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Plan Administration

What does this book tell me?

The Summary Plan Description (SPD) explains the bene tsyou may receive as a member of the Arkansas
State and Public School Employee Health Insurance Plan (known as the Plan or ARHealth throughout the
rest of this book). The Plan provides coverage for participating employees, retirees and eligible dependents.

This SPD will help you understand and use your bene ts. You and your covered dependents should
review this SPD. Itis a primary Plan Document under the Plan and it will help each member to understand
the coverage provided to the membership, steps to follow to access Plan bene ts, speci ¢ exclusions or
limitations under the Plan, how the Plan is funded, and your rights & responsibilities as a member.

ARHealth does have limitations and exclusions.
Not every medical expense you may incur is covered by the Plan.

This book is important! If you have any questions about the Plan, please contact member services at (501)
682-9656 or toll free at (877) 815-1017.

Who sponsors the Plan?
The State and Public School Life and Health Insurance Board (the Board), as established by Annotated Code
821-5-402, is the Plan Sponsor. The Board is made up of the following members designated by law:
<] Astate employee who is eligible to participate in the Plan appointed by the Governor
] Acerti ed classroom teacher appointed by the Governor
] The Insurance Commissioner or his or her designee
<] The Director of the Department of Education or his or her designee
| The Director of the Department of Finance and Administration or his or her designee
]  One member who is engaged in employee bene ts management or risk management in private
industry appointed by the Governor
<] Aretired teacher appointed by the Governor
<] Aretired state employee appointed by the Governor
<] A public school administrator appointed by the Governor
<] The Executive Director of the Arkansas State Board of Pharmacy or his or her state employee
pharmacist designee
<] The Director of Health Facility Services of the Department of Health or his or her designee
] Alicensed health care provider appointed by the Governor

The Board establishes the bene t design, sets the rates, and sets policies for the Plan. The current
list of Board members can be found on the o cial Employee Bene ts Division’s DFA website at

bttg://www.arkansas.gov/dfa/ebg.

Who administers the Plan?

The Employee Bene ts Division (EBD) for the State of Arkansas Department of Finance and Administration
administers the Plan on behalf of the Board. EBD is referred to in this SPD as “we” or “us” EBD has the
administrative oversight of the day-to-day operations of the Plan with such functions as determining and
maintaining eligibility, managing appeals, coordination of member communication and much more. To
help us with this project, EBD has contractual relationships with many outside vendors to perform such
services as provider network management, claims payment, case management, and utilization review.

As the Administrator of the Plan, EBD has the full right to access all medical and claim information regarding
the membership but will make every e ort to protect any personal health information in accordance with
applicable state and federal laws.
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The Plan is not established under or subject to the Federal Employee Retirement Income Security Act of
1974 (commonly known as ERISA).

How is the Plan funded?

The Plan is considered a Self-Insured Plan which means that all expenses incurred by the Plan are paid

by contributions from your employer and your premiums. The Plan is responsible for the payment of all
eligible claims and does not rely on protection from outside carriers to assume the risk. EBD maintains a
cash balance held in reserve to cover catastrophic claims if they are incurred. This claims reserve and other
monies collected are held in trust and are used to administer the Plan.

On an annual basis, claims information of the Plan, national in ationary factors, and other information is
examined by an outside actuary / consulting team and rates are presented to the Board for review and
approval. The rate that each member pays is derived from the base monthly premium for the bene t option
elected by the member, less any employer contributions and / or additional subsidies.

Rates are not published in this SPD but are available in the Annual Bene ts Guide and on the central website

for the Plan (https://www.arbene_ts.org).

What’s covered under the Plan?

ARHealth is a comprehensive major medical health plan, with covered services including preventative
care, physician services, hospital admissions & out-patient care, prescription drug coverage, behavioral /
mental health services, rehabilitation, emergency care, and much more. Itis important to remember that
not every medical service is covered by the Plan. Certain exclusions and limitations do exist and it is your
responsibility to understand the covered services under the Plan.

Some services require pre-authorization, predetermination, or precerti cation before the Plan will

consider the expense as a covered service. Additionally, some prescription drugs have quantity limitations,
incorporation of Step-Therapy, or prior-authorization. This process is referred to as Utilization Management
and can be avery e ective plan management tool.

What is Utilization Management?

Utilization Management or UM is a process whereby services provided by a medical provider are compared
against a nationally accepted set of guidelines and reimbursement rules designed by the Plan. Coverage
decisions are then based on these guidelines for such areas as number of days per hospital admission, or
the medical appropriateness and necessity of test such as an MRI. Services that are provided outside of the
guidelines and reimbursement rules may not be covered by the Plan and would therefore be paid by the
member.

To determine what services are covered by the Plan, members and their medical providers should contact
the UM vendor for prior-authorizations, predeterminations, and precerti cation to eliminate any confusion
when the claim is processed and the charges are to be paid. See the section for Utilization Management for
more information and procedures.

It is important to understand that a Utilization Management vendor only determines what the Plan will or
will not cover, and does not practice medicine. A determination that the Plan will not cover a certain service
does not mean that your provider is wrong; it only means that the service is outside the nationally accepted
guidelines and will not be covered by the Plan. Your decision to continue with the service or not is entirely
between you and your medical provider.
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Who are the Health Insurance Representatives?

Each state agency and school district has appointed at least one person to work as their Health Insurance
Representative (HIR). These individuals often work in your payroll or personnel sections and have a variety
of other duties to perform. In regards to the Plan, they will provide you with enrollment information, assist
you with questions, and ensure that your information is correctly relayed to EBD and to the other vendors
such as the Bene t Coordinators.

Who are the Bene tCoordinators?
We contract with various companies to work with the Plan to ensure that the members get the right
coverage based on their election. Bene t Coordinators are contracted third-party administrators who
perform many services, including but not limited to the list below:

<] Provide a network of physicians, hospitals, labs, and other service providers to ensure your coverage

under the Plan is appropriately managed

<] Pay claims on behalf of the Plan for medical claims submitted by your health care provider

] Provide limited medical management services

<] Provide customer service when you need assistance

Bene t Coordinators have the authority and responsibility to make decisions on behalf of the Plan when
there are questions about your coverage. The decision of the Bene t Coordinator is nal unless you follow
the steps outlined in the Complaints and Appeals section of this SPD.

The approved Bene t Coordinators for Active Employee Members are Health Advantage and NovaSys Health
while Retiree Members use Health Advantage only.

What about my Identi cation Card?

You will be sent a card with your Plan information, including your Bene t Coordinator and certain plan
design elements such as your co-payment or deductible. You medical care provider will use the information
contained on this ID Card to submit claims, verify eligibility, receive pre-authorization for certain services,
and a variety of other functions. If you change Bene t Coordinators or electa di erent plan option, it is
important that you alert your medical provider of the change.

These cards are for identi cation purposes only and do not guarantee your right to coverage under the Plan.
You must meet all eligibility requirements of the Plan and ensure all premiums are paid in full to receive
coverage. If you receive services for which you are not entitled, you will be responsible for paying the full
cost of those services.

What are Plan Documents?

Plan Documents is a collective term covering any and all o  cial documents of the Plan. They tell you
important information about the Plan and how to access the bene ts of coverage. Important information
such as covered services, exclusions & limitations, member responsibilities, and rights to appeal or continue
coverage are all explained in the various di erent Plan Documents. This document is the Summary Plan
Description (SPD) and is one of the Plan Documents for ARHealth.

This SPD, along with Preferred Drug List (PDL), Annual Bene t Guide and the EBD Buzz Newsletter comprise
the majority of Plan Documents but other letters, memos, and o cial noti cations may also be issued. We
will issue a Summary of Material Modi cation (SMM) to the Plan when an important element of the Plan
changes. Each SMM will be posted to the central website for the Plan, located at https.//www.arbene ts.ord.
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Quali ed Changesin Coverage

Members of the Plan may make changes to their coverage during certain times of the year and after certain
gualifying events. Below is a summary of the times and situations when changes will be allowed.

Initial Enroliment
At the time when a new employee is hired or otherwise becomes eligible for coverage, each member may
choose to enroll in the Plan or decline coverage.

Enrollment for new employees / newly eligible individuals must be completed within thirty (30) days of the
date of their employment / eligibility.

Declinations for the employee and / or their dependents must be done in writing on the appropriate form.
Employees who decline coverage for themselves and or their dependents cannot choose to enroll until the
next Open Enrollment period or at the time of a qualifying event as described in the Special Enrollment
section below.

Open Enrollment
On an annual basis, all members will enter a period called Open Enroliment where changes can be made
without the need for a qualifying event.
<] Active State Employees have Open Enrollment from October 1% to October 31 of each year with
changes e ective at the beginning of the next plan year, January 1%
<] Active Public School Employees have Open Enroliment from August 1% to August 31% each year with
changes e ective at the beginning of the next plan year, October 1.
<] Active Pubic School and State Retirees have Open Enrollment from October 1% to October 31 of
each year with changes e ective at the beginning of the next plan year, January 1%,
o Please note that changes for Retirees are more limited than those allowed for Active
members.

Special Enrollment / Change in Status

After certain events, a member may choose to change his / her coverage or the coverage for any eligible
dependents. The e ective date of coverage after an event is dependent upon the event itself and is
illustrated by the chart on the following pages. Changes to the member’s coverage and / or the coverage
of any dependent are based on a qualifying event as de ned under HIPAA (Health Insurance Portability and
Accountability Act) and is also dependent upon the participation or lack of participation in your employer’s
Cafeteria Plan.

For example, members and/or dependents may cancel their ARHealth coverage due to gaining other group
health coverage, provided that documentation be submitted to insurance representatives within thirty

(30) days of new coverage, otherwise cancellation of coverage will be allowed at annual “Open Enrollment”
period. Loss of coverage will be the last day of the month in which the completed documentation is
provided. Note: Medicare Part D Prescription Drug Coverage does not constitute “group health coverage”
as described above when Medicare Part A and/or Part B are already in e ect.

Your HIR can assist you with understanding eligible changes to your coverage.

Authorized events that allow changes to coverage include but are not limited to marriage, birth, adoptions,
divorce, death, student reinstatement, court orders, involuntary loss of other group health coverage, and
spousal coverage of other group health coverage.

Important Note:

No changes in coverage are allowed at the time of a transfer from one state agency to another or from one
school district to another. Steps should be taken to eliminate a lapse of coverage due to a simple transfer.
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E ective Date of Coverage

Member

Employee

Event

New Hire

E ective Date

Health insurance is in
e ectonthe rstof month
following 30 days of
employment.

PEINENS

Application must be provided to
insurance representative within 30
days of date of employment.

Employee

Death

If employee had single
coverage only, coverage
termination date is day
after death. If employee had
spouse and/or dependant
coverage, see “Spouse and/or
Dependents”line below.

Insurance representative must be
noti ed of the death; and they
must notify EBD within 30 days of
death.

Reinstatement of
employee after
Reduction in Force (RIF)

Employee rehired

If rehired within 2 pay
periods, bene ts continue
without break if back
premiums paid. If longer
than 2 pay periods, bene ts
begin under New Hire
schedule.

Employee must notify insurance
representative that insurance
should be reinstated if eligible. If
past two pay periods, follow new
hire process.

Surviving spouse and dependents

Spouse and/or Death of covered Last day of month in which are eligible for continued bene ts;
dependants employee insured employee died contact EBD within 30 days of
employee’s death.
Application must be submitted
: First of month after date of within 30 days of marriage or
Spouse Marriage L .
Application enrollment will only be allowed at
“open enrollment” period annually.*
_ End of month in which _Appllcatlon must be s_ubml_tte_d to
Divorce/Legal . .. | insurance representative within 30
Spouse . divorce or legal separation is . .
Separation nal days of divorce/legal separation
' decree.
Application must be submitted to
First of month after date of insurance representative within _30
Spouse Loss of Other Coverage days of loss of coverage, otherwise
Change Form :
enroliment will be allowed at
annual “open enrollment” period.
Application must be submitted
Natural Child of First of month after date of in ARBene ts or the appropriate
Loss of Other Coverage Iy
Employee Change Form payroll system within 30 days of
loss of coverage.*
Adopted Child - Petition for Adoption Date of Birth Same as above instructions.*
Newborn
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E ective Date of Coverage cont

Member

Newborn Child

Event

Birth of Child

E ective Date

Date of Birth

Remarks

IT 1S YOUR RESPONSIBILITY TO
REQUEST THE ADDITION OF YOUR
BABY TO COVERAGE WITHIN
THE APPROPRIATE DEADLINE.
Provide change form to insurance
representative to add child within
30 days of date of birth.

Adopted Child - Not a
Newborn

Petition for Adoption

Date Placed for Adoption or
Date of Petition for Adoption

Provide change form to add
dependent to insurance
representative within 30 days of
placement or ling of petition for
adoption.

Court Ordered
Coverage for Child

Court Order

First of the month after
receipt of application (date of
birth if newborn)

Provide documentation to
insurance representative and
complete change form within 30
days of court order.*

Foster Child/

Guardianship or Legal

First of the month after
receipt of application (date of

Proof of Custody or Guardianship
required; Provide documentation
to insurance representative and

Skl ey birth if newborn) complete change form within 30
days of court order. *
Loss of Other . Provide documentation to
: First of the month after . .
: Coverage, marriage . insurance representative and
Stepchild o ) receipt or date spouse o
(addition of family - complete change form within 30
eligible N
members) days of court order.
Dependent reaches
age 19 and every year
Current Member- 9 vy :
. thereafter (which . To prevent any break in coverage,
Mentally or Physically First of the month after . .
. . would normally provide Proof of Incapacity of
Disabled (Incapacitated . dependent reaches age 19 +
require college Dependent form and send to EBD.
Dependent) :
enrollment to remain
on plan)
New Member - Dependent over age : Documentation must be sent
. First of the month after . .
Mentally or Physically | 19 and was covered on to EBD, if not, letter will be sent
. . : employee completes 30 days .
Disabled (Incapacitated | previous group health for Employee and Physician to
of employment
Dependent) plan complete

Student/ College Age
Dependent (19-23)

Student reaches age
24

End of the month in which
dependent reaches age 24

No action required by employee;
COBRA Packet will be sent by EBD.

Reinstatement of
Student Status

Becomes full-time
student at accredited
school

First of the month after date
of Change Form

Notify insurance representative within
30 days of re-enroliment; complete
change form and student status form.

*These circumstances only allow the enrollment of the spouse or speci ¢ dependenta ected by the qualifying event.
Other dependents cannot be added at the same time unless they are also newly eligible.




Plan Management

As the Plan Administrator, EBD handles many of the day-to-day operations of the Plan. Questions dealing
with eligibility, allowed changes, publications, and customer service are coordinated through EBD but other
guestions should be directed to your Bene t Coordinator. Shown below are just a few of the more common
guestions asked by the membership.

How do | get a service or treatment pre-approved or pre-certi ed under the Plan?
Pre-approval and pre-certi cation are two elements of Utilization Management for the Plan. Review the
section for Utilization Management in this SPD for more information.

How do I request a replacement ID card?
You may request a new ID card at any time by one of the following methods:

] By using the My Bene ts page of www.arbene _ts.ord to print a temporary card using your
computer’s printer. You may also request that a permanent card be mailed to your address from the
website.

<] By contacting EBD Member Services at 877-815-1017 and request a new card.

What if I'm covered under another health plan?

If you are covered under more than one health plan, Coordination of Bene ts (or COB) will apply. COB allows
us to make sure that the proper amount is paid in the appropriate amounts by each of your plans. Which
plan will pay as the primary plan and what portion will be paid by each will be determined by your Bene t
Coordinator as they work with your other plan.

It is your responsibility to provide other insurance information, including Medicare, to your Health Insurance
Representative (HIR) and to your Bene t Coordinator. Any changes to the other insurance coverage must be
reported promptly.

What if | have other insurance with another government program?

<] Medicaid — If you or any covered dependent is covered by this Plan and Medicaid, the Plan will
pay frst and Medicaid will pay as secondary.

] Tricare / CHAMPUS - If you or any covered dependent is covered under the Plan and Tricare
/ Civilian Health and Medical Program of the Uniformed Service (CHAMPUS), the program that
provides health care services to dependents of active armed services personnel, the Plan pays rst
and Tricare / CHAMPUS pays as secondary. If you (the employee) are called to active duty for more
than thirty (30) days, Tricare becomes primary and the Plan will pay as secondary.

] Veterans A airs Facility Services — If you or any covered dependent receives services in a U.S.
Department of Veterans A airs Hospital or facility on account of a military service-related illness or
injury, bene ts are not payable by the Plan. If you or a covered individual receives services in a U.S.
Department of Veterans A airs Hospital or facility related to any other condition that is not a military
service-related illness or injury, bene ts are payable by the Plan at the In-Network level, only to the
extent those services are medically necessary and the charges are usual and customary.

<] Motor Vehicle Coverage Required by Law — When medical payments are available under vehicle
insurance, the Plan will pay excess bene ts only, without reimbursement for vehicle plan deductibles.
This Plan will always be considered the secondary carrier regardless of your election under PIP
(Personal Injury Protection) coverage with your auto carrier.

<] Other Coverage Provided by State or Federal Law — If you or any covered dependent is covered
by both this Plan and any other coverage provided by any other state or federal law, the coverage
provided by any other state or federal law pays rst and this Plan pays as secondary.
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Is my disabled child eligible to continue insurance?

Your child can continue on the Plan if they are medically certi ed as totally disabled due to mental or
physical incapacity and are chie y dependent on you for nancial support. You may enroll a disabled child
(incapacitated dependent child) provided the disability commences before their limiting age, and if the child
has been continuously covered under a group health plan as a dependent.

Limiting age is de ned in the Eligibility section of this SPD.

Contact EBD to obtain an application for continuation of insurance due to incapacity. This document must
be completed by you and your dependent’s physician. The continuation of insurance due to incapacity will
be evaluated annually and you may be required to complete another application with physician certi cation
at that time.

How do | report Student Veri cation?
Student Veri cation is requested once a year on all dependents covered from age nineteen (19) thru the end
of the month of their twenty-fourth (24™) birthday.

You are required to report dependent eligibility changes to your HIR within thirty (30) days of a change.
These changes include:

] Your dependent is no longer considered a full-time student

] Your dependent gets married

<] Your dependent s no longer considered a taxable dependent

Student veri cation is required at the beginning of the spring semester. If you don't receive a Student
Veri cation Form from EBD, you can print one from the central website for the Plan at www.arbene _ts.ord,
contact your HIR, or EBD.

Itis your responsibility to ensure a form is completed and returned to EBD.

If EBD does not receive the veri cation within fteen (15) days from when the semester starts, a report will
be generated and sent to your HIR to terminate your dependent’s coverage at the end of the month of

noti cation. Dependents will not be allowed to request reinstatement based on student eligibility until the
next semester or during Open Enrollment.

I’m going on active military duty, what are my options?
You have two options:

State Employee:

<] You can choose to continue your coverage while on Military LWOP. Your HIR will send you a payment
schedule showing the amounts due (your regular payroll deduction amount) and dates they will be
due. You will send your premium payments directly to EBD following this schedule.

<] You can choose to discontinue coverage, but you must notify your HIR of this election within ten
(10) days of being placed on leave, before any premium payments are due to EBD. If you choose this
option, you will be eligible for a ninety (90) day special re-enrollment period starting the day you
return to active employment. You must complete your application within that ninety (90) day period
and your coverage will be e ective the rst day of the month following your application date.

School Employee
] You can choose to continue your coverage while on Military LWOP. You will submit premium
payments (your regular payroll deduction amount) to your HIR who will submit them to EBD along
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Utilization Management

EBD has contracted with American Health Holding (AHH) to provided Utilization Management / Utilization
Review services for the Plan. The services will include precerti cation, predetermination, and concurrent
review. Pre-determination is necessary to verify if you are active with the Plan and if the services being
requested is a covered bene ton the Plan. AHH will maintain contact with the hospital providers to
approve additional days for your hospitalization when your medical status changes and additional days are
warranted for concurrent review.

Precerti cation, predetermination, or prior-authorization will be necessary for the list of procedures
provided below but is not limited to this list. It will be necessary for your provider to contact AHH at 1-800-
592-0358 to obtain authorization of the services being requested. This number is also printed on your
insurance card. It is also your responsibility to verify or make certain the procedure has been approved to
avoid problems with the payment for the services.

This precerti cation/ predetermination/ pre-noti cation list is mandatory, but not limited to:

Inpatient admissions Sub-acute admissions Inpatient rehabilitation
Skilled nursing facility Residential treatment Transplants

Cognitive rehabilitation Limited out-patient hospital Pain Management
TMJ/TMD procedures Physical therapy
Occupational therapy Home Nursing visits Speech therapy
Pregnancy Home infusion therapy Home Hospice

Other Surgeries
< Bunionectomy (great toe alignment)
e[ Cochlear implants (implant for loss of hearing)
o[ ESWT (extracorporeal shock-wave therapy)
<[ IDET (intradiscal electrothermal therapy)
[ Lithotripsy (shock wave for kidney stones)
o[ Septoplasty (nasal septum repair)
[ Strabismus repair (vision correction for misalignment of one or both eyes)
< UPPP (uvulopalatopharyngoplasty — removal of throat tissue for treatment of sleep apnea)
[ Varicose vein excision and ligation

Radiology Services that require pre-authorization
] Computerized Tomography (CT scan)
] Magnetic Resonance Imaging (MRI)
] Magnetic Resonance Angiography (MRA)
] Positron Emission Tomography (PET scan)

When medically necessary, potentially cosmetic surgeries, including but not limited to:
e[ Blepharoplasty and/or brow lift
e[ Gynecomastia reduction (male breast reduction)
o[ Lipectomy (fatty tissue removal)
e/ Mammoplasty (breast augmentation or reduction)
<[ Panniculectomy (excess layer of abdominal tissue removal following weight loss)
e[ Pectus excavatum repair (repair of concave chest wall)
<[ Radial keratotomy (unless excluded from coverage)
<[ Rhinoplasty (nose repair)
e[ Ventral hernia repair




Summary of Plan Options

The Plan o ers multiple options for the active members and retirees, the ARHealth Plan, the ARHealth HD
PPO Plan, and the ARHealth Retiree Plan. The options are very di erent in how your medical services would
be covered and how much you will pay for monthly premiums.

ARHealth - The bene tof a network without limitations
ARHealth is o ered through Bene t Coordinators, Health Advantage and NovaSys Health. With extensive
networks, members have the ability to access In-Network providers across the state and across the country.

| Zero dollar deductible for in-network services

] Open access to their network providers

<] Low cost copayments at the point of service

] Low coinsurance with limited out-of-pocket expense
<] No referrals for specialist services

<] No requirement to select a Primary Care Physician

] Out-of-Network Coverage

ARHealth HD PPO - Lower Cost and the Opportunity to Save

ARHealth HD PPO is an “HSA Quali ed — High Deductible Health Plan” The ARHealth HD PPO is not for
everyone, but many members appreciate the lower monthly premiums and the opportunity to establish
a personal Health Savings Account (HSA) to pay for the medical expenses that come up from time to
time. HSA eligibility is governed by IRS Code Section 223 and has other limitations and restrictions then simply
participating in an HSA Qualified High Deductible Health Plan.

The ARHealth HD PPO Plan requires that the member or family meets a deductible before the health plan
pays its portion of the coinsurance. The family deductible is an aggregate deductible. Because of the
deductible and other di erences in plan design, such asno o ce visit or prescription drug copays, the
premiums are signi cantly lower than the other option. This equals hundreds, and in some cases thousands,
of dollars in annual savings compared to the traditional ARHealth Plan.

ARHealth Retiree — Coverage for the years ahead

All retirees (both state and public school) are now under one health program called ARHealth Retiree. This
program is coordinated through Health Advantage and o ers di erent services depending on Medicare
eligibility of the member.

As a Non-Medicare Retiree, coverage is provided under a $0 deductible, xed co-pay, and low co-insurance
based health plan with the same plan design as the ARHealth for active employees.

Medicare-Primary Retirees have the exibility to visit any physician or hospital as long as they accept
Medicare assignment. ARHealth Retiree will coordinate your bene t coverage with Medicare A & B and
the Plan will pay secondary. The Public School Medicare-Primary Retirees do not have prescription drug
coverage and are encouraged to examine Medicare Part D for additional coverage.

Note: ARHealth for Medicare-Primary Retirees will coordinate payment as if Medicare Part A and Part B are
both in force at the time of service. If the member is eligible for Medicare Part B but does not elect coverage,
the Plan will pay as though the member does have Medicare Part B and the member will have full nancial
responsibility for incurred claims.



What Does ARHealth Cover for Employees and Non-Medicare Retirees?

‘ Apple Icon indicates Wellness Bene t

2009 Plan Year - Summary of Common Services

Covered Bene ts ARHealth ARHealth HD PPO
: * In-Network In-Network | Out-of-Network In-Network | Out-of-Network

and Services Copayment Coinsurance Coinsurance Coinsurance Coinsurance
Deductible - Individual - $0 $1,000 $1,500 $3,000
Deductible - Family - $0 $2,000 $3,000 $6,000
Annual Coinsurance Limit - Individual
(after deductible) - $1,500 $5,000 $2,500 $5,000
Annual Coinsurance Limit-  Family
(after deductible) - $3,000 $10,000 $5,000 $10,000
Lifetime Maximum - - $1,000,000 - $1,000,000

Physician / Specialist Services

Primary Care Physician O ce Visit $25 0% 40% 20% 40%
Specialist O ce Visit / Specialty Care
Sor oo pecialty $35 0% 40% 20% 40%

* Includes such services as debridement and/or wound dressing changes performed in an out-patient setting with
or without direct physican attention.

Other Physician Services provided
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under Out-Patient or In-Patient Care $0 20% 40% 20% 40%
Pharmacy Bene t
Prescription - Generic - Tier | $10 0% 0% 20% 20%
Prescription - Preferred - Tier |l $30 0% 0% 20% 20%
Prescription - Non-Preferred - Tier |l $60 0% 0% 20% 20%
Prilosec OTC $5 0% 0% 20% 20%
Hospital Services
In-Patient Services $250 20% 40% 20% 40%
Out-Patient Services $100 20% 40% 20% 40%
Diagnostic Services $0 20% 40% 20% 40%
Emergency Care Services
(E)F:):'esr'\tla lé[)gne”t Care Center, $100 0% 0% 20% 20%
Preventive Care Services
@ | Physical Exams / Preventive Care $0 0% Not Covered 0% Not Covered
‘ Well Baby / Child Care Visits $0 0% Not Covered 0% Not Covered
‘ Immunizations $0 0% Not Covered 0% Not Covered

* Above is a summary of common services - Please refer to the Schedule of Bene ts for full details, limitations and exclusions
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2009 Plan Year - Schedule of Bene ts
ARHealth

In-Network
Coinsurance

ARHealth HD PPO

Out-of-Network
Coinsurance

Covered Bene ts
and Services*

In-Network
Coinsurance

Out-of-Network
Coinsurance

In-Network
Copayment

Hospital Services - Outpatient

Out-Patient Services 40% 40%
* Services and procedures that are performed outside the physiciano ce
* Coverage is provided for outpatient services when medically necessary and pre-approved by American
Health Holding
* Refer to list of services requiring pre-determination or pre-certi cation by American Health Holding
Diagnostic Services $0 20% 40% I 20% 40%
* For Out-patient Radiological services, see section for Radiology Services
Immunizations $0 0% Not Covered 0% Not Covered

* The Arkansas Health Department is considered an In-Network provider for adult and child immunizations
Maternity and Family Planning Services

Prenatal and Postnatal Out-Patient Care $25 20% 40% 20% 40%

* Prenatal and Postnatal outpatient care Copayment required on  rst visit only
* Pregnancy pre-noti cation required by American Health Holding

In-Patient Maternity Services [ s250 | 20w | 40% [ 20w | 40%

* Copayment applicable per admission

* Hospital Length of Stay for Childbirth: This Plan complies with federal law that prohibits restricting bene ts for
any hospital length of stay in connection with childbirth for the mother and newborn child to less than 48 hours
following a normal vaginal delivery or less than 96 hours following a caesarean section delivery

Infertility Diagnostic Evaluation $35 20% 40% I 20% 40%

* Treatment for infertility is not a covered bene t under the ARHealth or ARHealth HD PPO plan. Services related to
infertility are covered up to diagnosis. Testing is not covered during or following treatment.

Infertility Testing $200 20% 40% 20% 40%

Ostomy Supplies

Ostomy Supplies $0 20% 40% 20% 40%

* Bene tlimited to a three (3) month supply

* For maximum bene ts, ostomy supplies should be obtained through a DME provider that is contracted with your
Bene t Coordinator

* Contact your Bene t Coordinator for a list of participating DME providers

Not all providers participate in every network. Please consult your Bene t Coordinator’s Online Provider Directory for an up-to-date list of participating network
physicians, hospitals, and other service providers. Out-of-Network providers have the authority to Balance Bill you for all services.
See inside back cover for an example of In-Network verses Out-of-Network charges.
Note: Non-Medicare Retirees are not eligible to participate in the ARHealth HD PPO plan option.
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Covered Bene ts
and Services*

Pharmacy Bene t
Prescription - Generic - Tier |

‘ Apple Icon indicates Wellness Bene ts

2009 Plan Year - Schedule of Bene ts

ARHealth ARHealth HD PPO
In-Network In-Network [ Out-of-Network In-Network | Out-of-Network
Copayment Coinsurance Coinsurance Coinsurance Coinsurance

Prescription - Preferred - Tier |l $30 0% 0% 20% 20%
Prescription - Non-Preferred - Tier Il $60 0% 0% 20% 20%
Prilosec OTC $5 0% 0% 20% 20%

Preventative Care Services

* See Preventative Care Services in this Annual Bene ts Guide or in your Summary Plan Description (SPD)

Professional Services
Chiropractic Services

20%

40%

* Member is responsible for paying 100% of prescription cost for drugs not covered by the plan.

* ARHealth HD PPO members may receive a negotiated discount for their prescription. Cost of prescription will count
toward applicable deductible and Coinsurance Annual Limit

20%

40%

* Bene tlimited to Fifteen (15) visits per therapy per member per Plan Year

Physician O ce Visits

$25

0%

40%

20%

40%

* ARHealth and ARHealth HD PPO plans do not require you to select a Primary Care Physician (PCP), but itis F
recommended. By coordinating your personal health care through a single physician, you can help maintain a
consistent level of service with a provicer that understands your medical needs and situation

is highly

Specialist O ce Visit / Specialty Care $35 0% 40% 20% 40%
Services
Other Physician Services provided $0 20% 40% 20% 40%
under Out-Patient or In-Patient Care
Injectable Medication O ce Copay 0% 40% 20% 40%
* O ce copay will vary depending on provider classi cation (physician or specialist)
* Subject to Plan Exclusions and Limitations as de ned in the Summary Plan Description (SPD)
* Some medications may require prior authorization for coverage by American Health Holding
* Contact American Health Holding to verify if a medication requires prior authorization for coverage.
Prosthetic and Orthotic Devices
Prosthetic and Orthotic Devices $0 20% 40% 20% 40%

items over $1,000

* % 3k X X

Radiology Services
Radiology Services

$250

Appliance provider must be contracted with bene t coordinator
In order for the device to be covered, it must be an appliance that is de ned by the Medicare DME Manual
Repair or replacement of devices due to normal growth or wear is a covered bene t
Maintenance and repairs resulting from misuse or abuse is not covered and is the responsibility of the member
Bene tlimited to $15,000 in Prosthetic / Orthotic Plan bene ts per Plan Year

20%

40%

* Bene tlimited to one (1) prosthetic device that aids in bodily functioning or replaces a limb after an accident or
surgical loss and two (2) orthotic devices used for correction or prevention of skeletal deformities
* Prosthetic or Orthotic Devices must be deemed medically necessary. Pre-approval by American Health Holding for

20%

40%

* Charges will apply for such services as MRI, MRA, CT, and PET Scans
* Maximum of one (1) copayment per member per Plan Year

* Coverage is provided only when medically necessary and pre-approved by American Health Holding
* Charges will not apply when provided in conjunction with Emergency Room or In-Patient Hospital Services

Not all providers participate in every network. Please consult your Bene t Coordinator’s Online Provider Directory for an up-to-date list of participating network
physicians, hospitals, and other service providers. Out-of-Network providers have the authority to Balance Bill you for all services.
See inside back cover for an example of In-Network verses Out-of-Network charges.
Note: Non-Medicare Retirees are not eligible to participate in the ARHealth HD PPO plan option.
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What Does ARHealth Cover for Employees and Non-Medicare Retirees?

¢E& e

‘ Apple Icon indicates Wellness Bene t

2008 Plan Year - Summary of Common Services

Covered Bene ts ARHealth ARHealth HD PPO
: * In-Network In-Network | Out-of-Network In-Network | Out-of-Network
and Services Copayment Coinsurance Coinsurance Coinsurance Coinsurance

Deductible - Individual - $0 $1,000 $1,250 $3,000
Deductible - Family - $0 $2,000 $2,500 $6,000
Annual Coinsurance Limit - Individual
(after deductible) - $1,000 $5,000 $2,500 $5,000
Annual Coinsurance Limit-  Family
(after deductible) - $2,000 $10,000 $5,000 $10,000
Lifetime Maximum - - $1,000,000 - $1,000,000
Physician / Specialist Services
Primary Care Physician O ce Visit $25 0% 40% 20% 40%
Specialist O Visit / Specialty C
ng\;?elss ce VISItf speciaity Lare $35 0% 40% 20% 40%
Other Physician Services provided . . . .
under Out-Patient or In-Patient Care $0 10% 40% 20% 40%
Pharmacy Bene t
Prescription - Generic - Tier | $10 0% 0% 20% 20%
Prescription - Preferred - Tier |l $30 0% 0% 20% 20%
Prescription - Non-Preferred - Tier |l $60 0% 0% 20% 20%
Prilosec OTC $5 0% 0% 20% 20%
Hospital Services
In-Patient Services $250 10% 40% 20% 40%
Out-Patient Services $100 10% 40% 20% 40%
Diagnostic Services $0 10% 40% 20% 40%
Emergency Care Services
E)F:)\s/:r'\t/’altjiggne”t Care Center, $100 0% 0% 20% 20%
Preventive Care Services
Physical Exams / Preventive Care $0 0% Not Covered 0% Not Covered
Well Baby / Child Care Visits $0 0% Not Covered 0% Not Covered
Immunizations $0 0% Not Covered 0% Not Covered

* Above is a summary of common services - Please refer to the Schedule of Bene ts for full details, limitations and exclusions
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Covered Bene ts
and Services*

Allergy Services
Injection withno o ce visit

2008 Plan Year - Schedule of Bene ts

‘Apple Icon indicates Wellness Bene t

ARHealth ARHealth HD PPO
In-Network In-Network [ Out-of-Network In-Network | Out-of-Network
Copayment Coinsurance Coinsurance Coinsurance Coinsurance

$0

10%

40%

20%

40%

Services by Specialty Providers (0 ce
visit & testing)

Ambulance Services

Ground or Air Ambulance
Transportation

$35

10%

40%

20%

40%

your Summary Plan Description (SPD)

Dental Care Services

Repair to non-diseased teeth due to
accident/injury

$35

10%

Behavioral / Mental Health & Substance Abuse Treatment Services
* See Behavioral / Mental Health and Substance Abuse Treatment Care Services section of this Annual Bene ts Guide orin

35%

* Limited Bene t: $1,000 per member per plan year but does not include charges for emergency medications
administered during transport

20%

40%

the mouth

Diabetes Management Service

* Removal of impacted or partially impacted wisdom teeth
* Pre-treatment dental services in connection with treatment of cancer of the head or neck

Coverage is provided for the following dental services in an outpatient setting:
* Treatment and x-rays necessary to correct damage to non-diseased teeth or surrounding tissue caused by an
accident or Sjogren's Syndrome occurring on or after e ective date

* Treatment or correction of a non-dental physiological condition caused by Sjogren’s syndrome
* |njury that has resulted in severe functional impairment
* Treatment for tumors or cysts requiring pathological examination of the jaws, cheeks, lips, tongue, roof and oor of

Insulin Pump & Supplies $0 20% 40% 20% 40%

Glucometers & Supplies $0 20% 40% 20% 40%

Diabetic Self Management Training $25 per 0% 40% 20% 40%
Program

charges

DME/Enteral Feeding

* Not subject to DME annual bene t limit of $10,000
* Glucometers must be purchased through DME provider and is not subject to annual maximum DME bene t

Durable Medical EqQuipment / Enteral Feeding

$0

20%

40%

* Diabetic Supplies, Insulin, Insulin Syringes and Lancets (if purchased together) available through prescription drug
card at your Pharmacy. Applicable charges may apply such as copayments, deductible charges, or coinsurance

20%

40%

* ok ok kK

* Coverage is provided for medically necessary durable medical equipment, see exclusions

Enteral Feeding requires Pre-Certi cation by American Health Holding
Durable Medical repairs must be pre-approved by American Health Holding for items over $1,000
Durable Medical purchases must be pre-approved by American Health Holding for items over $1,000
The Plan does not provide bene ts for DME that is for patient convenience
In-network DME providers should be used to maximize plan bene ts
* Limited to $10,000 annual maximum bene t from the Plan

Not all providers participate in every network. Please consult your Bene t Coordinator’s Online Provider Directory for an up-to-date list of participating network
physicians, hospitals, and other service providers. Out-of-Network providers have the authority to Balance Bill you for all services.

See inside back cover for an example of In-Network verses Out-of-Network charges.

Note: Non-Medicare Retirees are not eligible to participate in the ARHealth HD PPO plan option.
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‘ Apple Icon indicates Wellness Bene t

2008 Plan Year - Schedule of Bene ts

Covered Bene ts ARHealth ARHealth HD PPO
; * In-Network In-Network [ Out-of-Network In-Network | Out-of-Network
and Services Copayment Coinsurance Coinsurance Coinsurance Coinsurance

Emergency Care Services

ER Visit, Urgent Care Center, $100 0% 0%
Observation Services
* Copayment waived if admitted directly to the hospital or transferred directly to another facility from that emergency
admission
* You may contact the toll free number listed on your health identi cation card for a participating facility or physician
in the event of an emergency outside of the service area

20% 20%

Employee Assistance Program (EAP) Services

Star EAP Services $0 0% Not Covered 0% Not Covered

* Employee Assistance Program (Star EAP) Telephonic Consultation and Face-to-Face Short Term / Brief Resolution
Counseling is provided for all active insured employees and covered dependents

* Limited to eight (8) EAP sessions per episode with no copayment
* Must contact Arkansas Help Line at 1-866-378-1645

Home Health Services

Home Health Services $0 10% 40% 20% 40%

* Coverage is provided for home health visit services when your medical condition supports the need for in-home
services and is approved by American Health Holding and such care is prescribed, authorized, or ordered by an in-
network physician and provided by an in-network home health agency, for in-network bene ts to be applied

* Coverage is provided only when medically necessary and pre-approved by American Health Holding
* Bene tlimited to thirty (30) visits per member per Plan Year

Home Intravenous Drugs
Home IV Drugs and Solutions $0 10% 40% 20% 40%

* Some medications may require prior authorization for coverage by American Health Holding

* Contact American Health Holding to verify if a medication requires prior authorization for coverage. You are
responsible for the appropriate coinsurance

Hospice Services
Hospice Care $0 10% 40% 20% 40%

* Coverage is provided only when medically necessary and services reviewed by American Health Holding

Hospital Services - Inpatient

In-Patient Services $250 10% 40% 20% 40%

* Copayment charged per admission except in cases of direct transfer to another facility

* Maximum of 3 copayments per member per Plan Year

* Coverage is provided for inpatient services when medically necessary and pre-approved by American Health Holdings
* |f you select a private room, you are responsible for the di erence in charges for private room and semi-private room

Not all providers participate in every network. Please consult your Bene t Coordinator’s Online Provider Directory for an up-to-date list of participating network
physicians, hospitals, and other service providers. Out-of-Network providers have the authority to Balance Bill you for all services.
See inside back cover for an example of In-Network verses Out-of-Network charges.
Note: Non-Medicare Retirees are not eligible to participate in the ARHealth HD PPO plan option.
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2008 Plan Year - Schedule of Bene ts
ARHealth

In-Network
Coinsurance

ARHealth HD PPO

Out-of-Network
Coinsurance

Covered Bene ts
and Services*

In-Network
Coinsurance

Out-of-Network
Coinsurance

In-Network
Copayment

Hospital Services - Outpatient

Out-Patient Services 40% 40%
* Services and procedures that are performed outside the physiciano ce
* Coverage is provided for outpatient services when medically necessary and pre-approved by American
Health Holding
* Refer to list of services requiring pre-determination or pre-certi cation by American Health Holding
Diagnostic Services $0 10% 40% I 20% 40%
* For Out-patient Radiological services, see section for Radiology Services
Immunizations $0 0% Not Covered 0% Not Covered

* The Arkansas Health Department is considered an In-Network provider for adult and child immunizations
Maternity and Family Planning Services

Prenatal and Postnatal Out-Patient Care $25 10% 40% 20% 40%

* Prenatal and Postnatal outpatient care Copayment required on  rst visit only
* Pregnancy pre-noti cation required by American Health Holding

In-Patient Maternity Services [ s250 | 10w | 40% [ 20w | 40%

* Copayment applicable per admission

* Hospital Length of Stay for Childbirth: This Plan complies with federal law that prohibits restricting bene ts for
any hospital length of stay in connection with childbirth for the mother and newborn child to less than 48 hours
following a normal vaginal delivery or less than 96 hours following a caesarean section delivery

Infertility Diagnostic Evaluation $35 10% 40% I 20% 40%

* Treatment for infertility is not a covered bene t under the ARHealth or ARHealth HD PPO plan. Services related to
infertility are covered up to diagnosis. Testing is not covered during or following treatment.

Infertility Testing $200 10% 40% 20% 40%

Ostomy Supplies

Ostomy Supplies $0 10% 40% 20% 40%

* Bene tlimited to a three (3) month supply

* For maximum bene ts, ostomy supplies should be obtained through a DME provider that is contracted with your
Bene t Coordinator

* Contact your Bene t Coordinator for a list of participating DME providers

Not all providers participate in every network. Please consult your Bene t Coordinator’s Online Provider Directory for an up-to-date list of participating network
physicians, hospitals, and other service providers. Out-of-Network providers have the authority to Balance Bill you for all services.
See inside back cover for an example of In-Network verses Out-of-Network charges.
Note: Non-Medicare Retirees are not eligible to participate in the ARHealth HD PPO plan option.
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Covered Bene ts
and Services*

Pharmacy Bene t
Prescription - Generic - Tier |

ARHealth

‘ Apple Icon indicates Wellness Bene ts

2008 Plan Year - Schedule of Bene ts

ARHealth HD PPO

In-Network
Copayment

In-Network
Coinsurance

Out-of-Network
Coinsurance

In-Network
Coinsurance

Out-of-Network
Coinsurance

Prescription - Preferred - Tier Il $30 0% 0% 20% 20%
Prescription - Non-Preferred - Tier lll $60 0% 0% 20% 20%
Prilosec OTC $5 0% 0% 20% 20%

Preventative Care Services

* See Preventative Care Services in this Annual Bene ts Guide or in your Summary Plan Description (SPD)

Professional Services
Chiropractic Services

10%

40%

* Member is responsible for paying 100% of prescription cost for drugs not covered by the plan.

* ARHealth HD PPO members may receive a negotiated discount for their prescription. Cost of prescription will count
toward applicable deductible and Coinsurance Annual Limit

20%

40%

* Bene tlimited to Fifteen (15) visits per member per Plan Year

Physician O ce Visits

$25

0%

40%

[ oo

40%

* ARHealth and ARHealth HD PPO plans do not require you to select a Primary Care Physician (PCP), but it is highly
recommended. By coordinating your personal health care through a single physician, you can help maintain a
consistent level of service with a provicer that understands your medical needs and situation

Specialist O ce Visit / Specialty Care $35 0% 40% 20% 40%
Services
Other Physician Services provided $0 10% 40% 20% 40%
under Out-Patient or In-Patient Care
Injectable Medication O ce Copay 0% 40% 20% 40%
* O ce copay will vary depending on provider classi cation (physician or specialist)
* Subject to Plan Exclusions and Limitations as de ned in the Summary Plan Description (SPD)
* Some medications may require prior authorization for coverage by American Health Holding
* Contact American Health Holding to verify if a medication requires prior authorization for coverage.
Prosthetic and Orthotic Devices
Prosthetic and Orthotic Devices $0 20% 40% 20% 40%

items over $1,000

* ok ok kK

Radiology Services
Radiology Services

$250

Appliance provider must be contracted with bene t coordinator
In order for the device to be covered, it must be an appliance that is de ned by the Medicare DME Manual
Repair or replacement of devices due to normal growth or wear is a covered bene t
Maintenance and repairs resulting from misuse or abuse is not covered and is the responsibility of the member
Bene tlimited to $15,000 in Prosthetic / Orthotic Plan bene ts per Plan Year

10%

40%

* Bene tlimited to one (1) prosthetic device that aids in bodily functioning or replaces a limb after an accident or
surgical loss and two (2) orthotic devices used for correction or prevention of skeletal deformities
* Prosthetic or Orthotic Devices must be deemed medically necessary. Pre-approval by American Health Holding for

20%

40%

* X X

* Charges will apply for such services as MRI, MRA, CT, and PET Scans
Maximum of one (1) copayment per member per Plan Year

Coverage is provided only when medically necessary and pre-approved by American Health Holding
Charges will not apply when provided in conjunction with Emergency Room or In-Patient Hospital Services

Not all providers participate in every network. Please consult your Bene t Coordinator’s Online Provider Directory for an up-to-date list of participating network
physicians, hospitals, and other service providers. Out-of-Network providers have the authority to Balance Bill you for all services.
See inside back cover for an example of In-Network verses Out-of-Network charges.

Note: Non-Medicare Retirefﬁ are not eligible toz%articipate inthe Aﬁ,HeaIth HD PPO plan option.
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2008 Plan Year - Schedule of Bene ts

Covered Bene ts ARHealth
and Services* In-Network In-Network | Out-of-Network

Copayment Coinsurance Coinsurance

ARHealth HD PPO

In-Network | Out-of-Network
Coinsurance Coinsurance

Reconstructive Surgery

Correction of defects due to accident or|  Hospital 10% 40%
covered surgery Copay

20% 40%

* Qut-Patient or In-Patient copayment will apply as applicable
* Children 18 years and under for speci ¢ conditions for congenital deformity or accident/injury repair

* Coverage is provided only when medically necessary and pre-approved by American Health Holding. Contact
American Health Holding for con rmation of covered services. The circumstances for coverage are very limited.

Rehabilitation Services (In-Patient)

Rehabilitation Services $250 10% 40% 20% 40%
* Bene tlimited to sixty (60) days per member per Plan Year

* Copayment applicable per admission

* Coverage is provided only when medically necessary and pre-approved by American Health Holding

Rehabilitation Services (Out-Patient)

Physical Therapy $0 10% 40% 20% 40%
Occupational Therapy $0 10% 40% 20% 40%
Speech Therapy $0 10% 40% 20% 40%

* Coverage is provided for these services based on medical necessity, determined by American Health Holding, and
when arranged, authorized, and provided by an in-network physician and in-network facility

* The Plan does not provide bene ts for maintenance therapy. Maintenance Therapy refers to therapy in which you
actively participate that is provided to you after no continued signi cant and measurable improvement is reasonably
or medically anticipated

Skilled Nursing Facility (SNF) Services
SNF Services $250 10% 40% 20% 40%

* Bene tlimited to Sixty (60) days per member per Plan Year and require pre-authorization by American Health Holding

* Coverage is provided for SNF services based on medical necessity, determined by American Health Holding, and when
arranged, authorized, and provided by an in-network physician and in-network facility

Temporomandibular Joint (TMJ) / Dysfunction (TMD) Services
TMJ /TMD Services O ce Copay 10% 40% 20% 40%
* Pre-Authorization by American Health Holding and participation with case management services required

* Physician or Specialist copayment will apply as applicable
* Coverage is provided for TMJ / TMD services based on medical necessity.

Transplant Services

Organ / Bone Marrow Transplant $250 10% Not Covered 20% Not Covered

* Copayment applicable per admission

* Bene tLimited to two (2) organ transplants per Member per Lifetime

* Bene tLimited to $10,000 lifetime limit for travel and lodging in conjunction with transplant services

* Coverage is provided for transplant services subject to the bene t maximums and requirements. Transplant services
MUST be provided by approved transplant providers and facilities

* |n order to be eligible for coverage, you MUST notify American Health Holding prior to receiving any transplant
services, including transplant evaluation. You MUST coordinate all transplant services, including transplant
evaluation. For questions about your transplant bene ts, contact American Health Holding

Not all providers participate in every network. Please consult your Bene t Coordinator’s Online Provider Directory for an up-to-date list of participating network
physicians, hospitals, and other service providers. Out-of-Network providers have the authority to Balance Bill you for all services.
See inside back cover for an example of In-Network verses Out-of-Network charges.
Note: Non-Medicare Retirees are not eligible to participate in the ARHealth HD PPO plan option.
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What Else Comes with ARHealth for Employees & Non-Medicare Retirees?

ARHealth is more than just health insurance; it's a comprehensive health program dedicated to your
overall health. In addition to the covered services for physician visits and hospital admissions, ARHealth
and ARHealth HD PPO provide you with access to a variety of other services such as:

*  Behavioral / Mental Health & Substance Abuse Services

*  ARWellness programs for weight loss, tobacco cessation, and more

*  Preventative Care Bene tincluding well child care, annual physicals, and immunizations

*  Prescription Drug Coverage

All these services combine to provide you with a complete health care package.

Behavioral / Mental Health & Substance Abuse Services

Behavioral / Mental Health Services and Substance Abuse Services are coordinated through Corphealth.
Contact Corphealth for a list of participating providers and instructions on accessing these services.

Medicare Primary and Non-Medicare Retirees are not eligible to participate in the ARHealth HD PPO plan option.

ARHealth ARHealth HD PPO

Covered Bene ts

. In-Network In-Network Out-of-Network In-Network Out-of-Network
and Services* Copayment Coinsurance Coinsurance Coinsurance Coinsurance
Deductible - Individual - $0 $1,000 $1,250 $3,000
Deductible - Family - $0 $2,000 $2,500 $6,000

* Subject to same deductible as medical plan
Annual Coinsurance Limit -
Individual (after deductible)
Annual Coinsurance Limit -
Family (after deductible)

- $1,000 $1,250 $2,500 $5,000

- $2,000 $1,875 $5,000 $10,000

Initial Behavioral Health

$0 0% Not Covered 0% Not Covered
Bene t
* Must contact Arkansas Help Line at 1-866-378-1645
Trad!tlonal Out-Patient $25 0% $25 copay + 20% 40%
Services 25% coins.
In-Patient Services $250 20% $300 copay + 20% 40%
35% coins.

* Copayment charged per admission for the ARHealth Plan

Out-Patient Services (partial $0 copay +

0, 0, 0,
hospital / day treatment) 30 25% 25% coins. 20% 40%
Out-Patient Services (Intensive 0 $125 copay + 0 0
Out-patient) 30 0% 45% coins. 20% 40%
* Qut-of-Network copayment applies to  rst visits only
Residential Treatment $0 20% 35% coins. I 20% 40%




ARWellness

Each year, millions of us make a decision to get in shape, stop smoking, or just take better care of ourselves.
Unfortunately, many people fail to meet their goals, not from a lack of dedication but from a lack of education.
We all know that getting in shape and eating better are the right things to do, but not everyone knows how
to make those dreams become a reality. That is how ARWellness can help.

As a member of the ARHealth Plans, you are eligible to participate in the wellness initiative called ARWellness.
Aswith all wellness programs, the goal of ARWellness is to provide our members with education and assistance
to help them make better decisions about their personal well-being. ARWellness is actually a combination of
5 separate programs with di erent areas of focus. Coordinated through Corphealth; these 5 programs are
Balance?®, Nourish?, Breathe®, Relax®, and Care® For Your Back, and are the product of HealthMedia®, Corphealth’s
strategic partner.

Balance®

Overweight and obesity are major contributors to many preventable causes of death and disease. High blood
pressure, high colesterol, heart disease, and cancer are among the myriad of illnesses associated with higher
body weights. Balance®is an ideal program for adults who want to lose weight, maintain a recent weight loss,
or prevent the weight gain in patterns frequently found with aging.

Nourish® .
Poor eating habits contribute to many diseases that
face the nation today. Conditions such as diabetes,
hypertension, high cholesterol, and heart disease can
be linked to unhealthy eating habits. Nourish® gives . # &

adults the tools for making healthy eating choices ; u '
Rk

so they can improve their health and well being. | ¢ -'”

Breathe® . o
Smoking is a major risk factor for a number of potentially | & W & " f
fatal diseases. Heart disease, stroke, lung cancer, and | S\~
chronic lung disease are just a few of the illnesses that

can be attributed to tobacco use. In addition, smokers

generally take more sick days, have lower productivity

levels, and have higher medical costs than non-smokers. Breathe®is an ideal program for those members who
want to live longer, healthier lives by kicking the habit for good.

Relax®

Stress is a common problem that a ects your health and productivity. 43% of all adults su er adverse health
a ects from stress. Over 50% of all lost workdays are due to stress; and 75-90% of all physician visits are
stress related. Stress is associated with the six leading causes of premature death: heart disease, cancer, lung
ailments, accidents, cirrhosis, and suicide.

Care® For Your Back .
Changing behavior is the key to prevention and treatment of chronic conditions and back pain. If you have
ever su ered from back pain or know someone who has, then you understand just how unpleasant it can be.
You also know that living with chronic back pain can put a damper on work, exercise, family and social events.

For more information on the bene ts and options under ARWellness or to sign up for these programs, visit
www.corphealth.com/arwellness or call toll free at 1-866-378-1645.
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Preventative Care / Wellness Bene ts

The following preventative/wellness services are covered at 100% under the ARHealth and ARHealth HD PPO plans
for employees and their covered dependents. Services are covered at In-Network providers ONLY. Services may be
obtained from more than one physician. Services that are not for screening or preventative in nature, but rather due
to illness or speci ¢ condition, may be subject to the standard Schedule of Bene ts with co-payments, co-insurance,
and deductibles when applicable. For questions, contact your Bene t Coordinator.

Wellness Services
Physical Exams - Adults (limit 1 per Plan Year at no cost)

Routine Mammogram (limit 1 per Plan Year at no cost)

Annual Routine Gynecological visit (limit 1 per Plan Year at no cost)
New Baby/Well Baby Visits

Initial comprehensive preventative medicine evaluation and management of an individual.
Including an age and gender appropriate history, examination, counseling, or anticipatory

Under 1 year guidance/risk factor reduction interventions, and ordering of appropriate immunizations
laboratory/diagnostic, new patient; infant (age under 1 year)
Periodic comprehensive preventative medicine reevaluation and management of an individual.
Under 1 year Including an age and gender appropriate history, examination, counseling or anticipatory

guidance/risk factor reduction interventions, and ordering of appropriate immunizations,
laboratory/diagnostic, established patient; infant (age under 1 year)

Normal newborn care in other than hospital or birthing room setting, including physical
examination of baby and conference with parents.

Preventative Care Services - Child (under age 18)

Newborn Care

* Birth to Age 1 = Six Visits * Age 12 to 17 = Annual Visits
* Age 1to 2 =Three Visits * Lead Level = Age 9 months to 24 months
* Age 3 to 4 = Annual Visits « Vision Screening = 3-6, 8, 10, 12 & 15 months
* Age 5to 11 = Annual Visits * Hearing Screenings = 4-6, 8, 10, 12 & 15 months
Preventative Care Services - Adults (age 18 and over)
* Annual Physical O  ce Visit « Fecal occult blood test annually and one of the
following:
« Colorectal Cancer Screening beginning * Sigmoidoscopy every 5 years
at age 50 * Colonoscopy once every 10 years
* Double contrast barium enema once every 5 years
* Cholesterol and HDL - Once every 5 years for males age
* Pap Smear 35 and older and once every 5 years for females
45 and older

* Prostate Speci ¢ Antigen (PSA) age 40 and over

*The Arkansas Health Department is considered an In-Network provider for adult and child immunizations
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Preventive Care / Wellness Bene ts continued...

Immunizations - Child (under age 18)

Diphtheria

Diphtheria and Tetanus toxoid and acellular pertussis (DTaP)

Diphtheria and Tetanus toxoid and whole cell pertussis (DTP)

Diphtheria and Tetanus toxoid and whole cell pertussis and Hemophilus In uenza b (DTP-Hib)

Diphtheria and Tetanus toxoid and whole cell pertussis, Hemophilus In uenza b, and Inactivated Poliovirus (DTap-Hib-IPV)

Diphtheria and Tetanus toxoid for ages over 7 (Td)

Gardasil ages 9 to 18

Hemophilus In uenza b (hib)

Hepatitis B (HEP B)

Hepatitis B (HEP B) and Hemophilus In uenza b (hib) combo

Hepatitis C

In uenza( u)ages 6 months and older

Measles, live for subq use (IPV)

Measles, Mumps, Rubella (MMR)

Measles, Mumps, Rubella and Varicella (MMRV)

Measles, Rubella

Menactra Vaccine ages 11 to 18

Mumps

Pneumococcal Vaccine

Polio, live , oral use (OPV)

Rota Teq Vaccine administered orally in 3 doses for the prevention of Rotavirus, ages 2, 4, and 6 months
Rubella

Tetanus

Varicella

Immunizations - Adults (age 18 and over)

Diphtheria, every 10 years

Diphtheria and Tetanus toxoid for ages over 7 (Td), every 10 years

Gardasil ages 18 to 26

Hepatitis B (HEP B) - once per lifetime

Hepatitis C ages 18 to 24

In uenza( u), annually

Menactra Vaccine ages 18 to 27

Pneumococcal Vaccine

Tetanus, Diphtheria, and Pertussis - single dose Tdap, adults 19 to 64

Zostavax Vaccine for adults 60 and over

*The Arkansas Health Department is considered an In-Network provider for adult and child immunizations
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Prescription Drug Coverage

Most members of the Plan are covered by a Prescription Drug Program with the exception being the Public
School Medicare-Primary Retirees. Coverage under the Prescription Drug Program is not available without
participation in the medical plan, meaning that a member can not elect to have coverage for his / her
prescription drugs as a stand-alone plan.

The Prescription Drug Program covers a wide selection of medications but not all prescription drugs
available in the United States are covered. The Plan uses an established Formulary of covered drugs and, in
most cases, has the drugs classi ed into one of three tiers. Medications that are not on the formulary are not
covered by the Plan and any cost associated with the drug would be the responsibility of the member.

Who coordinates the prescription drug program?

EBD has a contract with an outside third-party company named informedRx (previously known as NMHC)
who serves as the PBM (Pharmacy Bene t Manager) for the Plan. informedRx has the responsibility to
contract with pharmacies, negotiate discounts, and work with EBD to create a quality bene t program for
the membership.

What types of prescription drugs and supplies are covered?
. UnlesslotherwiselexcludedfromithelPlan, drugsiprescribedbylalphysicianithatlrequirelalprescriptionl
under federal law
. Insulinlwhenlprescribedlbyla physicianlalongiwithIneedlesiandisyringes
. Diabeticlsuppliesisuchlasllancetsianditestistripsiwhenlprescribedlbylaphysician

Are there any limitations on the covered drugs?
Bene ts for any one prescription may be limited to:

. Quantityllimitsiestablishedlby!thelPlan

. Refllslonlylupltoltheltimelspecifedlbylalphysician
Refllslupltolonelyearfrom theldateloflorderlbyla’physician
Referencelpricinglonicertainlmedicationslinsteadloflalfat.copay(indicated’asTMlonthe/PDL)
Priorlauthorizationreviewonlcertainlmedications

]
]
]
]

How much will my prescription drugs cost?
The cost of a prescription at an in-network pharmacy will depend on a variety of issues, such as your plan
option, the tier of the medication, and how much of your deductible has been met, if applicable.

If you are a member of the ARHealth or ARHealth Retiree plans (excluding the Public School Medicare-
Primary Retirees), the cost of covered prescription drugs will be tied to a co-payment based on the tier to
which the drug has been assigned. The co-pay amounts are shown in the Schedule of Bene ts. The co-pay
is the maximum cost that a member will pay for a drug in a particular tier although the member will pay
less if the drug price is lower than the xed co-pay. Some medications are not assigned to a co-payment
tier, but are priced ata xed rate per pill. Your cost for a prescription with this pricing method varies greatly
depending on the prescription and pharmacy. Prescriptions that are priced ata xed rate per pill are
indicated on the Preferred Drug List (PDL) with a (TM) for therapeutic MAC.

If you are a member of the ARHealth HD PPO plan, you will be responsible for the total cost of the
prescription (after any applicable network discount) until you have satis ed your deductible. After the
deductible has been met, you will be responsible for a portion of the cost as a co-insurance up to the point
when your maximum out-of-pocket annual co-insurance limit has been reached. When the annual co-
insurance limit has been reached, the Plan will cover 100% of the cost of all covered medications.
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How is a prescription lled at an Out-of-Network pharmacy?

If a prescriptionis lled at an out-of-network pharmacy, the member will be responsible for 100% of the cost
of the drug when the medication is dispensed plus $1.25 for processing a paper claim. Contact informedRx
for more information on the claim ling process. Their toll-free number is listed on the back of your
insurance card.

How are prescription drugs assigned to a Tier?

Medications eligible for coverage will normally fall into one of three categories:
/] Tierl-IGeneric
o/ Tierllli-IFormularyBrandl(Preferred)
/. TierlllI=INon-FormularyBrandl(Non-preferred)

As new medications receive FDA approval and are released to the open market, they are reviewed by the
Arkansas State and Public School’s Drug Utilization Evaluation Committee (DUEC) and the Prescription

Bene t Consultant, University of Arkansas for Medical Science, College of Pharmacy. Their recommendations
are then taken to the State and Public School Life & Health Insurance Board (the Board) for a determination
which is in the best interest of our group as a whole.

When a formulary preferred brand name drug becomes available in a generic alternative, the brand name
drug will typically move to the Tier lll level and the generic becomes available on Tier I.

Howdo | nd outwhich drugs are in which Tier?

We publish a Preferred Drug List (PDL) that contains many of the more commonly prescribed medications
and classi es the drugs into one of the 3 tiers. (See heading “Does the Plan have any special programs,
limitations, or restrictions?” for additional information.) The PDL is available on the central website of the
Plan at www.ARBene ts.org.

What are my options for purchasing medication under the Plan?

The Prescription Drug Program o ers two convenient and cost e ective ways to purchase prescription
medications. The combined medical/prescription drug card may be used to obtain prescription medications
at a discounted cost from a participating retail pharmacy. The Mail Order Prescription Drug Program does
not o er additional cost savings on medications; however, does provide a member with the convenience

of receiving up to a 3-month supply of medications at their doorstep. The Mail Order Program is limited to
medications that are required on a long term or maintenance basis. Contact informedRx for information
regarding prescriptions that can be lled through the Mail Order Program.

How do | use the Retail Prescription Drug Card Program?

Drugs that are prescribed for short-term use should be lled from a network pharmacy using your combined
medical and pharmacy identi cation card. The network includes all pharmacies in Arkansas and over

59,000 pharmacies nationwide. Most chain stores participate in this network, as well as many independent
pharmacies across the nation. Con rmation of participating pharmacies may be obtained by calling the
pharmacy program number listed on the back of your card.

Most retail prescriptions are limited to a 31-day supply. Prescriptions are dispensed according to the
instructions of the prescribing physician. If the medical condition is such that the prescription drug is to
be taken over a prolonged period of time (months or even years) it may be more convenient to use the
enhanced retail program or the mail order prescription program.



What is the Enhanced Retail Program?
A 93 day supply of medication is available at retail pharmacies for three standard copayments based on the
formulary status of the drug(s). Please refer to the following schedule:

Generic alternative 3 x retail copayments for Tier |
Preferred drug 3 x retail copayments for Tier Il
Non-preferred drug 3 x retail copayments for Tier Il

Prior to using this bene t, you must follow these guidelines:

.  Youlwillineedltolobtainltwo 31ldaylsuppliesiofimedicationloritwolflIslatlyourlparticipating/pharmacy.
This helps to ensure that prescriptions are appropriate for the duration of therapy.

. Ifimedicationlisistilllrequirediafteritheltwol31ldaysuppliesioritwolflls,;asklyourdoctoritolwritelal
prescription for up to a 93 day supply (if appropriate) with as many as three (3) re lls.

] Thellistioflmedicationsicoverediunderithislbeneftlisithelsamelasithellistiof.coveredimedications.for!
both the retail and mail order bene t, with the exception of some speci ¢ medications. Contact the
Pharmacy Bene t Manager by calling the pharmacy program number listed on the back of your card
for additional information.

How do | use the Pharmacy Mail Order Program?

The mail order prescription program is designed to assist individuals who take the same medication for a
long period of time for conditions such as diabetes, high blood pressure, heart or thyroid conditions. You
will need to obtain two (2) 31 day supplies of medication or two llIs at a network retail pharmacy before the
mail order program can be utilized. This helps to ensure that prescriptions are appropriate for the duration
of therapy. If medication is still required after the two (2) 31 day supplies or two lls, you may ask your
physician for a prescription for up to a 93 day supply, if appropriate. The mail order program allows you to
obtain a 93 day supply of certain medications at one time for 3 months copayments.

Please refer to the following schedule

Generic alternative 3 x retail copayments for Tier |
Preferred drug 3 x retail copayments for Tier Il
Non-preferred drug 3 x retail copayments for Tier Il

You may use the mail order option by calling the pharmacy program number listed on the back of your card.

Each mail order prescription is limited to a maximum quantity limit of a 93 day supply. Pharmacies are
required by law to dispense the prescription in the exact quantity speci ed by the physician. Therefore,
if the quantity prescribed is for less than 93 days per re |l, the mail order pharmacy will |l the exact
guantity written by the physician.

Why does the Plan encourage generic drugs?

A generic drug is identical in chemical composition to its brand name counterpart, has been approved by
the Food and Drug Administration (FDA) to be therapeutically equivalent, and is as e ective as the brand
name product. The use of generics and formulary brand name drugs perform a vital role in controlling the
cost of prescription drugs for both the participant and the Plan. Once a generic medication is released into
the market, the brand name counterpart generally becomes a non-formulary third tier medication.

As new medications receive FDA approval and are released, they are reviewed by the Arkansas State and
Public School’s Drug Utilization Evaluation Committee (DUEC). The recommendations of the DUEC are taken
to the State and Public School Life & Health Insurance Board (the Board) where the nal coverage decision
is made. The decision to add or not to add a medication to the formulary is rst and foremost based upon

e cacy. If there is not another alternative or the medication is superior to the current formulary alternative,
then the medication is added. If it is found to be equivalent to current formulary alternatives, then a cost
analysis is completed and determination is made. Medications may be deleted from the formulary on a
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quarterly basis (four times per year) with additions occurring throughout the year. Copies of the Arkansas
State and Public School Employee’s Formulary Preferred Drug List (PDL) may be obtained by calling the
pharmacy program number listed on the back of your card or by visiting www.ARBene ts.org. This list is
subject to change.

Who do | contact for drug information?
If your physician or pharmacist is unable to answer your drug information questions, you can call the
Arkansas Drug Information Center, a service provided by the UAMS College of Pharmacy at 1-888-228-1233.

What about prescriptions for weight loss or smoking cessation?

The ARHealth plan o ers a fourth tier bene t designed to cover medications, which were not previously
covered, such as prescriptions for weight loss. This bene t gives you access to the same discount the plan
pays to network pharmacies. You will be responsible for the entire cost of the drug at the discounted rate.

Example: Drug prescribed for weight loss
Retail Cost $150.00
Average Wholesale Price $130.00
Plan Discount 13% $113.10
Dispensing Fee $ 250
You Pay $115.60

This example shows a savings of $34.40 from the retail cost you would have paid without this bene t.
Simply give your pharmacist your prescription drug card as you always do and the amount you owe will be
indicated to the pharmacist via electronic claims submission.

If participating in the Tobacco Cessation Program, you can receive N.R.T (Nicotine Replacement Therapy)
bupropion, or Chantix at 50% of the cost of the prescription if enrolled and approved by the smoking
cessation program.

Does the Plan have any special programs, limitations, or restrictions?

The Pharmacy Bene ts Manager for the Plan has several cost saving initiatives in place designed to assist
our prescription drug program in delivering the best possible healthcare at the most reasonable cost. The
programs described below are Prior Authorization, Quantity Limits, Daily Dose Edits, Step Therapy, and
Therapeutic MAC. Medications listed on the PDL are marked with the abbreviations PA, QL, ST, or TM when
applicable.

Prior Authorization (PA)

The Prior Authorization program helps to ensure the appropriate usage of certain medications by applying
FDA approved indications and the manufacturer’s guidelines to the utilization of certain medications. The
DUEC, Pharmacy Bene ts Manager, and pharmacy bene ts consultant, University of Arkansas for Medical
Sciences College of Pharmacy, have identi ed the medications that have a high potential for serious side

e ects, high costs, or high abuse potential.

The following steps should be taken in order to obtain a Prior Authorization:

*/  Yourlphysician may contact EBRx (Evidence Based Prescription drug call center at the UAMS
College of Pharmacy) by calling 1-866-564-8258 to discuss prescription drugs that require
prior authorization.

. AlteamlofipharmacistsiisiavailableltolevaluatelthelinformationlprovidedIbylyourphysician..Formsiwilll
no longer be faxed to your physician’s o ce, as all reviews are now handled over the phone.

/. Oncelthelpriorlauthorizationiclinicallguidelinesiarelmet,lyourlpriorlauthorizationiwilllbelapproved!
and entered into the system.
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What types of prescription drugs are not covered?

o

|
|
|
|

Over’thelCounterlproductsithat/maybelboughtwithoutlaiwrittenlprescription.[Thisidoesinotiapply!
to insulin syringes and needles or diabetic testing supplies or OTC Prilosec, which are speci cally
covered with a prescription from your doctor.
Devicesloflanyitypelevenithoughlsuchldevicesimaylrequirelalprescription.Thislincludesi(butinot!
limited to) therapeutic devices or appliances such as implantable insulin pumps and ancillary pump
products.
Immunizationlagents,biologicallserum,lvaccinesi[exceptforRabieslvaccinations,/Gardasill(tolprevent!
cervical cancer), or Zostavax (to prevent Shingles)] which are speci cally covered with a prescription
from your doctor.

Implantable’time-releasedimedications.
Experimentalloriinvestigational’drugsior’drugsiprescribediforiexperimental [INon-FDAlapproved,
indications.

DrugsiapprovedbylthelFDAlforilcosmeticluselonly.
CompoundichemicallingredientsioricombinationlofifederalllegendidrugsiiniaiNonFDAlapproved!
dosage form.

Fertility’medications!

Nutritional'supplementsiexceptiforimetaboliciconditionsionly.
Smokinglcessationimedicationsl-lexceptithroughlthelTobaccolCessation/Program
Prescriptionloriover-the-counterimedicationslimportedifromlanothericountry.

If a drug is not covered by the plan, you will be responsible for the entire cost.





















2008 and 2009 Plan Year - Schedule of Bene ts

What does ARHealth cover for Medicare Primary Retirees?

Medicare Does Not Pay | ARHealth Retiree Covers

Part A Hospital Services
Inpatient hospital deductible each bene t period ARHealth Retiree pays the deductible

Copayment per day for days 61-90 in a hospital ARHealth Retiree pays the copayment per day

Copayment per day for days 91-150
(Lifetime Reserve)

ARHealth Retiree pays the copayment per day

100% of Medicare - Allowable expenses for
additional 365 days after Medicare hospital ARHealth Retiree pays
bene ts stop completely

Calendar year blood deductible (First 3 Pints of
Blood) If deductible is not met by the replacement ARHealth Retiree pays
of blood

Copayment per day for days 21-100 in a Skilled

Nursing Facility ARHealth Retiree pays the copayment per day

Part B Physician and Medical Services

Part B deductible ARHealth Retiree pays the deductible
Normally 20% of Medicare-approved amount (Part

B Coinsurance) and 20% of Medicare-approved ARHealth Retiree pays 20% of the Medicare-
charges for Durable Medical Equipment (After Part approved amount

B Deductible Is Met)
Medicare Part B excess charges 100%

(This benefit would apply when you receive ARHealth Retiree pays 100% of the Part B
services from a physician that does not excess charges when you receive services from a
accept Medicare assignment.) physician that does not accept Medicare.

Prescription Drug Bene t
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Covered with NMHCRx
Medications eligible for coverage will
fall into one of three categories:
State Retiree *J  Tierl=/Genericl($10)
) Tierllll-IFormularyBrand(Preferred-/$30)
o/ Tierllll=INon-FormularyBrandl(Non-
preferred - $60)

Not Covered
(Option of taking Medicare Part D)

Public School Retiree

Note: ARHealth for Medicare-Primary Retirees will coordinate payment as if Medicare Part A and Part B are both in
force at the time of service. If the member is eligible for Medicare Part B but does not elect coverage, the Plan will pay as
though the member does have Medicare Part B and the member will have full fnancial responsibility for incurred claims.
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Certi cate of Creditable Coverage Information

Please read this notice carefully and keep it
where you can nd it. This notice has information
about your current prescription drug coverage
with State of Arkansas, Department of Finance
and Administration, Employee Bene ts Division,
ARHealth Plan and about your options under
Medicare’s prescription drug coverage. This
information can help you decide whether or not
you want to join a Medicare drug plan. If you

are considering joining, you should compare
your current coverage, including which drugs
are covered at what cost, with the coverage and
costs of the plans o ering Medicare prescription
drug coverage in your area. Information about
where you can get help to make decisions about
your prescription drug coverage is at the end of
this notice.

There are two important things you need
to know about your current coverage and
Medicare’s prescription drug coverage:

1. Medicare prescription drug coverage
became available in 2006 to everyone
with Medicare. You can get this coverage
if you join a Medicare Prescription Drug
Plan or join a Medicare Advantage
Plan (like an HMO or PPO) that o ers
prescription drug coverage. All Medicare
drug plans provide at least a standard
level of coverage set by Medicare. Some
plans may also o er more coverage for a
higher monthly premium.

State of Arkansas, Department of

Finance and Administration, Employee
Bene ts Division, ARHealth Plan has
determined that the prescription drug
coverage o0 ered by the ARHealth Plan

is, on average for all plan participants,
expected to pay out as much as standard
Medicare prescription drug coverage pays
and is therefore considered Creditable
Coverage. Because your existing coverage

o
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is Creditable Coverage, you can keep this
coverage and not pay a higher premium
(a penalty) if you later decide to join a
Medicare drug plan.

When Can You Join A Medicare Drug Plan?

You can join a Medicare drug plan when you rst
become eligible for Medicare and each year from
November 15th through December 31st.

However, if you lose your current creditable
prescription drug coverage through no fault of
your own, you will also be eligible for a two (2)
month Special Enrollment Period (SEP) to join a
Medicare drug plan.

What Happens To Your Current Coverage If
You Decide to Join A Medicare Drug Plan?

If you decide to join a Medicare drug plan,
your current State of Arkansas, Department
of Finance and Administration, Employee
Bene tsDivision, ARHealth Plan coverage
will be a ected.

1. Your current coverage pays for
other health expenses in addition to
prescription drug. If you enroll in a
Medicare prescription drug plan, your
ARHealth Plan “will not* coordinate
bene ts with your Medicare prescription
drug plan.

If you do decide to join a Medicare

drug plan or Medicare Advantage

plan and drop your current State of
Arkansas, Department of Finance and
Administration, Employee Bene ts
Division, ARHealth Plan coverage, be
aware that you and your dependents “will
not“ be able to get this coverage back.
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Certi cate of Creditable Coverage Information continued....

When Will You Pay A Higher Premium
(Penalty) To Join A Medicare Drug Plan?

You should also know that if you drop or lose
your current coverage with State of Arkansas,
Department of Finance and Administration,
Employee Bene ts Division, ARHealth Plan
and don'’t join a Medicare drug plan within 63
continuous days after your current coverage
ends, you may pay a higher premium (a
penalty) to join a Medicare drug plan later. If
you go 63 continuous days or longer without
creditable prescription drug coverage, your
monthly premium may go up by at least 1%
of the Medicare base bene ciary premium
per month for every month that you did

not have that coverage. For example, if you
go nineteen months without creditable
coverage, your premium may consistently be
at least 19% higher than the Medicare base
bene ciary premium. You may have to pay
this higher premium (a penalty) as long as you
have Medicare prescription drug coverage.

In addition, you may have to wait until the
following November to join.

For More Information About This Notice Or
Your Current Prescription Drug Coverage...

Please contact the ARHealth Medicare
Coordinator for further information or call our
Member Services Department at (877) 815-1017.
NOTE: You'll get this notice each year. You will
also get it before the next period you can join a
Medicare drug plan, and if this coverage through
State of Arkansas, Department of Finance and
Administration, Employee Bene ts Division,
ARHealth Plan changes.

For More Information About Your Options
Under Medicare Prescription Drug Coverage...

More detailed information about Medicare plans
that o er prescription drug coverage is in the

o
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“Medicare & You” handbook. You'll get a copy
of the handbook in the mail every year from
Medicare. You may also be contacted directly
by Medicare drug plans. For more information
about Medicare prescription drug coverage:

[ Visit www.medicare.gov

| Call your State Health Insurance
Assistance Program (see the inside back
cover of your copy of the “Medicare & You”
handbook for their telephone number) for
personalized help

| Call 1-800-MEDICARE (1-800-633-4227).
TTY users should call 1-877-486-2048.

If you have limited income and resources, extra
help paying for Medicare prescription drug
coverage is available. For information about
this extra help, visit Social Security on the

web at www.socialsecurity.gov, or call them at
1-800-772-1213 (TTY 1-800-325-0778).

Remember: Keep this Creditable Coverage
notice. If you decide to join one of the Medicare
drug plans, you may be required to provide

a copy of this notice when you join to show
whether or not you have maintained creditable
coverage and, therefore, whether or not you are
required to pay a higher premium (a penalty).

Plan Year 2009
State of Arkansas,
Department

of Finance and
Administration,
Employee Bene ts
Division, ARHealth
Plan

ARHealth Medicare
Coordinator

501 Woodlane,
Suite 500,

Little Rock, AR 72201
(877) 815-1017

Date:
Name of Entity/Sender:

Contact:

Address:

Phone Number:
—



Exclusions and Limitations

What are the limitations and exclusions of the Plan?

This section contains general exclusions and limitations of the Plan. Unless speci cally stated in the text,
the exclusion or limitation applies to both active and retiree members equally. Other parts of this SPD may
contain additional exclusions or limitations and this SPD should be viewed in its entirety.

Listed below are services, treatments, medical procedures, supplies, and other elements which are
speci cally excluded from coverage or have limited coverage under the Plan:

Abortion: Purely elective or voluntary abortions are not covered. Pregnancy terminations are covered, but
only to save the life of the mother. All pregnancy terminations must be pre-approved by means described in
this SPD.

Acupuncture: Services related to acupuncture are not covered.

Appointments / medical records: If you fail to keep an appointment with a provider and charges for the
appointment are incurred, those charges are not covered. Charges for completion of insurance forms or for
acquisition of medical records are not covered.

Autism: All treatments, procedures, supplies, and other services related to or arising from the diagnosis of
autism is not covered, except as speci cally described below:
. Diagnosticlservicesirelatingltolautismlarelcoveredluptoldiagnosis
. Physical,loccupational,/andispeechitherapiesiarelcoverediforichildrenllessithanlage’seven (7)when!
medically necessary and pre-approved by American Health Holding
. TreatmentirelatedtolautisticZcmembersiwhenlpresentediwithlissuesiofico-morbidity

Bereavement services: Medical Social Services and outpatient family counseling and / or therapy for
bereavement, except as provided as Hospice Care, are not covered.

Biofeedback: Hypnotherapy, biofeedback, and other forms of self-care or self-help training, and any related
diagnostic testing are not covered.

Chelation therapy: Services or supplies provided as, or in conjunction with, chelation therapy, except for
treatment for acute metal poisoning, are not covered.

Cochlear implants: Coverage for cochlear implants is limited to one (1) cochlear implant device, the
surgical procedure and speech processor must be pre-approved by means described in this SPD and a
maximum of Thirty-Five Thousand Dollars ($35,000) limit per Member per lifetime. Reimplantation of the
same device is not covered.

Comfort items: Personal convenience items such as assistive talking devices, automobile / van conversion
or addition of patient lifts, hand controls, or wheel chair ramps, and home modi cations such as overhead
patient lifts and wheelchair ramps are not covered.

Complications of non-covered treatments: Care, services, or treatment required as a result of
complications from a treatment not covered under this Plan are not covered.

Cosmetic services: All services, procedures, or complications related to or complications resulting from
cosmetic surgery are not covered.
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Genetic testing: Services related to genetic testing are limited to those approved by your Bene t
Coordinator or EBD Health Services. Examples of genetic testing that are covered include but not limited
to testing for Down’s syndrome, phenylketonuria / galactosemia (PKU), medullary thyroid carcinoma, and
sickle-cell anemia.

Government coverage: Coverage for which you are eligible through entitlement programs of the federal,
state, or local government, including but not limited to any insurance carrier, Veterans Administration,
Medicare, or Medicaid payments will not be duplicated. The Plan coordinates with Medicare for the services
covered by Medicare only to the Medicare Limits.

Hair loss: Care and treatment for hair loss including wigs, hair transplants or any drug that promises hair
growth, whether or not prescribed by a physician are not covered.

Hearing or talking aids: Hearing aids or assistive talking devices including special computers are not
covered.

High dose chemotherapy: High dose chemotherapy and all related procedures, including but not limited
to autologous bone marrow transplantation, allogeneic bone marrow transplantation, stem cell rescue, or
similar treatment or procedure designed to replace or rejuvenate bone marrow or peripheral blood cells
are not covered except in certain cases as approved through the prior authorization / pre-approval process
under Utilization Management.

Learning Disabilities: Services or supplies provided for learning disabilities such as reading disorder, alexia,
developmental dyslexia, dyscalculia, spelling di  culty and other learning disabilities are not covered.

Long term care: Services or supplies furnished by an institution, which is primarily a place of rest or a place
for the aged, residential long term care for mental health disorders, youth homes, or any similar institution
are not covered.

Long term acute care (LTAC): All admissions to and services performed through a Long Term Acute Care
(LTAC) facility are not covered services under this plan.

Midwives: Services provided by midwives are not covered unless working under the direction of a plan
physician.

Naturopath / Homeopath services: Naturopathic or Homeopathic remedies for treatment of any condition
are not covered.

Non-covered services: Services not speci cally included as a bene tin this SPD, complications related to
non-covered services, services provided after exceeding the bene t maximum for speci ed services, and
services for which the Member is responsible for payment such as non covered out-of-network charges are
not covered. Charges for services above the contracted rates are not covered.

Non-Medicare covered Durable Medical Equipment: Medical equipment and supplies that are not
covered by Medicare are speci cally excluded and not covered by the Plan. Examples of excluded items
include the purchase or rental of air conditioners, air puri ers, waterbeds, saunas, tanning beds, motorized
transportation equipment except with prior approval, automobile/van conversion or addition of patient
lifts, hand controls, or wheel chair ramps, home modi cations such as overhead patient lifts and wheelchair
ramps, exercise equipment, or similar items. Replacement or repair of durable medical equipment and
prosthetic devices is covered only when medically necessary due to normal wear and tear.
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