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P BlueCross BlueShield To Use or Disclose
VAV / of Oklahoma Protected Health Information (PHI)

Standard Authorization Form

I. Individual (Name and information of person whose protected health information is being disclosed):

Name Date of Birth
Group # Identification/Subscriber # Social Security Number
Address City State Z1pP

Area Code & Telephone Number

II. Authorization and Purpose:
I request and authorize Blue Cross and Blue Shield of Oklahoma to disclose my protected health information as described
below. I understand that if the person/organization authorized to receive and use the information is not a health plan or
health care provider, the disclosed information may no longer be protected by federal privacy regulations.

Persons/Organizations authorized to receive your information Relationship Purpose

Address

City State Z1pP

ITI. Specific Description of Information to be Used or Disclosed
(Please complete Parts A and B in this Section) This Authorization CANNOT be used to disclose Psychotherapy Notes.

A. Release of Sensitive Protected Health Information Under State Law

You must check “yes”

or “no” if you authorize the release of medical information, test results, records

or communications specific to

(note: “yes” means this information is included in the categories you designate in Part B below):

Yes []

+ Human Immunodeficiency Virus (HIV) or HIV/Acquired Immune Deficiency Syndrome;
+ Sexually transmitted or communicable diseases (includes hepatitis, as well as venereal diseases); D
+ Drug, alcohol or substance abuse; No
*+ Mental health or developmental disabilities (including mental retardation or similar disabilities,
for example, those attributable to cerebral palsy, autism or neurological dysfunctions); and

+ Genetic testing.

B. Release of Protected Health Information (check one or more) Dates of Services

] Health Plan Benefit
Information

O Claims

] Service Determination
Information

1 Premium

[] Services from
(provider or supplier)

] Other

From: To:

Includes information contained in your benefit booklet (i.e.,
copayments, coinsurance, eligibility and other benefit information).

Includes information related to payment of your claims for service you

received, including pertinent information located on a claim form (i.e.,

billed amount, general procedure descriptions, claim payment or denial
reasons, etc.).

Includes any information related to pre-service, concurrent and
post-service decisions.

Includes information related to billing cycles, bank draft changes, etc.

Provider name:
(Includes information related to services rendered by a specific provider
or supplier.)

(Specify other information that is not listed in one of the categories above.)

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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IV. Expiration and Revocation

Expiration: This authorization will expire on (must choose one):

1 One year from the date it is signed 1 Other (insert date or event):

Right to Revoke: I understand that I may revoke this authorization at any time by giving written notice to the address listed
at the bottom of this form. I understand that revocation of this authorization will not affect any action the above named
entity took in reliance on this authorization before the above named entity received my written notice of revocation.

V. Signature (this document must be signed by the individual, parent of minor child or the individual’s personal representative):

I understand that this authorization is voluntary and that the health plan cannot condition my eligibility for benefits,
treatment, enrollment or payment of claims on the signing of this authorization. I understand that if I am signing on behalf of
a minor child, this authorization will expire upon the child reaching the age of 18, unless there is proof of legal guardianship.

Signature Date: month/day/year

If you are signing as a Power of Attorney, Legal Guardian, Executor or Administrator, complete the following and attach
a copy of the Legal documents. You do NOT have to attach copies of documents if they are already on file with Blue Cross
and Blue Shield of Oklahoma.

Personal Representative’s Name Relationship to Individual

Personal Representative’s Address City State Z1P

Personal Representative’s Area Code & Telephone Number

BEFORE RETURNING YOU SHOULD KEEP A COPY FOR YOUR RECORDS BY EITHER:

1. MAKING A PHOTOCOPY OF THIS SIGNED AUTHORIZATION; OR
2. COMPLETING AND SIGNING THE DUPLICATE AUTHORIZATION FORM YOU RECEIVED OR PRINTED

Mail your completed signed authorization to:
Blue Cross and Blue Shield of Oklahoma
P.O. Box 3238
Naperville, IL 60566-7238

If you need assistance completing the form, please contact our Member Service Department at

1-866-520-2507.



Prescription Drug Claim Form

See instructions on reverse.

P BlueCross BlueShield
N of Oklahoma

Patient Information

onmoer || | L]

sropnumber ||| || = [

Date of Birth ‘ ‘ ‘/‘ ‘ ‘/‘ ‘ ‘DMale 0 Female

Patient Name (First, Last)

Street Address

City State ZIP

Patient’s Relationship to Subscriber/Member:

1 Self 1 Spouse 1 Dependent

I certify that the information is correct and that the patient indicated above
is eligible for benefits. | have received the medications described herein
and authorize release of all information contained on this claim form to
Prime Therapeutics. | agree that any benefits payable hereunder for prescription
drugs are not assignable and that any assignment thereof shall be void. | further
represent that there has been no assignment of benefits hereunder.

I understand that Blue Cross and Blue Shield of Oklahoma use or disclosure
of individually identifiable health information, whether furnished by me or
obtained from other sources such as medical or pharmacy providers, shall
be in accordance with the federal privacy regulations under HIPAA (Health
Insurance Portability and Accountability Act of 1996). Any person who
knowingly presents a false or fraudulent claim for the payment of a loss is
guilty of a crime and may be subject to fines and confinement in state prison.

Patient/Subscriber/Member or Legal Representative Signature

Is this medication for an on-the-job-injury? ........ dYes [No

Do you have other insurance
for prescription medications? . . .................. 4 Yes 1 No

If yes, please provide
Name of other Insurance:

Policy Number:

Please include any pharmacy receipts related to this claim with this form.

Subscriber/Member Information

Name (First, Last)

Pharmacy Information

Pharmacy Name

Pharmacy Address

City State ZIP

X

Prescription Claim Information

Original pharmacy receipts are required. Please attach receipts
to space provided on the back of form. If receipts are not included,
please have pharmacist complete and sign the bottom of this form.

Was this prescription medication
purchased outside the U.S.A? .................. dYes [No

All fields below must be completed.
(Example on back of form.)
Call your pharmacist if you need assistance.

Date Filled ‘ ‘ / ‘ / ‘ ‘

Quantity Day Supply Djj

Name of Medication

1 RxNumber ‘ ‘ ‘

nocwumer || ||| [
(Your pharmacist can provide the NDC number identifying the drug.)

Prescription Cost $‘ ‘ ‘ ‘ “ ‘ ‘

s LT L]
HEEEEEEEE
(L]

patefied | | |/ | 1] ||

Quantity Day Supply Djj

Name of Medication

NPI Number

Balance Due

2 Rx Number ‘ ‘ ‘

wocwumser || [ 0L L L]
(YYour pharmacist can provide the NDC number identifying the drug.)

Prescription Cost $‘ ‘ ‘ ‘ “ ‘ ‘

s LT L]
HEREEEEEE
HEn

Date Filled ‘ ‘ / ‘ / ‘ ‘

Quantity Day Supply Djj

Name of Medication

NPI Number

Balance Due

3 Rx Number ‘ ‘ ‘

wocnumeer || | | [ L L[]
(Your pharmacist can provide the NDC number identifying the drug.)

Prescription Cost $‘ ‘ ‘ ‘ “ ‘ ‘

s L]

NPI Number

Balance Due

Signature of Pharmacist or Representative (Required only if original pharmacy receipts are not included.) Date



Pharmacy/Prescription Information

1. Use a separate claim form for each patient.
All information provided on or attached to this
claim form must be for the same patient.

2. Tape or glue pharmacy receipts in the spaces provided.
When you tape or glue your receipts, it is not necessary for
the receipts to fit exactly within the spaces provided. If the
taped or glued receipts overlap each other, be sure that all
information on each receipt is readable. Each receipt must
show:

* Patient Name

» Pharmacy Name/Address

* Total Charge

* Drug Name and NDC Number

* Quantity

* Fill Date

* Rx Number
» Days Supply

If any of your receipts do not have required information,
ask your pharmacist to provide you with the missing
information.

Write that information on your receipt(s). If not completed,
the claim will be sent back for the required information.

3. Call the customer service number on your ID card if you
have any questions.

4. Have your pharmacist call 800.821.4795 if he/she has
any questions.
5. Send completed form to:

Prime Therapeutics
P.O. Box 14624

» NPl Number Lexington, KY 40512-4624
EXAMP,L,E . Is this prescription claim for a compound medication?
of how to complete the Prescription Drug Claim Form. OYes O No
1 RxNumber ‘ 0‘ 0‘ 0‘ 0‘ 0‘ ) ‘ 0‘ 1 ‘ ! ‘ 4 ‘ s ‘ ! ‘ Note: If yes, make sure your pharmacist completes the

Date Filled ‘0"‘/"‘2‘/‘0‘5‘

Day Supply

B "
Name of Medication D"“j’ Name

Quantity 30

NDC Number ‘0‘0"‘2‘3‘4‘5‘6"?‘3‘1‘
(Your pharmacist can provide the NDC number identifying the drug.)

NPI Number “7‘2"‘5‘2‘4""‘4"3‘

Prescription Cost $‘ ‘2‘0‘5‘ : ‘ ' ‘4‘

Balance Due $‘ ‘2‘0‘5"‘|‘4‘
Rx 1

Pharmacy Receipts Only

Tape or glue one pharmacy receipt in this space.
If you prefer, staple your receipts to the top of this form.

Keep a copy of your receipt(s) for your records.

information below.

Compound Information:
If a compound prescription, please enter all information
per drug used.

Compound Prescriptions
For pharmacy use only

NDC Number  Drug Ingredient Quantity Charge

Rx 2

Pharmacy Receipts Only

Tape or glue one pharmacy receipt in this space.
If you prefer, staple your receipts to the top of this form.

Keep a copy of your receipt(s) for your records.

On behalf of Blue Cross and Blue Shield of Oklahoma, PrimeMail mail order pharmacy services are provided by Prime Therapeutics, a Blues-focused
pharmacy benefit management company. Prime Therapeutics is owned by 10 Blue Cross and Blue Shield Plans, including Health Care Service Corporation.
Blue Cross and Blue Shield of Oklahoma is a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent

Licensee of the Blue Cross and Blue Shield Association.

3272 OK © Prime Therapeutics LLC 01/12



P BlueCross BlueShield
N of Oklahoma

1215 S. Boulder | PO.Box3283 | Tulsa, OK 74102-3283

HEALTH BENEFITS CLAIM FORM
SEE INSTRUCTIONS ON REVERSE SIDE

PATI E NT I N FO R MATI O N A SEPARATE CLAIM FORM MUST BE COMPLETED FOR EACH PATIENT

LAST NAME OF PATIENT FIRST MIDDLE INITIAL SEX RELATIONSHIP TO MEMBER DATE OF BIRTH ummpyvy)
oM 0OF

MEMBER INFORMATION

LAST NAME OF MEMBER FIRST MIDDLE INITIAL | EMPLOYER

MEMBER'S ADDRESS (STREET, CITY, STATE, ZIP CODE)

I DE NTI FI CATI O N N U M BE R COPYTHIS FROMYOUR BLUE CROSS AND BLUE SHIELD IDENTIFICATION CARD

IDENTIFICATION NUMBER (FROM BLUE CROSS AND BLUE GROUP NUMBER
SHIELD CARD)
ACCIDENT INFORMATION
IS CLAIM FOR ACCIDENTAL INJURY? WAS ACCIDENTAL INJURY WORK RELATED? DATE OF ACCIDENTAL INJURY
O YES O NO O YES O NO

WHERE DID THE ACCIDENTAL INJURY OCCUR?

DESCRIBE THE TYPE OF ACCIDENTAL INJURY

DESCRIPTION OF ILLNESS

BRIEFLY DESCRIBE THE CONDITIONS FOR WHICH SERVICES WERE RENDERED OR DRUGS PRE-
SCRIBED

OTHER INSURANCE INFORMATION

DOES PATIENT HAVE OTHER HEALTH INSURANCE? COVERAGE IS: MEDICARE?
O YES O NO O SINGLE [O FAMILY O YES O NO
POLICY HOLDER'S NAME OTHER INSURANCE CARRIER'S NAME POLICY NUMBER EFFECTIVE DATE OF COVERAGE v/
OTHER INSURANCE CARRIER'S OTHER INSURANCE CARRIER'S ADDRESS
PHONE NUMBER

AG REE M E NT AN D S I G NATU RE O F M E M BE R CLAIMWILL NOT BE ACCEPTED WITHOUT SIGNATURE OF MEMBER

| certify that the above information is correct and that the bills attached were incurred by the patient listed above. | authorize any
medical professional, hospital, medical or medically related facility, pharmacy, government agency, insurance company or other
person or firm to provide Blue Cross and Blue Shield information, including copies of records, concerning advice, care or treatment
provided the patient above including, without limitation, information relating to mental illness, use of drugs or alcohol, upon
presentation of a photocopy of this signed authorization. | understand that such information will be used by Blue Cross and

Blue Shield for the purpose of evaluating a claim for insurance benefits for services provided to the patient named above, |
understand that | or any authorized representative will receive a copy of this authorization upon request. This authorization is valid
from the date signed until revoked in writing.

MEMBER'S SIGNATURE MEMBER'S DAYTIME PHONE NUMBER DATE SIGNED m/ooyvy

3.004 (04/06)
A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association.
“Registered Marks Blue Cross and Blue Shield Association.



Follow these steps for fast, efficient service!

1. Please remember to present your Blue Cross and Blue Shield of Oklahoma identification card whenever you receive
health care services.

2. Claims for both inpatient and outpatient hospital services must be submitted by the hospital directly to Blue Cross
and Blue Shield of Oklahoma.

3. Physicians and certain other health care providers who are members of Blue Cross and Blue Shield of Oklahoma's
participating provider network (PAR-NET, PPO, Primary Care Physician) also will file your claim for you. If your doctor
or other health care provider files your claim, it's important NOT to file the same claim yourself. Duplicate
claims will delay processing.

4. If you need to file your own claim, please complete the reverse side of this form. You can help us avoid processing
delays by answering all the questions completely. Be sure to complete a separate claim form for EACH patient.

5. Do you have other group health insurance or Medicare?
If so, and the other insurance carrier is primary (meaning that carrier pays first), you will need to file the claim with
that carrier first. After you receive an “Explanation of Benefits” form from the other carrier (or Medicare), send a copy
of it, copies of your itemized medical statements and a completed claim form to Blue Cross and Blue Shield of
Oklahoma for processing.

6. Always remember to include an itemized statement from your physician or other health care provider. Be sure
to keep a copy for your files. Balance due statements, payments on account, cancelled checks, receipts and ledger
cards are not accepted.

Statements for medical care should include:

Provider's name, address and telephone number

Full name of patient (bills listing only the party responsible for payment are not acceptable)

Place where service was rendered (hospital, emergency room, physician’s office)

Diagnosis of iliness or accidental injury for each service rendered (if accidental injury, give the date it occurred)
Date, description and charge for each service rendered

Statements for prescription drugs should include:

m Name and address of pharmacy

Full name of patient

Date of purchase

Name of drug purchased and prescription number

Total charge for each prescription

A diagnosis of illness for which each drug was prescribed is required on “Description of lliness” section on
front of claim form; a separate statement is required for each drug; cash register/credit card receipts or
personal listings of drugs purchased cannot be accepted.

Statements for ambulance service should include:

Date the service was rendered

Base rate and mileage

Place where patient was picked up and final destination

Date of admittance to hospital

Indicate if the ambulance service was due to accidental injury. If so, provide the date of the accidental injury
If not accidental injury related, type of iliness

Statements for rental/purchase of durable medical equipment should include:

m The charge for equipment and whether it is being purchased or rented. (The cost to purchase the equipment
should also be indicated on a rental claim. If the equipment is for long-term use, please remember that rental of
durable medical equipment is paid only up to the purchase price of the equipment.)

m Prescription and letter of medical necessity from the attending physician which includes the length of time the
equipment will be medically necessary.

7. If you have questions or would like to report a change of address, please call a Blue Cross and Blue Shield of
Oklahoma Customer Service Representative in Tulsa at (918) 560-3500 or in Oklahoma City at (405) 841-9596. Call
Monday through Friday from 9 a.m. to 4:30 p.m.

8. Please mail claim forms and statements to:
BLUE CROSS AND BLUE SHIELD OF OKLAHOMA



NOTICE CONCERNING COVERAGE
LIMITATIONS AND EXCLUSIONS UNDER THE
OKLAHOMA LIFE AND HEALTH INSURANCE

GUARANTY ASSOCIATION ACT

Residents of Oklahoma who purchase life insurance, annuities or health insurance should know that
the insurance companies licensed in this state to write these types of insurance are members of the
Oklahoma Life and Health Insurance Guaranty Associations. The purpose of this Association is to
assure that policyholders will be protected, within limits, in the unlikely event that a member insurer
becomes financially unable to meet its obligations. If this should happen, the Guaranty Association
will assess its’ other member insurance companies for the money to pay the claims of insured persons
who live in this state and, in some cases, to keep coverage in force. The valuable extra protection
provided by these insurers through the Guaranty Association is not unlimited, however. And, as noted
in the box below, this protection is not a substitute for consumers’ care in selecting companies that are
well-managed and financially stable.

The Oklahoma Life and Health Insurance Guaranty Association may not provide
coverage for this policy. If coverage is provided, it may be subject to substantial
limitations or exclusions, and require continued residency in Oklahoma. You
should not rely on coverage by the Oklahoma Life and Health Insurance Guaranty
Association in selecting an insurance company or in selecting an insurance policy.

Coverage is NOT provided for your policy or any portion of it that is not
guaranteed by the insurer or for which you have assumed the risk, such as a
variable contract sold by prospectus.

Insurance companies or their agents are required by law to give or send
you this notice. However, insurance companies and their agents are prohibited
by law from using the existence of the Guaranty Association to induce you to
purchase any kind of insurance policy.

The Oklahoma Life and Health Insurance Guaranty Association
201 Robert S. Kerr, Suite 600
Oklahoma City, Oklahoma 73102

Oklahoma Department of Insurance

P.O. Box 53408, Oklahoma City, Oklahoma 73152-3408

The state law that provides for this safety-net coverage is called the Oklahoma Life and Health
Insurance Guaranty Association Act. Below is a brief summary of this law’s coverages, exclusions
and limits. This summary does not cover all provisions of the law; nor does it in any way change
anyone’s rights or obligations under the act or the rights or obligations of the Guaranty Association.

(please turn to back of page)



COVERAGE

Generally, individuals will be protected by the Oklahoma Life and Health Insurance Guaranty
Association if they live in this state and hold a life or health insurance contract, or an annuity, or if they
are insured under a group insurance contract, issued by a member insurer. The beneficiaries, payees or
assignees of insured persons are protected as well, even if they live in another state.

EXCLUSIONS FROM COVERAGE

However, persons holding such policies are not protected by this Association if:

. they are eligible for protection under the laws of another state (this may occur when the
insolvent insurer was incorporated in another state whose Guaranty Association protects
insureds who live outside that state);

. the insurer was not authorized to do business in this state;

. their policy was issued by an HMO, a fraternal benefit society, a mandatory state pooling plan,
a mutual assessment company or similar plan in which the policyholder is subject to future
assessments, or by an insurance exchange.

The Association also does not provide coverage for:

. any policy or portion of a policy which is not guaranteed by the insurer or for which the
individual has assumed the risk, such as a variable contract sold by prospectus;

. any policy of reinsurance (unless an assumption certificate was issued);

. interest rate yields that exceed an average rate;

. dividends;

. credits given in connection with the administration of a policy by a group contract holder;

. employers’ plans to the extent they are self-funded (that is, not insured by an insurance
company, even if an insurance company administers them);

. unallocated annuity contracts (which give rights to group contract holders, not individuals).

LIMITS ON AMOUNT OF COVERAGE

The act also limits the amount the Association is obligated to pay out: The Association cannot pay
more than what the insurance company would owe under a policy or contract. Also, for any one
insured life, the Association will pay a maximum of $300,000 — no matter how many policies and
contracts there were with the same company, even if they provided different types of coverage. Within
this overall $300,000 limit, the Association will not pay more than $100,000 in cash surrender values,
$300,000 in health insurance benefits, $300,000 in present value of annuities, or $300,000 in life
insurance death benefits — again, no matter how many policies and contracts there were with the same
company, and no matter how many different types of coverages.




BLUE HEALTH PLANS OF OKLAHOMA

v' Health Check HSA

Certificate of Benefits

ZTN BlueCross BlueShield
(700 of Oklahoma

1215 South Boulder * P. O. Box 3283 ¢ Tulsa, OK 74102-3283

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association
®Registered Marks Blue Cross and Blue Shield Association
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Certificate

This Certificate is issued according to the terms of the Group Contract. It contains the principal provisions of

the Contract and its Schedule of Benefits. In the event of conflict between the Contract and this Certificate, the
terms of the Contract will prevail.

If a word or phrase starts with a capital letter, it has a special meaning in this Certificate. It is defined in the
Definitions section, where used in the text, or it is a title.

Blue Cross and Blue Shield of Oklahoma (called the Plan, we, us, or our) having issued a Group Contract to the
Financial Institution, certifies that all persons who have:

e applied for coverage under the Contract;

e paid for the coverage;

e satisfied the conditions specified in the Eligibility, Enrollment, Changes, and Termination section; and
e Dbeen approved by the Plan;

are covered by the Group Contract. Covered persons are called Subscribers (or you, your).

Beginning on your Effective Date, we agree to provide you the Benefits described in the Contract.

President of Blue Cross and Blue Shield of Oklahoma

Your Subscriber Identification Number:

WARNING: ANY PERSON WHO KNOWINGLY, AND WITH INTENT TO INJURE,
DEFRAUD OR DECEIVE ANY INSURER, MAKES ANY CLAIM FOR THE PROCEEDS OF

AN INSURANCE POLICY CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING
INFORMATION IS GUILTY OF A FELONY.




Introduction

Your Health Check HSA coverage is designed to be a "high deductible health plan" as described in the

Internal Revenue Code (IRC) provisions governing Health Savings Accounts (HSAs). If you are eligible for the
tax treatment of Health Savings Account (HSA) contributions and distributions (in accordance with IRC
regulations), you may elect to establish and maintain an HSA to cover "qualified medical expenses" not covered
under this Certificate.

How HEALTH CHECK HSA WORKS
If you elect to take full advantage of the Health Check HSA program, you will need to establish two accounts:

e The first account necessary to participate under this program is your regular checking or savings account,
established and maintained at the participating Financial Institution through which you are enrolled. When
you become a Member under Health Check HSA, your premiums are paid automatically, with your
authorization, through monthly deductions from your checking or savings account. These deductions are
shown on your regular account statements.

Blue Cross and Blue Shield of Oklahoma dues are deducted from your checking or savings account on the
first day of each month, or the 15th of the month if you select this payment option. If your premium due
date falls on a weekend or holiday, your premiums will be deducted on the following business day. Be sure
to enter the transaction in your checking or savings account book.

e Ifyou elect to establish a Health Savings Account (HSA), you will need to open a second account at a bank,
insurance company, or other entity specifically approved by the Internal Revenue Service (IRS) as an HSA
trustee. When you enroll under Health Check HSA, you will be given information to help you establish a
Health Savings Account. You may choose any financial institution you wish to establish your HSA. Please
read your account agreement information carefully to be advised of eligibility and other HSA requirements.
Funds in the HSA may be used to help pay your Deductible, Coinsurance or other qualified medical
expenses not covered under your Health Check HSA coverage.

To be eligible to establish and maintain a Health Savings Account, you must meet the requirements in the
regulations established by the Internal Revenue Service. In order to participate in a Health Savings
Account:

—  You cannot be claimed as a dependent under another person's income tax return; and

—  You cannot be covered by a health plan, other than a qualifying high deductible health plan, which
provides any of the same benefits as this Health Check HSA plan.

To qualify under the IRC, your coverage must impose a specified minimum annual Deductible and a maximum
Out-of-Pocket Limit. These amounts may be adjusted by the United States Treasury and the Internal Revenue
Service to reflect cost-of-living increases. If these cost-of-living adjustments result in a change to your
Deductible or Out-of-Pocket Limit under this coverage, you will receive written notice from the Plan.

You are solely responsible for making sure your HSA arrangement complies with the Internal Revenue Code.
Blue Cross and Blue Shield of Oklahoma assumes no responsibility or liability in the event the Internal Revenue
Service or any other regulatory or enforcement agency finds that you have failed to comply with these
requirements.

Keep in mind that Health Savings Accounts and high deductible health plans are subject to rules set out in the
IRC and Internal Revenue Service regulations, and can be affected by changes in the IRC and regulations and by
any regulatory or judicial interpretations. You are strongly encouraged to seek the advice of a qualified tax
counselor before establishing and using an HSA, and to help resolve any questions you might have about the
appropriate use of the account after it is established.



How YOUR HEALTH CHECK HSA PREMIUM IS DETERMINED

Health Check HSA, like other insurance coverage, is experience rated. This means that premiums are
determined by the actual claims experience of the Health Check HSA Group. And claims experience is a direct
result of the cost of medical care, the number of people who use that care, and how much of it they use. In other
words, the more care you use (and others in your Health Check HSA "Group" use) and the more expensive that
care is, the higher everyone's premiums must be to cover benefit payments.

Blue Cross and Blue Shield of Oklahoma computes premiums for your Health Check HSA coverage in a way
that is fair and equitable for all Members of the Group. These premiums may be adjusted periodically for the
entire Health Check HSA Group.

In addition, premiums will change as you and your Dependents change age categories. These adjustments are
effective on the first day of the month in which the Subscriber's birthday occurs.



Important Information

P LEASE READ THIS SECTION CAREFULLY! It explains the role the Blue Cross and Blue Shield of Oklahoma

BlueChoice PPO and BlueCard PPO Provider networks play in your health care coverage. It also explains
important cost containment features in your health care program. Together, these features allow you to receive
quality health care in cost-effective settings, while helping you experience lower out-of-pocket expenses.

By becoming familiar with these programs, you will be assured of receiving the maximum Benefits possible
whenever you need to use your health care services.

THE BLUECHOICE PPO PROVIDER NETWORK

Health Check HSA is a Preferred Provider Organization (PPO) plan that offers a wide selection of network
doctors and Hospitals. Blue Cross and Blue Shield of Oklahoma has negotiated special agreements with
Hospitals, Outpatient facilities, doctors and other health care Providers from many specialties. These
participating health care professionals work with Blue Cross and Blue Shield of Oklahoma to help keep down
the cost of health care. Although you are free to choose any health care Provider for your services, your Health
Check HSA coverage will provide the highest level of Benefits if you use a BlueChoice PPO Provider whenever
possible.

BlueChoice PPO Providers are not employees, agents or other legal representatives of Blue Cross and
Blue Shield of Oklahoma.

How YOUR BLUECHOICE PPO COVERAGE WORKS

The Health Check Select Care program is designed to give Subscribers some control over the cost of their own
health care. Subscribers continue to have complete freedom of choice in their Provider selection. However, the
program offers considerable financial advantages to Subscribers who choose to use a BlueChoice PPO Provider.

The BlueChoice PPO program operates around a group of Hospitals, Physicians and other Providers who have
agreed to charge no more than a reasonable, predetermined fee for their services. When Subscribers use these
BlueChoice PPO Providers, they will have less out-of-pocket expense.

In contrast, when care is received from a Physician who is not a member of the BlueChoice PPO Provider
Network, a reduced payment percentage applies to most Covered Services.

Important: Keep in mind that all Covered Services (including ancillary services such as x-ray and
laboratory services, anesthesia, etc.) must be performed by a BlueChoice PPO or BlueCard PPO Provider in

order to receive the highest level of Benefits under this Certificate. If your Physician prescribes these
services, request that he/she refer you to a BlueChoice PPO Provider whenever possible.

BLUETRADITIONAL PARTICIPATING PROVIDER NETWORK

Through special arrangements with Blue Cross and Blue Shield of Oklahoma, many Oklahoma Hospitals,
Physicians, and other Providers outside the BlueChoice PPO Provider network have also agreed to work
together to help hold the line on health care cost increases. Although your Benefits will be reduced when you



do not use BlueChoice PPO Providers, using a BlueTraditional Provider offers some of the same advantages
available to you within the BlueChoice PPO Provider network:

e A BlueTraditional Provider will file your claims for you (just as a BlueChoice PPO Provider would do).
e Payment for Covered Services will be sent directly to the BlueTraditional Provider.

e BlueTraditional Providers have agreed to charge Plan Subscribers no more than a "Maximum
Reimbursement Allowance" for Covered Services. If your BlueTraditional Provider charges more than our
allowance for Covered Services, you aren't responsible for the difference. However, you will be
responsible for the difference, if any, between the BlueTraditional allowance and the "Allowable
Charge' which a BlueChoice PPO Provider would have accepted for the same services.

SELECTING A PROVIDER

There are several ways to find out whether or not a Hospital, Physician, or other Provider is a BlueChoice PPO
Provider.

Upon enrollment, you will receive a directory of BlueChoice PPO Providers at no charge to you. BlueChoice
PPO Providers are listed alphabetically and by specialty. The directory also indicates the Hospitals where each
BlueChoice PPO Physician practices. A listing of Oklahoma BlueChoice PPO Providers is also available on-
line through the Blue Cross and Blue Shield of Oklahoma Web site at www.bcbsok.com.

Although every effort is made to provide an accurate listing of network Providers, additions and deletions
will occur. Therefore, you should check with Blue Cross and Blue Shield of Oklahoma or the Provider to be
sure of the Provider's BlueChoice PPO status.

When you call Blue Cross and Blue Shield of Oklahoma, ask our Customer Service Representative whether or
not the Provider is a BlueChoice PPO Provider. In the Tulsa area, call (918) 560-3535, and in Oklahoma City,
call (405) 841-9596. In other areas, simply call our toll-free number: 1-800-94 BLUES (1-800-942-5837).

Of course, you may ask the Provider directly if they are a BlueChoice PPO Provider. Be sure they understand
you are inquiring about the Blue Cross and Blue Shield of Oklahoma BlueChoice PPO Provider network.

THE BLUECARD PPO PROGRAM

As a Blue Cross and Blue Shield Plan Member, you enjoy the convenience of carrying your Identification Card
— The BlueCard. The BlueCard Program allows you to use a Blue Cross and Blue Shield PPO Physician or
Hospital outside the state of Oklahoma and to receive the advantages of PPO benefits and savings.

e Finding a PPO Physician or Hospital

When you're outside of Oklahoma and you need to find information about a Blue Cross and Blue Shield
PPO Physician or Hospital, just call the BlueCard Doctor and Hospital Information Line at 1-800-810-
BLUE (2583), or you may refer to the BlueCard Doctor and H