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What You Should Know about this Guide to Benefits

About Your PPO Program  Your health care coverage is a Preferred Provider Organization. This means you
have benefits for your health care needs including office visits, inpatient facility
services, outpatient facility services, and other provider services. This coverage
offers you flexibility in the way you get benefits. Your opportunity to take an
active role in your health care decisions makes this coverage special. In general,
to get the best benefits possible, you should seek services from HMSA
Participating Providers.

To keep pace with change, HMSA uses scientific evidence to evaluate new
developments in technology and new applications of existing technologies.
Thorough reviews are a critical factor in our decisions to cover new technologies
and applications. HMSA’s Pharmacy and Therapeutics Advisory Committee,
composed of practicing physicians and pharmacists from the community, meet
quarterly to assess drugs, including new drugs, for inclusion in HMSA’s plans.
Drugs that meet the Committee’s standards for safety, efficacy, ease of use, and
value are included in various plan formularies. For more details on coverage
under this plan, see Chapter 4. Description of Benefits and Chapter 6: Services
Not Covered.

Pediatric Vision Services  In addition to medical benefits, this plan provides coverage to meet your child’s
vision care needs. This coverage applies to vision services for children through
age 18. For more details see Chapter 4: Description of Benefits and Chapter 6:
Services Not Covered.

Terminology The terms You and Your mean you and your family members enrolled in this
plan and eligible for this coverage. We, Us, and Our refer to HMSA.

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

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

Questions If you have any questions, please call us. More details about plan benefits will be
provided free of charge. We list our phone numbers on the back cover of this
Guide.
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] ; ;
Summary of Provider Categories

This chart shows how the various provider categories impact your benefits.

Provider Category

HMSA BlueCard PPO BlueCard Contracting Nonparticipating
Participating Medical Participating Provider Provider
Provider Provider Medical (in or out of state)
Provider
Does your provider contract Yes No, contracts with  No, contracts with  Yes, contracts with  No, does not contract with
with HMSA? the BlueCard PPO the BlueCard HMSA for transplant = HMSA or the BlueCard
Program. Program. services. program.
Does your provider always file Yes Yes Yes Yes No, you may have to file
claims for you? your own claims.
Does your provider accept Yes Yes Yes Yes No, you pay any difference
eligible charge as payment in between the actual charge
full? If so, you do not pay for and the eligible charge.

any difference between actual

charge and eligible charge. See From What Provider

Category Did You Receive
Care? in the section
labeled Questions We Ask
When You Receive Care
later in this chapter.

Do you pay copayments to the Yes Yes Yes Yes No, you pay provider in
provider? If so, we send full. We send benefit
benefit payment directly to the payments to you.
provider.

Is your copayment percentage Yes Yes Yes Yes No, your copayment
lower? percentage is higher

except for copayments for
emergency services, air
ambulance, and certain
non-emergent services
provided in participating
facilities, which are the

same as for services from
participating providers.

Does your provider get Yes No, you are No, you are Yes No, you are responsible
precertification approvals for responsible for responsible for for getting approval.
you? getting approval. ~ getting approval.
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Care While You are Away from Home

Medical Care Outside of We have a variety of relationships with other Blue Cross and/or Blue Shield

Hawaii (BlueCard® Licensees. Generally, these relationships are called “Inter-Plan Arrangements.”

Program) These Inter-Plan Arrangements work based on rules and procedures issued by the
Blue Cross Blue Shield Association (“Association’). Whenever you access
healthcare services outside of Hawaii, the claim for those services may be
processed through one of these Inter-Plan Arrangements. The Inter-Plan
Arrangements are described below.

When you receive care outside of Hawaii, you will receive it from healthcare
providers that have a contractual agreement (i.e., are “participating providers”)
with the local Blue Cross and/or Blue Shield Licensee in that other geographic
area (“Host Blue”). Some providers (“nonparticipating providers”) don’t
contract with the Host Blue. Our payment practices in both instances are
described below.

Inter-Plan Arrangements All claim types are eligible to be processed through Inter-Plan Arrangements, as

Eligibility — Claim Types described above, except for all dental benefits (except when paid as medical
benefits), and those prescription drug benefits or vision benefits that may be
administered by a third party contracted by us to provide the specific service or
services.

BlueCard® Participating Under the BlueCard® Program, when you receive covered medical services

Medical Providers within the geographic area served by a Host Blue, HMSA will remain
responsible for doing what we agreed to in the contract. However, the Host Blue
is responsible for contracting with and generally handling all interactions with its
participating providers.

When you receive covered medical services outside our service area and the
claim is processed through the BlueCard Program, the amount you pay for
covered medical services is calculated based on the lower of:

« The billed covered charges for your covered services; or

« The negotiated price that the Host Blue makes available to HMSA.

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

Estimated pricing and average pricing also take into account adjustments to
correct for over — or underestimation of past pricing as noted above. However,
such adjustments will not affect the price HMSA uses for your claim because
they will not be applied after a claim has already been paid.

Inter-Plan Programs: Federal or state laws or regulations may require a surcharge tax or other fee that
Federal/State Taxes/ applies to insured/self-funded accounts. If applicable, we will include any such
Surcharges/Fees surcharge, tax or other fee as part of the claim charge passed on to you.
Nonparticipating When covered medical services are provided outside of Hawaii by

Providers Outside Hawaii  nonparticipating providers, the amount you pay for such services will normally
be based on either the Host Blue’s nonparticipating provider local payment or the
pricing arrangements required by applicable state law. In these situations, you
may be liable for the difference between the amount that the nonparticipating
provider bills and the payment we will make for the covered medical services as
set forth in this paragraph. Federal or state law, as applicable, will govern
payments for out-of-network emergency services, air ambulance, and certain
non-emergent services provided by nonparticipating providers in participating
facilities.
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Blue Cross Blue Shield
Global Core

Submitting a Blue Cross
Blue Shield Global Core
Claim

BlueCard PPO Medical
Providers

Finding BlueCard PPO
Medical Providers

Finding BlueCard
Participating Medical
Providers

In certain situations, we may use other payment methods, such as billed covered
charges, the payment we would make if the covered medical services had been
obtained within our service area, or a special negotiated payment, to determine
the amount we will pay for services provided by nonparticipating providers. In
these situations, you may be liable for the difference between the amount that the
nonparticipating provider bills and the payment we will make for the covered
services as set forth in this paragraph.

Benefit payments for covered emergency services provided by nonparticipating
providers are a “reasonable amount” as defined by federal law.

If you are outside the United States, the Commonwealth of Puerto Rico, and the
U.S. Virgin Islands (hereinafter “BlueCard service area”), you may be able to
take advantage of Blue Cross Blue Shield Global Core when accessing covered
medical services. Blue Cross Blue Shield Global Core is unlike the BlueCard
Program available in the BlueCard service area in certain ways. For instance,
although Blue Cross Blue Shield Global Core assists you with accessing a
network of inpatient, outpatient and professional providers, the network is not
served by a Host Blue. As such, when you receive care from providers outside
the BlueCard service area, you will typically have to pay the providers and
submit the claims yourself to obtain reimbursement for these services. If you
need medical assistance services (including locating a doctor or hospital) outside
the BlueCard service area, you should call the Blue Cross Blue Shield Global
Core Service Center at 1-800-810-BLUE (1-800-810-2583) or call collect at 1-
804-673-1177, 24 hours a day, seven days a week. An assistance coordinator,
working with a medical professional, can arrange a physician appointment or
hospitalization, if necessary.

Inpatient Services

In most cases, if you contact the Blue Cross Blue Shield Global Core Service
Center for assistance, hospitals will not require you to pay for covered inpatient
services, except for your deductible and copayment. In such cases, the hospital
will submit your claims to the service center to begin claims processing.
However, if you paid in full at the time of service, you must submit a claim to
receive reimbursement for covered medical services.

Outpatient Services

Physicians, urgent care centers and other outpatient providers located outside the
BlueCard Service area will typically require you to pay in full at the time of
service. You must submit a claim to obtain reimbursement for covered medical
services.

When you pay for covered medical services outside the BlueCard service area,
you must submit a claim to obtain reimbursement. For institutional and
professional claims, you should complete a Blue Cross Blue Shield Global Core
claim form and send the claim form with the provider’s itemized bill(s) to the
service center (the address is on the form) to initiate claims processing.
Following the instructions on the claim form will help ensure timely processing
of your claim. The claim form is available from HMSA, the service center or
online at www.bcbsglobalcore.com. If you need assistance with your claim
submission, you should call the service center at 1-800-810-BLUE (1-800-810-
2583) or call collect at 1-804-673-1177, 24 hours a day, seven days a week.

If you get medical services from a Mainland BlueCard PPO provider you enjoy
advantages similar to those available when you receive health care from
participating providers in Hawaii.

For help finding BlueCard PPO providers outside Hawaii, call 1-800-810-BLUE
(1-800-810-2583).

BlueCard PPO providers may not be in some areas. In areas where BlueCard
PPO providers are not available, you can still receive BlueCard PPO advantages
if you receive services from a BlueCard participating provider.

The Host Blue in the area where you need services can provide you with
information on participating providers in the area. You can also visit the
BlueCard Doctor and Hospital Finder web site (www.BCBS.com) or call 1-800-
810-BLUE (2583).
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Carry Your Member Card  Always carry your HMSA Member Card. Your member card ensures that you
get all the conveniences you’re used to when you get healthcare services at home
in Hawaii. The card tells participating and BlueCard PPO providers which
independent Blue Plan you belong to. It also includes information the provider
needs to file your claim for you.

] - -
Questions We Ask When You Receive Care

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

Does the Care Meet All care you get must meet all of the following Payment Determination Criteria:
Payment Determination « For the purpose of treating a medical condition.
Criteria? » The most appropriate delivery or level of service, considering potential
benefits and harms to the patient.
» Known to be effective in improving health outcomes; provided that:
— Effectiveness is determined first by scientific evidence;
— If no scientific evidence exists, then by professional standards of care;
and
— If no professional standards of care exists or if they exist but are
outdated or contradictory, then by expert opinion; and
« Cost-effective for the medical condition being treated compared to
alternative health interventions, including no intervention. For purposes of
this paragraph, cost-effective shall not necessarily mean the lowest price.

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

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

The fact that a provider may prescribe, order, recommend, or approve a service
or supply does not in itself mean that the service or supply meets Payment
Determination Criteria, even if it is listed as a covered service.

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

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

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

You may ask your provider to contact us to decide if the services you need meet
our Payment Determination Criteria or are excluded from coverage before you
get the care.

Is the Care Consistent To be covered, the care you get must be consistent with the provider’s scope of

with HMSA's Medical practice, state licensure requirements, and HMSA's medical policies. These are

Policies? policies drafted by HMSA Medical Directors, many of whom are practicing
physicians, with community physicians and nationally recognized authorities.
Each policy provides detailed coverage criteria for when a specific service, drug,
or supply meets payment determination criteria. If you have questions about the
policies or would like a copy of a policy related to your care, please call us at one
of the phone numbers on the back cover of this Guide.

960/624/0JA January 2025 5
09/03/2024



Chapter 1: Important Information

From What Provider
Category Did You
Receive Care?

Is the Service or Supply
Subject to a Benefit
Maximum?

Is the Service or Supply
Subject to
Precertification?

Did You Receive Care
from a Provider
Recognized by Us?

Did a Recognized
Provider Order the Care?

Your benefits may be different depending on the category of provider that you
get care from. In general, you will get the maximum benefits possible when you
get services from an HMSA participating provider.

When you see a nonparticipating provider you will owe any copayment that
applies to the service plus the difference between HMSA's eligible charge and
the provider's actual charge. Also, nonparticipating providers have not agreed to
HMSA's payment policies and can bill you for services or other charges that
HMSA does not cover. Participating providers have agreed not to charge you for
these services. These amounts will be included in the nonparticipating provider's
actual charge.

Exception: For certain services that may be subject to the No Surprises Act of
2021, your cost-share may be different based on the requirements of the law.
Please check hmsa.com for details.

For more details on provider categories, see the sections Summary of Provider
Categories and Care While You are Away from Home earlier in this chapter.

Please note: Your participating provider may refer services to a nonparticipating
provider and you may incur a greater out-of-pocket expense.

For example, your participating provider may send a blood sample to a
nonparticipating lab to analyze. Or, your participating provider may send you to
a nonparticipating specialist for added care.

You are encouraged to work with your provider to find suitable specialty care
from a participating provider. If no option is available, you may request to have
specialty care received from a nonparticipating provider covered at the
participating provider benefit level but only in accord with Hawaii law and if all
of the following criteria are met:
* You are diagnosed with a condition or disease requiring specialty care.
* A participating provider who can provide the health care services for your
condition or disease is either:
— not available or
— access to a participating provider requires unreasonable travel or
delay.
« Benefits are limited to services received within the State of Hawaii, unless
specialty care is not available in the State.
« Services must be approved by HMSA prior to receiving the services. See
Chapter 5: Precertification. Without prior approval, covered services will be
subject to the nonparticipating provider benefit level.

If you need more details, call us at one of phone numbers listed on the back
cover of this Guide.

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

Certain services require our prior approval. HMSA participating providers get
approval for you, but other providers may not. If you get services from a
BlueCard or nonparticipating provider and approval for certain services is not
obtained, benefits may be denied. In some cases, benefits are denied entirely. For
services subject to approval, read Chapter 5: Precertification.

To determine if a provider is recognized, we look at many factors including
licensure, professional history, and type of practice. All participating providers
and some nonparticipating providers are recognized. To find out if your provider
is a participating provider, refer to your HMSA Directory of Participating
Providers. If you need a copy, call us and we will send one to you or visit
www.hmsa.com. To find out if a nonparticipating provider is recognized, call us
at one of the phone numbers on the back cover of this Guide.

All covered treatment, services, and supplies must be ordered by a recognized
provider practicing within the scope of his or her license.
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Chapter 1: Important Information

] PP
What You Can do to Maintain Good Health

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

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

Take time to read and understand your Report to Member. This report shows
how we applied benefits. Review your report and let us know if there are any
inaccuracies.

You may get copies of your Report to Member online through My Account on
hmsa.com or by mail upon request.

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

* Any riders and/or amendments.
» The enrollment form submitted to us.

Our Rights to Interpret We will interpret the provisions of the Agreement and will determine all

this Document questions that arise under it. We have the administrative discretion:
* To determine if you meet our written eligibility requirements if you enroll
directly with HMSA.

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

« To interpret the provisions of this Agreement as needed to determine
benefits, including decisions on medical necessity.

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

No oral statement of any person shall modify or otherwise affect the benefits,
limits and exclusions of this Guide to Benefits, convey or void any coverage, or
increase or reduce any benefits under this Agreement.
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Chapter 2: Payment Information
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Eligible Charge

Definition For most healthcare services, the Eligible Charge is:
« the lower of either the provider's actual charge or the amount we establish
as the maximum allowable fee, plus may include
 amounts, if any, paid to providers for meeting quality standards established
by HMSA.

HMSA’s payment, and your copayment, are based on the eligible charge.

Exceptions: For services from participating facilities, HMSA’s payment is based
on the maximum allowable fee and your copayment is based on the lower of the
actual charge or the maximum allowable fee. Some services may be rendered by
providers who accept monthly payments from HMSA to manage the care of a
certain population of their patients.

The base amount on which your copayment is calculated for emergency and air
ambulance services from nonparticipating providers, as well as certain non-
emergent services provided by nonparticipating providers in participating
facilities, is calculated in accord with federal law.

Participating providers agree to accept HMSA’s payment plus your copayment as
payment in full for covered services. Nonparticipating providers generally do
not. If you get services from a nonparticipating provider, you are responsible for
a copayment plus any difference between the actual charge and the eligible
charge.

Exception: For nonparticipating services included in the No Surprises Act of
2021 you will not have to pay the difference between the actual charge and the
maximum allowable fee, but your cost-share may be different based on the
requirements of the law. Please check HMSA.com for details.

Please note: Eligible charge does not include excise or other tax. You are
responsible for all taxes related to the care you receive. If your provider accepts
monthly payments to manage your care, you may owe tax on your copayment.

|
Copayment

Definition A copayment applies to most covered services. It is either a fixed percentage of
the eligible charge or a fixed dollar amount. Exception: For services provided at
a participating facility, your copayment is based on the lower of the facility’s
actual charge or the maximum allowable fee. Y ou owe a copayment even if the
facility’s actual charge is less than the maximum allowable fee.
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Please note: If you get services from a nonparticipating or noncontracting
provider, you are responsible for the copayment plus any difference between the
actual charge and the eligible charge.

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

Examples Here are two examples of how the copayment works.

Let's say you have a sore throat and go to a participating physician to have it
checked.

« The physician's bill or actual charge = $125.

« HMSA'’s eligible charge = $100.

* Your copayment = $10.

If you go to a nonparticipating physician, your out of pocket will be higher.
+ The physician’s bill or actual charge = $125.
« HMSA'’s eligible charge = $100.
* Your copayment = $30 (30% of $100).
» The difference between the actual charge and the eligible charge = $25.
* You owe $55 (your copayment plus the difference between the actual
charge and the eligible charge).

| :
Annual Copayment Maximum

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

Amount $4,300 per person or
$8,600 (maximum) per family

When You Pay More The following amounts do not apply toward meeting the copayment maximum.
You are responsible for these amounts even after you have met the copayment
maximum.

« Copayments for Vision Care Services.

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

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

« Payments for noncovered services.

- Any amounts you owe in addition to your copayment for covered services.

] .
Maximum Allowable Fee

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

These are examples of some of the methods we use to determine the Maximum
Allowable Fee:
- For most services, supplies, or procedures, we consider:
— Increases in the cost of medical and non-medical services in Hawaii
over the last year.
— The relative difficulty of the service compared to other services.
— Changes in technology.
— Payment for the service under federal, state, and other private
insurance programs.
« For some facility-billed services, we use a per case, per treatment, or per
day fee (per diem) rather than an itemized amount (fee for service). This
does not include practitioner-billed facility services. For nonparticipating
hospitals, our maximum allowable fee for all-inclusive daily rates
established by the hospital will never exceed more than if the hospital had
charged separately for services.
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Chapter 2: Payment Information

« For services billed by BlueCard PPO and participating medical providers
outside of Hawaii, we use the lower of the provider’s actual charge or the
negotiated price passed on to us by the on-site Blue Cross and/or Blue Shield
Plan. For more details on HMSA’s payment practices under the BlueCard
Program, see Care While You are Away from Home in Chapter 1: Important
Information.

« For prescription drugs and supplies, we use nationally recognized pricing
sources and other relevant information. The allowable fee includes a
dispensing fee. Any discounts or rebates that we get will not reduce the
charges that your copayments are based on. Discounts and rebates are used
to calculate the Tier 3 Cost Share and to reduce prescription drugs and
supplies coverage rates.

] " .
Benefit Maximum

Definition A Benefit Maximum is a limit that applies to a specified covered service or
supply. A service or supply may be limited by duration or number of visits. The
maximum may apply per service or calendar year.

Where to Look for See Chapter 4: Description of Benefits.
Limitations
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Chapter 3: Summary of Benefits and Your Payment Obligations
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| :
Benefit and Payment Chart

About this Chart This benefit and payment chart:
« Is a summary of covered services and supplies. It is not a complete
description of benefits. For coverage criteria, other limitations of
covered services, and excluded services, be sure to read Chapter 1:
Important Information, Chapter 4: Description of Benefits, and Chapter
6: Services Not Covered.
« Gives you the page number where you can find more details about the
service or supply.
« Tells you what the copayment percentage or fixed dollar amount is for
covered services and supplies.

Please note: Special limits may apply to a service or supply listed in this benefit
and payment chart. Please read the benefit details on the page referenced.

O An asterisk next to a service or supply means either:
« A service dollar maximum may apply.
* You may owe amounts in addition to your copayment.

Please read the benefit details on the page referenced.
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Chapter 3: Summary of Benefits and Your Payment Obligations

Copayment Is

% =see page 13 more info. (Percentage copayments are based on eligible charges)
on
page: Participating Nonparticipating

Hospital and Facility Services

Ambulatory Surgical Center (ASC) 26 $150 30%

Extended Care Facility (Skilled Nursing, 26 $150 per admission 30%

Sub-Acute, and Long-Term Acute Care

Facilities)

Hospital Ancillary Services 27 None 30%

* Hospital Room and Board 27 $350 per admission™ 30%*
Intensive Care Unit/Coronary Care Unit 28 $350 per admission 30%
Intermediate Care Unit 28 $350 per admission 30%
Isolation Care Unit 28 $350 per admission 30%
Operating Room 28 None 30%
Outpatient Facility 28 $150 30%

. __________________________________________________________
Emergency Services

Emergency Room 28 $100 $100
Emergency Services - All Other Services 28 Your copayment amounts vary ~ Same as participating copayment for the
and Supplies depending on the type of service or service or supply

supply. See copayment amounts
listed in this chart for the service or
supply you receive

Online Care

Online Care 28 None Not Covered

Telehealth

Telehealth 29 Your copayment amounts vary depending on the type of service or supply.
See copayment amounts listed in this chart for the service or supply you
receive.
.

Physician Services
Anesthesia 29 10% 30%
Consultation Services 29 $20 30%
Physician Visits — Primary Care Provider 29 $10 30%
Physician Visits — Specialty Provider 29 $20 30%
Physician Visits — Urgent Care Provider 29 $15 30%
Physician Visits — Emergency Room 30 $20 $20
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Copayment Is

% =see page 13 more info. (Percentage copayments are based on eligible charges)
p;);e: Participating Nonparticipating
Surgical Services
Assistant Surgeon Services 30 $150 30%
Bariatric Surgery 30 $150 Not Covered
Cutting Surgery 31 $150 30%
Newborn Circumcision 31 $150 30%
Non-cutting Surgery 31 $150 30%
Oral Surgery 31 $150 30%
Reconstructive Surgery 31 Your copayment amounts vary depending on the type of service or supply.
See copayment amounts listed in thi_s chart for the service or supply you
receive.
Surgical Supplies 31 None 30%
Allergy Testing 31 10% 30%
Allergy Treatment Materials 31 10% 30%
Diagnostic Testing — Inpatient 31 None 30%
Diagnostic Testing — Outpatient 31 $30 30%
Genetic Testing and Counseling 31 10% 30%
Laboratory and Pathology - Inpatient 32 None 30%
Laboratory and Pathology — Outpatient 32 $30 30%
Radiology — General — Inpatient 32 None 30%
Radiology — General — Outpatient 32 $30 30%
Radiology — Other — Inpatient 32 None 30%
Radiology — Other — Outpatient 32 $100 30%
Chemotherapy — Infusion/Injections 32 10% 30%
Radiation Therapy - Inpatient 32 None 30%
Radiation Therapy - Outpatient 32 10% 30%
Advance Care Planning 32 None 30%
960/624/0JA January 2025 15
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Copayment Is

% =see page 13 more info. (Percentage copayments are based on eligible charges)
on
page: Participating Nonparticipating
Ambulance (air) 32 10% 10%
Ambulance (ground) 33 10% 30%
Blood and Blood Products 33 10% 30%
Dialysis and Supplies 33 10% 30%
Durable Medical Equipment and Supplies 33 10% 30%
Evaluations for Hearing Aids 34 Your copayment amounts vary depending on the type of service or supply.
See copayment amounts listed in this chart for the service or supply you
receive.
Gender Identity Services 34 Your copayment amounts vary depending on the type of service or supply.
See copayment amounts listed in this chart for the service or supply you
receive.
Growth Hormone Therapy 34 10% 30%
Implanted Internal ltems/Implants — 34 None 30%
Outpatient
Inhalation Therapy 34 10% 30%
Injections-Other than Self-Administered 34 10% 30%
Injections-Self-Administered 35 10% 30%
Medical Foods 35 20% 20%
Medical Nutrition Therapy 35 None 30%
% Orthodontic Services to Treat Orofacial 35 None% None*
Anomalies
Orthotics and External Prosthetics 35 10% 30%
Outpatient 1V Therapy 36 10% 30%
Vision and Hearing Appliances 36 10% 30%
.
Habilitative and Rehabilitative Therapy
Cardiac Rehabilitation 36 $10 30%
Dr. Omish’s Program for Reversing Heart 36 $20 when received from a provider that meets the requirements of the Dr.
Disease (TM) Ornish Program described in Chapter 4 under Habilitative and Rehabilitative
Therapy.
Habilitative and Rehabilitative Services 36 Your copayment amounts vary depending on the type of service or supply.
and Devices See copayment amounts listed in this chart for the service or supply you
receive.
Physical and Occupational Therapy - 37 None 30%
Inpatient
Physical and Occupational Therapy - 37 $10 30%

Outpatient

16
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Copayment Is

__________________________________________________________________|
Special Benefits for Men

= see page 13 more info. (Percentage copayments are based on eligible charges)
on
page: Participating Nonparticipating

Pulmonary Rehabilitation - Outpatient 37 $10 30%

Speech Therapy Services - Inpatient 37 None 30%

Speech Therapy Services - Outpatient 37 $10 30%

-
Special Benefits - Disease Management and
Preventive Services

Annual Preventive Health Evaluation 38 None 30%

(preventive visit)

Diabetes Prevention Program 38 None when received from a provider that meets the requirements of the
Diabetes Prevention Program as described in Chapter 4 under Special

Benefits — Disease Management and Preventive Services

Disease Management and Preventive 38 None Not Covered

Services Programs

Preventive Health Services 39 None 30%

Prostate Specific Antigen (PSA) Test 39 $30 30%

(screening)

Well-Being Services 39 Your copayment amounts vary depending on the type of service or supply.
See copayment amounts listed in this chart for the service or supply you

receive.

Well-Child Care Immunizations 39 None None

Well-Child Care Laboratory Tests 39 None 30%

Well-Child Care Physician Office Visits 40 None 30%

Delivery, and One Postpartum Visit

Erectile Dysfunction 40 Your copayment amounts vary depending on the type of service or supply.
See copayment amounts listed in this chart for the service or supply you
receive.
Vasectomy 40 $150 30%
-
Special Benefits for Women
Avrtificial Insemination 40 $150 30%
Breast Pump 40 None Not Covered
Contraceptive IUD 40 None 30%
Contraceptive Implants 40 None 30%
Contraceptive Injectables 40 None 30%
In Vitro Fertilization 40 Your copayment amounts vary depending on the type of service or supply.
See copayment amounts listed in this chart for the service or supply you
receive.
Maternity Care — Routine Prenatal Visits, 41 10% 30%
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Copayment Is

% =see page 13 more info. (Percentage copayments are based on eligible charges)
on
page: Participating Nonparticipating
Pregnancy Termination 41 10% 30%
Tubal Ligation 41 None 30%

|
Special Benefits for Homebound, Terminal, or
Long-Term Care

Case Management Services 41 Your copayment amounts vary depending on the type of service. See
copayment amounts listed in this chart for the service you receive.

Home Health Care 42 10% 30%
Hospice Services 42 None Not Covered
Supportive Care 42 None Not Covered

Behavioral Health - Mental Health and
Substance Abuse

Applied Behavior Analysis Rendered by a 43 None 30%
Behavior Analyst Recognized by Us
* Hospital and Facility Services — Inpatient 42 $350 per admissions 30%*

Hospital and Facility Services — 42 None 30%
Outpatient

Physician Services — Inpatient 42 None 30%
Physician Services — Outpatient 42 $10 30%
Psychological Testing — Inpatient 42 None 30%
Psychological Testing — Outpatient 42 None 30%

_______________________________________________________________|
Organ and Tissue Transplants

Corneal Transplant Surgery 44 10% 30%
Kidney Transplant Surgery 44 10% 30%
Organ Donor Services 44 10% 30%
Transplant Evaluation 44 None Not Covered
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You must get services from a provider that is an approved Blue Distinction Center for Transplants or is under contract with
us for the specific type of transplant you will get for these benefits to apply.

more
% =see page 13 info. Copayment Is

on . Contracting Noncontracting
page:
L

Other Organ and Tissue Transplants
Heart Transplants 44 None Not Covered
Heart and Lung Transplants 44 None Not Covered
Liver Transplants 44 None Not Covered
Lung Transplants 44 None Not Covered
Pancreas Transplants 45 None Not Covered
Simultaneous Kidney/Pancreas 45 None Not Covered
Transplants
Small Bowel and Multivisceral Transplants 45 None Not Covered
Stem-Cell Transplants (including Bone 45 None Not Covered
Marrow Transplants)
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Prescription Drugs and Supplies

This plan covers Prescription Drugs (including drugs to treat autism spectrum disorders, insulin and contraceptives) that are
listed in the HMSA Metallic Formulary. Except for specific drugs and supplies listed in this section, every drug on the plan’s
formulary is covered in one of the five cost-sharing tiers listed below. See Chapter 4: Description of Benefits for more

details.

Outpatient prescription drugs and supplies are covered only when approved by the FDA and prescribed by your Provider.

See Chapter 4: Description of Benefits for more details.

HMSA has contracted with selected providers to offer a maximum 90-day supply of prescription maintenance medications
available for pickup or by mail. Call your nearest HMSA office listed on the back cover of this Guide for a list of our 90-
Day at Retail Network or Mail Order Program contract providers.

- Copayment Is
* =see page 13 more . .
pag info. (Percentage copayments are based on eligible charges)
on
page: Participating Nonparticipating
Cost-Sharing Tiers

Tier 1 48 $5 $5 plus 20% of
remaining eligible charge

Tier 2 48 $10 $10 plus 20% of
remaining eligible charge

Tier 3 48 $25 plus $25 $25 plus $25

Tier 3 Cost Share Tier 3 Cost Share and
20% of remaining eligible charge

Tier 4 48 $150 Not Covered

Tier 5 48 $150 Not Covered

90-Day at Retail Network or Mail Order — 48 $10 Not Covered

Tier 1 (84 — 90 Days)

90-Day at Retail Network or Mail Order — 48 $20 Not Covered

Tier 2 (84 — 90 Days)

90-Day at Retail Network or Mail Order — 48 $50 plus $50 Not Covered

Tier 3 (84 — 90 Days) Tier 3 Cost Share

90-Day at Retail Network or Mail Order — 48 Not Covered Not Covered

Tier 4 (31 — 90 Days)

90-Day at Retail Network or Mail Order — 48 Not Covered Not Covered

Tier 5 (31 — 90 Days)

Chemotherapy — Oral Drugs

Oral Chemotherapy — Non-Specialty Drugs 48 None None
Oral Chemotherapy — Specialty Drugs 48 None Not Covered
90-Day at Retail Network or Mail Order — 48 None Not Covered

Oral Chemotherapy — Non-Specialty Drugs
(84 — 90 Days)

90-Day at Retail Network or Mail Order — 48
Oral Chemotherapy — Specialty Drugs (31
— 90 Days)

Not Covered

Not Covered

. ______________________________________
Contraceptives

Contraceptive — Diaphragms/Cervical 48
Caps

20

None

$10 per device
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Copayment Is

* = see page 13 more . .
pag info. (Percentage copayments are based on eligible charges)
on
page: Participating Nonparticipating
Contraceptive — Over-the-counter (OTC) 48 None $5 plus 20% of
remaining eligible charge
Contraceptive — Tier 1 48 None $5 plus 20% of
remaining eligible charge
Contraceptive — Tier 2 48 $10 $10 plus 20% of
remaining eligible charge
Contraceptive — Tier 3 48 $25 plus $25 $25 plus $25
Tier 3 Cost Share Tier 3 Cost Share and
20% of remaining eligible charge
90-Day at Retail Network or Mail Order — 48 None Not Covered
Contraceptive — Diaphragms/Cervical
Caps (84 — 90 Days)
90-Day at Retail Network or Mail Order — 48 None Not Covered
Contraceptive — Over-the-counter (OTC)
(84 — 90 Days)
90-Day at Retail Network or Mail Order — 48 None Not Covered
Contraceptive — Tier 1 (84 — 90 Days)
90-Day at Retail Network or Mail Order — 48 $20 Not Covered
Contraceptive — Tier 2 (84 — 90 Days)
90-Day at Retail Network or Mail Order — 48 $50 plus $50 Not Covered

Contraceptive — Tier 3 (84 — 90 Days)

Diabetic Supplies

Tier 3 Cost Share

Diabetic Supplies — Non-Preferred 48 $10 $10 plus 20% of
Formulary remaining eligible charge
Diabetic Supplies — Preferred Formulary 48 None None
90-Day at Retail Network or Mail Order — 48 $20 Not Covered
Diabetic Supplies — Non-Preferred
Formulary (84 — 90 Days)
90-Day at Retail Network or Mail Order — 48 None Not Covered
Diabetic Supplies — Preferred Formulary
(84 — 90 Days)

Spacers and Peak Flow Meters
Spacers and Peak Flow Meters 48 None None
90-Day at Retail Network or Mail Order — 48 None Not Covered
Spacers and Peak Flow Meters (84 — 90
Days)

U.S. Preventive Services Task Force

(USPSTF) Recommended Drugs
USPSTF recommended drugs 48 None 20% of eligible charge
90-Day at Retail Network or Mail Order — 48 None Not Covered
USPSTF recommended drugs (84 — 90
Days)
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Vision Care Services

Vision care services are covered only when services are rendered in connection with an eye exam for correction of a visual
defect and when the frame or lenses are required as a result of such exam and as described in Chapter 4. Pediatric vision
services are covered when provided to children through age 18.

Copayment Is

% = see page 13

more (Percentage copayments are based on eligible charges, except
info. where noted)
on
page: Participating Nonparticipating
Vision Care Services for Adults
Adult Routine Vision Exam 51 $10 All charges over $35
-
Vision Care Services for Adults — You may choose either prescription contact lenses or frames, subject to
Appliances the limits described in Chapter 4 under Vision Care Services for Adults —
Appliances
* Adult Contact Lenses 51 All charges over $150% All charges over $75
* Adult Frames 51 All charges over $150% All charges over $75
Adult Standard Size Lenses — Single 51 $10 All charges over $25
Vision
Adult Standard Size Lenses — Bifocal 51 $10 All charges over $40
Adult Standard Size Lenses — Trifocal or 51 $10 All charges over $55
Lenticular
-
Vision Care Services for Adults — Other Services below are covered in addition to covered prescription glasses or
Services contact lenses
Adult Standard Plastic Scratch — 51 None All charges over $5
Resistant Coating
Adult Standard Progressive Lenses 51 $10 All charges over $55
Pediatric Vision Care Services
Pediatric Routine Vision Exam 51 None All charges over $35

-
Pediatric Vision Care Services — Appliances You may choose either prescription lenses or contact lenses, one per
calendar year

Pediatric Contact Lenses 51 None All charges over $112
Pediatric Frames 51 None All charges over $60
Pediatric Standard Size Plastic Lenses — 51 None All charges over $25
Single Vision
Pediatric Standard Size Plastic Lenses — 51 None All charges over $40
Bifocal
Pediatric Standard Size Plastic Lenses — 51 None All charges over $55
Trifocal or Lenticular
.

Pediatric Vision Care Services — Other Services below are covered in addition to covered prescription glasses or

Services contact lenses
Pediatric Standard Contact Lens Fitting 51 None All charges over $40

and Follow-Up Visits

Pediatric Photochromic/Transitions 51 None Not Covered
Plastic Lenses
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Chapter 3: Summary of Benefits and Your Payment Obligations

Copayment Is

% = see page 13

more (Percentage copayments are based on eligible charges, except
info. where noted)
on
page: Participating Nonparticipating
Pediatric Standard Plastic Scratch- 51 None Not Covered
Resistant Coating
Pediatric Standard Polycarbonate Lenses 51 None Not Covered
Pediatric Standard Progressive Lenses 51 None All charges over $55
Pediatric Tinting 51 None Not Covered
Pediatric Ultraviolet (UV) Protective 51 None Not Covered
Coating
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Chapter 4: Description of Benefits
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| -
About this Chapter

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

Additional Coverage As may be required by law, including without limitation in response to State

Mandated by Law and/or Federal emergency declarations, this plan may provide expanded benefits
and coverage policies not described in this Guide. Up-to-date information related
to such circumstances, including emergency declarations, will be posted on our
website at www.hmsa.com.

Continuity of Care You may be eligible for continuity of care if you are a continuing care patient
receiving a course of treatment from a participating provider and one of the
following occurs:

« the contractual relationship between the participating provider and HMSA
1S terminated,;

- benefits provided under your plan with respect to the participating provider
are terminated because of a change in the terms of the participation of such
participating provider in such plan; or

« you are under a group health plan and the contract between such group
health plan and HMSA is terminated.
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Chapter 4: Description of Benefits

With respect to the above occurrences, the term “terminated” does not include a
termination of a contract for failure to meet applicable quality standards or for
fraud.

For more details, see Chapter 10: General Provisions, Continuity of Care.

Non-Assignment of Benefits for covered services described in this Guide cannot be transferred or
Benefits assigned to anyone. Any attempt to assign this coverage or rights to payment will
be void.

Hospital and Facility Services

Review of Inpatient Hospital Care

When your condition requires you to be an inpatient, we may work with your
provider to review your medical records to determine if payment determination
criteria are met. Inpatient reviews take place after admission and at set intervals
thereafter, until you are discharged from the facility. We also review discharge
plans for after-hospital care.

If payment determination criteria are not met, our nurse reviewer will discuss
your case with a physician consultant. If more details are needed, our nurse or
physician consultant may contact your attending physician.

If we inform you that you do not meet payment determination criteria for acute
inpatient care but you meet payment determination for skilled nursing, sub-acute,
or long-term acute care, you must transfer to the first available extended care
facility bed. If you do not transfer, you must pay all acute inpatient charges
beginning on the day we informed you that you no longer meet acute inpatient
payment determination criteria and an extended care facility bed became

available.
Ambulatory Surgical Covered, including:
Center (ASC) « operating rooms,
- surgical supplies,
« drugs,

« dressings,

- anesthesia services and supplies,
- oxygen,

« antibiotics,

« blood transfusion services,

« routine lab,

- x-ray related to surgery, and

- general nursing services.

Ambulatory Surgical Center is an outpatient facility that provides surgical
services without an overnight stay. This facility may be in a hospital or it may be
a separate independent facility.

Please note: Anesthesia for dental services are covered in accord with HMSA’s
medical policy on “Deep Sedation and General Anesthesia for Dental Services”
which can be found at www.hmsa.com. The medical policy provides detailed
coverage criteria for when services meet HMSA’s payment determination
criteria.

Extended Care Facility Covered in accord with HMSA’s medical policies. Information on our policies
(Skilled Nursing, Sub- can be found at www.hmsa.com.

Acute, and Long-Term . .
Acute Care Facilities) Room and board is covered, but only for semi-private rooms when all of the

following are true:
* You are admitted by your physician.
« Care is ordered and certified by your physician.
« Care is for skilled nursing care, sub-acute care, or long-term acute care
rendered in an extended care facility.
« Confinement is not primarily for comfort, convenience, a rest cure, or
domiciliary care.
« The confinement is not for custodial care.
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Benefit Limitation: Coverage for extended care facilities is limited to 120 days
per calendar year.

Services and supplies are covered, including:
- routine surgical supplies,
« drugs,
« dressings,
- oxygen,
- antibiotics,
« blood transfusion services,
- diagnostic and therapy services,
« regular and special diets, and
- general nursing services.

Please note: Services from out-of-state providers and from nonparticipating
providers must have precertification. See Chapter 5: Precertification.

Hospital Ancillary Covered, including:
Services « surgical supplies,
« hospital anesthesia services and supplies,
- diagnostic and therapy services,
e drugs,
« dressings,
- oxygen,
« antibiotics,
« hospital blood transfusion services,
« regular and special diets, and
- general nursing services.

Please note: Anesthesia for dental services are covered in accord with HMSA’s
medical policy on “Deep Sedation and General Anesthesia for Dental Services”
which can be found at www.hmsa.com. The medical policy provides detailed
coverage criteria for when services meet HMSA’s payment determination
criteria.

Hospital Room and Board Covered, including:

« Semi-Private Rooms. If you are hospitalized at a participating facility,

your copayment is based on the facility’s medical/surgical semi-private

room rate. If you are hospitalized at a nonparticipating facility, your

copayment is based on HMSA’s maximum allowable fee for semi-private

rooms. Also, you owe the difference between the nonparticipating

hospital’s room charge and HMSA’s maximum allowable fee for semi-

private rooms.

« Private Rooms.

At Participating Hospitals:
— If you are hospitalized in a participating facility with private rooms
only, your copayment is based on HMSA’s maximum allowable fee for
semi-private rooms.
— If you are hospitalized in a participating facility with semi-private and
private rooms or a BlueCard PPO facility, your copayment is based on
the facility’s medical/surgical semi-private room rate. Also, you owe
the difference between the facility’s charges for private and semi-
private rooms. Exception: If you are hospitalized for conditions
identified by HMSA as conditions that require a private room, your
copayment is based on the facility’s medical/surgical private room rate.
You may call HMSA for a list of these conditions.

At Nonparticipating Hospitals:
— If you are hospitalized in a nonparticipating facility, your copayment
is based on HMSA’s maximum allowable fee for semi-private rooms.
Also, you owe the difference between the facility’s private room charge
and HMSA’s maximum allowable fee for semi-private rooms.
Exception: 1f you are hospitalized for conditions identified by HMSA
as conditions that require a private room, your copayment is based on
HMSA's maximum allowable fee for private rooms. Also, you owe the
difference between the facility's private room charge and HMSA's
maximum allowable fee for private rooms. You may call HMSA for a
list of these conditions.
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Intensive Care
Unit/Coronary Care Unit

Intermediate Care Unit
Isolation Care Unit
Operating Room

Outpatient Facility

» Newborn nursery care. Covered for the baby's nursery care after birth in
accord with the time periods specified later in this chapter under Maternity
and Newborn Length of Stay.

Please note: Services at nonparticipating and out-of-state post-acute facilities
must be precertified. See Chapter 5: Precertification.

Covered.

Covered.
Covered.
Covered.

Covered, including but not limited to observation room and labor room.

Please note: Certain rehabilitation services outside the State of Hawaii must
have precertification. See Chapter 5: Precertification.

Emergency Services

Covered, but only to stabilize a medical condition that is accompanied by acute
symptoms of sufficient severity (including severe pain) that a prudent layperson
could reasonably expect the absence of immediate medical attention to result in:
« Serious risk to the health of the individual (or, with respect to a pregnant
woman, the health of the woman and her unborn child).
- Serious impairment to bodily functions.
« Serious dysfunction of any bodily organ or part.

Examples of an emergency include:
« chest pain or other heart attack signs,
* poisoning,

« loss of consciousness,

« convulsions or seizures,
« broken back or neck,

« heavy bleeding,

« sudden weakness on one side,
* severe pain,

« breathing problems,

- drug overdose,

- severe allergic reaction,
« severe burns, and

- broken bones.

Examples of non-emergen