not included in the list above, or otherwise excluded under this Contract, such

as Experimental or Investigational transplant procedures.

2. Transplant evaluation and procedures rendered before we are contacted for authorization.

3. Transplant procedures which are not authorized by us before they are provided.

BCRQ.IU.INC.BH 0617 INC-25

BCRQ.IU.INC 0617



Case 8:18-cv-02648-VMC-SPF Document 1-1 Filed 10/29/18 Page 32 of 57 PagelD 48

4, Transplant procedures involving the transplantation of any non-human organ or tissue.

5. Transplant procedures related to the donation or acquisition of an organ or tissue for a recipient who
is not covered by us.

6. Transplant procedures involving the implant of an artificial organ, including the implant of the artificial

organ.

7. Any organ, tissue, marrow, or stem cells which are sold rather then donated.

8. Any Bone Marrow Transplant, as defined herein, which Is not specifically listed in the applicable
chapter of the Florida Administrative Code or covered by Medicare pursuant to a national coverage
decision made by the Centers for Medicare and Medicaid Services as evidenoed In the most recently
published Medicare Coverage Issues Manual.

9. Any Service in connection with the identification of a donor from a local, state or national listing,
except in the case of a Bone Marrow Transplant.

10. Any non-medical costs, including but not limited to, temporary lodging or transportation costs for you
and/or your family to and from the approved facility.

11. Any artificial heart or mechanical device that replaces either the atrium and/or the ventricle.
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PRESCRIPTION DRUG PROGRAM

introduction

Coverage for Prescription Drugs and Supplies and select Over-the-Counter ("OTC') Drugs purchased at

an In-Network Pharmacy is prvvided through the BlueCare Rx Pharmacy Program described In this

section. Some Health Care Services are available in a Pharmacy and In a medical office or facility,
however we will only pay for them under one benefit (medical or pharmacy). For this reason some items

are excluded under this section, but covered under the medical benefits. In these cases, we will tell you
what section to go to for more information.

A Formulary list is included in the Care Choices (for HSA Plans) Medication Guide (referred to as

"Medication Guide"), where you will find lists of Preferred Generic Prescription Drugs, Preferred Brand

Name Prescription Drugs, Non-Preferred Prescription Drugs, Covered OTC Drugs and Specialty Drugs.
You may be able to reduce your out-of-pocket expenses by: 1) choosing Preferred Prescription Drugs
rather than Non-Preferred Prescription Drugs; 2) choosing Generic Prescription Drugs rather than Brand

Name Prescription Drugs; and 3) choosing Preferred Generic Prescription Drugs or Covered OTC Drugs.

To verify if a Pharmacy is an In-Network Pharmacy, or to view the Medication Guide, you rnay access the

Pharmacy Program Provider Directory or Medication Guide at www.floridablue.com or call the customer

service phone number on your ID Card.

Covered Drugs and Supplies
A Prescription Drug, Covered OTC Drug or Self-Administered Injectable Prescription Drug is covered

only if it Is:

1. prescribed by e Physician or other health care professional (except a Pharmacist) acting within the

scope of his or her license, except for vaccines, which are covered when prescribed and administered

by a Pharmacist who is certified In immunization administration;

2. dispensed by a Pharmacist at an In-Network Pharmacy;

3. Medically Necessary, as defined In this Contract and determined by us in accordance with our

Medical Necessity coverage criteria in effect at the time Services are provided or authorized;

4. in the case of a Self-Administered Injectable Prescription Drug, listed in the Medication Guide with a

special symbol designating it as a Covered Self-Administered injectable Prescription Drug;

5. in the case of a Specialty Drug, Prescription Dnigs that are Identified as Specialty Drugs In the

Medication Guide;

6. a Prescription Drug contained in an anaphylactic kit;

7. authorized for coverage by US, if prior coverage authorization is required as indicated with a unique
identifier in the Medication Guide, then in effect;

8. not specifically or generally limited or excluded herein;

9. approved by the FDA and assigned a National Drug Code; except for New Prescription Drugs;

10. reviewed by our Pharmacy and Therapeutics Committee; and
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11, within the Coverage and Benefit Guidelines category listed in this section.

A Supply Is covered under this section only if it is:

1. a Covered Prescription Supply;
2. prescribed by a Physician or other health care professional (except a Pharmacist) acting within the

scope of his or her license;
3. Medically Necessary; and

4. not specifically or generally limited or excluded herein.

Cost Share Tiers

All Drugs and Supplies covered under this section are assigned to a Cost Share tier. The Cost Share

tiers that may apply to your plan are described below:

Tier 1: Preventive Prescription Drugs and Supplies.

Tier 2: Condition Care HSA Preventive Generic Prescription Drugs and Supplies.

Tier 3: All Other Generic Prescription Drugs and Supplies.

Tier 4: Condition Care HSA Preventive Brand Name Prescription Drugs and Supplies.

Tier 5: Preferred Brand Name Prescription Drugs and Supplies.
Tier 6: Non-Preferred Brand Name Prescription Drugs and Supplies.
Tier 7: Specialty Generic and Brand Name Prescription Drugs and Supplies.

Condition Care Rx Program
Certain medications used in the treatment of chronic Conditions, may be available to you at a lower Cost

Share. These Drugs and Supplies are included in the Medication Guide. If your plan Includes a reduced

Cost Share for these Drugs and Supplies, the Cost Share will be indicated In the Schedule of Benefits.

Preventive Medieetipps

Certain medications may be available at no Cost Share when purchased from an In-Network Pharmacy if

they are considered a Preventive Service as outlined in the WHAT IS COVERED? section. Please see

the Medication Guide for a list of these medications.

Coverage and Benefit Guidelines

The benefits under this Pharmacy Program, have special benefit and payment rules in addition to rules

that are specific to particular Covered Services listed in this Contract.

Prescription diaphragms, oral contraceptives and contraceptive patches are covered under this Pharmacy
Program subject to the limitations and exclusions listed in this section.

Preferred Generic Prescription oral contraceptives (including generic emergency contraceptives) and

diaphragms indicated as covered in the Medication Guide, are covered at no cost to you when prescribed
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by a Physician or other health care professional (except a Pharmacist) acting within the scope of his or

her license and purchased at an In-Network Pharmacy.

Exceptions may be considered for Preferred Brand Name and/or Non-Preferred oral contraceptive
Prescription Drugs when designated Preferred Generic Prescription Drugs in the Medication Guide are

not appropriate for you because of a documented allergy, Ineffectiveness or side effects. In order for an

exception to be considered, we must receive an "Exception Request Form" from your Physician.
You can obtain an Exception Request Form on our website at www.floridablue.corn, or you may call the
customer service phone number on your ID Card and one will be mailed to you upon request.

Note: Contraceptive injectable Prescription Drugs and implants, such as Norplant and IUD inserted for

any purpose are not covered under this section. Some contraceptive methods are covered under the

medical benefits, see the WHAT IS COVERED? section for more information.

Covered Over-the-Counter fOTC1 Drugs
Select OTC Drugs, listed in the Medication Guide, may be covered when you get a Prescription for the

OTC Drug from your Physician. Only OTC Drugs that are listed in the Medication Guide are covered.

Diabetic Coveracie

Prescription Drugs and Supplies used in the treatment of diabetes are covered subject to the limitations

and exclusions listed in this section.

Insulin is only covered if prescribed by a Physician or other health care professional (except a

Pharmacist) acting within the scope of his or her license. Syringes and needles for injecting insulin are

covered only when prescribed in conjunction with insulin.

The following Supplies and equipment used in the treatment of diabetes are covered under the Pharmacy
Program: blood glucose testing strips and tablets, lancets, blood glucose meters, and acetone test

tablets and syringes and needles.

Note: Other Supplies used in the treatment of diabetes are covered under the medical benefits, see the

WHAT IS COVERED? section for more information.

Mineral Supplements. Fluoride or Vitamins

Unless noted below, the following Drugs are covered only when state or federal law requires a

Prescription and when prescribed by a Physician or other health care professional (except a Pharmacist)
acting within the scope of his or her license:

1. prenatal vitamins;

2. oral single-product fluoride (non-vitamin supplementation);

3. sustained release niacin;

4. folic acid;

5. oral hematinic agents;

6. dihydrotachysterol: or

7. calcitriol.
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Note: The Drugs in this category may be available at no Cost Share if they are considered a Preventive
Service as outlined in the WHAT IS COVERED? section, when prescribed by a Physician or other health

care professional (except a Pharmacist) acting within the scope of his or her license.

Exclusion

Prescription vitamin or mineral supplements not listed above, non-prescription mineral supplements and

non-prescription vitamins are not covered.

Specialty Pharmacy Unit Fill Option

Some types of medication may be difficult to tolerate for patients who are new to certain forms of

treatment, such as oral oncology medication. To reduce waste and help avoid cost for medications that

will go unused, the Specialty Pharmacy may split the first fill for certain medications identified in the

Medication Guide. The Cost Share would also be split between the two fills.

Exception Process

If a Drug is not covered on the Formulary you may request an exception to gain access to the Drug. For

additional details on how to request an exception please see the Medication Guide. You can obtain art

Exception Request Form on our website at www.floridablue.com,

Pharmacy Program Limitations and Exclusions

Coverage and benefits for Covered Prescription Drugs and Supplies and Covered OTC Drugs are subject
to the following limitations In addition to all other provisions and exclusions in this Contract.

We will not cover more than the Maximum supply, as set forth in the Schedule of Benefits, per

Prescription for Covered Prescription Drugs and Supplies or Covered OTC Drugs.

2. Prescription refills beyond the time limit specified by state and/or federal law are not covered.

3. Certain Prescription Drugs and Supplies and Covered OTC Drugs require prior coverage

authorization in order to be covered.

4. Specialty Drugs, as designated in the Medication Guide, are not covered when purchased through
the Mail Order Pharmacy.

5. Retinaids, such as Retin-A, and their generic or therapeutic equivalents are excluded after age 26.

6. We reserve the right to cover the Biosimilar Prescription Drug as an alternative to coverage of the

referenced Brand Name Prescription Drug.

Exclusions

1. Drugs that are covered and payable under the WHAT IS COVERED? section, such as Presctiption
Drugs which are dispensed and billed by a Hospital.

2. Except as covered in the Covered Drugs and Supplies subsection, any Prescription Drug obtained

from a Pharmacy which is dispensed for administration by intravenous infusion or injection,
regardless of the setting in which such Prescription Drug is administered or type of Provider

administering such Prescription Drug.
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3. Any Drug or Supply which can be purchased over-the-counter without a Prescription even when a

written Prescription is provided (Drugs which do not require a Prescription), except for insulin,
emergency contraceptives and Covered OTC Drugs listed in the Medication Guide.

4. All Supplies other than Covered Prescription Supplies.

6. Any Drugs or Supplies dispensed prior to the Effective Date or after the termination date of coverage
of this Contract.

6. Therapeutic devices, appliances, medical or other Supplies and equipment, such as air and water

purifiers, support garments, creams, gels, oils and waxes, regardless of the intended use (except for

Covered Prescription Supplies).
7. Drugs and Supplies that are:

a. in excess of the limitations specified in this section or on the Schedule of Benefits;

b. furnished to you without cost;

c. Experimental or Investigational;
d. indicated or used for the treatment of Infertility;

e. used for cosmetic purposes including but not limited to Minoxidil, Rogaine or Renova;

f. prescribed by a Pharmacist, except for vaccines, which are covered when prescribed and

adrninistered by a Pharmacist who is certified ln Immunization administration;

g. used for smoking cessation (except as indicated as covered under the Preventive Services

category of the WHAT IS COVERED? section).

h. fisted in the Homeopathic Pharmacopoeia;

i. not Medically Necessary;

J. indicated or used for sexual dysfunction, such as Cialis, Levitra, Viagra and Caverject;

k. purchased from any source (including a Pharmacy) outside of the United States;

I. prescribed by any health care professional not licensed in any state or territory of the United

States of America, such as Puerto Rico, U.S. Virgin Islands or Guam;

m. OTC Drugs not listed in the Medication Guide; and

n. Self-Administered injectable Prescription Drugs used to Increase height or bone growth (e.g..
growth hormone) except for Conditions of growth hormone deficiency documented with two

abnormally low stimulation tests of less than 10 ng/rnl and one abnormally low growth hormone

dependent peptide or for Conditions of growth hormone deficiency associated with toss of

pituitary function due to trauma, surgery, tumors, radiation or disease, or for state mandated use

as in patients with AIDS.

Continuation of growth hormone therapy will not be covered except for Conditions associated with

significant growth hormone deficiency when there Is evidence of continued responsiveness to

treatment. Treatment is considered responsive in children less than 21 years of age, when the

growth hormone dependent peptide (IGF-1) Is In the normal range for age and Tanner

BCRQ.IU.RXO 0617 RXO-5



Case 8:18-cv-02648-VMC-SPF Document 1-1 Filed 10/29/18 Page 38 of 57 PagelD 54

development stage; the growth velocity is at least 2 cm per year, and studies demonstrate open
epiphyses. Treatment is considered responsive in both adolescents with closed epiphyses and
for adults, who continue to evidence growth hormone deficiency and the IGF-1 remains in the
normal range for age and gender.

8. Mineral supplements, fluoride or vitamins except for those items listed in the Coverage and Benefit
Guidelines subsection.

9. Any appetite suppressant and/or other Drug indicated, or used, for purposes ofweight reduction or

control.

10. Immunization agents, biological sera, blood and blood plasma, except as listed in the Covered Drugs
and Supplies subsection.

11. Drugs prescribed for uses other than the FDA-approved label indications. This exclusion does not

apply to any Drug prescribed for the treatment of cancer that has been approved by the FDA for at
least one indication, provided the Drug Is recognized for treatment of your particular cancer in a

Standard Reference Compendium or recornmended for such treatment of your particular cancer in

Medical Literature. Drugs prescribed for the treatment of your particular cancer that have not been

approved for any indication are also excluded.

12. Drugs that have not been approved by the FDA, as required by federal law, for distribution or delivery
into interstate commerce.

13. Drugs that are compounded, even when one or more active Ingredients are Covered Prescription
Drugs under this section;

14. Drugs and Supplies purchased from an Out-of-Network Pharmacy, except for Emergency Services or

when authorized in advance by us.

15. Any Drug prescribed in excess of the manufacturers recommended specifications for dosages,
frequency of use, or duration of administration as set forth in the manufacturers insert for such Drug.
This exclusion does not apply if:

a. the dosages, frequency of use, or duration of administration of a Drug has been shown to be safe

and effective as evidenced in published peer-reviewed medical or pharmacy literature;

b. the dosages, frequency of use, or duration of administration of a Drug is part of an established

nationally recognized therapeutic clinical guideline such as those publisheci in the United States

by the American Medical Association, National Heart Lung and Blood Institute, American Cancer

Society, American Heart Association, National Institutes of Health, American Gastroenterological
Association, Agency for Health Care Policy and Research; or

c. we, in our sole discretion, waive this exclusion with respect to a particular Drug or therapeutic
class of Drugs.

16. Any Drug prescribed in excess of the dosages, frequency of use, or duration of administration shown

to be safe and effective for such Drug as evidenced in published peer-reviewed medical or pharmacy
literature or nationally recognized therapeutic clinicai guidelines such as those published in the United
States by the:

a. American Medical Association;
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b. National Heart Lung and Blood Institute;

c. American Cancer Society;
d. American Heart Association;

e. National Institutes of Health;

f. American Gastroenterological Association; or

g. Agency for Health Care Policy and Research;

unless we, in our sole discretion, decide to waive this exclusion with respect to a particular Drug or

therapeutic class of Drugs.
17. Any amount you are required to pay under the Pharrnacy Program as indicated on the Schedule of

Benefits.

18. Any benefit penalty reductions.

19. Drugs or Supplies you prescribe to yourself or that are prescribed by any person related to you by
blood or marriage.

20. Food or medical food products, whether prescribed or not.

21. Prescription Drugs designated in the Medication Guide as not covered based on (but not limited to)
the following criteria;

a. the Drug is a Repackaged Drug;

b. the Drug is no longer marketed;

c. the Drug has been shown to have excessive adverse effects and/or safer alternatives;

d. the Drug or an effective alternative is available Over-the-Counter (OTC);

e. the Drug has a preferred formulary alternative;

f. the Drug has a widely available/distributed AB rated generic equivalent formulation;

g. the Drug has shown limited effectiveness in relation to altemative Drugs on the fomiulary; or

h. the number of members affected by the change.

Refer to the Medication Guide to determine if a particular Prescription Drug is excluded under this

Pharmacy Program.
22. New Prescription Drug(s).
23. We reserve the right not to apply manufacturer or provider cost share assistance program payments

(e.g., manufacturer cost share assistance, manufacturer discount plans, and/or manufacturer

coupons) to the Deductible or Out-of-Pocket maximums.
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Payment Rules

The amount you must pay for Covered Prescription Drugs and Supplies or Covered OTC Drugs may vary
depending on:

1. the participation status of the Pharmacy where purchased (i.e., In-Network Pharmacy versus

Out-of-Network Pharmacy);
2. the terms of our agreernent with the Pharmacy selected;
3. whether you have satisfied any Deductible and the amount of Copayment or Coinsurance set forth In

the Schedule of Benefits;

4. the assigned Cost Share tier;

5. whether the OTC Drug is designated in the Medication Guide as a Covered OTC Drug; and

6. If you or your Provider request a Brand Name Prescription Drug when there is a Generic Prescription
Drug available; you will be responsible for

a. the Cost Share amount that applies to the Brand Name Prescription Drug you received, or in the

case of a Non-Preferred Prescription Drug, the Cost Share amount that applies to Non-Preferred

Prescription Drugs as indicated in your Schedule of Benefits; and

b. the difference in cost between the Generic Prescription Drug and the Brand Name Prescription
Drug or Non-Preferred Prescription Drug you received.

Note: The difference in cost described in b. above is a benefit penalty and therefore does not help to

satisfy your Deductible or Out-of-Pocket Maximums.

A Brand Name Prescription Drug included on the Preferred Medication List then in effect will be

reclassified as a Non-Preferred Prescription Drug on the date the FDA approves a bioequivalent Generic

Prescription Drug.

Pharmacy Participation Status

For purposes of this section, there are two types of Pharmacies: In-Network Pharmacies and

Out-of-Network Pharrnacies.

In-Network Pharmacies

In-Network Pharmacies have agreed not to charge, or collect from, you, more than the amount set forth in

the Schedule of Benefits for each Covered Prescription Drug, Covered Prescription Supply and/or
Covered OTC Drug.

To verify if a Pharmacy is an In-Network Pharmacy, you rnay refer to the provider directory then In effect

at www.floridablue.com or call the customer service phone number on your ID Card.

Prior to purchase, you must pay your Cost Share amount as listed in the Schedule of Benefits and

present your ID Card and the Pharmacy must be able to verify that you are, in fact, covered by us.

When charges for Covered Prescription Drugs and Supplies or Covered OTC Drugs by an In-Network

Pharmacy are less than the required Copayment, the amount you pay will depend on the agreement then
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in effect between the Pharmacy and us or our Pharmacy Benefit Manager, and will be one of the

following:
1. The usual and customary charge of such Pharmacy as if it were not an In-Network Phamiacy;

2. The charge under the Pharmacys agreement with us or our Pharmacy Benefit Manager; or

3. The Copayment, if less than the usual and customary charge of such Pharmacy.

Certain medications, such as injectable, oral, inhaled and infused therapies used to treat complex medical
Conditions are typically more difficult to maintain, administer and monitor when compared to traditional

Drugs. Specialty Drugs may require frequent dosage adjustments, special storage and handling and may
not be readily available at local Pharmacies or routinely stocked by Physician& offices, mostly due to the

high cost and complex handling they require.

These Specialty Drugs can only be purchased from a Specialty Pharmacy. Specialty Pharmacies are a

subset of In-Network Pharmacies and are designated solely by us, as the Pharmacies where you can

purchase Specialty Drugs under this Pharmacy Program. Any Pharmacy not designated by us as a

Specialty Pharmacy is considered Out-of-Network for Specialty Drugs, even if such Pharmacy is an

In-Network Pharmacy for other Covered Prescription Drugs under this BlueCare Rx Pharrnacy Program,

For additional details on how to obtain Covered Prescription Specialty Drugs from a Specialty Pharmacy,
refer to the Medication Guide,

Mall Order ebarmacy
For details on how to order Covered Prescription Drugs and Supplies and Covered OTC Drugs from the

Mall Order Pharmacy, refer to the Mail Order Pharmacy Brochure or the Medication Guide.

Note: Specialty Drugs are not available through the Mail Order Pharmacy.

Out-of-Network Pharmacies

A Prescription Drug, OTC Drug or Self-Administered Injectable Prescription Drug purchased from an

Out-of-Network Pharmacy is covered under this Pharmacy Program only if for Emergency Services or

authorized by us.

When Covered Prescription Drugs and Supplies or Covered OTC Drugs are purchased from an

Out-of-Network Pharmacy for Emergency Services or when authorized by us, you may have to pay the

full cost of the Drug at the time of purchase.

In order to be reimbursed for Covered Prescription Drugs and Supplies or Covered OTC Drugs purchased
from an Out-of-Network Pharmacy, you must submit an itemized paid receipt to us at the address on your
ID Card.

Pharmacy Utilization Review Programs
Our phamiacy utilization review programs are Intended to help educate and encourage the responsible
use of Drugs and Supplies. Please review the following information so that you know what you may need

to do in order to get the medication you need, without delays at the Pharmacy, and at a lower Cost Share.
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We may, in our sole discretion, require that Prescriptions from your Provider for select Prescription Drugs
and Supplies or OTC Drugs be reviewed under our pharmacy utilization review programs then in effect, In
order for them to be covered. Under these prograrns, there may be limitations or conditions on coverage
for select Prescription Drugs and Supplies and OTC Drugs, depending on the quantity, frequency, or type
of Drug or Supply your Provider prescribed.
Note: If coverage is not available through these programs, or is limited, this does not mean that you
cannot get the Drug or Supply from the Pharmacy. It only means that we will not cover or pay for the

Drug or Supply. You are always fres to purchase the Drug or Supply at your sole expense.

Our pharmacy utilization review programs include the following:

sponsibie Steps Program

Many medical Conditions have several Dnig treatment options that have been approved by the FDA,
which means there may be a lower cost Drug that will effectively treat your Condition. Under the

responsible steps program, certain Prescription Drugs and OTC Drugs may not be covered unless you
have first tried one or more designated Drugs Identified in the Medication Guide.

Your Physician must contact us to request coverage for a Prescription Drug that is part of the responsible
steps program prior to prescribing the Drug. in order to be covered, such Prescription Drugs and OTC

Drugs prescribed by your Physician, we must receive written documentation from your Physician that the

designated Drugs in the Medication Guide are not appropriate for you because of a documented allergy,
ineffectiveness or side effects.

Responsible Quantity Program

Safety limits apply to certain Drugs based on the drug maker and FDA's guidelines. For example, your

Physician may prescribe 12 tablets for a One-Month Supply and the prescribed Drug may have a 9-tablet

limit for a One-Month Supply. Under this program, any Prescription Drug or OTC Drug prescribed in

excess of the Maximum specified in the Medication Guide may not be covered. If your Physician
prescribes more than the Maximum quantity listed in the Medication Guide, you can either pay for the

additional amount yourself or ask your Physician to request an authorization from us.

Prior Coverage Authorization Program

Certain Prescription Drugs and Supplies and OTC Drugs require prior authorization from us In order to be

covered. if you do not obtain an authorization when one is required we will deny coverage.

Prescription Drugs and Supplies and OTC Drugs that require prior authorization are marked In the

Medication Guide with a special symbol.
If your Provider prescribes a medication for you that requires prior authorization, ask him or her to get an

authorization for you before you go to pick It up. When the prior authorization decision has been made,
we will let you and your Provider know.

Note: Prior Coverage Authorizations expire on the earlier of, but not to exceed 12 months:

1. the terrnination date of your policy, or

2. the period authorized by us, as Indicated in the letter you receive from us.

BCRO.IU.RXO N17 RXO-10



Case 8:18-cv-02648-VMC-SPF Document 1-1 Filed 10/29/18 Page 43 of 57 PagelD 59

Subject to our review and approval, we may authorize continued coverage of a previously approved
Prescription Drug. To request a continuation we must receive appropriate documentation from your
Provider. The fact that we may have previously authorized coverage does not guarantee a continued
authorization.

Information on our pharmacy utilization review programs is published in the Medication Guide which can

be accessed at www.floridablue.com or you may call the customer service phone number on your ID

Card. Your Pharmacist may also tell you If a Prescription Drug or OTC Drug requires prior coverage
authorization.

Ultimate Responsibility for Medical Decisions

The pharmacy utilization review programs have been established solely to determine whether coverage
or benefits for Prescription Drugs, Supplies and OTC Drugs will be provided under the terms of this

Contract. Ultimately the final decision as to whether the Prescription Drug, Supply or OTC Drug should

be prescribed must be made by you and the prescribing Physician. Decisions made by us In authorizing
coverage are made only to determine whether coverage or benefits are available under this Pharmacy
Program anti not for the purpose of providing or recommending care or treatment. We reserve the right
to modify or terminate these programs at any time.

Any and all decisions that require or pertain to independent professional medical judgment or training, or

the need for a Prescription Drug, Supply or OTC Drug, must be made solely by you and your treating
Physician in accordance with the patient/Physician relationship. It is possible that you or your treating
Physician may conclude that a particular Prescription Drug, Supply or OTC Drug is needed, appropriate,
or desirable, even though such Prescription Drug, Supply or OTC Drug may not be authorized for

coverage by us. In such cases, it is your right and responsibility to dedde whether the Prescription Drug,
Supply or OTC Drug should be purchased even if we have indicated that we will not pay for such

Prescription Drug, Supply or OTC Drug.
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WHAT IS NOT COVERED?

Introduction

The following exclusions are in addition to any that are specified in the WHAT IS COVERED? and

PRESCRIPTION DRUG PROGRAM sections, Including any Endorsement that is a part of this Contract.
If you do not follow our Coverage Access Rules, any Services you receive will not be covered. For

further information, please refer to the COVERAGE ACCESS RULES section.

We will not pay for any of the Services, treatments, or supplies described in this section, even when

recommended or prescribed by a Physician Or it is the only available treatment for your Condition.

Exclusions

Abortions, that are elective.

Ambulance Services including but not limited to:

1. Services for situations that are not Medically Necessary because they do not require Ambulance

transportation.
2. Ambulance Services for a patient who is legally pronounced dead before the Ambulance is

summoned.

3. Ad rendered by an Ambulance crew without transport. Examples include, but are not limited to

situations when an Ambulance is dispatched and:

a. the crew renders ald until a helicopter can be sent;

b. the patient refutes care or transport; or

c. only basic first aid is rendered.

4. Non-emergency transport to or from a patient's home or a residential, domiciliary or custodial facility.

5. Transfers by medical vans or commercial transportallon (such as Physician owned limousines, public
transportation, cab, etc.).

6. Ambulance transport for patient convenience or patient and/or family preference. Examples include

but are not limited to:

a. patient wants to be at a certain Hospital or facility for personal/preference reasons;

b. patient is in a foreign country, or out-of-state, and wants to retum home for a surgical procedure
or treatment (or for continued treatment) after being discharged from Inpatient care; or

c. patient is going for a routine Service and is medically able to use another mode of transportation
but can't pay for, find and/or prefers not to use such transportation.

7. Air and water Ambulance Services In the absence of an Ernergency Medical Condition, unless such

Services are authorized by us in advance.
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Anesthesia administration Services widened by an operating Physician who performed the surgery, his
or her partner or associate.

Autoosy or postmortem examination Services, unless specifically requested by us.

gehavioral Health Services except as indicated in the WHAT IS COVERED? section, including
Mental health Services which are (a) rendered for a Condition that is not a Mental and Nervous
Disorder as defined in this Contract, regardless of the underlying cause, or effect, of the disorder,
(b) for psychological testing associated with the evaluation and diagnosis of learning disabilities or for
intellectual disabilities; (c) beyond the period necessary for evaluation and diagnosis of learning
disabilities or for intellectual disabilities; (d) for educational purposes; (e) for marriage counseling
unless related to a Mental and Nervous Disorder as defined in this Contract, regardless of the

underlying cause, or effect, of the disorder; (f) for pre-marital counseling; (g) for court ordered care or

testing, or required as a condition of parole or probation; (h) to test aptitude, ability, intelligence or

interest; (i) required to maintain employment; (.1) for cognitive remediation, and (k) inpatient stays that

are primarily intended as a change of environment.

2. Long-term Services for alcoholism or drug addiction, including specialized inpatient units or inpatient
stays that are primarily intended as a change of environment.

Clinical Trial expenses including:
1. Costs that are generally covered by the clinical trial, including, but not limited to:

a. Research costs related to conducting the clinical trial such as research Physician and nurse time,
analysis of results, and clinical tests performed only for research purposes.

b. The investigational item, device or Service itself.

c. Services inconsistent with widely accepted and established standards of care for a particular
diagnosis.

2. Services related to an Approved Clinical Trial received outside of the United States.

3. Services related to an Approved Clinical Trial that are not authorized by us in advance.

Complementary or Alternative Medicine including, but not limited to, self-care or self-help training;
homeopathic medicine and counseling; Ayurvedic medicine such as lifestyle modificafions and purification
therapies; traditional Oriental medicine including acupuncture; naturopathic medicine; environmental

medicine including the field of clinical ecology; chelation therapy; themiography; mind-body interactions
such as meditation, imagery, yoga, dance, and art therapy; biofeedback; prayer and mental healing;
Massage except as listed in the WHAT IS COVERED? section; manual healing methods such as the

Alexander technique, aromatherapy, Ayurvedic massage, craniosacral balancing, Feldenkrais method,
Hellerwork, polarity therapy, Reichian therapy, reflexology, rolfing, shiatsu, Swedish massage, traditional
Chinese massage, Trager therapy, trigger-point myotherapy, and biofield therapeutim; Reikl, SHEN

therapy, and therapeutic touch; bioeiectromagnetic applications In medicine; and herbal therapies.

Complications of NorteCovered Services, including the diagnosis or treatment of any Condition which
arises as a complication of a non-Covered Seivice, such as treatment for a complication of cosmetic

surgery.
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Cost Share amounts you are required to pay even when a Provider waives the Cost Share.

Cosmetic Services, including any Service to improve the appearance or self-perception of an individual,
Including and without limitation: cosmetic surgery and procedures or Supplies to correct hair loss or skin

wrinkling such as Minoxidil, Rogaine, Retin-A and hair implants/transplants, or Services used to improve
the gender specific appearance of an individual including, but not limited to reduction thyroid
chondroplasty, liposuetion, rhinoplasty, facial bone reconstruction, face lift, blepharoplasty, voice
modification surgery, hair removal/hairplasty, and breast augmentation.
Custodial Care as defined in the DEFINITIONS section of this Contract.

Dental Services except as indicated in the WHAT IS COVERED? section, including:

Dental Services rendered more than 62 days after the date of an Accidental Dental Injury even if the
Services could not have been rendered within 62 days.

Except as described above and in the Child Cleft Lip and Cleft Palate Treatment category, any dental
Service including, but not limited to: care or treatment of the teeth or their supporting structures or gurns,
or dental procedures, including but not limited to: extraction of teeth, restoration of teeth with fillings,
crowns or other materials, bridges, cleaning of teeth, dentures, dental implants; periodontal or endodontic

procedures, orthodontic treatment, intraoral prosthetic devices, palatal expansion devices, bruxism

appliances, and dental x-rays.

Prima
1. Drugs prescribed for uses other than the United States Food and Drug Administration (FDA)

approved label indications. This exclusion does not apply to any Drug prescribed for the treatment of

cancer that has been approved by the FDA for at least one indication, provided the Drug Is

recognized for treatment of your particular cancer in a Standard Reference Compendium or

recommended for treatment of your particular cancer in Medical Literature. Drugs prescribed for the

treatment of cancer that have not been approved for any indlcation are excluded.

2. Dnigs dispensed to, or purchased by you from a Pharmacy, except as covered uncier the

PRESCRIPTION DRUG PROGRAM section. This exclusion does not apply to Drugs dispensed to

you when:

a. you are an inpatient in a Hospital, Ambulatory Surgical Center, Skilled Nursing Facility,
Psychiatric Facility or a Hospice facility;

b. you are in the outpatient department of a Hospital;

c. dispensed to your Physician for administration to you in the Physician's office and prior coverage
authorization has been obtained (if required); or

d. you are receiving Home Health Care according to a plan of treatment and the Home Health Care

Agency bills us for such Drugs.

3. Any non-Prescription medicines, remedies, vaccines, biological products (except insulin),
pharmaceuticals or chemical compounds, vitamins, mineral supplements, fluoride products,
Over-the-Counter Drugs, products, or health foods.
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4. Any Drug which is indicated or used for sexual dysfunction, such as Clalis, Levitra, Viagra and

Caverject.
5. Any Self-Administered Prescription Drug except when indicated as covered in the WHAT IS

COVERED? or PRESCRIPTION DRUG PROGRAM sections of this Contract.

6. Any Drug which requires prior coverage authorization when prior coverage authorization Is not
obtained.

7. Blood or blood products used to treat hemophilia, except when provided to you for:

a. emergency stabilization;

b. during a covered Inpatient stay, or

c. when proximately related to a surgical procedure.
The exceptions to the exclusion for Drugs purchased or dispensed by a Pharmacy described in
exclusion two above, do not apply to hemophilia Drugs excluded under this subparagraph.

8. New Prescription Drug(s), as defined in the DEFINITIONS section.

9. Convenience Kits as defined in the DEFINITIONS section.

10. Drugs that are FDA approved, but lack proven benefits and/or efficacy as defined in the product
prescribing information or noted In our coverage policy as an output from our Pharmacy and

Therapeutics Committee, Medical Policy Committee or any other nationally recognized source.

Durable Medical Eauipment which is primarily for convenience and/or comfort; modifications to motor

vehicles and/or homes, including but not limited to, wheelchair lifts or ramps; water therapy devices such

as Jacuzzis, hot tubs, swimming pools or whirlpools; exercise and massage equipment, electric scooters,

hearing aids, air conditioners arid purifiers, humidifiers, water softeners and/or purifiers, pillows,
mattresses or waterbeds, escalators, elevators, stair glides, emergency alert equipment, handrails and

grab bars, heat appliances, dehumidifiers, and the replacement of Durable Medical Equipment just
because it is old or used.

Experimental or investkrational Services except as otherwise covered under the Bone Marrow

Transplant provision described in the Transplant Services category of the WHAT IS COVERED? section.

gy: Care and Vision Services except as indicated in the WHAT IS COVERED? section, including:

1. Health Care Services to diagnose or treat vision problems for a Covered Person that are not a direct

consequence of trauma or prior eye surgery, other than as described in the Pediatric Vision Benefits

category in the WHAT iS COVERED? section;

2. vision examinations, other than as described in the Pediatric Vision Benefits category in the WHAT IS

COVERED? section;

3, eye exercises, visual training or visual therapy;

4. eye glasses and contact lenses and their fitting except initial glasses or contact lenses following
cataract surgery, other than as described in the Pediatric Vision Benefits category in the WHAT IS

COVERED? section;

BCRCLIU.EXC.B 0617 EXC-4

BCRQ.IU.EXC 0617



Case 8:18-cv-02648-VMC-SPF Document 1-1 Filed 10/29/18 Page 48 of 57 PagelD 64

5. any surgical procedure performed primarily to correct or improve myopia or other refractive disorders,
such as LASIK;

6. any vision Service, treatment or materials not specifically listed as a Covered Service;

7. Services and materials not meeting accepted standards of optometric practice;
8. Services and materials resulting from your failure to comply with professionally prescribed treatment;

9. state or territorial taxes on vision Services performed;
10. special lens designs or coatings except as indicated in the WHAT IS COVERED? section;

11. replacement of lost or stolen eyewear;

12. non-prescription (Plano) eyewear,

13. two pairs of eyeglasses in lieu of bifocals;

14. Services not performed by licensed personnel;
15. Prosthetic Devices and Services except as indicated in the WHAT IS COVERED? section; and

16. insurance for contact lenses.

Follow-up Care related to an emergency room visit must be rendered by an In-Network PCP or

In-Network Specialist. If you are told you need follow-up care after your emergency room visit, be sure to

contact your PCP or an In-Network Specialist first. Any follow-up care you receive that is rendered by a

Provider other than your PCP or an In-Network Specialist may not be covered.

Food and Food Products whether prescribed or not, except as covered in the Enteral Formulas

category of the WHAT IS COVERED? section.

Foot care (routIne). Including any Service or supply in connection with foot care in the absence of

disease. This exclusion includes, but is not limited to, treatment of bunions, flat feet, fallen arches, and

chronic foot strain, coms, or calluses, unless determined by us to be Medically Necessary. This exclusion

does not apply to Services otherwise covered under the Diabetes Treatment Services category in the

WHAT IS COVERED? section.

General Exclusions Include, but are not limited to:

1. Any Health Care Servioe received prior to your Effective Date or after the date your coverage
terminates.

2. Any Health Care Service not within the Covered Services Categories described in the WHAT IS
COVERED? or PRESCRIPTION DRUG PROGRAM sections or any Endorsement that Is part of thls

Contract, unless such Services are specifically required to be covered by applicable law.

3. Any Health Care Service you render to yourself or those rendered by a Physician or other health care

Provider related to you by blood or marriage.

4. Any Health Care Service that is not Medically Necessary as defined in this Contract and determined

by us. The ordering of a Service by a health care Provider does not, in itself, make such Service

Medically Necessary or a Covered Service.

5. Any Health Care Service rendered at no charge.
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6. Expenses for claims denied because we did not receive information requested from you regarding
whether or not you have other coverage and the details of such coverage.

7. any Health Care Service to diagnose or trvat a Condition which, directly or indirectly, resulted from or

is In connection with:

a, war or an act of war, whether declared or not;

b. your participation in, or commission of, any act punishable by law as a felony whether or not you
are charged or convicted, or which constitutes riot, or rebellion except for an injury resulting from
an act of domestic violence or a medical condition;

c. your engaging in an illegal occupation, except for an injury resulting from an act of domestic

violence or a medical condition;

d. Services received at military or govemment facilities to treat a Condition arising out of your
service in the armed forces, reserves and/or National Guard; or

e. Services received to treat a Condition arising out of your service in the armed forces, reserves

and/or National Guard.

8. Services that are not patient-specific, as determined solely by us, such as office Infection control

charges.
9. Health Care Services rendered because they were ordered by a court, unless such Services are

otherwise Covered Services under this Contract.

10. Any Health Care Service rendered by or through a medical or dental department rnaintained by or on

behalf of an employer, mutual association, labor union, trust, or similar person or group.

11. Any Health Care Service rendered outside the Service Area, except Emergency Services for

treatment of an Emergency Medical Condition, unless such Services are approved by us in advance.

12, Expenses for completion of any form and / or medical information or for copies of your records or

charts including any costs associated with forwarding or mailing copies of your records or charts.

Genetic Screening including the evaluation of genes to determine if you are a carrier of an abnormal

gene that puts you at risk for a Condition, except as provided under the Diagnostic Testing and

Preventive Services categories of the WHAT IS COVERED? section.

Hearing Services including routine hearing exams and screenings, except as provided under the

Preventive Services category of the WHAT IS COVERED? section, and hearing aids (external or

implantable) and Services related to the fitting or provision of hearing aids, including MMus maskers,
batteries and repair costs.

Home Health Care Services that (1) are rendered by an employee or operator of an adult congregate
living facility; an adult foster home; an adult day care center, or a nursing home facility; (2) are rendered

in a nursing home, or Intermediate care facility; or (3) is Speech Therapy provided for diagnosis of.

developmental delay,

Hosoltal Expenses including the Hospital charges, Physician charges and any other charges related to

an inpatient stay are not covered when Services could have been rendered without admitting you to the

Hospital.
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Immunizations except those covered under the Preventive Services category of the WHAT IS

COVERED? section or the PRESCRIPTION DRUG PROGRAM section,

Infertility Treatment including Services beyond what is necessary to determine the cause or reason for

infertility and Services rendered to assist in achieving pregnancy are excluded. These Services include,
but are not limited to:

1. Services provided to treat infertility;
2. reversal of previous surgical sterilization procedures;
3. all infertility treatment medications;

4. assisted reproductive therapy including, but not limited to, Artificial Insemination (AI); In Vitro

Fertilization (IVF); Gamete Intrafallopian Transfer (GIFT); Zygote Intrafalloplan Transfer (ZIFT); and

any Services associated with these procedures; and

5. all Services associated with the donation or purchase of sperm.

Inpatlent Rehabilitative Services including all inpatient Rehabilitative Services for Pain Management
and respiratory ventilator management Services.

Inpatient Habilitative Services, except inpatient feeding programs when children are ready to wean from

tube feedings and/or the failure to progress after intensive outpatient programs as described in the WHAT

IS COVERED? section.

Massage TechniqueA such as application or use of the following or similar techniques or items for the

purpose of aiding in the provision of Massage including, but not limited to: hot or cold packs;
hydrotherapy; colonic irrigation; thermal therapy, chemical or herbal preparations; paraffin baths; infrared

light; ultraviolet light; Hubbard tank; and/or contrast baths,

Missed Appointment including any costs you incur for not going to a scheduled appointment, regardless
of the reason for missing the appointment.

Motor Vehicle Accident injuries and Services you incur due to an accident Involving any motor vehicle

for which no-fault Insurance is available.

OrthonaglecularTherapy including nutrients, vitamins, and food supplements.

Orthotic Demi_ceA except as indicated in the WHAT IS COVERED? section, including:

1. Expenses for arch supports, shoe inserts designed to effect conformational changes in the foot or foot

alignment, orthopedic shoes, over-the-counter, custom-made or built-up shoes, cast shoes, sneakers,
ready-made compression hose or support hose, or similar type devices/appliances regardless of

intended use, except for therapeutic shoes (including inserts and/or modifications) for the treatment of

severe diabetic foot disease.

2. Expenses for orthotic appliances or devices, which straighten or re-shape the conformation of the

head or bones of the skull or cranium through cranial banding or molding, such as dynamic orthotic

cranioplasty or molding helmets; except when the orthotic appliance or device is used as an

altemative to an internal fixation device as a result of surgery for craniosynostosis.

3. Expenses for devices necessary to exercise, train or participate in sports, e.g. custom-made knee

braces.
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Oversight of a medical laboratory by a Physician or other health care Provider. "Oversighr as used in
this exclusion shall, include, but is not limited to, the oversight of:

1. the laboratory to assure timeliness, reliability, and/or usefulness of test results;

2. the calibration of laboratory machines or testing of laboratory equipment;
3. the preparation, review or updating of any protocol or procedure created or reviewed by a Physician

or other health care Provider in connection with the operation of the laboratory; and

4. laboratory equipment or laboratory personnel for any reason.

Personal Comfort. Hygiene or Convenience Items and Services deemed to be not Medically
Necessary and not directly related to your treatment, including, but not limited to:

1. homemaker or domestic maid services;

2. sitter or companion services;

3. food, housing and home-delivered meals;

4. beauty and barber services;

5. personal hygiene supplies such as shampoo, toothpaste, body lotions and hygiene packets;

6. clothing, including support hose;

7. radio and television;

8. guest meals and accommodatlons;

9. telephone charges;
10. take-home supplies or Drugs;
11. travel expenses (other than Medically Necessary Ambulance services);

12. motel/hotel accommodations;

13. air conditioners, furnaces, air filters, air or water purification systems, water softening systems,
humidifiers, dehumidifiers, vacuum cleaners or any other similar equipment and devices used for
environmental control or to enhance an environmental setting;

14. hot tubs, Jacuzzis, heated spas, pools, or memberships to health clubs;

15. heating pads, hot water bottles, or Ice packs;

16. physical fitness equipment;
17. hand rails and grab bars; and

18. Massage except as set forth in the WHAT IS COVERED? section.

Private Duty Nursing Cart rendered at any location.

Prosthetic Devices except as indicated in the WHAT IS COVERED? section, including:

1. expenses for performance enhancing Prosthetic Devices (such as carbon-fiber racing legs);

2. expenses for cosmetic enhancements to artificial limbs; and
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3_ penile prosthesis and surgery to insert penile prosthesis except when necessary in the treatment of

organic impotence resulting from treatment of prostate cancer, diabetes mellitus, peripheral
neuropathy, medical endocrine causes of impotence, arteriosclerosis/postoperative bilateral

sympathectomy, spinal cord injury, peivic-penneal injury, post-prostatectomy, post-priapism, and

epispadias, and exstrophy.

Skilled Nursing Facilities expenses for an inpatient admission to a Skilled Nursing Facility for Custodial

Care, convalescent care, or any other Service primarily for your corwenience or that of your family
members or the Provider.

Smoking Cessation Procirams, except as indicated as covered under the Preventive Services category
of the WHAT IS COVERED? section.

Shorts-Related Devices and Services used to affect performance primarily in sports-related activities;
all expenses related to physical conditioning programs such as athletic training, bodybuilding, exercise,

fitness, flexibility, and diversion or general motivation.

Telemedicine Services, as defined in this Contract.

T lephone Consultations

Training and Educational Programs or materials, including, but not limited to programs or materials for

Pain Management and vocational rehabilitation, except as provided under the Diabetes Treatment

Services category of the WHAT IS COVERED? section.

Transplant Services except as indicated in the WHAT IS COVERED? section, including:

1. Transplant procedures not included in the Transplant Services category of the WHAT IS COVERED?

section, or otherwise excluded under this Contract, such as Experimental or investigational transplant
procedures.

2. Transplant evaluation and procedures rendered before we are contacted for authorization.

3, Transplant procedures which are not authorized by us before they are provided.

4. Transplant procedures involving the transpiantation of any non-human organ Of tissue.

5. Transplant procedures related to the donation or acquisition of an organ or tissue for a recipient who

ls not covered by us.

6. Transplant procedures Involving the implant of an artificial organ, including the implant of the artificial

organ.

7. Any organ, tissue, marrow, or stem cells which are sokl rather than donated.

8. Any Bone Marrow Transplant, as defined herein, which is not specifically listed in the applicable
chapter of the Florida Administrative Code or covered by Medicare pursuant to a national coverage
decision made by the Centers for Medicare and Medicaid Services as evidenced in the most recently
published Medicare Coverage Issues Manual.

9. Any Service in connection with the identification of a donor from a local, state or national listing,
except in the case of a Bone Marrow Transplant.
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10. Any non-medical costs, including but not limited to, temporary lodging or transportation costs for you
and/or your family to and from the approved facility.

11. Any artificial heart or mechanical device that replaces either the atrium and/or the ventricle.

Trave( or vacation expenses even if prescribed or ordered by a Provider.

Volunteer Services or Services whlch would normally be provided free of charge.

Weight Control Services including any Service to lose, gain or rnaintain weight regardless of the reason

for the Service or whether the SeMce is part of a treatment plan for a Condition, except as indicated as

covered under the Preventive Health Services category of the WHAT IS COVERED? section. This

exclusion includes, but is not limited to weight control/loss programs; appetite suppressants and other

medications; dietary regimens; food or food supplements; exercise prograrns; exercise or other

equipment; gastric or stomach bypass or stapling, intestinal bypass, gastric balloons, jaw wiring, jejunal
bypass, gastric shunts, and procedures designed to restrict your ability to assimilate food.

Wigs and/or cranial prosthesis.
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MEDICAL NECESSITY

In order for Health Care Services to be covered under this Contract, the Services must meet all of the

requirements to be a Covered Service, including being Medically Necessary, as determined by us and
defined in this Contract.

It is important to remernber that any time we review Services for Meciical Necessity It Is solely for the

purpose of determining coverage, benefits or payment under the terms of this Contract and not for the

purpose of recommending or providing medical care. When we review for Medical Necessity, we may
review specific medical facts or information about you. Any such review, however, is strictly for the

purpose of determining whether the Service provided or proposed meets the definition of Medical

Necessity In this Contract. ln applying the definition of Medical Necessity to a specific Service, we may

apply our coverage and payment guidelines then in effect.

All decisions that require or pertain to independent professional medical/clinical judgment or training, or

the need for medical Services, are solely your responsibility and that of your treating Providers. You and

your Providers are responsible for deciding what medical care you should have and when that care

should be provided. We are solely responsible for determining whether expenses incurred for that

medical care are covered under this Contract. In making coverage decisions, we will not be deemed to

participate in or override your decisions conceming your health or the medical decisions of your health

care Providers.

The following are a few exampies of hospitalization and other Services that are not Medically Necessary:
1. staying in the Hospital because arrangements for discharge have not been completed;

2. use of laboratory, x-ray, or other diagnostic testing that has no clear indication, or is not expected to

alter your treatment;

3. staying in the Hospital because supervision in the home, or care in the home, is not available or is

inconvenient; or being hospitalized for any Service which could have been provided adequately in an

altemate setting (e.g., Hospital outpatient department or at home with Home Health Care Services);
Or

4. inpatient admissions to a Hospital, Skilled Nursing Facility, or any other facility for the purpose of

Custodial Care, convalescent care, or any other Service primarily for the convenience of the patient
or his or her family members or a Provider.

Note: Whether or not a Service is specifically listed as an exclusion, the fact that a Provider may

prescribe, recommend, approve, or fumish a Service does not mean that the Service is Medically
Necessary (as determined by us and defined in this Contract) or a Covered Service. You are free to

obtain a Service even if we deny coverage because the Service is not Medically Necessary; however, you
will be solely responsible for paying for the Service. Please refer to the DEFINITIONS section for the

definition of "Medically Necessary or Medical Necessity".
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YOUR SHARE OF HEALTH CARE EXPENSES

This section explains what your share of the health care expenses may be for Covered Services you
receive. Since not all plans include all the different types of Cost Shares explained in this section, it is

important that you look at your Schedule of Benefits to see your share of the cost for specific Covered
Services.

Deductibles

A deductible is a fixed dollar amount that you must pay before we begin to pay for Covered Services.

There are different types of deductibles; some that apply to most Covered Services on your plan and

some that apply only to a specific type of Service. Listed below are the different types of deductibles and

a brief explanation of how they work. You will need to look at your Schedule of Benefits to find out what

types of deductibles (if any) apply to your plan.
Rules for applying charges to deductibles:

• We can only apply charges for claims we actually receive;

• Only charges for Covered Services will be applied; and

• We will only apply the amount of charges up to our Allowed Amount.

Overall Deductible MEDI

This deduclible applies to most of the Covered Services on your plan before we begin to pay for Covered

Services. When we talk about this type we just call it "Deductible" and on the Schedule of Benefits

MED". Some Covered Services, such as Preventive Services, do not apply the Deductible, so be sure to

look at your Schedule of Benefits. After the Deductible has been met, neither you nor your Covered

Dependents (if any) will have any additional Deductible amount for the rest of that Calendar Year. The

Deductible starts over every year on January 1.

There are individual and family Deductibles, both of which apply on a Calendar Year basis:

Individual Calendar Year Deductible

If you are the only person on your plan, you only have to reach the individual Deductible and the family
Deductible listed on your Schedule of Benefits does not apply to you. This amount, when applicable,
must be satisfied by you each Calendar Year before any payment will be made by us. If more than one

person is on your plan, the amount each person has to reach depends on the type of Deductible

described below.

Family Calendar Year Deductible

If you have one or more family members on your plan, the family Deductible can be satisfied by any one

Covered Person or a combination of Covered Persons depending on the type of family Deductible
described below.

Embedded Deductible

If your Schedule of Benefits indicates that the Deductible is embedded, each Covered Person only
needs to satisfy the indMdual Deductible and not the entire family Deductible, prior to us paying for
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Covered Services for that Covered Person. We will not begin to pay for Covered Services for the
other family members until they either satisfy the individual Deductible or until the family Deductible is

met. The family Deductible is met when any combination of family memberscosts for Covered
Services rneets the family Deductible limit. The maximum amount that any one Covered Person in

your family can contribute toward the family Deductible is the amount applied toward that person's
individual Deductible.

Shared Deductible

If your Schedule of Benefits indicates that the family Deductible is Shared, the entire family
Deductible must be met by any one Covered Person or a,combination of any or all Covered Persons
before we will begin to pay for Covered Services for any Covered Person under your plan.

Copayments

A Copayment is a fixed dollar amount you must pay when you receive certain Covered Services. Listed

below are the different types of Copayments and a brief explanation of how they work. If our Allowed
Amount or the Provider's actual diarge for a Covered Service rendered is less than the Copayment
amount, you will pay the lesser of our Allowed Amount or the Providees actual charge for the Covered

Service.

Copayrnents:
• must be paid at the time you receive the Services;

• apply before any payment will be made by us;

• apply regardless of the reason for the Service; and

• usually apply to all Services rendered during the visit, but there are exceptions to this rule, so be sure

to check your Schedule of Benefits and the brief explanations below.

Office Services Copayment
An office Services Copayment applies to each office visit and applies to all Covered Services rendered

during that visit, except for Durable Medical Equipment, Medical Pharmacy, Orthotics and Prosthetics,
which may require Cost Share amounts in addition to the Copayment

inpatient Facility Services Copayrnent
The inpatient facility Copayrnent only applies to the inpatient facility (such as a Hospital) and you must

pay it for each inpatient admission. Remember that there may be additional Cost Share amounts you will

have to pay for Covered Services provided by Physicians and other health care professionals while you
are an inpatient.
Outpatient Facility Services Copayment

The outpatient facility Copayment only applies to an outpatient facility and you must pay it for each

outpatient visit. Remember that there may be additional Cost Share amounts you will have to pay for
Covered Services provided by Physicians and other health care professionals while using these facilities.

Note: Copayments for outpatient facility Services may vary depending on the type of facility chosen and

the Services received. Please see your Schedule of Benefits for more information. If your plan includes

BCRQ.W.HCE 0515 HCE-2
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a Copayment for emergency room Services and you are admitted to the Hospital as an inpatient at the
time of the emergency room visit, this Copayment will be waived, and you will pay the Cost Share that

applies to inpatient facility Services.

Coinsurance

Coinsurance is a percentage of our Allowed Amount that you must pay before we will pay our portion of

the Allowed Amount for Covered Services. The Coinsurance percentage is figured after all other Cost
Share amounts for a given Service, such as Deductible.

Application of Multiple Cost Share Types
When a Service is subject to more than one type of Cost Share, the Schedule of Benefits will list the Cost
Share types in the order in which they apply to the Service. For example, when the Schedule shows
1100 Gooey then DED"; this means that the Copay is applied first and then, if you have not reached the

Deductible; the Deductible is applied to the remainder of that Service, up to the Al lowed Amount, lf you
have already met the plan Deductible; then only the Copay is applied.

Out-of-Pocket Maximums

An out-of-pocket maximum Is the Calendar Year limit on Cost Share amounts that you have to pay for a

given Calendar Year for Health Care Services that are Covered Services under this Contract. After you
have paid this dollar amount in Cost Share, you will have no additional Cost Share for the rest of that

Calendar Year and we will pay 100 percent of our Allowed Amount for Covered Services rendered during
the rest of that Calendar Year.

lf you are the only person on your plan, only the individual out-of-pocket rnaximum applies to you and the

family out-of-pocket maximum listed on your Schedule of Benefits does not apply to you. After you have
reached the individual out-of-packet maximum, you will have no additional Cost Share for the rest of that
Calendar Year and we will pay 100 percent of our Allowed Amount for Covered Services rendered during
the rest of that Calendar Year. lf more than one person is on your plan the amount each person has to
reach depends on the type of out-of-pocket maximum described below.

BCRQ.IU.HCE 0515 HCE-3
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From Florida Blue

To

Subject Autopay i cheduled for 1/1/2018

Date: Fri, Dec 29, 2017 4:53 am

Flew Beta
in the pursuit of health'

Hello Member,

Just a reminder: Your scheduled automatic payment of $ is coming up on 1/1/2018.

About Autopay

• Your total amount due will be drafted. If your account is past due or changes were made to your plan,
your draft for this month will be different from the normal amount

• You can cancel automatic payments anytime by logging in to your member account or calling us.

To view your bill online
...

• Log in to your member account.
• Click on Pay Your Bill

If you have questions, log in to your member account at floridablue.com or call us at the number on the back of

your member ID card.

Sincerely,

Your Membership & Billing Team
Florida Blue

Language assistance available Español, Kreyol Ayisien, Tie'ng Viêt, Português, 111=1)Z.., frangais, Tagalog, pyccimri,
italiano, Deutsche, Polskie, Gujarati, TIM, El JJ

We comply with applicable Federal civil rights laws and do not discriminate You may access the

Nondiscrimination and Accessibility notice here.

Please do not reply to this e-mail notification. This is an automated email that does not accept reply or forward emails.

The View and Pay Bill capabilities are offered to members of Blue Cross and Blue Sh eld of Florida Inc DBA Florida Blue affil ates Health Options Inc DBA Florida Blue HMO and

Florida Combined Life Insurance Company, Inc. DBA Florida Combined Life. These companies are Independent Licensees of the Blue Cross and Blue Shield Association. Florida Blue

accepts payment on behalf of Florida Combined Life for dental, life and ancillary products.

You may choose to opt out of receiving email notifications at any time by returning to floridablue.com and changing your email preferences.

85381 05178

EmailID:2600006059DB

Exhibit "B"

https://mail.aol.com/webmail-std/en-us/PrintMessage 1/1
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FLORIDAIi4111"11101k DEPARTMENT OF

FINANCIAL SERVICES

atirm
my,1 Nalmgral, .1,1,4,,%,s,t,o0qti:iw.,0:

Filing Number: 400858

Filing Accepted: 7/3112018

Warning! Information submitted as part of this civil remedy notice is a public record. Data entered into
this form will be displayed on the DFS website for public review. Please DO NOT enter Social Security
Numbers, personal medical information, personal financial information or any other information you do not
want available for public review.

la The submitter hereby states that this notice is given in order to perfect the rights of the person(s)
damaged to pursue civil remedies authorized by Section 624.155, Florida Statutes.

Name: HEATHER ROSENBERG

Street Address: 5337 SIESTA COURT

City, State Zip: SARASOTA, FL 34242

Email Address: AROSENBERG@ROSENBERGLAWPA.COM
Complainant Type: Insured

sured

Name: HEATHER ROSENBERG

Policy #: VMEH22901032

Claim #: 0000000000

Name: BRUCE S ROSENBERG

Street Address: 2385 NW EXECUTIVE CENTER DRIVE, SUITE 100

City, State Zip: BOCA RATON, FLORIDA 33431

Email Address: SERVICE@ROSENBERGLAWPA.COM

otice Against

Insurer Type: Authorized Insurer

Name: BLUE CROSS & BLUE SHIELD OF FLORIDA, INC.

Street Address:

City, State Zip:

Please identify the person or persons representing the insurer who are most responsible for/knowledgeable of the
facts giving rise to the allegations in this notice.

Type of Insurance: Accident & Health

DFS-10-363 Exhibit "C"
Rev. 11/2007
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FLORIDA,DEPARTMENT OF

FINANCIAL SERVICES

Filing Number: 400858

Reasons for Notice:

Cancellation

Unfair methods of competition and unfair or deceptive acts

PURSUANT TO SECTION 624.155, F.S. please indicate all statutory provisions alleged to have been violated.

626.9541(1)(o)(11) No insurer shall cancel or issue a non-renewal notice on any insurance policy
or contract without complying with any applicable cancellation or non-renewal
provision required under the Florida Insurance Code.

Reference to specific policy language that is relevant to the violation, if any. If the person bringing the civil action is a

third party claimant, she or he shall not be required to reference the specific policy language if the authorized insurer
has not provided a copy of the policy to the third party claimant pursuant to written request.

Blue Cross & Blue Shield of Florida, Inc. refused to provide a copy of the Policy upon request. Informed
Insured that a copy of the Policy would be emailed in 24 to 48 hours and it did not occur.

627.6043: Notification of cancellation, non-renewal, or change in rates.

(1) Any insurer delivering or issuing an individual health insurance policy subject to this part shall give
the policyholder at least 45 daysadvance written notice of cancellation, non-renewal, or a change in rates.
Such notice shall be mailed to the policyholders last address as shown by the records of the insurer.
However, if cancellation is for nonpayment of premium, at least 10 days' written notice accompanied by the
reason therefor shall be given. Written notice of cancellation for nonpayment of premium shall not be

required for health insurance policies under which premiums are payable monthly or more frequently and

regularly collected by a licensed agent.

(2) In the event of cancellation, the insurer will return promptly the unearned portion of any premium
paid. If the insured cancels, the earned premium shall be computed by the use of the short-rate table last
filed with the state official having supervision of insurance in the state where the insured resided when the
policy was issued. If the insurer cancels, the earned premium shall be computed pro rata. Cancellation shall
be without prejudice to any claim originating prior to the effective date of cancellation.

(3) If the insurer fails to provide the 45 days' notice required by this section, the coverage shall remain in
effect at the existing premium until 45 days after the notice is given or until the effective date of

replacement coverage obtained by the insured, whichever occurs first.

626.9541(1)(o)(11): Unfair methods of competition and unfair or deceptive acts or practices.
No insurer shall cancel or issue a non-renewal notice on any insurance policy or contact without

complying with any applicable cancellation or non-renewal provision required under the Florida Insurance
Code.

To enable the insurer to investigate and resolve your claim, describe the facts and circumstances giving rise to the
insurers violation as you understand them at this time.

DFS-10-363
Rev. 11/2007

Cornments

User Id Date Added Comment

l Failed to provide Policy or appropriate notice of cancellation. Then cancelled Policy retroactive.
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JS 44 (Rev. 08/18) CIVIL COVER SHEET
The JS 44 civil cover sheet and the information contained herein neither replace nor supplement the filing and service of pleadings or other papers as required by law, except as

provided by local rules of court. This form, approved by the Judicial Conference ofthe United States in September 1974, is required for the use of the Clerk of Court for the
purpose of initiating the civil docket sheet. (SEE INSTRUCTIONS ON NEXT PAGE OF 7HIS FORM.)

I. (a) PLAINTIFFS DEFENDANTS

HEATHER ROSENBERG, individually and on behalf of a class of BLUE CROSS AND BLUE SHIELD OF FLORIDA, INC., d/b/a
similarly situated persons FLORIDA BLUE

(b) County of Residence of First Listed Plaintiff SARASOTA County of Residence of First Listed Defendaiat DUVAL

(EXCEPT IN U.S. PIAIN77FF CASES) (IN US. PLAINTIFF CSES ONI.,

NOTE: IN LAND CONDEMNATION CASES,43§E THE lC0fATION OF
THE TRACT OF LAND INVOLVEI?,,q

(C) Attorneys (P7rnt Name, Address and Telephone Number) Attorneys (IfKnoivn)

Rosenberg Law, P.A., 2385 NW Executive Center Drive, Suite 100 ?-: '
• tz---:I

Boca Raton, Florida 33431 (561) 260-9100 ,......
— _- • 1-1

.--' ,-• :... ---0•-"i._
..............

_ ..

II. BASIS OF JURISDICTION (Place an "X" in One Box Only) 111. CITIZENSHIP OF PRINCIPAL PARTIES O'Icfcrtin "X" in One Hox Int* Plotinnt
(For Diversny (asesOnly), • an'irOne Box Jar I wenilinn)

O 1 U.S. Government 0 3 Federal Question PTF DEF
., PTV DEF

Plaintiff U.S. Government Not a Party) Citizen ofThis State 0 1 0 I Incorporated or PrincipiPlace 0 4 X 4
of Business In This State

O 2 U.S. Government 6 4 Diversity Citizen ofAnother State t 2 0 2 Incorporated and Principal Place 0 5 0 5
Defendant (Indicate Citizenship ofParties in Item III) of Business In Another State

Citizen or Subject ofa 0 3 0 3 Foreign Nation 0 6 0 6

Foreign Country
IV. NATURE OF SUIT (Place an "X" in One Box Only) Click here for: Nature of Suit Code Descriptions.

I - CONTRACT. " '.. .TORTS.._. :.''', - FORFEITURE/PENALTY. ' BANKRUPTCY I' ' OTHER STATUTES I
g 110 Insurance PERSONAL INJURY PERSONAL INJURY 0 625 Drug Related Seizure 0 422 Appeal 28 USC 158 0 375 False Claims Act
O 120 Marine 0 310 Airplane 0 365 Personal lnjuty - of Property 21 USC 881 0 423 Withdrawal 0 376 Qui Tam (31 USC
O 130 Miller Act 0 315 Airplane Product Product Liability 0 690 Other 28 USC 157 372)tan
O 140 Negotiable Instrument Liability 0 367 Health Care/ 0 400 State Reapportionment
O 150 Recovery of Overpayment 0 320 Assault, Libel & Pharmaceutical PROPERTY RIGHTS 0 410 Antitrust

& Enforcement ofludgment Slander Personal Injury 0 820 Copyrights 0 430 Banks and Banking
O 151 Medicare Act 0 330 Federal ErnployersProduct Liability 0 830 Patent 0 450 Commerce
O 152 Recovery of Defaulted Liability 0 368 Asbestos Personal 0 835 Patent - Abbreviated 0 460 Deportation

Student Loans 0 340 Marine Injury Product New Drug Application, 0 470 Racketeer Influenced kind
(Excludes Veterans) 0 345 Marine Product Liability 0 840 Tradernark Corrupt Organizations

O 153 Recovery ofOverpayment Liability PERSONAL PROPERTY .,..,.',4 - t. 'TJABOR‘4., ..-
,l', .'.....':SOCIAL-SECURIITY. .'-- 0 480 Consumer Credit

of Veteran's Benefits 0 350 Motor Vehicle 0 370 Other Fraud 0 710 Fair Labor Standards 0 861 HIA (1395f1) 0 485 Telephone Consurner
O 160 Stockholders' Suits 0 355 Motor Vehicle 0 371 Truth in Lending Act 0 862 Black Lung (923) Protection Act
O 190 Other Contract Product Liability 0 380 Other Personal 0 720 Labor/Management 0 863 DIWC/DI WW (405(g)) 0 490 Cable/Sat TV
O 195 Contract Product Liability 0 360 Other Personal Property Damage Relations 0 864 SSID Title XVI 0 850 Securities/Commodities/
O 196 Franchise Injury 0 385 Property Damage 0 740 Railway Labor Act 0 865 RSI (405(g)) Exchange

0 362 Personal Injury - Product Liability 0 751 Family and Medical 0 890 Other Statutory Actions

Medical Malpractice Leave Act 0 891 Agricultural Acts
I REAL PROPERTY CIVIL RIGHTS PRISONER.PETITIONS. 0 790 Other Labor Litigation FEDERAL TAXSUITS 0 893 Environmental Matteis
0 210 Land Condemnation 0 440 Other Civil Rights Flabeas Corpus: 0 791 Employee Retirement 0 870 Taxes (U.S. Plaintiff 0 895 Freedom of information
0 220 Foreclosure 0 441 Voting 0 463 Alien Detainee Income Security Act or Defendant) Act
0 230 Rein Lease & Ejectment 0 442 Employinent 0 510 Motions to Vacate 0 871 IRS—Third Party 0 896 Arbination
0 240 Torts to Land 0 443 Housing/ Sentence 26 USC 7609 0 899 Administrative Procedure
0 245 Tort Product Liability Accornmodations 0 530 General Act/Review or Appeal of
0 290 All Other Real Property 0 445 Ainer. w/Disabilities - 0 535 Death Penalty -,'..;,;,,,, IMMIGRATION. 'J Agency Decision

Employment Other: 0 462 Naturalization Application 0 950 Constitutionality of
0 446 Amer. w/Disabilities - 0 540 Mandamus & Other 0 465 Other Immigration State Statutes

Other 0 550 Civil Rights Actions
0 448 Education 0 555 Prison Condition

0 560 Civil Detainee -

Conditions of
Confinement

V. ORIGIN (Place an "X" in One Box Only)
X 1 Original 0 2 Removed from CI 3 Remanded from 0 4 Reinstated or 0 5 Transferred from 0 6 Multidistrict CI 8 Multidistrict

Proceeding State Court Appellate Court Reopened Another District Litigation - Litigation -

(spectb) Transfer Direct File
Cite the U.S. Civil Statute under which you are filing (Do not citejurisdictional statutes unless diversity):

VI. CAUSE OF ACTION Brief description of cause:

Wrongful Termination/Cancellation of the Policy
VII. REQUESTED IN Cii CHECK IF THIS IS A CLASS ACTION DEMAND$. CHECK YES only if demanded in complaint.

COMPLAINT: UNDER RULE 23, F.R.Cv.P. 5,000,000.00 JURY DEMAND: X Yes El No
•VIII. RELATED CASE(S)

IF ANY (See insiruclion4:,r-) JUDGE DOCKET NUMBER

DATE 1 A

RECEI PT # AMOUNT V APPLYING IFP JUDGE MAG. JUDGE
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