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SECTION 1 Introduction
| Section 1.1 This chapter focuses on ending your membership in our plan

Ending your membership in Medicare Blue (PPO) may be voluntary (your own choice) or
involuntary (not your own choice):

e You might leave our plan because you have decided that you want to leave.

o There are only certain times during the year, or certain situations, when you may
voluntarily end your membership in the plan. Section 2 tells you when you can
end your membership in the plan.

0 The process for voluntarily ending your membership varies depending on what
type of new coverage you are choosing. Section 3 tells you how to end your
membership in each situation.

e There are also limited situations where you do not choose to leave, but we are required to
end your membership. Section 5 tells you about situations when we must end your
membership.

If you are leaving our plan, you must continue to get your medical care and prescription drugs
through our plan until your membership ends.

SECTION 2 When can you end your membership in our plan?

You may end your membership in our plan only during certain times of the year, known as
enrollment periods. All members have the opportunity to leave the plan during the Annual
Enrollment Period and during the Medicare Advantage Open Enrollment Period. In certain
situations, you may also be eligible to leave the plan at other times of the year.

Section 2.1 You can end your membership during the Annual Enrollment
Period

You can end your membership during the Annual Enrollment Period (also known as the
“Annual Coordinated Election Period”). This is the time when you should review your health
and drug coverage and make a decision about your coverage for the upcoming year.

¢ When is the Annual Enrollment Period? This happens every year from November
15 to December 31.

e What type of plan can you switch to during the Annual Enrollment Period?
During this time, you can review your health coverage and your prescription drug
coverage. You can choose to keep your current coverage or make changes to your
coverage for the upcoming year. If you decide to change to a new plan, you can
choose any of the following types of plans:
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o0 Another Medicare Advantage plan. (You can choose a plan that covers
prescription drugs or one that does not cover prescription drugs.)

Original Medicare with a separate Medicare prescription drug plan.
— or — Original Medicare without a separate Medicare prescription drug plan.

Note: If you disenroll from a Medicare prescription drug plan and go without
creditable prescription drug coverage, you may need to pay a late enrollment
penalty if you join a Medicare drug plan later. (“Creditable” coverage means
the coverage is at least as good as Medicare’s standard prescription drug
coverage.)

When will your membership end? Your membership will end when your new
plan’s coverage begins on January 1.

Section 2.2 You can end your membership during the Medicare Advantage

Open Enrollment Period, but your plan choices are more
limited

You have the opportunity to make one change to your health coverage during the Medicare
Advantage Open Enrollment Period.

When is the Medicare Advantage Open Enrollment Period? This happens every
year from January 1 to March 31.

What type of plan can you switch to during the Medicare Advantage Open
Enrollment Period? During this time, you can make one change to your health plan
coverage. However, you may not add or drop prescription drug coverage during this
time. Since you are currently enrolled in a Medicare Advantage plan with prescription
drug coverage, this means that you can enroll in either:

o0 Another Medicare Advantage plan with prescription drug coverage.

0 -or - Original Medicare and a separate Medicare prescription drug plan.

What type of plan can you switch to during the Medicare Advantage Open
Enrollment Period? During this time, you can make one change to your health plan
coverage. However, you may not add or drop prescription drug coverage during this
time. Since you are currently enrolled in a Medicare Advantage plan that does not
include prescription drug coverage, this means that you can enroll in either:
0 Another Medicare Advantage plan that does not include prescription drug
coverage.
0 —or—Original Medicare. (You cannot enroll in a separate prescription drug
plan during the Medicare Advantage Open Enrollment Period.)

When will your membership end? Your membership will end on the first day of the
month after we get your request to change plans.
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Section 2.3 In certain situations, you can end your membership during a
Special Enrollment Period

In certain situations, members of Medicare Blue (PPO) may be eligible to end their membership
at other times of the year. This is known as a Special Enrollment Period.

e Who is eligible for a Special Enrollment Period? If any of the following situations
apply to you, you are eligible to end your membership during a Special Enrollment
Period. These are just examples, for the full list you can contact the plan, call
Medicare, or visit the Medicare Web site (http://www.medicare.gov):

0 Usually, when you have moved.

o Ifyou have Medicaid.

o If you are eligible for Extra Help with paying for your Medicare prescriptions.
o Ifyou live in a facility, such as a nursing home.

e When are Special Enrollment Periods? The enrollment periods vary depending on
your situation.

¢ What can you do? If you are eligible to end your membership because of a special
situation, you can choose to change both your Medicare health coverage and
prescription drug coverage. This means you can choose any of the following types of
plans:

0 Another Medicare Advantage plan. (You can choose a plan that covers
prescription drugs or one that does not cover prescription drugs.)

Original Medicare with a separate Medicare prescription drug plan.
— or — Original Medicare without a separate Medicare prescription drug plan.

Note: If you disenroll from a Medicare prescription drug plan and go without
creditable prescription drug coverage, you may need to pay a late enrollment
penalty if you join a Medicare drug plan later. (“Creditable” coverage means
the coverage is at least as good as Medicare’s standard prescription drug
coverage.)

e When will your membership end? Your membership will usually end on the first
day of the month after we receive your request to change your plan.

Section 2.4 Where can you get more information about when you can end
your membership?

If you have any questions or would like more information on when you can end your
membership:
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e You can call Customer Service (phone numbers are on the cover of this booklet).
e You can find the information in the Medicare & You 2010 handbook.

o Everyone with Medicare receives a copy of Medicare & You each fall. Those
new to Medicare receive it within a month after first signing up.

0 You can also download a copy from the Medicare Web site
(http://lwww.medicare.gov). Or, you can order a printed copy by calling
Medicare at the number below.

e You can contact Medicare at 1-800-MEDICARE (1-800-633-4227) 24 hours a day, 7
days a week. TTY users should call 1-877-486-2048.

SECTION 3 How do you end your membership in our plan?

Section 3.1 Usually, you end your membership by enrolling in another
plan

Usually, to end your membership in our plan, you simply enroll in another health plan during one
of the enrollment periods (see Section 2 for information about the enroliment periods). One
exception is when you want to switch from our plan to Original Medicare without a Medicare
prescription drug plan. In this situation, you must contact Medicare Blue (PPO) Customer
Service and ask to be disenrolled from our plan.

The table below explains how you should end your membership in our plan.

If you would like to switch This is what you should do:
from our plan to:

e Another Medicare Advantage e Enroll in the new Medicare Advantage
plan. plan.

You will automatically be disenrolled
from Medicare Blue (PPO) when your
new plan’s coverage begins.

e Original Medicare with a e Enroll in the new Medicare prescription
separate Medicare drug plan.

prescription drug plan. You will automatically be disenrolled

from Medicare Blue (PPO) when your
new plan’s coverage begins.
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If you would like to switch This is what you should do:

from our plan to:

e Original Medicare without a e Contact Customer Service and ask to
separate Medicare be disenrolled from the plan (phone
prescription drug plan. numbers are on the cover of this

booklet).

e You can also contact Medicare, at 1-
800-MEDICARE (1-800-633-4227) and
ask to be disenrolled. TTY users should
call 1-877-486-2048.

e You will be disenrolled from Medicare
Blue (PPO) when your coverage in
Original Medicare begins.

SECTION 4 Until your membership ends, you must keep getting
your medical services and drugs through our plan

Section 4.1 Until your membership ends, you are still a member of our
plan

If you leave Medicare Blue (PPO), it may take time before your membership ends and your new
Medicare coverage goes into effect. (See Section 2 for information on when your new coverage
begins.) During this time, you must continue to get your medical care and prescription drugs
through our plan.

e You should continue to use our network pharmacies to get your prescriptions filled
until your membership in our plan ends. Usually, your prescription drugs are only
covered if they are filled at a network pharmacy including through our mail-order
pharmacy services.

e If you are hospitalized on the day that your membership ends, you will usually be
covered by our plan until you are discharged (even if you are discharged after your
new health coverage begins).
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SECTION 5 Medicare Blue (PPO) must end your membership in

the plan in certain situations

| Section 5.1 When must we end your membership in the plan?

Medicare Blue (PPO) must end your membership in the plan if any of the following
happen:

If you do not stay continuously enrolled in Medicare Part A and Part B.
If you move out of our service area for more than six months.

o If you move or take a long trip, you need to call Customer Service to find out if
the place you are moving or traveling to is in our plan’s area.

If you lie about or withhold information about other insurance you have that provides
prescription drug coverage.

If you intentionally give us incorrect information when you are enrolling in our plan and
that information affects your eligibility for our plan.

If you continuously behave in a way that is disruptive and makes it difficult for us to
provide medical care for you and other members of our plan.
o0 We cannot make you leave our plan for this reason unless we get permission from
Medicare first.
If you let someone else use your membership card to get medical care.
o If we end your membership because of this reason, Medicare may have your case
investigated by the Inspector General.
If you do not pay the plan premiums for one month.

0 We must notify you in writing that you have one month to pay the plan premium
before we end your membership.

Where can you get more information?

If you have questions or would like more information on when we can end your membership:

You can call Customer Service for more information (phone numbers are on the cover
of this booklet).
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Section 5.2 We cannot ask you to leave our plan for any reason related to
your health

What should you do if this happens?

If you feel that you are being asked to leave our plan because of a health-related reason, you
should call Medicare at 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-
486-2048. You may call 24 hours a day, 7 days a week.

Section 5.3 You have the right to make a complaint if we end your
membership in our plan

If we end your membership in our plan, we must tell you our reasons in writing for ending your
membership. We must also explain how you can make a complaint about our decision to end
your membership. You can also look in Chapter 9, Section 10 for information about how to make
a complaint.
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SECTION 1 Notice about governing law

Many laws apply to this Evidence of Coverage and some additional provisions may apply
because they are required by law. This may affect your rights and responsibilities even if the
laws are not included or explained in this document. The principal law that applies to this
document is Title XVI1II of the Social Security Act and the regulations created under the Social
Security Act by the Centers for Medicare & Medicaid Services, or CMS. In addition, other
Federal laws may apply and, under certain circumstances, the laws of the state you live in.

SECTION 2 Notice about nondiscrimination

We don’t discriminate based on a person’s race, disability, religion, sex, health, ethnicity, creed,
age, or national origin. All organizations that provide Medicare Advantage Plans, like our plan,
must obey Federal laws against discrimination, including Title VI of the Civil Rights Act of
1964, the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, the Americans with
Disabilities Act, all other laws that apply to organizations that get Federal funding, and any other
laws and rules that apply for any other reason.

SECTION 3 Notice about third-party liability (subrogation right)

“Subrogation” means that BlueCross BlueShield of South Carolina (BlueCross) is allowed to
recover the amount for medical benefits it paid as a result of an illness or injury to you which
was caused by someone else. We are entitled to this amount at the time you settle a lawsuit or a
judge or jury awards you money resulting from the accident.

BlueCross may exercise its right of subrogation if:

* Medicare Blue (PPO) receives a claim for an illness or injury that results in charges made
under this plan; and

* There is a third party that, in our opinion, may be liable, and is reasonably expected to
reimburse you for those charges. BlueCross will be subrogated and shall succeed to the
individual rights of recovery against that third party to the full extent of the amount paid
by Medicare Blue (PPO). However, Medicare Blue (PPO) will not hold you responsible
for the amount that is the responsibility of Medicare Blue (PPO).

* For the purpose of subrogation, you must, at BlueCross’ or Medicare Blue (PPO)’s
request, give us any information we may need, sign any documents that may be required
to assist in recovering the amount paid, and do nothing to prejudice Blue Cross’
subrogation rights. We will pay a portion of attorney’s fees and costs incurred in pursuing
subrogation recovery.
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Chapter 12. Definitions of important words

Appeal — An appeal is something you do if you disagree with a decision to deny a request for
health care services or prescription drugs or payment for services or drugs you already received.
You may also make an appeal if you disagree with a decision to stop services that you are
receiving. For example, you may ask for an appeal if our Plan doesn’t pay for a drug, item, or
service you think you should be able to receive. Chapter 9 explains appeals, including the
process involved in making an appeal.

Benefit Period — For both our Plan and Original Medicare, a benefit period is used to determine
coverage for inpatient stays in hospitals and skilled nursing facilities. A benefit period begins on
the first day you go to a Medicare-covered inpatient hospital or a skilled nursing facility. The
benefit period ends when you haven’t been an inpatient at any hospital or SNF for 60 days in a
row. If you go to the hospital (or SNF) after one benefit period has ended, a new benefit period
begins. There is no limit to the number of benefit periods you can have.

The type of care that is covered depends on whether you are considered an inpatient for hospital
and SNF stays. You must be admitted to the hospital as an inpatient, not just under observation.
You are an inpatient in a SNF only if your care in the SNF meets certain standards for skilled
level of care. Specifically, in order to be an inpatient in a SNF, you must need daily skilled-
nursing or skilled-rehabilitation care, or both.

Brand Name Drug — A prescription drug that is manufactured and sold by the pharmaceutical
company that originally researched and developed the drug. Brand name drugs have the same
active-ingredient formula as the generic version of the drug. However, generic drugs are
manufactured and sold by other drug manufacturers and are generally not available until after the
patent on the brand-name drug has expired.

Catastrophic Coverage Stage — The stage in the Part D Drug Benefit where you pay a low
copayment or coinsurance for your drugs after you or other qualified parties on your behalf have
spent $4,550 in covered drugs during the covered year.

Centers for Medicare & Medicaid Services (CMS) — The Federal agency that runs Medicare.
Chapter 2 explains how to contact CMS.

Comprehensive Outpatient Rehabilitation Facility (CORF) — A facility that mainly provides
rehabilitation services after an illness or injury, and provides a variety of services including
physician's services, physical therapy, social or psychological services, and outpatient
rehabilitation.

Cost-sharing — Cost-sharing refers to amounts that a member has to pay when drugs or services
are received. It includes any combination of the following three types of payments: (1) any
deductible amount a plan may impose before drugs or services are covered; (2) any fixed
“copayment” amounts that a plan may require be paid when specific drugs or services are
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received; or (3) any “coinsurance” amount that must be paid as a percentage of the total amount
paid for a drug or service.

Cost-sharingTier — Every drug on the list of covered drugs is in one of four cost-sharing tiers.
In general, the higher the cost-sharing tier, the higher your cost for the drug

Coverage Determination — A decision about whether a medical service or drug prescribed for
you is covered by the plan and the amount, if any, you are required to pay for the service or
prescription. In general, if you bring your prescription to a pharmacy and the pharmacy tells you
the prescription isn’t covered under your plan, that isn’t a coverage determination. You need to
call or write to your plan to ask for a formal decision about the coverage if you disagree.

Covered Drugs — The term we use to mean all of the prescription drugs covered by our Plan.

Covered Services — The general term we use in this EOC to mean all of the health care services
and supplies that are covered by our Plan.

Creditable Prescription Drug Coverage — Prescription drug coverage (for example, from an
employer or union) that is expected to cover, on average, at least as much as Medicare’s standard
prescription drug coverage. People who have this kind of coverage when they become eligible
for Medicare can generally keep that coverage without paying a penalty, if they decide to enroll
in Medicare prescription drug coverage later.

Custodial Care — Care for personal needs rather than medically necessary needs. Custodial care
is care that can be provided by people who don’t have professional skills or training. This care
includes help with walking, dressing, bathing, eating, preparation of special diets, and taking
medication. Medicare does not cover custodial care unless it is provided as other care you are
getting in addition to daily skilled nursing care and/or skilled rehabilitation services.

Customer Service— A department within our Plan responsible for answering your questions
about your membership, benefits, grievances, and appeals. See Chapter 2 for information about
how to contact Customer Service.

Deductible — The amount you must pay before our Plan begins to pay its share of your covered
medical services.

Disenroll or Disenrollment — The process of ending your membership in our Plan.
Disenrollment may be voluntary (your own choice) or involuntary (not your own choice).

Durable Medical Equipment — Certain medical equipment that is ordered by your doctor for
use in the home. Examples are walkers, wheelchairs, or hospital beds.

Emergency Care — Covered services that are: 1) rendered by a provider qualified to furnish
emergency services; and 2) needed to evaluate or stabilize an emergency medical condition.
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Evidence of Coverage (EOC) and Disclosure Information — This document, along with your
enrollment form and any other attachments, riders, or other optional coverage selected, which
explains your coverage, what we must do, your rights, and what you have to do as a member of
our Plan.

Exception — A type of coverage determination that, if approved, allows you to get a drug that is
not on your plan sponsor’s formulary (a formulary exception ), or get a non-preferred drug at the
preferred cost-sharing level (a tiering exception ). You may also request an exception if your
plan sponsor requires you to try another drug before receiving the drug you are requesting, or the
plan limits the quantity or dosage of the drug you are requesting (a formulary exception).

Generic Drug — A prescription drug that is approved by the Food and Drug Administration
(FDA) as having the same active ingredient(s) as the brand-name drug. Generally, generic drugs
cost less than brand-name drugs.

Grievance - A type of complaint you make about us or one of our network providers or
pharmacies, including a complaint concerning the quality of your care. This type of complaint
does not involve coverage or payment disputes.

Home Health Aide — A home health aide provides services that don’t need the skills of a
licensed nurse or therapist, such as help with personal care (e.g., bathing, using the toilet,
dressing, or carrying out the prescribed exercises). Home health aides do not have a nursing
license or provide therapy.

Initial Coverage Limit — The maximum limit of coverage under the Initial Coverage Stage.

Initial Coverage Stage — This is the stage before your total drug expenses, have reached $2,830,
including amounts you’ve paid and what our Plan has paid on your behalf.

Late Enrollment Penalty — An amount added to your monthly premium for Medicare drug
coverage if you go without creditable coverage (coverage that expects to pay, on average, at least
as much as standard Medicare prescription drug coverage) for a continuous period of 63 days or
more. You pay this higher amount as long as you have a Medicare drug plan. There are some
exceptions.

List of Covered Drugs (Formulary or “Drug List”) — A list of covered drugs provided by the
plan. The drugs on this list are selected by the plan with the help of doctors and pharmacists. The
list includes both brand-name and generic drugs.

Low Income Subsidy/Extra Help — A Medicare program to help people with limited income
and resources pay Medicare prescription drug program costs, such as premiums, deductibles, and
coinsurance.

Medically Necessary — Drugs, services, or supplies that are proper and needed for the diagnosis
or treatment of your medical condition; are used for the diagnosis, direct care, and treatment of
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your medical condition; meet the standards of good medical practice in the local community; and
are not mainly for your convenience or that of your doctor.

Medicare — The Federal health insurance program for people 65 years of age or older, some
people under age 65 with certain disabilities, and people with End-Stage Renal Disease
(generally those with permanent kidney failure who need dialysis or a kidney transplant).

Medicare Advantage (MA) Plan — Sometimes called Medicare Part C. A plan offered by a
private company that contracts with Medicare to provide you with all your Medicare Part A
(Hospital) and Part B (Medical) benefits. A MA plan offers a specific set of health benefits at the
same premium and level of cost-sharing to all people with Medicare who live in the service area
covered by the plan. Medicare Advantage Organizations can offer one or more Medicare
Advantage plan in the same service area. A Medicare Advantage plan can be an HMO, PPO, a
Private Fee-for-Service (PFFS) plan, or a Medicare Medical Savings Account (MSA) plan. In
most cases, Medicare Advantage plans also offer Medicare Part D (prescription drug coverage).
These plans are called Medicare Advantage Plans with Prescription Drug Coverage.
Everyone who has Medicare Part A and Part B is eligible to join any Medicare Health Plan that
is offered in their area, except people with End-Stage Renal Disease (unless certain exceptions

apply).

Medicare Prescription Drug Coverage (Medicare Part D) — Insurance to help pay for
outpatient prescription drugs, vaccines, biologicals, and some supplies not covered by Medicare
Part A or Part B.

“Medigap” (Medicare Supplement Insurance) Policy — Medicare supplement insurance sold
by private insurance companies to fill “gaps” in Original Medicare. Medigap policies only work
with Original Medicare. (A Medicare Advantage plan is not a Medigap policy.)

Member (Member of our Plan, or “Plan Member”) — A person with Medicare who is eligible
to get covered services, who has enrolled in our Plan and whose enrollment has been confirmed
by the Centers for Medicare & Medicaid Services (CMS).

Network Pharmacy — A network pharmacy is a pharmacy where members of our Plan can get
their prescription drug benefits. We call them *“network pharmacies” because they contract with
our Plan. In most cases, your prescriptions are covered only if they are filled at one of our
network pharmacies.

Network Provider — “Provider” is the general term we use for doctors, other health care
professionals, hospitals, and other health care facilities that are licensed or certified by Medicare
and by the State to provide health care services. We call them “network providers” when they
have an agreement with our Plan to accept our payment as payment in full, and in some cases to
coordinate as well as provide covered services to members of our Plan. Our Plan pays network
providers based on the agreements it has with the providers or if the providers agree to provide
you with plan-covered services. Network providers may also be referred to as “plan providers.”
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Non-preferred network pharmacy — A network pharmacy that offers covered drugs to
members of our Plan at higher cost-sharing levels than apply at a preferred network pharmacy.

Organization Determination - The Medicare Advantage organization has made an organization
determination when it, or one of its providers, makes a decision about whether services are
covered or how much you have to pay for covered services.

Original Medicare (“Traditional Medicare” or “Fee-for-service ” Medicare) — Original
Medicare is offered by the government, and not a private health plan such as Medicare
Advantage plans and prescription drug plans. Under Original Medicare, Medicare services are
covered by paying doctors, hospitals and other health care providers’ payment amounts
established by Congress. You can see any doctor, hospital, or other health care provider that
accepts Medicare. You must pay the deductible. Medicare pays its share of the Medicare-
approved amount, and you pay your share. Original Medicare has two parts: Part A (Hospital
Insurance) and Part B (Medical Insurance) and is available everywhere in the United States.

Out-of-network Provider or Out-of-network Facility — A provider or facility with which we
have not arranged to coordinate or provide covered services to members of our Plan. Out-of-
network providers are providers that are not employed, owned, or operated by our Plan or are not
under contract to deliver covered services to you. Using out-of-network providers or facilities is
explained in this booklet in Chapter 3.

Out-of-network Pharmacy — A pharmacy that doesn’t have a contract with our Plan to
coordinate or provide covered drugs to members of our Plan. As explained in this Evidence of
Coverage, most drugs you get from pharmacy, out-of-network pharmacies are not covered by our
Plan unless certain conditions apply.

Part C — see “Medicare Advantage (MA) Plan”.

Part D — The voluntary Medicare Prescription Drug Benefit Program. (For ease of reference, we
will refer to the prescription drug benefit program as Part D.)

Part D Drugs — Drugs that can be covered under Part D. We may or may not offer all Part D
drugs. (See your formulary for a specific list of covered drugs.) Certain categories of drugs were
specifically excluded by Congress from being covered as Part D drugs.

Preferred Network Pharmacy — A network pharmacy that offers covered drugs to members of
our Plan at lower cost-sharing levels than apply at a non-preferred network pharmacy.

Primary Care Provider (PCP) — A health care professional you select to coordinate your health
care. Your PCP is responsible for providing or authorizing covered services while you are a plan
member. Chapter 3 tells more about PCPs.
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Preferred Provider Organization Plan — A Preferred Provider Organization plan is an MA
plan that has a network of contracted providers that have agreed to treat plan members for a
specified payment amount. A PPO plan must cover all plan benefits whether they are received
from network or out-of-network providers. Member cost-sharing will generally be higher when
plan benefits are received from out-of-network providers.

Prior Authorization — Approval in advance to get services or certain drugs that may or may not
be on our formulary. Medicare Blue (PPO) does not require prior authorization on health
benefits. However, there may be drugs on the Drug List which do require prior authorization. For
more information on prior authorization for prescription drugs, see Chapter 5.

Quality Improvement Organization (QIO) — Groups of practicing doctors and other health
care experts that are paid by the Federal government to check and improve the care given to
Medicare patients. They must review your complaints about the quality of care given by
Medicare Providers. See Chapter 2 for information about how to contact the QIO in your state
and Chapter 9 for information about making complaints to the QIO.

Quantity Limits — A management tool that is designed to limit the use of selected drugs for
quality, safety, or utilization reasons. Limits may be on the amount of the drug that we cover per
prescription or for a defined period of time.

Rehabilitation Services — These services include physical therapy, speech and language
therapy, and occupational therapy.

Service Area — “Service area” is the geographic area approved by the Centers for Medicare &
Medicaid Services (CMS) within which an eligible individual may enroll in a certain plan, and in
the case of network plans, where a network must be available to provide services.

Step Therapy — A utilization tool that requires you to first try another drug to treat your medical
condition before we will cover the drug your physician may have initially prescribed.

Supplemental Security Income (SSI) — A monthly benefit paid by the Social Security
Administration to people with limited income and resources who are disabled, blind, or age 65
and older. SSI benefits are not the same as Social Security benefits.

Urgently Needed Care — Urgently needed care is a non-emergency situation when you need
medical care right away because of an illness, injury, or condition that you did not expect or
anticipate, but your health is not in serious danger. Because of the situation, it isn’t reasonable
for you to obtain medical care from a network provider.



2010 Evidence of Coverage for Medicare Blue (PPO)

Chapter 12: Definitions of important words

A

Abdominal aortic aneurysm screening...... 45

advance direCtivesS........ccoccvvvvevverieneennnn, 100
Age Discrimination Act of 1975............. 166
Ambulance Services.........ccoocevveriiieenienn 40
Americans with Disabilities Act............. 166

Annual Coordinated Election Period ...... 158
Annual Enrollment Period ...................... 158

appeal .... 12, 13,14, 25, 28, 51, 68, 91, 92,
93,94, 99, 101, 111, 112, 113, 116, 117,
118, 119, 120, 121, 122, 124, 126, 129,
130, 131, 132, 133, 134, 135, 136, 137,
138, 139, 140, 141, 142, 143, 144, 145,
146, 147, 148, 149, 150, 151, 156, 167

benefit period..........ccoeeveveiiecviieiee 167
Benefit Period ........cccccevvevviieieie e, 167

benefits chart...... 23, 26, 32, 34, 55, 84, 113,
122, 133, 141

Bone mass measurement..............cccoceeneen. 45

Brand Name Drug........cccceeevvvenvcienienn, 167

brand-name drug .........ccceeevveneeniiieinnn 167
C

Cardiovascular disease testing.................. 47

catastrophic coverage..........ccccceeuenenn. 59, 81

INDEX

173
Catastrophic Coverage Stage.................. 167
Centers for Medicare & Medicaid Services
............................................................. 167
clinical breast eXxams..........cccoceveveiinnninns 46
Colorectal screening........ccccccevveveivesinenn. 45

complaint.. 12, 13, 14, 17, 25, 28, 67, 91, 93,
96, 99, 101, 105, 108, 115, 116, 128, 140,
143, 148, 152, 155, 156, 164, 169

Comprehensive Outpatient Rehabilitation

Facility (CORF) .....cccovvvivveieiieciena, 167
COSE-SNAMING .. .eevveceieceee e 167
cost-sharing tier........ccooevveveecieneere s 168

coverage decisions. 2, 12, 13, 14, 91, 93, 94,
105, 108, 110, 111, 112, 113, 115, 122,
123, 124, 128, 142, 152

coverage determination............cccccceeenns 168
Coverage Determination.............ccccceeneee. 168
coverage, traveling..........cccceeveiieiniienen, 59
covered drugS......ooerverereeresieseese e 168
Covered drugs.....cccevvereeieereeieseeseesee s 49
CoVered DrUgS .....ccovververeenineseeieeeeeeees 6

covered services... 2, 4, 5, 23, 24, 25, 26, 27,
28, 29, 30, 33, 34, 37, 38, 41, 45, 46, 47,
50, 51, 89, 90, 96, 97, 98, 101, 103, 134,
139, 141, 144, 147, 170, 171

creditable prescription drug coverage.... 159,
160, 168



2010 Evidence of Coverage for Medicare Blue (PPO)

Chapter 12: Definitions of important words

custodial Care ........ccooevevreieiniice 168
Custodial Care.........ccooerevrivneneiniree 168
CuStomer SErviCe........ocuvvrvrerenvrereennns 168
D
deductible........cocoiiiiiii 168
Diabetes.......cooovieie 43
dialysis ............ 5, 15, 25, 43, 48, 49, 55, 170
disenrollment...........ccocooeveinincinneen 168
Disenrollment..........ccccoiveiniiciiinienns 168
durable medical equipment......... 42,49, 168
E
eligibility ..o, 3,17, 163
EMEIrgENCY CaIE ..oovvvevireeeirie e e siee e 168
Evidence of Coverage...........cceeeveverunnee. 169
EXCEPLION ... 169
EXCEPLION ..o 169
exception, formulary .........cccooevieinnnne 169
exception, tering.......ccoccecvveeveniesiennnn, 169
excluded drugs .......ccoeeevveveeiieiinennn. 68, 125
EXCIUSIONS.....c.ooviieiiiic e 50, 51

Extra Help7, 18, 55, 75, 82, 85, 87, 160, 169

174

F

fast decision ... 115, 116, 118, 126, 127, 128,
130

fast grievance ........ccoevvveveenieie e 156
Fee-for-service Medicare.............c.ceue.ee. 171
formulary exception............ccccevevveiennenn, 169
G
generic drug .............. 60, 62, 66, 67, 84, 169
grievVanCe.......ccoceevveeeeneesinennns 109, 155, 169
H
Health and wellness education.................. 50
Home health agency.......c..ccccccevvvvvveieennnne 37
home health aide ...........ccccooeviiiiicn, 169
home infusion therapy.........ccccoceeenineninn 57
HOSPICE CAr€.....covveeeiiieiiee e, 38
hOSPICE SEIVICES ....ovvvvveiieiieie e 4,38
I
Indian Health Service / Tribal / Urban
Indian Health Program.............ccccevee. 57
Initial Coverage Limit..........c.cccoooeiennnnne 169
Initial Coverage Stage.........ccccecvvvevivennens 169
inpatient care.......cccccvevvvvverveieennnn. 35, 40, 41
inpatient hospital care ...........ccccoccevvrenneen. 31

Inpatient mental health care...................... 35



2010 Evidence of Coverage for Medicare Blue (PPO)

Chapter 12: Definitions of important words

inpatient ServiCes........c.ccvevveveiieeieereenns 31

Insurance Counseling Assistance and
Referrals for Elders (I-CARE). ............. 16

L

late enrollment penalty. 2, 7, 86, 87, 88, 159,
160, 169

List of Covered Drugs (Formulary)......... 169

living Will ..o 100
low income subsidy...........ccccoveviiierinnen. 169
M
mail-order Service .........c.ccooevveenn. 56, 57, 76
Mammography screening............cccccoeeeee. 46

Medicaid .. 1, 3, 8, 15, 18, 33, 160, 166, 167,
170, 172

medical emergency .......cccoocvvvververeeivennnn 26
Medical nutrition therapy..........c.ccoccvennene 43

medically necessary ... 23, 25, 28, 34, 35, 36,
40, 45, 49, 51, 56, 60, 123, 137, 138, 139,
140, 144, 145, 147, 148, 168, 169

Medicare .. 1,11, 23, 28, 33, 38, 39, 55, 60,
65, 68, 69, 71, 75, 76, 80, 81, 82, 86, 87,
90, 92, 96, 100, 108, 109, 111, 120, 123,
125, 132, 134, 135, 140, 141, 142, 143,
148, 150, 151, 155, 158, 159, 160, 161,
162, 163, 164, 166, 167, 168, 169, 170,
171,172

Medicare Advantage (Medicare Part C). 170

Medicare Advantage plan ............c.......... 170

175

Medicare Advantage Plans with Prescription

Drug Coverage.........cccevveiververeeinennn 170
Medicare Part C........cccoecveevvveresiecnene, 171
Medicare Part D........cccooevvvieeienieicne, 171
Medicare Prescription Drug Coverage

(Medicare Part D) ......ccccocevvrvnveiennn, 170
Medigap (Medicare Supplement Insurance)

POLICY oo 170
MeMDET ..o 170

monthly premium.. 7, 18, 76, 82, 86, 87, 169

network pharmacy...........ccoceveenen. 170, 171
Network Pharmacy............ccccceeuenne. 170, 171

network provider.. 23, 24, 25, 27, 38, 86, 90,
91, 99, 170, 172

Network Provider...........ccocvvviiveiiennennn, 170

NONdisSCrimination ...........cccccvvevvennen, 2,166

non-preferred network pharmacy............ 171
O

organization determination ..... 109, 115, 171

Original Medicare...........cccoeevverieneennnnn, 171
Out-of-network ..........cccocvvviiciennnn 79,171
out-of-network pharmacy.................. 59, 171
out-of-network provider.............ccccuene.n. 171

Outpatient diagnostic tests..........cc.cevurenee. 44



2010 Evidence of Coverage for Medicare Blue (PPO)

Chapter 12: Definitions of important words

Outpatient mental health care.................... 39
Outpatient SUFgErY.......ccccovevvevveeiesieeieeenn 40
P
Pap testS .....oooeeriee 46
PAPEr ClAIM....ccviiiiiiee e, 59
Part D drugs...... 1, 2, 55, 56, 60, 82, 84, 97,

113, 123, 125, 171
PEIVIC EXAMS.....cviiiiiiiieieee e 46

Pharmacy Directory . 5, 6, 56, 57, 58, 70, 76,
79, 98

pharmacy, Network..........c.cceeverveinernnne. 170
pharmacy, non-preferred network........... 171
pharmacy, out-of-network................. 59, 171
pharmacy, preferred network.................. 171
Physician Services .........cccocevvveveviveieennns 35
Plan Member........ccoovvviiiiiinciece,s 170
Podiatry ServiCes.........ccvvvererivesieesneieesnnns 39
power of attorney .........ccccevvererencrenn, 100

Preferred Provider Organization (PPO) plan
............................................................. 172

premium 1, 2,7, 17, 33, 68, 86, 87, 163, 170

Primary Care Provider ..........cc.ccoovevvennn. 171
prior authorization..........ccccceeeveee e 172
Prior Authorization ..........c.ccocveveiveiiennn 172

176
Prostate Cancer .........c.cccocvvevieniieniciieene, 47
ProSthetiC.........ccovvvievenenenc e, 42
provider, NetWOrk...........ccovvevveveivennenne 170
provider, out-of-network..............ccocee.e. 171
Q
Quality Improvement Organization..... 1, 16,

135, 136, 137, 138, 139, 143, 144, 145,
146, 156, 172

Quality Improvement Organization (QIO)

............................................................. 172
Quantity limit.......ccooooviiiii 125
Quantity LIMItS......cccoovvvieieniniieieene 172

rehabilitation services . 41, 51, 167, 168, 172

religious non-medical health care institution

......................................................... 30, 31
responsibilities ...................... 2,95, 103, 166
rights ...... 2,16, 92, 95, 96, 97, 99, 102, 104,

108, 134, 166, 169
S

service area... 2, 3, 4, 27, 48, 58, 59, 96, 104,
163, 170, 172

skilled nursing facility.... 17, 30, 36, 51, 55,
69, 114, 141, 145, 147, 167

Social Security ................ 1,17, 18, 166, 172

standard decision..... 115, 116, 117, 127, 128



2010 Evidence of Coverage for Medicare Blue (PPO)

Chapter 12: Definitions of important words

step therapy ....ccocvevveveceecece e, 172
Step Therapy ...cceeveevveveiieceee e 62
subrogation...........ccceeeveeeiieese e 166

Supplemental Security Income (SSI)...... 172
T
therapeutic services and supplies.............. 44

tiering exception.........c.ccevvevevvevesiennen, 169

177

Title VI of the Civil Rights Act of 1964, the
Rehabilitation Act of 1973.................. 166

Title XVII1 of the Social Security Act.... 166

Traditional Medicare...........cccceeviennnnne 171
transition supply ......cccevevveii e 64
U
urgently needed care ..........ccoccveveevvenenne 172

Urgently Needed Care.......cc.ccceevrverurenen. 172






' South Carolina

VISIT US ONLINE AT SOUTHCAROLINABLUES.COM
BLUECROSS BLUESHIELD OF SOUTH CAROLINA IS AN INDEPENDENT LICENSEE
OF THE BLUE CROSS AND BLUE SHIELD ASSOCIATION.

BLUECROSS, BLUESHIELD AND THE CROSS AND SHIELD SYMBOLS ARE
REGISTERED MARKS OF THE BLUE CROSS AND BLUE SHIELD ASSOCIATION.





