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FULTON COUNTY 
SUMMARY PLAN DESCRIPTION 
 
This document, which is called the Summary Plan Description (SPD), describes the 
benefit plans (herein called the Plan) provided herein as established by Fulton County 
(herein called the Employer or Plan Sponsor).  Fulton County is a self-insured Employer. 


Every effort has been made to accurately describe the Plan in this SPD Booklet.  This 
SPD will serve as the Plan Document. 


 


Note:  These benefits are valid for your Plan's current benefit period.  You will receive a 
revised Summary of Benefits if there is a change in your benefits. 
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INTRODUCTION 
Benefits are an important part of the compensation you receive from Fulton County.  We 
recognize the importance of a competitive benefits package to attract and retain qualified 
employees.  Therefore, Fulton County offers a complete package of benefits, which is 
flexible enough to help meet your needs, regardless of your family situation or stage of 
life. 


Participation in one of the medical plans is mandatory unless you can provide proof 
of major medical coverage through another plan which includes hospitalization. 


Overview of Program 
The benefits provided by Fulton County’s Health Plan are: 


• Medical; 


• Comprehensive Medical Plan (PPO) 


• Health Maintenance Organization (HMO) 


• Employee Assistance Program; 


• Mental Health Care/Substance Abuse Plan; 


• Prescription Drug Plan; 


• Dental Plan; 


• Vision Plan. 


The information in this SPD Booklet will help you understand and get the most out of 
your benefits program. 


In this SPD Booklet you will find: 


• An overview of Fulton County’s health benefits program; 


• Detailed descriptions of the benefits plans; 


• Enrollment information; 


• Instructions for making changes to your benefit elections; 


• Information on how to file claims; 


• Information about how important changes in your life can affect your benefits. 


Please take the time to review these materials carefully. 


If you still have questions about the benefit Plans after reading this booklet, refer to page 
iii for a list of contacts you can call for further information. 







iii 


HEALTH CARE PLAN CONTACTS 
 


Plan/Service 
 
Medical/HMO/Prescription 
Drugs 
 
 
Mail Order Drugs 
 
Pre-Admission Certification 
And Referral Authorization 
 
 
BlueChoice On-Call 
 
 
 
Medical/Comprehensive 
Medical/PPO/Prescription 
Drugs 
 
Mail Order Drugs 
 
Pre-Admission Certification 
 
 
EAP 
 
 
Mental Health and Substance 
Abuse Care or Services 
 
Dental Plan 
 
Vision Plan 
 
Fulton County Employee 
Benefits Office  


Contact 
 
BlueCross BlueShield 
Healthcare Plan of Georgia, 
Inc.* 
 
Express Scripts, Inc. 
 
BlueCross BlueShield 
Healthcare Plan of Georgia, 
Inc. 
 
BlueCross BlueShield 
Healthcare Plan of Georgia, 
Inc. 
 
Blue Cross and Blue Shield of 
Georgia, Inc. 
 
 
Express Scripts, Inc. 
 
Blue Cross and Blue Shield of 
Georgia 
 
Blue Cross and Blue Shield of 
Georgia 
 
Blue Cross and Blue Shield of 
Georgia 
 
Delta Dental Insurance Co. 
 
EyeMed Vision Care 
 


Phone Numbers 
 
Toll free 1-800-474-2227 
 
 
 
Toll free 1-888-613-6091 
 
Toll free 1-800-662-9023 
 
 
 
Toll free 1-888-724-2583 
 
 
 
Toll free 1-800-474-2227 
 
 
 
Toll free 1-888-613-6091 
 
Toll free 1-800-999-7222 
 
 
Toll free 1-800-474-2227 
 
 
Toll free 1-800-474-2227 
 
 
1-800-616-3631 
 
1-866-723-0513 
 
(404) 612-7635


 
*For the most current listing of Providers, please visit our website at www.bcbsga.com. 
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Eligibility Information 
For PPO coverage, there is a 12 month pre-existing condition waiting period except for 
maternity benefits.  If a Participant enrolls within 31 days of being eligible and has 12 
months of prior Creditable Coverage with no significant break in coverage, the pre-
existing condition waiting period will not apply.   


Coverage for You 
This SPD Booklet describes the benefits you may receive under your health care Plan.  You are 
called the Employee or Participant. 


You are eligible to elect coverage under the Fulton County Plan if you are: 


• a full-time permanent Employee; 


• a department head; 


• an elected official; 


• a permanent part-time Employee who works at least one-half of a scheduled work week 
and is employed in a position that would be required indefinitely and is continuous all year 
long; 


• full-time Employees of any entity of Fulton County as approved by the Board of 
Commissioners; 


• a full-time work test employee. 


You are not eligible for this benefit Plan if you are employed by the Department of Family and 
Children Services; a contract, seasonal or temporary employee; or an employee of the Housing 
Authority of Fulton County. 


If you are covered by this Plan, you may enroll your Covered Dependents.  Your Covered 
Dependents are also called Participants. 


If the wrong birth date of a child is entered on an application, the child has no coverage for the 
period for which he or she is not legally eligible. 


Your Covered Dependents include: 
• Your spouse is included.  For the purpose of this Plan, a spouse is defined as a person of 


the opposite sex from that of the enrolling Employee; copy of a marriage certificate must 
be provided at initial enrollment; 


• Domestic Partners are included.  For the purpose of this plan, a domestic partner is defined 
as a person of the same sex with whom you are in a certified committed relationship.  
Original copy of the appropriate documentation, (obtained from the Clerk to the 
Commission Office) must be provided at initial enrollment. 


If the certified committed relationship includes minor dependents, the normal paper work 
to cover children with health insurance, i.e., birth certificate, must be included as a part of 
the package. 
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• Your unmarried Dependent children under 19 years of age, legally adopted children from 
the date you assume legal responsibility, and stepchildren.  Also included are your children 
(or children of your spouse) for whom you have legal responsibility resulting from a valid 
court decree.  Birth certificates or legal documents showing parent/child relationship must 
be provided at initial enrollment. 


• These children may be covered to age 25 provided they remain your Dependents and, in 
each calendar year since reaching age 19, are enrolled as full-time students in a post-
secondary institution of higher learning for five calendar months or more.  Children up to 
and including age 25 that were required to withdraw enrollment from a post-secondary 
institution, prevented from enrollment, or required to reduce enrollment below the level 
required for full-time status as a result of an injury or illness shall be entitled to the same 
benefits as if the Dependent continued to be enrolled as a full-time student.  Coverage for 
students who have reached maximum age will terminate at the end of their birth month. 


• Unmarried children who are mentally or physically handicapped and totally dependent on 
you for support, regardless of age.  To be eligible for coverage as a mentally/physically 
handicapped Dependent, the Dependent must have become handicapped prior to reaching 
age 19.  Certification of the handicap is required within 31 days of attainment of age 19.  
Certification forms are available from your Employee Benefits Office and may be required 
periodically. 


Initial Enrollees 
Initial enrollees and eligible Dependents, who were previously enrolled under group coverage 
which this Plan replaces, are eligible for coverage on the Effective Date of this coverage.  Any 
Employer or pre-existing exclusion waiting periods which were not satisfied under previous 
Creditable Coverage must be satisfied under this Plan.  However, credit will be given for the 
length of time already served. 


New Hires 
Employees should enroll within 31 days from the date the Employee is eligible to enroll.   


Effective Date 
Benefit coverage for you and your family will begin on the first day of the month (following 
your date of employment) in which you would receive two pay checks, provided you have 
signed an approved payroll deduction form. 


Cost of the Plan 
In order to be covered under any of the health options, you must make contributions toward the 
cost of coverage.  These contributions are taken out of your pay on a Before-tax basis.  These 
Before-tax contributions generally result in greater take-home pay, since your taxes are based 
on your income after these deductions are made. 


As a result, your Social Security benefits may be slightly reduced at retirement, since you don’t 
pay Social Security taxes on benefits paid for with Before-tax dollars.  For most Employees, 
the tax savings from reduced Social Security taxes should far outweigh the reduction in 
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eventual Social Security benefits.  The amount you actually save in taxes with this feature will 
vary depending on your level of benefit coverage, family status, household earned income, 
number of exemptions, deductions, and tax filing status. 


Once your elections are made and the Before-tax Premium payments begin, you cannot change 
your benefit elections until the next re-enrollment period, unless you have a change in your 
family status. 


Types of Coverage 
The types of coverage available to you are: 


• One-Person—Coverage for you only 


• Two Person—Coverage for you and one other person (spouse/domestic partner or child) 


• Family—Coverage for you, your spouse/domestic partner and all eligible dependents. 


Plan Year 
Your benefits are in effect for a one year period of time known as the Plan Year.  The Plan 
Year or coverage contract year begins on January 1 and ends on December 31. 


Open Enrollment Period 
Each year there will be an open enrollment period held, usually in October.  During this time 
you will be asked to review your benefit needs and elect your benefits for the following Plan 
Year.  If you choose to make any benefit changes, they will become effective on January 1 of 
the following year.  If you choose to cover your Dependents, they will be covered under the 
same medical option(s) you elect for yourself. 


Medicaid and CHIP Special Enrollment/Special Enrollees 
Eligible Employees and Dependents may also enroll under two additional circumstances:  
• the Employee’s or Dependent’s Medicaid or Children’s Health Insurance Program (CHIP) 


coverage is terminated as a result of loss of eligibility; or 
• the Employee or Dependent becomes eligible for a subsidy (state premium assistance 


program)  
 
The Employee or Dependent must request Special Enrollment within 60 days of the loss of 
Medicaid/CHIP or of the eligibility determination. 


Family Status Changes 
Your elected coverages will be in effect for the entire Plan Year.  However, in accordance with 
Internal Revenue Service rules, you may elect to make a change in coverage if you experience 
a family status change.  Legal documentation for all family status changes must be provided.  
In order to make a change, you must submit a change form to your Employee Benefits 
Office within 31 days of the change.  The change you make in your benefit elections due 
to the occurrence of a family status change must be consistent with the nature of that 
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change.  Claims may be paid only for those Dependents who have been reported to the Claims 
Administrator by completing the correct application. 


Changes in Family Status include: 


• Marriage, divorce, legal separation, new certified committed relationship with domestic 
partners, or termination of certified committed relationship with domestic partner; 


• Death of the Employee’s spouse, Dependent, or domestic partner with whom there is a 
certified committed relationship; 


• The birth or adoption of a child of the Employee; 


• Gaining temporary or legal guardianship of a child; 


• Termination of employment (or the commencement of employment) of the Employee’s 
spouse; 


• Switching from part-time to full-time employment status or from full-time to part-time 
status by the Employee or the Employee’s spouse; 


• The taking of unpaid leave of absence by the Employee or the Employee’s spouse; 


• A significant change in the health coverage of the Employee or spouse attributable to the 
spouse’s employment. 


Please Note: As within all family status changes, the benefit election change must be 
consistent with the reason that the change is permitted (i.e.  an Employee cannot use a 
substantial increase in Premium as a family status change, then add family coverage to his or 
her election). 


OBRA 1993 and Qualified Medical Child Support Orders 
The Omnibus Budget Reconciliation Act of 1993 (OBRA 1993) provides specific rules for the 
coverage of adopted children and children subject to a qualified medical child support order 
(QMCSO). 


A Covered Dependent child includes: 


• An adopted child, regardless of whether or not the adoption has become final.  Pre-existing 
condition limitations will not apply to the child as long as the adoption (or placement for 
adoption) occurs while the Employee is eligible for coverage. 


• An “adopted child” is any person under the age of 18 as of the date of adoption or 
placement for adoption.  “Placement for adoption” means the assumption and retention 
by the Employee of the legal obligation for the total or partial support of a child to be 
adopted.  Placement ends whenever the legal support obligation ends. 


• A child for whom an Employee has received a MCSO (a “medical child support order”) 
which has been determined by the Employer or plan administrator to be a qualified medical 
child support order (“QMCSO”). 







5 


• Upon receipt of an MCSO, the Employer or plan administrator will inform the 
Employee and each affected child of its receipt of the order and will explain the 
procedures for determining if the order is a QMCSO.  The Employer will subsequently 
notify the Employee and the child(ren) of the determination. 


A QMCSO cannot require the Employer to provide any type or form of benefit that it is not 
already offering. 


Family and Medical Leave 
If a covered Employee ceases active employment due to an employer-approved medical leave 
of absence, in accordance with the Family and Medical Leave Act of 1993 (FMLA), coverage 
will be continued for up to 12 weeks under the same terms and conditions which would have 
applied had the Employee continued in active employment.  The Employee must pay his or her 
contribution share toward the cost of coverage, if any contribution is required. 


Employee Not Actively At Work 
If an Employee is not actively at work due to disability or Injury on the date his or her 
coverage is to be effective, the Effective Date will be postponed until the date the Employee 
returns to active status. 


Employees In Approved Leave Status 
Employees who are in an approved leave status (military leave, LOA, suspension) are eligible 
to continue their benefits by making monthly payments to the Finance Department. 


An Employee who is on an approved Leave of Absence (LOA) is eligible to continue coverage 
by making monthly payments directly to the Finance Department by the 10th of each month.  
The payment amount will be equal to the employee monthly contributions.  If monthly 
payments are not made by the due date, coverage will be terminated effective the end of the 
month in which we receive a full monthly payment. 


An approved leave status will include but is not limited to the following: 


• Leave of Absence-illness 


• Military leave 


• Family medical leave 


• Dismissal/Appeals 


• Workers compensation 


• Long term disability 


• Leave without pay 


• Suspension 
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Portability Provision 
Any newly eligible Employee, Participant, enrollee or Dependent who has had similar 
coverage under another health benefit plan within the previous 63 days is eligible for coverage 
immediately.  The Effective Date of coverage is subject to any length-of-service provision the 
Employer requires; however, any pre-existing condition waiting period will run concurrently.  
A newly eligible person is an individual who was not previously eligible for coverage under 
this Plan.  There is a 12 month pre-existing condition waiting period imposed following the 
Effective Date of coverage; however, this period is waived to the extent that an individual had 
prior Creditable Coverage. 
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THE HEALTH INSURANCE PORTABILITY AND 
ACCOUNTABILITY ACT OF 1996 
Traditionally, many employer-sponsored group health plans limited or denied coverage of 
conditions that were present before the Employee enrolled in that health plan.  These types of 
conditions are known as “pre-existing condition exclusions.”  The Health Insurance Portability 
and Accountability Act of 1996 (HIPAA) is a law that includes important new protections to 
working Americans and their families who have pre-existing medical conditions or who might 
suffer discrimination in health coverage based on a factor that relates to the individual’s health. 


HIPAA includes provisions that: 


• Limit exclusions for pre-existing conditions; 


• Prohibit discrimination against Employees and Dependents based on their health status; 
and 


• Guarantee renewability and availability of health coverage to certain Employees and 
individuals. 


The following information provides general guidance on frequently asked questions about 
HIPAA. 


HIPAA Limits The Pre-existing Conditions  
That Can Be Excluded From Coverage 
Under HIPAA, the only pre-existing conditions that may be excluded from coverage are those 
for which medical advice, diagnosis, care or treatment was recommended or received within 
the 6-month period prior to your enrollment date in the Plan.  Your “enrollment date” is your 
first day of health plan coverage, or if there is a waiting period, the first day of your waiting 
period (typically, your date of hire). 


Other “Pre-existing Conditions” That Cannot Be Excluded From 
Coverage 
Pre-existing condition exclusions cannot be applied to pregnancy, regardless of whether the 
woman had previous coverage.  In addition, a pre-existing condition exclusion cannot be 
applied to a newborn, an adopted child under age 18, or a child under 18 placed for adoption as 
long as the child became covered under the health plan within 30 days of birth, adoption or 
placement for adoption, and provided the child does not incur a subsequent 63-day or longer 
break in coverage.  Finally, genetic information may not be treated as a pre-existing condition 
in the absence of a diagnosis. 


 “Waiting Periods” and Pre-existing Condition Exclusion Period 
HIPAA does not prohibit a plan or issuer from establishing a waiting period.  The waiting 
period is the period that must pass before you or your Dependents are eligible to enroll under 
the terms of a plan.  Some plans have waiting periods and pre-existing condition exclusion 
periods.  However, if a plan has a waiting period and a pre-existing condition exclusion period, 
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the pre-existing condition exclusion period must begin when the waiting period begins and 
there are limits on the pre-existing condition exclusion period. 


Determining if You are Subject to any 
 Pre-existing Conditions Exclusion Period 
Some plans do not exclude coverage for pre-existing conditions.  A plan must tell you if it has 
a pre-existing condition exclusion period (and can only exclude coverage for a pre-existing 
condition after you have been notified).  However, you may have a right to a reduction in the 
pre-existing condition exclusion period if you have prior health coverage called “Creditable 
Coverage.” 


If a plan does apply a pre-existing condition exclusion period, the plan must make a 
determination regarding your creditable coverage and the length of any pre-existing condition 
exclusion period that applies to you.  Generally, a plan is required to make this determination 
within a reasonable time after you provide a certificate or other information relating to 
creditable coverage. 


How a Plan Determines the Length of a Participant’s  
Pre-existing Condition Exclusion Period 
Under HIPAA, a pre-existing condition exclusion period cannot last longer than 12 months.  
The 12 month period begins on your enrollment date. 


A plan must reduce an individual’s pre-existing condition exclusion period by the number of 
days of an individual’s creditable coverage.  However, a plan is not required to take into 
account any days of creditable coverage that precede a break in coverage of 63 days or more 
(“significant break in coverage”). 


A plan generally receives information about an individual’s creditable coverage from a 
certificate furnished by a prior plan or issuer.  A certificate of creditable coverage must be 
provided automatically to you by a plan or issuer when you lose coverage under a plan or 
become entitled to elect COBRA continuation coverage and when your COBRA continuation 
coverage ceases.  You also have a right to receive a certificate when you request one from your 
plan or insurance company within 24 months of when your coverage ceases.  If you do not 
have a certificate, you may present other evidence of creditable coverage. 


“Creditable Coverage” 
Most health coverage is creditable coverage, such as coverage under a group health plan 
(including COBRA continuation coverage), HMO, individual health insurance policy, 
Medicaid, or Medicare.  Creditable coverage does not include coverage consisting solely of 
“excepted benefits,” such as coverage solely for limited-scope dental or vision benefits. 
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Credit for Previous COBRA Continuation Coverage 
Under HIPAA, any period of time that you are receiving COBRA continuation coverage is 
counted as previous health coverage, as long as the coverage occurred without a break in 
coverage of 63 days or more.  For example, if you were covered continuously for 5 months by 
a previous health plan and then received 7 months of COBRA continuation coverage, you 
would be entitled to receive credit for 12 months of coverage by your new group health plan. 


HIPAA’s Special Enrollment Provisions 
Under HIPAA, group health plans and health insurance issuers are required to provide special 
enrollment periods during which individuals who had previously declined coverage for 
themselves or their Dependents may be allowed to enroll in a plan (without having to wait until 
a plan’s next enrollment period).  The following events trigger special enrollment 
opportunities: (i) if you or your Dependent lose other health coverage (provided you or your 
Dependents had other health insurance coverage when coverage under the Plan was previously 
declined) or (ii) if you have a new Dependent as a result of marriage, birth, adoption or 
placement for adoption. 


You must request enrollment in the Plan within 30 days of the triggering event.  Coverage 
under the Plan must be effective no later than the first day of the first calendar month 
beginning after the date the completed request for enrollment is received by the Plan.  Thus the 
maximum pre-existing condition exclusion period that may be applied to a special enrollee is 
12 months, and the 12 months are reduced by the special enrollee’s prior creditable coverage.  
In addition, a newborn adopted child or child placed for adoption cannot be subject to a pre-
existing condition exclusion period if the child is enrolled within 30 days of birth, adoption, or 
placement for adoption and has no subsequent significant break in coverage. 


HIPAA Privacy Regulations 
The final HIPAA Privacy Regulation becomes effective for compliance on April 14, 2003.  
This regulation establishes a broad set of federal guidelines applicable to the protection of an 
individual’s health information.  The HIPAA Privacy Regulation Controls the use and 
disclosure of protected health information (PHI).  Employers that offer benefits or conduct 
certain services may be required to comply. 


Under the terms of HIPAA, the rules and regulations apply to covered entities defined to 
include health plans, health care clearinghouses, and health care providers who receive, 
maintain, or disclose individually identifiable health information in any form or medium. 


Standards describe who should have access to patient information and circumstances for which 
patient consent or authorization is required. 


• Health Plans are not required to obtain patient consent to use or disclose health information 
for treatment, payment and health care operations; 


• Other purposes require patient authorization; 


• Disclosure must be tracked. 
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Patients are granted the right to: 


• Obtain, inspect and correct or amend their health information; 


• Know how their health information is disclosed or used for purposes other than treatment, 
payment or health care operations; 


• Receive notice about an organization’s information handling and disclosure practices. 


 


HIPAA PRIVACY AMENDMENT TO FULTON COUNTY HEALTH PLAN 


Effective April 14, 2003, the Plan is hereby amended as follows: 


 


PROVISION OF PROTECTED HEALTH INFORMATION TO PLAN SPONSOR 


1. Permitted and Required Uses and Disclosures of Protected Health Information.  Unless 
otherwise prohibited by law, and subject to obtaining written certification pursuant to 
paragraph 4 of this Section, the Plan Sponsor may receive Summary Health Information 
from the Plan or a health insurance issuer or HMO with respect to the Plan provided the 
Plan Sponsor uses or discloses such Summary Health Information for the following 
purposes: 


a. Performing Plan Administration Functions which the Plan Sponsor performs for the 
Plan; 


b. Obtaining premium bids from insurance companies or other health plans for providing 
insurance coverage under or on behalf of the group health plan; or 


c. Modifying, amending or terminating the group health plan. 


Notwithstanding the provisions of this Plan to the contrary, in no event shall the Plan 
Sponsor be permitted to disclose Protected Health Information in a manner that is 
inconsistent with 45 CFR§164.504(f). 


2. Information Regarding Participation.  Notwithstanding paragraph 1 of this Section, the 
Plan, or a health insurance issuer or HMO with respect to the Plan, may disclose to the Plan 
Sponsor information on whether the individual is participating the Plan, or is enrolled in or 
has disenrolled from the Plan. 


3. Conditions of Disclosure.  Plan Sponsor agrees that with respect to any Protected Health 
Information disclosed to it by the Plan, an insurer or HMO, Plan Sponsor shall: 


a. Not use or further disclose the Protected Health Information other that as permitted or 
required by the Plan or as required by law. 


b. Ensure that any agents, including a subcontractor, to whom it provides Protected Health 
Information received from the Plan agree to the same restrictions and conditions that 
apply to the Plan Sponsor with respect to Protected Health Information. 


c. Not use or disclose the Protected Health Information for employment-related actions 
and decisions or in connection with any other benefit or employee benefit plan of the 
Plan Sponsor. 
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d. Report to the Plan any use or disclosure of the information that is inconsistent with the 
uses or disclosures provided for of which it becomes aware. 


e. Make available Protected Health Information in accordance with 45 CFR§164.524. 


f. Make available Protected Health Information for amendment and incorporate any 
amendments to Protected Health Information in accordance with 45 CFR§164.526. 


g. Make available the information required to provide an accounting of disclosure in 
accordance with 45 CFR§164.528. 


h. Make its internal practices, books and records relating to the use and disclosure of 
Protected Health Information received from the Plan available to the Secretary of 
Health and Human Services for purposes of determining compliance by the Plan with 
subpart E of 45 CFR§164. 


i. If feasible, return or destroy all Protected Health Information received from the Plan 
that the Plan Sponsor still maintains in any form and retain no copies of such 
information when no longer needed for the purpose for which disclosure was made, 
except that, if such return or destruction of the information is infeasible, the Plan 
Sponsor shall maintain the information only for the purpose that makes return of 
destruction infeasible. 


j. Ensure that the adequate separation between Plan and Plan Sponsor, required in 45 
CFR§504(f)(2)(iii), is satisfied. 


4. Certification of Plan Sponsor.  The Plan (or a health insurance issuer or HMO with 
respect to the Plan) shall disclose Protected Health Information to the Plan Sponsor only 
upon the receipt of a certification of the Plan Sponsor that the Plan has been amended to 
incorporate the provisions of 45 CFR§164.504(f)(2)(ii), and that the Plan Sponsor agrees to 
the conditions of disclosure set forth in paragraph 3 of this Section.  The Plan shall not 
disclose and may not permit a health insurance issuer or HMO to disclose Protected Health 
Information to a Plan Sponsor as otherwise permitted herein unless the statement required 
by 45 CFR§164.520(b)(1)(iii)(C) is included in the appropriate notice. 


5. Adequate Separation Between Plan and Plan Sponsor.  The Plan Sponsor shall only 
allow employees of Fulton County’s Finance Department Employee Benefits Division 
access to the Protected Health Information.  These specified employees shall only have 
access to and use Protected Health Information to the extent necessary to perform the Plan 
Administration Function that the Plan Sponsor performs for the Plan.  In the event that any 
of these specified employees do not comply with the provisions of this Section, that 
employee shall be subject to disciplinary action by the Plan Sponsor for non-compliance 
pursuant to the Plan Sponsor’s employee discipline and termination procedures. 


6. Permitted Uses and Disclosure of Summary Health Information.  The Plan (or a health 
insurance issuer or HMO with respect to the Plan) may disclose Summary Health 
Information to the Plan Sponsor, provided the Plan Sponsor requests the Summary Health 
Information for the purpose of: 


a. Performing Plan Administration Functions which the Plan Sponsor performs for the 
Plan; 
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b. Obtaining premium bids from health plans for providing health insurance coverage 
under the Plan; or 


c. Modifying, amending, or terminating the Plan. 


 


DEFINITIONS 


 


Covered Entity means: 


(1) A Health Plan; 


(2) A health care clearinghouse; or 


(3) A health care provider who transmits any Health Information in electronic form 
in connection with an Transaction; 


Health Information means any information, whether oral or recorded in any form or medium 
that: 


(1) Is created or received by a health care provider, Health Plan, public health 
authority, employer, life insurer, school or university, or health care 
clearinghouse; and 


(2) Relates to the past, present or future physical or mental health or condition of an 
individual; the provision of health care to an individual; or the past, present or 
future payment for the provision of health care to an individual. 


Health Plan means any individual or group plan that provides or pays the cost of medical care 
(as defined in Section 28\79(1)(2) of the PHS Act, 42 U.S.C.  §300gg-91(a)(2). 


 


Individually Identifiable Health Information means a subset of Health Information, 
including demographic information collected from an individual, and: 


(1) Is created or received by a health care provider, Health Plan, employer or health 
care clearinghouse; and 


(2) Relates to the past, present or future physical or mental health or condition of an 
individual; the provision of health care to an individual; or the past, present or 
future payment for the provision of health care to an individual; and 


(i) That identifies the individual; or 


(ii) With respect to which there is a reasonable basis to believe the 
information can be used to identify the individual. 


Plan Administration Function means administration functions performed by the Plan 
Sponsor on behalf of the Plan, excluding functions performed by the Plan Sponsor in 
connection with any other benefit or benefit plan of the Plan Sponsor. 


Plan Sponsor means the employer sponsoring the health plan. 
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Protected Health Information means Individually Identifiable Health Information: 


(1) Except as provide in paragraph (2) of this definition, that is: 


(i) Transmitted by electronic media; 


(ii) Maintained in any media described in the definition of electronic media at 42 
CFR§16.103; or 


(iii) Transmitted or maintained in any other form or medium. 


(2) Protected Health Information excludes Individually Identifiable Health Information in: 


(i) Education records covered by the Family Educational Rights and Privacy Act, 
as amended, 20 U.S.C.  §1232g; 


(ii) Records described at 20 U.S.C.  §1232g(a)(4)(B)(iv); and 


(iii) Employment records held by a Covered Entity in its role as employer. 


Summary Health Information means information that (1) summarizes the claims history, 
claims expenses or type of claims experienced by individuals for whom a plan sponsor had 
provided health benefits under a Health Plan; and (2) from which the information described at 
42 CFR§164.514(b)(2)(i) has been deleted, except that the geographic information described in 
42 CFR§164.514(b)(2)(i)(B) need only be aggregated to the level of a five-digit zip code. 


 


Transaction means the transmission of information between two parties to carry out financial 
or administrative activities related to health care. 


 


This Amendment is adopted by a duly authorized representative of the Plan Sponsor with the 
authority to amend the terms of the Plan, and may be relied upon by the Plan officials, Covered 
Entities and Business Associates with respect to the Plan. 
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Health Insurance Portability and Accountability Act 
Fulton County Health Plan 


 
Information Privacy Notice 


Effective April 14, 2003 
 


This notice describes how medical information about you may be used and 
disclosed and how you can get access to this information.  Please review it 
carefully. 
 
The Health Insurance Portability and Accountability Act of 1996 (HIPAA) grants you 
certain privacy rights with respect to the Health Information about you that is 
maintained by the Fulton County Health Plan (the Plan).  In addition, HIPAA requires 
that the Plan comply with rules designed to protect this information from improper 
uses and disclosures.  One of your rights under HIPAA is to know how the Plan 
handles your Health Information.  This notice is designed to explain how the Plan uses 
and discloses your Health Information, and what rights you have with respect to your 
Health Information. 
 
If you have any questions about this notice, please contact the Employee Benefits 
Division, Finance Department, at (404) 730-7605. 
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Claim Appeal Procedures For Medical Care Options 
#1 (HMO) and #2 (PPO) 
Inquiries 
As a Plan Participant, you have a right to ask questions about how your claims were paid.  
Here are the steps that you can follow to get those questions answered. 


• Call the Claims Administrator’s Customer Service Department at 1-800-474-2227 between 
7:30 am and 5:30 pm Monday through Friday.  Tell the representative your concern and 
they will work to resolve it as quickly as possible. 


• If you are not satisfied with the answer, you may file a formal complaint, preferably, but 
not necessarily, in writing.  The request for a further review of the Participant’s concerns 
should be addressed to the location provided by the Customer Service Representative at the 
number on the Participant’s ID Card. 


• If, depending on the nature of the complaint, the Participant remains dissatisfied after 
receiving a response, the Participant will be offered the right to appeal the decision.  The 
Claims Administrator will acknowledge receipt of the appeal request (written appeal 
preferred).  At the conclusion of this formalized re-review of the specific concerns, a final 
written response will be generated to you, which will, hopefully bring the matter to a 
satisfactory conclusion. 


• If you remain dissatisfied upon conclusion of the first appeal level, you may again request 
an appeal of the decision.  At the second appeal level, you have the opportunity to 
represent yourself in a formal Grievance Committee setting your own perspective in the 
concerted effort to bring this matter to a satisfactory resolution. 


The Plan hopes that you will always be satisfied with the level of service provided and the 
above steps have been set up to make sure that full attention is given to your concerns. 


Precertification – Procedures Not Covered 
There may be times when a Physician recommends that you have a procedure done and it is 
determined by the Plan before you have it done that this procedure is not covered.  What 
should you do? 


In this case, your Physician has gone through a precertification process with the Claims 
Administrator to determine if the procedure is Medically Necessary and if it is also covered 
under your benefit plan.  The Physician will then receive either a written or verbal decision on 
the procedure to be done.  If you are told that the procedure is not covered, you can ask your 
Physician to call the Claims Administrator and discuss different ways of treating your 
condition that would be covered.  Your Physician will then be able to let you know what 
alternatives are available. 
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The Plan Administrator has the sole discretion to determine whether you are eligible for 
benefits under any option and the amount of any benefits to which you might be entitled, as 
well as to interpret any of the Plan’s provisions, including ambiguous and disputed terms.  The 
Plan Administrator’s determinations and interpretations are final and binding on all parties. 


No Fulton County representative is authorized to waive requirements of benefit plans, to 
interpret their terms, to grant exceptions or to contract with Employees to provide benefits 
beyond those described in this SPD Booklet. 
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MEDICAL CARE OPTIONS 
Health care coverage is one of the most important and costly benefits an employer offers.  
Fulton County’s health benefits Plan offers you a choice of two medical plans so that you can 
choose the type of plan that best meets your personal needs: 


Medical Option #1 – The Health Maintenance Organization (HMO) 


Medical Option #2 – Comprehensive Medical Plan (PPO) 
 
Medical Option #1 
Health Maintenance Organization (HMO) 
By participating in the HMO, you receive medical treatment or services from a Network of 
providers who have agreed to provide care for groups enrolled through BlueChoice Healthcare 
Plan (a product of BlueCross BlueShield Healthcare Plan of Georgia, Inc., an Independent 
Licensee of the Blue Cross and Blue Shield Association).  Your care will be provided or 
authorized by a Physician who will ensure that the care you receive is medically necessary and 
is provided in the most appropriate setting, utilizing the most cost effective resources. 


This portion of your SPD Booklet, along with the Medical Option #2 (PPO) section, is 
Attachment B of the Health Plan Document which is the legal document that governs your 
health plan. 


The following is a summary of the HMO benefits provided under the Fulton County Plan. 
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HMO Summary of Benefits 
All care must be received from or coordinated through a Participant’s Primary Care 
Physician.  A Participant has Direct Access to some specified In-Network Providers 
without a Primary Care Physician Referral.  Such providers include a gynecologist for 
obstetrical or gynecological-related conditions, a dermatologist, an 
optometrist/ophthalmologist for medical conditions only. 


All In-Network primary care must be received from a Participant’s Primary Care 
Physician. 
Percentage Payable (Unless Otherwise Specified) ........................................................... 100% 


Hospital Inpatient Services (per admission) 
Room and Board (semi-private or ICU/CCU) ............................................................ $100 Copay 


Hospital services and supplies (x-ray, lab, anesthesia, etc.) ................................................. 100% 


Physician Services (surgery, anesthesia, radiology, pathology)........................................... 100% 


Outpatient Hospital Services (per visit) 
Outpatient Surgery (Facility charges only)................................................................. $100 Copay 


Outpatient Lab, X-ray and Anesthesia Services ................................................................... 100% 


Outpatient Physician Services (surgery, anesthesia, radiology, etc.) ................................... 100% 


Emergency Room (Outpatient) 
Life-threatening medical conditions or Accidental injuries ......................................... $75 Copay 


The Emergency Room Co-payment is waived if admitted to the Hospital through the 


emergency room.  However, the Inpatient Hospital Co-payment still applies.  Coverage is 


provided on a 24-hour basis for these services. 


   
Follow-up care must be coordinated through your Primary Care Physician. 
 
Non-emergency use of the emergency room is NOT covered unless there is a referral from 


your Primary Care Physician. 
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Mental Health Care and Substance Abuse Treatment 
Inpatient:  Plan pays 100% after Copayment .........................................................................$100 


Outpatient..................................................................................................................................$20 


Intermediate/Alternative Care............................................................................................... 100% 


Partial Hospitalization (PHP) ............................................................................................... 100% 


Intensive Outpatient (IOP).................................................................................................... 100% 


Copay per visit 
Primary Care Physician ............................................................................................................$20 


Outpatient Surgery in Physician’s office ..................................................................................$20 


Immunizations....................................................................................................................... 100% 


Periodic Health Assessment.................................................................................................. 100% 


Well-Child Care .................................................................................................................... 100% 


Specialist Physician (needs PCP referral).................................................................................$30 


Outpatient Surgery in Physician’s office ..................................................................................$30 


Maternity Care Visits (first visit only)......................................................................................$30 


Delivery ..................................................................................................................................$100 


Pap Smear/Mammogram (if performed in Physician’s office)............................................. 100% 


Prostate Exam ....................................................................................................................... 100% 


Allergy office visits, shots, serum, testing................................................................................$20 


Respiratory Therapy:  40 visits per calendar year ....................................................................$30 


Occupational/Physical Therapy:  60 visits combined per calendar year ..................................$30 


Speech Therapy:  30 visits per calendar year ...........................................................................$30 


Chiropractic Care:  20 visits per calendar year.........................................................................$30 
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Special Features: 
 
Home-Health Care Services: 120 visits per calendar year ................................................ 100% 


Hospice Care Services: ...................................................................................................... 100% 


Skilled Nursing Facility: 120 days per calendar year......................................................... 100% 


Durable Medical Equipment: $1,500 calendar year maximum......................................... 100% 


External Prosthetic Appliances (When medically necessary)............................................100% 


Hearing Aid Benefit: $2,000 calendar year maximum ....................................................... 100% 


Prescription Drugs: 
 
Retail Pharmacy/Specialty Pharmacy – (30-day supply - Participating Pharmacies) 
Tier 1 - Generic in Formulary, Copayment per prescription ......................................................$5  


Tier 2 - Brand Name in Formulary, Copayment per prescription ............................................$20 


Tier 3 - Brand Name Non-Preferred in Formulary, Copayment per prescription ....................$40 


Specialty & Injectable Drugs....................................................................................................$50 


Brand Name Not in Formulary ...............................................................................Not Covered* 


Mail Order Drugs - Maintenance Only (90-day supply) 
Tier 1 - Generic in Formulary, Copayment per prescription ....................................................$10  


Tier 2 - Brand Name in Formulary, Copayment per prescription ............................................$40 


Tier 3 - Brand Name Non-Preferred in Formulary, Copayment per prescription ....................$80 


Specialty & Injectable Drugs..................................................................................................$100 


Brand Name Not in Formulary ...............................................................................Not Covered* 


*Except under conditions described in the Prescription Drug Program section of the 
Certificate. 
 


NOTE: These benefits are valid for your Plan’s current benefit period.  You will receive a 
revised Summary of Benefits if there is a change in your benefits. 
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HMO Payment Terms 
Note: Capitalized terms such as Covered Services, Medical Necessity, and Network 
Hospitals are defined in the “Definitions” section. 
When you enroll in the HMO, each eligible family member must choose a Primary Care 
Physician (PCP).  You may select a pediatrician to coordinate the care of infants and young 
children and a family practitioner or internist to oversee the health of adult family members.  
All In-Network Care must be received from or coordinated through your Primary Care 
Physician.  Direct Access In-Network is available for a gynecologist, an 
optometrist/ophthalomologist for medical conditions only.  All Covered Services must be 
Medically Necessary, and coverage or certification of services that are not Medically 
Necessary may be denied. 


Your Plan provides primary and referral health care services.  You must receive your medical 
care from Network Hospitals, Physicians and Specialists unless: 


• The service required for treatment of the covered condition is not available at a Network 
Hospital or from a Network Physician.  In this case prior approval must be received from 
the Claim Administrator’s Medical Director; or 


• You need emergency care either inside or outside the service area. 


Physicians and Hospitals participating in the Claims Administrator’s networks are 
compensated using a variety of payment arrangements, including capitation, fee for service, 
per diem, discounted charges and global reimbursement. 


Copayment 
A Participant will be charged a Copayment amount for certain services as stated in the 
Summary of Benefits.  The emergency room Copayment is waived if a Participant is admitted 
to the Hospital through the emergency room. 
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HMO Pre-Admission Certification (PAC) 
Hospital Precertification 
The Pre-Admission Certification Process 
• Length-of-Stay Assignment to indicate the number of Inpatient days usually Medically 


Necessary to treat a condition; 


• Continued Stay Review/Concurrent Review to determine whether a continued Inpatient 
stay is Medically Necessary; 


If a Participant exceeds the number of days assigned under this Plan, the Hospital’s charge 
for additional days beyond the assigned length of stay will not be paid.  If all Primary Care 
Physician or Referred Specialist guidelines are followed, the Participant will not be 
responsible for any eligible Hospital charge in excess of any applicable Copayment or 
Coinsurance amounts; 


• Admission Review determines whether an unscheduled Inpatient admission or an 
admission not subject to Precertification was Medically Necessary; 


• Discharge Planning to assess the Participant’s need for additional treatment after Hospital 
discharge. 


In-Network Care 
• If you are hospitalized other than in a Medical Emergency and Pre-Admission Certification 


was not obtained, all charges will be denied.  You will be held harmless if all Network 
guidelines are followed.  This means you will not be responsible for any bill in excess of 
the Copayments or Coinsurance that apply. 


• Ineligible Charges are always the Participant’s responsibility. 


• PAC is the responsibility of the admitting Physician. 


Pre-Admission Certification is not a guarantee of payment. 
Admissions are approved only when the appropriateness of the Inpatient setting can be 
substantiated.  Actual payment is based upon eligibility for coverage and the Effective Date 
for any Participant and also will be dependent on, but not limited to, specific Plan coverage 
and the status of the coverage on the date services are rendered.  The Plan will not cover 
services related to specific exclusions and limitations, including but not limited to, 
Custodial Care, Experimental and Investigative procedures and services determined not 
Medically Necessary. 
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HMO Benefits 
All Covered Services must be Medically Necessary. 


Primary Care Physician 
All In-Network Care must be received from or coordinated through the Primary Care 
Physician.  A Participant has Direct Access to some specified In-Network providers without a 
Primary Care Physician referral.  Such providers include a gynecologist for obstetrical or 
gynecological-related conditions, a dermatologist, an optometrist/ophthalmologist for medical 
conditions only. 


Primary Care Physicians are required to provide or arrange for on-call coverage 24 hours a 
day, 7 days a week.  If a Participant becomes sick or is Injured after the Primary Care 
Physicians regular office hours, the Participant should: 


• Call the Primary Care Physician’s office; and 


• Identify himself or herself as a Participant; and 


• Follow the Primary Care Physician’s or covering Physician’s instructions. 


If the Participant’s Injury or illness is a Medical Emergency, the Participant should follow the 
procedures outlines under the Medical Emergency Care section. 


Payment terms apply to all Covered Services.  The following services are covered, if 
Medically Necessary.  Please refer to the Summary of Benefits for payment explanations. 


Specialist Physician 
The Participant’s Primary Care Physician will refer the Participant to a Specialist for 
appropriate care when necessary. 


The Specialist Physician will need to coordinate continuing care with the Participant’s Primary 
Care Physician if either of the following two recommendations is made after his or her visit: 


• Additional care by the Specialist Physician is required; 


• A Referral for another type of care is indicated. 


Physician Services 
Covered Services include the following: 


In-Network visits to a Physician’s office are subject to the per-visit Copayment indicated in the 
Summary of Benefits. 


In-Network Preventive Care 
The following services are Covered Services only if performed In-Network by the Participant’s 
Primary Care Physician or by an obstetrician or gynecologist who is a Network Physician: 


• Visits to a Physician’s office subject to a per visit Copayment indicated in the Summary of 
Benefits.  Covered services in the Physician’s office include, but are not limited to: 
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o Treatment or preventive services including periodic health examinations for adults and 
well-child care services for Dependent children under the age of 19. 


o Immunizations in accordance with established age appropriate health guidelines, 
exclusive of immunizations suggested for travel or required for employment. 


o Prenatal care visits.  Only one (1) Copayment for all visits combined will be charged. 


o Benefits will be provided for one mammogram and one pap smear tissue examination 
per year, or more often when ordered by a Physician. 


o Benefits will be provided for annual prostate specific antigen tests for covered males 
who are 45 years of age or older; or covered males who are 40 years of age or older, if 
ordered by a Physician. 


o Benefits will be provided for one annual Chlamydia screening test for covered females 
who are not more than 29 years old. 


After-Hours Urgent Care Services 
Services rendered at contracted After-Hours Urgent Care facilities are covered if the 
Participant is referred by the Participant’s Primary Care Physician. 


Network Hospital Services 
For In-Network care, the Participant’s Physician must arrange for the admission.  The Plan 
provides Covered Services when the following services are Medically Necessary. 


The following Hospital services are covered. 


Inpatient Hospital Services 
• Inpatient room charges.  Covered Services include Semiprivate Room and Board, general 


nursing care and intensive or cardiac care.  If a Participant stays in a private room, Eligible 
Charges are based on the Hospital’s prevalent semiprivate rate.  If a Participant is admitted 
to a Hospital that has only private rooms, Eligible Charges are based on the Hospital’s 
prevalent room rate. 


Service and Supplies 
• The Plan Provides benefits for covered services and supplies provided and billed by the 


Hospital while a Participant is an Inpatient, including the use of operating, recovery, and 
delivery rooms.  Laboratory and diagnostic examinations, intravenous solutions, basal 
metabolism studies, electrocardiograms, electroencephalograms, x-ray examinations, and 
radiation therapy, speech therapy and occupational therapy are also covered. 


• Convenience items (such as radios, TV’s, record players, telephones, visitors’ meals, etc.) 
will not be covered. 


Length of Stay 
• Determined by Medical Necessity. 
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Outpatient Hospital Services 
Outpatient Services 
The Plan provides Covered Services when the following outpatient services are Medically 
Necessary: Pre-admission tests, surgery, diagnostic x-rays and laboratory services.  Certain 
procedures require Precertification from the Claims Administrator. 


Medical Emergency Care 
• Life-threatening emergency care or treatment for an Accidental Injury is provided on a 24-


hour basis at any Hospital emergency room.  Go to the nearest Hospital emergency room if 
you experience a life-threatening emergency.  See “Definitions”. 


• The emergency room Copayment is required for initial services rendered in the outpatient 
department of a Hospital for life-threatening medical conditions or Accidental Injuries.  
Primary Care Physician notification, if not completed prior to emergency room visit, 
should occur within 48 hours of seeking emergency room care. 


• No emergency room Copayment is required if a Participant is admitted to the Hospital 
through the outpatient emergency room. 


• Non-emergency use of the emergency room is not covered unless there is a referral from 
your Primary Care Physician. 


• Follow-up care must be coordinated by your Primary Care Physician. 


Other Covered Services 
The Plan provides Covered Services when the following outpatient services are Medically 
Necessary. 


Medical and Surgical Care 
General care and treatment of illness or Injury, and surgical diagnostic procedures including 
the usual pre- and post-operative care. 


Assistant Surgery 
Services rendered by an assistant surgeon are covered based on Medical Necessity. 


Reconstructive Surgery 
Reconstructive surgery is covered only to the extent Medically Necessary: 


• To restore function of any body area which has been altered by disease, trauma, 
congenital/developmental anomalies or previous therapeutic processes; 


• To correct congenital defects of a Dependent child that lead to functional impairment; and 


• To correct medical complications or post-surgical deformity, unless the previous surgery 
was not a Covered Service. 


Breast Cancer Patient Care 
Covered Services are provided for Inpatient care following a mastectomy or lymph node 
dissection until the completion of an appropriate period of stay as determined by the attending 
Physician in consultation with the Participant.  Follow-up visits are also included and may be 
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conducted at home or at the Physician’s office as determined by the attending Physician in 
consultation with the Participant. 


Breast Reconstructive Surgery 
Covered Services are provided following a mastectomy for reconstruction of the breast on 
which the mastectomy was performed, surgery and reconstruction of the other breast to 
produce a symmetrical appearance, and prostheses and treatment of the physical complications, 
including lymphedemas. 


Oral Surgery 
Includes only the following: 


• Fracture of facial bones; 


• Surgery of joints of the jaw; 


• Lesions of the mouth, lip, or tongue which require a pathological exam; 


• Incision of accessory sinuses, mouth salivary glands or ducts; 


• Dislocations of the jaw; 


• Removal of impacted teeth (A referral from your Primary Care Physician to a Network oral 
surgeon for this condition is not required.); 


• Plastic repair of the mouth or lip necessary to correct traumatic injuries or congenital 
defects arising after the effective date of coverage; 


• Treatment of temporomandibular joint syndrome (TMJ) or myofacial pain including only 
removable appliances for TMJ repositioning and related surgery and diagnostic services.  
Benefits are not provided for fixed or removable appliances which involve movement or 
repositioning of the teeth, or operative restoration of teeth (fillings), or prosthetics (crowns, 
bridges, dentures); and 


• Initial services, supplies or appliances for dental care or treatment required as a result of, 
and directly related to, accidental bodily Injury to the teeth or structure occurring while a 
Participant is covered by this Contract and performed within 180 days after the accident. 


Hospital Visits 
Coverage is provided for Physician’s visits to his or her patient in the Hospital. 


Consultation Services 
Covered when the special skill and knowledge of a consulting Physician is required for the 
diagnosis or treatment of an illness or Injury. 


General Anesthesia Services 
Covered when ordered by the attending Physician and administered by another Physician who 
customarily bills for such services, in connection with a covered procedure. 


Such anesthesia service includes the following procedures which are given to cause muscle 
relaxation, loss of feeling, or loss of consciousness: 
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• Spinal or regional anesthesia; 


• Injection or inhalation of a drug or other agent (local infiltration is excluded). 


Services of a Certified Registered Nurse Anesthetist (CRNA) will be paid only when billed for 
by the supervising anesthesiologist. 


Anesthesia Services for Certain Dental Patients 
General anesthesia and associated Hospital or ambulatory surgical facility charges are covered 
in conjunction with dental care provided to the following: 


• Patients age 7 or younger or developmentally disabled. 


• An individual for whom a successful result cannot be expected by local anesthesia due to 
neurological disorder. 


• An individual who has sustained extensive facial or dental trauma, except for a Workers’ 
Compensation claim. 


Pre-Certification is required. 


Maternity Care 
Benefits are provided for Maternity Care the same as for any other type of care, subject to the 
Copayment and/or percentage payable provisions. 


Maternity benefits are provided for a female Employee and any eligible female Dependent. 


Routine newborn nursery care is part of the mother’s maternity benefits. 


Should the newborn require other than routine nursery care, the baby should be admitted to the 
Hospital in his or her own name (see “Eligibility Information” to add coverage for a newborn). 


The length of hospitalization which is Medically Necessary will be determined by the 
Participant’s attending Physician in consultation with the mother.  Should the mother or infant 
be discharged before 48 hours following a normal delivery or 96 hours following a cesarean 
section delivery, the Participant will have access to two post-discharge follow-up visits within 
the 48- or 96-hour period.  These visits may be provided either in the Physician’s office or in 
the Participant’s home by a Home Health Care Agency.  The determination of the medically 
appropriate place of service and the type of provider rendering the service will be made by the 
Participant’s attending Physician. 


Prenatal care visits.  One (1) Copayment for all visits combined will be charged if the 
Physician bills in one lump sum.  An additional Copayment will be charged for the delivery. 


Two ultrasounds are included in the global fees for maternity/delivery.  If a Member receives 
more than 2 ultrasounds, the Member will be charged a copay for each one after the second 
ultrasound. 
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Other Medical Services 
Use of Operating and Treatment Rooms and Equipment 
Diagnostic X-ray and Laboratory Procedures 
Chemotherapy and Radioisotope, Radiation and Nuclear Medicine Therapy 
Oxygen, Blood and Components, and Administration 
Dressings, Splints, Casts 
Allergy Conditions 
Benefits are provided as stated in the Summary of Benefits. 


Clinical Trial Programs for Treatment of Children’s Cancer 
Benefits will be provided for routine patient care cost incurred in connection with the provision 
of goods, services, and benefits to dependent children in connection with approved clinical trial 
programs for the treatment of children’s cancer.  Routine patient care costs means those 
Medically Necessary costs as provided in Georgia law. 


Diabetes 
Equipment, supplies, pharmacological agents, and outpatient self-management training and 
education, including nutritional therapy for individuals with insulin-dependent diabetes, 
gestational diabetes, and non-insulin-using diabetes as prescribed by the Physician.  Covered 
Services for outpatient self-management training and education must be provided by a 
certified, registered or licensed health care professional with expertise in diabetes. 


Osteoporosis 
Benefits will be provided for qualified individuals for reimbursement for scientifically proven 
bone mass measurement (bone density testing) for the prevention, diagnosis and treatment of 
osteoporosis for Participants meeting the Claims Administrator’s criteria. 


Durable Medical Equipment 
In addition to meeting criteria for Medical Necessity and applicable Precertification 
requirements, the equipment must also be used to improve the functions of a malformed part of 
the body or to prevent or slow further decline of the Participant’s medical condition.  The 
equipment must be ordered and/or prescribed by a Physician. 


The equipment must meet the following criteria: 


• It can stand repeated use; 


• It is manufactured solely to serve a medical purpose; 


• It is not merely for comfort or convenience; 


• It is normally not useful to a person not ill or injured; 


• It is ordered by a Physician; 
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• The Physician certifies in writing the Medical Necessity for the equipment.  The Physician 
also states the length of time the equipment will be required.  The claims Administrator 
may require proof at any time of the continuing Medical Necessity of any item; 


• It is related to the Patient’s Physical disorder. 


Dialysis Treatment 
Dialysis treatment is covered if care has been Pre-certified by and coordinated with the 
Primary Care Physician.  The Claims Administrator will pay secondary to Medicare Part B, 
even if a Participant had not applied for eligible coverage available through Medicare. 


Ambulance Service 
Local service to a Hospital in connection with care for a medical emergency or accidental 
Injury.  Such service also covers your transfer from one Hospital to another if Medically 
Necessary.  Air ambulance service is not covered unless determined to be Medically 
Necessary. 


Prosthetic Appliances 
Prosthetic devices to improve or correct conditions resulting from an Accidental Injury or 
illness are covered if Medically Necessary and ordered by a Physician.  The illness or Injury 
must have happened after the Participant’s Effective Date. 


Prosthetic devices include artificial limbs and accessories, artificial eyes, lenses for eyes used 
after surgical removal of the lens(es) of the eye(s)(one pair only), arm braces, leg braces (and 
attached shoes), and external breast prostheses used after breast removal. 


The following items are specifically excluded but other items may also be excluded: corrective 
shoes, dentures, replacing teeth or structures directly supporting teeth, except to correct 
traumatic injuries, electrical continence aids (either anal or urethral), hearing aids or hearing 
devices, hair pieces, or implants for cosmetic purposes except for reconstruction following a 
mastectomy. 


Physical Therapy/Occupational Therapy 
Services by a Physician, a registered physical therapist (R.P.T.) or a registered occupational 
therapist limited to a combined total maximum visits per calendar year as outlined in the 
Summary of Benefits.  All services rendered must be within the lawful scope of practice of, 
and rendered personally by, the individual provider.  Care must be provided in a Network 
Provider setting.  No coverage is available when such services are necessitated by 
Developmental Delay. 


Chiropractic Care 
Chiropractic care is covered for acute care only.  You do not need a referral from your Primary 
Care Physician but you must use a Network chiropractor.  Routine chiropractic maintenance is 
not covered. 
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Licensed Speech Therapist Services 
Coverage is provided when ordered and supervised by a Physician as outlined in the Summary 
of Benefits.  Coverage is available for conditions as a result of an accident or an illness.  No 
coverage is available when such services are necessitated by Developmental Delay. 


Ophthalmology Benefits 
If you have a medical vision problem, you may use the ophthalmologist of your choice.  You 
will be responsible for a $30 Copayment when you visit the ophthalmologist.   


If other outpatient or inpatient medical services are necessary, such as lab tests, hospitalization 
or X-rays, these services must be pre-certified in order to be covered under the Plan. 


Skilled Nursing Facility Care 
Benefits are provided as outlined in the Summary of Benefits.  All skilled nursing facility 
admissions must be pre-certified.  Claims will be reviewed to verify that services consist of 
skilled convalescent care that is medically consistent with the diagnosis. 


skilled convalescent care during a period of recovery is characterized by: 


• A favorable prognosis; 


• A reasonably predictable recovery time; and 


• Services and/or facilities less intense than those of the acute general Hospital, but greater 
than those normally available at the patient’s residence. 


Covered Services include: 


• Semiprivate or ward room charges including general nursing service, meals, and special 
diets.  If a Participant stays in a private room, this program pays the amount of the 
Semiprivate Room rate toward the charge for the private room; 


• Use of special care rooms; 


• pathology and radiology; 


• physical or speech therapy; 


• oxygen and other gas therapy; 


• drugs and solutions used while a patient; 


• gauze, cotton, fabrics, solutions, plaster and other materials used in dressings, bandages, 
and casts. 


This benefit is available only if the patient requires a physicians continuous care and 24-hour-
a-day nursing care. 
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Benefits will not be provided when: 


• A participant reaches the maximum level of recovery possible and no longer requires other 
than routine care; 


• Care is primarily custodial, not requiring definitive medical or 24-hour-a-day nursing 
service; 


• Care is for chronic brain syndromes for which no specific medical conditions exist that 
require care in a skilled nursing facility; 


• A participant is undergoing senile deterioration, mental deficiency or retardation, and has 
no medical condition requiring care; 


• The care rendered is for other than skilled convalescent care. 


Home Health Care Services 
Home Health Care Provides a program for the Participant’s care treatment in the home.  Your 
coverage is outlined in the Summary of Benefits.  A visit consists of up to 4 hours of care.  The 
program consists of required intermittent skilled care, which may include observation, 
evaluation, teaching and nursing services consistent with the diagnosis, established and 
approved in writing by the Participant’s attending Physician. 


Covered Services include: 
• Visits by an R.N.  or L.P.N.  Benefits cannot be provided for services if the nurse is related 


to the participant. 


• Visits by a qualified physiotherapist or speech therapist and by an inhalation therapist 
certified by the National Board of Respiratory Therapy. 


• Visits to render services and/or supplies of a licensed Medical Social Services Worker 
when Medically Necessary to enable to Participant to understand the emotional, social, and 
environmental factors resulting from or affecting the Participant’s illness. 


• Visits by a Home Health Nursing Aide when rendered under the direct supervision of an 
R.N. 


• Nutritional guidance when Medically Necessary. 


• Administration of prescribed drugs. 


• Oxygen and its administration. 


Home Health Care Benefits shall not be provided for: 
• Food, housing, homemaker services, sitters, home-delivered meals. 


• Home Health Care services which are not Medically Necessary or of a non-skilled level of 
care. 


• Services and/or supplies which are not included in the Home Health Care program as 
described. 


• Services of a person who ordinarily resides in the patient’s home or is a member of the 
family of either the patient or patient’s spouse. 
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• Any services for any period during which the Participant is not under continuing care of a 
Physician. 


• Convalescent or custodial care where the Participant has spent a period of time for 
recovery of an illness or surgery and where skilled care is not required or the services being 
rendered are only for aid in daily living, i.e., for the convenience of the patient. 


• Any services or supplies not specifically listed as covered services. 


• Dietitian Services. 


• Maintenance therapy. 


Hospice Care Services 
Hospice benefits cover inpatient and outpatient services for patients certified by a Physician as 
terminally ill with a life expectancy of six months or less. 


The Plan provides benefits for Inpatient and outpatient hospice care under certain conditions as 
stated in the Summary of Benefits.  The Hospice treatment program must: 


• Be recognized as an approved hospice program by the Claims Administrator; 


• Include support services to help covered family members deal with the patient’s death; and 


• Be directed by a Physician and coordinated by an R.N.  with a treatment plan that: 


o provides an organized system of home care; 


o uses a  hospice team; and 


o has around-the-clock care available. 


Covered Hospice Care Services 
The program covers services and supplies ordered by the Physician who directs the hospice-
care program and provided to reduce pain or distress. 


Organ/Tissue/Bone Marrow Transplants 
The Plan provides benefits for services and supplies rendered with a covered transplant, 
including pre-transplant procedures such as organ harvesting (donor costs), post-operative care 
(including antirejection drug treatment administered in the Hospital) and transplant-related 
chemotherapy for cancer limited as follows. 


A transplant means a procedure or series of procedures by which an organ or tissue is either: 


• Removed from the body of one person (called a donor) and implanted in the body of 
another person (called a recipient); or 


• Removed from and replaced in the same person’s body (called a self-donor). 
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A covered transplant means a medically appropriate transplant of one or more of the 
following organs or tissues only and no other: 
• Human organ or tissue transplants for kidney, cornea, lung, heart, liver or pancreas. 


• Autologous (self-donor) bone marrow transplants with high-dose chemotherapy is 
considered eligible for coverage on a prior approval basis, but only if required in the 
treatment of: 


o Non-Hodgkin’s lymphoma, intermediate or high grade Stage III or IVB; 


o Hodgkin’s disease (lymphoma), Stages IIIA, IIIB, IVA, or IVB; 


o Neuroblastoma, Stage III or Stage IV; 


o Acute lymphocytic or nonlymphocytic leukemia patients in first or subsequent 
remission, who are at high risk for relapse and who do not have an HLA-compatible 
donor available for allogenic bone marrow support; 


o Germ cell tumors (e.g., testicular, mediastinal, retroperitoneal, ovarian) that are 
refractory to standard dose chemotherapy, with FDA-approved platinum 
compounds; 


o Metastatic breast cancer that (a) has not been previously treated with systemic 
therapy, (b) is currently responsive to primary systemic therapy, or (c) has relapsed 
following response to first-line treatment; 


o Newly diagnosed or responsive multiple myeloma, previously untreated disease, 
those in a complete or partial remission or those in a responsive relapse. 


• Homogenic/allogenic (other donor) or syngeneic hematopoietic stem cells whether 
harvested from bone marrow peripheral blood or from any other source, but only if 
required in the treatment of: 


o aplastic anemia; 


o acute leukemia; 


o severe combined immunodeficiency exclusive of acquired immune deficiency 
syndrome (AIDS); 


o infantile malignant osteoporosis; 


o chronic myelogenous leukemia; 


o lymphoma (Wiscott-Aldrich syndrome); 


o lysosomal storage disorder; 


o myelodysplastic syndrome. 
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“Donor costs” means all costs, direct and indirect (including program administration costs), 
incurred in connection with: 


• medical services required to remove the organ or tissue from either the donor’s or the self-
donor’s body; 


• preserving it; and 


• transporting it to the site where the transplant is performed. 


In treatment of cancer, the term transplant includes any chemotherapy and related courses of 
treatment which the transplant supports. 


For purposes of this benefit, the term transplant does not include transplant of blood or blood 
derivatives (except hematopoietic stem cells) which will be considered as nontransplant related 
under the terms of the Plan. 


“Facility transplant” means all Medically Necessary services and supplies provided by a health 
care facility in connection with a covered transplant except donor costs and antirejection drugs. 


“Medically appropriate” means the recipient or self-donor meets the criteria for a transplant 
established by the Claims Administrator. 


“Professional provider transplant services” means all Medically Necessary services and 
supplies provided by a professional provider in connection with a covered transplant except 
donor costs and antirejection drugs. 


Benefits for Antirejection Drugs 
For antirejection drugs following the covered transplant, The Claims Administrator will pay 
according to the benefits for prescription drugs, if any, under the Plan. 


Precertification Requirement 
All transplant procedures must be pre-certified for type of transplant and be medically 
appropriate according to criteria established by the Claims Administrator.  To pre-certify, call 
the Claims Administrator office using the telephone number on the Identification Card. 


The precertification requirements are a part of the benefit administration of the Plan and are 
not a treatment recommendation.  The actual course of medical treatment the covered person 
chooses remains strictly a matter between the covered person and his or her Physician. 


The Physician must submit a complete medical history, including current diagnosis and name 
of the surgeon who will perform the transplant.  The surgery must be performed at a 
recognized transplant center.  The donor, donor recipient and the transplant surgery must meet 
requires medical selection criteria as defined by the Claims Administrator. 
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If the transplant involves a living donor, benefits are as follows: 


• If a Participant receives a transplant and the donor is also covered under this Plan, payment 
for the Participant and the donor will be made under each individual’s coverage. 


• If the donor is not covered under this Plan, payment for the Participant and the donor will 
be made under this Plan but will be limited by any payment which might be made under 
any hospitalization coverage plan. 


• If the Participant is the donor and the recipient is not covered under this Plan, payment for 
the Participant will be made under this Plan limited by any payment which might be made 
by the recipient’s hospitalization coverage with another company.  No payment will be 
made under this Plan for the recipient. 


Please see the “Limitations and Exclusions” sections for Non-Covered Services. 


Individual Case Management 
The Individual Case Management program is designed to ensure and provide payment of 
benefits to eligible Participants who, with their attending Physician, agree to treatment under 
an alternative benefit plan intended to provide quality health care under lower cost alternatives.  
Such benefits will be determined on a case-by-case basis, and payment will be made only as 
agreed to under a written alternative benefit plan for each program participant. 


The program includes: 


• the identification of potential program participants through active casefinding and referral 
mechanisms; 


• eligibility screening; 


• preparation of alternative benefit plans; 


• subsequent to the approval of the parties, transfer to alternative treatment settings in which 
quality care will be provided.   


Eligibility 
A patient receiving benefits under an alternative benefit plan may, at any time, elect to 
discontinue the plan and revert to regular Plan benefits. 


The claims Administrator is responsible for determining eligibility for cases to be included in 
the program. 


The patient—or legal guardian or family, if applicable—and the attending Physician must 
consent to explore with the Claims Administrator the possibilities of transfer to an alternative 
treatment setting and, prior to implementation, agree to the alternative benefit plan. 
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Benefits 
Benefits will be determined on a case-specific basis depending on the plan of treatment, and 
may include Covered Services under the applicable Plan. 


Services will be covered and payable as long as the treatment is required as outlined in the 
alternative benefit plan, and is less expensive than the original treatment plan which otherwise 
would have been followed.  The Claims Administrator will determine the maximum approved 
payments allowable under the program. 


Benefits under the program are furnished as an alternative to other Plan benefits and are 
limited to the following: 


• Services, equipment, and supplies which are approved as Medically Necessary for the 
treatment and care of the Participant. 


• Non-structural modifications to the home which are required to meet minimum standard for 
safe operation of equipment. 


• When necessary for the long term care of the Participant in the home-setting, Respite Care 
to relieve family members or other persons caring for the Participant at home.  (The 
Respite Care benefit can be credited at a rate of 24 hours for every month of care rendered 
in the home setting, and may be reimbursed for up to 6 consecutive days at a time.  The 
Claims Administrator may approve on an exception basis up to 5 days per month of 
Respite Care when medical review of the case indicates that such action is appropriate.  
Payments for Respite Care will be deducted form the Participant’s remaining available 
benefits under the program.) 


The Participant must obtain Precertification from the Claims Administrator regarding the 
treatment plan and proposed setting to be utilized during the Respite Care period. 


Potential cases include but are not limited to: 


• spinal cord Injury; 


• severe head trauma/coma; 


• respiratory dependence; 


• degenerative muscular/neurological disorders; 


• long term IV antibiotics; 


• premature birth; 


•  burns; 


• cardiovascular accident; 


• cancer; 


• accidents; 


• terminal illnesses; 


• other cases at the Claims Administrator’s discretion. 
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Covered Services 
• Services covered under Individual Case Management will be determined by the Claims 


Administrator, at its sole discretion, on a case-by-case basis.  Benefits may be provided for 
the rehabilitation of a Participant on an Inpatient, outpatient, or out-of Hospital basis, as 
long as they are Medically Necessary, support the plan of treatment, and ensure quality of 
care. 


• The program may provide or coordinate any of the types of Covered Services provided 
pursuant to this SPD Booklet. 


• At its sole discretion, in the context of an Individual Case Management program, the 
Claims Administrator may also provide or arrange for alternative services or extra-
contractual benefits which are either (i) excluded by this SPD Booklet; (ii) neither 
excluded nor defined as Covered Services under this SPD Booklet, or (iii) exceeding the 
maximum for any Covered Service under this SPD Booklet. 


Utilization 
• Benefits will be provided only when and for as long as the Claims Administrator deems 


they are Medically Necessary.  The approved alternative benefit plan of treatment will 
establish which benefits will be provided and for how long, and shall be subject to 
Precertification and continuing review for Medical Necessity as set forth in such plan for 
treatment. 


• The total benefits that may be paid will not exceed those which the Participant would 
otherwise have received in the absence of Individual Case Management benefits. 


Exclusions 
• Rehabilitation or Custodial Care for chronic (recurring) conditions that do not, in the 


Claims Administrator’s sole discretion, significantly improve in an observable way within 
a reasonable period of time will not be a covered benefit under the Individual Case 
Management program. 


Individual Case Management Definitions 
Case Manager 
The person designated by the Claims Administrator to manage and coordinate the Participant’s 
medical benefits under the Individual Case Management program.  The Case Manager’s role is 
determined by the Claims Administrator. 


Provider 
A Provider may be any facility or practitioner, including but not limited to Ineligible Providers, 
licensed or certified to give services or supplies consistent with the Plan of Treatment and 
approved by the Claims Administrator. 
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Termination of Individual Case Management 
Services in the alternative benefit plan approved by the Claims Administrator under Individual 
Case Management will cease to be covered benefits under this Plan when extra-contractual 
benefits or alternative services are no longer Medically Necessary, as determined by the 
Claims Administrator, due to a change in the patient’s condition. 
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Prescription Drug Program 
Covered Services are stated in the Summary of Benefits.  All In-Network prescriptions can be 


written by any eligible Physician, a Network Physician designated by your Primary Care 


Physician to provide services in his/her absence, an emergency room Physician (if your 


condition is a Medical Emergency), or a specialist who is a Network Provider.   


Your benefit design as shown in the Summary of Benefits will determine the Copayment of 


your Prescription Drug program for preferred formulary drugs and non-preferred drugs that are 


listed on the Drug Formulary, as well as non-formulary drugs. 


Effective January 1, 2005, a new “dispense as written” policy will take effect for Fulton 


County plan participants.  This means if you request the brand-name drug when a generic is 


available, you will pay the brand co-payment plus the difference in the cost between the 


generic drug and the cost of the brand-name drug.  As an example, if you are currently taking a 


30-day supply of a brand drug that costs $100, and a generic equivalent is available for $30, 


you will pay $95 for your prescription.  $25 (brand co-payment) + $70 (difference in cost 


between the generic and brand-name drug) = $95. 


Covered Services may include: 


Retail prescription medications that have been prescribed by a Network Provider and obtained 


through a participating pharmacy.  Retail Prescription Drugs shall, in all cases, be dispensed 


according to the Drug Formulary for prescriptions written and filled in and out of network.  


Only those Prescription Drugs included in the Drug Formulary, as amended from time to time 


by the Claims Administrator, may be Covered Services, except as noted below or otherwise 


provided in the Drug Formulary. 


Drug Formulary 


A Participant or prospective Participant shall be entitled upon request, to a copy of the Drug 


Formulary Guide, available through the Member Guide or as a separate reprint.   


The Claims Administrator may only modify the Drug Formulary for the following reasons: 


• Additions of new drugs, including generics, as they become available. 
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• Removal of drugs from the marketplace based on either FDA guidance or the 


manufacturer’s decision. 


• Re-classification of drugs from formulary preferred to formulary non-preferred or vice 


versa.  All drug reclassifications are overseen by an independent Physician review 


committee.  Changes can occur: 


• Based on new clinical studies indicating additional or new evidence that can either 


benefit the patient’s outcome or that identifies potential harm to the patient. 


• When multiple Similar Drugs are available such as other drugs within a specific drug 


class (for example anti-inflammatory drugs, anti-depressants or corticosteroid asthma 


inhalers;  


• When a Brand Name Drug loses its patent and generics become available; or  


• When Brand Name Drugs become available over the counter.   


• Re-classification of drugs to non-formulary status when Therapeutic/Clinically Equivalent 


drugs are available including over the counter drugs. 


Similar Drugs mean drugs within the same drug class or type.  Therapeutic/Clinically 


Equivalent drugs are drugs that can be expected to produce similar therapeutic outcomes for a 


disease or condition.   


You will be notified in writing of drugs changing to non-formulary status at least 30 days prior 


to the Effective Date of the change if you have had a prescription for the drug within the 


previous 12 months of coverage under this plan.  Drugs considered for non-formulary status 


are only those with Therapeutic/Clinically Equivalent alternatives.   


You may use the prior authorization process to request a non-formulary drug.  If your prior 


approval request is denied, you may exercise your right to appeal.  For information regarding 


either the prior authorization or appeals process, please call the customer service number on 


your Identification Card.   You can obtain, without penalty and in a timely fashion, specific 


drugs and medications not included in the Drug Formulary when: 


• You have been taking or using the non-formulary prescription drug prior to its exclusion 


from the formulary and we determine, after consultation with the prescribing Physician, 
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that the Drug Formulary’s Therapeutic/Clinically Equivalent is or has been ineffective in 


the treatment of the patient’s disease or condition; or 


• The prescribing Physician determines that the Drug Formulary’s Therapeutic/Clinically 


Equivalent drug causes, or is reasonably expected to cause, adverse or harmful reactions in 


the patient. 


Other Program Provisions 


Should the Participant, on his or her own accord, choose a Brand Name Drug over a Generic 


Drug, regardless of whether a Generic equivalent is available and even if the Physician orders 


the drug to be “dispensed as written,” the Participant will pay the Copayment for the Brand 


Name Drug as outlined in the Summary of Benefits. 


A limited number of Prescription Drugs require pre-authorization for Medical Necessity.  If 


pre-authorization is not approved, then the designated drug will not be eligible for coverage.  


To determine if a drug requires pre-authorization, please call Customer Service. 


The Prescription Drug Program provides coverage for drugs which, under federal law, may 


only be dispensed with a prescription written by a Physician.  Insulin, which can be obtained 


over the counter, will only be covered under the Prescription Drug benefit when accompanied 


by a prescription. 


This program allows for refills of a prescription within one year of the original prescription 


date, as authorized by your Physician. 


Mail Order 


Maintenance drugs are available via mail order.  To determine if a drug is considered a 


maintenance drug or requires pre-authorization, please call Customer Service.  If a particular 


drug is not on the list of maintenance drugs, then it is not available through mail order. 


Off-Label Drugs 


When prescribed for an individual with a life-threatening or chronic and disabling condition or 


disease benefits are provided for the following: 


• Off-Label Drugs 


• Medically Necessary services associated with the administration of such a drug. 
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An off-Label Drug is one that is prescribed for a use that is different from the use for which 


that drug has been approved for marketing by the federal Food and Drug Administration. 


Voluntary Half-Tablet Program 


The Half-Tablet Program will allow Participants to pay a reduced Copayment on selected 


”once daily dosage” medications.  The Half-Tablet Program allows a member to obtain a 30-


day supply (15 tablets) of the higher strength medication when written by the Physician to take 


“½ tablet daily” of those medications on the approved list.  The Pharmacy and Therapeutics 


Committee will determine additions and deletions to the approved list.  The Half-Tablet 


Program is strictly voluntary and the Participant’s decision to participate should follow 


consultation with and the concurrence of his/her Physician.  To obtain a list of the products 


available on this program contact 800-474-2227. 


Specialty Drugs  


Specialty Drugs are typically high cost drugs that are injected or infused in the treatment of 


acute or chronic diseases.  Specialty Drugs often require special handling such as temperature-


controlled packaging and expedited delivery.  Specialty Drugs require preauthorization to be 


considered Medically Necessary.  You may obtain the list of Specialty Drugs by contacting 


Customer Service. 


Specialty Drugs are available via mail order and are shipped directly to you or to a Network 


Provider.  Your treatment plan and specific prescription will determine where administration of 


the drug will occur and by whom.  In order to better support your treatment plan, Specialty 


Drug prescriptions that exceed 30 days may be dispensed in more than one shipment.  When 


this occurs, please note that your total cost for multiple shipments will not exceed the amount 


you would have incurred for a single shipment.   


Additionally, your Copayment and/or Coinsurance may be prorated to support the method of 


distribution and treatment.  If a Network Provider charges an administration fee for Specialty 


Drugs, that amount would be separate from the cost of the mail order shipment(s). 


Please note that Specialty Drugs may also be obtained from a local pharmacy that agrees to 


accept the same payment terms as the mail order pharmacy, although your portion of the 


payment is subject to change. 
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The following are not Covered Services under this Plan: 


• Prescription drug products for any amount dispensed which exceeds the FDA clinically 


recommended dosing schedule; 


• Prescription Drugs received through an Internet pharmacy provider or mail order provider 


except for our designated mail order provider; 


• Non-legend vitamins; 


• Over-the-counter items; 


• Cosmetic drugs (i.e., Propecia); 


• Appetite suppressants (Anorexiants); 


• Weight loss products; 


• Diet supplements; 


• Syringes (for use other than insulin) except when in coordination with an approved 


injectable; 


• Non-contraceptive injectables (except with pre-certification); 


• The administration or injection of any Prescription Drug or any drugs or medicines; 


• Prescription Drugs which are entirely consumed or administered at the time and place 


where the prescription order is issued; 


• Prescription refills in excess of the number specified by the Physician, or any refill 


dispensed after one year from the date of the prescription order;  


• Prescription Drugs for which there is no charge; 


• Charges for items such as therapeutic devices, artificial appliances, or similar devices, 


regardless of their intended use;  


• Prescription Drugs for use as an Inpatient or outpatient of a Hospital and Prescription 


Drugs provided for use in a convalescent care facility or nursing home which are ordinarily 


furnished by such facility for the care and treatment of Inpatients;  


• Charges for delivery of any Prescription Drugs;  
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• Drugs and medicines which do not require a prescription order and which are not 


Prescription Drugs except insulin; 


• Prescription Drugs provided by a Physician whether or not a charge is made for such 


Prescription Drugs;  


• Prescription Drugs which are not Medically Necessary or which we determine are not 


consistent with the diagnosis; 


• Prescription Drugs which we determine are not provided in accordance with accepted 


professional medical standards in the United States;  


• Any services or supplies, which are not specifically listed as covered under this 


Prescription Drug program; 


• Prescription Drugs which are Experimental or Investigational in nature as explained in the 


“Limitations and Exclusions” section;  


• Vaccines delivered by nasal spray or mist; 


• Prescription medicine for nail fungus except for immunocompromised or diabetic patients; 


• Non-formulary drugs except as described in this Prescription Drug Program section. 







45 


HMO Exclusions 


What’s Not Covered 
Your Plan does not provide benefits for: 


• Inpatient Hospital admissions which begin before a Participant’s Effective Date. 


• Any item, service, supply, or care not specifically prescribed or authorized by a Network 
Provider except for accidental or life-threatening emergency care as indicated in this SPD 
Booklet. 


• Care for any condition or injury recognized or allowed as a compensable loss through any 
Workers’ Compensation, occupational disease or similar law. 


• Any disease or injury resulting from a war, declared or not, or any military duty.  Also 
excluded are charges for services directly related to military service provided or available 
from the Veterans’ Administration or military facilities as required by law. 


• Care given by a medical department or clinic run by your Employer. 


• Routine care of corns, bunions (except capsular or related surgery), calluses, toe nails 
(except surgical removal or care rendered as treatment of the diabetic foot or ingrown 
toe nail), flat feet, fallen arches, weak feet, chronic foot strain, or symptomatic complaints 
related to the feet. 


• Daily room charges while this Plan is paying for an Intensive Care, cardiac care, or other 
special care unit. 


• Admission or continued Hospital or Skilled Nursing Facility stay for care not medically 
required on an Inpatient basis. 


• Services provided at a Freestanding Ambulatory Facility. 


• Eyeglasses, contact lenses and related examinations and services.  Eye refractions, except 
for dependent children under age 19, when determined to be Medically Necessary.  
Analysis of vision or the testing of its acuity.  Service or devices to correct vision or for 
advice on such service.  (See the Vision Care benefits in this SPD Booklet.) 


• Care, supplies, or equipment not Medically Necessary for the treatment of Injury or illness. 


• Cosmetic Surgery, reconstructive surgery, pharmacological services, nutritional regimens 
or other services for beautification, or treatment relating to the consequences of, or as a 
result of, Cosmetic Surgery, unless treatment relating to such consequences is Medically 
Necessary.  This exclusion includes, but is not limited to, surgery to correct gynecomastia 
and breast augmentation procedures, and otoplasties.  Reduction mammoplasty and 
services for the correction of asymmetry, except when determined to be Medically 
Necessary by the Claims Administrator, is not covered. 
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• This exclusion does not apply to surgery to restore function if any body area has been 
altered by disease, trauma, congenital/developmental anomalies, or previous 
therapeutic processes.  This exclusion does not apply to surgery to correct the results of 
Injuries when performed within 2 years of the event causing the impairment, or as a 
continuation of a staged reconstruction procedure, or congenital defects necessary to 
restore normal bodily functions, including but not limited to, cleft lip and cleft palate. 


• This exclusion does not apply to Breast Reconstructive Surgery.  Please see the 
Benefits section of this SPD Booklet. 


• Dental care and treatment and oral surgery (by Physicians or dentists) including dental 
surgery; dental appliances; dental prostheses such as crowns, bridges, or dentures; 
implants; orthodontic care; operative restoration of teeth (fillings); dental extractions 
(except impacted teeth); endodontic care; apicoectomies; excision of radicular cysts or 
granuloma; treatment of dental caries, gingivitis, or periodontal disease by gingivectomies 
or other periodontal surgery; vertibuloplasties; alveoplasties; dental procedures involving 
teeth and their bone or tissue supporting structures; and frenulectomy. 


• Surgical or medical care for obesity, weight reduction, or dietary control.  Services for 
Inpatient treatment of bulimia or other eating disorder which consist primarily of behavior 
modification, diet and weight monitoring and educational services. 


• Surgical or medical treatment to modify the sex (transsexualism), including hormonal 
therapy. 


• Transportation provided by other than a state licensed professional ambulance service.  Air 
ambulance service is not covered unless determined to be Medically Necessary.  
Transportation to another area for medical care is also excluded except when Medically 
Necessary for you to be moved by ambulance from one Hospital to another. 


• Charges for experimental drugs or substances not approved by the Food and Drug 
administration, or for drugs labeled: “Caution—limited by Federal law to investigational 
use.” 


• Expenses for or in connection with experimental procedures or treatment methods not 
approved by the American Medical Association or the appropriate medical specialty 
society. 


• Charges for failure to keep a scheduled visit or for completion of claim forms; for 
Physician or Hospital’s stand-by services; for holiday or overtime rates. 


• Services rendered by a provider who is a close relative or member of your household Close 
relative means wife or husband, parent, child, brother or sister by blood, marriage or 
adoption. 


• Radial keratotomy; and surgery, services or supplies for the surgical correction of 
nearsightedness and/or astigmatism. 


• Treatment where payment is made by any local, state, or federal government (except 
Medicaid). 


• Services paid under Medicare or which would have been paid if the Participant had applied 
for Medicare and claimed Medicare benefits. 
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• Services related to or performed in conjunction with artificial insemination and in-vitro 
fertilization or combination thereof. 


• Biomicroscopy, field charting or aniseikonic investigation. 


• Orthoptics or visual training. 


• Pre-marital tests. 


• The following items related to Durable Medical Equipment are specifically excluded: 


• Air conditioners, humidifiers, dehumidifiers, or purifiers; 


• Arch supports and orthopedic or corrective shoes; 


• Heating pads, hot water bottles, home enema equipment, or rubber gloves; 


• Sterile water; 


• Deluxe equipment, such as motordriven chairs or beds, when standard equipment is 
adequate; 


• Rental or purchase of equipment if you are in a facility which provides such equipment; 


• Electric stair chairs or elevator chairs; 


• Physical fitness, exercise, or ultraviolet/tanning equipment; 


• Other items of equipment which the Claims Administrator feels do not meet the listed 
criteria. 


• The following services and supplies rendered in connection with organ/tissue/bone marrow 
transplants: 


• Surgical or medical care related to animal organ transplants, animal tissue transplants 
(except for porcine heart valves), artificial organ transplants or mechanical organ 
transplants; 


• Transportation, travel or lodging expenses for non-donor family members; 


• Donation related services or supplies, including search, associated with organ 
acquisition and procurement; 


• Chemotherapy with autologous, allogenic or syngenic hematopoietic stem cells 
transplant for treatment of any type of cancer not specifically named as covered; 


• Any transplant not specifically listed as covered. 


Note: This list does not include all of the exclusions under this Plan.  In order to 
determine whether an illness or condition not listed in this SPD is covered, please call 
Member Services at 1-800-474-2227. 
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HMO Claims Filing and General Information 
Proof of Loss, Payment of Claims 
If you incur out-of-area claims, written proof of such loss must be furnished to the Claims 
Administrator.  Please include your ID number in order to verify that you are a covered 
Participant. 


Timeliness of Filing and Payment of Claims (Out-of-Area Only) 
In the event you submit a claim, a properly completed claim form with any necessary reports 
and records must be furnished within 90 days of the date of service.  Payment of claims will be 
made as soon as possible following receipt of the claim, unless more time is required because 
of incomplete or missing information.  In this case, the Claims Administrator will notify you of 
the reason for the delay and list all information needed to continue processing your claim.  
After this data is received, claims processing will be completed. 


Network Providers 
The Claims Administrator provides or makes payment for medically necessary covered health 
care services received by the Participant.  The health care services are subject to the 
limitations, exclusions, and Copayments specified in this SPD Booklet.  A directory lists all 
Network Hospitals, Physicians and other providers. 


Unauthorized Use of Identification Card 
If you permit your Identification Card to be used by someone else or if you use the card before 
coverage is in effect or after coverage has ended, you will be liable for payment of any 
expenses incurred resulting from the unauthorized use.  Unauthorized use could also result in 
termination of the coverage. 


Questions About Coverage or Claims 
If you have questions about your coverage, contact the Plan Administrator or the Claims 
Administrator's Customer Service Department.  Be sure to always give your member ID 
number. 


Write 
Customer Service Department 
Blue Cross and Blue Shield of Georgia 
P.O.  Box 7368 
Columbus, Georgia  39908 
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When asking about a claim, give the following information: 


• member ID number; 


• Patient name, Employee's name and address; 


• Date of service, type of service received; and 


• Provider name and address (Hospital or Physician) 


Terms of Your Coverage 
The Plan provides the benefits described in this SPD Booklet only for eligible Participants.  
The health care services are subject to the limitations, exclusions, Copayments, and percentage 
payable requirements specified in this SPD Booklet.  Any group contract or certificate which 
you received previously will be replaced by this Plan. 


Benefit payment for covered services or supplies will be made directly to Network or 
Participating Providers. 


Neither the Claims Administrator nor the Employer is responsible for any Injuries or damages 
you may suffer due to actions of any Hospital, Physician or other person. 


An oral explanation of your benefits by a Claims Administrator employee is not legally 
binding. 


Any correspondence mailed to you will be sent to your most current address.  You are 
responsible for notifying Fulton County Benefits Department of your new address. 


General Information 
Fraudulent statements on a Participant's application forms will invalidate any payment or 
claims for services and be grounds for voiding the Participant's coverage. 


Both parties to this Health Plan document (the Employer and the Claims Administrator) are 
relieved of their responsibilities without breach, if their duties become impossible to perform 
by acts of God, war, terrorism, fire, etc. 


The Claims Administrator will adhere to the Employer's instructions and allow the Employer 
to meet all of the employer's responsibilities under applicable state and federal law.  It is the 
Employer's responsibility to adhere to all applicable state and federal laws and the Claims 
Administrator does not assume any responsibility for compliance. 


Acts Beyond Reasonable Control (Force Majeure) 
Should the performance of any act required by this coverage be prevented or delayed by reason 
of any act of God, strike, lock-out, labor troubles, restrictive government laws or regulations, 
or any other cause beyond a party's control, the time for the performance of the act will be 
extended for a period equivalent to the period of delay, and non-performance of the act during 
the period of delay will be excused.  In such an event, however, all parties shall use reasonable 
efforts to perform their respective obligations. 
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Licensed Controlled Affiliate 
The Participate expressly acknowledges his/her understanding this policy constitutes a contract 
solely between the Employer and BCBSHP, which is an independent corporation operating 
under a license from the Blue Cross and Blue Shield Association, an association of 
independent Blue Cross and Blue Shield Plans (the "Association"), permitting BCBSHP to use 
the Blue Cross and Blue Shield Service Marks in the state of Georgia, and that BCBSHP is not 
contracting as the agent of the Association.  The Participant further acknowledges and agrees 
that it has not entered into this policy based upon representations by any person other than 
BCBSHP and that no person, entity, or organization other than BCBSHP shall be held 
accountable or liable to the Participant for any of BCBSHP's obligation to the Employer 
created under this policy.  This paragraph shall not create any additional obligations 
whatsoever on the part of BCBSHP other than those obligations created under other provisions 
of this agreement. 


Calculation of Coinsurance and Other Participant Liability 
When a Participant obtains health care services outside the BCBSHP service area, the amount 
the Participant pays for Covered services is usually calculated on the lower of: 


• The Actual billed charges for covered Services, or 


• The negotiated price that the on-site Blue Cross and/or Blue Shield Plan passes on to the 
Claims Administrator 


Often this "negotiated price" will consist of a simple discount.  But sometimes it is an 
estimated final price that factors in expected settlements or other non-claims transactions with 
the health care Provider or with a specific group of Providers.  The negotiated price may also 
be a discount from billed charges that reflects average expected savings.  The estimated or 
average price may be adjusted in the future to correct for over- or underestimation of past 
prices. 


In addition, laws in a small number of states required Blue Cross and/or Blue Shield Plans to 
use a basis for calculating the payment for Covered Services that does not reflect the entire 
savings realized on a particular claim.  When the Participant receives covered health care 
services in those states, the required payment for these services will be calculated using their 
statutory methods. 
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Medical Option #2 
Comprehensive Medical Plan (PPO) 
 


The Comprehensive Medical Plan is designed to relieve the burden of large medical bills for 
serious illness and Injuries.  Without the protection of this coverage, a serious illness could 
cause you considerable financial hardship.  The Comprehensive Medical Plan is often referred 
to as the indemnity or traditional "fee-for-service" plan.  This type of plan allows you to use 
any licensed Physician or Hospital you choose for your health-care needs.  The Plan pays for a 
portion of your expenses after you meet the required annual Deductible. 


This Preferred Provider feature allows you to receive the maximum benefits from the Plan.  
Blue Cross and Blue Shield of Georgia, Inc., an Independent Licensee of the Blue Cross and 
Blue Shield Association (herein called the Claims Administrator), administers the self-funded 
PPO Plan for Fulton County. 


This portion of your SPD Booklet is Attachment B (1) of the Health Plan Document which is 
the legal document that governs your health Plan. 


The health care coverage operates as a comprehensive major medical plan and shares the cost 
of health-care expenses with Participants.  Coverage is divided into two sets of benefits: In-
Network and Out-of-Network.  If you choose In-Network benefits, you must use a Preferred 
Provider.  Utilizing this method means you will not have to pay as much money; your Out-of-
Network expenses will be higher, in most instances, when you use Non-Preferred Providers. 


The following is a summary of the PPO benefits provided under the Fulton County Plan. 
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PPO Summary of Benefits – In and Out-of-Network 
These benefits are valid for your Plan's current benefit period.  You will receive a revised 
Summary of Benefits if there is a change in your benefits.  All In-Network care must be 
received from a Preferred Provider. 


Calendar Year Deductible (In-Network and Out-of-Network Combined) 
Individual ................................................................................................................................$250 


Family .....................................................................................................................................$500 


All Eligible Charges are subject to the Calendar Year Deductible unless otherwise noted. 


Out-of-Pocket Limit Per Calendar Year (in addition to the Deductible) 
Individual .............................................................................................................................$1,500 


Family ..................................................................................................................................$3,000 


Percentage Payable (Unless Otherwise Specified) 
In-Network payments are based on Eligible Charges and negotiated fees.  Out-of-Network 
payments are based on Eligible Charges. 


 In-Network Out-of-Network 


The Plan pays 80% 60% 


The Participant pays 20% 40% 


The percentage payable after Out-of-Pocket Limit is met 100% 100% 


Emergency Room Services   


Life-threatening medical conditions (*Waived if admitted) 


Percentage payable after copay 


$75 copay*  


80% 


$75 copay*  


80% 


Non-emergency use of emergency room is NOT covered   


Mental Health Care and Substance Abuse Treatment   


Inpatient* 80% 


$100 copay 


60% 


$100 copay 


Outpatient 80% 60% 


Intermediate/Alternative Care* 


Partial Hospitalization (PHP) 


Intensive Outpatient (IOP) 


80% 


80% 


80% 


60% 


60% 


60% 


 
*Inpatient and Intermediate/Alternative Care requires prior authorization. 
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Accidental Injury (Outpatient Services)   


Outpatient services rendered within 14 days of an accident
(not subject to the calendar year Deductible) 


100% 100% 


Ambulance 80% 80% 


Hospital Inpatient Admission $100 copay $100 copay 


Surgeon's Charges 80% 60% 


Lab, X-ray and Other Covered Diagnostic Tests 80% 60% 


Physician's Office Visits 80% 60% 


 


Maternity Services 
(includes pre- and post-natal and delivery) 


 


$100 copay 


 


$100 copay 


Birthing Centers 80% 80% 


Second Surgical Opinion – Voluntary 
(not subject to the Deductible) 


 


100% 


 


100% 


Preventive Care 
Physical Exam 


Routine Immunizations 


Annual Gynecology Tissue Exam 


Mammogram Screening 


Prostate Exam 


Child Wellness (not subject to the Deductible) 
*Services covered from birth through age five. 


 


100% 


100% 


100% 


100% 


100% 


100% 


 


100% 


100% 


100% 


100% 


100% 


100% 


Allergy Testing, Shots and Serum 80% 60% 


Pre-admission Testing 80% 60% 


Speech Therapy – 30 visits per calendar year 80% 60% 


Hospice Care Services 80% 80% 


Durable Medical Equipment 80% 80% 


External Prosthetic Appliances 80% 80% 


Chiropractic Care - $1,000 calendar year maximum 80% 80% 
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Home Health Care Services 
120 visits per calendar year 


 


80% 


 


80% 


Physical Therapy – 60 visits per calendar year 80% 80% 


Respiratory Therapy 80% 80% 


Skilled Nursing Facility – 120 days per calendar year 80% 80% 


Hearing Aid Benefit 80% 80% 


Prescription Drugs: 
 
Retail Pharmacy/Specialty Pharmacy – (30-day supply - Participating Pharmacies) 
Tier 1 - Generic Preferred, Copayment per prescription ............................................................$5  


Tier 2 - Brand Preferred, Copayment per prescription .............................................................$20 


Tier 3 - Non-Preferred, Copayment per prescription................................................................$40 


Specialty & Injectable Drugs....................................................................................................$50 


Non-Formulary .......................................................................................................Not Covered* 


Mail Order Drugs - Maintenance Only (90-day supply) 
Tier 1 - Generic Preferred, Copayment per prescription ..........................................................$10  


Tier 2 - Brand Preferred, Copayment per prescription .............................................................$40 


Tier 3 - Non-Preferred, Copayment per prescription................................................................$80 


Specialty & Injectable Drugs..................................................................................................$100 


Non-Formulary .......................................................................................................Not Covered* 


*Except under conditions described in the Prescription Drug Program section of the Certificate 


 


Pre-Admission Certification (PAC) 
Required for ALL Hospital admissions (including birthing centers).  (Emergency or maternity 
admissions must be certified within 48 hours.) 


If you are admitted to a Preferred or Participating Hospital or facility and PAC is not obtained, 
the Hospital or facility will be responsible for the services.  Any days exceeding the authorized 
length of stay will be denied.  However, if all In-Network guidelines are followed, the 
Participant is held harmless. 







55 


If you are admitted to a non-Preferred Hospital or facility and PAC is not obtained, all charges 
will be denied.  You will be responsible for all Hospital or facility charges. 


Remember:  PAC is not a guarantee of payment. 


If you are admitted to a Hospital and the admission is determined not to be Medically 
Necessary, no benefits will be provided for that admission and related Physician charges. 


Outpatient Precertification is also required for specified procedures listed in the Pre-Admission 
Certification (PAC) section of this SPD Booklet. 


Calendar Year Maximums 
The In-Network calendar year maximums are combined with the Out-of-Network calendar 
year maximums.  These are not separate maximums. 
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PPO Payment Terms 
Note:  Capitalized terms such as Covered Services, Medical Necessity, Preferred Provider 
and Out-of-Pocket Limit are defined in the Definitions section. 
Providers are compensated using a variety of payment arrangements, including fee for service, 
per diem, discounted charges, and global reimbursement. 


Covered Services must be Medically Necessary, and coverage or certification of services 
that are not Medically Necessary may be denied. 


Calendar Year Deductible 
Before your Plan begins to pay benefits, you must meet any Deductible required.  Deductible 
requirements are stated in the Summary of Benefits. 


The family deductible, which is two times the individual Deductible, is met when: 


• two eligible family Participants each meet the individual Deductible; or 


• the total of Covered Services for all eligible family Participants equals the family 
deductible.  A Participant cannot satisfy more than the Individual Deductible amount. 


Coinsurance and Out-of-Pocket Limit 
After the Deductible is met, the percentage payable by the Plan is stated in the Summary of 
Benefits.  The portion which you must pay (the Out-of-Pocket Limit) is stated in the 
Summary of Benefits.  After you reach your Out-of-Pocket Limit (plus any required 
Deductible), your Plan pays 100% of Covered Services for the remainder of the calendar year.  
A Participant cannot satisfy more than the Individual Out-of-Pocket Limit. 


Eligible charges are based on the Claims Administrator's determination of Usual, Customary, 
and Reasonable (UCR) fees, a provider's contracted fee schedule, the applicable 
Reimbursement Rate and negotiated fees. 


Out-of-Pocket Limits for Preferred and Non-Preferred Providers are combined. 


Deductibles and Out-of-Pocket Limits do not include charges you pay for expenses that are not 
covered by the Plan, charges over UCR, or charges you incur because you did not obtain Pre-
Admission Certification (PAC). 


Common Accident/Multiple Birth 
If you and one or more of your Dependents are Injured in the same accident, only one 
Deductible amount must be met before benefits are payable.  In addition, only one Deductible 
amount must be satisfied for two or more of your Dependents born in a multiple birth if the 
charges are made for: 


• premature birth; 


• abnormal congenital condition; or 


• Injury or sickness that starts within 30 days after their birth. 
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PPO Exception 
There may be times when the medical services you or your Dependents need is not available 
from a Preferred Provider.  If this happens, the Plan will provide benefits for Covered Services 
at the In-Network percentage payable. 
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PPO Pre-Admission Certificate (PAC) 
PAC is a requirement for both In-Network and Out-of-Network benefits. 


The Pre-Admission Certification Process 
• Length-of-Stay Assignment to indicate the number of Inpatient days usually Medically 


Necessary to treat a condition; 


• Continued Stay Review/Concurrent Review to determine whether a continued Inpatient 
stay is Medically Necessary; 


• Admission Review to determine whether an unscheduled Inpatient admission or an 
admission not subject to pre-admission review was Medically Necessary; 


• Discharge Planning to assess the Participant's need for additional treatment after Hospital 
discharge. 


In-Network 
• If you are hospitalized other than in an emergency and Pre-Admission Certification was not 


obtained, all charges will be denied.  You will be held harmless if all Network guidelines 
are followed and you were admitted to a Preferred Hospital or Participating Hospital.  This 
means you will not be responsible for any bill in excess of the related Deductible, 
Coinsurance that applies and Non-Covered Services. 


• If a Participant exceeds the number of days assigned under this program, the Hospital's 
charges for additional days beyond the assigned length of stay will not be paid.  If all In-
Network guidelines are followed, the Participant will not be responsible for the charges 
except the normal Deductible, Coinsurance and Non-Covered Services. 


• Ineligible Charges are always the Participant's responsibility. 


• PAC is the responsibility of the Preferred Hospital or Preferred Physician. 


Out-of-Network Care 
• You, the Physician or the Hospital must obtain approval for all Hospital admissions. 


• If you are hospitalized other than in an emergency and Pre-Admission Certification was not 
obtained, all charges will be denied.  You – the Participant – will be responsible for all 
Hospital Inpatient Admission. 


• If you obtained Pre-Admission Certification but exceed the number of days allowed 
through the PAC process, you will be responsible for all of the charges for those days. 


• Ineligible Charges are always the Participant's responsibility. 


If you are admitted to a Preferred or Non-Preferred Hospital and the admission is determined 
not to be Medically Necessary, all charges for that admission and related Physician charges 
will be Ineligible Charges. 
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Out-of-Network providers are under no obligation to hold you harmless for those charges, so 
you may be responsible for the full amount of all of those charges. 


Pre-Admission Certification is not a guarantee of payment.  Admissions are approved only 
when the appropriateness of the Inpatient setting can be substantiated.  Actual payment is 
based upon eligibility for coverage and the effective date for any Participant and also will be 
Dependent on, but not limited to, specific Plan coverage and the status of the coverage on the 
date services are rendered.  The Plan will not cover services related to specific exclusions and 
limitations, including but not limited to, Custodial Care, Experimental and Investigative 
procedures, pre-existing conditions during the waiting period and services determined not 
Medically Necessary. 


Outpatient Precertification Requirements 
Outpatient precertification is a requirement for In-Network and Out-of-Network benefits. 


Precertification is required for the following outpatient procedures. 


• Home Health Care Services; 


• All outpatient surgery including Laproscopic and Arthroscopic procedures; 


• DME (Durable Medical Equipment) over $150; 


• All MRIs Magnetic Resonance Imaging); 


• All Scans including CT; 


• EMGs; 


• All scope procedures including Endoscopy and Colonoscopy; 


• Myelography; 


• Cardiac Catheterization 


(This list is subject to change) 


Preferred and Participating Providers 
• If the Participant receives treatment and Precertification was not obtained, or the treatment 


is determined not to be Medically Necessary, all charges will be Ineligible Charges.  The 
Participant will be held harmless if all In-Network guidelines are followed and services are 
performed by a Preferred or Participating Provider.  This means the Participant will not be 
responsible for any bill in excess of the related Coinsurance and/or Deductible amount. 


• Charges for Non-Covered Services are always the Participant's responsibility. 


• Precertification is the responsibility of the Preferred or Participating Physician. 
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Non-Preferred or Non-Participating Provider 
• The Participant or the Physician must obtain approval for all procedures listed above. 


• If the Participant receives treatment and Precertification was not obtained, all charges will 
be denied.  The Participant will be responsible for the charges related to the outpatient 
surgical procedure. 


• If the Participant receives treatment and the procedure is determined not to be Medically 
Necessary, all charges for that procedure will be Ineligible Charges.  Out-of-Network 
Providers are under no obligation to hold a Participant harmless for those charges, so the 
Participant may be responsible for the full amount of all those charges. 
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PPO Benefits 
PPO Payment Terms apply to all Covered Services.  The following services are applicable 
to In-Network and Out-of-Network benefits. 
All Covered Services must be Medically Necessary, whether provided through In-Network 
Providers or Out-of-Network Providers 


Hospital Services 
Eligible Charges are considered the same whether treatment is received at a Preferred or Non-
Preferred Hospital.  However, payment is significantly reduced if services are received at a 
Non-Preferred Hospital.  The Plan provides Covered Services when the following services are 
Medically Necessary. 


Preferred Inpatient Hospital Services 
• Inpatient room charges.  Covered Services include semiprivate room and board, general 


nursing care, and intensive or cardiac care.  If you stay in a private room.  Eligible Charges 
are based on the Hospital’s prevalent semiprivate rate.  If you are admitted to a Hospital 
that has only private rooms, Eligible Charges are based on the Hospital’s prevalent room 
rate. 


Service and Supplies 
• The Plan covers services and supplies provided and billed by the Hospital while you’re an 


Inpatient, including the use of operating, recovery, and delivery rooms.  Laboratory and 
diagnostic examinations, intravenous solutions, basal metabolism studies, electrocardio-
grams, electroencephalograms, X-ray examinations, and radiation and speech therapy are 
also covered. 


• Convenience items (such as radios, TV’s, record players, telephones, visitor’s meals, etc.) 
will not be covered. 


Length of Stay 
• Determined by Medical Necessity. 


Non-Preferred Hospital Benefits 
If you are confined in the Non-Preferred Hospital, your benefits will be significantly reduced, 
as shown in the Summary of Benefits section. 


Ineligible Hospital Benefits 
No benefits are payable if you are confined in an Ineligible Hospital. 
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Outpatient Hospital Services 
Outpatient Services 
Your Plan provides Covered Services when the following outpatient services are Medically 
Necessary: pre-admission tests, surgery, diagnostic x-rays and laboratory services. 


Emergency Care 
Coverage is provided for Hospital emergency room and Physician office care for services 
rendered within 14 days of an Accidental Injury.  These charges are not subject to the calendar 
year Deductible and paid as shown in the Summary of Benefits. 


 Emergency room care for services related to a life-threatening medical emergency are subject 
to the calendar year Deductible and paid as shown in the Summary of Benefits. 


Non-emergency use of the emergency room is not covered. 


Other Covered Services 
Medical and Surgical Care 
General care and treatment of illness or Injury, and surgical diagnostic procedures including 
the usual pre- and post-operative care. 


Multiple Surgical Procedures 
Multiple or related surgical procedures are those performed during the same operative session 
(one continuous anesthesia). 


• A primary surgical procedure is the major surgical procedure or objective of the operative 
session. 


• A secondary surgical procedure is one done at the same time as the primary procedure 
which adds to the time or complexity of the surgery. 


• An incidental surgical procedure is: 


o One done during primary surgery without regard to a specific condition or done to 
accomplish the major surgical objective; or 


o A procedure done at the same time as a primary procedure which does not add to the 
time or complexity of the surgery. 


If two or more operations or procedures are performed at the same time, and one is merely 
incidental, benefits are provided only for the primary procedure. 


If two or more operations are performed at the same time, benefits are provided for the primary 
procedure plus one-half of the amount payable for the secondary procedure. 
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Assistant Surgery 
If you have a surgical procedure performed, benefits will be provided for an assistant surgeon’s 
charges only if it is determined that an assistant surgeon’s services are Medically Necessary. 


Reconstructive Surgery 
Reconstructive Surgery is covered only to the extent Medically Necessary: 


• To restore a function of any body area which has been altered by disease, trauma, 
congenital/developmental anomalies or previous therapeutic processes; 


• To correct congenital defects of a dependent child that lead to functional impairment; and 


• To correct medical complications or post-surgical deformity, unless the previous surgery 
was not a Covered Services. 


Breast Cancer Patient Care 
Covered Services are provided for Inpatient care following a mastectomy or lymph node 
dissection until the completion of an appropriate period of stay as determined by the attending 
Physician in consultation with the Participant.  Follow-up visits are also included and may be 
conducted at home or at the Physician’s office as determined by the attending Physician in 
consultation with the Participant. 


Breast Reconstructive Surgery 
Covered Services are provided following a mastectomy for reconstruction of the breast on 
which the mastectomy was performed, surgery and reconstruction of the other breast to 
produce a symmetrical appearance, and prostheses and treatment of physical complication, 
including lymphedemas. 


Covered Oral Surgery and Dental Care 
Includes only the following: 


• Fracture of facial bones; 


• Surgery of joints of the jaw; 


• Lesions of the mouth, lip, or tongue which require a pathological exam; 


• Incision of accessory sinuses, mouth salivary glands or ducts; 


• Dislocations of the jaw; 


• Removal of impacted teeth; 


• Treatment of temporomandibular joint syndrome (TMJ) or myofacial pain including only 
removable appliances for TMJ repositioning and related surgery and diagnostic services.  
Benefits are not provided for fixed or removable appliances which involve movement or 
reposition of the teeth, or operative restoration of teeth (fillings), or prosthetics (crowns, 
bridges, dentures). 
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• Plastic repair of the mouth or lip necessary to correct traumatic injuries or congenital 
defects arising after the effective date of coverage; and 


• Initial services, supplies or appliances for dental care or treatment required as a result of, 
and directly related to, accidental bodily Injury to natural teeth or structure occurring while 
a Participant is covered by this Contract and performed within 180 days after the accident. 


Use of Operating and Treatment Rooms and Equipment 
Coverage for outpatient surgical care 


Diagnostic X-ray and Laboratory Procedures 
These are used to determine the cause of an illness: 


Chemotherapy and Radioisotope, Radiation and Nuclear Medicine Therapy 


Oxygen, Blood and Components, and Administration 


Dressings, Splints, Casts 


Pacemakers and Electrodes 


Dialysis Treatment 
Dialysis treatment is covered for care when Precertification approval has been obtained from 
the Claims Administrator.  The Plan will pay secondary to Medicare Part B, even if a 
Participant has not applied for eligible coverage available through Medicare. 


Clinical Trial Programs for Treatment of Children’s Cancer 
Benefits will be provided for routine patient care cost incurred in connection with the provision 
of goods, services, and benefits to dependent children in connection with approved clinical trial 
programs for the treatment of children’s cancer.  Routine patient care costs means those 
Medically Necessary costs as provided Georgia law. 


Diabetes 
Equipment, supplies, pharmacological agents, and outpatient self-management training and 
education, including nutritional therapy for individuals with insulin-dependent diabetes, 
insulin-using diabetes, gestational diabetes, and non-insulin-using diabetes as prescribed by the 
Physician.  Covered Services for outpatient self-management training and education must be 
provided by a certified, registered or licensed health care professional with expertise in 
diabetes. 
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Osteoporosis 
Benefits will be provided for qualified individuals for reimbursement for scientifically proven 
bone mass measurement (bone density testing) for the prevention, diagnosis and treatment of 
osteoporosis for Participants meeting the Claims Administrator’s criteria. 


Durable Medical Equipment 
This Plan will pay the rental charge up to the purchase price of the equipment.  In addition to 
meeting criteria for Medical Necessity and applicable Precertification requirement, the 
equipment must also be used to improve the functions of a malformed part of the body or to 
prevent or slow further decline of the patient’s medical condition.  The equipment must be 
ordered and/or prescribed by a Physician. 


The equipment must meet the following criteria: 


• It can stand repeated use; 


• It is manufactured solely to serve a medical purpose; 


• It is not merely for comfort or convenience; 


• It is normally not useful to a person not ill or injured; 


• It is ordered by a Physician; 


• The Physician certifies in writing the Medical Necessity for the equipment.  The Physician 
also states the length of time the equipment will be required.  The Claims Administrator 
may require proof of the ongoing Medical Necessity of any item; 


• It is related to the patient’s physical disorder. 


Ambulance Service 
Local service to a Hospital in connection with care for a medical emergency or Accidental 
Injury.  Such service also covers your transfer from one Hospital to another if Medically 
Necessary.  Air ambulance service is not covered unless Medically Necessary. 


Prosthetic Appliances 
Prosthetic devices are covered when used to improve or correct conditions resulting from 
Accidental Injury or illness.  This illness or Injury must have happened after the Participant’s 
effective date. 


Prosthetic devices include: artificial limbs and accessories; artificial eyes, lenses for eyes used 
after surgical removal of the lens(es) of the eye(s) (one pair only); arm braces, leg braces (and 
attached shoes); external prostheses used after breast removal. 


The following items are excluded: corrective shoes; dentures, replacing teeth or structures 
directly supporting teeth, except for traumatic injuries; electrical aids - either anal or urethral; 
hair pieces; implants for cosmetic purposes except for re-construction following mastectomy. 
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Hospital Visits 
The Physician’s visits to his or her patient in the Hospital, except for usual post-operative visits 
(see “Medical and Surgical Care”).  The Plan provides benefits for one daily visit for each 
Physician during the covered period of confinement. 


Benefits for medical care by more than one Physician are not usually provided.  Such benefits 
are only allowed if it can be shown that the supplementary skills of the separate Physician are 
medically necessary for the Participant’s care. 


Consultation Services 
Covered when the special skill and knowledge of a consulting Physician is required for the 
diagnosis or treatment of an illness or Injury.  The Plan provides benefits for one consultation 
per Hospital admission for each consulting Physician.  Second surgical opinion consultations 
are covered and payable at regular Plan benefits. 


Staff consultations required by Hospital rules are excluded.  Referrals, the transfer of a patient 
form one Physician to another for treatment, are not consultations under this Plan. 


General Anesthesia Services 
Covered when ordered by the attending Physician and administered by another Physician who 
customarily bills for such services, in connection with a covered procedure.  To be payable, 
anesthesia must be given with other covered care. 


Such anesthesia service includes the following procedures which are given to cause muscle 
relaxation, loss of feeling, or loss of consciousness; 


• Spinal or regional anesthesia; 


• Injection or inhalation of a drug or other agent (local infiltration is excluded). 


Services of a Certified Registered Nurse Anesthetist (CRNA) will be paid only when billed for 
by the supervising anesthesiologist. 


Anesthesia Services for Certain Dental Patients 
• General anesthesia and associated Hospital or ambulatory surgical facility charges are 


covered in conjunction with dental care provided to the following: 


• Patients age 7 or younger or developmentally disabled. 


• An individual for whom a successful result cannot be expected by local anesthesia due 
to neurological disorder. 


• An individual who has sustained extensive facial or dental trauma, except for a 
Workers’ Compensation claim. 


Precertification is required. 
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Maternity Care 
Benefits are provided for In-Network and Out-of-Network Maternity Care subject to the 
Deductible and percentage payable stated in the Summary of Benefits. 


Maternity benefits are provided for a female Employee and any eligible female Dependent. 


Routine newborn nursery care is part of the mother’s maternity benefits.  Benefits are provided 
for well baby pediatrician visits performed in the Hospital. 


Should the newborn require other than routine nursery care, the baby should be admitted to the 
Hospital in his or her own name.  (See “Eligibility Information” to add a newborn to your 
coverage.) 


The length of hospitalization which is Medically Necessary will be determined by the 
Participant’s attending Physician in consultation with the mother.  Should the Participant 
(mother or child) be discharged before 48 hours following a normal delivery or 96 hours 
following a cesarean section delivery, the Participant will have access to two post-discharge 
follow-up visits within the 48- or 96-hour period.  These visits may be provided either in the 
Physician’s office or in the Participant’s home by a Home Health Care Agency.  The 
determination of the medically appropriate place of service and the type of the provider 
rendering the service will be made by the Participant’s attending Physician. 


Physical Therapy, Occupational Therapy and Services of Athletic Trainers 
Services by a Physician, a registered physical therapist (R.P.T.), occupational therapist (O.T.), 
or qualified athletic trainers, limited to a combined total maximum visits per calendar year as 
outlined in the Summary of Benefits.  All services rendered must be within the lawful scope 
of practice of, an rendered personally by, the individual provider.  No coverage is available 
when such services are necessitated by Developmental Delay. 


Chiropractic Care 
Chiropractic care is covered for acute care only.  You do not need a referral from your Primary 
Care Physician but you must use a Network chiropractor.  Routine chiropractic maintenance is 
not covered. 


Licensed Speech Therapist Services 
Coverage is provided when ordered and supervised by a Physician as outlined in the Summary 
of Benefits.  Coverage is available for conditions as a result of an accident or an illness.  No 
coverage is available when such services are necessitated by Developmental Delay. 


Outpatient Surgery 
Preferred Hospital outpatient department or Preferred Freestanding Ambulatory Facility 
charges are covered at regular Plan benefits.  These benefits are subject to both Deductible and 
Percentage Payable requirements.  Benefits for treatment by a Non-Preferred Hospital are 
explained under “Hospital Services”.  Benefits are not provided for a freestanding Ambulatory 
Facility that does not have a participation agreement with the Claims Administrator. 
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Ophthalmology 
If you have a medical vision problem, visit the ophthalmologist of your choice for Covered 
Services.  All Eligible Charges are subject to the calendar year Deductible.  Payment for 
Preferred and Non-Preferred Providers office visits will be at 80% UCR.  If you use a Non-
Preferred provider, you will be responsible for the balance of the charges above the Usual, 
Customary and Reasonable Fee. 


If other outpatient or Inpatient medical services are Medically Necessary, such as lab tests, 
hospitalization or X-rays, services must be provided by a Preferred Provider in order for 
payment to be made at 80% UCR.  If a Non-Preferred Provider is used, payment will be made 
at 60% UCR. 


Skilled Nursing Facility Care 
Benefits are provided as outlined in the Summary of Benefits.  This care must be ordered by 
the attending Physician. 


Skilled care during a period of recovery is characterized by: 


• A favorable prognosis; 


• A reasonably predictable recovery time; and 


• Services and/or facilities less intense than those of the acute general Hospital, but greater 
than those normally available at the patient’s residence. 


Covered services include: 


• Semiprivate or ward room charges including general nursing service, meals, and special 
diets.  If a Participant stays in a private room, this Plan pays the amount of the semiprivate 
room rate toward the charge for the private room: 


• Use of special care room; 


• Pathology and Radiology; 


• Physical or speech therapy; 


• Oxygen and other gas therapy; 


• Drugs and solutions used while a patient; 


• Gauze, cotton, fabrics, solutions, plaster and other  
materials used in dressings, bandages, and casts. 


This benefit is available only if the patient requires a Physician’s continuous care and 24-hour-
a-day nursing care. 


Benefits will not be provided when: 


• A Participant reaches the maximum level of recovery possible and no longer requires other 
than routine care; 


• Care is primarily custodial, not requiring definitive medical or 24-hour-a-day nursing 
service; 
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• Care is for chronic brain syndromes for which no specific medical conditions exist that 
require care in a Skilled Nursing Facility; 


• A Participant is undergoing senile deterioration, mental deficiency or retardation, and has 
no medical condition requiring care; 


• The care rendered is for other than Skilled Convalescent Care. 


Preventive Care 
The following services are covered when provided by a Preferred or Non-Preferred Provider, 
subject to the Deductible and Coinsurance requirements: 


Immunizations 


Mammogram 
Benefits will be provided for mammograms when provided by an eligible provider and 
performed with the following frequency: 


• Once as a base-line mammogram for any female between 35 and 40 years of age; 


• Once every two years for any female between 40 and 50 years of age; 


• Once every year for any female age 50 or above; and 


• When recommended by a Physician for a female considered at risk.   
Female at risk means a female: 


o Who has a personal history of breast cancer; 


o Who has a personal history of biopsy proven benign breast disease; 


o Whose grandmother, mother, sister, or daughter has had breast cancer; or  


o Who has not given birth prior to age 30. 


Pap Smear 
Benefits will be provided for one pap smear tissue examination per year, or more often when 
ordered by a Physician. 


Chlamydia Screening Test 
Once annual Chlamydia screening test for covered female Participants who are not more than 
29 years old; or covered females who are more than 29 years of age, if ordered by a Physician. 


Prostate Antigen Test 
Benefits will be provided for annual prostate specific antigen tests for covered males who are 
45 years of age or older; or covered males who are 40 years of age or older, if ordered by a 
Physician. 
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Child Wellness Services 
Benefits are provided for child wellness services from birth through age five.  These services 
are not subject to the calendar year Deductible and are paid as shown in the Summary of 
Benefits.  These Covered Services are based on the standards for preventive pediatric health 
care published by the American Academy of Pediatrics. 


Child wellness services include: 


• Periodic health assessments (includes a medical history and appropriate physical exam); 


• Developmental assessment of the child; 


• Age appropriate immunizations; 


• Laboratory testing. 


Home Health Care Services 
Home Health Care provides a program for the Participant’s care and treatment in the home.  
Your coverage is outlined in the Summary of Benefits.  A visit consists of up to 4 hours of 
care.  The program consists of required intermittent skilled care, which may include 
observation, evaluation, teaching and nursing services consistent with the diagnosis, 
established and approved in writing by the Participant’s attending Physician. 


Some special conditions apply: 


• The Physician’s statement and recommended program must be precertified. 


• Claims will be reviewed to verify that services consist of skilled care that is medically 
consistent with the diagnosis. 


• A Participant must be essentially confined at home. 


Covered Services: 
• Visits by an R.N.  or L.P.N.  Benefits cannot be provided for services if the nurse is related 


to the Participant. 


• Visits by a qualified physiotherapist or speech therapist and by an inhalation therapist 
certified by the National Board of Respiratory Therapy. 


• Visits to render services and/or supplies of a licensed Medical Social Services Worker 
when Medically Necessary to enable the Participant to understand the emotional, social, 
and environmental factors resulting from or affecting the Participant’s illness. 


• Visits by a Home Health Nursing Aide when rendered under the direct supervision of an 
R.N. 


• Nutritional guidance when Medically Necessary. 


• Administration of prescribed drugs. 


• Oxygen and its administration. 
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Home Health Care Benefits shall not be provided for: 
1. Food, housing, homemaker services, sitter, home-delivered meals. 


2. Home HealthCare services which are not Medically Necessary or of a non-skilled level of 
care. 


3. Services and/or supplies which are not included in the Home HealthCare plan as described. 


4. Services of a person who ordinarily resides in the patient’s home or is a member of the 
family of either the patient or patient’s spouse. 


5. Any services for any period during which the Participant is not under the continuing care of 
Physician. 


6. Convalescent or custodial care where the Participant has spent a period of time for 
recovery of an illness or surgery and where skilled care is not required or the services being 
rendered are only for aid in daily living, i.e., for the convenience of the patient. 


7. Any services or supplies not specifically listed as covered services. 


8. Dietitian services. 


9. Maintenance therapy. 


10. Private duty nursing care. 


Hospice Care Services 
Hospice benefits cover Inpatient and outpatient services for patients certified by a Physician as 
terminally ill with a life expectancy of six months or less. 


The Plan provides benefits for Inpatient and outpatient hospice care as stated in the Summary 
of Benefits.  The hospice treatment program must: 


• Be recognized as an approved hospice program by the Claims Administrator; 


• Include support services to help covered family members deal with the patient’s death; and 


• Be directed by a Physician and coordinated by an R.N.  with a treatment plan that: 


o provides an organized system of home care; 


o uses a hospice team; and 


o has around-the-clock care available. 


To qualify for Hospice Care, the attending Physician must certify that the patient is not 
expected to live more than six months.  Also, the Physician must design and recommend a 
Hospice Care Program.  The Physician’s statement and recommended program must be pre-
certified. 
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Organ/Tissue/Bone Marrow Transplant 
The Plan provides benefits for services and supplies rendered with a covered transplant, 
including pre-transplant procedures such as organ harvesting (donor costs), post-operative care 
(including antirejection drug treatment administered in a Hospital) and transplant related 
chemotherapy for cancer limited as follows.  A transplant means a procedure or series of 
procedures by which an organ or tissue is either: 


• Removed form the body of one person (called a donor) and implanted in the body of 
another person (called a recipient); or 


• Removed from and replaced in the same person’s body (called a self-donor). 


A covered transplant means a medically appropriate transplant of one of the following 
organs or tissues only and not others. 
• Human organ or tissue transplants for kidney, cornea, lung, heart, liver or pancreas. 


• Autologous (self-donor) bone marrow transplants with high-dose chemotherapy is 
considered eligible for coverage on prior approval basis, but only if required in the 
treatment of: 


o Non-Hodgkin’s lymphoma, intermediate or high grade Stage III or IVB; 


o Hodgkin’s disease (lymphoma), Stages IIIA, IIIB, IVA, or IVB; 


o Neuroblastoma, Stage III or Stage IV; 


o Acute lymphocytic or nonlymphocytic leukemia patients in first or subsequent 
remission, who are at high risk for relapse and who do not have an HLA-compatible 
donor available for allogenic bone marrow support; 


o Germ cell tumors (e.g., testicular, mediastinal, retroperitoneal, ovarian) that are 
refractory to standard dose chemotherapy, with FDA-approved platinum compounds; 


o Metastatic breast cancer that (a) has not been previously treated with systemic therapy, 
(b) is currently responsive to primary systemic therapy, or (c) has relapsed following 
response to first-line treatment; 


o Newly diagnosed or responsive multiple myeloma, previously untreated disease, those 
in a complete or partial remission, or those in a responsive relapse. 


• Homogenic/allogenic (other donor) or syngeneic hematopoietic stem cells whether 
harvested from bone marrow peripheral blood or from any other source, but only if 
required in the treatment of: 


o aplastic anemia; 


o acute leukemia; 


o severe combined immunodeficiency exclusive of acquired  
immune deficiency syndrome (AIDS); 


o infantile malignant osteoporosis; 


o chronic myelogenous leukemia; 
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o lymphoma (Wiscott-Aldrich syndrome); 


o lysosomal storage disorder; 


o myelodysplastic syndrome. 


“Donor costs” means all costs, direct and indirect (including program administration costs), 
incurred in connection with: 


• medical services required to remove the organ or tissue from wither the donor’s or the self-
donor’s body; 


• preserving it; and 


• transporting it to the site where the transplant is performed. 


In treatment of cancer, the term transplant includes any chemotherapy and related courses of 
treatment which the transplant supports. 


For purposes of this benefit, the term transplant does not include transplant of blood or blood 
derivatives (except hematopoietic stem cells) which will be considered as nontransplant related 
under the terms of the Plan. 


“Facility transplant” means all medically necessary services and supplies provided by a health 
care facility in connection with a covered transplant except donor costs and antirejection drugs. 


“Medically Appropriate” means the recipient or self-donor meets the criteria for a transplant 
established by the Claims Administrator. 


“Professional provider transplant services” means all Medically Necessary services and 
supplies provided by a professional provider in connection with a covered transplant except 
donor costs and antirejection drugs. 


Benefits for Antirejection Drugs 
For antirejection drugs following the covered transplant, The Claims Administrator will pay 
according to the benefits for prescription drugs, if any, under the Plan. 


Precertification Requirement 
All transplant procedures must be precertified for type of transplant and be medically 
appropriate according to criteria established by the Claims Administrator.  To precertify, call 
the Claims Administrator office using the telephone number on the Identification Card. 


The precertification requirements are a part of the benefit administration of the Plan and are 
not a treatment recommendation.  The actual course of medical treatment the covered person 
chooses remains strictly a matter between the covered person and his or her Physician. 


The Physician must submit a complete medical history, including current diagnosis and name 
if the surgeon who will perform the transplant.  The surgery must be performed at a recognized 
transplant center.  The donor, donor recipient and the transplant surgery must meet required 
medical selection criteria as defined by the Claims Administrator. 
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• If a Participant receives a transplant and the donor is also covered under this Plan, payment 
for the Participant and the donor will be made under each individual’s coverage. 


• If the donor is not covered under this Plan, payment for the Participant and the donor will 
be made under this Plan but will be limited by any payment which might be made under 
any hospitalization coverage plan. 


• If the Participant is the donor and the recipient is not covered under this Plan, payment for 
the Participant will be made under this Plan limited by any payment which might be made 
by the recipient’s hospitalizations coverage with another company.  No payment will be 
made under this Plan for the recipient. 


Please see the Limitations and Exclusions sections for Non-Covered Services. 


Individual Case Management 
The Individual Case Management program is designed to ensure and provide payment of 
benefits for eligible Participants who, with their attending Physician, agree to treatment under 
an alternative benefit plan intended to provide quality health care under lower cost alternatives.  
Such benefits will be determined on a case-by-case basis, and payment will be made only as 
agreed to under written alternative benefit plan for each program participant. 


The program includes: 
the identification of potential program participants through active case finding and referral 
mechanisms; 


• eligibility screening; 


• preparation of alternative benefit plans; 


• subsequent to the approval of the parties, transfer to alternative treatment settings in which 
quality care will be provided. 


Eligibility 
A patient receiving benefits under an alternative benefit program may, at any time, elect to 
discontinue the program and revert to regular Plan benefits. 


The claims Administrator is responsible for determining eligibility for cases to be included in 
the program. 


The patient – or legal guardian or family, if applicable – and the attending Physician must 
consent to explore with the Claims Administrator the possibilities of transfer to an alternative 
treatment setting and, prior to implementation, agree to the alternative benefit plan. 


Benefits 
Benefits will be determined on a case-specific basis depending on the plan of treatment and 
may include Covered Services under the plan. 


Services will be covered and payable as long as the treatment is required as outlined in the 
alternative benefit plan, and in less expensive than the original treatment plan which otherwise 
would have been followed.  The Claims Administrator will determine the maximum approved 
payment allowable under the program. 
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Benefits under the program are furnished as an alternative to other Plan benefits and are 
limited to the following: 


1. Services, equipment and supplies which are approved as Medically Necessary for the 
treatment and care of the patient. 


2. Non-structural modifications to the home which are required to meet minimum standards 
for safe operation of equipment. 


3. When necessary for the long term care of the patient in the home-setting, Respite Care to 
relieve family members or other persons caring for the patient at home.  (The Respite Care 
benefit can be credited at a rate of 24 hours for every month of care rendered in the home 
setting, and may be reimbursed for up to 6 consecutive days at a time.  The Claims 
Administrator may approve on an exception basis up to 5 days per month of Respite Care 
when medical review of the case indicates that such action is appropriate.  Payments for 
Respite Care will be deducted from the patient's remaining available benefits under the 
Plan.) 


The patient must obtain pre-authorization from the Claims Administrator regarding the 
treatment plan and proposed setting to be utilized during the respite period. 


Potential cases include but are not limited to: 


• spinal cord Injury; 


• severe head trauma/coma; 


• respiratory dependence; 


• degenerative muscular/neurological disorders; 


• long term IV antibiotics; 


• premature birth; 


• burns; 


• cardiovascular accident; 


• cancer; 


• accidents; 


• terminal illnesses; 


• other cases at the Claims Administrator's discretion. 


Covered Services 
• Services covered under individual case management will be determined by the Claims 


Administrator, at its sole discretion, on a case-by-case basis.  Benefits may be provided for 
the rehabilitation of a patient on an Inpatient, outpatient, or out-of-hospital basis, as long as 
they are Medically Necessary, support the plan of treatment, and ensure quality of care. 


• The Plan may provide or coordinate any of the types of Covered Services provided 
pursuant to this SPD Booklet. 
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• At its sole discretion, in the context of an individual case management program, the Claims 
Administrator may also provide or arrange for alternative services which are either (i) 
excluded under this SPD Booklet; (ii) neither excluded nor defined as Covered Services 
under this SPD Booklet; or (iii) exceeding the maximum for any Covered Service in this 
SPD Booklet. 


Utilization 
• Benefits will be provided only when and for as long as the Claims Administrator deems 


they are needed.  The approved alternative benefit plan of treatment will establish which 
benefits will be provided and for how long, and shall be subject to Precertification and 
continuing review for Medical Necessity as set forth in such plan of treatment. 


• The total benefits paid will not exceed those which the patient would otherwise have 
received in the absence of Individual Case Management benefits. 


Exclusions 
• Rehabilitation or Custodial Care for Chronic (recurring) conditions that do not, in the 


Claims Administrator's sole discretion, significantly improve in an observable way within a 
reasonable period of time will not be a covered benefit under the Individual Case 
Management program. 


Individual Case Management Definitions 
Case Manager 
The person designated by the Claims Administrator to manage and coordinate the patient's 
medical benefits under the Individual Case Management program.  The Case Manager's role is 
determined by the Claims Administrator. 


Provider 
A Provider may be an facility or practitioner, including but not limited to Ineligible Providers, 
licensed or certified to give services or supplies consistent with the plan of treatment and 
approved by the Claims Administrator. 


Termination of Individual Case Management 
Services in the alternative benefit plan approved by the Claims Administrator under Individual 
Case Management will cease to be covered benefits under this Plan when: 


1.Alternative services are no longer Medically Necessary, as determined by the Claims 
Administrator due to a change in the patient's condition. 
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Prescription Drug Program 
Under this Plan, you pay the Prescription Drug Copayment shown in the Summary of 


Benefits per prescription or prescription refill and the Plan pays the balance. 


Your benefit design, as shown in the Summary of Benefits, will determine the Copayment or 


Coinsurance of your Prescription Drug program for preferred formulary drugs and non-


preferred drugs that are listed on the Drug Formulary, as well as non-formulary drugs. 


At the time the prescription is dispensed, present your Identification Card at the participating 


pharmacy.  The participating pharmacist will complete and submit the claim for you.  If you do 


not go to a participating pharmacy, you will need to submit the itemized bill to be processed. 


Benefits 


The Prescription Drug Program provides coverage for drugs which, under federal law, may 


only be dispensed with a prescription written by a Physician.  Insulin, which can be obtained 


over the counter, will only be covered under the Prescription Drug Program when accompanied 


by a prescription.  


This program allows for refills of a prescription within one year of the original prescription 


date, as authorized by your Physician. 


A limited number of Prescription Drugs require pre-authorization for Medical Necessity. If 


pre-authorization is not approved, then the designated drug will not be eligible for coverage.  


To determine if a drug requires pre-authorization, please call Customer Service. 


If you choose a Brand Name Drug over a Generic Drug, regardless of whether a generic 


equivalent is available and even if the Physician orders the drug to be “dispensed as written”, 


you will be responsible for the Copayment for the Brand Name Drug outlined in the Summary 


of Benefits.  Any provider willing to abide by the terms and conditions will be paid at the 


preferred rate. 
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Covered Services may include: 


Retail prescription medications that have been prescribed by a Network Provider and obtained 


through a participating pharmacy.  Retail Prescription Drugs shall, in all cases, be dispensed 


according to the Drug Formulary for prescriptions written and filled in and out of network.  


Only those Prescription Drugs included in the Drug Formulary, as amended from time to time 


by the Claims Administrator, may be Covered Services, except as noted below or otherwise 


provided in the Drug Formulary.   


Drug Formulary 


A Participant or prospective Participant shall be entitled upon request, to a copy of the Drug 


Formulary Guide, available through the Member Guide or as a separate reprint.   


The Claims Administrator may only modify the Drug Formulary for the following reasons: 


• Additions of new drugs, including generics, as they become available. 


• Removal of drugs from the marketplace based on either FDA guidance or the 


manufacturer’s decision. 


• Re-classification of drugs from formulary preferred to formulary non-preferred or vice 


versa.  All drug reclassifications are overseen by an independent Physician review 


committee.  Changes can occur: 


• Based on new clinical studies indicating additional or new evidence that can either 


benefit the patient’s outcome or that identifies potential harm to the patient. 


• When multiple Similar Drugs are available such as other drugs within a specific 


drug class (for example anti-inflammatory drugs, anti-depressants or corticosteroid 


asthma inhalers;  


• When a Brand Name Drug loses its patent and generics become available; or  


• When Brand Name Drugs become available over the counter.   


• Re-classification of drugs to non-formulary status when Therapeutic/Clinically Equivalent 


drugs are available including over the counter drugs. 
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Similar Drugs mean drugs within the same drug class or type.  Therapeutic/Clinically 


Equivalent drugs are drugs that can be expected to produce similar therapeutic outcomes for a 


disease or condition.   


You will be notified in writing of drugs changing to non-formulary status at least 30 days prior 


to the Effective Date of the change if you have had a prescription for the drug within the 


previous 12 months of coverage under this plan.  Drugs considered for non-formulary status 


are only those with Therapeutic/Clinically Equivalent alternatives.   


You may use the prior authorization process to request a non-formulary drug.  If your prior 


approval request is denied, you may exercise your right to appeal.  For information regarding 


either the prior authorization or appeals process, please call the customer service number on 


your Identification Card.   You can obtain, without penalty and in a timely fashion, specific 


drugs and medications not included in the Drug Formulary when: 


• You have been taking or using the non-formulary prescription drug prior to its exclusion 


from the formulary and we determine, after consultation with the prescribing Physician, 


that the Drug Formulary’s Therapeutic/Clinically Equivalent is or has been ineffective in 


the treatment of the patient’s disease or condition; or 


• The prescribing Physician determines that the Drug Formulary’s Therapeutic/Clinically 


Equivalent drug causes, or is reasonably expected to cause, adverse or harmful reactions in 


the patient. 


Mail Order 


Maintenance drugs are available via mail order.  To determine if a drug is considered a 


maintenance drug or requires pre-authorization, please call Customer Service.  If a particular 


drug is not on the list of maintenance drugs, then it is not available through mail order. 


Off-Label Drugs 


When prescribed for an individual with a life-threatening or chronic and disabling condition or 


disease benefits are provided for the following: 


• Off-Label Drugs 


• Medically Necessary services associated with the administration of such a drug. 
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An off-Label Drug is one that is prescribed for a use that is different from the use for which 


that drug has been approved for marketing by the federal Food and Drug Administration. 


Voluntary Half-Tablet Program 


The Half-Tablet Program will allow Participants to pay a reduced Copayment or fewer 


instances of Coinsurance on selected “once daily dosage” medications.  The Half-Tablet 


Program allows a Participant to obtain a 30-day supply (15 tablets) of the higher strength 


medication when written by the Physician to take “½ tablet daily” of those medications on the 


approved list.  The Pharmacy and Therapeutics Committee will determine additions and 


deletions to the approved list.  The Half-Tablet Program is strictly voluntary and the 


Participant’s decision to participate should follow consultation with and the concurrence of 


his/her Physician.  To obtain a list of the products available on this program contact 800-441-


CARE. 


Specialty Drugs  


Specialty Drugs are typically high cost drugs that are injected or infused in the treatment of 


acute or chronic diseases.  Specialty Drugs often require special handling such as temperature-


controlled packaging and expedited delivery.  Specialty Drugs require preauthorization to be 


considered Medically Necessary.  You may obtain the list of Specialty Drugs by contacting 


Customer Service. 


Specialty Drugs are available via mail order and are shipped directly to you or to a Network 


Provider.  Your treatment plan and specific prescription will determine where administration of 


the drug will occur and by whom.  In order to better support your treatment plan, Specialty 


Drug prescriptions that exceed 30 days may be dispensed in more than one shipment.  When 


this occurs, please note that your total cost for multiple shipments will not exceed the amount 


you would have incurred for a single shipment. 


Additionally, your Copayment and/or Coinsurance may be prorated to support the method of 


distribution and treatment.  If a Network Provider charges an administration fee for Specialty 


Drugs, that amount would be separate from the cost of the mail order shipment(s). 
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Please note that Specialty Drugs may also be obtained from a local pharmacy that agrees to 


accept the same payment terms as the mail order pharmacy, although your portion of the 


payment is subject to change. 


The following are not Covered Services under this Plan: 


• Prescription Drug products for any amount dispensed which exceed the FDA clinically 


recommended dosing schedule; 


• Prescription Drugs received through an Internet pharmacy provider or mail order provider 


except for a designated mail order provider; 


• Non-Legend Vitamins; 


• Over-the-counter items; 


• Cosmetic Drugs (e. g., Propecia); 


• Appetite Suppressants (Anorexiants); 


• Weight Loss Products; 


• Diet supplements; 


• Syringes (for use other than insulin) except when in coordination with an approved 


injectable; 


• Non-contraceptive injectables (except with pre-certification); 


• The administration or injection of any Prescription Drug or any drugs or medicines; 


• Prescription Drugs which are entirely consumed or administered at the time and place 


where the prescription order is issued; 


• Prescription refills in excess of the number specified by the Physician, or any refill 


dispensed after one year from the date of the prescription order; 


• Prescription Drugs for which there is no charge; 


• Charges for items such as therapeutic devices, artificial appliances, or similar devices, 


regardless of their intended use; 
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• Prescription Drugs for use as an Inpatient or outpatient in a Hospital and Prescription 


Drugs provided for use in a convalescent care facility or nursing home which are ordinarily 


furnished by such facility for the care and treatment of Inpatients; 


• Charges for delivery of any Prescription Drugs; 


• Drugs and medicines which do not require a prescription order and which are not 


Prescription Drugs; 


• Prescription Drugs provided by a Physician whether or not a charge is made for such 


Prescription Drugs; 


• Prescription Drugs which are not Medically Necessary or which the Claims Administrator 


determines are not consistent with the diagnosis; 


• Prescription Drugs which the Claims Administrator determines are not provided in 


accordance with accepted professional medical standards in the United States; 


• Any services or supplies which are not specifically listed as covered under this Prescription 


Drug program.; 


• Prescription Drugs which are Experimental or Investigational in nature as explained in the 


“Limitations and Exclusions” section; 


• Vaccines delivered by nasal spray or mist; 


• Prescription medicine for nail fungus except for immunocompromised or diabetic patients; 


• Non-formulary drugs except as described in this Prescription Drug Program section. 
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PPO Limitations and Exclusions 


Pre-existing Conditions 
Until coverage for a Participant enrolled under this Plan (or any prior Creditable Coverage) has 
been in force for twelve consecutive months, benefits for services to be paid by this Plan shall 
not be available for any illness, Injury or other condition for which: 


• Medical advice, diagnosis, care, or treatment was recommended or received within the 
previous six months preceding the Effective Date of coverage of an individual Participant. 


Unsatisfied Waiting Period Requirements 
• Any remaining portion of pre-existing waiting-period requirements not satisfied under 


prior Creditable Coverage must be fulfilled. 


What's Not Covered 
Your Plan does not provide benefits for: 


• Care for any condition or injury recognized or allowed as a compensable loss through any 
Workers' Compensation, occupational disease or similar law. 


• Any disease or injury resulting from a war, declared or not, or any military duty.  Also 
excluded are charges for services directly related to military service provided or available 
from the Veterans' Administration or military medical facilities as required by law. 


• Care given by a medical department or clinic run by your Employer. 


• Hospitalization or care given to you if primarily for diagnostic studies. 


• Private duty nursing care. 


• Charges for therapy to improve general physical condition. 


• Expenses applied toward meeting the Deductibles or Out-of-Pocket Limit. 


• Care of corns, bunions (except capsular or related surgery), calluses, toe nails (except 
surgical removal or care rendered as treatment of the diabetic foot or ingrown 
toenails) flat feet, fallen arches, weak feet, chronic foot strain, or symptomatic complaints 
related to the feet. 


• Daily room charges while the Plan is paying for an Intensive Care, cardiac care, or other 
special care unit. 


• Admission or continued Hospital or Skilled Nursing Facility stay for care not medically 
required on an Inpatient basis. 


• Eye glasses, contact lenses and related examinations and services. 


• Routine physical examinations and screening procedures where the examinations are not 
called for by known symptoms, illness or Injury except those which may be specifically 
listed as covered in this SPD Booklet. 


• Care, supplies, or equipment not Medically Necessary for the treatment of Injury or illness. 
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• Cosmetic Surgery, reconstructive surgery, pharmacological services, nutritional regimens 
or other services for beautification, or treatment relating to the consequences of, or as a 
result of, Cosmetic Surgery, unless treatment relating to such consequences is Medically 
Necessary.  This exclusion includes, but is not limited to, surgery to correct gynecomastia 
and breast augmentation procedures, and otoplasties.  Reduction mammoplasty and 
services for the correction of asymmetry, except when determined to be Medically 
Necessary by the Claims Administrator, is not covered. 
• This exclusion does not apply to surgery to restore function if any body area has been 


altered by disease, trauma, congenital/developmental anomalies, or previous 
therapeutic processes.  This exclusion does not apply to surgery to correct the results of 
Injuries when performed within 2 years of the event causing the impairment, or as a 
continuation of a staged reconstruction procedure, or congenital defects necessary to 
restore normal bodily functions, including but not limited to, cleft lip and cleft palate.   


• This exclusion does not apply to Breast Reconstructive Surgery.  Please see the 
Benefits section of this SPD Booklet. 


• Dental care and treatment and oral surgery (by Physicians or dentists) including dental 
surgery, dental appliances; dental prostheses such as crowns, bridges, or dentures; 
implants; orthodontic care; operative restoration of teeth (fillings); dental extractions 
(except impacted teeth); endodontic care; apicoectomies; excision of radicular cysts or 
granuloma; treatment of dental caries, gingivitis, or periodontal disease by gingivectomies 
or other periodontal surgery; vestibuloplasties; alveoplasties; dental gingivectomies or 
other periodontal surgery; estibuloplasties; alveoplasties; dental procedures involving teeth 
and their bone or tissue supporting structures; frenulectomy. 


• Care prescribed and supervised by someone other than a Physician.  This does not apply to 
covered services performed by other licensed health-care providers as listed in this SPD 
Booklet. 


• Surgical or medical care for obesity, weight reduction, or dietary control.  Services of 
Inpatient treatment of bulimia, anorexia or other eating disorders which consist primarily of 
behavior modification, diet and weight monitoring and educational services. 


• Surgical or medical treatment to modify the sex (transsexualism), including hormonal 
therapy. 


• Transportation to another area for medical care is excluded except when Medically 
Necessary for you to be moved by ambulance from one Hospital to another.  
Transportation provided by other than a state licensed professional ambulance service.  Air 
ambulance service is not covered unless Medically Necessary. 


• Charges for experimental drugs and substances not approved by the Food and Drug 
Administration, or for drugs labeled "Caution – limited by Federal law to investigational 
use."; expenses for or in connection with experimental procedures or treatment methods not 
approved by the American Medical Association or the appropriate medical specialty 
society. 


• Charges for failure to keep a scheduled visit or for completion of claim forms; for 
Physician or Hospital's stand-by services; for holiday or overtime rates. 







85 


• Services rendered by a provider who is a close relative or member of your household.  
Close relative means wife or husband, parent, child, brother or sister by blood, marriage or 
adoption. 


• Radial keratotomy, and surgery, services or supplies for the surgical correction of 
nearsightedness and/or astigmatism.  (See the Vision Care Benefits section of this SPD 
Booklet.) 


• Treatment where payment is made by any local, state, or federal government (except 
Medicaid). 


• Services paid under Medicare or which would have been paid if the Participant had applied 
for Medicare and Reasonable Fees. 


• Services related to or performed in conjunction with artificial insemination and in-vitro 
fertilization. 


• Services and/or supplies for mental health care and Substance Abuse treatment.  (This 
exclusion does not apply if you are covered under the PPO Plus Plan.) 


• Services for conditions related to autistic disease of childhood, hyper kinetic syndromes, 
learning disabilities, behavioral problems, or mental retardation. 


• The following items related to Durable Medical Equipment are specifically excluded: 
o Air conditioners, humidifiers, dehumidifiers, or purifiers; 


o Arch supports and orthopedic or corrective shoes; 


o Heating pads, hot water bottles, home enema equipment, or rubber glover; 


o Sterile water; 


o Deluxe equipment, such as motor driven chairs or beds, when standard equipment is 
adequate; 


o Rental or purchase of equipment if you are in a facility which provides such equipment; 


o Electric stair chairs or elevator chairs; 


o Physical fitness, exercise, or ultraviolet/tanning equipment; 


o Residential structural modification to facilitate the use of equipment; 


o Other items of equipment which the Claims Administrator feels do not meet the listed 
criteria. 


• The following services and supplies rendered in connection with organ/tissue/bone 
marrow transplants: 


o Surgical or medical care related to animal organ transplants, animal tissue transplants 
(except for porcine heart valves), artificial organ transplants or mechanical organ 
transplants; 


o Transportation, travel or lodging expenses for non-donor family members; 
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o Donation related services or supplies, including search, associated with organ 
acquisition and procurement; 


o Chemotherapy with antilogous, allogenic or syngenic hematopoietic stem cells 
transplant for treatment of any type of cancer  not specifically named as covered; 


o Any transplant not specifically listed as covered. 


 


Note: This list does not include all of the exclusions under this Plan.  In order to 
determine whether an illness or condition not listed in this SPD is covered; please call 
Member Services at 1-800-474-2227. 







87 


PPO Claim Filing and General Information 
How to File PPO Claims 
Under normal conditions the Claims Administrator should receive the proper claim form 
within 90 days after the service was provided.  This section of the SPD Booklet describes when 
to file a benefits claim and when a Hospital or Physician will file the claim for you. 


Each person enrolled through the group's Plan receives an identification card.  Remember, in 
order to receive maximum benefits, you must receive treatment from a Preferred Provider.  
When admitted to a Preferred Hospital, present your identification card.  Upon discharge, you 
will be billed only for those charges not covered by your Plan.  If you are admitted to a Non-
Preferred Hospital that does have a Participating agreement with the Claims Administrator, 
inform the admitting personnel of your coverage.  The Hospital will bill the Claims 
Administrator directly for covered services. 


When you receive covered services form a Preferred Physician or other Preferred licensed 
health care provider, ask him or her to complete a claim form.  Payment for covered services 
will be made directly to the provider. 


For health-care expenses other than those billed by a Preferred Provider, see the Member 
Health Expense Report to report your expenses.  You may obtain these from your Employee 
Benefits Office.  Claims should include your name, member ID and group numbers exactly as 
they appear on your Identification Card.  Attach all bills to the claim form and file directly 
with the Claims Administrator.  Be sure to keep a photocopy of all forms and bills for your 
records.  The address is on the claim form. 


Save all bills and statements related to your illness of Injury.  Make certain they are itemized to 
include dates, places and nature of services or supplies. 


Processing Your Claim 
You are responsible for submitting your claims for expenses not normally billed by and 
payable to a Hospital or Physician.  Always make certain you have your Identification Card 
with you.  Be sure Hospital or Physician's office personnel copy your name, group and member 
numbers accurately when completing forms relating to your coverage. 


If you are hospitalized outside Georgia, the claim for Hospital services is usually handled in 
the same manner as within the state and the Hospital files the claim through its local Blue 
Cross and Blue Shield office.  It may, however, be necessary for you to pay the attending 
Physician for his services and then submit an itemized statement to the Claims Administrator's 
office when you return home. 


Timeliness of Filing 
To receive benefits, a properly completed claim form which any necessary reports and records 
must be furnished by December 31 of the year following the year in which services were 
rendered.  Payment of claims will be made as soon as possible following receipt of the claim, 
unless more time is required because of incomplete or missing information.  In this case, you 
will be notified of the reason for the delay and will receive a list of all information needed to 
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continue processing your claim.  After this data is received, the Claims Administrator will 
complete claims processing. 


Necessary Information 
In order to process your claim, the Claims Administrator may need information from the 
provider of the service.  As a Participant, you agree to authorize the Physician, Hospital, or 
other provider to release necessary information. 


Such information will be considered confidential.  However, both the Claims Administrator 
and the Plan have the right to use this information to defend or explain a denied claim. 


Questions About Coverage or Claims 
If you have questions about your coverage, contact BCBSGA's Customer Service Department 
or your Employee Benefits Office.  Be sure to always give your member ID number. 


Write: 


Customer Service Department 


Blue Cross and Blue Shield of Georgia, Inc. 


P.O.  Box 7368 


Columbus, Georgia  31908 


When asking about a claim, give the following information: 


• member ID number; 


• patient name; Employee's name and address; 


• date of service; type of service received; and 


• provider name and address (Hospital or Physician). 


To find out if a Hospital or Physician is a BCBSGA Preferred Provider, call them directly or 
call the Claims Administrator. 


Terms of Your Coverage 
The Plan provides the benefits described in this SPD Booklet only for eligible Participants.  
Any group contract or certificate which you received previously will be replaced by this Plan 


Benefit payment for covered services or supplies will be made directly to Preferred or 
Participating Providers.  If a Participant has services rendered by a non-preferred or Non-
Participating Provider, any benefit payment will be sent to the Participant. 


Neither the Employer nor the Claims Administrator is responsible for any Injuries or damages 
you may suffer due to actions of any Hospital, Physician or other person. 


An oral explanation of your benefits by a Claims Administrator employee is not legally 
binding. 


Any correspondence mailed to you will be sent to your current address.  You are responsible 
for notifying the Employee Benefits Office of any new address. 
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General Information 
Fraudulent statements on Participant's application forms will invalidate any payment or claims 
for services and be grounds for voiding the Participant's coverage. 


Both parties to this Health Plan Document (the Employer and the Claims Administrator) are 
relieved of their responsibilities without breach, if their duties become impossible to perform 
by acts of God, war, terrorism, fire, etc. 


The Claims Administrator will adhere to the Employer's instructions and allow the Employer 
to meet all of Employer's responsibilities under applicable state and federal law.  It is the 
Employer's responsibility to adhere to all applicable state and federal laws and the Claims 
Administrator does not assume any responsibility for compliance. 


Acts Beyond Reasonable Control (Force Majeure) 
Should the performance of any act required by this coverage be prevented or delayed by reason 
of any act of God, strike, lock-out, labor troubles, restrictive government laws or regulations, 
or any other cause beyond a party's control, the time for the performance of the act will be 
extended for a period equivalent to the period of delay, and non-performance of the act during 
the period of delay will be excused.  In such an event; however, all parties shall use reasonable 
efforts to perform their respective obligations. 


Licensed Controlled Affiliate 
The Participant hereby expressly acknowledges his or her understanding this policy constitutes 
a contract solely between the Employer and BCBSGA, which is an independent corporation 
operating under a license form the Blue Cross and Blue Shield Association, an association of 
independent Blue Cross and Blue Shield Plans (the "Association") permitting BCBSGA to use 
the Blue Cross and Blue Shield Service Marks in the state of Georgia, and that BCBSGA is not 
contracting as the agent of the Association.  The Employer further acknowledges and agrees 
that it has not entered into this policy based upon representations by any person other than 
BCBSGA and that no person, entity, or organization other than BCBSGA shall be held 
accountable or liable to the Participant for any of BCBSGA's obligation to the Participant 
created under this policy.  This paragraph shall not create any additional obligations 
whatsoever on the part of BCBSGA other than those obligations created under other provisions 
of this agreement. 


BlueCard PPO 
When the Participant obtains health care services outside the Claims Administrator's service 
area, the amount the Participant pays for Covered Services is usually calculated on the lower 
of: 


• The actual billed charges for the Covered Services, or 


• The negotiated price that the on-site Blue Cross and/or Blue Shield Plan passes on to the 
Claims Administrator. 


Often this "negotiated price" will consist of a simple discount.  But sometimes it is an 
estimated final price that factors in expected settlements or other non-claims transactions with 
the Participant's healthcare are provider or with a specific group of providers.  The negotiated 
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price may also be a discount from billed charges that reflects average expected savings.  The 
estimated or average price may be adjusted in the future to correct for over/underestimation of 
past prices. 


In addition, laws in a small number of states require Blue Cross and/or Blue Shield Plans to 
use a basis for calculating payments for Covered Services that does not reflect the entire 
savings realized on a particular claim.  When the Participant receives covered health care 
services in those states, the required payment for these services will be calculated using their 
statutory methods. 


Accessing Care via the BlueCard PPO Network 
When the Participant is out of state and needs service, he or she should simply dial 1-900-810-
BLUE.  After the Participant provides his/her identification number, alpha prefix and zip code 
in which the Participant is seeking services, the Participant will be given the name of at least 
three PPO providers in the area.  The Participant can decide which one to visit.  In case of an 
emergency, the Participant should seek immediate care from the closest health care provider. 


If the Participant has to be admitted to a Hospital when the Participant is out of state, the 
Participant is responsible for receiving precertification/prior authorization from the Blue Cross 
and Blue Shield plan.  If the required authorizations are not performed and penalties are 
applied to the claim, the Participant will be liable for the penalty amounts. 
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Coordination of Benefits (COB) 
 
If you, your spouse, or your Dependents have duplicate coverage under any other group 
medical expense coverage, or any local, state or governmental program, (except school 
accident insurance coverage and Medicaid) then benefits payable under this Plan will be 
coordinated with the benefits payable under the other plan.  The total benefits paid by both 
plans will not exceed 100% of the total charge.  The Plan’s liability in coordinating will not 
be more than 100% UCR, the per diem negotiated fee, or the contracted amount. 


Allowable Expense means any necessary, reasonable and customary expense at least a portion 
of which is covered under at least one of the plans covering the person for whom claim is 
made.  The Claim Determination Period is the calendar year. 


Order Of Benefit Determination 
When you have duplicate coverage, claims will be paid as follows: 


• Automobile Insurance-.  Medical benefits available through automobile insurance 
coverage will be determined before that of any other plan. 


• Non-dependent/Dependent-.  The benefits of the plan which covers the person as a 
Participant (other than as a Dependent) are determined before those of the plan which 
covers the person as a Dependent. 


• Dependent Child/Parents Not Separated or Divorced-.  Except as stated below, when 
this Plan and another plan cover the same child as a Dependent of different persons, called 
parents: 


o The benefits of the plan of the parent whose birthday falls earlier in a year are 
determined before those of the plan of the parent whose birthday falls later in that year. 


o If both parents have the same birthday, the benefits of the plan which covered the 
parent longer are determined before those of the plan which covered the other parent 
for a shorter period of time. 


However, if the other plan does not have the rule described above, but instead has a rule based 
on the gender of the parent, and if, as a result, the plans do not agree on the order of benefits, 
the rule in the other plan will determine the order of benefits. 


• Dependent Child/Parents Separated or Divorced-.  If two or more plans cover a person 
as a dependent child of divorced or separated parents, benefits for the child are determined 
in this order: 


o First, the plan of the parent with custody of the child; 


o Then, the plan of the spouse of the parent with custody of the child; and 


o Finally, the plan of the parent not having custody of the child. 
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However, if the specific terms of a court decree state that one of the parents is responsible for 
the child’s health care expenses, and the company obligated to pay or provide the benefits of 
the plan of that parent has actual knowledge of those terms, the benefits of that plan are 
determined first.  This paragraph does not apply with respect to any Claim Determination 
Period or plan year during which any benefits are actually paid or provided before the 
company has that actual knowledge. 


• Joint Custody-.  If the specific terms of a court decree state that the parents shall have 
joint custody, without stating that one of the parents is responsible for the health care 
expenses of the child, the plans covering the child shall follow the order of benefit 
determination rules outlined above for “Dependent Child/Parents not Separated or 
Divorced”. 


• Active/Inactive Employee-.  The benefits of a plan that covers a person as an Employee 
who is neither laid off nor retired (or as that Employee’s Dependent) are determined before 
those of a plan that covers that person as a laid-off or retired Employee (or as that 
Employee’s Dependent).  If the other plan does not have this rule, and if, as a result, the 
plans do not agree on the order of benefits, this rule is ignored. 


• Longer/Shorter Length of Coverage-.  If none of the above rules determines the order of 
benefits, the benefits of the plan which covered an Employee or Participant longer are 
determined before those of the plan that covered that person for the shorter time. 


Effect on the Benefits of This Plan 
This section applies when, in accordance with the Order of Benefit Determination Rules, this 
Plan is a secondary plan to one or more other plans.  In that event the benefits of this Plan may 
be reduced under this section.  Such other plan or plans are referred to as “the other plans” 
below. 


Reduction in this Plan’s benefits-.  The benefits of this Plan will be reduced when the sum of: 


• The benefits that would be payable for the Allowable Expenses under this Plan in the 
absence of this COB provision; and 


• The benefits that would be payable for the Allowable Expenses under the other plans, in 
the absence of provisions with a purpose like that of this COB provision, whether or not 
claim is made, exceeds those Allowable Expenses in a Claim Determination Period.  In that 
case, the benefits of this Plan will be reduced so that they and the benefits payable under 
the other Plans do not total more than those Allowable Expenses. 


When the benefits of this Plan are reduced as described above, each benefit is reduced in 
proportion.  It is then charged against any applicable benefit limit of this Plan. 
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Miscellaneous Rights 
• Right to Receive and Release Necessary Information-.  Certain facts are needed to apply 


these COB rules.  The Claims Administrator has the right to decide which facts it needs.  It 
may get needed facts from or give them to any other organization or person as necessary to 
coordinate benefits.  The Claims Administrator need not tell, or get the consent of, any 
person to do this.  Each person claiming benefits under this Plan must give the Claims 
Administrator any facts it needs to pay the claim. 


• Facility of Payment-.  A payment made under another plan may include an amount which 
should have been paid under this Plan.  If it does, the Plan may pay that amount to the 
organization which made that payment.  That amount will then be treated as though it were 
a benefit paid under this Plan.  The Plan will not have to pay that amount again. 


• Right of Recovery-.  If the amount of the payment made by the Plan is more than it should 
have been under this COB provision, it may recover the excess from one or more of: 


o the persons it has paid or for whom it has paid; 


o insurance companies; or 


o other organizations. 
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Subrogation 
The Plan reserves the right to be reimbursed for benefits paid under this Plan if the person for 
whom benefits are paid has a right to recover these benefits from a third party.  This is called 
subrogation.  This provision helps control the cost of the Plan by limiting certain recoveries to 
the actual medical expense lost.  The purpose of this provision is to help your Employer 
continue providing high quality health care benefits.  In no instance shall you be asked to 
reimburse more than the actual medical expenses paid on your behalf. 


Right of Subrogation-.  If you or your Dependent incur medical expenses as the result of 
injuries suffered because of the alleged negligence or misconduct of another person, you or the 
Dependent may have a claim against that person for payment of your medical bills.  The Plan 
will be subrogated to the right of recovery you or the Dependent has against the other person. 


This right shall be only to the extent of benefits paid by the Plan for medical expenses.  
You or the Dependent will be required to reimburse the Plan out of any monies you or the 
Dependent receive from the other person or his or her insurance company as a result of 
judgment, settlement or otherwise.  You or the Dependent will be required to furnish to the 
Plan information and assistance required to enforce this right of subrogation.  the right of 
subrogation shall not apply to any recovery you obtain from any insurance company under 
which you or the Dependent is the insured person.  Subrogation is administered by the Claims 
Administrator. 
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Termination of Coverage 
Employees 
Your medical benefits under Fulton County's Plans will cease on the earlier of the following 
dates: 


• the end of the month in which you receive your last two paychecks; 


• the date you are no longer eligible for coverage; 


• the date you fail to make any required payment for the coverage; 


• the last date of the Plan Year after you have made an open enrollment election not to 
continue coverage; 


• the last day of the month after you have made a family status change not to continue 
coverage; 


• the date the coverage is cancelled; 


• the date your active service ends. 


If your active service ends due to sickness or emergency or family leave of absence, your 
coverage may be continued while Fulton County continues to pay their portion of Premiums 
and you pay your share. 


If your active service ends because of an Injury or illness which causes you to be approved for 
Long Term Disability benefits, your coverage may be continued while Fulton County 
continues to pay their portion of premiums and you pay your share. 


If you die while you are covered under the Plan, any of your Dependents who are also covered 
will continue to be covered as long as contributions toward the cost of the coverage continue.  
This continuation will cease on the earliest of the following dates: 


• the date your Dependent no longer qualifies as a Dependent (for reason other than lack of 
primary support by you); or 


• the date your Dependent fails to make any required contribution toward the cost of the 
coverage. 


Dependents 
Medical benefits for your Dependents will cease on the earlier of: 


• the date your coverage ceases; 


• the date you are no longer eligible for dependent coverage; 


• the date you fail to make any required contribution for the coverage; 


• the date your Dependent no longer qualifies as a Dependent; 


• the last day of the Plan Year after you have made an open enrollment election not to 
continue Dependent coverage; 
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• the last day of the month after you have made a family status change election not to 
continue Dependent coverage; 


• the date Dependent coverage is cancelled. 


Continuation of Coverage (Federal Law – COBRA) 
If an Employee's employment is terminated for any reason other than gross misconduct, he/she 
may elect 18 months of continuation benefits, regardless of whether the group is insured or 
self-funded. 


This benefit entitles each member of an Employee's family who is enrolled in the company's 
employee welfare benefit plan to elect continuation, independently.  Effective January 1, 1997, 
a child born to, or placed for adoption with, a covered Employee during the period of 
continuation coverage is also eligible for election of continuation coverage. 


If employment is terminated for any reason except gross misconduct, or hours of employment 
are reduced so that an Employee does not qualify to participate in the company's employee 
health care plan, an Employee and his/her family members may continue health care benefits 
for as long as 18 months. 


If you die, your enrolled survivors may continue their group benefits for as long as 36 months.  
Your enrolled spouse may continue group benefits for as long as 36 months if coverage would 
otherwise terminate by divorce or legal separation or because you become entitled to Medicare 
benefits.  Your Dependents may continue group benefits for as long as 36 months if coverage 
would otherwise cease because they fail to meet the Plan definition of Dependent (for instance 
because of age or marriage). 


To continue enrollment, you or your family member must make an election within 60 days of 
the date coverage would otherwise end, or the date the Plan Administrator notifies you or your 
family member of this right, whichever is later.  You must pay the total Premium appropriate 
for the type of benefit coverage continued.  The Premium charged cannot be more than 102% 
of the Premium charged for Employees with similar coverage, and it must be paid to the Plan 
Administrator within 30 days of the date due, except that the initial Premium payment must be 
made before 45 days after the initial election for continuation coverage, or your continuation 
rights will be forfeited. 


For beneficiaries who are determined at the time of the qualifying event, to be disabled under 
Title II (OASDI) or Title XVI (SSI) of the Social Security Act, and effective January 1, 1997, 
beneficiaries who become disabled during the first 60 days of COBRA continuation coverage, 
coverage may continue from 18 to 29 months.  These beneficiaries Dependent's are also 
eligible for the 18 to 29 month disability extension.  This provision would only apply if the 
qualified beneficiary provides notice of disability status before the end of the initial 18 month 
eligibility period.  In these cases, the Employer can charge 150% of Premium for months 19 
through 29.  This would allow health coverage to be provided in the period between the end of 
18 months and the time that Medicare begins coverage for the disabled at 29 months. 


If a continuing beneficiary becomes enrolled for other group health care benefits, coverage 
may continue under this Plan only if the new group health plan contains pre-existing condition 
exclusions or limitations, and may continue only until these limitations cease. 
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Continuation coverage stops before the end of the maximum continuation period if the 
Participant becomes entitled to Medicare benefits.  If a continuing beneficiary becomes entitled 
to Medicare benefits, then a qualified beneficiary – other than the Medicare beneficiary – is 
entitled to continuation coverage for no more than a total of 18 months. 


These benefits are available without proof of insurability and terminate if the qualified 
beneficiary fails to pay a required Premium or the company terminates all benefits under this 
employee welfare benefit plan for all Employees. 


In the event of your termination, layoff, reduction in work hours, or Medicare entitlement, the 
Employer must notify the Plan Administrator within 30 days.  You must notify the Plan 
Administrator within 60 days of divorce, legal separation, or the failure of an enrolled 
Dependent to meet the Plan's definition of Dependent.  Thereafter, the Plan Administrator will 
notify qualified beneficiaries of their rights within 14 days. 


If you Qualify for Medicare 
If you or an eligible Dependent becomes qualified for Medicare while you are still actively at 
work, your medical care benefits will be provided primarily by the Fulton County Plan.  
Medicare will be considered a secondary payer of benefits.  Medicare may supplement the 
payments you receive form the Fulton County Plan.  However, these supplementary Medicare 
benefits will be limited so that, when combined with the benefits paid by this Plan, the total 
amount payable will not exceed 100% of the expenses incurred.  If you have not elected both 
Parts A and B of Medicare, the Claims Administrator will assume that you have elected both 
Parts A and B of Medicare and when determining benefits payable under the Coordination of 
Benefits section. 
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Definitions 
Accidental Injury 
Bodily Injury sustained by a Participant as the result of an unforeseen event and which is the 
direct cause (independent of the disease, bodily infirmity or any other cause) for care which the 
Participant receives.  Such care must occur while this Plan is in force.  It does not include 
injuries for which benefits are provided under any Workers’ Compensation, employer’s 
liability or similar law. 


Active Service 
You will be considered in Active Service on any scheduled work day if you are performing the 
regular duties of your job on a full-time basis that day either at your regular Fulton County 
business location or at some other location to which you are required to travel for business 
purposes. 


After-Hours Urgent Care 
Urgent Care rendered as a result of a condition that has an onset after the Primary Care 
Physician’s business hours. 


Applicant 
The corporation, partnership, sole proprietorship, other organization or group which applied 
for this Plan. 


Application for Enrollment 
The original and any subsequent forms completed and signed by the Employee seeking 
coverage. 


Basic Restorative Care 
A category of dental services that includes fillings, treatment of gum disease (periodontics) and 
root canals. 


Before-tax 
A contribution for coverage which is taken from an Employee’s pay before federal, Social 
Security and state/local taxes have been deducted.  Taxable income is reduced and as a result, 
Employees owe less taxes. 


Brand Name Drugs 
A drug item which is under patent by its original innovator or marketer.  The patent protects 
the drug from competition from other drug companies.  There are two types of Brand Name 
Drugs: 


Single Source Brand:  those drugs that are produced by only one manufacturer and do not have 
a generic equivalent available. 


Multi-Source Brand:  those drugs that are produced by multiple pharmaceutical manufacturers 
and do have a generic equivalent available on the market. 
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Chemical Dependency (Substance Abuse) 
The total psycho-physical state of mind that involves feelings of satisfaction and a drive to 
periodic or continuous administration of the chemical (drug) to produce pleasure or avoid 
discomfort. 


Chemical Dependency Treatment Facility 
An institution established to care and treat chemical dependency, on either an Inpatient or 
outpatient basis, under a prescribed treatment program.  The institution must have diagnostic 
and therapeutic facilities for care and treatment provided by or under the supervision of a 
licensed Physician.  The institution must be licensed, registered or approved by the appropriate 
authority of the State of Georgia or must be accredited by the Joint Commission on 
Accreditation of Hospitals. 


Claims Administrator 
The company your Employer chose to administer their health benefits.  Blue Cross and Blue 
Shield of Georgia, Inc.  and BCBSHP were chosen to administer this Plan. 


Coinsurance 
If a Participant’s coverage is limited to a certain percentage, for example 80%, then the 
remaining 20% for which the Participant is responsible is the Coinsurance amount.  The 
Coinsurance may be capped by the Out-of-Pocket Limit.  Compare to Copayment. 


Combined Limit 
The maximum total of In-Network and Out-of-Network Benefits available for designated 
health service in the PPO/PPO Plus Summary of Benefits. 


Congenital Anomaly 
A condition or conditions that are present at birth regardless of causation.  Such conditions 
may be hereditary or due to some influence during gestation. 


Coordination of Benefits 
A provision that is intended to avoid claims payment delays and duplication of benefits when a 
person is covered by two or more plans providing benefits or services for medical, dental or 
other care or treatment.  It avoids claim payment delays by establishing an order in which 
Plans pay their claims and providing an authority for the orderly transfer of information needed 
to pay claims promptly.  It may avoid duplication of benefits by permitting a reduction of the 
benefits of a plan when, by the rules established by this provision, it does not have to pay its 
benefits first. 


Copayment 
A cost-sharing arrangement in which a Participant pays a specified charge for a Covered 
Service, such as the Copayment indicated in the Summary of Benefits for an office visit.  The 
Participant is usually responsible for payment of the Copayment at the time the health care is 
rendered.  Typical Copayments are fixed or variable flat amounts for Physician office visits, 
prescriptions or Hospital services.  Copayments are distinguished from Coinsurance as flat 
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dollar amounts rather than percentages of the charges for services rendered.  Copayments may 
be collected by the provider of service or the Claims Administrator. 


Cosmetic Surgery 
Any non-medically necessary surgery or procedure, the primary purpose of which is to 
improve or change the appearance of any portion of the body, but which does not restore 
bodily function, correct a disease state, physical appearance or disfigurement caused by an 
accident, birth defect, or correct or naturally improve a physiological function.  Cosmetic 
Surgery includes but is not limited to rhinoplasty, lipectomy, surgery for sagging or extra skin, 
and augmentation or reduction procedures (e.  g., mammoplasty, liposuction, keloids, 
rhinoplasty and associated surgery) or treatment relating to the consequences or as a result of 
Cosmetic Surgery. 


Covered Dependent 
Any Dependent in an Employee’s family who meets all the eligibility requirements of the 
Eligibility and enrollment section of this SPD Booklet and the Dependent Eligibility section of 
the SPD Booklet, has enrolled in the Plan, and is subject to Premium requirements set forth in 
the Health Plan Document. 


Covered Services 
Medically Necessary health care services and supplies that are (a) defined as Covered Services 
in the Health Plan Document, (b) not excluded under such Health Plan Document, (c) not 
Experimental or Investigational and (d) provided in accordance with such Health Plan 
Document. 


Creditable Coverage 
Coverage under another health benefit plan is medical expense coverage with no greater than a 
63 day gap in coverage under any of the following (a) Medicare or Medicaid; (b) an employer 
based accident and sickness insurance or health benefit arrangement; (c) an individual accident 
and sickness insurance policy; (d) a spouse’s benefits or coverage under Medicare or Medicaid 
or an employer based health insurance or health benefit arrangement; (e) a coversion policy; or 
(f) similar coverage as defined in OCGA 33-30-15. 


Custodial Care 
Any type of care, including room and board, that (a) does not require the skills of professional 
or technical personnel; (b) is not furnished by or under the supervision of such personnel or 
does not otherwise meet the requirements of post-Hospital Skilled Nursing Facility care; or (c ) 
is a level such that the Participant has reached the maximum level of physical or metal function 
and is not likely to make further significant improvement.  Custodial Care includes, but is not 
limited to, any type of care the primary purpose of which is to attend to the Participant’s 
activities of daily living which do not entail or require the continuing attention of trained 
medical or paramedical personnel.  Examples of Custodial Care include, but are not limited to, 
assistance in walking, getting in and out of bed, bathing, dressing, feeding, using the toilet, 
changes of dressings of non-infected, post-operative or chronic conditions, preparation of 
special diets, supervision of medication that can be self-administered by the Participant, 
general maintenance care of colostomy or ileostomy, routine services to maintain other 
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services which, in the sole determination of the Claims Administrator, can be safely and 
adequately self-administered or performed by the average non-medical person without the 
direct supervision of trained medical and paramedical personnel, regardless of who actually 
provides the services, residential care and adult day care, protective and supportive care 
including educational services, rest care and convalescent care. 


Deductible 
The portion of the bill you must pay before your medical expenses become Eligible Charges.  
It is applied on a calendar year basis. 


Dependent 
Your spouse and any unmarried children of yours who are less than 19 years old, or under age 
25 if they are full-time students, and unmarried children 19 years of age or older who are 
handicapped.  See the “Eligibility” section. 


Developmental Delay 
The statistical variation in reaching age appropriate verbal/growth/motor skill developmental 
milestones when there is no apparent medical or psychological problem.  It alone does not 
constitute an illness or an Injury.  Services rendered should be to treat or promote recovery of 
the specific functional deficits identified. 


Direct Access 
A Participant has the Right to receive services from specified providers without a Primary Care 
Physician Referral.  This is called Direct Access.  Such providers include a gynecologist for 
obstetrical or gynecological-related conditions, a dermatologist; an optometrist/ophthalomo-
logist for medical conditions only. 


Drug Formulary 
A document setting forth certain rules relating to the coverage of pharmaceuticals by us that 
may include but not be limited to (1) a listing of preferred and non-preferred prescription 
medications that are covered and/or prioritized in order of preference by us, and are dispensed 
to Members through pharmacies that are Network Providers, and (2) pre-certification rules.  
This list is subject to periodic review and modification by us, at our sole discretion.  Charges 
for medications may be Ineligible Charges, in whole or in part, if a Member selects a 
medication not included in the Drug Formulary. 


Durable Medical Equipment 
Equipment, as determined by the Claims Administrator, which is (a) made to withstand 
prolonged use; (b) made for and mainly used in the treatment of a disease or Injury; (c) suited 
for use while not confined as an Inpatient at a Hospital; (d) not normally of use to persons who 
do not have a disease or Injury; (e) not for exercise or training. 


Effective Date 
The date an Employee’s coverage begins.  The Effective Date of Dependents added to an 
Employee’s coverage later will be different depending on the date they are added. 
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Eligible Charges 
Those charges for services and supplies (a) defined as Covered Services and not excluded 
under the Participant’s; (b) that are Medically Necessary; and (c) that are provided in 
accordance with the Participant’s Plan.  For In-Network services, Eligible Charges are based 
on the Claims Administrator’s negotiated arrangement, pre-determined fee schedule, and the 
applicable Reimbursement Rate.  All payment determinations for Hospital Services are based 
on the applicable Reimbursement Rate. 


Employee 
A person who is engaged in active employment with the Employer and is eligible for coverage 
with the Plan under the employment regulations of the Employer. 


Employer 
Fulton County 


Endodontics 
Services such as root canals, which treat dental pulp diseases.  Pulp is the soft sensitive tissue 
that fills the central cavity of the tooth. 


Experimental or Investigational 
Services which are considered Experimental or Investigational include services which (1) have 
not been approved by the Federal Food and Drug Administration or (2) for which medical and 
scientific evidence does not demonstrate that the expected benefits of the proposed treatment 
would be greater than the benefits of any available standard treatment and that adverse risks of 
the proposed treatment will not be substantially increased over those standard treatments.  
Such determination must result from prudent professional practices and be supported by at 
least two documents of medical and scientific evidence. 


Medical and scientific evidence means: 


• Peer-reviewed scientific studies published in or accepted for publication by medical 
journals that meet nationally recognized requirements for scientific manuscripts and that 
submit most of their published articles for review by experts who are not part of the 
editorial staff; 


• Peer-reviewed literature, biomedical compendia, and other medical literature that meet the 
criteria of the National Institutes of Health’s National Library of Medicine for indexing in 
Index Medicus, Excerpta Medikcus (EMBASE), Medline, and MEDLARS data base or 
Health Services Technology Assessment Research (HSTAR); 


• Medical journals recognized by the United States Secretary of Health and Human Services, 
under [Section 1861(t)(2) of] the Social Security Act; 


• The following standard reference compendia: the American Hospital Formulary Service-
Drug Information, the American Medical Association Drug Evaluation, the American 
Dental Association Accepted Dental Therapeutics, and the United States Pharmacopoeia-
Drug Information; 
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• Findings, studies, or research conducted by or under the auspices of federal government 
agencies and nationally recognized federal research institutes including the Federal Agency 
for Health Care Policy and Research, National Institutes of Health, National Cancer 
Institute, National Academy of Sciences, Health Care Financing Administration, and any 
national board recognized by the National Institutes of Health for the purpose of evaluating 
the medical value of health services; or 


• It meets the Technology Assessment Criteria as determined by the Claims Administrator. 


Freestanding Ambulatory Facility 
A facility, with a staff of Physicians, at which surgical procedures are performed on an 
outpatient basis—no patients stay overnight.  The facility offers continuous service by both 
Physicians and registered nurses (R.N.s).  It must be licensed by the appropriate state agency.  
A Physician’s office does not qualify as a Freestanding Ambulatory Facility. 


Generic Drugs 
Prescription Drugs that are not Brand Name Drugs but which are made up of equivalent 
ingredients. 


Health Plan Document 
The Health Plan Document is the agreement between the Plan and the Claims Administrator 
(PPO and HMO) and includes this SPD Booklet, and any riders or amendments. 


Home Health Care 
Care, by a state-licensed program or provider, for the treatment of a patient in the patient’s 
home, consisting of required intermittent skilled care, which may include observation, 
evaluation, teaching and nursing services consistent with the diagnosis, established and 
approved in writing by the patient’s attending Physician. 


Home Health Care Agency 
A provider who renders care through a program for the treatment of a patient in the patient’s 
home, consisting of required intermittent skilled care, which may include observation, 
evaluation, teaching and nursing services consistent with the diagnosis, established and 
approved in writing by the patient’s attending Physician.  It must be licensed by the 
appropriate state agency. 


Hospice 
A provider which provides care for terminally ill patients and their families, either directly or 
on a consulting basis with the patient’s Physician.  It must be licensed by the appropriate state 
agency. 


Hospice Care Program 
A coordinated, interdisciplinary program designed to meet the special physical, psychological, 
spiritual and social needs of the terminally ill Participant and his or her covered family 
members, by providing palliative and supportive medical, nursing and other services through 
at-home or Inpatient care.  The Hospice must be licensed by the appropriate state agency and 
must be funded as a Hospice as defined by those laws.  It must provide a program of treatment 
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for at least two unrelated individuals who have been medically diagnosed as having no 
reasonable prospect of cure for their illnesses. 


Hospital 
An institution licensed by the appropriate state agency, which is primarily engaged in 
providing diagnostic and therapeutic facilities on an Inpatient basis for the surgical and 
medical diagnosis, treatment and care Injured and sick persons by or under the supervision of a 
staff of Physicians duly licensed to practice medicine, and which continuously provides 24-
hour-a-day nursing services by registered graduate nurses physically present and on duty.  
“Hospital” does not mean other than incidentally: 


• An extended care facility; nursing home; place for rest; facility for care of the aged; 


• A custodial or domiciliary institution which has as its primary purpose the furnishing of 
food, shelter, training or non-medical personal services; or 


• An institution for exceptional or handicapped children. 


Identification Card 
The latest card given to you showing your member and group numbers, the type of coverage 
you have and the date coverage became effective. 


Ineligible Charges 
Charges for health care services that are not Eligible Charges because the services are not 
Medically Necessary or pre-admission certification was not obtained.  Such charges are not 
eligible for payment. 


Ineligible Hospital 
A facility which does not meet the minimum requirements to become a Participating or 
Preferred Hospital.  Services rendered to a Participant by such a Hospital are not eligible for 
payment. 


Ineligible Provider 
A provider which does not meet the minimum requirements to become a Participating Provider 
or with whom the Claims Administrator does not directly contract.  Services rendered to a 
Participant by such a provider are not eligible for payment. 


Initial Enrollee 
A person (or one of that person’s eligible Dependents) who is employed by the Employer and 
enrolled through the Plan on the original Effective Date of this Plan. 


Injury 
Bodily harm from a non-occupational accident. 


Inpatient 
A Participant who is treated as a registered bed patient in a Hospital and for whom a room and 
board charge is made. 
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Intensive Care Unit 
A special unit of a Hospital that: (1) treats patients with serious illnesses or Injuries; (2) can 
provide special life-saving methods and equipment; (3) admits patients without regard to 
prognosis; and (4) provides constant observation of patients by a specially trained nursing 
staff. 


Legend Prescription Drug 
Any medical substance, the label of which, under the Federal Food and Drug and Cosmetic 
Act, as amended, is required to bear the legend: “Caution: Federal Law prohibits dispensing 
without prescription”. 


Maternity Care 
Obstetrical care received both before and after the delivery of a child or children.  It also 
includes care for miscarriage or abortion, if the abortion is Medically Necessary.  It includes 
regular nursery care for a newborn infant as long as the mother’s Hospital stay is a covered 
benefit and the newborn infant is an eligible Participant under the Plan. 


MCSO – Medical Child Support Order 
An MCSO is any court judgment, decree or order (including a court’s approval of a domestic 
relations settlement agreement) that: 


• Provides for child support payment related to health benefits with respect to the child of a 
group health plan participant or requires health benefit coverage of such child in such plan, 
and is ordered under state domestic relations law; or 


• Enforces a state law relating to medical child support payment with respect to a group 
health plan. 


Medicaid 
A state program of medical aid for needy persons. 


Medical Emergency 
“Emergency services,” “emergency care,” or “Medical Emergency” means those health care 
services that are provided for a condition of recent onset and sufficient severity, including but 
not limited to severe pain, that would lead a prudent layperson, possessing an average 
knowledge of medicine and health, to believe that his or her condition, sickness, or Injury is of 
such a nature that failure to obtain immediate medical care could result in: (a) placing the 
patient’s health in serious jeopardy; (b) serious impairment to bodily functions; or (c) serious 
dysfunction of any bodily organ or part.  Such conditions include but are NOT limited to, chest 
pain, stroke, poisoning, serious breathing difficulty, unconsciousness, severe burns or cuts, 
uncontrolled bleeding, or convulsions and such other acute conditions as may be determined to 
be medical emergencies by the Claims Administrator. 


Medical Facility 
Any Hospital, ambulatory care facility, Chemical Dependency Facility, Skilled Nursing Care 
facility, Home Health Care Agency or Mental Health Care Provider, as defined in this SPD 
Booklet.  The facility must be licensed, registered or approved by the Joint Commission on 
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Accreditation of Hospitals or meet specific requirements established by the Claims 
Administrator. 


Medical Necessity or Medically Necessary 
The Plan reserves the right to determine whether a service or supply is Medically Necessary.  
The fact that a Physician has prescribed, ordered, recommended or approved a service or 
supply does not, in itself, make it Medically Necessary.  A service is considered Medically 
Necessary if it is: 


• Appropriate and consistent with the diagnosis and could not have been omitted without 
adversely affecting the patient’s condition; 


• Compatible with the standards of acceptable medical practice in the United States; 


• Not provided solely for the Participant’s convenience of the convenience of the Physician, 
health care provider or Hospital; 


• Not primarily custodial care; and 


• Provided in a sage and appropriate setting given the nature of the diagnosis and the severity 
of the symptoms. 


Mental Health Disorders 
Includes (whether organic or non-organic, whether of biological, non-biological, genetic, 
chemical or non-chemical origin, and irrespective of cause, basis or inducement) mental 
disorders, mental illnesses, psychiatric illnesses, mental conditions, psychiatric conditions and 
drug, alcohol or chemical dependency.  This includes, but is not limited to, psychoses, neurotic 
disorders, schizophrenic disorders, affective disorders, chemical dependency disorders, 
personality disorders, and psychological or behavioral abnormalities associated with transient 
or permanent dysfunction of the brain or related neurohormonal systems.  This is intended to 
include disorders, conditions, and illnesses listed in DSM-IIIR (Diagnostic and Statistical 
Manual of Mental Disorders). 


Mental Health Care Provider 
An institution such as a Hospital or ambulatory care facility established for the diagnosis and 
treatment of mental illness.  The facility must have diagnostic and therapeutic facilities for care 
and treatment provided by or under the supervision of a licensed Physician.  The facility must 
be operated in accordance with the laws of the State of Georgia, or accredited by the Joint 
Commission on Accreditation of Hospitals. 


Network Hospital 
A Hospital located in Georgia which is a party to a written agreement with, and in a form 
approved by the Claims Administrator to provide services to its Participant; or a Hospital 
outside of Georgia which is a party to a written agreement with a Blue Cross and Blue Shield 
HMO BLUE USA Plan. 


Network Provider  
A Physician, Skilled Nursing Facility, Hospice, Home Health Care Agency, other medical 
practitioner or provider of medical services and supplies in the Service Area that has a 
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Network Provider Contract with the Claims Administrator to provide covered services to 
Participants.  Also referred to as In-Network Provider. 


Non-Covered Services 
Services that are not benefits specifically provided under the Plan, are excluded by the Plan, 
are provided by an Ineligible Provider, or are otherwise not eligible to be Covered Services, 
whether or not they are Medically Necessary. 


Non-Network Provider 


Any provider with which the Claims Administrator does not have a signed Network agreement 
to provide services to its Participants. 


A Hospital, Freestanding Ambulatory Facility (Surgi-Center), Physician, Skilled Nursing 
Facility, Hospice, Home Health Care Agency, other medical practitioner or provider of 
medical services or supplies, that does not have a Participating Agreement with the Claims 
Administrator to provide services to its Participants at the time the services are rendered. 


Non-Preferred Provider 


A Hospital, Freestanding Ambulatory Facility (Surgi-Center), Physician, Skilled Nursing 
Facility, Hospice, Home Health Care Agency, other medical practitioner or provider of 
medical services or supplies, that does not have a Preferred Provider Contract with the Claims 
Administrator.  Benefit payments and other provisions of this Plan are limited when a 
Participant uses the services of Non-Preferred Providers. 


Nurse 


A registered graduate nurse, a licensed practical nurse, or a licensed vocational nurse. 


Open Enrollment 


Each year, eligible Employees make their benefit elections for the next Plan Year, including 
authorization for before-tax contributions. 


Out-of-Area Provider 
A Provider who is not in the Claims Administrator’s service area. 


Out-of-Area Urgent Care 
Covered Services required in order to prevent serious deterioration of a Participant’s health 
that results from an unforeseen illness or Injury if the Participant is temporarily absent from the 
Claims Administrator’s Service Area and receipt of the health care service cannot be delayed 
until the Participant’s return to the Service Area. 


Out-of-Network Care 
Care received by a Participant from an Out-of-Network Provider. 


Out-of-Network Provider 
A Hospital, Physician, Skilled Nursing Facility, Hospice, Home Health Care Agency, or 
medical practitioner or provider of medical services or supplies, that does not have a Network 
Provider Contract with the Claims Administrator.  This provider may also be referred to as 
Non-Network Provider. 
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Out-of-Pocket Limit (May apply In-Network or Out-of-Network—Refer to the PPO 
Summary of Benefits) 
A specified dollar amount of expense incurred by a Participant for covered services in a 
calendar year that exceeds benefits provided under this Plan.  Such expense does not include 
the Deductible amount or charges in excess of the provider’s reasonable charge.  When the 
Out-of-Pocket limit is reached, the level of benefits is increased to 100% of Eligible Charges, 
except for charges related to specific services identified in this SPD Booklet. 


The Out-of-Pocket limit for each Participant is per calendar year plus any applicable 
Deductible. 


Participant 
The Employee and each Dependent, as defined above, while such person is covered under the 
Plan. 


Participating Hospital 
A Hospital located in Georgia which is a party to a written agreement with, and in a form 
approved by, BCBSGA; or a Hospital outside of Georgia which is a party to an agreement with 
a Blue Cross and Blue Shield in another area; or a Hospital outside Georgia located in an area 
not served by BCBSGA in another area. 


Participating Provider 
A Hospital, Physician, freestanding ambulatory facility, skilled nursing facility, hospice, home 
health care agency, or other practitioner or provider of medical services or supplies that has 
signed a Participating Agreement with BCBSGA to accept its determination of the usual, 
customary and reasonable fee for covered services rendered to a Participant who is his or her 
patient. 


Periodic Health Assessment 
A medical examination that provides for age-specific preventive services that improve the 
health and well-being of patient being examined.  The frequency and content of the health 
assessment are determined by established guidelines and the Participant’s personal history. 


Physical Therapy 
The care of disease or Injury by such methods as massage, hydrotherapy, heat, or similar care.  
This service could be provided or prescribed, overseen and billed for by the Physician, or given 
by a physiotherapist on an Inpatient basis and billed by the Hospital. 


Physician 
Any licensed Doctor of Medicine (M.D.) legally entitled to practice medicine and perform 
surgery, any licensed Doctor of Osteopathy (D.O.) approved by the Composite State Board of 
Medical Examiners, and licensed Doctor of Podiatric Medicine (D.P.M.) legally entitled to 
practice podiatry, and any licensed Doctor of Dental Surgery (D.D.S.) legally entitled to 
perform oral surgery. 
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Plan 
The arrangement chosen by the Employer to fund and provide for delivery of Employer’s 
health benefits. 


Plan Administrator 
The person or persons named by your Employer to manage the Plan and answer questions 
about Plan details.  The Plan Administrator is the Fulton County Employee Benefits Office. 


Preferred Provider 
A Hospital, Physician, Skilled Nursing Facility, Hospice, Home Health Care Agency, other 
medical practitioner or provider of medical services and supplies in the Service Area that has a 
Preferred Provider Contract with BCBSGA to provide covered services to Participants. 


Premium 
The amount that the Group or Participant is required to pay to the Claims Administrator to 
continue coverage. 


Primary Care Physician 
A licensed Physician who is a Participating Provider trained in general family practice, 
pediatrics or internal medicine, and has entered into an agreement to coordinate the care of 
Participants.  The Primary Care Physician provides initial care and basic medical services, 
assists the Participant in obtaining Precertification of Medically Necessary Referrals for 
Specialist and Hospital care, and provides the Participant with continuity of care. 


Primary Care Physicians provide your care if you are enrolled in Option #2 


Professional Ambulance Service 
A state-licensed emergency vehicle which carries via the public streets injured or sick person 
to a Hospital.  Services which offer non-emergency, convalescent or invalid care do not meet 
this definition 


QMCSO – Qualified Medical Child Support Order 
A QMCSO creates or recognizes the right of a child who is recognized under the order as 
having a right to be enrolled under the health benefit plan to receive benefits for which the 
Employee is entitled under Plan; and includes the name and last known address of the 
Employee and each such child, a reasonable description of the type of coverage to be provided 
by the plan, the period for which coverage must be provided and each plan to which the order 
applies. 


Referral 
Specific instructions from the Participant’s Primary Care Physician, in conformance with the 
Claims Administrator’s policies and procedures, that direct a Participant to a In-Network 
Provider for Medically Necessary care. 
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Reimbursement Rate 
The percentage of Eligible Charges calculated each year by the Claims Administrator for any 
In-Network or Participating Hospital.  The payment rate will be applied to all Hospital 
Inpatient and outpatient claims during the payment period, including Out-of-Network and 
Non-Participating Hospitals. 


Respite Care 
Care furnished during a period of time when the Participant’s family or usual caretaker cannot, 
or will not, attend to the Participant’s needs. 


Semiprivate Accommodations 
A Hospital room which contains two or more beds. 


Similar Drugs 


Similar Drugs are those within a certain therapeutic class such as insomnia drugs, oral 
contraceptives, seizure drugs, etc. 


Skilled Convalescent Facility 
An institution operated alone or with a Hospital which gives care after a Participant leaves the 
Hospital for a condition requiring more care than can be rendered at home.  It must be licensed 
by the appropriate state agency and accredited by the Joint Commission on Accreditation of 
Health Care Organizations or the Bureau of Hospitals of the American Osteopathic 
Association, or otherwise determined by the Claims Administrator to meet the reasonable 
standards applied by any of the aforesaid authorities. 


Skilled Nursing Facility 
An institution operated alone or with a Hospital which gives care after a Participant leaves the 
Hospital for a condition requiring more care than can be rendered at home.  It must be licensed 
by the appropriate state agency. 


Specialty Drugs 
Typically high cost drugs that are injected or infused in the treatment of acute or chronic 
diseases.  Specialty Drugs often require special handling such as temperature-controlled 
packaging and expedited delivery.  Most Specialty Drugs require preauthorization to be 
considered Medically Necessary. 


Substance Abuse 
Any use of alcohol and/or drugs which produces a pattern of pathological use causing 
impairment in social or occupational functioning or which produces physiological dependency 
evidenced by physical tolerance or withdrawal. 


Substance Abuse Rehabilitation 
Services, procedures and interventions to eliminate dependence on or abuse of legal and/or 
illegal chemical substances, according to individual treatment plans. 
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Team Members 
All current employees of the Fulton County Employee Benefits and Pension Office. 


Technology Assessment Criteria (as determined by the Claims Administrator and 
adopted by the Employer) 
Five criteria all investigative procedures must meet in order to be covered procedures under 
this Plan. 


• The technology must have final approval from the appropriate government regulatory 
bodies. 


• The scientific evidence must permit conclusions concerning the effect of the technology of 
health outcomes. 


• The technology must improve the net health outcome. 


• The technology must be as beneficial as any established alternative. 


• The technology must be beneficial in practice. 


Urgent Care Center 
A facility, appropriately licensed and meeting the Claims Administrator standards for an 
Urgent Care Center, with a staff of Physicians, at which urgently-needed medical procedures 
are performed on an outpatient basis—no patients stay overnight.  The facility offers 
continuous services by both Physicians and registered nurses (R.N.s).  A Physician’s office 
does not qualify as an Urgent Care Center. 


Usual-Customary-Reasonable (UCR) Fees (as determined by the Claims Administrator 
and adopted by the Employer): 
Usual Fee: The fee a Physician most frequently receives as reimbursement for the procedure 
performed. 


Customary Fee: Based on a competitive profile of the usual fees received as reimbursement by 
similar Physicians in a given geographic area for the procedure performed, according to the 
Claims Administrator’s records. 


Reasonable Fee: The fee different from usual or customary fees because of unusual 
circumstances involving complications requiring additional time, skill and experience. 


If it does not pay at contracted rates, the Claims Administrator may pay up to the usual fee not 
to exceed the customary fee, unless special circumstances or complications occur, in which 
case the Claims Administrator may consider reasonable fee. 


All payments are based on the UCR applicable to the Participant’s actual residence (i.e., local 
UCR). 
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Utilization Review 
A function preformed by the Claims Administrator or by an organization or entity selected by 
the Claims Administrator to review and approve whether the services provided are Medically 
Necessary, including but not limited to, whether acute hospitalization, length of stay, 
outpatient care or diagnostic services are appropriate. 
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Employee Assistance Program (EAP) 
EAP services can be access 24 hours a day, 7 days a week by calling 1-800-999-7222.  
BCBSGA provides confidential EAP services for all eligible active and retired Fulton County 
Employees and their Dependents, as well as anyone living in their household.  There are no 
costs, fees or copays for EAP services which include: 


• Toll-free telephone consultation, coaching, and crisis stabilization with a licensed mental 
health professional. 


• Up to eight (8) face-to-face short term counseling sessions, available at convenient 
locations, to address personal and/or work-related problems including, but not limited to:  
personal and/or work-related problems, stress, depression, anxiety, health and wellness, 
etc. 


• Legal service, which includes a telephone-based or face-to-face 30 minute consultation 
with a CPA or CFP, per issue, at no charge, and 25% discount off normal attorney fees if 
additional services are required. 


• Financial Services, which includes a telephone-based or face-to-face 30 minute 
consultation with a CPA or CFP, per issue, at not charge and 25 % discount off normal 
attorney fees if additional services are required. 


• Customized resources, referrals and information for:  child care and parenting, senior and 
dependent adult care, education selection and preparation, health and wellness, and 
customer education. 


• Access to our comprehensive website including self-assessments, and library of valuable 
articles on mental health, stress management, work/life balance, relationships, substance 
abuse, emotional well-being and legal and financial resources. 
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Mental Health/Substance Abuse Benefits 
BCBSGA provides all levels of mental health services to Fulton County active or retired 
Employees and their covered Dependents who are participating in the Fulton County medical 
plan.  For questions about or authorizations for mental/health substance abuse benefits, please 
call 1-800-474-2227. 


The benefits listed below can also be found on page 19 for HMO and page 52 for PPO. 


HMO Benefit*+ 


Outpatient –  $20 Copayment 


Inpatient –  $100 Copayment (Plan pays 100% after Copayment) 


Intermediate/Alternative Care – 100% 
 


PPO Benefit Network Non-Network 


Outpatient* 80% 60% 


Inpatient 


Percentage payable after Copayment 


$100 


80% 


$100 


60% 


Intermediate/Alternative Care* 80% 60% 


Partial Hospitalization (PHP) 80% 60% 


Intensive Outpatient (IOP) 80% 60% 
 


HMO services are not subject to a Deductible. 


*+ There is no out-of-network benefit for HMO participants 


*Inpatient and Intermediate/Alternative Care requires prior authorization for PPO 
participants. 
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CARVED OUT BENEFITS 
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Vision Benefits 
Optional Benefits Administered Through 
EyeMed Vision Care 
 


Vision Care Benefits 
This benefit pays for certain vision care expenses, which must be recommended by a physician 
or optometrist of your choice. 


Contributions 
If you wish to have vision care coverage, you must elect it during the re-enrollment period or 
at the time of a family status change.  You are responsible for paying a portion of the annual 
premium.  This contribution is deducted on a before-tax basis from your paycheck. 


Vision Care Schedule 
The Vendor for vision care is EyeMed Vision Care 


Effective January 1, 2005, vision benefits are as follows: 


• The vision exam for eyeglasses is covered in full when utilizing an in-network provider. 


• A $200 allowance is available for frame and standard plastic lens and lens options, or the 
contact lens fit, follow-up, and materials. 


• Member will receive 20% discount on items not fully covered by the plan at in-network 
providers. 


• There is no Deductible. 
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Vision Care Services In-Network Member 
Costs 


Out-of-Network 
Reimbursement 


Exam (includes dilation and refraction) Up to $50 Up to $50 


Frames, Lens & Options Package (any 
frame, standard plastic lens, & options) 


*$200 allowance Up to $100 


Contact Lenses   


Conventional *$200 allowance Up to $160 


Disposable *$200 allowance Up to $160 


Medically Necessary $0 Up to $200 


(Includes fit, follow-up, & materials.  
There may be an additional out-of-
pocket expense for a contact lens exam.) 


  


 


Limitations 
• Allows for 1 complete eye exam per Participant in any 12 months. 


• Allows for 2 lenses per Participant in any 12 months (contacts or glasses). 


• Allows for 1 set of frames per Participant in any 12 months. 


Each time period begins when the service or supply is first charged to the Participant.  An eye 
exam is charged on the date it is performed.  Lenses or frames are charged on the date they are 
ordered. 


Expenses Not Covered 
The following services and supplies are not covered by this plan and no payment will be made 
for them. 


• Charges for orthoptics (eye muscle exercises). 


• Charges for vision training or subnormal vision aids. 


• Lenses that can be ordered without a prescription. 


• Any services or supply which is not shown in the Vision Care Schedule. 
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How to File Your Out-Of-Network (OON) Vision Claim 
The Fulton County group plan allows members (Employees) the choice to visit an in-network 
or out-of-network vision care provider.  You only need to complete an out-of-network vision 
claim form if you are visiting a provider that is not a participating provider on the EyeMed 
network. 


If you choose an out-of-network provider, please complete the following steps prior to 
submitting an out-of-network claim form to EyeMed.  Any missing or incomplete information 
may result in delay of payment or the form being returned.  Please complete and send all out-
of-network claim forms to EyeMed within 1 year from the original date of service at the out-
of-network provider’s office. 


1. When visiting an out-of-network provider, you are responsible for payment of services 
and/or materials at the time of service.  EyeMed will reimburse you for authorized services 
according to your plan design.  *See Vision Schedule for reimbursement amounts. 


2. Please complete all sections of out-of-network claim form to ensure proper benefit 
allocation.  Plan information may be found on your benefit ID card or from your Employee 
Benefits Office. 


3. EyeMed will only accept itemized paid receipts that indicate the services provided and the 
amount charged for each service.  The services must be paid in full in order to receive 
benefits.  Handwritten receipts must be on the provider’s letterhead.  Attach itemized paid 
receipts from your provider to the claim form.  If the paid receipt is not in US dollars, 
please identify the currency in which the receipt was paid. 


4. Please include a copy of your Explanation of Benefits if submitting for a secondary 
insurance benefit. 


5. If the reimbursement is to be sent to someone other than the primary subscriber, a copy of a 
cancelled check or credit card receipt (in addition to the paid itemized receipt) must be 
included.  A copy of a receipt showing payment in cash is also acceptable. 


You may get the EyeMed Vision Care out-of-network claim form from the Fulton County 
Employee Portal under Employee Resources-Human Resources (Personnel)-Benefits 
document. 
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Please send out-of-network vision claim forms and receipts 


 


By Mail: EyeMed Vision Care 


   ATTN:  OON Claims 


   P.O.  Box 8504 


   Mason, OH 45040-7111 


 


By Fax: 866-293-7373 


 


By e-mail: oonclaims@eyemedvisioncare.com 


 


Please visit www.eymedvisioncare.com or call 1-866-723-0513 to locate a provider, order new 
vision cards, get copies of OON claim forms, and information on your individual vision 
benefits. 
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Dental Benefits Provided Through 
Delta Dental Insurance Company 
 


Introduction 
Quality dental care is an essential part of your total health care program.  Fulton County’s 
dental program encourages preventive dental care and overall good dental health by paying 
100% of the reasonable and customary charges for most routine preventive dental services with 
no deductible required.  This focus on prevention and early treatment benefits everyone 
because it promotes good general health, prevents more serious dental disease, and keeps the 
cost of dental care down.  The Plan also provides you and your eligible family members with 
basic restorative, major restorative and orthodontic care. 


Dental Summary of Benefits 
Yearly Maximum ...............................................................................................................$1,500 
Maximum per calendar year per Participant based on reasonable and customary charges. 


Calendar year Deductible 
Individual ..................................................................................................................................$50 


Family (up to $150) ................................................................................................................$150 


Diagnostic and Preventive Services (Not subject to the Calendar Year Deductible) 


Percentage payable ............................................................................................................... 100% 


General Services 
Percentage payable ................................................................................................................. 85% 


Major Services 
Percentage payable ................................................................................................................. 50% 


Orthodontic Services (Not subject to the calendar year deductible) 
Lifetime Maximum Benefit .................................................................................................$1,500 


Lifetime Maximum Benefit per Participant based on reasonable and customary charges. 


Lifetime deductible per Participant for Orthodontics ...............................................................$50 


Percentage payable ................................................................................................................. 50% 
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Deductible 
The deductible is the amount you pay before reimbursement begins from the Plan for dental 
expenses.  You pay no deductible for cleanings, examinations, or X-rays. 


The family deductible is up to three times the individual deductible and is met when: 


• eligible family members each meet the individual deductible; or 


• the total of covered expenses for all eligible family members equals the family deductible 
amount after at least one person has met the individual deductible. 


The orthodontic deductible is separate from the calendar year deductible.  The orthodontic 
deductible is applied to a Participant once per lifetime. 


Carryover Deductible 
Any charges paid during the months of October, November or December which are used to 
meet your deductible will be carried over to the following year and will reduce the amount of 
the deductible you’ll have to pay the following year.  If the expenses applied against the 
deductible during those three months satisfy the entire deductible amount, you will both need 
to satisfy a new deductible in the following calendar year. 


Common Accident Feature 
If two of more covered family members have injuries to the teeth or mouth in the same 
accident, only one Calendar Year Deductible will have to be paid that Year.  This Covers all of 
the combined family expenses due to that accident during that year. 


Covered Dental Expenses 
Dental expenses are covered if they are started and are completed while you are covered for 
dental benefits under Fulton County’s dental Plan.  They also must be performed by or under 
the direction of a dentist. 


In the event a Participant transfers from the care on one dentist to the care of another dentist 
during the course of treatment, or if more than one dentist renders services for the same dental 
procedure, the Plan will not be liable for more than the amount it would have been liable for 
had only one dentist rendered the services. 


The following schedule lists those expenses considered essential for the care of your teeth. 


A dental service is deemed to start when the actual performance of the service starts except: 


• for fixed bridgework and full or partial dentures, it starts when the first impressions are 
taken and/or teeth that are next to the bridge or dentures are fully prepared; 


• for crown, inlay or onlay, it starts on the first date of preparation of the tooth involved; or 


• for root canal therapy, it starts when the pulp chamber of the tooth is opened.   


Covered dental expenses will not include: 
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• any expenses incurred for a dental services completed more than three months after your 
dental expense benefits terminate; 


• any charges that exceed the maximum shown for a dental services in the Dental Summary 
of Benefits. 


Maximum Allowance 
The calendar year maximum is shown in the Dental Summary of Benefits.  This amount is 
provided for each Participant enrolled.  This maximum is based on a percentage of payment of 
the reasonable and customary charges for services rendered.  All services are limited to this 
combined yearly maximum per Participant per calendar year.  This calendar year maximum 
does not apply to Orthodontic benefits.  Orthodontic benefits have a lifetime maximum as 
shown in the Dental Summary of Benefits. 


Covered Dental Services 
Diagnostic and Preventive Services 
Your Plan pays the amount shown in the Dental Summary of Benefits of eligible expenses for 
the following services. 


• Prophylaxis 


This includes cleansing, scaling and polishing of teeth once every 6 months.  This service 
must be performed by a dentist or by a licensed dental hygienist under the supervision of a 
dentist. 


• Topical application of fluoride 


Two treatments per calendar year for Participants under age 19.  The service must be 
performed by a dentist or a licensed dental hygienist under the supervision of a dentist. 


• Space Maintainers 


Services to maintain existing space form the premature loss or extraction of deciduous 
teeth (primary or baby teeth) by means of a fixed or removable appliance designed to 
prevent adjacent and opposing teeth from moving. 


• Routine Oral Examinations 


Routine oral exams are covered once every 6 months.  This includes such procedures as 
case history, charting of existing restorations and defects, pocket probing, transillumination 
and mobility evaluation performed by a dentist that aid in making diagnostic conclusions 
about the oral health of an individual patient and the dental care required.  It also includes 
recall examinations (for a review and recording of changes occurring since the last 
examination) and a treatment program if necessary. 
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• Dental X-rays 


Radiographs, full mouth X-rays or panoramic X-rays (not more than once in any period of 
36 consecutive months).  It also includes bitewing and other X-rays as part of a routine 
exam once every 6 months.  Other dental x-rays and laboratory tests are covered as 
required in connection with the diagnosis of a specific condition requiring treatment. 


General Services 
After the deductible is met, your Plan pays the amount shown in the Dental Summary of 
Benefits of eligible expenses for the following services. 


• Oral Surgery 


Pulling teeth (extractions) and cutting procedures in the mouth (oral surgery).  Treatment 
of jaw fractures and dislocations are also covered.  Extra charges for removing stitches and 
exams after surgery are not covered. 


• Root canal work (endodontic treatment) 


• Treatment of gums and mouth tissues (periodontic treatment) 


• General Anesthetics 


Covered for oral surgery, fractures, dislocations and treatment of the gums.  GIA considers 
local anesthetics to be included in the charges for treatment.  Extra charges for local 
anesthetics are not covered. 


• Antibiotic drugs which are injected by a dentist or physician. 


• Fillings 


      Covers silver (amalgam), silicate, plastic porcelain and composite fillings. 


• Prosthetic Services and Supplies (Repairs and Rebasing) 


o Coverage is provided to broken crowns, inlays, bridgework and dentures.  This does 
not include adjustments made to new dentures or bridgework during the first 6 months 
after they are installed.  Those charges are considered to be included in the cost of the 
new denture of bridgework.  Extra charges are not covered. 


o Coverage is provided for rebasing or relining dentures which are over 6 months old.  If 
the benefit pays for a new denture, it will not pay to rebase or reline the old denture. 


o Adding teeth to fixed bridgework or partial denture to replace missing natural teeth. 
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Major Services 
After the deductible is met, your Plan pays the amount shown in the Dental Summary of 
Benefits of eligible expenses for the following services. 


• Crowns 


o Crowns and gold fillings to repair a tooth broken down by decay or injury subject to the 
following conditions: 


o Charges for these restorations are covered only if the tooth cannot be repaired with a 
less expensive type of filling.  If the tooth can be repaired by a less expensive method, 
only that charge will be covered. 


o Charges for replacement crowns and gold fillings are covered only if the old crown or 
filling is over 5 years old. 


• Prosthetic Services and Supplies 


o Full or partial denture and fixed bridgework to replace missing natural teeth. 


o Full or partial dentures and fixed bridgework to replace an existing denture or bridge 
that cannot be made serviceable.  If installed while the Participant was covered under 
this Plan, the existing denture or bridge must be over 5 years old. 


Charges for special techniques or precision attachments are not covered.  Charges for any 
special work that you ask to have done on a standard denture are not covered.  Charges made 
for adjustments to new dentures or bridgework during the first 6 months after they are installed 
are not covered.  Those charges are considered to be included in the cost of the new denture or 
bridgework.  Extra charges are not covered. 


A permanent denture may replace a temporary one.  In this case, benefits are limited to the 
charge for the permanent one. 


Orthodontic Services 
In addition to the dental benefits described above, Fulton County employees are also offered 
Orthodontia services, the straightening of teeth.  After the $50 per Participant Lifetime 
Orthodontic Deductible is met, the Plan pays the percentage shown in the Dental Summary of 
Benefits of eligible orthodontic expenses. 


• Covered Orthodontic Services 


Covered services are reasonable and customary charges made by a dentist for straightening 
teeth.  This includes the following: 


o Diagnostic procedures; 


o Appliances to realign the teeth. 


Necessary space maintainers and pulling teeth are covered under the non-orthodontic 
section of dental coverage. 
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The dentist charges will be included as eligible charges only if both of the following 
conditions are met: 


o The first active appliance is installed while the person is covered. 


o The dentist diagnoses one of the following problems: 


 The upper teeth protrude over the lower teeth by 4 or more millimeters. 


 There is an open bite (front upper and lower teeth do not meet) of 4 or more 
millimeters. 


 The gum area is more than 4 millimeters too large or small for the teeth.  (Arch 
length discrepancy of 4 or more millimeters.) 


 Teeth are in crossbite.  (Extreme buccolingual version of teeth.) 
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Pretreatment Review 
A program called Pretreatment Review will give you and your dentist the opportunity to 
discuss your treatment plan and all related charges before you or an eligible family member 
undergoes any major dental treatment.  Since the Plan reserves the right to pay for a less 
expensive procedure if it would be as effective, you should use the pretreatment review process 
any time you expect to have dental charges over $150. 


Whenever your dentist recommends extensive dental work (such as a root canal or crown), a 
description of the type and expected cost of the planned treatment may be sent to Delta Dental 
on a claim form completed by your dentist.  Any subsequent major changes in the treatment 
plan should also be submitted for review.  By reviewing the proposed dental treatment and 
expected charges, Delta Dental will be able to tell your dentist how much the Plan will pay for 
the particular covered services.  Delta Dental will also be able to tell your dentist whether 
another, more cost-effective treatment would be just as effective in treating your needs.  Then, 
you and your dentist can decide how to proceed based on the pretreatment review. 


Pretreatment review is not necessary for emergency treatment, routine oral examinations, X-
rays, teeth cleansing, fluoride treatments or for courses of treatment under $150. 


There may be times when your dentist recommends a dental service and an alternate dental 
service could provide adequate treatment, based on common dental standards.  When this 
happens, Delta Dental will determine the service for which payment will be made. 


What’s Not Covered by the Dental Plan 
• Treatment by someone other than a dentist, dental physician, or dental technician under the 


direction of a dentist or dental physician. 


• Dental Services which is the result of an injury or disease for which your are entitled to 
benefits, in whole or in part, under Workers’ Compensation or employer’s liability laws. 


• Work done mainly to improve appearance (cosmetic dentistry). 


• Any work done or appliance used to increase the distance between your nose and chin. 


• Any work done or appliance used to change the way the top and bottom teeth meet or 
mesh. 


• Facings or veneers on molar crowns or molar false teeth. 


• Training or supplies used to educate people on the care of their teeth. 


• Injury caused by war or international armed conflict. 


• Charges for crowns and fillings not listed as covered this booklet. 


• Expenses incurred before you or your dependent(s) were insured under this Plan. 


• Your dependent’s expenses if the dependent is receiving benefits for the same expenses 
under the Plan as an Employee. 


• Expenses which you yourself are not legally required to pay. 
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• Dental services furnished or available to a Participant in while or in part under the laws of 
the United States, or any state, or political subdivision. 


• Treatment for any condition, disease, ailment, injury, or diagnostic service to the extent 
that benefits are provided, or would have been provided had claim been duly made 
therefore under Title XVIII of the Social Security Act of 1965 (Medicare), including 
amendments thereto. 


• Gold foil restorations. 


• Services and supplies which are experimental or investigational in nature: meaning any 
treatment, procedure, facility, equipment, drugs, devices, or supplies not recognized as 
accepted practice by the Plan, and any such item requiring federal or other governmental 
agency approval not granted at the time services are rendered. 


• Periodontal splinting (intracoronal and extracoronal). 


• Charges for failure to keep a scheduled visit with the dentist or charges for completion of 
claim forms. 


• Implantology. 


• Charges for inpatient hospital care such as room, board, ancillary and other services or 
facility charges for outpatient hospital/freestanding surgical facility. 


• Separate charges for general anesthesia. 


Coordination of Group Health and Dental Program Benefits 
Any dental services eligible for coverage under your health care expense Plan will be payable 
according to the provisions of the health care Plan.  No benefits are provided under the dental 
Plan for such services. 


Dental Benefits Extension 
If you or your covered family members incur expenses for fixed bridgework, full or partial 
dentures, crowns, or root canal therapy while you are covered under the Dental Plan, coverage 
will be extended provided such services are completed within 90 days after your dental 
coverage terminates. 
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How to File Your Dental Claim 
In order to be reimbursed for your or a covered family member’s dental care, you must submit 
a claim form.  Benefit payments will be paid to you unless you have indicated on the claim 
form that you wish to pay the dentist directly.  Your promptness in submitting the required 
claim forms (which should be fully completed by you and your dentist) will result in faster 
payment of your claim.  You may get these forms from the Fulton County Employee Portal.  
All completed forms should be submitted directly to Delta Dental.  The address and telephone 
numbers are shown below: 


Delta Dental Insurance Company 


P.O.  Box 1809’Alpharetta, GA 30023-1809 


www.deltadentalins.com 


Toll Free 1-800-616-3631 


 
Note: Certain dental procedures may be covered under your medical Plan.  Contact your 
Employee Benefits Office with any questions. 


Remember—prompt submission of required claim form results in faster payment of your 
claims. 


 


Please visit www.deltadentalins.com or call 1-800-616-3631 for information regarding your 
individual dental benefit claims questions, amount of benefit used, or to order new cards. 
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FULTON COUNTY 
SUMMARY PLAN DESCRIPTION 
 
This document, which is called the Summary Plan Description (SPD), describes the 
benefit plans (herein called the Plan) provided herein as established by Fulton County 
(herein called the Employer or Plan Sponsor).  Fulton County is a self-insured Employer. 


Every effort has been made to accurately describe the Plan in this SPD Booklet.  This 
SPD will serve as the Plan Document.
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INTRODUCTION 
Benefits are an important part of the compensation you receive from Fulton County.  
Therefore, Fulton County offers a complete package of benefits which is flexible enough 
to help meet your needs, regardless of your family situation or stage of life. 


Overview of Program 
The benefits provided by Fulton County’s health Plan are: 


• Medical; 


o Comprehensive Medical Plan (PPO) for retirees under age 65 


o Comprehensive Medical Plan (PPO Plus) for retirees under age 65 who retired 
prior to January 1, 1992 


o Medicare Health Insurance Program 


o Health Maintenance Organization (HMO) 


• Employee Assistance Program; 


• Mental Health Care/Substance Abuse Plan; 


• Prescription Drug Plan; 


• Dental Plan; 


• Vision Plan. 


The information in this SPD Booklet will help you understand and get the most out of 
your benefits program.  In this SPD Booklet you will find: 


• An overview of Fulton County’s health benefits program; 


• Detailed descriptions of the benefits plans; 


• Enrollment information; 


• Information on how to file claims; 


• Information about how important changes in you life can affect your benefits. 


Please take the time to review these materials carefully.  If you still have questions about 
the benefit Plans after reading this booklet, refer to page iv for a list of contacts you can 
call for further information. 
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HEALTH CARE PLAN CONTACTS 
 


Plan/Service 
 
Medical/HMO/Prescription 
Drugs 
 
 
Mail Order Drugs 
 
Pre-Admission Certification 
And Referral Authorization 
 
 
BlueChoice On-Call 
 
 
 
Medical/Comprehensive 
Medical/PPO/Prescription 
Drugs 
 
Mail Order Drugs 
 
Pre-Admission Certification 
 
 
EAP 
 
 
Mental Health and Substance 
Abuse Care or Services 
 
Dental Plan 
 
Vision Plan 
 
Fulton County Employee 
Pension Office 


Contact 
 
BlueCross BlueShield 
Healthcare Plan of Georgia, 
Inc. 
 
Express Scripts, Inc. 
 
BlueCross BlueShield 
Healthcare Plan of Georgia, 
Inc. 
 
BlueCross BlueShield 
Healthcare Plan of Georgia, 
Inc. 
 
Blue Cross and Blue Shield of 
Georgia, Inc. 
 
 
Express Scripts, Inc. 
 
Blue Cross and Blue Shield of 
Georgia, Inc. 
 
Blue Cross and Blue Shield of 
Georgia 
 
Blue Cross and Blue Shield of 
Georgia 
 
Delta Dental Insurance Co. 
 
EyeMed Vision Care 
 


Phone Numbers 
 
Toll free 1-800-474-2227 
 
 
 
Toll free 1-888-613-6091 
 
Toll free 1-800-662-9023 
 
 
 
Toll free 1-888-724-2583 
 
 
 
Toll free 1-800-474-2227 
 
 
 
Toll free 1-888-613-6091 
 
Toll free 1-800-999-7222 
 
 
Toll free 1-800-474-2227 
 
 
Toll free 1-800-474-2227 
 
 
1-800-616-3631 
 
1-866-723-0513 
 
(404) 614-4228 
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Eligibility Information 
For PPO/PPO Plus coverage, there is a 12 month pre-existing condition waiting period 
except for maternity benefits.  If a Participant enrolls within 31 days of being eligible and 
has 12 months of prior Creditable Coverage with no significant break in coverage, the 
pre-existing condition waiting period will not apply.   


Coverage for You 
This SPD Booklet describes the benefits you may receive under your health care Plan.  You are 
called the Employee (Retiree) or Participant. 


You are eligible to elect coverage under the Fulton County Plan if you are: 


• a former Employee retired from Fulton County and you commence to receive a benefit 
other than a “vested pension benefit” from the Fulton County Retirement System (FCERS), 
General Employees, Public Safety or Judges and Solicitors, or 


• a former Employee of any entity of Fulton County that was covered under the Plan at 
retirement and you immediately elected to continue under this Plan as a retired Employee, 
or 


• a former Employee retired from Fulton County and you meet any of the following 
requirements: 


o Age 65 and 10 years of Creditable Service (as defined below); 


o Age 60 and 15 years of Creditable Service; 


o A combined age and years of Creditable Service that equals at least 79 with at least 10 
years of Fulton County Service; or 


o In the case of an elected official or department head who resigns, fails to be re-elected 
or to run for re-election or whose office is abolished, 10 years of Creditable Service and 
age 55; 


o Total and permanent disability (as defined in the Fulton County Defined Contribution 
Plan) and 10 years of Creditable Service; or 


o In the case of peace officers only, total and permanent disability due to an injury 
sustained in the line of duty. 


Creditable Service means the sum of 1) all “Creditable Service” you have accrued under 
the FCERS, General Employees, Public Safety or Judges and Solicitors Pension Plans, and 
2) all “Years of Service” you have accrued under the Fulton County Defined Contribution 
Plan, plus all sick leave you have accrued while a participant in that plan.  However, you 
will not receive more than one year of Creditable Service for any calendar year. 


You are not eligible for this benefit Plan if you are employed by the Department of Family and 
Children Services; Adult Probation Department; a contract, seasonal or temporary employee; 
or an employee of the Housing Authority of Fulton County at your retirement.  If you are 
covered by this Plan, you may enroll your Covered Dependents. 
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Your Covered Dependents include: 
• Your wife or husband; 


• Your unmarried Dependent children under 19 years of age, legally adopted children from 
the date you assume legal responsibility, and stepchildren.  Also included are your children 
(or children of your spouse) for whom you have legal responsibility resulting from a valid 
court decree. 


These children may be covered to age 25 provided they remain your Dependents and, in 
each calendar year since reaching age 19, are enrolled as full-time students in a post-
secondary institution of higher learning for five calendar months or more.  Children up to 
and including age 25 that were required to withdraw enrollment from a post-secondary 
institution, prevented from enrollment, or required to reduce enrollment below the level 
required for full-time status as a result of an injury or illness shall be entitled to the same 
benefits as if the Dependent continued to be enrolled as a full-time student. 


• Unmarried children who are mentally or physically handicapped and totally dependent on 
you for support, regardless of age with the exception of incapacitated children age 19 or 
older.  To be eligible for coverage as an incapacitated Dependent, the Dependent must have 
been covered under the Plan prior to reaching age 19.  Certification of the handicap is 
required within 31 days of attainment of age 19.  Certification forms are available from 
your Employee Benefits Office and may be required periodically. 


A Note About the Medicare Health Insurance Plan 
You, as a Retiree, and your Dependents who are or become eligible for Medicare will still be 
eligible to participate in a medical plan.  However, once eligible for Medicare coverage, 
coverage under the medical plan will convert to the Medicare Health Insurance Plan.  Under 
the Medicare Health Insurance Plan, benefits will be secondary to Medicare (Parts A and B) 
coverage, which will always be considered primary. 


If You Find a Job After You Retire 
If another employer hires and covers you for health care benefits, the Fulton County Plan 
becomes the secondary plan for coordination of benefits.  This also applies to your Dependents 
if you choose to continue dependent health care coverage. 


Types of Coverage 
The types of coverage available to you are: 


• One-Person—Coverage for you only 


• Two-Person—Coverage for you and one other person (spouse or child) 


• Family—Coverage for you, your spouse and all eligible children 


For the purpose of this Plan, a spouse is defined as a person of the opposite sex from that of the 
enrolling Employee. 
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Effective Date 
Retiree coverage for you and your family will begin on the day you retire.  Your spouse and 
children are eligible for benefits on the day you become eligible. 


Cost of the Plan 
In order to be covered under any of the health options, you must make contributions toward the 
cost of coverage.  This cost is subject to change annually. 


Plan Year 
Your benefits are in effect for a one year period of time known as the Plan Year.  The Plan 
Year or coverage contract year begins on January 1 and ends on December 31. 


Annual Open Enrollment Period 
Each year there will be an open enrollment period held, usually in October.  During this time 
you will be asked to review your benefit needs and elect your benefits for the following Plan 
Year.  If you choose to cover your Dependents, they will be covered under the same medical 
plan(s) you elect for yourself. 


Family Status Changes 
Your elected coverage’s will be in effect for the entire Plan Year.  However, you may elect to 
make a change in coverage if you experience a family status change.  Legal documentation for 
all family status changes must be provided.  In order to make a change, you must submit a 
change form to your Pension Office within 31 days of the change.  The change you make in 
your benefit elections due to the occurrence of a family status change must be consistent with 
the nature of that change.  Claims may be paid only for those Dependents who have been 
reported to the Claims Administrator by completing the correct application. 


Changes in Family Status include: 


• Marriage, divorce or legal separation; 


• Death of the Employee’s spouse or a Dependent; 


• The birth or adoption of a child; 


• Temporary or legal guardianship; 


• Employment status changes for you or your spouse; and 


• Child’s loss of dependent status. 


OBRA 1993 and Qualified Medical Child Support Orders 
The Omnibus Budget Reconciliation Act of 1993 (OBRA 1993) provides specific rules for the 
coverage of adopted children and children subject to a qualified medical child support order 
(QMCSO). 


A Covered Dependent child includes: 
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• An adopted child, regardless of whether or not the adoption has become final.  Pre-existing 
condition limitations will not apply to the child as long as the adoption (or placement for 
adoption) occurs while the Employee is eligible for coverage. 


o An “adopted child” is any person under the age of 18 as of the date of adoption or 
placement for adoption.  “Placement for adoption” means the assumption and retention 
by the Employee of the legal obligation for the total or partial support of a child to be 
adopted.  Placement ends whenever the legal support obligation ends. 


• A child for whom an Employee has received a MCSO (a medical child support order”) 
which has been determined by the Employer or plan administrator to be a qualified medical 
child support order (“QMCSO”). 


o Upon receipt of an MCSO, the Employer or plan administrator will inform the 
Employee and each affected child of its receipt of the order and will explain the 
procedures for determining if the order is a QMCSO.  The Employer will subsequently 
notify the Employee and the child(ren) of the determination. 


A QMCSO cannot require the Employer to provide any type or form of benefit that it is not 
already offering. 


Portability Provision 
Any newly eligible Retiree, Participant, enrollee or Dependent who has had similar coverage 
under another health benefit plan within the previous 63 days is eligible for coverage 
immediately.  The Effective Date of coverage is subject to any length-of-service provision the 
Employer requires; however, any pre-existing condition waiting period will run concurrently.  
A newly eligible person is an individual who was not previously eligible for coverage under 
this Plan.  There is a 12 month pre-existing condition waiting period imposed following the 
Effective Date of coverage; however, this period is waived to the extent that an individual had 
prior Creditable Coverage. 
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THE HEALTH INSURANCE PORTABILITY 
AND ACCOUNTABILITY ACT OF 1996 
Traditionally, many employer-sponsored group health plans limited or denied coverage of 
conditions that were present before the Employee enrolled in that health plan.  These types of 
conditions are known as “pre-existing condition exclusions.” The Health Insurance Portability 
and Accountability Act of 1996 (HIPAA) is a law that includes important new protections to 
working Americans and their families who have pre-existing medical conditions or who might 
suffer discrimination in health coverage based on a factor that relates to the individual’s health. 


HIPAA includes provisions that: 


• Limit exclusions for pre-existing conditions; 


• Prohibit discrimination against Employees and Dependents based on their health status; 
and 


• Guarantee renewability and availability of health coverage to certain Employees and 
individuals. 


The following information provides general guidance on frequently asked questions about 
HIPAA. 


HIPAA Limits The Pre-existing Conditions That Can Be Excluded From 
Coverage 
Under HIPAA, the only pre-existing conditions that may be excluded from coverage are those 
for which medical advice, diagnosis, care or treatment was recommended or received within 
the 6-month period prior to your enrollment date in the Plan.  Your “enrollment date” is your 
first day of health plan coverage, or if there is a waiting period, the first day of your waiting 
period (typically, your date of hire.) 


If you had a medical condition in the past, but have not received any medical advice, diagnosis, 
care or treatment for it within the 6 months prior to your enrollment date in the plan, your old 
condition is not a "pre-existing condition” to which an exclusion can be applied. 


Other “Pre-existing Conditions” That Cannot Be Excluded From Coverage 
Pre-existing condition exclusions cannot be applied to pregnancy, regardless of whether the 
woman had previous coverage.  In addition, a pre-existing condition exclusion cannot be 
applied to a newborn, an adopted child under age 18, or a child under 18 placed for adoption as 
long as the child became covered under the health plan within 30 days of birth, adoption or 
placement for adoption, and provided the child does not incur a subsequent 63-day or longer 
break in coverage.  Finally, genetic information may not be treated as a pre-existing condition 
in the absence of a diagnosis. 
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“Waiting Periods” and Pre-existing Condition Exclusion Period 
HIPAA does not prohibit a plan or issuer from establishing a waiting period.  The waiting 
period is the period that must pass before you or your Dependents are eligible to enroll under 
the terms of a plan.  Some plans have waiting periods and pre-existing condition exclusion 
periods.  However, if a plan has a waiting period and a pre-existing condition exclusion period, 
the pre-existing condition exclusion period must begin when the waiting period begins and 
there are limits on the pre-existing condition exclusion period. 


Determining if You are Subject to any Pre-existing Conditions Exclusion 
Period 
Some plans do not exclude coverage for pre-existing conditions.  A plan must tell you if it has 
a pre-existing condition exclusion period (and can only exclude coverage for a pre-existing 
condition after you have been notified).  However, you may have a right to a reduction in the 
pre-existing condition exclusion period if you have prior health coverage called “Creditable 
Coverage.” 


If a plan does apply a pre-existing condition exclusion period, the plan must make a 
determination regarding your creditable coverage and the length of any pre-existing condition 
exclusion period that applies to you.  Generally, a plan is required to make this determination 
within a reasonable time after you provide a certificate or other information relating to 
creditable coverage. 


How a Plan Determines the Length of a Participant’s Pre-existing 
Condition Exclusion Period 
Under HIPAA, a pre-existing condition exclusion period cannot last longer than 12 months.  
The 12 month period begins on your enrollment date.   


A plan must reduce an individual’s pre-existing condition exclusion period by the number of 
days of an individual’s creditable coverage.  However, a plan is not required to take into 
account any days of creditable coverage that precede a break in coverage of 63 days or more 
(“significant break in coverage”). 


A plan generally receives information about an individual’s creditable coverage from a 
certificate furnished by a prior plan or issuer.  A certificate of creditable coverage must be 
provided automatically to you by a plan or issuer when you lose coverage under a plan or 
become entitled to elect COBRA continuation coverage and when your COBRA continuation 
coverage ceases.  You also have a right to receive a certificate when you request one from your 
plan or insurance company within 24 months of when your coverage ceases.  If you do not 
have a certificate, you may present other evidence of creditable coverage. 
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“Creditable Coverage” 
Most health coverage is creditable coverage, such as coverage under a group health plan 
(including OBRA continuation coverage), HMO, individual health insurance policy, Medicaid, 
or Medicare.  Creditable coverage does not include coverage consisting solely of “excepted 
benefits,” such as coverage solely for limited-scope dental or vision benefits. 


Credit for Previous COBRA Continuation Coverage 
Under HIPAA, any period of time that you are receiving COBRA continuation coverage is 
counted as previous health coverage, as long as the coverage occurred without a break in 
coverage of 63 days or more.  For example, if you were covered continuously for 5 months by 
a previous health plan and then received 7 months of COBRA continuation coverage, you 
would be entitled to receive credit for 12 months of coverage by your new group health plan. 


HIPAA’s Special Enrollment Provisions 
Under HIPAA, group health plans and health insurance issuers are required to provide special 
enrollment periods during which individuals who had previously declined coverage for 
themselves or their Dependents may be allowed to enroll in a plan (without having to wait until 
a plan’s next enrollment period).  The following events trigger special enrollment 
opportunities: (i) if you or your Dependent lose other health coverage (provided you or your 
Dependents had other health insurance coverage when coverage under the Plan was previously 
declined) or (ii) if you have a new Dependent as a result of marriage, birth, adoption or 
placement for adoption. 


You must request enrollment in the Plan within 30 days of the triggering event.  Coverage 
under the Plan must be effective no later than the first day of the first calendar month 
beginning after the date the completed request for enrollment is received by the Plan.  Thus the 
maximum pre-existing condition exclusion period that may be applied to a special enrollee is 
12 months, and the 12 months are reduced by the special enrollee’s prior creditable coverage.  
In addition, a newborn adopted child or child placed for adoption cannot be subject to a pre-
existing condition exclusion period if the child is enrolled within 30 days of birth, adoption, or 
placement for adoption and has no subsequent significant break in coverage. 


HIPAA Privacy Regulations 
The final HIPAA Privacy Regulation becomes effective for compliance on April 14, 2003.  
This regulation establishes a broad set of federal guidelines applicable to the protection of an 
individual’s health information.  The HIPAA Privacy Regulation Controls the use and 
disclosure of protected health information (PHI).  Employers that offer benefits or conduct 
certain services may be required to comply. 


Under the terms of HIPAA, the rules and regulations apply to covered entities defined to 
include health plans, health care clearinghouses, and health care providers who receive, 
maintain, or disclose individually identifiable health information in any form or medium. 


Standards describe who should have access to patient information and circumstances for which 
patient consent or authorization is required. 
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• Health Plans are not required to obtain patient consent to use or disclose health information 
for treatment, payment and health care operations; 


• Other purposes require patient authorization; 


• Disclosure must be tracked. 


Patients are granted the right to: 


• Obtain, inspect and correct or amend their health information; 


• Know how their health information is disclosed or used for purposes other than treatment, 
payment or health care operations; 


• Receive notice about an organization’s information handling and disclosure practices. 


 


HIPAA PRIVACY AMENDMENT TO FULTON COUNTY HEALTH PLAN 


Effective April 14, 2003, the Plan is hereby amended as follows: 


 


PROVISION OF PROTECTED HEALTH INFORMATION TO PLAN SPONSOR 


1. Permitted and Required Uses and Disclosures of Protected Health Information.  Unless 
otherwise prohibited by law, and subject to obtaining written certification pursuant to 
paragraph 4 of this Section, the Plan Sponsor may receive Summary Health Information 
from the Plan or a health insurance issuer or HMO with respect to the Plan provided the 
Plan Sponsor uses or discloses such Summary Health Information for the following 
purposes: 


a. Performing Plan Administration Functions which the Plan Sponsor performs for the Plan; 


b. Obtaining premium bids from insurance companies or other health plans for providing 
insurance coverage under or on behalf of the group health plan; or 


c. Modifying, amending or terminating the group health plan. 


Notwithstanding the provisions of this Plan to the contrary, in no event shall the Plan 
Sponsor be permitted to disclose Protected Health Information in a manner that is 
inconsistent with 45 CFR§164.504(f). 


2. Information Regarding Participation.  Notwithstanding paragraph 1 of this Section, the 
Plan, or a health insurance issuer or HMO with respect to the Plan, may disclose to the Plan 
Sponsor information on whether the individual is participating the Plan, or is enrolled in or 
has disenrolled from the Plan. 


3. Conditions of Disclosure.  Plan Sponsor agrees that with respect to any Protected Health 
Information disclosed to it by the Plan, an insurer or HMO, Plan Sponsor shall: 


a. Not use or further disclose the Protected Health Information other that as permitted or 
required by the Plan or as required by law. 


b. Ensure that any agents, including a subcontractor, to whom it provides Protected Health 
Information received from the Plan agree to the same restrictions and conditions that 
apply to the Plan Sponsor with respect to Protected Health Information. 
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c. Not use or disclose the Protected Health Information for employment-related actions 
and decisions or in connection with any other benefit or employee benefit plan of the 
Plan Sponsor. 


d. Report to the Plan any use or disclosure of the information that is inconsistent with the 
uses or disclosures provided for of which it becomes aware. 


e. Make available Protected Health Information in accordance with 45 CFR§164.524. 


f. Make available Protected Health Information for amendment and incorporate any 
amendments to Protected Health Information in accordance with 45 CFR§164.526. 


g. Make available the information required to provide an accounting of disclosure in 
accordance with 45 CFR§164.528. 


h. Make its internal practices, books and records relating to the use and disclosure of 
Protected Health Information received from the Plan available to the Secretary of 
Health and Human Services for purposes of determining compliance by the Plan with 
subpart E of 45 CFR§164. 


i. If feasible, return or destroy all Protected Health Information received from the Plan 
that the Plan Sponsor still maintains in any form and retain no copies of such 
information when no longer needed for the purpose for which disclosure was made, 
except that, if such return or destruction of the information is infeasible, the Plan 
Sponsor shall maintain the information only for the purpose that makes return of 
destruction infeasible. 


j. Ensure that the adequate separation between Plan and Plan Sponsor, required in 45 
CFR§504(f)(2)(iii), is satisfied. 


4. Certification of Plan Sponsor.  The Plan (or a health insurance issuer or HMO with 
respect to the Plan) shall disclose Protected Health Information to the Plan Sponsor only 
upon the receipt of a certification of the Plan Sponsor that the Plan has been amended to 
incorporate the provisions of 45 CFR§164.504(f)(2)(ii), and that the Plan Sponsor agrees to 
the conditions of disclosure set forth in paragraph 3 of this Section.  The Plan shall not 
disclose and may not permit a health insurance issuer or HMO to disclose Protected Health 
Information to a Plan Sponsor as otherwise permitted herein unless the statement required 
by 45 CFR§164.520(b)(1)(iii)(C) is included in the appropriate notice. 


5. Adequate Separation Between Plan and Plan Sponsor.  The Plan Sponsor shall only 
allow employees of Fulton County’s Finance Department Employee Benefits Division 
access to the Protected Health Information.  These specified employees shall only have 
access to and use Protected Health Information to the extent necessary to perform the Plan 
Administration Function that the Plan Sponsor performs for the Plan.  In the event that any 
of these specified employees do not comply with the provisions of this Section, that 
employee shall be subject to disciplinary action by the Plan Sponsor for non-compliance 
pursuant to the Plan Sponsor’s employee discipline and termination procedures. 


6. Permitted Uses and Disclosure of Summary Health Information.  The Plan (or a health 
insurance issuer or HMO with respect to the Plan) may disclose Summary Health 
Information to the Plan Sponsor, provided the Plan Sponsor requests the Summary Health 
Information for the purpose of: 
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a. Performing Plan Administration Functions which the Plan Sponsor performs for the 
Plan; 


b. Obtaining premium bids from health plans for providing health insurance coverage 
under the Plan; or 


c. Modifying, amending, or terminating the Plan. 


 


DEFINITIONS 


 


Covered Entity means: 


(1) A Health Plan; 


(2) A health care clearinghouse; or 


(3) A health care provider who transmits any Health Information in electronic form 
in connection with an Transaction; 


Health Information means any information, whether oral or recorded in any form or medium 
that: 


(1) Is created or received by a health care provider, Health Plan, public health 
authority, employer, life insurer, school or university, or health care 
clearinghouse; and 


(2) Relates to the past, present or future physical or mental health or condition of an 
individual; the provision of health care to an individual; or the past, present or 
future payment for the provision of health care to an individual. 


Health Plan means any individual or group plan that provides or pays the cost of medical care 
(as defined in Section 28\79(1)(2) of the PHS Act, 42 U.S.C.  §300gg-91(a)(2). 


 


Individually Identifiable Health Information means a subset of Health Information, 
including demographic information collected from an individual, and: 


(1) Is created or received by a health care provider, Health Plan, employer or health 
care clearinghouse; and 


(2) Relates to the past, present or future physical or mental health or condition of an 
individual; the provision of health care to an individual; or the past, present or 
future payment for the provision of health care to an individual; and 


(i) That identifies the individual; or 


(ii) With respect to which there is a reasonable basis to believe the 
information can be used to identify the individual. 


Plan Administration Function means administration functions performed by the Plan 
Sponsor on behalf of the Plan, excluding functions performed by the Plan Sponsor in 
connection with any other benefit or benefit plan of the Plan Sponsor. 
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Plan Sponsor means the employer sponsoring the health plan. 


Protected Health Information means Individually Identifiable Health Information: 


(1) Except as provide in paragraph (2) of this definition, that is: 


(i) Transmitted by electronic media; 


(ii) Maintained in any media described in the definition of electronic media 
at 42 CFR§16.103; or 


(iii) Transmitted or maintained in any other form or medium. 


(2) Protected Health Information excludes Individually Identifiable Health 
Information in: 


(i) Education records covered by the Family Educational Rights and 
Privacy Act, as amended, 20 U.S.C.  §1232g; 


(ii) Records described at 20 U.S.C.  §1232g(a)(4)(B)(iv); and 


(iii) Employment records held by a Covered Entity in its role as employer. 


Summary Health Information means information that (1) summarizes the claims history, 
claims expenses or type of claims experienced by individuals for whom a plan sponsor had 
provided health benefits under a Health Plan; and (2) from which the information described at 
42 CFR§164.514(b)(2)(i) has been deleted, except that the geographic information described in 
42 CFR§164.514(b)(2)(i)(B) need only be aggregated to the level of a five-digit zip code. 


 


Transaction means the transmission of information between two parties to carry out financial 
or administrative activities related to health care. 


 


This Amendment is adopted by a duly authorized representative of the Plan Sponsor with the 
authority to amend the terms of the Plan, and may be relied upon by the Plan officials, Covered 
Entities and Business Associates with respect to the Plan. 
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Claim Appeal Procedures For Medical Care 
Plans PPO, PPO Plus, Medicare Health 
Insurance And HMO 
Inquiries 
As a Plan Participant, you have a right to ask questions about how your claims were paid.  
Here are the steps that you can follow to get those questions answered. 


• Call the Claims Administrator’s Customer Service Department at 1-800-474-2227 between 
7:30 am and 5:30 pm Monday through Friday.  Tell the representative your concern and 
they will work to resolve it as quickly as possible. 


• If you are not satisfied with the answer, you may file a formal complaint, preferably, but 
not necessarily, in writing.  The request for a further review of the Participant’s concerns 
should be addressed to the location provided by the Customer Service Representative at the 
number on the Participant’s ID Card. 


• If, depending on the nature of the complaint, the Participant remains dissatisfied after 
receiving a response, the Participant will be offered the right to appeal the decision.  The 
Claims Administrator will acknowledge receipt of the appeal request (written appeal 
preferred).  At the conclusion of this formalized re-review of the specific concerns, a final 
written response will be generated to you, which will, hopefully bring the matter to a 
satisfactory conclusion. 


• If you remain dissatisfied upon conclusion of the first appeal level, you may again request 
an appeal of the decision.  At the second appeal level, you have the opportunity to 
represent yourself in a formal Grievance Committee setting your own perspective in the 
concerted effort to bring this matter to a satisfactory resolution. 


The Plan hopes that you will always be satisfied with the level of service provided and the 
above steps have been set up to make sure that full attention is given to your concerns. 


Precertification – Procedures Not Covered 
There may be times when a Physician recommends that you have a procedure done and it is 
determined by the Plan before you have it done that this procedure is not covered.  What 
should you do? 


In this case, your Physician has gone through a precertification process with the Claims 
Administrator to determine if the procedure is Medically Necessary and if it is also covered 
under your benefit plan.  The Physician will then receive either a written or verbal decision on 
the procedure to be done.  If you are told that the procedure is not covered, you can ask your 
Physician to call the Claims Administrator and discuss different ways of treating your 
condition that would be covered.  Your Physician will then be able to let you know what 
alternatives are available. 
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The Plan Administrator has the sole discretion to determine whether you are eligible for 
benefits under any option and the amount of any benefits to which you might be entitled, as 
well as to interpret any of the Plan’s provisions, including ambiguous and disputed terms.  The 
Plan Administrator’s determinations and interpretations are final and binding on all parties. 


No Fulton County representative is authorized to waive requirements of benefit plans, to 
interpret their terms, to grant exceptions or to contract with Employees to provide benefits 
beyond those described in this SPD Booklet. 
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MEDICAL CARE OPTIONS 
Health care coverage is one of the most important and costly benefits an employer offers.  
Fulton County’s health benefits Plan offers you a choice of two medical plans so that you can 
choose the type of plan that best meets your personal needs: 


For Retirees Under Age 65 
  The Comprehensive Medical Plan (PPO/PPO Plus) 


  The Health Maintenance Organization (HMO) 


For Retirees Over Age 65 
  The Medicare Health Insurance Plan 


  The Health Maintenance Organization (HMO) 


 
Note:  PPO Plus is a closed group and only available if you are currently 
enrolled. 


Comprehensive Medical Plan (PPO/PPO 
Plus) 
 


The Comprehensive Medical Plan is designed to relieve the burden of large medical bills for 
serious illness and injuries.  Without the protection of this coverage, a serious illness could 
cause you considerable financial hardship.  The Comprehensive Medical Plan is often referred 
to as the indemnity or traditional "fee-for-service" plan.  This type of plan allows you to use 
any licensed Physician or Hospital you choose for your health-care needs.  The Plan pays for a 
portion of your expenses after you meet the required annual Deductible. 


This Preferred Provider feature allows you to receive the maximum benefits from the Plan.  
Blue Cross and blue Shield of Georgia, Inc., an Independent Licensee of the Blue Cross and 
Blue Shield Association (herein called the Claims Administrator), administers the self-funded 
PPO Plan for Fulton County. 


This portion of your SPD Booklet is Attachment B (1) of the Health Plan Document which is 
the legal document that governs your health Plan. 


The health care coverage operates as a comprehensive major medical plan and shares the cost 
of health-care expenses with Participants.  Coverage is divided into two sets of benefits: In-
Network and Out-of-Network.  If you choose In-Network benefits, you must use a Preferred 
Provider.  Utilizing this method means you will not have to pay as much money; your Out-of-
Network expenses will be higher, in most instances, when you use Non-Preferred Providers. 


Retirees who reside outside of Georgia and who receive treatment in that area will 
receive benefits payable at the In-Network percentage. 


The following is a summary of the PPO benefits provided under the Fulton County Plan. 
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PPO Summary of Benefits – In and Out-of-
Network 
These benefits are valid for your Plan's current benefit period.  You will receive a revised 
Summary of Benefits if there is a change in your benefits.  All In-Network care must be 
received from a Preferred Provider. 


Calendar Year Deductible (In-Network and Out-of-Network Combined) 
Individual ................................................................................................................................$250 


Family .....................................................................................................................................$500 


All Eligible Charges are subject to the Calendar Year Deductible unless otherwise noted. 


Out-of-Pocket Limit Per Calendar Year (in addition to the Deductible) 
Individual .............................................................................................................................$1,500 


Family ..................................................................................................................................$3,000 


Percentage Payable (Unless Otherwise Specified) 
In-Network payments are based on Eligible Charges and negotiated fees.  Out-of-Network 
payments are based on Eligible Charges. 


 In-Network Out-of-Network 


The Plan pays 80% 60% 


The Participant pays 20% 40% 


The percentage payable after Out-of-Pocket Limit is met 100% 100% 


Emergency Room Services   


Life-threatening medical conditions 80% 80% 


Non-emergency use of emergency room is NOT covered   


Mental Health Care and Substance Abuse Treatment   


Inpatient* 80% 60% 


Outpatient 80% 60% 


Intermediate/Alternative Care* 80% 60% 


 
*Inpatient and Intermediate/Alternative Care requires prior authorization. 
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Accidental Injury (Outpatient Services)   


Outpatient services rendered within 14 days of an accident
(not subject to the calendar year Deductible) 


100% 100% 


Ambulance 80% 80% 


Hospital Inpatient Admission 80% 60% 


Surgeon's Charges 80% 60% 


Lab, X-ray and Other Covered Diagnostic Tests 80% 60% 


Physician's Office Visits 80% 60% 


Maternity Services 
(includes pre- and post-natal) 


Delivery 


80% 


 


80% 


60% 


 


60% 


Birthing Centers 80% 80% 


Second Surgical Opinion – Voluntary 
(not subject to the Deductible) 


100% 100% 


Preventive Care 
Physical Health Assessment 


Routine Immunizations 


Annual Gynecology Tissue Exam 


Mammogram Screening 


Prostate Exam 


Child Wellness (not subject to the Deductible) 


 


100% 


100% 


100% 


100% 


100% 


100% 


 


100% 


100% 


100% 


100% 


100% 


100% 


Allergy Testing, Shots and Serum 80% 60% 


Pre-admission Testing 80% 60% 


Speech Therapy – 30 visits per calendar year 80% 60% 


Hospice Care Services 80% 80% 


Durable Medical Equipment 80% 80% 


External Prosthetic Appliances 80% 80% 


Chiropractic Care - $1,000 calendar year maximum 80% 80% 


Home Health Care Services - 120 visits per calendar 
year 


80% 80% 
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Physical Therapy – 60 visits per calendar year 80% 80% 


Respiratory Therapy 80% 80% 


Skilled Nursing Facility – 120 days per calendar year 80% 80% 


Hearing Aid Benefit 


Urgent Care 


80% 


80% 


80% 


60% 


Prescription Drugs: 
 
Retail Pharmacy/Specialty Pharmacy – (30-day supply - Participating Pharmacies) 
Tier 1 - Generic Preferred, Copayment per prescription ............................................................$5  


Tier 2 - Brand Preferred, Copayment per prescription .............................................................$20 


Tier 3 - Non-Preferred, Copayment per prescription................................................................$40 


Specialty & Injectable Drugs....................................................................................................$50 


Non-Formulary .......................................................................................................Not Covered* 


Mail Order Drugs - Maintenance Only (90-day supply) 
Tier 1 - Generic Preferred, Copayment per prescription ..........................................................$10  


Tier 2 - Brand Preferred, Copayment per prescription .............................................................$40 


Tier 3 - Non-Preferred, Copayment per prescription................................................................$80 


Specialty & Injectable Drugs..................................................................................................$100 


Non-Formulary .......................................................................................................Not Covered* 


*Except under conditions described in the Prescription Drug Program section of the Certificate 
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Pre-Admission Certification (PAC) 
Required for ALL Hospital admissions (including birthing centers).  (Emergency or maternity 
admissions must be certified within 48 hours.) 


If you are admitted to a Preferred or Participating Hospital or facility and PAC is not obtained, 
the Hospital or facility will be responsible for the services.  Any days exceeding the authorized 
length of stay will be denied.  However, if all In-Network guidelines are followed, the 
Participant is held harmless. 


If you are admitted to a non-Preferred Hospital or facility and PAC is not obtained, all charges 
will be denied.  You will be responsible for all Hospital or facility charges. 


Remember:  PAC is not a guarantee of payment. 


If you are admitted to a Hospital and the admission is determined not to be Medically 
Necessary, no benefits will be provided for that admission and related Physician charges. 


Outpatient Precertification is also required for specified procedures listed in the Pre-Admission 
Certification (PAC) section of this SPD Booklet. 


Calendar Year Maximums 
The In-Network calendar year maximums are combined with the Out-of-Network calendar 
year maximums.  These are not separate maximums. 
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PPO Payment Terms 
Note:  Capitalized terms such as Covered Services, Medical Necessity, Preferred Provider 
and Out-of-Pocket Limit are defined in this Definitions section. 
Providers are compensated using a variety of payment arrangements, including fee for service, 
per diem, discounted charges, and global reimbursement. 


Covered Services must be Medically Necessary, and coverage or certification of services 
that are not Medically Necessary may be denied. 


Calendar Year Deductible 
Before your Plan begins to pay benefits, you must meet any Deductible required.  Deductible 
requirements are stated in the Summary of Benefits. 


The family deductible, which is two times the individual Deductible, is met when: 


• two eligible family Participants each meet the individual Deductible; or 


• the total of Covered Services for all eligible family Participants equals the family 
deductible.  A Participant cannot satisfy more than the Individual Deductible amount. 


Coinsurance and Out-of-Pocket Limit 
After the Deductible is met, the percentage payable by the Plan is stated in the Summary of 
Benefits.  The portion which you must pay (the Out-of-Pocket Limit) is stated in the 
Summary of Benefits.  After you reach your Out-of-Pocket Limit (plus any required 
Deductible), your Plan pays 100% of Covered Services for the remainder of the calendar year.  
A Participant cannot satisfy more than the Individual Out-of-Pocket Limit. 


Eligible charges are based on the Claims Administrator's determination of Usual, Customary, 
and Reasonable (UCR) fees, a provider's contracted fee schedule, the applicable 
Reimbursement Rate and negotiated fees. 


Out-of-Pocket Limits for Preferred and Non-Preferred Providers are combined. 


Deductibles and Out-of-Pocket Limits do not include charges you pay for expenses that are not 
covered by the Plan, charges over UCR, or charges you incur because you did not obtain Pre-
Admission Certification (PAC). 


Common Accident/Multiple Birth 
If you and one or more of your Dependents are Injured in the same accident, only one 
Deductible amount must be met before benefits are payable.  In addition, only one Deductible 
amount must be satisfied for two or more of your Dependents born in a multiple birth if the 
charges are made for: 


• premature birth; 


• abnormal congenital condition; or 


• Injury or sickness that starts within 30 days after their birth. 
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PPO Exception 
There may be times when the medical services you or your Dependents need is not available 
from a Preferred Provider.  If this happens, the Plan will provide benefits for Covered Services 
at the In-Network percentage payable. 
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PPO Pre-Admission Certificate (PAC) 
If Medicare is primary, PAC is not required. 


PAC is a requirement for both In-Network and Out-of-Network benefits. 


The Pre-Admission Certification Process 
• Length-of-Stay Assignment to indicate the number of Inpatient days usually Medically 


Necessary to treat a condition; 


• Continued Stay Review/Concurrent Review to determine whether a continued Inpatient 
stay is Medically Necessary; 


• Admission Review to determine whether an unscheduled Inpatient admission or an 
admission not subject to pre-admission review was Medically Necessary; 


• Discharge Planning to assess the Participant's need for additional treatment after Hospital 
discharge. 


In-Network 
• If you are hospitalized other than in an emergency and Pre-Admission Certification was not 


obtained, all charges will be denied.  You will be held harmless if all Network guidelines 
are followed and you were admitted to a Preferred Hospital or Participating Hospital.  This 
means you will not be responsible for any bill in excess of the related Deductible, 
Coinsurance that applies and Non-Covered Services. 


• If a Participant exceeds the number of days assigned under this program, the Hospital's 
charges for additional days beyond the assigned length of stay will not be paid.  If all In-
Network guidelines are followed, the Participant will not be responsible for the charges 
except the normal Deductible, Coinsurance and Non-Covered Services. 


• Ineligible Charges are always the Participant's responsibility. 


• PAC is the responsibility of the Preferred Hospital or Preferred Physician. 


Out-of-Network Care 
• You, the Physician or the Hospital must obtain approval for all Hospital admissions. 


• If you are hospitalized other than in an emergency and Pre-Admission Certification was not 
obtained, all charges will be denied.  You – the Participant – will be responsible for all 
Hospital charges. 


• If you obtained Pre-Admission Certification but exceed the number of days allowed 
through the PAC process, you will be responsible for all of the charges for those days. 


• Ineligible Charges are always the Participant's responsibility. 


If you are admitted to a Preferred or Non-Preferred Hospital and the admission is determined 
not to be Medically Necessary, all charges for that admission and related Physician charges 
will be Ineligible Charges. 
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Out-of-Network providers are under no obligation to hold you harmless for those charges, so 
you may be responsible for the full amount of all of those charges. 


Pre-Admission Certification is not a guarantee of payment.  Admissions are approved only 
when the appropriateness of the Inpatient setting can be substantiated.  Actual payment is 
based upon eligibility for coverage and the effective date for any Participant and also will be 
Dependent on, but not limited to, specific Plan coverage and the status of the coverage on the 
date services are rendered.  The Plan will not cover services related to specific exclusions and 
limitations, including but not limited to, Custodial Care, Experimental and Investigative 
procedures, pre-existing conditions during the waiting period and services determined not 
Medically Necessary. 


Outpatient Precertification Requirements. 
Outpatient precertification is a requirement for In-Network and Out-of-Network benefits. 


Precertification is required for the following outpatient procedures. 


• Home Health Care Services; 


• All outpatient surgery including Laproscopic and Arthroscopic procedures; 


• DME (Durable Medical Equipment) over $150; 


• All MRIs Magnetic Resonance Imaging); 


• All Scans including CT; 


• EMGs; 


• All scope procedures including Endoscopy and Colonoscopy; 


• Myelography; 


• Cardiac Catheterization 


(This list is subject to change) 


Preferred and Participating Providers 
• If the Participant receives treatment and Precertification was not obtained, or the treatment 


is determined not to be Medically Necessary, all charges will be Ineligible Charges.  the 
Participant will be held harmless if all In-Network guidelines are followed and services are 
performed by a Preferred or Participating Provider.  This means the Participant will not be 
responsible for any bill in excess of the related Coinsurance and/or Deductible amount. 


• Charges for Non-Covered Services are always the Participant's responsibility. 


• Precertification is the responsibility of the Preferred or Participating Physician. 
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Non-Preferred or Non-Participating Provider 
• The Participant or the Physician must obtain approval for all procedures listed above. 


• If the Participant receives treatment and Precertification was not obtained, all charges will 
be denied.  The Participant will be responsible for the charges related to the outpatient 
surgical procedure. 


• If the Participant receives treatment and the procedure is determined not to be Medically 
Necessary, all charges for that procedure will be Ineligible Charges.  Out-of-Network 
Providers are under no obligation to hold a Participant harmless for those charges, so the 
Participant may be responsible for the full amount of all those charges. 
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PPO Benefits 
PPO Payment Terms apply to all Covered Services.  The following services are applicable 
to In-Network and Out-of-Network benefits. 
All Covered Services must be Medically Necessary, whether provided through In-Network 
Providers or Out-of-Network Providers 


Hospital Services 
Eligible Charges are considered the same whether treatment is received at a Preferred or Non-
Preferred Hospital.  However, payment is significantly reduced if services are received at a 
Non-Preferred Hospital.  The Plan provides Covered Services when the following services are 
Medically Necessary. 


Preferred Inpatient Hospital Services 
• Inpatient room charges.  Covered Services include semiprivate room and board, general 


nursing care, and intensive or cardiac care.  If you stay in a private room.  Eligible Charges 
are based on the Hospital’s prevalent semiprivate rate.  If you are admitted to a Hospital 
that has only private rooms, Eligible Charges are based on the Hospital’s prevalent room 
rate. 


Service and Supplies 
• The Plan covers services and supplies provided and billed by the Hospital while you’re an 


Inpatient, including the use of operating, recovery, and delivery rooms.  Laboratory and 
diagnostic examinations, intravenous solutions, basal metabolism studies, 
electrocardiograms, electroencephalograms, X-ray examinations, and radiation and speech 
therapy are also covered. 


• Convenience items (such as radios, TV’s, record players, telephones, visitor’s meals, etc.) 
will not be covered. 


Length of Stay 
• Determined by Medical Necessity. 


Non-Preferred Hospital Benefits 
If you are confined in the Non-Preferred Hospital, your benefits will be significantly reduced, 
as shown in the Summary of Benefits section. 


Ineligible Hospital Benefits 
No benefits are payable if you are confined in an Ineligible Hospital. 







25 


Outpatient Hospital Services 
Outpatient Services 
Your Plan provides Covered Services when the following outpatient services are Medically 
Necessary: pre-admission tests, surgery, diagnostic x-rays and laboratory services. 


Emergency Care 
Coverage is provided for Hospital emergency room and Physician office care for services 
rendered within 14 days of an Accidental Injury.  These charges are not subject to the calendar 
year Deductible and paid as shown in the Summary of Benefits. 


Emergency room care for services related to a life-threatening medical emergency are subject 
to the calendar year Deductible and paid as shown in the Summary of Benefits. 


Non-emergency use of the emergency room is not covered. 


Other Covered Services 
Medical and Surgical Care 
General care and treatment of illness or Injury, and surgical diagnostic procedures including 
the usual pre- and post-operative care. 


Multiple Surgical Procedures 
Multiple or related surgical procedures are those performed during the same operative session 
(one continuous anesthesia). 


• A primary surgical procedure is the major surgical procedure or objective of the operative 
session. 


• A secondary surgical procedure is one done at the same time as the primary procedure 
which adds to the time or complexity of the surgery. 


• An incidental surgical procedure is: 


o One done during primary surgery without regard to a specific condition or done to 
accomplish the major surgical objective; or 


o A procedure done at the same time as a primary procedure which does not add to the 
time or complexity of the surgery. 


If two or more operations or procedures are performed at the same time, and one is merely 
incidental, benefits are provided only for the primary procedure. 


If two or more operations are performed at the same time, benefits are provided for the primary 
procedure plus one-half of the amount payable for the secondary procedure. 
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Assistant Surgery 
If you have a surgical procedure performed, benefits will be provided for an assistant surgeon’s 
charges only if it is determined that an assistant surgeon’s services are Medically Necessary. 


Reconstructive Surgery 
Reconstructive Surgery is covered only to the extent Medically Necessary: 


• To restore a function of any body area which has been altered by disease, trauma, 
congenital/developmental anomalies or previous therapeutic processes; 


• To correct congenital defects of a dependent child that lead to functional impairment; and 


• To correct medical complications or post-surgical deformity, unless the previous surgery 
was not a Covered Services. 


Breast Cancer Patient Care 
Covered Services are provided for Inpatient care following a mastectomy or lymph node 
dissection until the completion of an appropriate period of stay as determined by the attending 
Physician in consultation with the Participant.  Follow-up visits are also included and may be 
conducted at home or at the Physician’s office as determined by the attending Physician in 
consultation with the Participant. 


Breast Reconstructive Surgery 
Covered Services are provided following a mastectomy for reconstruction of the breast on 
which the mastectomy was performed, surgery and reconstruction of the other breast to 
produce a symmetrical appearance, and prostheses and treatment of physical complication, 
including lymphedemas. 


Covered Oral Surgery and Dental Care 
Includes only the following: 


• Fracture of facial bones; 


• Surgery of joints of the jaw; 


• Lesions of the mouth, lip, or tongue which require a pathological exam; 


• Incision of accessory sinuses, mouth salivary glands or ducts; 


• Dislocations of the jaw; 


• Removal of impacted teeth; 


• Treatment of temporomandibular joint syndrome (TMJ) or myofacial pain including only 
removable appliances for TMJ repositioning and related surgery and diagnostic services.  
Benefits are not provided for fixed or removable appliances which involve movement or 
reposition of the teeth, or operative restoration of teeth (fillings), or prosthetics (crowns, 
bridges, dentures). 
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• Plastic repair of the mouth or lip necessary to correct traumatic injuries or congenital 
defects arising after the effective date of coverage; and 


• Initial services, supplies or appliances for dental care or treatment required as a result of, 
and directly related to, accidental bodily Injury to natural teeth or structure occurring while 
a Participant is covered by this Contract and performed within 180 days after the accident. 


Use of Operating and Treatment Rooms and Equipment 
Coverage for outpatient surgical care 


Diagnostic X-ray and Laboratory Procedures 
These are used to determine the cause of an illness. 


Chemotherapy and Radioisotope, Radiation and Nuclear Medicine Therapy 


Oxygen, Blood and Components, and Administration 


Dressings, Splints, Casts 


Pacemakers and Electrodes 


Dialysis Treatment 
Dialysis treatment is covered for care when Precertification approval has been obtained from 
the Claims Administrator.  The Plan will pay secondary to Medicare Part B, even if a 
Participant has not applied for eligible coverage available through Medicare. 


Clinical Trial Programs for Treatment of Children’s Cancer 
Benefits will be provided for routine patient care cost incurred in connection with the provision 
of goods, services, and benefits to dependent children in connection with approved clinical trial 
programs for the treatment of children’s cancer.  Routine patient care costs means those 
Medically Necessary costs as provided Georgia law. 


Diabetes 
Equipment, supplies, pharmacological agents, and outpatient self-management training and 
education, including nutritional therapy for individuals with insulin-dependent diabetes, 
insulin-using diabetes, gestational diabetes, and non-insulin-using diabetes as prescribed by the 
Physician.  Covered Services for outpatient self-management training and education must be 
provided by a certified, registered or licensed health care professional with expertise in 
diabetes. 
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Osteoporosis 
Benefits will be provided for qualified individuals for reimbursement for scientifically proven 
bone mass measurement (bone density testing) for the prevention, diagnosis and treatment of 
osteoporosis for Participants meeting the Claims Administrator’s criteria. 


Durable Medical Equipment 
This Plan will pay the rental charge up to the purchase price of the equipment.  In addition to 
meeting criteria for Medical Necessity and applicable Precertification requirement, the 
equipment must also be used to improve the functions of a malformed part of the body or to 
prevent or slow further decline of the patient’s medical condition.  The equipment must be 
ordered and/or prescribed by a Physician. 


The equipment must meet the following criteria: 


• It can stand repeated use; 


• It is manufactured solely to serve a medical purpose; 


• It is not merely for comfort or convenience; 


• It is normally not useful to a person not ill or injured; 


• It is ordered by a Physician; 


• The Physician certifies in writing the Medical Necessity for the equipment.  The Physician 
also states the length of time the equipment will be required.  The Claims Administrator 
may require proof of the ongoing Medical Necessity of any item; 


• It is related to the patient’s physical disorder. 


Ambulance Service 
Local service to a Hospital in connection with care for a medical emergency or Accidental 
Injury.  Such service also covers your transfer from one Hospital to another if Medically 
Necessary.  Air ambulance service is not covered unless Medically Necessary. 


Prosthetic Appliance 
Prosthetic devices are covered when used to improve or correct conditions resulting from 
Accidental Injury or illness.  This illness or Injury must have happened after the Participant’s 
effective date. 


Prosthetic devices include: artificial limbs and accessories; artificial eyes, lenses for eyes used 
after surgical removal of the lens(es) of the eye(s) (one pair only); arm braces, leg braces (and 
attached shoes); external prostheses used after breast removal. 


The following items are excluded: corrective shoes; dentures, replacing teeth or structures 
directly supporting teeth, except for traumatic injuries; electrical aids - either anal or urethral; 
hair pieces; implants for cosmetic purposes except for re-construction following mastectomy. 
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Hospital Visits 
The Physician’s visits to his or her patient in the Hospital, except for usual post-operative visits 
(see “Medical and Surgical Care”).  The Plan provides benefits for one daily visit for each 
Physician during the covered period of confinement. 


Benefits for medical care by more than one Physician are not usually provided.  Such benefits 
are only allowed if it can be shown that the supplementary skills of the separate Physician are 
medically necessary for the Participant’s care. 


Consultation Services 
Covered when the special skill and knowledge of a consulting Physician is required for the 
diagnosis or treatment of an illness or Injury.  The Plan provides benefits for one consultation 
per Hospital admission for each consulting Physician.  Second surgical opinion consultations 
are covered and payable at regular Plan benefits. 


Staff consultations required by Hospital rules are excluded.  Referrals, the transfer of a patient 
form one Physician to another for treatment, are not consultations under this Plan. 


General Anesthesia Services 
Covered when ordered by the attending Physician and administered by another Physician who 
customarily bills for such services, in connection with a covered procedure.  To be payable, 
anesthesia must be given with other covered care. 


Such anesthesia service includes the following procedures which are given to cause muscle 
relaxation, loss of feeling, or loss of consciousness; 


• Spinal or regional anesthesia; 


• Injection or inhalation of a drug or other agent (local infiltration is excluded). 


Services of a Certified Registered Nurse Anesthetist (CRNA) will be paid only when billed for 
by the supervising anesthesiologist. 


Anesthesia Services for Certain Dental Patients 
• General anesthesia and associated Hospital or ambulatory surgical facility charges are 


covered in conjunction with dental care provided to the following: 


• Patients age 7 or younger or developmentally disabled. 


• An individual for whom a successful result cannot be expected by local anesthesia due 
to neurological disorder. 


• An individual who has sustained extensive facial or dental trauma, except for a 
Workers’ Compensation claim. 


• Precertification is required. 
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Maternity Care 
Benefits are provided for In-Network and Out-of-Network Maternity Care subject to the 
Deductible and percentage payable stated in the Summary of Benefits. 


Maternity benefits are provided for a female Employee and any eligible female Dependent. 


Routine newborn nursery care is part of the mother’s maternity benefits.  Benefits are provided 
for well baby pediatrician visits performed in the Hospital. 


Should the newborn require other than routine nursery care, the baby should be admitted to the 
Hospital in his or her own name.  (See “Eligibility Information” to add a newborn to your 
coverage.) 


The length of hospitalization which is Medically Necessary will be determined by the 
Participant’s attending Physician in consultation with the mother.  Should the Participant 
(mother or child) be discharged before 48 hours following a normal delivery or 96 hours 
following a cesarean section delivery, the Participant will have access to two post-discharge 
follow-up visits within the 48- or 96-hour period.  These visits may be provided either in the 
Physician’s office or in the Participant’s home by a Home Health Care Agency.  The 
determination of the medically appropriate place of service and the type of the provider 
rendering the service will be made by the Participant’s attending Physician. 


Physical Therapy, Occupational Therapy and Services of Athletic Trainers 
Services by a Physician, a registered physical therapist (R.P.T.), occupational therapist (O.T.), 
or qualified athletic trainers, limited to a combined total maximum visits per calendar year as 
outlined in the Summary of Benefits.  All services rendered must be within the lawful scope 
of practice of, and rendered personally by, the individual provider.  No coverage is available 
when such services are necessitated by Development Delay. 


Chiropractic Care 
Benefits are provided for chiropractic care up to the calendar year maximum as shown in the 
Summary of Benefits.   


Licensed Speech Therapist Services 
Coverage is provided when ordered and supervised by a Physician as outlined in the Summary 
of Benefits.  Coverage is available for conditions as a result of an accident or an illness.  No 
coverage is available when such services are necessitated by Development Delay. 
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Outpatient Surgery 
Preferred Hospital outpatient department or Preferred Freestanding Ambulatory Facility 
charges are covered at regular Plan benefits.  These benefits are subject to both Deductible and 
Percentage Payable requirements.  Benefits for treatment by a Non-Preferred Hospital are 
explained under “Hospital Services”.  Benefits are not provided for a freestanding Ambulatory 
Facility that does not have a participation agreement with the Claims Administrator. 


Ophthalmology 
If you have a medical vision problem, visit the ophthalmologist of your choice for Covered 
Services.  All Eligible Charges are subject to the calendar year Deductible.  Payment for 
Preferred and Non-Preferred Providers office visits will be at 80% UCR.  If you use a Non-
Preferred provider, you will be responsible for the balance of the charges above the Usual, 
Customary and Reasonable Fee. 


If other outpatient or Inpatient medical services are Medically Necessary, such as lab tests, 
hospitalization or X-rays, services must be provided by a Preferred Provider in order for 
payment to be made at 80% UCR.  If a Non-Preferred Provider is used, payment will be made 
at 60% UCR. 


Skilled Nursing Facility Care 
Benefits are provided as outlined in the Summary of Benefits.  This care must be ordered by 
the attending Physician. 


Skilled care during a period of recovery is characterized by: 


• A favorable prognosis; 


• A reasonably predictable recovery time; and 


• Services and/or facilities less intense than those of the acute general Hospital, but greater 
than those normally available at the patient’s residence. 


Covered services include: 


• Semiprivate or ward room charges including general nursing service, meals, and special 
diets.  If a Participant stays in a private room, this Plan pays the amount of the semiprivate 
room rate toward the charge for the private room: 


• Use of special care room; 


• Pathology and Radiology; 


• Physical or speech therapy; 


• Oxygen and other gas therapy; 


• Drugs and solutions used while a patient; 


• Gauze, cotton, fabrics, solutions, plaster and other materials used in dressings, bandages, 
and casts. 
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This benefit is available only if the patient requires a Physician’s continuous care and 24-hour-
a-day nursing care. 


Benefits will not be provided when: 


• A Participant reaches the maximum level of recovery possible and no longer requires other 
than routine care; 


• Care is primarily custodial, not requiring definitive medical or 24-hour-a-day nursing 
service; 


• Care is for mental illness including drug addiction, chronic brain syndromes and 
alcoholism, and no specific medical conditions exist that require care in a Skilled Nursing 
Facility; 


• A Participant is undergoing senile deterioration, mental deficiency or retardation, and has 
no medical condition requiring care; 


• The care rendered is for other than Skilled Convalescent Care. 


Preventive Care 
The following services are covered when provided by a Preferred or Non-Preferred Provider, 
subject to the Deductible and Coinsurance requirements: 


Immunizations 


Mammogram 
Benefits will be provided for mammograms when provided by an eligible provider and 
performed with the following frequency: 


• Once as a base-line mammogram for any female between 35 and 40 years of age; 


• Once every two years for any female between 40 and 50 years of age; 


• Once every year for any female age 50 or above; and 


• When recommended by a Physician for a female considered at risk.  Female at risk means a 
female: 


o Who has a personal history of breast cancer; 


o Who has a personal history of biopsy proven benign breast disease; 


o Whose grandmother, mother, sister, or daughter has had breast cancer; or  


o Who has not given birth prior to age 30. 


Pap Smear 
Benefits will be provided for one pap smear tissue examination per year, or more often when 
ordered by a Physician. 
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Chlamydia Screening Test 
Once annual Chlamydia screening test for covered female Participants who are not more than 
29 years old; or covered females who are more than 29 years of age, if ordered by a Physician. 


Prostate Antigen Test 
Benefits will be provided for annual prostate specific antigen tests for covered males who are 
45 years of age or older; or covered males who are 40 years of age or older, if ordered by a 
Physician. 


Child Wellness Services 
Benefits are provided for child wellness services from birth through age five.  These services 
are not subject to the calendar year Deductible and are paid as shown in the Summary of 
Benefits.  These Covered Services are based on the standards for preventive pediatric health 
care published by the American Academy of Pediatrics. 


Child wellness services include: 


• Periodic health assessments (includes a medical history and appropriate physical exam); 


• Developmental assessment of the child; 


• Age appropriate immunizations; 


• Laboratory testing. 


Home Health Care Services 
Home Health Care provides a program for the Participant’s care and treatment in the home.  
Your coverage is outlined in the Summary of Benefits.  A visit consists of up to 4 hours of 
care.  The program consists of required intermittent skilled care, which may include 
observation, evaluation, teaching and nursing services consistent with the diagnosis, 
established and approved in writing by the Participant’s attending Physician. 


Some special conditions apply: 


• The Physician’s statement and recommended program must be precertified. 


• Claims will be reviewed to verify that services consist of skilled care that is medically 
consistent with the diagnosis. 


• A Participant must be essentially confined at home. 


Covered Services: 
1. Visits by an R.N.  or L.P.N.  Benefits cannot be provided for services if the nurse is related 


to the Participant. 


2. Visits by a qualified physiotherapist or speech therapist and by an inhalation therapist 
certified by the National Board of Respiratory Therapy. 
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3. Visits to render services and/or supplies of a licensed Medical Social Services Worker 
when Medically Necessary to enable the Participant to understand the emotional, social, 
and environmental factors resulting from or affecting the Participant’s illness. 


4. Visits by a Home Health Nursing Aide when rendered under the direct supervision of an 
R.N. 


5. Nutritional guidance when Medially Necessary. 


6. Administration of prescribed drugs. 


7. Oxygen and its administration. 


Home Health Care Benefits shall not be provided for: 
1. Food, housing, homemaker services, sitter, home-delivered meals. 


2. Home Health-Care services which are not Medically Necessary or of a non-skilled level of 
care. 


3. Services and/or supplies which are not included in the Home Health-Care plan as 
described. 


4. Services of a person who ordinarily resides in the patient’s home or is a member of the 
family of either the patient or patient’s spouse. 


5. Any services for any period during which the Participant is not under the continuing care of 
Physician. 


6. Convalescent or custodial care where the Participant has spent a period of time for 
recovery of an illness or surgery and where skilled care is not required or the services being 
rendered are only for aid in daily living, i.e., for the convenience of the patient. 


7. Any services or supplies not specifically listed as covered services. 


8. Dietitian services. 


9. Maintenance therapy. 


10. Private duty nursing care. 


Hospice Care Services 
Hospice benefits cover Inpatient and outpatient services for patients certifies by a Physician as 
terminally ill with a life expectancy of six months or less. 


The Plan provides benefits for Inpatient and outpatient hospice care as stated in the Summary 
of Benefits.  The hospice treatment program must: 


• Be recognized as an approved hospice program by the Claims Administrator; 


• Include support services to help covered family members deal with the patient’s death; and 


• Be directed by a Physician and coordinated by an R.N.  with a treatment plan that: 


o provides an organized system of home care; 


o uses a hospice team; and 
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o has around-the-clock care available. 


To qualify for Hospice Care, the attending Physician must certify that the patient is not 
expected to live more than six months.  Also, the Physician must design and recommend a 
Hospice-Care Program.  The Physician’s statement and recommended program must be 
precertified. 


Organ/Tissue/Bone Marrow Transplant 
The Plan provides benefits for services and supplies rendered with a covered transplant, 
including pre-transplant procedures such as organ harvesting (donor costs), post-operative care 
(including antirejection drug treatment administered in a Hospital) and transplant related 
chemotherapy for cancer limited as follows.  A transplant means a procedure or series of 
procedures by which an organ or tissue is either: 


• Removed form the body of one person (called a donor) and implanted in the body of 
another person (called a recipient); or 


• Removed from and replaced in the same person’s body (called a self-donor). 


A covered transplant means a medically appropriate transplant of one of the following 
organs or tissues only and not others. 
• Human organ or tissue transplants for kidney, cornea, lung, heart, liver or pancreas. 


• Autologous (self-donor) bone marrow transplants with high-dose chemotherapy is 
considered eligible for coverage on prior approval basis, but only if required in the 
treatment of: 


o Non-Hodgkin’s lymphoma, intermediate or high grade Stage III or IVB; 


o Hodgkin’s disease (lymphoma), Stages IIIA, IIIB, IVA, or IVB; 


o Neuroblastoma, Stage III or Stage IV; 


o Acute lymphocytic or nonlymphocytic leukemia patients in first or subsequent 
remission, who are at high risk for relapse and who do not have an HLA-compatible 
donor available for allogenic bone marrow support; 


o Germ cell tumors (e.g., testicular, mediastinal, retroperitoneal, ovarian) that are 
refractory to standard dose chemotherapy, with FDA-approved platinum compounds; 


o Metastatic breast cancer that (a) has not been previously treated with systemic therapy, 
(b) is currently responsive to primary systemic therapy, or (c) has relapsed following 
response to first-line treatment; 


o Newly diagnosed or responsive multiple myeloma, previously untreated disease, those 
in a complete or partial remission, or those in a responsive relapse. 


• Homogenic/allogenic (other donor) or syngeneic hematopoietic stem cells whether 
harvested from bone marrow peripheral blood or from any other source, but only if 
required in the treatment of: 


o aplastic anemia; 


o acute leukemia; 
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o severe combined immunodeficiency exclusive of acquired immune deficiency 
syndrome (AIDS); 


o infantile malignant osteoporosis; 


o chronic myelogenous leukemia; 


o lymphoma (Wiscott-Aldrich syndrome); 


o lysosomal storage disorder; 


o myelodysplastic syndrome. 


“Donor costs” means all costs, direct and indirect (including program administration costs), 
incurred in connection with: 


• medical services required to remove the organ or tissue from wither the donor’s or the self-
donor’s body; 


• preserving it; and 


• transporting it to the site where the transplant is performed. 


In treatment of cancer, the term transplant includes any chemotherapy and related courses of 
treatment which the transplant supports. 


For purposes of this benefit, the term transplant does not include transplant of blood or blood 
derivatives (except hematopoietic stem cells) which will be considered as nontransplant related 
under the terms of the Plan. 


“Facility transplant” means all medically necessary services and supplies provided by a health 
care facility in connection with a covered transplant except donor costs and antirejection drugs. 


“Medically Appropriate” means the recipient or self-donor meets the criteria for a transplant 
established by the Claims Administrator. 


“Professional provider transplant services” means all Medically Necessary services and 
supplies provided by a professional provider in connection with a covered transplant except 
donor costs and antirejection drugs. 


Benefits for Antirejection Drugs 
For antirejection drugs following the covered transplant, The Claims Administrator will pay 
according to the benefits for prescription drugs, if any, under the Plan. 


Precertification Requirement 
All transplant procedures must be pre-certified for type of transplant and be medically 
appropriate according to criteria established by the Claims Administrator.  To pre-certify, call 
the Claims Administrator office using the telephone number on the Identification Card. 


The precertification requirements are a part of the benefit administration of the Plan and are 
not a treatment recommendation.  The actual course of medical treatment the covered person 
chooses remains strictly a matter between the covered person and his or her Physician. 


The Physician must submit a complete medical history, including current diagnosis and name 
if the surgeon who will perform the transplant.  The surgery must be performed at a recognized 
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transplant center.  The donor, donor recipient and the transplant surgery must meet required 
medical selection criteria as defined by the Claims Administrator. 


• If a Participant receives a transplant and the donor is also covered under this Plan, payment 
for the Participant and the donor will be made under each individual’s coverage. 


• If the donor is not covered under this Plan, payment for the Participant and the donor will 
be made under this Plan but will be limited by any payment which might be made under 
any hospitalization coverage plan. 


• If the Participant is the donor and the recipient is not covered under this Plan, payment for 
the Participant will be made under this Plan limited by any payment which might be made 
by the recipient’s hospitalizations coverage with another company.  No payment will be 
made under this Plan for the recipient. 


Please see the Limitations and Exclusions” sections for Non-Covered Services. 


Individual Case Management 
The Individual Case Management program is designed to ensure and provide payment of 
benefits for eligible Participants who, with their attending Physician, agree to treatment under 
an alternative benefit plan intended to provide quality health care under lower cost alternatives.  
Such benefits will be determined on a case-by-case basis, and payment will be made only as 
agreed to under written alternative benefit plan for each program participant. 


The program includes:  


• the identification of potential program participants though active case finding and referral 
mechanisms; 


• eligibility screening; 


• preparation of alternative benefit plans; 


• subsequent to the approval of the parties, transfer to alternative treatment settings in which 
quality care will be provided. 


Eligibility 
A patient receiving benefits under an alternative benefit program may, at any time, elect to 
discontinue the program and revert to regular Plan benefits. 


The claims Administrator is responsible for determining eligibility for cases to be included in 
the program. 


The patient – or legal guardian or family, if applicable – and the attending Physician must 
consent to explore with the Claims Administrator the possibilities of transfer to an alternative 
treatment setting and, prior to implementation, agree to the alternative benefit plan. 
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Benefits 
Benefits will be determined on a case-specific basis depending on the plan of treatment and 
may include Covered Services under the plan. 


Services will be covered and payable as long as the treatment is required as outlined in the 
alternative benefit plan, and in less expensive than the original treatment plan which otherwise 
would have been followed.  The Claims Administrator will determine the maximum approved 
payment allowable under the program. 


Benefits under the program are furnished as an alternative to other Plan benefits and are 
limited to the following: 


1. Services, equipment and supplies which are approved as Medically Necessary for the 
treatment and care of the patient. 


2. Non-structural modifications to the home which are required to meet minimum standards 
for safe operation of equipment. 


3. When necessary for the long term care of the patient in the home-setting, Respite Care to 
relieve family members or other persons caring for the patient at home.  (The Respite Care 
benefit can be credited at a rate of 24 hours for every month of care rendered in the home 
setting, and may be reimbursed for up to 6 consecutive days at a time.  The Claims 
Administrator may approve on an exception basis up to 5 days per month of Respite Care 
when medical review of the case indicates that such action is appropriate.  Payments for 
Respite Care will be deducted from the patient's remaining available benefits under the 
Plan.) 


The patient must obtain pre-authorization from the Claims Administrator regarding the 
treatment plan and proposed setting to be utilized during the respite period. 


Potential cases include but are not limited to: 


• spinal cord Injury; 


• severe head trauma/coma; 


• respiratory dependence; 


• degenerative muscular/neurological disorders; 


• long term IV antibiotics; 


• premature birth; 


• burns; 


• cardiovascular accident; 


• cancer; 


• accidents; 


• terminal illnesses; 


• other cases at the Claims Administrator's discretion. 
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Covered Services 
• Services covered under individual case management will be determined by the Claims 


Administrator, at its sole discretion, on a case-by-case basis.  Benefits may be provided for 
the rehabilitation of a patient on an Inpatient, Outpatient, or out-of-hospital basis, as long 
as they are Medically Necessary, support the plan of treatment, and ensure quality of care. 


• The Plan may provide or coordinate any of the types of Covered Services provided 
pursuant to this SPD Booklet. 


• At its sole discretion, in the context of an individual case management program, the Claims 
Administrator may also provide or arrange for alternative services or extra contractual 
benefits which are either (i) excluded under this SPD Booklet; (ii) neither excluded nor 
defined as Covered Services under this SPD Booklet; or (iii) exceeding the maximum for 
any Covered Service in this SPD Booklet. 


Utilization 
• Benefits will be provided only when and for as long as the Claims Administrator deems 


they are needed.  The approved alternative benefit plan of treatment will establish which 
benefits will be provided and for how long, and shall be subject to Precertification and 
continuing review for Medical Necessity as set forth in such plan of treatment. 


• The total benefits paid will not exceed those which the patient would otherwise have 
received in the absence of Individual Case Management benefits. 


Exclusions 
• Rehabilitation or Custodial Care for Chronic (recurring) conditions that do not, in the 


Claims Administrator's sole discretion, significantly improve in an observable way within a 
reasonable period of time will not be a covered benefit under the Individual Case 
Management program. 


Individual Case Management Definitions 
Case Manager 
The person designated by the Claims Administrator to manage and coordinate the patient's 
medical benefits under the Individual Case Management program.  The Case Manager's role is 
determined by the Claims Administrator. 


Provider 
A Provider may be an facility or practitioner, including but not limited to Ineligible Providers, 
licensed or certified to give services or supplies consistent with the plan of treatment and 
approved by the Claims Administrator. 
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Termination of Individual Case Management 
Services in the alternative benefit plan approved by the Claims Administrator under Individual 
Case Management will cease to be covered benefits under this Plan when extra-contractual 
benefits or alternative services are no longer Medically Necessary, as determined by the 
Claims Administrator due to a change in the patient's condition. 
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Prescription Drug Program 
Under this Plan, you pay the Prescription Drug Copayment shown in the Summary of 


Benefits per prescription or prescription refill and the Plan pays the balance. 


Your benefit design, as shown in the Summary of Benefits, will determine the Copayment or 


Coinsurance of your Prescription Drug program for preferred formulary drugs and non-


preferred drugs that are listed on the Drug Formulary, as well as non-formulary drugs. 


At the time the prescription is dispensed, present your Identification Card at the participating 


pharmacy.  The participating pharmacist will complete and submit the claim for you.  If you do 


not go to a participating pharmacy, you will need to submit the itemized bill to be processed. 


Benefits 


The Prescription Drug Program provides coverage for drugs which, under federal law, may 


only be dispensed with a prescription written by a Physician.  Insulin, which can be obtained 


over the counter, will only be covered under the Prescription Drug Program when accompanied 


by a prescription.  


This program allows for refills of a prescription within one year of the original prescription 


date, as authorized by your Physician. 


A limited number of Prescription Drugs require pre-authorization for Medical Necessity. If 


pre-authorization is not approved, then the designated drug will not be eligible for coverage.  


To determine if a drug requires pre-authorization, please call Customer Service. 


If you choose a Brand Name Drug over a Generic Drug, regardless of whether a generic 


equivalent is available and even if the Physician orders the drug to be “dispensed as written”, 


you will be responsible for the Copayment for the Brand Name Drug outlined in the Summary 


of Benefits.  Any provider willing to abide by the terms and conditions will be paid at the 


preferred rate. 
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Covered Services may include: 


Retail prescription medications that have been prescribed by a Network Provider and obtained 


through a participating pharmacy.  Retail Prescription Drugs shall, in all cases, be dispensed 


according to the Drug Formulary for prescriptions written and filled in and out of network.  


Only those Prescription Drugs included in the Drug Formulary, as amended from time to time 


by the Claims Administrator, may be Covered Services, except as noted below or otherwise 


provided in the Drug Formulary.   


Drug Formulary 


A Participant or prospective Participant shall be entitled upon request, to a copy of the Drug 


Formulary Guide, available through the Member Guide or as a separate reprint.   


The Claims Administrator may only modify the Drug Formulary for the following reasons: 


• Additions of new drugs, including generics, as they become available. 


• Removal of drugs from the marketplace based on either FDA guidance or the 


manufacturer’s decision. 


• Re-classification of drugs from formulary preferred to formulary non-preferred or vice 


versa.  All drug reclassifications are overseen by an independent Physician review 


committee.  Changes can occur: 


• Based on new clinical studies indicating additional or new evidence that can either 


benefit the patient’s outcome or that identifies potential harm to the patient. 


• When multiple Similar Drugs are available such as other drugs within a specific 


drug class (for example anti-inflammatory drugs, anti-depressants or corticosteroid 


asthma inhalers;  


• When a Brand Name Drug loses its patent and generics become available; or  


• When Brand Name Drugs become available over the counter.   


• Re-classification of drugs to non-formulary status when Therapeutic/Clinically Equivalent 


drugs are available including over the counter drugs. 
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Similar Drugs mean drugs within the same drug class or type.  Therapeutic/Clinically 


Equivalent drugs are drugs that can be expected to produce similar therapeutic outcomes for a 


disease or condition.   


You will be notified in writing of drugs changing to non-formulary status at least 30 days prior 


to the Effective Date of the change if you have had a prescription for the drug within the 


previous 12 months of coverage under this plan.  Drugs considered for non-formulary status 


are only those with Therapeutic/Clinically Equivalent alternatives.   


You may use the prior authorization process to request a non-formulary drug.  If your prior 


approval request is denied, you may exercise your right to appeal.  For information regarding 


either the prior authorization or appeals process, please call the customer service number on 


your Identification Card.   You can obtain, without penalty and in a timely fashion, specific 


drugs and medications not included in the Drug Formulary when: 


• You have been taking or using the non-formulary prescription drug prior to its exclusion 


from the formulary and we determine, after consultation with the prescribing Physician, 


that the Drug Formulary’s Therapeutic/Clinically Equivalent is or has been ineffective in 


the treatment of the patient’s disease or condition; or 


• The prescribing Physician determines that the Drug Formulary’s Therapeutic/Clinically 


Equivalent drug causes, or is reasonably expected to cause, adverse or harmful reactions in 


the patient. 


Mail Order 


Maintenance drugs are available via mail order.  To determine if a drug is considered a 


maintenance drug or requires pre-authorization, please call Customer Service.  If a particular 


drug is not on the list of maintenance drugs, then it is not available through mail order. 


Off-Label Drugs 


When prescribed for an individual with a life-threatening or chronic and disabling condition or 


disease benefits are provided for the following: 


• Off-Label Drugs 


• Medically Necessary services associated with the administration of such a drug. 
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An off-Label Drug is one that is prescribed for a use that is different from the use for which 


that drug has been approved for marketing by the federal Food and Drug Administration. 


Voluntary Half-Tablet Program 


The Half-Tablet Program will allow Participants to pay a reduced Copayment or fewer 


instances of Coinsurance on selected “once daily dosage” medications.  The Half-Tablet 


Program allows a Participant to obtain a 30-day supply (15 tablets) of the higher strength 


medication when written by the Physician to take “½ tablet daily” of those medications on the 


approved list.  The Pharmacy and Therapeutics Committee will determine additions and 


deletions to the approved list.  The Half-Tablet Program is strictly voluntary and the 


Participant’s decision to participate should follow consultation with and the concurrence of 


his/her Physician.  To obtain a list of the products available on this program contact 800-474-


2227. 


Specialty Drugs  


Specialty Drugs are typically high cost drugs that are injected or infused in the treatment of 


acute or chronic diseases.  Specialty Drugs often require special handling such as temperature-


controlled packaging and expedited delivery.  Specialty Drugs require preauthorization to be 


considered Medically Necessary.  You may obtain the list of Specialty Drugs by contacting 


Customer Service. 


Specialty Drugs are available via mail order and are shipped directly to you or to a Network 


Provider.  Your treatment plan and specific prescription will determine where administration of 


the drug will occur and by whom.  In order to better support your treatment plan, Specialty 


Drug prescriptions that exceed 30 days may be dispensed in more than one shipment.  When 


this occurs, please note that your total cost for multiple shipments will not exceed the amount 


you would have incurred for a single shipment. 


Additionally, your Copayment and/or Coinsurance may be prorated to support the method of 


distribution and treatment.  If a Network Provider charges an administration fee for Specialty 


Drugs, that amount would be separate from the cost of the mail order shipment(s). 
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Please note that Specialty Drugs may also be obtained from a local pharmacy that agrees to 


accept the same payment terms as the mail order pharmacy, although your portion of the 


payment is subject to change. 


The following are not Covered Services under this Plan: 


• Prescription Drug products for any amount dispensed which exceed the FDA clinically 


recommended dosing schedule; 


• Prescription Drugs received through an Internet pharmacy provider or mail order provider 


except for a designated mail order provider; 


• Non-Legend Vitamins; 


• Over-the-counter items; 


• Cosmetic Drugs (e. g., Propecia); 


• Appetite Suppressants (Anorexiants); 


• Weight Loss Products; 


• Diet supplements; 


• Syringes (for use other than insulin) except when in coordination with an approved 


injectable; 


• Non-contraceptive injectables (except with pre-certification); 


• The administration or injection of any Prescription Drug or any drugs or medicines; 


• Prescription Drugs which are entirely consumed or administered at the time and place 


where the prescription order is issued; 


• Prescription refills in excess of the number specified by the Physician, or any refill 


dispensed after one year from the date of the prescription order; 


• Prescription Drugs for which there is no charge; 


• Charges for items such as therapeutic devices, artificial appliances, or similar devices, 


regardless of their intended use; 
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• Prescription Drugs for use as an Inpatient or outpatient in a Hospital and Prescription 


Drugs provided for use in a convalescent care facility or nursing home which are ordinarily 


furnished by such facility for the care and treatment of Inpatients; 


• Charges for delivery of any Prescription Drugs; 


• Drugs and medicines which do not require a prescription order and which are not 


Prescription Drugs; 


• Prescription Drugs provided by a Physician whether or not a charge is made for such 


Prescription Drugs; 


• Prescription Drugs which are not Medically Necessary or which the Claims Administrator 


determines are not consistent with the diagnosis; 


• Prescription Drugs which the Claims Administrator determines are not provided in 


accordance with accepted professional medical standards in the United States; 


• Any services or supplies which are not specifically listed as covered under this Prescription 


Drug program.; 


• Prescription Drugs which are Experimental or Investigational in nature as explained in the 


“Limitations and Exclusions” section; 


• Vaccines delivered by nasal spray or mist; 


• Prescription medicine for nail fungus except for immunocompromised or diabetic patients; 


• Non-formulary drugs except as described in this Prescription Drug Program section. 
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PPO Plus Plan 
The PPO Plus Plan is very similar to the PPO Plan.  The Summary of Benefits will explain the 
different Deductible and percentage payable amounts between the PPO and PPO Plus Plans.   


If you are covered under the PPO Plus Plan, please refer to the PPO Plus Summary of Benefits 
which will follow this section and the PPO Plus Payment Terms.  To obtain a more detailed 
description of the benefits, please refer to the PPO Benefit section. 
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PPO PLUS Summary of Benefits – In and 
Out-of-Network 
These benefits are valid for your Plan's current benefit period.  You will receive a revised 
Summary of Benefits if there is a change in your benefits.  All In-Network care must be 
received from a Preferred Provider. 


Calendar Year Deductible (In-Network and Out-of-Network Combined) 
Individual ................................................................................................................................$100 


Family .....................................................................................................................................$300 


All Eligible Charges are subject to the Calendar Year Deductible unless otherwise noted. 


Inpatient Per Admission Deductible (Non-Preferred Hospital) .......................................$100 


This applies only to mental health care and Substance Abuse admissions.  (Does not count 
toward the Out-of-Pocket Limit) 


Out-of-Pocket Limit Per Calendar Year (in addition to the Deductible) 
Individual .............................................................................................................................$1,500 


Family ..................................................................................................................................$3,000 


Percentage Payable (Unless Otherwise Specified) 
In-Network payments are based on Eligible Charges and negotiated fees.  Out-of-Network 
payments are based on Eligible Charges. 


 In-Network Out-of-Network 


The Plan pays 90% 80% 


The Participant pays 10% 20% 


The percentage payable after Out-of-Pocket Limit is met 100% 100% 


Emergency Room Services   


Life-threatening medical conditions 90% 90% 


Non-emergency use of emergency room is NOT covered   
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Mental Health Care and Substance Abuse Treatment   


Inpatient  90% 80% 


Outpatient 90% 80% 


Intermediate/Alternative Care 90% 80% 


Accidental Injury (Outpatient Services)   
Outpatient services rendered within 14 days of an accident
(not subject to the calendar year Deductible) 


100% 100% 


Ambulance 90% 90% 


Hospital Inpatient Admission 


Outpatient Physician Services 


90% 


90% 


80% 


90% 


Surgeon's Charges 90% 80% 


Lab, X-ray and Other Covered Diagnostic Tests 90% 80% 


Physician's Office Visits 


Maternity Services 
(includes pre- and post-natal and delivery) 


90% 


90% 


90% 


80% 


Birthing Centers 80% 80% 


Second Surgical Opinion – Voluntary 
(not subject to the Deductible) 


100% 100% 


Preventive Care 
Physical Health Assessment 


Routine Immunizations 


Annual Gynecology Tissue Exam 


Mammogram Screening 


Chlamydia Screening Test 


Prostate Exam 


Child Wellness (not subject to the Deductible) 


 


100% 


100% 


100% 


100% 


100% 


100% 


100% 


 


100% 


100% 


100% 


100% 


100% 


100% 


100% 
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Allergy Testing, Shots and Serum 90% 80% 


Pre-admission Testing 90% 80% 


Speech Therapy – 30 visits per calendar year 90% 90% 


Hospice Care Services   90% 90% 


Durable Medical Equipment 90% 90% 


External Prosthetic Appliances  90% 90% 


Chiropractic Care - $1,000 calendar year maximum 90% 90% 


Home Health Care Services 


120 visits per calendar year 


 


90% 


 


90% 


Physical Therapy – 60 visits per calendar year 90% 90% 


Respiratory Therapy 90% 80% 


Skilled Nursing Facility – 120 days per calendar year 90% 90% 


Hearing Aid Benefit 90% 90% 


Prescription Drugs: 
Retail Pharmacy/Specialty Pharmacy – (30-day supply - Participating Pharmacies) 
Tier 1 - Generic Preferred, Copayment per prescription ............................................................$5  


Tier 2 - Brand Preferred, Copayment per prescription .............................................................$20 


Tier 3 - Non-Preferred, Copayment per prescription................................................................$40 


Specialty & Injectable Drugs....................................................................................................$50 


Non-Formulary .......................................................................................................Not Covered* 


Mail Order Drugs - Maintenance Only (90-day supply) 
Tier 1 - Generic Preferred, Copayment per prescription ..........................................................$10  


Tier 2 - Brand Preferred, Copayment per prescription .............................................................$40 


Tier 3 - Non-Preferred, Copayment per prescription................................................................$80 


Specialty & Injectable Drugs..................................................................................................$100 


Non-Formulary .......................................................................................................Not Covered* 


*Except under conditions described in the Prescription Drug Program section of the Certificate 
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Pre-Admission Certification (PAC) 
Required for ALL Hospital admissions (including birthing centers).  (Emergency or maternity 
admissions must be certified within 48 hours.) 


If you are admitted to a Preferred or Participating Hospital or facility and PAC is not obtained, 
the Hospital or facility will be responsible for the services.  Any days exceeding the authorized 
length of stay will be denied.  However, if all In-Network guidelines are followed, the 
Participant is held harmless. 


If you are admitted to a non-Preferred Hospital or facility and PAC is not obtained, all charges 
will be denied.  You will be responsible for all Hospital or facility charges. 


Remember:  PAC is not a guarantee of payment. 


If you are admitted to a Hospital and the admission is determined not to be Medically 
Necessary, no benefits will be provided for that admission and related Physician charges. 


Outpatient Precertification is also required for specified procedures listed in the Pre-Admission 
Certification (PAC) section of this SPD Booklet. 


Calendar Year Maximums 
The In-Network calendar year maximums are combined with the Out-of-Network calendar 
year maximums.  These are not separate maximums. 
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PPO PLUS Payment Terms 
Note:  Capitalized terms such as Covered Services, Medical Necessity, Preferred Provider 
and Out-of-Pocket Limit are defined in this Definitions section. 
Providers are compensated using a variety of payment arrangements, including fee for service, 
per diem, discounted charges, and global reimbursement. 


Covered Services must be Medically Necessary, and coverage or certification of services 
that are not Medically Necessary may be denied. 


Calendar Year Deductible 
Before your Plan begins to pay benefits, you must meet any Deductible required.  Deductible 
requirements are stated in the Summary of Benefits. 


The family deductible, which is two times the individual Deductible, is met when: 


• three eligible family Participants each meet the individual Deductible; or 


• the total of Covered Services for all eligible family Participants equals the family 
deductible.  A Participant cannot satisfy more than the Individual Deductible amount. 


Per Inpatient Admission Deductible 
Each time you are admitted to a Non-Preferred Hospital for mental health care or Substance 
Abuse Treatment, you will be responsible for the Inpatient admission deductible shown in the 
Summary of Benefits.  This deductible is in addition to the calendar year Deductible and does 
not count toward the Out-of-Pocket Limit. 


Coinsurance and Out-of-Pocket Limit 
After the Deductible is met, the percentage payable by the Plan is stated in the Summary of 
Benefits.  The portion which you must pay (the Out-of-Pocket Limit) is stated in the 
Summary of Benefits.  After you reach your Out-of-Pocket Limit (plus any required 
Deductible), your Plan pays 100% of Covered Services for the remainder of the calendar year.  
A Participant cannot satisfy more than the Individual Out-of-Pocket Limit. 


Eligible charges are based on the Claims Administrator's determination of Usual, Customary, 
and Reasonable (UCR) fees, a provider's contracted fee schedule, the applicable 
Reimbursement Rate and negotiated fees. 


Out-of-Pocket Limits for Preferred and Non-Preferred Providers are combined. 


Deductibles and Out-of-Pocket Limits do not include charges you pay for expenses that are not 
covered by the Plan, charges over UCR, or charges you incur because you did not obtain Pre-
Admission Certification (PAC). 
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Common Accident/Multiple Birth 
If you and one or more of your Dependents are Injured in the same accident, only one 
Deductible amount must be met before benefits are payable.  In addition, only one Deductible 
amount must be satisfied for tow or more of your Dependents born in a multiple birth if the 
charges are made for: 


• premature birth; 


• abnormal congenital condition; or 


• Injury or sickness that starts within 30 days after their birth. 


Mental Health Care and Substance Abuse Treatment 
Inpatient and outpatient mental health care and Substance Abuse treatment is covered as stated 
in the Summary of Benefits.   


Please note: There is no coverage provided through Horizon if you participate in the PPO 
PLUS Plan. 
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PPO PLUS Pre-Admission Certificate (PAC) 
PAC is a requirement for both In-Network and Out-of-Network benefits. 


The Pre-Admission Certification Process 
• Length-of-Stay Assignment to indicate the number of Inpatient days usually Medically 


Necessary to treat a condition; 


• Continued Stay Review/Concurrent Review to determine whether a continued Inpatient 
stay is Medically Necessary; 


• Admission Review to determine whether an unscheduled Inpatient admission or an 
admission not subject to pre-admission review was Medically Necessary; 


• Discharge Planning to assess the Participant's need for additional treatment after Hospital 
discharge. 


In-Network 
• If you are hospitalized other than in an emergency and Pre-Admission Certification was not 


obtained, all charges will be denied.  You will be held harmless if all Network guidelines 
are followed and you were admitted to a Preferred Hospital or Participating Hospital.  This 
means you will not be responsible for any bill in excess of the related Deductible, 
Coinsurance that applies and Non-Covered Services. 


• If a Participant exceeds the number of days assigned under this program, the Hospital's 
charges for additional days beyond the assigned length of stay will not be paid.  If all In-
Network guidelines are followed, the Participant will not be responsible for the charges 
except the normal Deductible, Coinsurance and Non-Covered Services. 


• Ineligible Charges are always the Participant's responsibility. 


• PAC is the responsibility of the Preferred Hospital or Preferred Physician. 


Out-of-Network Care 
• You, the Physician or the Hospital must obtain approval for all Hospital admissions. 


• If you are hospitalized other than in an emergency and Pre-Admission Certification was not 
obtained, all charges will be denied.  You – the Participant – will be responsible for all 
Hospital charges. 


• If you obtained Pre-Admission Certification but exceed the number of days allowed 
through the PAC process, you will be responsible for all of the charges for those days. 


• Ineligible Charges are always the Participant's responsibility. 


If you are admitted to a Preferred or Non-Preferred Hospital and the admission is determined 
not to be Medically Necessary, all charges for that admission and related Physician charges 
will be Ineligible Charges. 


Out-of-Network providers are under no obligation to hold you harmless for those charges, so 
you may be responsible for the full amount of all of those charges. 
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Pre-Admission Certification is not a guarantee of payment.  Admissions are approved only 
when the appropriateness of the Inpatient setting can be substantiated.  Actual payment is 
based upon eligibility for coverage and the effective date for any Participant and also will be 
Dependent on, but not limited to, specific Plan coverage and the status of the coverage on the 
date services are rendered.  The Plan will not cover services related to specific exclusions and 
limitations, including but not limited to, Custodial Care, Experimental and Investigative 
procedures, pre-existing conditions during the waiting period and services determined not 
Medically Necessary. 


Outpatient Precertification Requirements. 
Outpatient precertification is a requirement for In-Network and Out-of-Network benefits. 


Precertification is required for the following outpatient procedures. 


• Home Health Care Services; 


• All outpatient surgery including Laproscopic and Arthroscopic procedures; 


• DME (Durable Medical Equipment) over $150; 


• All MRIs Magnetic Resonance Imaging); 


• All Scans including CT; 


• EMGs; 


• All scope procedures including Endoscopy and Colonoscopy; 


• Myelography; 


• Cardiac Catheterization 


(This list is subject to change) 


Preferred and Participating Providers 
• If the Participant receives treatment and Precertification was not obtained, or the treatment 


is determined not to be Medically Necessary, all charges will be Ineligible Charges.  the 
Participant will be held harmless if all In-Network guidelines are followed and services are 
performed by a Preferred or Participating Provider.  This means the Participant will not be 
responsible for any bill in excess of the related Coinsurance and/or Deductible amount. 


• Charges for Non-Covered Services are always the Participant's responsibility. 


• Precertification is the responsibility of the Preferred or Participating Physician. 


Non-Preferred or Non-Participating Provider 
• The Participant or the Physician must obtain approval for all procedures listed above. 


• If the Participant receives treatment and Precertification was not obtained, all charges will 
be denied.  The Participant will be responsible for the charges related to the outpatient 
surgical procedure. 
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• If the Participant receives treatment and the procedure is determined not to be Medically 
Necessary, all charges for that procedure will be Ineligible Charges.  Out-of-Network 
Providers are under no obligation to hold a Participant harmless for those charges, so the 
Participant may be responsible for the full amount of all those charges. 
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PPO PLUS Benefits 
For a detailed description of the benefits provided under this Plan, please refer to the PPO 
Benefits section of this booklet.  The difference between the two Plans has been explained in 
the PPO Payment Terms and in the Summary of Benefits.  If you are covered under the PPO 
PLUS Plan, refer to the PPO PLUS Summary of Benefits for Deductible and percentage 
payable information. 







58 


PPO/PPO PLUS Limitations and Exclusions 
Pre-existing Conditions 
Until coverage for a Participant enrolled under this Plan (or any prior Creditable Coverage) has 
been in force for twelve consecutive months, benefits for services to be paid by this Plan shall 
not be available for any illness, Injury or other condition for which: 


• Medical advice, diagnosis, care, or treatment was recommended or received within the 
previous six months preceding the Effective Date of coverage of an individual Participant. 


Unsatisfied Waiting Period Requirements 
• Any remaining portion of pre-existing waiting-period requirements not satisfied under 


prior Creditable Coverage must be fulfilled. 


What's Not Covered 
Your Plan does not provide benefits for: 


I. Care for any condition or injury recognized or allowed as a compensable loss through any 
Workers' Compensation, occupational disease or similar law. 


2. Any disease or injury resulting from a war, declared or not, or any military duty.  Also 
excluded are charges for services directly related to military service provided or available 
from the Veterans' Administration or military medical facilities as required by law. 


3. Care given by a medical department or clinic run by your Employer. 


4. Hospitalization or care given to you if primarily for diagnostic studies. 


5. Private duty nursing care. 


6. Charges for therapy to improve general physical condition 


7. Expenses applied toward meeting the Deductibles or Out-of-Pocket Limit. 


8. Care of corns, bunions (except capsular or related surgery), calluses, toe nails (except 
surgical removal or care rendered as treatment of the diabetic foot or ingrown toe 
nails) flat feet, fallen arches, weak feet, chronic foot strain, or symptomatic complaints 
related to the feet. 


9. Daily room charges while the Plan is paying for an Intensive Care, cardiac care, or other 
special care unit. 


10. Admission or continued Hospital or Skilled Nursing Facility stay for care not medically 
required on an Inpatient basis. 


11. Eye glasses, contact lenses and related examinations and services. 


12. Routine physical examinations and screening procedures where the examinations are not 
called for by known symptoms, illness or Injury except those which may be specifically 
listed as covered in this SPD Booklet. 


13. Care, supplies, or equipment not Medically Necessary for the treatment of Injury or illness. 
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14. Cosmetic Surgery, reconstructive surgery, pharmacological services, nutritional regimens 
or other services for beautification, or treatment relating to the consequences of, or as a 
result of, Cosmetic Surgery, unless treatment relating to such consequences is Medically 
Necessary.  This exclusion includes, but is not limited to, surgery to correct gynecomastia 
and breast augmentation procedures, and otoplasties.  Reduction mammoplasty and 
services for the correction of asymmetry, except when determined to be Medically 
Necessary by the Claims Administrator, is not covered. 
• This exclusion does not apply to surgery to restore function if any body area has been 


altered by disease, trauma, congenital/developmental anomalies, or previous 
therapeutic processes.  This exclusion does not apply to surgery to correct the results of 
Injuries when performed within 2 years of the event causing the impairment, or as a 
continuation of a staged reconstruction procedure, or congenital defects necessary to 
restore normal bodily functions, including but not limited to, cleft lip and cleft palate. 


• This exclusion does not apply to Breast Reconstructive Surgery.  Please see the 
Benefits section of this SPD Booklet. 


15. Dental care and treatment and oral surgery (by Physicians or dentists) including dental 
surgery, dental appliances; dental prostheses such as crowns, bridges, or dentures; 
implants; orthodontic care; operative restoration of teeth (fillings); dental extractions 
(except impacted teeth); endodontic care; apicoectomies; excision of radicular cysts or 
granuloma; treatment of dental caries, gingivitis, or periodontal disease by gingivectomies 
or other periodontal surgery; vestibuloplasties; alveoplasties; dental gingivectomies or 
other periodontal surgery; estibuloplasties; alveoplasties; dental procedures involving teeth 
and their bone or tissue supporting structures; frenulectomy. 


16. Care prescribed and supervised by someone other than a Physician.  This does not apply to 
covered services performed by other licensed health-care providers as listed in this SPD 
Booklet. 


17. Surgical or medical care for obesity, weight reduction, or dietary control.  Services of 
Inpatient treatment of bulimia, anorexia or other eating disorders which consist primarily of 
behavior modification, diet and weight monitoring and educational services. 


18. Surgical or medical treatment to modify the sec (transsexualism), including hormonal 
therapy. 


19. Transportation to another area for medical care is excluded except when Medically 
Necessary for you to be moved by ambulance from one Hospital to another.  
Transportation provided by other than a state licensed professional ambulance service.  Air 
ambulance service is not covered unless Medically Necessary. 


20. Charges for experimental drugs and substances not approved by the Food and Drug 
Administration, or for drugs labeled "Caution – limited by Federal law to investigational 
use."; expenses for or in connection with experimental procedures or treatment methods not 
approved by the American Medical Association or the appropriate medical specialty 
society. 


21. Charges for failure to keep a scheduled visit or for completion of claim forms; for 
Physician or Hospital's stand-by services; for holiday or overtime rates. 


22. Services rendered by a provider who is a close relative or member of your household.  
Close relative means wife or husband, parent, child, brother or sister by blood, marriage or 
adoption. 
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23. Radial keratotomy, and surgery, services or supplies for the surgical correction of 
nearsightedness and/or astigmatism.  (See the Vision Care Benefits section of this SPD 
Booklet.) 


24. Treatment where payment is made by any local, state, or federal government (except 
Medicaid). 


25. Services paid under Medicare or which would have been paid if the Participant had applied 
for Medicare and Reasonable Fees. 


26. Services related to or performed in conjunction with artificial insemination and in-vitro 
fertilization. 


27. Services and/or supplies for mental health care and Substance Abuse treatment.  (This 
exclusion does not apply if you are covered under the PPO Plus Plan.) 


28. Services for conditions related to autistic disease of childhood, hyper kinetic syndromes, 
learning disabilities, behavioral problems, or mental retardation. 


29. The following items related to Durable Medical Equipment are specifically excluded: 
o Air conditioners, humidifiers, dehumidifiers, or purifiers; 


o Arch supports and orthopedic or corrective shoes; 


o Heating pads, hot water bottles, home enema equipment, or rubber glover; 


o Sterile water; 


o Deluxe equipment, such as motor driven chairs or beds, when standard equipment is 
adequate; 


o Rental or purchase of equipment if you are in a facility which provides such equipment; 


o Electric stair chairs or elevator chairs; 


o Physical fitness, exercise, or ultraviolet/tanning equipment; 


o Residential structural modification to facilitate the use of equipment; 


o Other items of equipment which the Claims Administrator feels do not meet the listed 
criteria. 


30. The following services and supplies rendered in connection with organ/tissue/bone marrow 
transplants: 


o Surgical or medical care related to animal organ transplants, animal tissue transplants 
(except for porcine heart valves), artificial organ transplants or mechanical organ 
transplants; 


o Transportation, travel or lodging expenses for non-donor family members; 


o Donation related services or supplies, including search, associated with organ 
acquisition and procurement; 


o Chemotherapy with antilogous, allogenic or syngenic hematopoietic stem cells 
transplant for treatment of any type of cancer  not specifically named as covered; 


o Any transplant not specifically listed as covered. 


Note: This list does not include all of the exclusions under this Plan.  In order to 
determine whether an illness or condition not listed in this SPD is covered, please call 
Member Services at 1-800-474-2227. 
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PPO/PPO PLUS Claim Filing and General 
Information 
How to File PPO Claims 
Under normal conditions the Claims Administrator should receive the proper claim form 
within 90 days after the service was provided.  This section of the SPD Booklet describes when 
to file a benefits claim and when a Hospital or Physician will file the claim for you. 


Each person enrolled through the group's Plan receives an identification card.  Remember, in 
order to receive maximum benefits, you must receive treatment from a Preferred Provider.  
When admitted to a Preferred Hospital, present your identification card.  Upon discharge, you 
will be billed only for those charges not covered by your Plan.  If you are admitted to a Non-
Preferred Hospital that does have a Participating agreement with the Claims Administrator, 
inform the admitting personnel of your coverage.  The Hospital will bill the Claims 
Administrator directly for covered services. 


When you receive covered services form a Preferred Physician or other Preferred licensed 
health care provider, ask him or her to complete a claim form.  Payment for covered services 
will be made directly to the provider. 


For health-care expenses other than those billed by a Preferred Provider, sue the Subscriber 
Health Expense Report (SHER) to report your expenses.  You may obtain these from your 
Employee Benefits Office.  Claims should include your name, member ID and group numbers 
exactly as they appear on your Identification Card.  Attach all bills to the claim form and file 
directly with the Claims Administrator.  Be sure to keep a photocopy of all forms and bills for 
your records.  The address is on the SHER claim form. 


Save all bills and statements related to your illness of Injury.  Make certain they are itemized to 
include dates, places and nature of services or supplies. 


Processing Your Claim 
You are responsible for submitting your claims for expenses not normally billed by and 
payable to a Hospital or Physician.  Always make certain you have your Identification Card 
with you.  Be sure Hospital or Physician's office personnel copy your name, group and member 
numbers accurately when completing forms relating to your coverage. 


If you are hospitalized outside Georgia, the claim for Hospital services is usually handled in 
the same manner as within the state and the Hospital files the claim through its local Blue 
Cross and Blue Shield office.  It may, however, be necessary for you to pay the attending 
Physician for his services and then submit an itemized statement to the Claims Administrator's 
office when you return home. 


Timeliness of Filing 
To receive benefits, a properly completed claim form with any necessary reports and records 
must be furnished by December 31 of the year following the year in which services were 
rendered.  Payment of claims will be made as soon as possible following receipt of the claim, 
unless more time is required because of incomplete or missing information.  In this case, you 
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will be notified of the reason for the delay and will receive a list of all information needed to 
continue processing your claim.  After this data is received, the Claims Administrator will 
complete claims processing. 


Necessary Information 
In order to process your claim, the Claims Administrator may need information from the 
provider of the service.  As a Participant, you agree to authorize the Physician, Hospital, or 
other provider to release necessary information. 


Such information will be considered confidential.  However, both the Claims Administrator 
and the Plan have the right to use this information to defend or explain a denied claim. 


Questions About Coverage or Claims 
If you have questions about your coverage, contact BCBSGA's Customer Service Department 
or your Employee Benefits Office.  Be sure to always give your member ID number. 


Write: 


• Customer Service Department 


• Blue Cross and Blue Shield of Georgia, Inc. 


• P.O.  Box 7368 


• Columbus, Georgia  31908 


When asking about a claim, give the following information: 


• member ID number; 


• patient name; Employee's name and address; 


• date of service; type of service received; and 


• provider name an address (Hospital or Physician). 


To find out if a Hospital or Physician is a BCBSGA Preferred Provider, call them directly or 
call the Claims Administrator. 


Terms of Your Coverage 
The Plan provides the benefits described in this SPD Booklet only for eligible Participants.  
Any group contract or certificate which you received previously will be replaced by this Plan 


Benefit payment for covered services or supplies will be made directly to Preferred or 
Participating Providers.  If a Participant has services rendered by a non-preferred or Non-
Participating Provider, any benefit payment will be sent to the Participant. 


Neither the Employer nor the Claims Administrator is responsible for any Injuries or damages 
you may suffer due to actions of any Hospital, Physician or other person. 


An oral explanation of your benefits by a Claims Administrator employee is not legally 
binding. 
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Any correspondence mailed to you will be sent to your most current address.  You are 
responsible for notifying he Employee Benefits Office of any new address. 


General Information 
Fraudulent statements on Participant's application forms will invalidate any payment or claims 
for services and be grounds for voiding the Participant's coverage. 


Both parties to this Health Plan Document (the Employer and the Claims Administrator) are 
relieved of their responsibilities without breach, if their duties become impossible to perform 
by acts of God, war, terrorism, fire, etc. 


The Claims Administrator will adhere to the Employer's instructions and allow the Employer 
to meet all of Employer's responsibilities under applicable state and federal law.  It is the 
Employer's responsibility to adhere to all applicable state and federal laws and the Claims 
Administrator does not assume any responsibility for compliance. 


Acts Beyond Reasonable Control (Force Majeure) 
Should the performance of any act required by this coverage be prevented or delayed by reason 
of any act of God, strike, lock-out, labor troubles, restrictive government laws or regulations, 
or any other cause beyond a party's control, the time for the performance of the act will be 
extended for a period equivalent to the period of delay, and non-performance of the act during 
the period of delay will be excused.  In such an event; however, all parties shall use reasonable 
efforts to perform their respective obligations. 


Licensed Controlled Affiliate 
The Participant hereby expressly acknowledges his or her understanding this policy constitutes 
a contract solely between the Employer and BCBSGA, which is an independent corporation 
operating under a license form the Blue cross and Blue Shield Association, an association of 
independent Blue Cross and Blue Shield Plans (the "Association") permitting BCBSGA to use 
the Blue Cross and Blue Shield Service Marks in the state of Georgia, and that BCBSGA is not 
contracting as the agent of the Association.  The Employer further acknowledges and agrees 
that it has not entered into this policy based upon representations by any person other than 
BCBSGA and that no person, entity, or organization other than BCBSGA shall be held 
accountable or liable to the Participant for any of BCBSGA's obligation to the Participant 
created under this policy.  This paragraph shall not create any additional obligations 
whatsoever on the part of BCBSGA other than those obligations created under other provisions 
of this agreement. 


BlueCard PPO 
When the Participant obtains health care services outside the Claims Administrator's service 
area, the amount the Participant pays for Covered Services is usually calculated on the lower 
of: 


• The actual billed charges for the Covered Services, or 


• The negotiated price that the on-site Blue Cross and/or Blue Shield Plan passes on to the 
Claims Administrator. 
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Often this "negotiated price" will consist of a simple discount.  But sometimes it is an 
estimated final price that factors in expected settlements or other non-claims transactions with 
the Participant's health are provider or with a specific group of providers.  The negotiated price 
may also be a discount from billed charges that reflects average expected savings.  The 
estimated or average price maybe adjusted in the future to correct for over-or underestimation 
of past prices. 


In addition, laws in a small number of states require Blue Cross and/or Blue Shield Plans to 
use a basis for calculating payments for Covered Services that does not reflect the entire 
savings realized on a particular claim.  When the Participant receives covered health care 
services in those states, the required payment for these services will be calculated using their 
statutory methods. 


Accessing Care via the BlueCard PPO Network 
When the Participant is out of state and needs service, he or she should simply dial 1-900-810-
BLUE.  After the Participant provides his/her identification number, alpha prefix and zip code 
in which the Participant is seeking services, the Participant will be given the name of at least 
three PPO providers in the area.  The Participant can decide which one to visit.  In case of an 
emergency, the Participant should seek immediate care from the closest health care provider. 


If the Participant has to be admitted to a Hospital when the Participant is out of state, the 
Participant is responsible for receiving precertification/prior authorization from the Blue Cross 
and Blue Shield plan.  If the required authorizations are not performed and penalties are 
applied to the claim, the Participant will be liable for the penalty amounts. 
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Medicare Health Insurance Plan 
 


Blue Cross and Blue Shield of Georgia Inc., an Independent Licensee of the Blue Cross and 
Blue Shield Association, (herein called the Claims Administrator), administers this self-funded 
Medicare Health Insurance Plan for Fulton County.  This portion of your SPD Booklet is 
attachment B (2) of the Health Plan Document which is the legal document that governs your 
health plan. 


The Medicare Health Insurance Plan is designed to supplement the benefits you receive from 
Medicare.  Medicare generally pays benefits first, and then Fulton County’s Plan pays in 
addition to Medicare. 


Medicare claims are processed using one of the four following procedures: 


1. If the provider does not accept Medicare assignment, the Plan will pay 100% of the 
difference between the Medicare payment, and the allowed amount. 


2. If the provider accepts Medicare assignment, the Plan will pay 100% of the 
difference between Medicare allowed amount and the Medicare payment. 


3. If the Participant does not have Medicare Part B, the Plan will estimate what would 
have been paid by Medicare Part B and pay 100% of the difference between the 
allowed amount and the estimated Medicare Part B payment. 


4. If Medicare does not pay for services which are eligible under the Fulton County 
Plan, the Plan will pay 100% UCR of the allowed amount. 


This type of plan allows you to use any licensed Physician or Hospital you choose for your 
health care needs.  You must submit a claim form in order to be reimbursed for your expenses 
(first to Medicare, then to BCBSGA).  The Plan pays all or a portion of your covered medical 
expenses after you meet the required deductible. 


Calendar Year Deductible and Coinsurance 
Most Eligible Charges under the Medicare Health Insurance Plan are subject to a Deductible.  
The Deductible is the amount you pay each year before the Plan begins paying benefits.  The 
Individual and Family deductible is shown in the Summary of Benefits.  The Deductible 
begins accumulation each January 1. 


The family deductible, which is two times the individual Deductible, is met when: 


• Two eligible family members each meet the Individual Deductible; or 


• The total of Eligible Charges for all eligible family members equals the family deductible 
amount.  A family member cannot satisfy more than the Individual Deductible amount. 


The Deductible does not include charges you pay for expenses that are not covered by the Plan.  
After you meet the Deductible, most Covered Services are reimbursed at 100% of Usual, 
Customary, and Reasonable (UCR) Fees, less the amount paid by Medicare.  After the required 
Deductible is satisfied, the Plan pays 100% of Eligible Charges for the remainder of the 
calendar year. 
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Common Accident/Multiple Birth 
If you and one or more of your covered Dependents are injured in the same accident, only one 
Deductible amount must be met before benefits are payable.  In addition, only one Deductible 
amount must be satisfied for two or more of your Dependents born in a multiple birth, if the 
charges are made for: (a) premature birth; (b) abnormal congenital condition; or (c) Injury or 
sickness that starts within 30 days after their birth. 







67 


Medicare Health Insurance Plan  
Summary of Benefits 
Calendar Year Deductible 
Individual ..............................................................................................................................$100* 


Family ...................................................................................................................................$200* 


All Eligible Charges are subject to the calendar year Deductible unless otherwise noted. 


*Calendar Year Deductible is different from Medicare Deductible. 


Percentage Payable (Unless Otherwise Specified) 
All payments are based on Eligible Charges.  (Applies to both Inpatient and outpatient 
services) 


The Plan pays........................................................................................................................ 100% 


The Participant pays.......................................................................................................... NONE* 


The percentage payable after Out-of-Pocket Limit is met.................................................... 100% 


Outpatient Physician Services ........................................................................................... 100% 


Surgeon's Charges .............................................................................................................. 100% 


Semi-private Hospital Room and Board........................................................................... 100% 


Inpatient Ancillary Charges (not covered by Medicare) ................................................ 100% 


Lab, X-ray and Other Covered Diagnostic Tests............................................................. 100% 


Pre-admission Testing ........................................................................................................ 100% 


Speech Therapy ................................................................................................................... 100% 


Hospice Care Services ........................................................................................................ 100% 


Emergency Room ................................................................................................................ 100% 


Durable Medical Equipment.............................................................................................. 100% 


External Prosthetic Appliances ......................................................................................... 100% 


Hearing Aids........................................................................................................................ 100% 
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Special Features: 


Skilled Nursing Facility: 120 days per calendar year ......................................................... 100% 


Physical Therapy: 60 visits per calendar year .................................................................... 100% 


Chiropractic Care: $1,000 calendar year maximum .......................................................... 100% 


Respiratory Therapy: 30 visits per calendar year .............................................................. 100% 


Home Health Care Services: 40 visits per calendar year ................................................... 100% 


*This applies if the Physician accepts Medicare Assignment. 


Pre-Admission Certification (PAC) is not required under the Medicare Health Insurance 
Plan. 


 


NOTE: These benefits are valid for your Plan’s current benefit period.  You will receive a 
revised Summary of Benefits if there is a change in your benefits. 
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Medicare Health Insurance Plan  
Covered Services 
 


Covered Services include, but are not limited to the following: 


• Semi-private Hospital room and board and necessary services and supplies; 


• Professional services provided by a Physician; 


• Charges made by a skilled nursing facility for medical care and treatment; 


• Diagnostic X-ray and laboratory tests; 


• Anesthetics and their administration; 


• Licensed ambulance service to and from the nearest Hospital where medical care and 
treatment can be provided; 


• Medical supplies; 


• Blood and blood plasma not replaced by or for the patient; 


• Charges made by a free-standing surgical facility or the outpatient department of a Hospital 
for surgical procedures performed on an outpatient basis; 


• Electronic heart pacemaker; 


• Surgical dressings, casts, splints, braces, crutches; 


• Charges for mammograms for breast cancer screening and diagnostic and annual Pap 
screening tests; 


• Charges for initial purchase and fitting of external prosthetic devices such as artificial arms 
and legs. 


Medicare Health Insurance Plan Exclusions 
 
1. Expenses for or in conjunction with Cosmetic Surgery. 


2. Eyeglasses or examinations for prescriptions or fitting thereof.  (see “Vision Care” section 
of this booklet.) 


3. Expenses for or in connection with treatment of the teeth or periodontium unless such 
expenses are incurred for: 


• Charges made for or in connection with dental work due to an Injury to sound natural 
teeth sustained while a person is covered for these benefits; 


• Charges made by a Hospital for bed and board or Medically Necessary services or 
supplies; 


• Charges made by a free-standing surgical or the outpatient department of a Hospital in 
connection with surgery except as otherwise specified in this booklet. 
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4. Expenses due to an accident related to employment or sickness covered under Workers’ 
Compensation or similar law. 


5. Services or supplies not medically necessary or in excess of the usual, customary and 
reasonable charge. 


6. Charges for transsexual surgery, including normal therapy. 


7. Private duty nursing care. 


8. Charges for experimental drugs or substances not approved by the Food and Drug 
Administration, or for drugs labeled: “Caution—limited by Federal law to investigational 
use.” 


9. Expenses for or in connection with Experimental or Investigational procedures or treatment 
methods not approved by the American Medical Association or the appropriate medical 
specialty society. 


10. Charges made by a Hospital owned or operated by, or which provides care or performs 
services for, the United States Government, if such charges are directly related to an illness 
or injury incurred as a result of military service. 


11. Charges you are not legally required to pay or which would not have been made if you had 
no insurance. 


12. Expenses, to the extent that payment is unlawful where you reside when the expenses are 
incurred. 


13. Charges for Custodial Care, education or training. 


14. Charges for organ procurement costs not directly related to the procurement from cadaver, 
or a donor having a blood relationship with the recipient. 


15. Charges for expenses that are paid or payable through a public program, other than 
Medicaid. 


16. Charges for therapy to improve general physical condition, such as cardiac and/or 
pulmonary rehabilitation. 


17. Services provided by a member of your family or your dependent’s family. 


18. Expenses applied toward meeting the calendar year Deductible or Out-of-Pocket Limits. 


 


Note: This list does not include all of the exclusions under this Plan.  In order to 
determine whether an illness or condition not listed in this SPD is covered, please call 
Member Services at 1-800-474-2227. 
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Medicare Health Insurance Plan  
Claim Filing and General Information 
Claim Filing Procedures – Participating Providers 
When services are rendered by a Participating Hospital, Participating Physician, or other 
Participating Provider, present your Identification Card.  The Participating Provider will 
submit the claim to the Claims Administrator, BCBSGA, after Medicare has processed their 
portion, Payment will be sent to the Participating Provider. 


Claims Filing Procedures – Non-Participating or Other Providers 
It is your responsibility to submit claims for services not performed by a Participating 
Provider.  Before you submit claims to the Claims Administrator, you must first submit your 
claims to Medicare.  After Medicare makes payment, submit your claim to the Claims 
Administrator and include a copy of the Explanation of Medicare Benefits statement you 
received from Medicare.  After processing is completed, payment will be sent to you. 


Timeliness of Filing 
To receive benefits, a properly completed claim form with any necessary reports and records 
must be furnished by December 31 of the year following the year in which services were 
rendered.  Payment of claims will be made as soon as possible following receipt of the claim, 
unless more time is required because of incomplete or missing information.  In this case, you 
will be notified of the reason for the delay and will receive a list of all information needed to 
continue processing your claim.  After this data is received, the Claims Administrator will 
complete claims processing. 


Necessary Information 
In order to process your claim, the Claims Administrator may need information from the 
provider of the service.  As a Participant, you agree to authorize the Physician, Hospital, or 
other provider to release necessary information. 


Such information will be considered confidential.  However, both the Claims Administrator 
and the Plan have the right to use this information to defend or explain a denied claim. 


Questions About Coverage or Claims 
If you have questions about your coverage, contact BCBSGA's Customer Service Department 
or your Employee Benefits Office.  Be sure to always give your member ID number. 
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Write: 


• Customer Service Department 


• Blue Cross and Blue Shield of Georgia, Inc. 


• P.O.  Box 7368 


• Columbus, Georgia  31908 


When asking about a claim, give the following information: 


• member ID number; 


• patient name; Employee's name and address; 


• date of service; type of service received; and 


• provider name an address (Hospital or Physician). 


To find out if a Hospital or Physician is a BCBSGA Preferred Provider, call them directly or 
call the Claims Administrator. 


Terms of Your Coverage 
The Plan provides the benefits described in this SPD Booklet only for eligible Participants.  
Any group contract or certificate which you received previously will be replaced by this Plan 


Benefit payment for covered services or supplies will be made directly to Preferred or 
Participating Providers.  If a Participant has services rendered by a non-preferred or Non-
Participating Provider, any benefit payment will be sent to the Participant. 


Neither the Employer nor the Claims Administrator is responsible for any Injuries or damages 
you may suffer due to actions of any Hospital, Physician or other person. 


An oral explanation of your benefits by a Claims Administrator employee is not legally 
binding. 


Any correspondence mailed to you will be sent to your most current address.  You are 
responsible for notifying the Pension Office of any new address. 


General Information 
Fraudulent statements on Participant's application forms will invalidate any payment or claims 
for services and be grounds for voiding the Participant's coverage. 


Both parties to this Health Plan Document (the Employer and the Claims Administrator) are 
relieved of their responsibilities without breach, if their duties become impossible to perform 
by acts of God, war, terrorism, fire, etc. 


The Claims Administrator will adhere to the Employer's instructions and allow the Employer 
to meet all of Employer's responsibilities under applicable state and federal law.  It is the 
Employer's responsibility to adhere to all applicable state and federal laws and the Claims 
Administrator does not assume any responsibility for compliance. 
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Acts Beyond Reasonable Control (Force Majeure) 
Should the performance of any act required by this coverage be prevented or delayed by reason 
of any act of God, strike, lock-out, labor troubles, restrictive government laws or regulations, 
or any other cause beyond a party's control, the time for the performance of the act will be 
extended for a period equivalent to the period of delay, and non-performance of the act during 
the period of delay will be excused.  In such an event; however, al parties shall use reasonable 
efforts to perform their respective obligations. 


Licensed Controlled Affiliate 
The Participant hereby expressly acknowledges his or her understanding this policy constitutes 
a contract solely between the Employer and BCBSGA, which is an independent corporation 
operating under a license form the Blue cross and Blue Shield Association, an association of 
independent Blue Cross and Blue Shield Plans (the "Association") permitting BCBSGA to use 
the Blue Cross and Blue Shield Service Marks in the state of Georgia, and that BCBSGA is not 
contracting as the agent of the Association.  The Employer further acknowledges and agrees 
that it has not entered into this policy based upon representations by any person other than 
BCBSGA and that no person, entity, or organization other than BCBSGA shall be held 
accountable or liable to the Participant for any of BCBSGA's obligation to the Participant 
created under this policy.  This paragraph shall not create any additional obligations 
whatsoever on the part of BCBSGA other than those obligations created under other provisions 
of this agreement. 


Calculation of Coinsurance and Other Participant Liability 
When a Participant obtains health care services outside the Claims Administrator’s service 
area, the amount the Participant pays for covered services is usually calculated on the lower of: 


• The actual billed charges for the covered services, or 


• The negotiated price that the on-site Blue Cross and/or Blue Shield Plan passes on to the 
Plan. 


Often this “negotiated price” will consist of a simple discount.  But sometimes it is an 
estimated final price that factors in expected settlements or other non-claims transactions with 
the health care provider or with a specific group of providers.  The negotiated price may also 
be a discount from billed charges that reflects average expected savings.  The estimated or 
average price may be adjusted in the future to correct for over-or underestimation of past 
prices. 


In addition, laws in a small number of states require Blue Cross and/or Blue Shield Plans to 
use a basis for calculating the payment for covered services that does not reflect the entire 
savings realized on a particular claim.  When a Participant receives covered health care 
services in those states, the Participant’s required payment for these services will be calculated 
using their statutory methods. 
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Health Maintenance Organization (HMO) 
By participating in the HMO, you receive medical treatment or services from a Network of 
providers who have agreed to provide care for groups enrolled through BlueChoice Healthcare 
Plan (a product of BlueCross BlueShield Healthcare Plan of Georgia, Inc., an Independent 
Licensee of the Blue Cross and Blue Shield Association).  Your care will be provided or 
authorized by a Physician who will ensure that the care you receive is medically necessary and 
is provided in the most appropriate setting, utilizing the most cost effective resources. 


This portion of your SPD Booklet, along with the other medical program, is Attachment C of 
the Health Plan Document which is the legal document that governs your health plan. 


The following is a summary of the HMO benefits provided under the Fulton County Plan. 
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HMO Summary of Benefits 
All care must be received from or coordinated through a Participant’s Primary Care 
Physician.  A Participant has Direct Access to some specified In-Network Providers 
without a Primary Care Physician Referral.  Such providers include a gynecologist for 
obstetrical or gynecological-related conditions, a dermatologist, an 
optometrist/ophthalmologist for medical conditions only. 


All In-Network primary care must be received from a Participant’s Primary Care 
Physician. 
Percentage Payable (Unless Otherwise Specified) ........................................................... 100% 


Hospital Inpatient Services (per admission) 
Room and Board (semi-private or ICU/CCU) ............................................................ $100 Copay 


Hospital services and supplies (x-ray, lab, anesthesia, etc.) ................................................. 100% 


Physician Services (surgery, anesthesia, radiology, pathology)........................................... 100% 


Outpatient Hospital Services (per visit) 
Outpatient Surgery (Facility charges only)................................................................. $100 Copay 


Outpatient Lab, X-ray and Anesthesia Services ................................................................... 100% 


Outpatient Physician Services (surgery, anesthesia, radiology, etc.) ................................... 100% 


Emergency Room (Outpatient) 
Life-threatening medical conditions or Accidental injuries ......................................... $75 Copay 


The Emergency Room Co-payment is waived if admitted to the Hospital through the 


emergency room.  However, the Inpatient Hospital Co-payment still applies.  Coverage is 


provided on a 24-hour basis for these services. 


Follow-up care must be coordinated through your Primary Care Physician. 
 
Non-emergency use of the emergency room is NOT covered unless there is a referral from 


your Primary Care Physician. 
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Mental Health Care and Substance Abuse Treatment 
Inpatient ................................................................................................................................ 100% 


Outpatient..................................................................................................................................$30 


Intermediate/Alternative Care............................................................................................... 100% 


Partial Hospitalization (PHP) ............................................................................................... 100% 


Intensive Outpatient (IOP).................................................................................................... 100% 


Copay per visit 
Primary Care Physician ............................................................................................................$20 


Outpatient Surgery in Primary Physician’s office ....................................................................$20 


Specialist Physician (needs PCP referral).................................................................................$30 


Outpatient Surgery in Specialist Physician’s office .................................................................$30 


Maternity Care Visits (first visit only)......................................................................................$30 


Delivery ..................................................................................................................................$100 


Allergy office visits, shots, serum, testing 


Primary Physician’s office........................................................................................................$20 


Specialist Physician’s office .....................................................................................................$30 


Respiratory Therapy:  40 visits per calendar year ....................................................................$30 


Occupational/Physical Therapy:  60 visits combined per calendar year ..................................$30 


Speech Therapy:  30 visits per calendar year ...........................................................................$30 


Chiropractic Care:  20 visits per calendar year.........................................................................$30 


Urgent Care...............................................................................................................................$30 
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Preventive Care 


Physical Health Assessment ................................................................................................. 100% 


Routine Immunizations......................................................................................................... 100% 


Annual gynecology Tissue Exam ......................................................................................... 100% 


Mammogram Screening........................................................................................................ 100% 


Chlamydia Screening Test .................................................................................................... 100% 


Prostate Exam ....................................................................................................................... 100% 


Child Wellness (not subject to the Deductible) .................................................................... 100% 


Special Features: 
Home-Health Care Services: 120 visits per calendar year ................................................ 100% 


Hospice Care Services: ...................................................................................................... 100% 


Skilled Nursing Facility: 120 days per calendar year......................................................... 100% 


Durable Medical Equipment: $1,500 calendar year maximum......................................... 100% 


External Prosthetic Appliances (When medically necessary)............................................100% 


Hearing Aid Benefit: $2,000 calendar year maximum ....................................................... 100% 


Prescription Drugs: 
 
Retail Pharmacy/Specialty Pharmacy – (30-day supply - Participating Pharmacies) 
Tier 1 - Generic in Formulary, Copayment per prescription ......................................................$5  


Tier 2 - Brand Name in Formulary, Copayment per prescription ............................................$20 


Tier 3 - Brand Name Non-Preferred in Formulary, Copayment per prescription ....................$40 


Specialty & Injectable Drugs....................................................................................................$50 


Brand Name Not in Formulary ...............................................................................Not Covered* 
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Mail Order Drugs - Maintenance Only (90-day supply) 
Tier 1 - Generic in Formulary, Copayment per prescription ....................................................$10  


Tier 2 - Brand Name in Formulary, Copayment per prescription ............................................$40 


Tier 3 - Brand Name Non-Preferred in Formulary, Copayment per prescription ....................$80 


Specialty & Injectable Drugs..................................................................................................$100 


Brand Name Not in Formulary ...............................................................................Not Covered* 


*Except under conditions described in the Prescription Drug Program section of the 
Certificate. 
 


NOTE: These benefits are valid for your Plan’s current benefit period.  You will receive a 
revised Summary of Benefits if there is a change in your benefits. 
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HMO Payment Terms 
Note: Capitalized terms such as Covered Services, Medical Necessity, and Network 
Hospitals are defined in the “Definitions” section. 


 
When you enroll in the HMO, each eligible family member must choose a Primary Care 
Physician (PCP).  You may select a pediatrician to coordinate the care of infants and young 
children and a family practitioner or internist to oversee the health of adult family members.  
All In-Network Care must be received from or coordinated through your Primary Care 
Physician.  Direct Access In-Network is available for a gynecologist, an 
optometrist/ophthalomologist for medical conditions only.  All Covered Services must be 
Medically Necessary, and coverage or certification of services that are not Medically 
Necessary may be denied. 


Your Plan provides primary and referral health care services.  You must receive your medical 
care from Network Hospitals, Physicians and Specialists unless: 


• The service required for treatment of the covered condition is not available at a Network 
Hospital or from a Network Physician.  In this case prior approval must be received from 
the Claim Administrator’s Medical Director; or 


• You need emergency care either inside or outside the service area. 


Physicians and Hospitals participating in the Claims Administrator’s networks are 
compensated using a variety of payment arrangements, including capitation, fee for service, 
per diem, discounted charges and global reimbursement. 


Copayment 
A Participant will be charged a Copayment amount for certain services as stated in the 
Summary of Benefits.  The emergency room Copayment is waived if a Participant is admitted 
to the Hospital through the emergency room. 
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HMO Pre-Admission Certification (PAC) 
Hospital Precertification 
The Pre-Admission Certification Process 
• Length-of-Stay Assignment to indicate the number of Inpatient days usually Medically 


Necessary to treat a condition; 


• Continued Stay Review/Concurrent Review to determine whether a continued Inpatient 
stay is Medically Necessary; 


If a Participant exceeds the number of days assigned under this Plan, the Hospital’s charge 
for additional days beyond the assigned length of stay will not be paid.  If all Primary Care 
Physician or Referred Specialist guidelines are followed, the Participant will not be 
responsible for any eligible Hospital charge in excess of any applicable Copayment or 
Coinsurance amounts; 


• Admission Review determines whether an unscheduled Inpatient admission or an 
admission not subject to Precertification was Medically Necessary; 


• Discharge Planning to assess the Participant’s need for additional treatment after Hospital 
discharge. 


In-Network Care 
• If you are hospitalized other than in a Medical Emergency and Pre-Admission Certification 


was not obtained, all charges will be denied.  You will be held harmless if all Network 
guidelines are followed.  This means you will not be responsible for any bill in excess of 
the Copayments or Coinsurance that apply. 


• Ineligible Charges are always the Participant’s responsibility. 


• PAC is the responsibility of the admitting Physician. 


Pre-Admission Certification is not a guarantee of payment. 
Admissions are approved only when the appropriateness of the Inpatient setting can be 
substantiated.  Actual payment is based upon eligibility for coverage and the Effective Date 
for any Participant and also will be dependent on, but not limited to, specific Plan coverage 
and the status of the coverage on the date services are rendered.  The Plan will not cover 
services related to specific exclusions and limitations, including but not limited to, 
Custodial Care, Experimental and Investigative procedures and services determined not 
Medically Necessary. 
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HMO Benefits 
 
All Covered Services must be Medically Necessary. 


Primary Care Physician 
All In-Network Care must be received from or coordinated through the Primary Care 
Physician.  A Participant has Direct Access to some specified In-Network providers without a 
Primary Care Physician referral.  Such providers include a gynecologist for obstetrical or 
gynecological-related conditions, a dermatologist, an optometrist/ophthalmologist for medical 
conditions only. 


Primary Care Physicians are required to provide or arrange for on-call coverage 24 hours a 
day, 7 days a week.  If a Participant becomes sick or is Injured after the Primary Care 
Physicians regular office hours, the Participant should: 


• Call the Primary Care Physician’s office; and 


• Identify himself or herself as a Participant; and 


• Follow the Primary Care Physician’s or covering Physician’s instructions. 


If the Participant’s Injury or illness is a Medical Emergency, the Participant should follow the 
procedures outlines under the Medical Emergency Care section. 


Payment terms apply to all Covered Services.  The following services are covered, if 
Medically Necessary.  Please refer to the Summary of Benefits for payment explanations. 


Specialist Physician 
The Participant’s Primary Care Physician will refer the Participant to a Specialist for 
appropriate care when necessary. 


The Specialist Physician will need to coordinate continuing care with the Participant’s Primary 
Care Physician if either of the following two recommendations is made after his or her visit: 


• Additional care by the Specialist Physician is required; 


• A Referral for another type of care is indicated. 


Physician Services 
Covered Services include the following: 


In-Network visits to a Physician’s office are subject to the per-visit Copayment indicated in the 
Summary of Benefits. 


In-Network Preventive Care 
The following services are Covered Services only if performed In-Network by the Participant’s 
Primary Care Physician or by an obstetrician or gynecologist who is a Network Physician: 


• Visits to a Physician’s office subject to a per visit Copayment indicated in the Summary of 
Benefits.  Covered services in the Physician’s office include, but are not limited to: 
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o Treatment or preventive services including periodic health examinations for adults and 
well-child care services for Dependent children under the age of 19. 


o Immunizations in accordance with established age appropriate health guidelines, 
exclusive of immunizations suggested for travel or required for employment. 


o Prenatal care visits.  Only one (1) Copayment for all visits combined will be charged. 


o Benefits will be provided for one mammogram and one pap smear tissue examination 
per year, or more often when ordered by a Physician. 


o Benefits will be provided for annual prostate specific antigen tests for covered males 
who are 45 years of age or older; or covered males who are 40 years of age or older, if 
ordered by a Physician. 


o Benefits will be provided for one annual Chlamydia screening test for covered females 
who are not more than 29 years old. 


After-Hours Urgent Care Services 
Services rendered at contracted After-Hours Urgent Care facilities are covered if the 
Participant is referred by the Participant’s Primary Care Physician. 


Network Hospital Services 
For In-Network care, the Participant’s Physician must arrange for the admission.  The Plan 
provides Covered Services when the following services are Medically Necessary. 


The following Hospital services are covered. 


Inpatient Hospital Services 
• Inpatient room charges.  Covered Services include Semiprivate Room and Board, general 


nursing care and intensive or cardiac care.  If a Participant stays in a private room, Eligible 
Charges are based on the Hospital’s prevalent semiprivate rate.  If a Participant is admitted 
to a Hospital that has only private rooms, Eligible Charges are based on the Hospital’s 
prevalent room rate. 


Service and Supplies 
• The Plan Provides benefits for covered services and supplies provided and billed by the 


Hospital while a Participant is an Inpatient, including the use of operating, recovery, and 
delivery rooms.  Laboratory and diagnostic examinations, intravenous solutions, basal 
metabolism studies, electrocardiograms, electroencephalograms, x-ray examinations, and 
radiation therapy, speech therapy and occupational therapy are also covered. 


• Convenience items (such as radios, TV’s, record players, telephones, visitors’ meals, etc.) 
will not be covered. 


Length of Stay 
• Determined by Medical Necessity. 
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Outpatient Hospital Services 
Outpatient Services 
The Plan provides Covered Services when the following outpatient services are Medically 
Necessary: Pre-admission tests, surgery, diagnostic x-rays and laboratory services.  Certain 
procedures require Precertification from the Claims Administrator. 


Medical Emergency Care 
• Life-threatening emergency care or treatment for an Accidental Injury is provided on a 24-


hour basis at any Hospital emergency room.  Go to the nearest Hospital emergency room if 
you experience a life-threatening emergency.  See “Definitions”. 


• The emergency room Copayment is required for initial services rendered in the outpatient 
department of a Hospital for life-threatening medical conditions or Accidental Injuries.  
Primary Care Physician notification, if not completed prior to emergency room visit, 
should occur within 48 hours of seeking emergency room care. 


• No emergency room Copayment is required if a Participant is admitted to the Hospital 
through the outpatient emergency room. 


• Non-emergency use of the emergency room is not covered unless there is a referral from 
your Primary Care Physician. 


• Follow-up care must be coordinated by your Primary Care Physician. 


Other Covered Services 
The Plan provides Covered Services when the following outpatient services are Medically 
Necessary. 


Medical and Surgical Care 
General care and treatment of illness or Injury, and surgical diagnostic procedures including 
the usual pre- and post-operative care. 


Assistant Surgery 
Services rendered by an assistant surgeon are covered based on Medical Necessity. 


Reconstructive Surgery 
Reconstructive surgery is covered only to the extent Medically Necessary: 


• To restoration of function of any body area which has been altered by disease, trauma, 
congenital/developmental anomalies or previous therapeutic processes; 


• To correct congenital defects of a Dependent child that lead to functional impairment; and 


• To correct medical complications or post-surgical deformity, unless the previous surgery 
was not a Covered Service. 


Breast Cancer Patient Care 
Covered Services are provided for Inpatient care following a mastectomy or lymph node 
dissection until the completion of an appropriate period of stay as determined by the attending 
Physician in consultation with the Participant.  Follow-up visits are also included and may be 
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conducted at home or at the Physician’s office as determined by the attending Physician in 
consultation with the Participant. 


Breast Reconstructive Surgery 
Covered Services are provided following a mastectomy for reconstruction of the breast on 
which the mastectomy was performed, surgery and reconstruction of the other breast to 
produce a symmetrical appearance, and prostheses and treatment of the physical complications, 
including lymphedemas. 


Oral Surgery 
Includes only the following: 


• Fracture of facial bones; 


• Surgery of joints of the jaw; 


• Lesions of the mouth, lip, or tongue which require a pathological exam; 


• Incision of accessory sinuses, mouth salivary glands or ducts; 


• Dislocations of the jaw; 


• Removal of impacted teeth (A referral from your Primary Care Physician to a Network oral 
surgeon for this condition is not required.); 


• Plastic repair of the mouth or lip necessary to correct traumatic injuries or congenital 
defects arising after the effective date of coverage; 


• Treatment of temporomandibular joint syndrome (TMJ) or myofacial pain including only 
removable appliances for TMJ repositioning and related surgery and diagnostic services.  
Benefits are not provided for fixed or removable appliances which involve movement or 
repositioning of the teeth, or operative restoration of teeth (fillings), or prosthetics (crowns, 
bridges, dentures); and 


• Initial services, supplies or appliances for dental care or treatment required as a result of, 
and directly related to, accidental bodily Injury to the teeth or structure occurring while a 
Participant is covered by this Contract and performed within 180 days after the accident. 


Hospital Visits 
Coverage is provided for Physician’s visits to his or her patient in the Hospital. 


Consultation Services 
Covered when the special skill and knowledge of a consulting Physician is required for the 
diagnosis or treatment of an illness or Injury. 


General Anesthesia Services 
Covered when ordered by the attending Physician and administered by another Physician who 
customarily bills for such services, in connection with a covered procedure. 


Such anesthesia service includes the following procedures which are given to cause muscle 
relaxation, loss of feeling, or loss of consciousness: 
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• Spinal or regional anesthesia; 


• Injection or inhalation of a drug or other agent (local infiltration is excluded). 


Services of a Certified Registered Nurse Anesthetist (CRNA) will be paid only when billed for 
by the supervising anesthesiologist. 


Anesthesia Services for Certain Dental Patients 
General anesthesia and associated Hospital or ambulatory surgical facility charges are covered 
in conjunction with dental care provided to the following: 


• Patients age 7 or younger or developmentally disabled. 


• An individual for whom a successful result cannot be expected by local anesthesia due to 
neurological disorder. 


• An individual who has sustained extensive facial or dental trauma, except for a Workers’ 
Compensation claim. 


Pre-Certification is required. 


Maternity Care 
Benefits are provided for Maternity Care the same as for any other type of care, subject to the 
Copayment and/or percentage payable provisions. 


Maternity benefits are provided for a female Employee and any eligible female Dependent. 


Routine newborn nursery care is part of the mother’s maternity benefits. 


Should the newborn require other than routine nursery care, the baby should be admitted to the 
Hospital in his or her own name (see “Eligibility Information” to add coverage for a newborn). 


The length of hospitalization which is Medically Necessary will be determined by the 
Participant’s attending Physician in consultation with the mother.  Should the mother or infant 
be discharged before 48 hours following a normal delivery or 96 hours following a cesarean 
section delivery, the Participant will have access to two post-discharge follow-up visits within 
the 48- or 96-hour period.  These visits may be provided either in the Physician’s office or in 
the Participant’s home by a Home Health Care Agency.  The determination of the medically 
appropriate place of service and the type of provider rendering the service will be made by the 
Participant’s attending Physician. 


Prenatal care visits.  Only one (1) Copayment for all visits combined will be charged if the 
Physician bills in one lump sum. 


Two ultrasounds are included in the global fees for maternity/delivery.  If a Member receives 
more than 2 ultrasounds, the Member will be charged a copay for each one after the second 
ultrasound. 


Other Medical Services 
Use of Operating and Treatment Rooms and Equipment 
Diagnostic X-ray and Laboratory Procedures 
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Chemotherapy and Radioisotope, Radiation and Nuclear Medicine Therapy 
Oxygen, Blood and Components, and Administration 
Dressings, Splints, Casts 
Allergy Conditions 
Benefits are provided as stated in the Summary of Benefits. 


Clinical Trial Programs for Treatment of Children’s Cancer 
Benefits will be provided for routine patient care cost incurred in connection with the provision 
of goods, services, and benefits to dependent children in connection with approved clinical trial 
programs for the treatment of children’s cancer.  Routine patient care costs means those 
Medically Necessary costs as provided in Georgia law (OCGA 33-24-59.1). 


Diabetes 
Equipment, supplies, pharmacological agents, and outpatient self-management training and 
education, including nutritional therapy for individuals with insulin-dependent diabetes, 
gestational diabetes, and non-insulin-using diabetes as prescribed by the Physician.  Covered 
Services for outpatient self-management training and education must be provided by a 
certified, registered or licensed health care professional with expertise in diabetes. 


Osteoporosis 
Benefits will be provided for qualified individuals for reimbursement for scientifically proven 
bone mass measurement (bone density testing) for the prevention, diagnosis and treatment of 
osteoporosis for Participants meeting the Claims Administrator’s criteria. 


Durable Medical Equipment 
In addition to meeting criteria for Medical Necessity and applicable Precertification 
requirements, the equipment must also be used to improve the functions of a malformed part of 
the body or to prevent or slow further decline of the Participant’s medical condition.  The 
equipment must be ordered and/or prescribed by a Physician. 


The equipment must meet the following criteria: 


• It can stand repeated use; 


• It is manufactured solely to serve a medical purpose; 


• It is not merely for comfort or convenience; 


• It is normally not useful to a person not ill or injured; 


• It is ordered by a Physician; 


• The Physician certifies in writing the Medical Necessity for the equipment.  The Physician 
also states the length of time the equipment will be required.  The claims Administrator 
may require proof at any time of the continuing Medical Necessity of any item; 


• It is related to the Patient’s Physical disorder. 
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Dialysis Treatment 
Dialysis treatment is covered if care has been pre-certified by and coordinated with the 
Primary Care Physician.  The Claims Administrator will pay secondary to Medicare Part B, 
even if a Participant had not applied for eligible coverage available through Medicare. 


Ambulance Service 
Local service to a Hospital in connection with care for a medical emergency or accidental 
Injury.  Such service also covers your transfer from one Hospital to another if Medically 
Necessary.  Air ambulance service is not covered unless determined to be Medically 
Necessary. 


Prosthetic Appliances 
Prosthetic devices to improve or correct conditions resulting from an Accidental Injury or 
illness are covered if Medically Necessary and ordered by a Physician.  The illness or Injury 
must have happened after the Participant’s Effective Date. 


Prosthetic devices include artificial limbs and accessories, artificial eyes, lenses for eyes used 
after surgical removal of the lens(es) of the eye(s)(one pair only), arm braces, leg braces (and 
attached shoes), and external breast prostheses used after breast removal. 


The following items are specifically excluded but other items may also be excluded: corrective 
shoes, dentures, replacing teeth or structures directly supporting teeth, except to correct 
traumatic injuries, electrical continence aids (either anal or urethral), hearing aids or hearing 
devices, hair pieces, or implants for cosmetic purposes except for reconstruction following a 
mastectomy. 


Physical Therapy/Occupational Therapy 
Services by a Physician, a registered physical therapist (R.P.T.) or a registered occupational 
therapist limited to a combined total maximum visits per calendar year as outlined in the 
Summary of Benefits.  All services rendered must be within the lawful scope of practice of, 
and rendered personally by, the individual provider.  Care must be provided in a Network 
Provider setting.  No coverage is available when such services are necessitated by 
Developmental Delay.   


Licensed Speech Therapist Services 
Coverage is provided when ordered and supervised by a Physician as outlined in the Summary 
of Benefits.  Coverage is available for conditions as a result of an accident or an illness.  No 
coverage is available when such services are necessitated by Developmental Delay. 


Ophthalmology Benefits 
If you have a medical vision problem, you may use the ophthalmologist of your choice.  If you 
use a Network ophthalmologist, you must first contact your Primary Care Physician for a 
referral.  Benefits will not be provided for a Network ophthalmologist under the medical plan 
without a referral.  You will be responsible for a $15 Copayment when you visit the 
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ophthalmologist.  Of you do not use a Network provider, you will also be responsible for 
charges above UCR. 


If other outpatient or Inpatient medical services are necessary, such as lab tests, hospitalization 
or X-rays, these services must be pre-certified in order to be covered under the Plan. 


Skilled Nursing Facility Care 
Benefits are provided as outlined in the Summary of Benefits.  All Skilled Nursing Facility 
admissions must be pre-certified.  Claims will be reviewed to verify that services consist of 
Skilled Convalescent Care that is medically consistent with the diagnosis. 


Skilled Convalescent Care during a period of recovery is characterized by: 


• A favorable prognosis; 


• A reasonably predictable recovery time; and 


• Services and/or facilities less intense than those of the acute general Hospital, but greater 
than those normally available at the patient’s residence. 


Covered Services include: 


• Semiprivate or ward room charges including general nursing service, meals, and special 
diets.  If a Participant stays in a private room, this program pays the amount of the 
Semiprivate Room rate toward the charge for the private room; 


• Use of special care rooms; 


• Pathology and Radiology; 


• Physical or speech therapy; 


• Oxygen and other gas therapy; 


• Drugs and solutions used while a patient; 


• Gauze, cotton, fabrics, solutions, plaster and other materials used in dressings, bandages, 
and casts. 


This benefit is available only if the patient requires a Physicians continuous care and 24-hour-
a-day nursing care. 


Benefits will not be provided when: 


• A Participant reaches the maximum level of recovery possible and no longer requires other 
than routine care; 


• Care is primarily custodial, not requiring definitive medical or 240hour-a-day nursing 
service; 


• Care is for mental illness including drug addiction, chronic brain syndromes and 
alcoholism, and no specific medical conditions exist that require care in a Skilled Nursing 
Facility; 
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• A Participant is undergoing senile deterioration, mental deficiency or retardation, and has 
no medical condition requiring care; 


• The care rendered is for other than Skilled Convalescent Care. 


Home Health Care Services 
Home Health Care provides a program for the Participant’s care treatment in the home.  Your 
coverage is outlined in the Summary of Benefits.  A visit consists of up to 4 hours of care.  The 
program consists of required intermittent skilled care, which may include observation, 
evaluation, teaching and nursing services consistent with the diagnosis, established and 
approved in writing by the Participant’s attending Physician. 


Covered Services include: 
• Visits by an R.N.  or L.P.N.  Benefits cannot be provided for services if the nurse is related 


to the participant. 


• Visits by a qualified physiotherapist or speech therapist and by an inhalation therapist 
certified by the National Board of Respiratory Therapy. 


• Visits to render services and/or supplies of a licensed Medical Social Services Worker 
when Medically Necessary to enable to Participant to understand the emotional, social, and 
environmental factors resulting from or affecting th Participant’s illness. 


• Visits by a Home Health Nursing Aide when rendered under the direct supervision of an 
R.N. 


• Nutritional guidance when Medically Necessary. 


• Administration of prescribed drugs. 


• Oxygen and its administration. 


Home Health Care Benefits shall not be provided for: 
• Food, housing, homemaker services, sitters, home-delivered meals. 


• Home Health Care services which are not Medically Necessary or of a non-skilled level of 
care. 


• Services and/or supplies which are not included in the Home Health Care program as 
described. 


• Services of a person who ordinarily resides in the patient’s home or is a member of the 
family of either the patient or patient’s spouse. 


• Any services for any period during which the Participant is not under continuing care of a 
Physician. 


• Convalescent or custodial care where the Participant has spent a period of time for 
recovery of an illness or surgery and where skilled care is not required or the services being 
rendered are only for aid in daily living, i.e., for the convenience of the patient. 
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• Any services or supplies not specifically listed as covered services. 


• Dietitian Services. 


• Maintenance therapy. 


Hospice Care Services 
Hospice benefits cover Inpatient and outpatient services for patients certified by a Physician as 
terminally ill with a life expectancy of six months or less. 


The Plan provides benefits for Inpatient and outpatient hospice care under certain conditions as 
stated in the Summary of Benefits.  The Hospice treatment program must: 


• Be recognized as an approved hospice program by the Claims Administrator; 


• Include support services to help covered family members deal with the patient’s death; and 


• Be directed by a Physician and coordinated by an R.N.  with a treatment plan that: 


o provides an organized system of home care; 


o uses a  hospice team; and 


o has around-the-clock care available. 


Covered Hospice Care Services 
The program covers services and supplies ordered by the Physician who directs the hospice-
care program and provided to reduce pain or distress. 


Organ/Tissue/Bone Marrow Transplants 
The Plan provides benefits for services and supplies rendered with a covered transplant, 
including pre-transplant procedures such as organ harvesting (donor costs), post-operative care 
(including antirejection drug treatment administered in the Hospital) and transplant-related 
chemotherapy for cancer limited as follows. 


A transplant means a procedure or series of procedures by which an organ or tissue is either: 


• Removed from the body of one person (called a donor) and implanted in the body of 
another person (called a recipient); or 


• Removed from and replaced in the same person’s body (called a self-donor). 


A covered transplant means a medically appropriate transplant of one or more of the 
following organs or tissues only and no other: 
• Human organ or tissue transplants for kidney, cornea, lung, heart, liver or pancreas. 


• Autologous (self-donor) bone marrow transplants with high-dose chemotherapy is 
considered eligible for coverage on a prior approval basis, but only if required in the 
treatment of Non-Hodgkin’s lymphoma, intermediate or high grade Stage III or IVB; 


o Hodgkin’s disease (lymphoma), Stages IIIA, IIIB, IVA, or IVB; 


o Neuroblastoma, Stage III or Stage IV; 
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o Acute lymphocytic or nonlymphocytic leukemia patients in first or subsequent 
remission, who are at high risk for relapse and who do not have an HLA-compatible 
donor available for allogenic bone marrow support; 


o Germ cell tumors (e.g., testicular, mediastinal, retroperitoneal, ovarian) that are 
refractory to standard dose chemotherapy, with FDA-approved platinum 
compounds; 


o Metastatic breast cancer that (a) has not been previously treated with systemic 
therapy, (b) is currently responsive to primary systemic therapy, or (c) has relapsed 
following response to first-line treatment; 


o Newly diagnosed or responsive multiple myeloma, previously untreated disease, 
those in a complete or partial remission or those in a responsive relapse. 


• Homogenic/allogenic (other donor) or syngeneic hematopoietic stem cells whether 
harvested from bone marrow peripheral blood or from any other source, but only if 
required in the treatment of: 


o aplastic anemia; 


o acute leukemia; 


o severe combined immunodeficiency exclusive of acquired immune deficiency 
syndrome (AIDS); 


o infantile malignant osteoporosis; 


o chronic myelogenous leukemia; 


o lymphoma (Wiscott-Aldrich syndrome); 


o lysosomal storage disorder; 


o myelodysplastic syndrome. 


“Donor costs” means all costs, direct and indirect (including program administration costs), 
incurred in connection with: 


• medical services required to remove the organ or tissue from either the donor’s or the self-
donor’s body; 


• preserving it; and 


• transporting it to the site where the transplant is performed. 


In treatment of cancer, the term transplant includes any chemotherapy and related courses of 
treatment which the transplant supports. 


For purposes of this benefit, the term transplant does not include transplant of blood or blood 
derivatives (except hematopoietic stem cells) which will be considered as nontransplant related 
under the terms of the Plan. 


“Facility transplant” means all Medically Necessary services and supplies provided by a health 
care facility in connection with a covered transplant except donor costs and antirejection drugs. 


“Medically appropriate” means the recipient or self-donor meets the criteria for a transplant 
established by the Claims Administrator. 
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“Professional provider transplant services” means all Medically Necessary services and 
supplies provided by a professional provider in connection with a covered transplant except 
donor costs and antirejection drugs. 


Benefits for Antirejection Drugs 
For antirejection drugs following the covered transplant, The Claims Administrator will pay 
according to the benefits for prescription drugs, if any, under the Plan. 


Precertification Requirement 
All transplant procedures must be precertified for type of transplant and be medically 
appropriate according to criteria established by the Claims Administrator.  To precertify, call 
the Claims Administrator office using the telephone number on the Identification Card. 


The precertification requirements are a part of the benefit administration of the Plan and are 
not a treatment recommendation.  The actual course of medical treatment the covered person 
chooses remains strictly a matter between the covered person and his or her Physician. 


The Physician must submit a complete medical history, including current diagnosis and name 
of the surgeon who will perform the transplant.  The surgery must be performed at a 
recognized transplant center.  The donor, donor recipient and the transplant surgery must meet 
requires medical selection criteria as defined by the Claims Administrator. 


If the transplant involves a living donor, benefits are as follows: 


• If a Participant receives a transplant and the donor is also covered under this Plan, payment 
for the Participant and the donor will be made under each individual’s coverage. 


• If the donor is not covered under this Plan, payment for the Participant and the donor will 
be made under this Plan but will be limited by any payment which might be made under 
any hospitalization coverage plan. 


• If the Participant is the donor and the recipient is not covered under this Plan, payment for 
the Participant will be made under this Plan limited by any payment which might be made 
by the recipient’s hospitalization coverage with another company.  No payment will be 
made under this Plan for the recipient. 


Please see the “Limitations and Exclusions” sections for Non-Covered Services. 


Individual Case Management 
The Individual Case Management program is designed to ensure and provide payment of 
benefits to eligible Participants who, with their attending Physician, agree to treatment under 
an alternative benefit plan intended to provide quality health care under lower cost alternatives.  
Such benefits will be determined on a case-by-case basis, and payment will be made only as 
agreed to under a written alternative benefit plan for each program participant. 


The program includes: 


• the identification of potential program participants through active casefinding and referral 
mechanisms; 


• eligibility screening; 
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• preparation of alternative benefit plans; 


• subsequent to the approval of the parties, transfer to alternative treatment settings in which 
quality care will be provided.  Eligibility 


A patient receiving benefits under an alternative benefit plan may, at any time, elect to 
discontinue the plan and revert to regular Plan benefits. 


The claims Administrator is responsible for determining eligibility for cases to be included in 
the program. 


The patient—or legal guardian or family, if applicable—and the attending Physician must 
consent to explore with the Claims Administrator the possibilities of transfer to an alternative 
treatment setting and, prior to implementation, agree to the alternative benefit plan. 


Benefits 
Benefits will be determined on a case-specific basis depending on the plan of treatment, and 
may include Covered Services under the applicable Plan. 


Services will be covered and payable as long as the treatment is required as outlined in the 
alternative benefit plan, and is less expensive than the original treatment plan which otherwise 
would have been followed.  The Claims Administrator will determine the maximum approved 
payments allowable under the program. 


Benefits under the program are furnished as an alternative to other Plan benefits and are 
limited to the following: 


• Services, equipment, and supplies which are approved as Medically Necessary for the 
treatment and care of the Participant. 


• Non-structural modifications to the home which are required to meet minimum standard for 
safe operation of equipment. 


• When necessary for the long term care of the Participant in the home-setting, Respite Care 
to relieve family members or other persons caring for the Participant at home.  (The 
Respite Care benefit can be credited at a rate of 24 hours for every month of care rendered 
in the home setting, and may be reimbursed for up to 6 consecutive days at a time.  The 
Claims Administrator may approve on an exception basis up to 5 days per month of 
Respite Care when medical review of the case indicates that such action is appropriate.  
Payments for Respite Care will be deducted form the Participant’s remaining available 
benefits under the program.) 


The Participant must obtain Precertification from the Claims Administrator regarding the 
treatment plan and proposed setting to be utilized during the Respite Care period. 


Potential cases include but are not limited to: 


• spinal cord Injury; 


• severe head trauma/coma; 


• respiratory dependence; 


• degenerative muscular/neurological disorders; 
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• long term IV antibiotics; 


• premature birth; 


•  burns; 


• cardiovascular accident; 


• cancer; 


• accidents; 


• terminal illnesses; 


• other cases at the Claims Administrator’s discretion. 


Covered Services 
• Services covered under Individual Case Management will be determined by the Claims 


Administrator, at its sole discretion, on a case-by-case basis.  Benefits may be provided for 
the rehabilitation of a Participant on an Inpatient, outpatient, or out-of Hospital basis, as 
long as they are Medically Necessary, support the plan of treatment, and ensure quality of 
care. 


• The program may provide or coordinate any of the types of Covered Services provided 
pursuant to this SPD Booklet. 


• At its sole discretion, in the context of an Individual Case Management program, the 
Claims Administrator may also provide or arrange for alternative services or extra-
contractual benefits which are either (i) excluded by this SPD Booklet; (ii) neither 
excluded nor defined as Covered Services under this SPD Booklet, or (iii) exceeding the 
maximum for any Covered Service under this SPD Booklet. 


Utilization 
• Benefits will be provided only when and for as long as the Claims Administrator deems 


they are Medically Necessary.  The approved alternative benefit plan of treatment will 
establish which benefits will be provided and for how long, and shall be subject to 
Precertification and continuing review for Medical Necessity as set forth in such plan for 
treatment. 


• The total benefits that may be paid will not exceed those which the Participant would 
otherwise have received in the absence of Individual Case Management benefits. 


Exclusions 
• Rehabilitation or Custodial Care for chronic (recurring) conditions that do not, in the 


Claims Administrator’s sole discretion, significantly improve in an observable way within 
a reasonable period of time will not be a covered benefit under the Individual Case 
Management program. 
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Individual Case Management Definitions 
Case Manager 
The person designated by the Claims Administrator to manage and coordinate the Participant’s 
medical benefits under the Individual Case Management program.  The Case Manager’s role is 
determined by the Claims Administrator. 


Provider 
A Provider may be any facility or practitioner, including but not limited to Ineligible Providers, 
licensed or certified to give services or supplies consistent with the Plan of Treatment and 
approved by the Claims Administrator. 


Termination of Individual Case Management 
• Services in the alternative benefit plan approved by the Claims Administrator under 


Individual Case Management will cease to be covered benefits under this Plan when extra-
contractual benefits or alternative services are no longer Medically Necessary, as 
determined by the Claims Administrator, due to a change in the patient’s condition. 
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Prescription Drug Program 
Covered Services are stated in the Summary of Benefits.  All In-Network prescriptions can be 


written by any eligible Physician, a Network Physician designated by your Primary Care 


Physician to provide services in his/her absence, an emergency room Physician (if your 


condition is a Medical Emergency), or a specialist who is a Network Provider.   


Your benefit design as shown in the Summary of Benefits will determine the Copayment of 


your Prescription Drug program for preferred formulary drugs and non-preferred drugs that are 


listed on the Drug Formulary, as well as non-formulary drugs. 


Covered Services may include: 


Retail prescription medications that have been prescribed by a Network Provider and obtained 


through a participating pharmacy.  Retail Prescription Drugs shall, in all cases, be dispensed 


according to the Drug Formulary for prescriptions written and filled in and out of network.  


Only those Prescription Drugs included in the Drug Formulary, as amended from time to time 


by the Claims Administrator, may be Covered Services, except as noted below or otherwise 


provided in the Drug Formulary. 


Drug Formulary 


A Participant or prospective Participant shall be entitled upon request, to a copy of the Drug 


Formulary Guide, available through the Member Guide or as a separate reprint.   


The Claims Administrator may only modify the Drug Formulary for the following reasons: 


• Additions of new drugs, including generics, as they become available. 


• Removal of drugs from the marketplace based on either FDA guidance or the 


manufacturer’s decision. 


• Re-classification of drugs from formulary preferred to formulary non-preferred or vice 


versa.  All drug reclassifications are overseen by an independent Physician review 


committee.  Changes can occur: 


• Based on new clinical studies indicating additional or new evidence that can 


either benefit the patient’s outcome or that identifies potential harm to the 


patient. 
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• When multiple Similar Drugs are available such as other drugs within a specific 


drug class (for example anti-inflammatory drugs, anti-depressants or 


corticosteroid asthma inhalers;  


• When a Brand Name Drug loses its patent and generics become available; or  


• When Brand Name Drugs become available over the counter.   


• Re-classification of drugs to non-formulary status when Therapeutic/Clinically Equivalent 


drugs are available including over the counter drugs. 


Similar Drugs mean drugs within the same drug class or type.  Therapeutic/Clinically 


Equivalent drugs are drugs that can be expected to produce similar therapeutic outcomes for a 


disease or condition.   


You will be notified in writing of drugs changing to non-formulary status at least 30 days prior 


to the Effective Date of the change if you have had a prescription for the drug within the 


previous 12 months of coverage under this plan.  Drugs considered for non-formulary status 


are only those with Therapeutic/Clinically Equivalent alternatives.   


You may use the prior authorization process to request a non-formulary drug.  If your prior 


approval request is denied, you may exercise your right to appeal.  For information regarding 


either the prior authorization or appeals process, please call the customer service number on 


your Identification Card.   You can obtain, without penalty and in a timely fashion, specific 


drugs and medications not included in the Drug Formulary when: 


• You have been taking or using the non-formulary prescription drug prior to its 


exclusion from the formulary and we determine, after consultation with the prescribing 


Physician, that the Drug Formulary’s Therapeutic/Clinically Equivalent is or has been 


ineffective in the treatment of the patient’s disease or condition; or 


• The prescribing Physician determines that the Drug Formulary’s Therapeutic/Clinically 


Equivalent drug causes, or is reasonably expected to cause, adverse or harmful 


reactions in the patient. 
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Other Program Provisions 


Should the Participant, on his or her own accord, choose a Brand Name Drug over a Generic 


Drug, regardless of whether a Generic equivalent is available and even if the Physician orders 


the drug to be “dispensed as written,” the Participant will pay the Copayment for the Brand 


Name Drug as outlined in the Summary of Benefits. 


A limited number of Prescription Drugs require pre-authorization for Medical Necessity.  If 


pre-authorization is not approved, then the designated drug will not be eligible for coverage.  


To determine if a drug requires pre-authorization, please call Customer Service. 


The Prescription Drug Program provides coverage for drugs which, under federal law, may 


only be dispensed with a prescription written by a Physician.  Insulin, which can be obtained 


over the counter, will only be covered under the Prescription Drug benefit when accompanied 


by a prescription. 


This program allows for refills of a prescription within one year of the original prescription 


date, as authorized by your Physician. 


Mail Order 


Maintenance drugs are available via mail order.  To determine if a drug is considered a 


maintenance drug or requires pre-authorization, please call Customer Service.  If a particular 


drug is not on the list of maintenance drugs, then it is not available through mail order. 


Off-Label Drugs 


When prescribed for an individual with a life-threatening or chronic and disabling condition or 


disease benefits are provided for the following: 


• Off-Label Drugs 


• Medically Necessary services associated with the administration of such a drug. 


An off-Label Drug is one that is prescribed for a use that is different from the use for which 


that drug has been approved for marketing by the federal Food and Drug Administration. 
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Voluntary Half-Tablet Program 


The Half-Tablet Program will allow Participants to pay a reduced Copayment on selected 


”once daily dosage” medications.  The Half-Tablet Program allows a member to obtain a 30-


day supply (15 tablets) of the higher strength medication when written by the Physician to take 


“½ tablet daily” of those medications on the approved list.  The Pharmacy and Therapeutics 


Committee will determine additions and deletions to the approved list.  The Half-Tablet 


Program is strictly voluntary and the Participant’s decision to participate should follow 


consultation with and the concurrence of his/her Physician.  To obtain a list of the products 


available on this program contact 800-441-CARE. 


Specialty Drugs  


Specialty Drugs are typically high cost drugs that are injected or infused in the treatment of 


acute or chronic diseases.  Specialty Drugs often require special handling such as temperature-


controlled packaging and expedited delivery.  Specialty Drugs require preauthorization to be 


considered Medically Necessary.  You may obtain the list of Specialty Drugs by contacting 


Customer Service. 


Specialty Drugs are available via mail order and are shipped directly to you or to a Network 


Provider.  Your treatment plan and specific prescription will determine where administration of 


the drug will occur and by whom.  In order to better support your treatment plan, Specialty 


Drug prescriptions that exceed 30 days may be dispensed in more than one shipment.  When 


this occurs, please note that your total cost for multiple shipments will not exceed the amount 


you would have incurred for a single shipment.   


Additionally, your Copayment and/or Coinsurance may be prorated to support the method of 


distribution and treatment.  If a Network Provider charges an administration fee for Specialty 


Drugs, that amount would be separate from the cost of the mail order shipment(s). 


Please note that Specialty Drugs may also be obtained from a local pharmacy that agrees to 


accept the same payment terms as the mail order pharmacy, although your portion of the 


payment is subject to change. 
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The following are not Covered Services under this Plan: 


• Prescription drug products for any amount dispensed which exceeds the FDA clinically 


recommended dosing schedule; 


• Prescription Drugs received through an Internet pharmacy provider or mail order provider 


except for our designated mail order provider; 


• Non-legend vitamins; 


• Over-the-counter items; 


• Cosmetic drugs (i.e., Propecia); 


• Appetite suppressants (Anorexiants); 


• Weight loss products; 


• Diet supplements; 


• Syringes (for use other than insulin) except when in coordination with an approved 


injectable; 


• Non-contraceptive injectables (except with pre-certification); 


• The administration or injection of any Prescription Drug or any drugs or medicines; 


• Prescription Drugs which are entirely consumed or administered at the time and place 


where the prescription order is issued; 


• Prescription refills in excess of the number specified by the Physician, or any refill 


dispensed after one year from the date of the prescription order;  


• Prescription Drugs for which there is no charge; 


• Charges for items such as therapeutic devices, artificial appliances, or similar devices, 


regardless of their intended use;  


• Prescription Drugs for use as an Inpatient or outpatient of a Hospital and Prescription 


Drugs provided for use in a convalescent care facility or nursing home which are ordinarily 


furnished by such facility for the care and treatment of Inpatients;  


• Charges for delivery of any Prescription Drugs;  
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• Drugs and medicines which do not require a prescription order and which are not 


Prescription Drugs except insulin; 


• Prescription Drugs provided by a Physician whether or not a charge is made for such 


Prescription Drugs;  


• Prescription Drugs which are not Medically Necessary or which we determine are not 


consistent with the diagnosis; 


• Prescription Drugs which we determine are not provided in accordance with accepted 


professional medical standards in the United States;  


• Any services or supplies, which are not specifically listed as covered under this 


Prescription Drug program; 


• Prescription Drugs which are Experimental or Investigational in nature as explained in the 


“Limitations and Exclusions” section;  


• Vaccines delivered by nasal spray or mist; 


• Prescription medicine for nail fungus except for immunocompromised or diabetic patients; 


• Non-formulary drugs except as described in this Prescription Drug Program section. 
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HMO Exclusions 
What’s Not Covered 
Your Plan does not provide benefits for: 


1. Inpatient Hospital admissions which begin before a Participant’s Effective Date. 


2. Any item, service, supply, or care not specifically prescribed or authorized by a Network 
Provider except for accidental or life-threatening emergency care as indicated in this SPD 
Booklet. 


3. Care for any condition or injury recognized or allowed as a compensable loss through any 
Workers’ Compensation, occupational disease or similar law. 


4. Any disease or injury resulting from a war, declared or not, or any military duty.  Also 
excluded are charges for services directly related to military service provided or available 
from the Veterans’ Administration or military facilities as required by law. 


5. Care given by a medical department or clinic run by your Employer. 


6. Routine care of corns, bunions (except capsular or related surgery), calluses, toe nails 
(except surgical removal or care rendered as treatment of the diabetic foot or ingrown 
toe nail), flat feet, fallen arches, weak feet, chronic foot strain, or symptomatic complaints 
related to the feet. 


7. Daily room charges while this Plan is paying for an Intensive Care, cardiac care, or other 
special care unit. 


8. Admission or continued Hospital or Skilled Nursing Facility stay for care not medically 
required on an Inpatient basis. 


9. Services provided at a Freestanding Ambulatory Facility. 


10. Eyeglasses, contact lenses and related examinations and services.  Eye refractions, except 
for dependent children under age 19, when determined to be Medically Necessary.  
Analysis of vision or the testing of its acuity.  Service or devices to correct vision or for 
advice on such service.  (See the Vision Care benefits in this SPD Booklet.) 


11. Care, supplies, or equipment not medically Necessary for the treatment of Injury or illness. 


12. Cosmetic Surgery, reconstructive surgery, pharmacological services, nutritional regimens 
or other services for beautification, or treatment relating to the consequences of, or as a 
result of, Cosmetic Surgery, unless treatment relating to such consequences is Medically 
Necessary.  This exclusion includes, but is not limited to, surgery to correct gynecomastia 
and breast augmentation procedures, and otoplasties.  Reduction mammoplasty and 
services for the correction of asymmetry, except when determined to be Medically 
Necessary by the Claims Administrator, is not covered. 
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• This exclusion does not apply to surgery to restore function if any body area has been 
altered by disease, trauma, congenital/developmental anomalies, or previous 
therapeutic processes.  This exclusion does not apply to surgery to correct the results of 
Injuries when performed within 2 years of the event causeing the impairment, or as a 
continuation of a staged reconstruction procedure, or congenital defects necessary to 
restore normal bodily functions, including but not limited to, cleft lip and cleft palate. 


• This exclusion does not apply to Breast Reconstructive Surgery.  Please see the 
Benefits section of this SPD Booklet. 


13. Dental care and treatment and oral surgery (by Physicians or dentists) including dental 
surgery; dental appliances; dental prostheses such as crowns, bridges, or dentures; 
implants; orthodontic care; operative restoration of teeth (fillings); dental extractions 
(except impacted teeth); endodontic care; apicoectomies; excision of radicular cysts or 
granuloma; treatment of dental caries, gingivitis, or periodontal disease by gingivectomies 
or other periodontal surgery; vertibuloplasties; alveoplasties; dental procedures involving 
teeth and their bone or tissue supporting structures; and frenulectomy. 


14. Surgical or medical care for obesity, weight reduction, or dietary control.  Services for 
Inpatient treatment of bulimia or other eating disorder which consist primarily of behavior 
modification, diet and weight monitoring and educational services. 


15. Surgical or medical treatment to modify the sex (transsexualism), including hormonal 
therapy. 


16. Transportation provided by other than a state licensed professional ambulance service.  Air 
ambulance service is not covered unless determined to be Medically Necessary.  
Transportation to another area for medical care is also excluded except when Medically 
Necessary for you to be moved by ambulance from one Hospital to another. 


17. Charges for experimental drugs or substances not approved by the Food and Drug 
administration, or for drugs labeled: “Caution—limited by Federal law to investigational 
use.” 


18. Expenses for or in connection with experimental procedures or treatment methods not 
approved by the American Medical Association or the appropriate medical specialty 
society. 


19. Charges for failure to keep a scheduled visit or for completion of claim forms; for 
Physician or Hospital’s stand-by services; for holiday or overtime rates. 


20. Services rendered by a provider who is a close relative or member of your household Close 
relative means wife or husband, parent, child, brother or sister by blood, marriage or 
adoption. 


21. Radial keratotomy; and surgery, services or supplies for the surgical correction of 
nearsightedness and/or astigmatism. 


22. Treatment where payment is made by any local, state, or federal government (except 
Medicaid). 


23. Services paid under Medicare or which would have been paid if the Participant had applied 
for Medicare and claimed Medicare benefits. 
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24. Services related to or performed in conjunction with artificial insemination and in-vitro 
fertilization or combination thereof. 


25. Biomicroscopy, field charting or aniseikonic investigation. 


26. Orthoptics or visual training. 


27. Pre-marital tests. 


28. The following items related to Durable Medical Equipment are specifically excluded: 


• Air conditioners, humidifiers, dehumidifiers, or purifiers; 


• Arch supports and orthopedic or corrective shoes; 


• Heating pads, hot water bottles, home enema equipment, or rubber gloves; 


• Sterile water; 


• Deluxe equipment, such as motordriven chairs or beds, when standard equipment is 
adequate; 


• Rental or purchase of equipment if you are in a facility which provides such equipment; 


• Electric stair chairs or elevator chairs; 


• Physical fitness, exercise, or ultraviolet/tanning equipment; 


• Other items of equipment which the Claims Administrator feels do not meet the listed 
criteria. 


29. The following services and supplies rendered in connection with organ/tissue/bone marrow 
transplants: 


• Surgical or medical care related to animal organ transplants, animal tissue transplants 
(except for porcine heart valves), artificial organ transplants or mechanical organ 
transplants; 


• Transportation, travel or lodging expenses for non-donor family members; 


• Donation related services or supplies, including search, associated with organ 
acquisition and procurement; 


• Chemotherapy with autologous, allogenic or syngenic hematopoietic stem cells 
transplant for treatment of any type of cancer not specifically named as covered; 


• Any transplant not specifically listed as covered. 


Note: This list does not include all of the exclusions under this Plan.  In order to 
determine whether an illness or condition not listed in this SPD is covered, please call 
Member Services at 1-800-474-2227. 
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HMO Claim Filing and General Information 
Proof of Loss, Payment of Claims 
If you incur out-of-area claims, written proof of such loss must be furnished to the Claims 
Administrator.  Please include your ID number in order to verify that you are a covered 
Participant. 


Timeliness of Filing and Payment of Claims (Out-of-Area Only) 
In the event you submit a claim, a properly completed claim form with any necessary reports 
and records must be furnished within 90 days of the date of service.  Payment of claims will be 
made as soon as possible following receipt of the claim, unless more time is required because 
of incomplete or missing information.  In this case, the Claims Administrator will notify you of 
the reason for the delay and list all information needed to continue processing your claim.  
After this data is received, claims processing will be completed. 


Network Providers 
The Claims Administrator provides or makes payment for medically necessary covered health 
care services received by the Participant.  The health care services are subject to the 
limitations, exclusions, and Copayments specified in this SPD Booklet.  A directory lists all 
Network Hospitals, Physicians and other providers. 


Unauthorized Use of Identification Card 
If you permit your Identification Card to be used by someone else or if you use the card before 
coverage is in effect or after coverage has ended, you will be liable for payment of any 
expenses incurred resulting from the unauthorized use.  Unauthorized use could also result in 
termination of the coverage. 


Questions About Coverage or Claims 
If you have questions about your coverage, contact the Plan Administrator or the Claims 
Administrator's Customer Service Department.  Be sure to always give your member ID 
number. 


Write 
Customer Service Department 
Blue Cross and Blue Shield of Georgia 
P.O.  Box 7368 
Columbus, Georgia 31908 


When asking about a claim, give the following information: 


• member ID number; 


• Patient name, Employee's name and address; 


• Date of service, type of service received; and 
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• Provider name and address (Hospital or Physician) 


Terms of Your Coverage 
The Plan provides the benefits described in this SPD Booklet only for eligible Participants.  
The health care services are subject to the limitations, exclusions, Copayments, and percentage 
payable requirements specified in this SPD Booklet.  Any group contract or certificate which 
you received previously will be replaced by this Plan. 


Benefit payment for covered services or supplies will be made directly to Network or 
Participating Providers. 


Neither the Claims Administrator nor the Employer is responsible for any Injuries or damages 
you may suffer due to actions of any Hospital, Physician or other person. 


An oral explanation of your benefits by a Claims Administrator employee is not legally 
binding. 


Any correspondence mailed to you will be sent to your most current address.  You are 
responsible for notifying Fulton County Benefits Department of your new address. 


General Information 
Fraudulent statements on a Participant's application forms will invalidate any payment or 
claims for services and be grounds for voiding the Participant's coverage. 


Both parties to this Health Plan document (the Employer and the Claims Administrator) are 
relieved of their responsibilities without breach, if their duties become impossible to perform 
by acts of God, war, terrorism, fire, etc. 


The Claims Administrator will adhere to the Employer's instructions and allow the Employer 
to meet all of the employer's responsibilities under applicable state and federal law.  It is the 
Employer's responsibility to adhere to all applicable state and federal laws and the Claims 
Administrator does not assume any responsibility for compliance. 


Acts Beyond Reasonable Control (Force Majeure) 
Should the performance of any act required by this coverage be prevented or delayed by reason 
of any act of God, strike, lock-out, labor troubles, restrictive government laws or regulations, 
or any other cause beyond a party's control, the time for the performance of the act will be 
extended for a period equivalent to the period of delay, and non-performance of the act during 
the period of delay will be excused.  In such an event, however, all parties shall use reasonable 
efforts to perform their respective obligations. 


Licensed Controlled Affiliate 
The Participate expressly acknowledges his/her understanding this policy constitutes a contract 
solely between the Employer and BCBSHP, which is an independent corporation operating 
under a license from the Blue Cross and Blue Shield Association, an association of 
independent Blue Cross and Blue Shield Plans (the "Association"), permitting BCBSHP to use 
the Blue Cross and Blue Shield Service Marks in the state of Georgia, and that BCBSHP is not 
contracting as the agent of the Association.  The Participant further acknowledges and agrees 
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that it has not entered into this policy based upon representations by any person other than 
BCBSHP and that no person, entity, or organization other than BCBSHP shall be held 
accountable or liable to the Participant for any of BCBSHP's obligation to the Employer 
created under this policy.  This paragraph shall not create any additional obligations 
whatsoever on the part of BCBSHP other than those obligations created under other provisions 
of this agreement. 


Calculation of Coinsurance and Other Participant Liability. 
When a Participant obtains health care services outside the BCBSHP service area, the amount 
the Participant pays for Covered services is usually calculated on the lower of: 


• The Actual billed charges for covered Services, or 


• The negotiated price that the on-site Blue Cross and/or Blue Shield Plan passes on to the 
Claims Administrator 


Often this "negotiated price" will consist of a simple discount.  But sometimes it is an 
estimated final price that factors in expected settlements or other non-claims transactions with 
the health care Provider or with a specific group of Providers.  The negotiated price may also 
be a discount from billed charges that reflects average expected savings.  The estimated or 
average price may be adjusted in the future to correct for over- or underestimation of past 
prices. 


In addition, laws in a small number of estates required Blue Cross and/or Blue Shield Plans to 
use a basis for calculating the payment for Covered Services that does not reflect the entire 
savings realized on a particular claim.  When the Participant receives covered health care 
services in those states, the required payment for these services will be calculated using their 
statutory methods. 
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Coordination of Benefits (COB) 
If you, your spouse, or your Dependents have duplicate coverage under any other group 
medical expense coverage, or any local, state or governmental program, (except school 
accident insurance coverage and Medicaid) then benefits payable under this Plan will be 
coordinated with the benefits payable under the other plan.  The total benefits paid by both 
plans will not exceed 100% of the total charge.  The Plan’s liability in coordinating will not 
be more than 100% UCR, the per diem negotiated fee, or the contracted amount. 


Allowable Expense means any necessary, reasonable and customary expense at least a portion 
of which is covered under at least one of the plans covering the person for whom claim is 
made.  The Claim Determination Period is the calendar year. 


Order Of Benefit Determination 
When you have duplicate coverage, claims will be paid as follows: 


• Automobile Insurance.  Medical benefits available through automobile insurance 
coverage will be determined before that of any other plan. 


• Non-dependent/Dependent.  The benefits of the plan which covers the person as a 
Participant (other than as a Dependent) are determined before those of the plan which 
covers the person as a Dependent. 


• Dependent Child/Parents Not Separated or Divorced.  Except as stated below, when 
this Plan and another plan cover the same child as a Dependent of different persons, called 
“parents”: 


o The benefits of the plan of the parent whose birthday falls earlier in a year are 
determined before those of the plan of the parent whose birthday falls later in that year. 


o If both parents have the same birthday, the benefits of the plan which covered the 
parent longer are determined before those of the plan which covered the other parent 
for a shorter period of time. 


However, if the other plan does not have the rule described above, but instead has a rule based 
on the gender of the parent, and if, as a result, the plans do not agree on the order of benefits, 
the rule in the other plan will determine the order of benefits. 


• Dependent Child/Parents Separated or Divorced.  If two or more plans cover a person 
as a dependent child of divorced or separated parents, benefits for the child are determined 
in this order: 


o First, the plan of the parent with custody of the child; 


o Then, the plan of the spouse of the parent with custody of the child; and 


o Finally, the plan of the parent not having custody of the child. 
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However, if the specific terms of a court decree state that one of the parents is responsible for 
the child’s health care expenses, and the company obligated to pay or provide the benefits of 
the plan of that parent has actual knowledge of those terms, the benefits of that plan are 
determined first.  This paragraph does not apply with respect to any Claim Determination 
Period or plan year during which any benefits are actually paid or provided before the 
company has that actual knowledge. 


• Joint Custody.  If the specific terms of a court decree state that the parents shall have joint 
custody, without stating that one of the parents is responsible for the health care expenses 
of the child, the plans covering the child shall follow the order of benefit determination 
rules outlined above for “Dependent Child/Parents not Separated or Divorced”. 


• Active/Inactive Employee.  The benefits of a plan that covers a person as an Employee 
who is neither laid off nor retired (or as that Employee’s Dependent) are determined before 
those of a plan that covers that person as a laid-off or retired Employee (or as that 
Employee’s Dependent).  If the other plan does not have this rule, and if, as a result, the 
plans do not agree on the order of benefits, this rule is ignored. 


• Longer/Shorter Length of Coverage.  If none of the above rules determines the order of 
benefits, the benefits of the plan which covered an Employee or Participant longer are 
determined before those of the plan that covered that person for the shorter time. 


Effect on the Benefits of This Plan 
This section applies when, in accordance with the Order of Benefit Determination Rules, this 
Plan is a secondary plan to one or more other plans.  In that event the benefits of this Plan may 
be reduced under this section.  Such other plan or plans are referred to as “the other plans” 
below. 


Reduction in this Plan’s benefits.  The benefits of this Plan will be reduced when the sum of: 


• The benefits that would be payable for the Allowable Expenses under this Plan in the 
absence of this COB provision; and 


• The benefits that would be payable for the Allowable Expenses under the other plans, in 
the absence of provisions with a purpose like that of this COB provision, whether or not 
claim is made, exceeds those Allowable Expenses in a Claim Determination Period.  In that 
case, the benefits of this Plan will be reduced so that they and the benefits payable under 
the other Plans do not total more than those Allowable Expenses. 


When the benefits of this Plan are reduced as described above, each benefit is reduced in 
proportion.  It is then charged against any applicable benefit limit of this Plan. 


Miscellaneous Rights 
• Right to Receive and Release Necessary Information.  Certain facts are needed to apply 


these COB rules.  The Claims Administrator has the right to decide which facts it needs.  It 
may get needed facts from or give them to any other organization or person as necessary to 
coordinate benefits.  The Claims Administrator need not tell, or get the consent of, any 
person to do this.  Each person claiming benefits under this Plan must give the Claims 
Administrator any facts it needs to pay the claim. 
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• Facility of Payment.  A payment made under another plan may include an amount which 
should have been paid under this Plan.  If it does, the Plan may pay that amount to the 
organization which made that payment.  That amount will then be treated as though it was 
a benefit paid under this Plan.  The Plan will not have to pay that amount again. 


• Right of Recovery.  If the amount of the payment made by the Plan is more than it should 
have been under this COB provision, it may recover the excess from one or more of: 


o the persons it has paid or for whom it has paid; 


o insurance companies; or 


o other organizations. 


 


Subrogation 
The Plan reserves the right to be reimbursed for benefits paid under this Plan if the person for 
whom benefits are paid has a right to recover these benefits from a third party.  This is called 
subrogation.  This provision helps control the cost of the Plan by limiting certain recoveries to 
the actual medical expense lost.  The purpose of this provision is to help your Employer 
continue providing high-quality health care benefits.  In no instance shall you be asked to 
reimburse more than the actual medical expenses paid on your behalf. 


Right of Subrogation.  If you or your Dependent incur medical expenses as the result of 
injuries suffered because of the alleged negligence or misconduct of another person, you or the 
Dependent may have a claim against that person for payment of your medical bills.  The Plan 
will be subrogated to the right of recovery you or the Dependent has against the other person. 


This right shall be only to the extent of benefits paid by the Plan for medical expenses.  
You or the Dependent will be required to reimburse the Plan out of any monies you or the 
Dependent receive from the other person or his or her insurance company as a result of 
judgment, settlement or otherwise.  You or the Dependent will be required to furnish to the 
Plan information and assistance required to enforce this right of subrogation.  the right of 
subrogation shall not apply to any recovery you obtain from any insurance company under 
which you or the Dependent is the insured person.  Subrogation is administered by the Claims 
Administrator. 
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Termination of Coverage 
Employees 
Your medical benefits under Fulton County's Plans will cease on the earlier of the following 
dates: 


• the date you are no longer eligible for coverage; 


• the date you fail to make any required payment for the coverage; 


• the date the coverage is cancelled; 


If your active service ends due to sickness or emergency or family leave of absence, your 
coverage may be continued while Fulton County continues to pay their portion of Premiums 
and you pay your share. 


If your active service ends because of an Injury or illness which causes you to be approved for 
Long Term Disability benefits, your coverage may be continued while Fulton County 
continues to pay their portion of premiums and you pay your share. 


If you die while you are covered under the Plan, any of your Dependents who are also covered 
will continue to be covered as long as contributions toward the cost of the coverage continue.  
This continuation will cease on the earliest of the following dates: 


• the last day following 90 days after your death; 


• the date your Dependent no longer qualifies as a Dependent (for reason other than lack of 
primary support by you); or 


• the date your Dependent fails to make any required contribution toward the cost of the 
coverage. 


Dependents 
Medical benefits for your Dependents will cease on the earlier of: 


• the date your coverage ceases; 


• the date you are no longer eligible for Dependent coverage; 


• the date you fail to make any required contribution for the coverage; 


• the date your Dependent non longer qualifies as a Dependent; 


• the date Dependent coverage is cancelled. 


Continuation of Coverage (Federal Law – COBRA) 
If you die, your enrolled survivors may continue their group benefits for as long as 36 months.  
Your enrolled spouse may continue group benefits for as long as 36 months if coverage would 
otherwise terminate by divorce or legal separation or because you become entitled to Medicare  
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benefits.  Your Dependents may continue group benefits for as long as 36 months if coverage 
would otherwise cease because they fail to meet the Plan definition of Dependent (for instance 
because of age or marriage). 


To continue enrollment, you or your family member must make an election within 60 days of 
the date coverage would otherwise end, or the date the Plan Administrator notifies you or your 
family member of this right, whichever is later.  You must pay the total Premium appropriate 
for the type of benefit coverage continued.  The Premium charged cannot be more than 102% 
of the Premium charged for Employees with similar coverage, and it must be paid to the Plan 
Administrator within 30 days of the date due, except that the initial Premium payment must be 
made before 45 days after the initial election for continuation coverage, or your continuation 
rights will be forfeited. 


For beneficiaries who are determined at the time of the qualifying event, to be disabled under 
Title II (OASDI) or Title XVI (SSI) of the Social Security Act, and effective January 1, 1997, 
beneficiaries who become disabled during the first 60 days of COBRA continuation coverage, 
coverage may continue from 18 to 29 months.  These beneficiaries Dependent's are also 
eligible for the 18 to 29-month disability extension.  This provision would only apply if the 
qualified beneficiary provides notice of disability status before the end of the initial 18 month 
eligibility period.  In these cases, the Employer can charge 150% of Premium for months 19 
through 29.  This would allow health coverage to be provided in the period between the end of 
18 months and the time that Medicare begins coverage for the disabled at 29 months. 


If a continuing beneficiary becomes enrolled for other group health care benefits, coverage 
may continue under this Plan only if the new group health plan contains pre-existing condition 
exclusions or limitations, and may continue only until these limitations cease. 


Continuation coverage stops before the end of the maximum continuation period if the 
Participant becomes entitled to Medicare benefits.  If a continuing beneficiary becomes entitled 
to Medicare benefits, then a qualified beneficiary – other than the Medicare beneficiary – is 
entitled to continuation coverage for non more than a total of 36 months. 


These benefits are available without proof of insurability and terminate if the qualified 
beneficiary fails to pay a required Premium or the company terminates all benefits under this 
employee welfare benefit plan for all Employees. 


In the event of your termination, lay-off, reduction in work hours, or Medicare entitlement, the 
Employer must notify the Plan Administrator within 30 days.  You must notify the Plan 
Administrator within 60 days of divorce, legal separation, or the failure of an enrolled 
Dependent to meet the Plan's definition of Dependent.  Thereafter, the Plan Administrator will 
notify qualified beneficiaries of their rights within 14 days. 


If you Qualify for Medicare 
IF you or an eligible Dependent becomes qualified for Medicare while you are still actively at 
work, your medical care benefits will be provided primarily by the Fulton County Plan.  
Medicare will be considered a secondary payer of benefits.  Medicare may supplement the 
payments you receive form the Fulton County Plan.  However, these supplementary Medicare  
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benefits will be limited so that, when combined with the benefits paid by this Plan, the total 
amount payable will not exceed 100% of the expenses incurred.  If you have not elected both 
Parts A and B of Medicare, the Claims Administrator will assume that you have elected both 
Parts A and B of Medicare and when determining benefits payable under the Coordination of 
Benefits section. 
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Definitions 
Accidental Injury 
Bodily Injury sustained by a Participant as the result of an unforeseen event and which is the 
direct cause (independent of the disease, bodily infirmity or any other cause) for care which the 
Participant receives.  Such care must occur while this Plan is in force.  It does not include 
injuries for which benefits are provided under any Workers’ Compensation, employer’s 
liability or similar law. 


After-Hours Urgent Care 
Urgent Care rendered as a result of a condition that has an onset after the Primary Care 
Physician’s business hours. 


Applicant 
The corporation, partnership, sole proprietorship, other organization or group which applied 
for this Plan. 


Application for Enrollment 
The original and any subsequent forms completed and signed by the Employee seeking 
coverage. 


Basic Restorative Care 
A category of dental services that includes fillings, treatment of gum disease (periodontics) and 
root canals. 


Before-tax 
A contribution for coverage which is taken from an Employee’s pay before federal, Social 
Security and state/local taxes have been deducted.  Taxable income is reduced and as a result, 
Employees owe less taxes. 


Benefit Period 
One year, January 1 – December 31 (also called year or calendar year).  It does not begin 
before the Participant’s Effective Date.  It does not continue after the Participant’s coverage 
ends. 


Chemical Dependency (Substance Abuse) 
The total psycho-physical state of mind that involves feelings of satisfaction and a drive to 
periodic or continuous administration of the chemical (drug) to produce pleasure or avoid 
discomfort. 
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Chemical Dependency Treatment Facility 
An institution established to care and treat chemical dependency, on either an Inpatient or 
outpatient basis, under a prescribed treatment program.  The institution must have diagnostic 
and therapeutic facilities for care and treatment provided by or under the supervision of a 
licensed Physician.  The institution must be licensed, registered or approved by the appropriate 
authority of the State of Georgia or must be accredited by the Joint Commission on 
Accreditation of Hospitals. 


Claims Administrator 
The company your Employer chose to administer their health benefits.  Blue Cross and Blue 
Shield of Georgia, Inc.  and BCBSHP were chosen to administer this Plan. 


Coinsurance 
If a Participant’s coverage is limited to a certain percentage, for example 80%, then the 
remaining 20% for which the Participant is responsible is the Coinsurance amount.  The 
Coinsurance may be capped by the Out-of-Pocket Limit.  Compare to Copayment. 


Combined Limit 
The maximum total of In-Network and Out-of-Network Benefits available for designated 
health service in the PPO/PPO Plus Summary of Benefits. 


Congenital Anomaly 
A condition or conditions that are present at birth regardless of causation.  Such conditions 
may be hereditary or due to some influence during gestation. 


Coordination of Benefits 
A provision that is intended to avoid claims payment delays and duplication of benefits when a 
person is covered by two or more plans providing benefits or services for medical, dental or 
other care or treatment.  It avoids claim payment delays by establishing an order in which 
Plans pay their claims and providing an authority for the orderly transfer of information needed 
to pay claims promptly.  It may avoid duplication of benefits by permitting a reduction of the 
benefits of a plan when, by the rules established by this provision, it does not have to pay its 
benefits first. 


Copayment 
A cost-sharing arrangement in which a Participant pays a specified charge for a Covered 
Service, such as the Copayment indicated in the Summary of Benefits for an office visit.  The 
Participant is usually responsible for payment of the Copayment at the time the health care is 
rendered.  Typical Copayments are fixed or variable flat amounts for Physician office visits, 
prescriptions or Hospital services.  Copayments are distinguished from Coinsurance as flat 
dollar amounts rather than percentages of the charges for services rendered.  Copayments may 
be collected by the provider of service or the Claims Administrator. 
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Cosmetic Surgery 
Any non-medically necessary surgery or procedure, the primary purpose of which is to 
improve or change the appearance of any portion of the body, but which does not restore 
bodily function, correct a disease state, physical appearance or disfigurement caused by an 
accident, birth defect, or correct or naturally improve a physiological function.  Cosmetic 
Surgery includes but is not limited to rhinoplasty, lipectomy, surgery for sagging or extra skin, 
and augmentation or reduction procedures (e.  G., mammoplasty, liposuction, keloids, 
rhinoplasty and associated surgery) or treatment relating to the consequences or as a result of 
Cosmetic Surgery. 


Covered Dependent 
Any Dependent in an Employee’s family who meets all the eligibility requirements of the 
Eligibility and enrollment section of this SPD Booklet and the Dependent Eligibility section of 
the SPD Booklet, has enrolled in the Plan, and is subject to Premium requirements set forth in 
the Health Plan Document. 


Covered Services 
Medically Necessary health care services and supplies that are (a) defined as Covered Services 
in the Health Plan Document, (b) not excluded under such Health Plan Document, (c) not 
Experimental or Investigational and (d) provided in accordance with such Health Plan 
Document. 


Creditable Coverage 
Coverage under another health benefit plan is medical expense coverage with no greater than a 
63 day gap in coverage under any of the following (a) Medicare or Medicaid; (b) an employer 
based accident and sickness insurance or health benefit arrangement; (c) an individual accident 
and sickness insurance policy; (d) a spouse’s benefits or coverage under Medicare or Medicaid 
or an employer based health insurance or health benefit arrangement; (e) a conversion policy; 
or (f) similar coverage as defined in OCGA 33-30-15. 


Custodial Care 
Any type of care, including room and board, that (a) does not require the skills of professional 
or technical personnel; (b) is not furnished by or under the supervision of such personnel or 
does not otherwise meet the requirements of post-Hospital Skilled Nursing Facility care; or (c ) 
is a level such that the Participant has reached the maximum level of physical or metal function 
and is not likely to make further significant improvement.  Custodial Care includes, but is not 
limited to, any type of care the primary purpose of which is to attend to the Participant’s 
activities of daily living which do not entail or require the continuing attention of trained 
medical or paramedical personnel.  Examples of Custodial Care include, but are  not limited to, 
assistance in walking, getting in and out of bed, bathing, dressing, feeding, using the toilet, 
changes of dressings of non-infected, post-operative or chronic conditions, preparation of 
special diets, supervision of medication that can be self-administered by the Participant, 
general maintenance care of colostomy or ileostomy, routine services to maintain other 
services which, in the sole determination of the Claims Administrator, can be safely and 
adequately self-administered or performed by the average non-medical person without the 
direct supervision of trained medical and paramedical personnel, regardless of who actually 
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provides the services, residential care and adult day care, protective and supportive care 
including educational services, rest care and convalescent care. 


Deductible 
The portion of the bill you must pay before your medical expenses become Eligible Charges.  
It is applied on a calendar year basis. 


Dependent 
Your spouse and any unmarried children of yours who are less than 19 years old, or under age 
25 if they are full-time students, and unmarried children 19 years of age or older who are 
handicapped.  See the “Eligibility” section. 


Developmental Delay 
The statistical variation in reaching age appropriate verbal/growth/motor skill developmental 
milestones when there is no apparent medical or psychological problem.  It alone does not 
constitute an illness or an Injury.  Services rendered should be to treat or promote recovery of 
the specific functional deficits identified. 


Direct Access 
A Participant has the Right to receive services from specified providers without a Primary Care 
Physician Referral.  This is called Direct Access.  Such providers include a gynecologist for 
obstetrical or gynecological-related conditions, a dermatologist; an 
optometrist/ophthalomologist for medical conditions only. 


Durable Medical Equipment 
Equipment, as determined by the Claims Administrator, which is (a) made to withstand 
prolonged use; (b) made for and mainly used in the treatment of a disease or Injury; (c) suited 
for use while not confined as an Inpatient at a Hospital; (d) not normally of use to persons who 
do not have a disease or Injury; (e) not for exercise or training. 


Effective Date 
The date an Employee coverage begins.  The Effective Date of Dependents added to an 
Employee’s coverage later will be different depending on the date they are added. 


Eligible Charges 
Those charges for services and supplies (a) defined as Covered Services and not excluded 
under the Participant’s; (b) that are Medically Necessary; and (c) that are provided in 
accordance with the Participant’s Plan.  For In-Network services, Eligible Charges are based 
on the Claims Administrator’s negotiated arrangement, pre-determined fee schedule, and the 
applicable Reimbursement Rate.  All payment determinations for Hospital Services are based 
on the applicable Reimbursement Rate. 


Employee 
A person who is engaged in active employment with the Employer and is eligible for coverage 
with the Plan under the employment regulations of the Employer. 
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Employer 
Fulton County 


Endodontics 
Services such as root canals, which treat dental pulp diseases.  Pulp is the soft sensitive tissue 
that fills the central cavity of the tooth. 


Experimental or investigational 
Services which are considered Experimental or Investigational include services which (1) have 
not been approved by the Federal Food and Drug Administration or (2) for which medical and 
scientific evidence does not demonstrate that the expected benefits of the proposed treatment 
would be greater than the benefits of any available standard treatment and that adverse risks of 
the proposed treatment will not be substantially increased over those standard treatments.  
Such determination must result from prudent professional practices and be supported by at 
least two documents of medical and scientific evidence. 


Medical and scientific evidence means: 


• Peer-reviewed scientific studies published in or accepted for publication by medical 
journals that meet nationally recognized requirements for scientific manuscripts and that 
submit most of their published articles for review by experts who are not part of the 
editorial staff; 


• Peer-reviewed literature, biomedical compendia, and other medical literature that meet the 
criteria of the National Institutes of Health’s National Library of Medicine for indexing in 
Index Medicus, Excerpta Medikcus (EMBASE), Medline, and MEDLARS data base or 
Health Services Technology Assessment Research (HSTAR); 


• Medical journals recognized by the United States Secretary of Health and Human Services, 
under [Section 1861(t)(2) of] the Social Security Act; 


• The following standard reference compendia: the American Hospital Formulary Service-
Drug Information, the American Medical Association Drug Evaluation, the American 
Dental Association Accepted Dental Therapeutics, and the United States Pharmacopoeia-
Drug Information; 


• Findings, studies, or research conducted by or under the auspices of federal government 
agencies and nationally recognized federal research institutes including the Federal Agency 
for Health Care Policy and Research, National Institutes of Health, National Cancer 
Institute, National Academy of Sciences, Health Care Financing Administration, and any 
national board recognized by the National Institutes of Health for the purpose of evaluating 
the medical value of health services; or 


• It meets the Technology Assessment Criteria as determined by the Claims Administrator. 


Freestanding Ambulatory Facility 
A facility, with a staff of Physicians, at which surgical procedures are performed on an 
outpatient basis—no patients stay overnight.  The facility offers continuous service by both 
Physicians and registered nurses (R.N.s).  It must be licensed by the appropriate state agency.  
A Physician’s office does not qualify as a Freestanding Ambulatory Facility. 
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Health Plan Document 
The Health Plan Document is the agreement between the Plan and the Claims Administrator 
(PPO and HMO) and includes this SPD Booklet, and any riders or amendments. 


Home Health Care 
Care, by a state-licensed program or provider, for the treatment of a patient in the patient’s 
home, consisting of required intermittent skilled care, which may include observation, 
evaluation, teaching and nursing services consistent with the diagnosis, established and 
approved in writing by the patient’s attending Physician. 


Home Health Care Agency 
A provider who renders care through a program for the treatment of a patient in the patient’s 
home, consisting of required intermittent skilled care, which may include observation, 
evaluation, teaching and nursing services consistent with the diagnosis, established and 
approved in writing by the patient’s attending Physician.  It must be licensed by the 
appropriate state agency. 


Hospice 
A provider which provides care for terminally ill patients and their families, either directly or 
on a consulting basis with the patient’s Physician.  It must be licensed by the appropriate state 
agency. 


Hospice Care Program 
A coordinated, interdisciplinary program designed to meet the special physical, psychological, 
spiritual and social needs of the terminally ill Participant and his or her covered family 
members, by providing palliative and supportive medical, nursing and other services through 
at-home or Inpatient care.  The Hospice must be licensed by the appropriate state agency and 
must be funded as a Hospice as defined by those laws.  It must provide a program of treatment 
for at least two unrelated individuals who have been medially diagnosed as having no 
reasonable prospect of cure for their illnesses. 


Hospital 
An institution licensed by the appropriate state agency, which is primarily engaged in 
providing diagnostic and therapeutic facilities on an Inpatient basis for the surgical and 
medical diagnosis, treatment and care Injured and sick persons by or under the supervision of a 
staff of Physicians duly licensed to practice medicine, and which continuously provides 24-
hour-a-day nursing services by registered graduate nurses physically present and on duty.  
“Hospital” does not mean other than incidentally: 


• An extended care facility; nursing home; place for rest; facility for care of the aged; 


• A custodial or domiciliary institution which has as its primary purpose the furnishing of 
food, shelter, training or non-medical personal services; or 


• An institution for exceptional or handicapped children. 
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Identification Card 
The latest card given to you showing your member and group numbers, the type of coverage 
you have and the date coverage became effective. 


Ineligible Charges 
Charges for health care services that are not Eligible Charges because the services are not 
Medically Necessary or pre-admission certification was not obtained.  Such charges are not 
eligible for payment. 


Ineligible Hospital 
A facility which does not meet the minimum requirements to become a Participating or 
Preferred Hospital.  Services rendered to a Participant by such a Hospital are not eligible for 
payment. 


Ineligible Provider 
A provider which does not meet the minimum requirements to become a Participating Provider 
or with whom the Claims Administrator does not directly contract.  Services rendered to a 
Participant by such a provider are not eligible for payment. 


Initial Enrollee 
A person (or one of that person’s eligible Dependents) who is employed by the Employer and 
enrolled through the Plan on the original Effective Date of this Plan. 


Injury 
Bodily harm from a non-occupational accident. 


Inpatient 
A Participant who is treated as a registered bed patient in a Hospital and for whom a room and 
board charge is made. 


Intensive Care Unit 
A special unit of a Hospital that: (1) treats patients with serious illnesses or Injuries; (2) can 
provide special life-saving methods and equipment; (3) admits patients without regard to 
prognosis; and (4) provides constant observation of patients by a specially trained nursing 
staff. 


Legend Prescription Drug 
Any medical substance, the label of which, under the Federal Food and Drug and Cosmetic 
Act, as amended, is required to bear the legend: “Caution: Federal Law prohibits dispensing 
without prescription”. 


Maternity Care 
Obstetrical care received both before and after the delivery of a child or children.  It also 
includes care for miscarriage or abortion, if the abortion is Medically Necessary.  It includes 
regular nursery care for a newborn infant as long as the mother’s Hospital stay is a covered 
benefit and the newborn infant is an eligible Participant under the Plan. 
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MCSO – Medical Child Support Order 
An MCSO is any court judgment, decree or order (including a court’s approval of a domestic 
relation settlement agreement) that: 


• Provides for child support payment related to health benefits with respect to the child of a 
group health plan participant or requires health benefit coverage of such child in such plan, 
and is ordered under state domestic relations law; or 


• Enforces a state law relating to medical child support payment with respect to a group 
health plan. 


Medicaid 
A state program of medical aid for needy persons. 


Medical Emergency 
“Emergency services,” “emergency care,” or “Medical Emergency” means those health care 
services that are provided for a condition of recent onset and sufficient severity, including but 
not limited to severe pain, that would lead a prudent layperson, possessing an average 
knowledge of medicine and health, to believe that his or her condition, sickness, or Injury is of 
such a nature that failure to obtain immediate medical care could result in: (a) placing the 
patient’s health in serious jeopardy; (b) serious impairment to bodily functions; or (c) serious 
dysfunction of any bodily organ or part.  Such conditions include but are NOT limited to, chest 
pain, stroke, poisoning, serious breathing difficulty, unconsciousness, severe burns or cuts, 
uncontrolled bleeding, or convulsions and such other acute conditions as may be determined to 
be medical emergencies by the Claims Administrator. 


Medical Facility 
Any Hospital, Ambulatory Care facility, Chemical Dependency facility, Skilled Nursing Care 
facility, Home Health Care Agency or Mental Health Care Provider, as defined in this SPD 
Booklet.  The facility must be licensed, registered or approved by the Joint Commission on 
Accreditation of Hospitals or meet specific requirements established by the Claims 
Administrator. 


Medical Necessity or Medically Necessary 
The Plan reserves the right to determine whether a service or supply is Medically Necessary.  
The fact that a Physician has prescribed, ordered, recommended or approved a service or 
supply does not, in itself, make it Medically Necessary.  A service is considered Medically 
Necessary if it is: 


• Appropriate and consistent with the diagnosis and could not have been omitted without 
adversely affecting the patient’s condition; 


• Compatible with the standards of acceptable medical practice in the United States; 


• Not provided solely for the Participant’s convenience of the convenience of the Physician, 
health care provider or Hospital; 


• Not primarily custodial care; and 
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• Provided in a sage and appropriate setting given the nature of the diagnosis and the severity 
of the symptoms. 


Mental Health Disorders 
Includes (whether organic or non-organic, whether of biological, non-biological, genetic, 
chemical or non-chemical origin, and irrespective of cause, basis or inducement) mental 
disorders, mental illnesses, psychiatric illnesses, mental conditions, psychiatric conditions and 
drug, alcohol or chemical dependency.  This includes, but is not limited to, psychoses, neurotic 
disorders, schizophrenic disorders, affective disorders, chemical dependency disorders, 
personality disorders, and psychological or behavioral abnormalities associated with transient 
or permanent dysfunction of the brain or related neurohormonal systems.  This is intended to 
include disorders, conditions, and illnesses listed in DSM-IIIR (Diagnostic and Statistical 
Manual of Mental Disorders). 


Mental Health Care Provider 
An institution such as a Hospital or ambulatory care facility established for the diagnosis and 
treatment of mental illness.  The facility must have diagnostic and therapeutic facilities for care 
and treatment provided by or under the supervision of a licensed Physician.  The facility must 
be operated in accordance with the laws of the State of Georgia, or accredited by the Joint 
Commission on Accreditation of Hospitals. 


Network Hospital 
A Hospital located in Georgia which is a party to a written agreement with, and in a form 
approved by the Claims Administrator to provide services to its Participant; or a Hospital 
outside of Georgia which is a party to a written agreement with a Blue Cross and Blue Shield 
HMO BLUE USA Plan. 


Network Provider 


A Physician, Skilled Nursing Facility, Hospice, Home Health Care Agency, other medical 
practitioner or provider of medical services and supplies in the Service Area that has a 
Network Provider Contract with the Claims Administrator to provide covered services to 
Participants.  Also referred to as In-Network Provider. 


Non-Covered Services 


Services that are not benefits specifically provided under the Plan, are excluded by the Plan, 
are provided by an Ineligible Provider, or are otherwise not eligible to be Covered Services, 
whether or not they are Medically Necessary. 


Non-Network Provider 


Any provider with which the Claims Administrator does not have a signed Network agreement 
to provide services to its Participants. 


Non-Participating Provider 
A Hospital, Freestanding Ambulatory Facility (Surgi-Center), Physician, Skilled Nursing 
Facility, Hospice, Home Health Care Agency, other medical practitioner or provider of 
medical services or supplies, that does not have a Participating Agreement with the Claims 
Administrator to provide services to its Participants at the time the services are rendered. 
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Non-Preferred Provider 


A Hospital, Freestanding Ambulatory Facility (Surgi-Center), Physician, Skilled Nursing 
Facility, Hospice, Home Health Care Agency, other medical practitioner or provider of 
medical services or supplies, that does not have a Preferred Provider Contract with the Claims 
Administrator.  Benefit payments and other provisions of this Plan are limited when a 
Participant uses the services of Non-Preferred Providers. 


Nurse 


A registered graduate nurse, a licensed practical nurse, or a licensed vocational nurse. 


Open Enrollment 


Each year, eligible Employees make their benefit elections for the next Plan Year, including 
authorization for before-tax contributions. 


Out-of-Area Provider 
A Provider who is not in the Claims Administrator’s service area. 


Out-of-Area Urgent Care 
Covered Services required in order to prevent serious deterioration of a Participant’s health 
that results from an unforeseen illness or Injury if the Participant is temporarily absent from the 
Claims Administrator’s Service Area and receipt of the health care service cannot be delayed 
until the Participant’s return to the Service Area. 


Out-of-Network Care 
Care received by a Participant from an Out-of-Network Provider. 


Out-of-Network Provider 
A Hospital, Physician, Skilled Nursing Facility, Hospice, Home Health Care Agency, or 
medical practitioner or provider of medical services or supplies, that does not have a Network 
Provider Contract with the Claims Administrator.  This provider may also be referred to as 
Non-Network Provider. 


Out-of-Pocket Limit (May apply In-Network or Out-of-Network—Refer to the PPO 
Summary of Benefits) 
A specified dollar amount of expense incurred by a Participant for covered services in a 
calendar year that exceeds benefits provided under this Plan.  Such expense does not include 
the Deductible amount or charges in excess of the provider’s reasonable charge.  When the 
Out-of-Pocket limit is reached, the level of benefits is increased to 100% of Eligible Charges, 
except for charges related to specific services identified in this SPD Booklet. 


The Out-of-Pocket limit for each Participant is per calendar year plus any applicable 
Deductible. 


Participant 
The Employee and each Dependent, as defined above, while such person is covered under the 
Plan. 
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Participating Hospital 
A Hospital located in Georgia which is a party to a written agreement with, and in a form 
approved by, BCBSGA; or a Hospital outside of Georgia which is a party to an agreement with 
a Blue Cross and Blue Shield in another area; or a Hospital outside Georgia located in an area 
not served by BCBSGA in another area. 


Participating Provider 
A Hospital, Physician, freestanding ambulatory facility, skilled nursing facility, hospice, home 
health care agency, or other practitioner or provider of medical services or supplies that has 
signed a Participating Agreement with BCBSGA to accept its determination of the usual, 
customary and reasonable fee for covered services rendered to a Participant who is his or her 
patient. 


Periodic Health Assessment 
A medical examination that provides for age-specific preventive services that improves the 
health and well being of patient being examined.  The frequency and content of the health 
assessment are determined by established guidelines and the Participant’s personal history. 


Physical Therapy 
The care of disease or Injury by such methods as massage, hydrotherapy, heat, or similar care.  
This service could be provided or prescribed, overseen and billed for by the Physician, or given 
by a physiotherapist on an Inpatient basis and billed by the Hospital. 


Physician 
Any licensed Doctor of Medicine (M.D.) legally entitled to practice medicine and perform 
surgery, any licensed Doctor of Osteopathy (D.O.) approved by the Composite State Board of 
Medical Examiners, and licensed Doctor of Podiatric Medicine (D.P.M.) legally entitled to 
practice podiatry, and any licensed Doctor of Dental Surgery (D.D.S.) legally entitled to 
perform oral surgery. 


Plan 
The arrangement chosen by the Employer to fund and provide for delivery of Employer’s 
health benefits. 


Plan Administrator 
The person or persons named by your Employer to manage the Plan and answer questions 
about Plan details.  The Plan Administrator is the Fulton County Pension Office. 


Preferred Provider 
A Hospital, Physician, Skilled Nursing Facility, Hospice, Home Health Care Agency, other 
medical practitioner or provider of medical services and supplies in the Service Area that has a 
Preferred Provider Contract with BCBSGA to provide covered services to Participants. 


Premium 
The amount that the Group or Participant is required to pay to the Claims Administrator to 
continue coverage. 
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Primary Care Physician 
A licensed Physician who is a Participating Provider trained in general family practice, 
pediatrics or internal medicine, and has entered into an agreement to coordinate the care of 
Participants.  The Primary Care Physician provides initial care and basic medical services, 
assists the Participant in obtaining Precertification of Medically Necessary Referrals for 
Specialist and Hospital care, and provides the Participant with continuity of care. 


Primary Care Physicians provide your care if you are enrolled in Option #2 


Professional Ambulance Service 
A state-licensed emergency vehicle which carries via the public streets injured or sick person 
to a Hospital.  Services which offer non-emergency, convalescent or invalid care do not meet 
this definition 


QMCSO – Qualified Medical Child Support Order 
A QMCSO creates or recognizes the right of a child who is recognized under the order as 
having a right to be enrolled under the health benefit plan to receive benefits for which the 
Employee is entitled under Plan; and includes the name and last known address of the 
Employee and each such child, a reasonable description of the type of coverage to be provided 
by the plan, the period for which coverage must be provided and each plan to which the order 
applies. 


Referral 
Specific instructions from the Participant’s Primary Care Physician, in conformance with the 
Claims Administrator’s policies and procedures, that direct a Participant to a In-Network 
Provider for Medically Necessary care. 


Reimbursement Rate 
The percentage of Eligible Charges calculated each year by the Claims Administrator for any 
In-Network or Participating Hospital.  The payment rate will be applied to all Hospital 
Inpatient and outpatient claims during the payment period, including Out-of-Network and 
Non-Participating Hospitals. 


Respite Care 
Care furnished during a period of time when the Participant’s family or usual caretaker cannot, 
or will not, attend to the Participant’s needs. 


Semiprivate Accommodations 
A Hospital room which contains two or more beds. 


Skilled Convalescent Facility 
An institution operated alone or with a Hospital which gives care after a Participant leaves the 
Hospital for a condition requiring more care than can be rendered at home.  It must be licensed 
by the appropriate state agency and accredited by the Joint Commission on Accreditation of 
Health Care Organizations or the Bureau of Hospitals of the American Osteopathic 
Association, or otherwise determined by the Claims Administrator to meet the reasonable 
standards applied by any of the aforesaid authorities. 
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Skilled Nursing Facility 
An institution operated alone or with a Hospital which gives care after a Participant leaves the 
Hospital for a condition requiring more care than can be rendered at home.  It must be licensed 
by the appropriate state agency. 


Substance Abuse 
Any use of alcohol and/or drugs which produces a pattern of pathological use causing 
impairment in social or occupational functioning or which produces physiological dependency 
evidenced by physical tolerance or withdrawal. 


Substance Abuse Rehabilitation 
Services, procedures and interventions to eliminate dependence on or abuse of legal and/or 
illegal chemical substances, according to individual treatment plans. 


Technology Assessment Criteria (as determined by the Claims Administrator and 
adopted by the Employer) 
Five criteria all investigative procedures must meet in order to be covered procedures under 
this Plan. 


1. The technology must have final approval from the appropriate government regulatory 
bodies. 


2. The scientific evidence must permit conclusions concerning the effect of the technology of 
health outcomes. 


3. The technology must improve the net health outcome. 


4. The technology must be as beneficial as any established alternative. 


5. The technology must be beneficial in practice. 


Urgent Care Center 
A facility, appropriately licensed and meeting the Claims Administrator standards for an 
Urgent Care Center, with a staff of Physicians, at which urgently-needed medical procedures 
are performed on an outpatient basis—no patients stay overnight.  The facility offers 
continuous services by both Physicians and registered nurses (R.N.s).  A Physician’s office 
does not qualify as an Urgent Care Center. 


Usual-Customary-Reasonable (UCR) Fees (as determined by the Claims Administrator 
and adopted by the Employer): 
Usual Fee: The fee a Physician most frequently receives as reimbursement for the procedure 
performed. 


Customary Fee: Based on a competitive profile of the usual fees received as reimbursement by 
similar Physicians in a given geographic area for the procedure performed, according to the 
Claims Administrator’s records. 


Reasonable Fee: The fee different from usual or customary fees because of unusual 
circumstances involving complications requiring additional time, skill and experience. 
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If it does not pay at contracted rates, the Claims Administrator may pay up to the usual fee not 
to exceed the customary fee, unless special circumstances or complications occur, in which 
case the Claims Administrator may consider reasonable fee. 


All payments are based on the UCR applicable to the Participant’s actual residence (i.e., local 
UCR). 


Utilization Review 
A function preformed by the Claims Administrator or by an organization or entity selected by 
the Claims Administrator to review and approve whether the services provided are Medically 
Necessary, including but not limited to, whether acute hospitalization, length of stay, 
outpatient care or diagnostic services are appropriate. 
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Employee Assistance Program (EAP) 
EAP services can be access 24 hours a day, 7 days a week by calling 1-800-999-7222.  
BCBSGA provides confidential EAP services for all eligible active and retired Fulton County 
Employees and their Dependents, as well as anyone living in their household.  There are no 
costs, fees or copays for EAP services which include: 


• Toll-free telephone consultation, coaching, and crisis stabilization with a licensed mental 
health professional. 


• Up to eight (8) face-to-face short term counseling sessions, available at convenient 
locations, to address personal and/or work-related problems including, but not limited to:  
personal and/or work-related problems, stress, depression, anxiety, health and wellness, 
etc. 


• Legal service, which includes a telephone-based or face-to-face 30 minute consultation 
with a CPA or CFP, per issue, at no charge, and 25% discount off normal attorney fees if 
additional services are required. 


• Financial Services, which includes a telephone-based or face-to-face 30 minute 
consultation with a CPA or CFP, per issue, at not charge and 25 % discount off normal 
attorney fees if additional services are required. 


• Customized resources, referrals and information for:  child care and parenting, senior and 
dependent adult care, education selection and preparation, health and wellness, and 
customer education. 


• Access to our comprehensive website including self-assessments, and library of valuable 
articles on mental health, stress management, work/life balance, relationships, substance 
abuse, emotional well-being and legal and financial resources. 
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Mental Health/Substance Abuse Benefits 
BCBSGA provides all levels of mental health services to Fulton County active or retired 
Employees and their covered Dependents who are participating in the Fulton County medical 
plan.  For questions about or authorizations for mental/health substance abuse benefits, please 
call 1-800-474-2227. 


The benefits listed below can also be found on page 77 for HMO and page 15 for PPO. 


HMO Benefit*+ 


Outpatient – $20 copay 


Inpatient – 100% 


Intermediate/Alternative Care – 100% 
 


PPO Benefit Network Non-Network 


Outpatient * 80% 60% 


Inpatient  80% 60% 


Intermediate/Alternative Care* 80% 60% 
 


HMO services are not subject to a Deductible. 


*+ There is no out-of-network benefit for HMO participants 


*Inpatient and Intermediate/Alternative Care requires prior authorization for PPO 
participants. 
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CARVED OUT BENEFITS 
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Vision Benefits 
Optional Benefits Administered Through 
EyeMed Vision Care 
 


Vision Care Benefits 
This benefit pays for certain vision care expenses, which must be recommended by a physician 
or optometrist of your choice. 


Contributions 
If you wish to have vision care coverage, you must elect it during the re-enrollment period or 
at the time of a family status change.  You are responsible for paying a portion of the annual 
premium.  This contribution is deducted on a before-tax basis from your paycheck. 


Vision Care Schedule 
The Vendor for vision care is EyeMed Vision Care 


Effective January 1, 2005, vision benefits are as follows: 


• The vision exam for eyeglasses is covered in full when utilizing an in-network provider. 


• A $200 allowance is available for frame and standard plastic lens and lens options, or the 
contact lens fit, follow-up, and materials. 


• Member will receive 20% discount on items not fully covered by the plan at in-network 
providers. 


• There is no Deductible. 
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Vision Care Services In-Network Member 
Costs 


Out-of-Network 
Reimbursement 


Exam (includes dilation and refraction) Up to $50 Up to $50 


Frames, Lens & Options Package (any 
frame, standard plastic lens, & options) 


*$200 allowance Up to $100 


Contact Lenses   


Conventional *$200 allowance Up to $160 


Disposable *$200 allowance Up to $160 


Medically Necessary $0 Up to $200 


(Includes fit, follow-up, & materials.  
There may be an additional out-of-
pocket expense for a contact lens exam.) 


  


 


Limitations 
• Allows for 1 complete eye exam per Participant in any 12 months. 


• Allows for 2 lenses per Participant in any 12 months (contacts or glasses). 


• Allows for 1 set of frames per Participant in any 12 months. 


Each time period begins when the service or supply is first charged to the Participant.  An eye 
exam is charged on the date it is performed.  Lenses or frames are charged on the date they are 
ordered. 


Expenses Not Covered 
The following services and supplies are not covered by this plan and no payment will be made 
for them. 


• Charges for orthoptics (eye muscle exercises). 


• Charges for vision training or subnormal vision aids. 


• Lenses that can be ordered without a prescription. 


• Any services or supply which is not shown in the Vision Care Schedule. 
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How to File Your Out-Of-Network (OON) Vision Claim 
The Fulton County group plan allows members (Employees) the choice to visit an in-network 
or out-of-network vision care provider.  You only need to complete an out-of-network vision 
claim form if you are visiting a provider that is not a participating provider on the EyeMed 
network. 


If you choose an out-of-network provider, please complete the following steps prior to 
submitting an out-of-network claim form to EyeMed.  Any missing or incomplete information 
may result in delay of payment or the form being returned.  Please complete and send all out-
of-network claim forms to EyeMed within 1 year from the original date of service at the out-
of-network provider’s office. 


1. When visiting an out-of-network provider, you are responsible for payment of services 
and/or materials at the time of service.  EyeMed will reimburse you for authorized services 
according to your plan design.  *See Vision Schedule for reimbursement amounts. 


2. Please complete all sections of out-of-network claim form to ensure proper benefit 
allocation.  Plan information may be found on your benefit ID card or from your Employee 
Benefits Office. 


3. EyeMed will only accept itemized paid receipts that indicate the services provided and the 
amount charged for each service.  The services must be paid in full in order to receive 
benefits.  Handwritten receipts must be on the provider’s letterhead.  Attach itemized paid 
receipts from your provider to the claim form.  If the paid receipt is not in US dollars, 
please identify the currency in which the receipt was paid. 


4. Please include a copy of your Explanation of Benefits if submitting for a secondary 
insurance benefit. 


5. If the reimbursement is to be sent to someone other than the primary subscriber, a copy of a 
cancelled check or credit card receipt (in addition to the paid itemized receipt) must be 
included.  A copy of a receipt showing payment in cash is also acceptable. 


You may get the EyeMed Vision Care out-of-network claim form from the Fulton County 
Employee Portal under Employee Resources-Human Resources (Personnel)-Benefits 
document. 
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Please send out-of-network vision claim forms and receipts 


 


By Mail: EyeMed Vision Care 


   ATTN:  OON Claims 


   P.O.  Box 8504 


   Mason, OH 45040-7111 


 


By Fax: 866-293-7373 


 


By e-mail: oonclaims@eyemedvisioncare.com 


 


Please visit www.eymedvisioncare.com or call 1-866-723-0513 to locate a provider, order new 
vision cards, get copies of OON claim forms, and information on your individual vision 
benefits. 
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Dental Benefits Provided Through 
Delta Dental Insurance Company 
 


Introduction 
Quality dental care is an essential part of your total health care program.  Fulton County’s 
dental program encourages preventive dental care and overall good dental health by paying 
100% of the reasonable and customary charges for most routine preventive dental services with 
no deductible required.  This focus on prevention and early treatment benefits everyone 
because it promotes good general health, prevents more serious dental disease, and keeps the 
cost of dental care down.  The Plan also provides you and your eligible family members with 
basic restorative, major restorative and orthodontic care. 


Dental Summary of Benefits 
Yearly Maximum ...............................................................................................................$1,500 
Maximum per calendar year per Participant based on reasonable and customary charges. 


Calendar year Deductible 
Individual ..................................................................................................................................$50 


Family (up to $150) ................................................................................................................$150 


Diagnostic and Preventive Services (Not subject to the Calendar Year Deductible) 


Percentage payable ............................................................................................................... 100% 


General Services 
Percentage payable ................................................................................................................. 85% 


Major Services 
Percentage payable ................................................................................................................. 50% 


Orthodontic Services (Not subject to the calendar year deductible) 
Lifetime Maximum Benefit .................................................................................................$1,500 


Lifetime Maximum Benefit per Participant based on reasonable and customary charges. 


Lifetime deductible per Participant for Orthodontics ...............................................................$50 


Percentage payable ................................................................................................................. 50% 
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Deductible 
The deductible is the amount you pay before reimbursement begins from the Plan for dental 
expenses.  You pay no deductible for cleanings, examinations, or X-rays. 


The family deductible is up to three times the individual deductible and is met when: 


• eligible family members each meet the individual deductible; or 


• the total of covered expenses for all eligible family members equals the family deductible 
amount after at least one person has met the individual deductible. 


The orthodontic deductible is separate from the calendar year deductible.  The orthodontic 
deductible is applied to a Participant once per lifetime. 


Carryover Deductible 
Any charges paid during the months of October, November or December which are used to 
meet your deductible will be carried over to the following year and will reduce the amount of 
the deductible you’ll have to pay the following year.  If the expenses applied against the 
deductible during those three months satisfy the entire deductible amount, you will both need 
to satisfy a new deductible in the following calendar year. 


Common Accident Feature 
If two of more covered family members have injuries to the teeth or mouth in the same 
accident, only one Calendar Year Deductible will have to be paid that Year.  This Covers all of 
the combined family expenses due to that accident during that year. 


Covered Dental Expenses 
Dental expenses are covered if they are started and are completed while you are covered for 
dental benefits under Fulton County’s dental Plan.  They also must be performed by or under 
the direction of a dentist. 


In the event a Participant transfers from the care on one dentist to the care of another dentist 
during the course of treatment, or if more than one dentist renders services for the same dental 
procedure, the Plan will not be liable for more than the amount it would have been liable for 
had only one dentist rendered the services. 


The following schedule lists those expenses considered essential for the care of your teeth. 


A dental service is deemed to start when the actual performance of the service starts except: 


• for fixed bridgework and full or partial dentures, it starts when the first impressions are 
taken and/or teeth that are next to the bridge or dentures are fully prepared; 


• for crown, inlay or onlay, it starts on the first date of preparation of the tooth involved; or 


• for root canal therapy, it starts when the pulp chamber of the tooth is opened.   


Covered dental expenses will not include: 
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• any expenses incurred for a dental services completed more than three months after your 
dental expense benefits terminate; 


• any charges that exceed the maximum shown for a dental services in the Dental Summary 
of Benefits. 


Maximum Allowance 
The calendar year maximum is shown in the Dental Summary of Benefits.  This amount is 
provided for each Participant enrolled.  This maximum is based on a percentage of payment of 
the reasonable and customary charges for services rendered.  All services are limited to this 
combined yearly maximum per Participant per calendar year.  This calendar year maximum 
does not apply to Orthodontic benefits.  Orthodontic benefits have a lifetime maximum as 
shown in the Dental Summary of Benefits. 


Covered Dental Services 
Diagnostic and Preventive Services 
Your Plan pays the amount shown in the Dental Summary of Benefits of eligible expenses for 
the following services. 


• Prophylaxis 


This includes cleansing, scaling and polishing of teeth once every 6 months.  This service 
must be performed by a dentist or by a licensed dental hygienist under the supervision of a 
dentist. 


• Topical application of fluoride 


Two treatments per calendar year for Participants under age 19.  The service must be 
performed by a dentist or a licensed dental hygienist under the supervision of a dentist. 


• Space Maintainers 


Services to maintain existing space form the premature loss or extraction of deciduous 
teeth (primary or baby teeth) by means of a fixed or removable appliance designed to 
prevent adjacent and opposing teeth from moving. 


• Routine Oral Examinations 


Routine oral exams are covered once every 6 months.  This includes such procedures as 
case history, charting of existing restorations and defects, pocket probing, transillumination 
and mobility evaluation performed by a dentist that aid in making diagnostic conclusions 
about the oral health of an individual patient and the dental care required.  It also includes 
recall examinations (for a review and recording of changes occurring since the last 
examination) and a treatment program if necessary. 
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• Dental X-rays 


Radiographs, full mouth X-rays or panoramic X-rays (not more than once in any period of 
36 consecutive months).  It also includes bitewing and other X-rays as part of a routine 
exam once every 6 months.  Other dental x-rays and laboratory tests are covered as 
required in connection with the diagnosis of a specific condition requiring treatment. 


General Services 
After the deductible is met, your Plan pays the amount shown in the Dental Summary of 
Benefits of eligible expenses for the following services. 


• Oral Surgery 


Pulling teeth (extractions) and cutting procedures in the mouth (oral surgery).  Treatment 
of jaw fractures and dislocations are also covered.  Extra charges for removing stitches and 
exams after surgery are not covered. 


• Root canal work (endodontic treatment) 


• Treatment of gums and mouth tissues (periodontic treatment) 


• General Anesthetics 


Covered for oral surgery, fractures, dislocations and treatment of the gums.  GIA considers 
local anesthetics to be included in the charges for treatment.  Extra charges for local 
anesthetics are not covered. 


• Antibiotic drugs which are injected by a dentist or physician. 


• Fillings 


      Covers silver (amalgam), silicate, plastic porcelain and composite fillings. 


• Prosthetic Services and Supplies (Repairs and Rebasing) 


o Coverage is provided to broken crowns, inlays, bridgework and dentures.  This does 
not include adjustments made to new dentures or bridgework during the first 6 months 
after they are installed.  Those charges are considered to be included in the cost of the 
new denture of bridgework.  Extra charges are not covered. 


o Coverage is provided for rebasing or relining dentures which are over 6 months old.  If 
the benefit pays for a new denture, it will not pay to rebase or reline the old denture. 


o Adding teeth to fixed bridgework or partial denture to replace missing natural teeth. 
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Major Services 
After the deductible is met, your Plan pays the amount shown in the Dental Summary of 
Benefits of eligible expenses for the following services. 


• Crowns 


o Crowns and gold fillings to repair a tooth broken down by decay or injury subject to the 
following conditions: 


o Charges for these restorations are covered only if the tooth cannot be repaired with a 
less expensive type of filling.  If the tooth can be repaired by a less expensive method, 
only that charge will be covered. 


o Charges for replacement crowns and gold fillings are covered only if the old crown or 
filling is over 5 years old. 


• Prosthetic Services and Supplies 


o Full or partial denture and fixed bridgework to replace missing natural teeth. 


o Full or partial dentures and fixed bridgework to replace an existing denture or bridge 
that cannot be made serviceable.  If installed while the Participant was covered under 
this Plan, the existing denture or bridge must be over 5 years old. 


Charges for special techniques or precision attachments are not covered.  Charges for any 
special work that you ask to have done on a standard denture are not covered.  Charges made 
for adjustments to new dentures or bridgework during the first 6 months after they are installed 
are not covered.  Those charges are considered to be included in the cost of the new denture or 
bridgework.  Extra charges are not covered. 


A permanent denture may replace a temporary one.  In this case, benefits are limited to the 
charge for the permanent one. 


Orthodontic Services 
In addition to the dental benefits described above, Fulton County employees are also offered 
Orthodontia services, the straightening of teeth.  After the $50 per Participant Lifetime 
Orthodontic Deductible is met, the Plan pays the percentage shown in the Dental Summary of 
Benefits of eligible orthodontic expenses. 


• Covered Orthodontic Services 


Covered services are reasonable and customary charges made by a dentist for straightening 
teeth.  This includes the following: 


o Diagnostic procedures; 


o Appliances to realign the teeth. 


Necessary space maintainers and pulling teeth are covered under the non-orthodontic 
section of dental coverage. 
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The dentist charges will be included as eligible charges only if both of the following 
conditions are met: 


o The first active appliance is installed while the person is covered. 


o The dentist diagnoses one of the following problems: 


 The upper teeth protrude over the lower teeth by 4 or more millimeters. 


 There is an open bite (front upper and lower teeth do not meet) of 4 or more 
millimeters. 


 The gum area is more than 4 millimeters too large or small for the teeth.  (Arch 
length discrepancy of 4 or more millimeters.) 


 Teeth are in crossbite.  (Extreme buccolingual version of teeth.) 







141 


Pretreatment Review 
A program called Pretreatment Review will give you and your dentist the opportunity to 
discuss your treatment plan and all related charges before you or an eligible family member 
undergoes any major dental treatment.  Since the Plan reserves the right to pay for a less 
expensive procedure if it would be as effective, you should use the pretreatment review process 
any time you expect to have dental charges over $150. 


Whenever your dentist recommends extensive dental work (such as a root canal or crown), a 
description of the type and expected cost of the planned treatment may be sent to Delta Dental 
on a claim form completed by your dentist.  Any subsequent major changes in the treatment 
plan should also be submitted for review.  By reviewing the proposed dental treatment and 
expected charges, Delta Dental will be able to tell your dentist how much the Plan will pay for 
the particular covered services.  Delta Dental will also be able to tell your dentist whether 
another, more cost-effective treatment would be just as effective in treating your needs.  Then, 
you and your dentist can decide how to proceed based on the pretreatment review. 


Pretreatment review is not necessary for emergency treatment, routine oral examinations, X-
rays, teeth cleansing, fluoride treatments or for courses of treatment under $150. 


There may be times when your dentist recommends a dental service and an alternate dental 
service could provide adequate treatment, based on common dental standards.  When this 
happens, Delta Dental will determine the service for which payment will be made. 


What’s Not Covered by the Dental Plan 
• Treatment by someone other than a dentist, dental physician, or dental technician under the 


direction of a dentist or dental physician. 


• Dental Services which is the result of an injury or disease for which your are entitled to 
benefits, in whole or in part, under Workers’ Compensation or employer’s liability laws. 


• Work done mainly to improve appearance (cosmetic dentistry). 


• Any work done or appliance used to increase the distance between your nose and chin. 


• Any work done or appliance used to change the way the top and bottom teeth meet or 
mesh. 


• Facings or veneers on molar crowns or molar false teeth. 


• Training or supplies used to educate people on the care of their teeth. 


• Injury caused by war or international armed conflict. 


• Charges for crowns and fillings not listed as covered this booklet. 


• Expenses incurred before you or your dependent(s) were insured under this Plan. 


• Your dependent’s expenses if the dependent is receiving benefits for the same expenses 
under the Plan as an Employee. 


• Expenses which you yourself are not legally required to pay. 
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• Dental services furnished or available to a Participant in while or in part under the laws of 
the United States, or any state, or political subdivision. 


• Treatment for any condition, disease, ailment, injury, or diagnostic service to the extent 
that benefits are provided, or would have been provided had claim been duly made 
therefore under Title XVIII of the Social Security Act of 1965 (Medicare), including 
amendments thereto. 


• Gold foil restorations. 


• Services and supplies which are experimental or investigational in nature: meaning any 
treatment, procedure, facility, equipment, drugs, devices, or supplies not recognized as 
accepted practice by the Plan, and any such item requiring federal or other governmental 
agency approval not granted at the time services are rendered. 


• Periodontal splinting (intracoronal and extracoronal). 


• Charges for failure to keep a scheduled visit with the dentist or charges for completion of 
claim forms. 


• Implantology. 


• Charges for inpatient hospital care such as room, board, ancillary and other services or 
facility charges for outpatient hospital/freestanding surgical facility. 


• Separate charges for general anesthesia. 


Coordination of Group Health and Dental Program Benefits 
Any dental services eligible for coverage under your health care expense Plan will be payable 
according to the provisions of the health care Plan.  No benefits are provided under the dental 
Plan for such services. 


Dental Benefits Extension 
If you or your covered family members incur expenses for fixed bridgework, full or partial 
dentures, crowns, or root canal therapy while you are covered under the Dental Plan, coverage 
will be extended provided such services are completed within 90 days after your dental 
coverage terminates. 
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How to File Your Dental Claim 
In order to be reimbursed for your or a covered family member’s dental care, you must submit 
a claim form.  Benefit payments will be paid to you unless you have indicated on the claim 
form that you wish to pay the dentist directly.  Your promptness in submitting the required 
claim forms (which should be fully completed by you and your dentist) will result in faster 
payment of your claim.  You may get these forms from the Fulton County Employee Portal.  
All completed forms should be submitted directly to Delta Dental.  The address and telephone 
numbers are shown below: 


Delta Dental Insurance Company 


P.O.  Box 1809’Alpharetta, GA 30023-1809 


www.deltadentalins.com 


Toll Free 1-800-616-3631 


 
Note: Certain dental procedures may be covered under your medical Plan.  Contact your 
Employee Benefits Office with any questions. 


Remember—prompt submission of required claim form results in faster payment of your 
claims. 


 


Please visit www.deltadentalins.com or call 1-800-616-3631 for information regarding your 
individual dental benefit claims questions, amount of benefit used, or to order new cards. 
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Your Benefits
Thank you for everything you do for Fulton County.  Every day, our residents and visitors alike experience your


dedication and commitment to our community.  


A comprehensive benefits package is one of the ways we recognize your daily contributions to the County.  


We offer the following programs to you and your family:


Your Benefit Options


l Medical/Pharmacy Coverage


l Dental Coverage


l Vision Care


l Life Insurance


– B asic Life Insurance and Accidental Death 


& Dismemberment (AD&D)


– Supplemental Life 


– Dependent Life


l EAP/Mental Health


l Flexible Spending Accounts


– Health Care Flexible Spending Account


– Dependent Care Flexible Spending Account 


– Transit Benefit 


IMPORTANT 


You will be asked to do the following:


l Verify your dependents' information and provide Social Security numbers for all dependents


l Designate your beneficiaries for your group and supplemental Life Insurance


l Enroll in your benefits for 2012


If you do not enroll by the designated deadline:


l Current Employees: This year, Open Enrollment is mandatory for all employees hired on or before 


September 13, 2011.  If you do not confirm your benefits for 2012 you may not be able to access them on January


1, 2012.


Re-enrollment is required for Flexible Spending Accounts (FSA). To re-enroll in a FSA for 2012, contact a Colonial


representative at 770-938-7767.


l New hires: You will be automatically enrolled in the HMO Plan, Dental and Vision, employee-only coverage. No other


benefits will be available until the following open enrollment period (unless you have a “qualifying life status change,”


see page 6).


l You risk having inaccurate dependent and beneficiary information on file.


Privacy


Please be aware that your personal data, including any nonpublic information we receive when enrolling you in your individual


and group benefits, is protected in accordance with the Health Insurance Portability and Accountability Act (HIPAA). If you have


any questions about our HIPAA privacy and security policies and procedures, please email cs@farmingtonco.com.


l Accident Insurance


l Critical Illness


l Endowment Life (formerly known as Whole Life) –


Coverage available without medical questions, up to


stated limits!


l Disability Coverage


– Long-Term Disability


– Voluntary Short-Term Disability – Coverage available


without medical questions, up to stated limits!


l Additional Benefit Options


– Short-Term Disability


– Accident Plan


– Universal Life Insurance


– Critical Illness


– Tonik Health Care Plans
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How to Enroll


Option 1: Online Self-Service


this year, benefits will be enrolled through an online system that can be accessed through any internet-


enabled computer you may have access to at home or work.  Please review the information in this Benefits


Guide carefully so you are familiar with your options when you are ready to enroll.  the system will walk you


through your enrollment benefit-by-benefit.  


After you complete your enrollment, the system will produce a Confirmation statement detailing your benefit


elections, as well as a Confirmation number.  (Your benefits have not been submitted until you receive a


Confirmation Number). Please review the Confirmation statement and notify the farmington Company


immediately of any errors.


Please see the following page for detailed instructions on getting started with the online enrollment.


if you experience any difficulty during the online enrollment process, you may call the farmington Company,


our program service provider, at 1-877-290-3930 (8:00am-5:00pm est, Monday-friday), until november 14,


2011.


Option 2: Face-to-Face Sessions


if you do not have access to a computer or would like additional assistance enrolling, face-to-face sessions


with a farmington Company Benefits Representative will also be available during the Open enrollment period.


the representative will assist you in the enrollment process and answer questions about the available


benefits.


Representatives will be in various County locations from October 17-november 4, 2011.  Please see the


fulton County Portal for the schedule.


Every County employee must log into the benefits enrollment system — even if you are not changing your coverage


-- to view/make changes to your 2011 plan options, designate a Life Insurance beneficiary and provide/verify


dependent Social Security numbers. 







3. Select “Start new enrollment” and click “Continue.”  


2. Enter your 9-digit Social Security number (see on-screen instructions) and your birthdate in
the on-screen specified format.  For your security, your Social Security number will be
masked.  Click “Continue.”
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Getting Started with Online Enrollment
1. Visit www.eelect.com and enter the Enrollment ID where indicated.


If you are having difficulty with the online enrollment process, 


please call The Farmington Company:


1-877-290-3930
8:00am – 5:00pm (EST) Available until November 4, 2011


4. After clicking “Continue,” you may begin to select your benefits.  Please note: 
Your benefits have not been submitted until you receive a Confirmation Number after completing
the enrollment.


Enter Enrollment ID
#43661


Enter your 9-digit
Social Security number


according to the on-
screen instructions.


Enter your birthdate 
as indicated.


After entering your 9-
digit Social Security


Number and birthdate,
click “Continue.”


Select “Start new 
enrollment” to begin 


enrolling in your
benefits.


After selecting 
“Start new


enrollment,” 
click Continue.
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General Information


Employee Eligibility


Permanent employees, working at least 50% of a scheduled work week are eligible to participate in benefits.


Dependent Eligibility


Before you begin enrolling in your benefits, the online system will require you to update your dependent information, if


necessary.  Please be sure to have all of your dependents’ information available at the time of enrollment,


including birthdates and Social Security numbers.


eligible dependents include your spouse/domestic partner and children as defined below:


l Legally-married spouse.


l domestic partner. if you wish to enroll your domestic partner, you must first complete a domestic partner affidavit


and submit it to the County’s employee Benefits division before the open enrollment deadline. the affidavit is


available from the Clerk to the Commission office. 


domestic Partner: A domestic partner is of the same sex with whom you are in a certified 


committed relationship.


l Children ages 19-26, including natural, adopted, and stepchildren living with you, regardless of student status, marital


status or residence. 


l eligible children with a mental or physical handicap that occurred before the child’s 19th birthday, and who are


incapable of self-sustaining employment. (Please note: you are required to provide a doctor’s verification of your


child’s disability.)


l All dependents require documentation to verify their dependent status (birth certificate, marriage certificate, etc.).


When Benefits Become Effective


All coverage elected during open enrollment will become effective 01/01/2012.


Medical, Dental and Vision: Benefits begin on the first day of the month in which you receive two paychecks from


which the appropriate deductions have been taken. 


example: if you receive two paychecks in October, benefits begin on October 1st. if you are hired in 


the middle of October and receive one paycheck in October, benefits begin on november 1st.


Life Insurance and Long-Term Disability: Benefits begin one month after you become eligible for Medical


coverage.


Endowment Life through Boston Mutual takes effect when the application is signed, subject to Guaranteed


issue limits. 


Voluntary Short-Term Disability through Boston Mutual takes effect as of the issue date of coverage.


Critical Illness through Boston Mutual takes effect on the date signed, subject to a 30-day 


waiting period. 


Accident through Boston Mutual takes effect at 11:59pm on the date of the signed application.


(General Information, continued next page)
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General Information, continued


Making Changes


no changes are allowed to your pre-tax benefit elections during the plan year, except for a qualified status change


event. A qualified status change that could result in changes to your coverage includes:


l Marriage, divorce, or legal separation


l Birth, adoption, or legal guardianship of a child


l death of a spouse or child


l A dependent reaches age 26 and must be dropped at the end of their birth month


l Your spouse’s loss or gain of employment that affects benefits


l Loss of other group medical coverage if previously you did not elect coverage under this Plan


l Medicare entitlement


if you experience a qualified status change, you must notify fulton County’s Benefit Office at 


1-404-612-7635 within 31 days of the change. if you do not do so within 31 days, you must wait 


until the next open enrollment period to make changes to your pre-tax elections. 


Please note that the iRs requires that any change in your elections be consistent with your qualifying status change. in


addition, you will be asked to provide proof of the qualifying event, such as a marriage license or birth certificate to cover


your dependents. You can review a confirmation of your elections by going online at www.eelect.com.
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Your Medical Benefits
in our effort to provide you and your family with high-quality, affordable medical coverage, we offer the following medical


plans from BlueCross Blueshield of Georgia (BCBsGA):


l BlueChoice HMO


l BlueChoice PPO


each plan has unique features and advantages, so please review the following information carefully.


Plan Highlights


BlueChoice HMO


l Care must be received by in-network providers to be eligible for benefits


l You are generally responsible for a copay for covered services


l Preventive/wellness is covered at 100%


l You must select a Primary Care Physician (PCP) to coordinate your care and refer you to specialists.  if you do not


select a PCP, one will be assigned to you.  Please note, you may change your PCP at any time. if you change your PCP


prior to the 25th of the month, the change will become effective on the 1st of the following month.


l employees can self-refer to the following specialists: OB/GYns and dermatologists.


BlueChoice PPO: 


l Care may be received by either in- or out-of-network providers to be eligible for benefits (the Plan typically pays higher


benefits when care is received from an in-network provider.


l After meeting your deductible, the Plan pays a percentage of covered expenses, up to the annual Out-of-Pocket


Maximum. All remaining covered expenses for the year are paid at 100% once you meet the Out-of-Pocket Maximum.


Prescription Drug Benefits


Both plan options also include prescription drug coverage through Retail and Mail Order drug Programs.  Your medical


id card is also your prescription id card.


l Retail Program: A 30-day supply of your medication for immediate and short-term prescription drug needs. Most


retail pharmacies are in the network. to find in-network pharmacies, please visit www.bcbsga.com or call 1-800-


474-2227.


l Mail Order: A 90-day supply of your medication for ongoing medical conditions (such as high blood pressure, asthma,


etc.).


under the Plan, you have a choice of using generic or brand-name drugs. if you request a brand-name drug when a


generic is available, you will pay the brand copay plus the difference in cost between the generic drug and the cost of


the brand-name drug. 


example: if you are currently taking a 30-day supply of a brand-name drug that costs $100 and its generic equivalent


is available for $30, you will pay $95 for your prescription: $25 brand-name copay PLus $70 (the difference in cost


between the generic at $30 and the brand name at $100).


(Your Medical Benefits, continued next page)
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Your Medical Benefits, continued


Mental Health/Substance Abuse Benefits


Benefits shown in the following Plan overviews are available to all fulton County active or retired employees and their


dependents who are participating in the Medical plan. for additional information or authorization for benefits, please


call 1-800-474-2227.


Plan Summaries


the following plan summaries illustrate the Medical options in more detail.  Please review them carefully.


Primary Care Physician id (for HMO plan only): ______________________


If waiving coverage, you must provide evidence of major medical coverage to the 


Fulton County Employee Benefits Office before the open enrollment deadline.


MY MEDICAL BENEFIT ELECTION


Employee Fulton County 
Plan Coverage Level Per Pay Cost Per Pay Cost 


BlueChoice HMO     employee Only


employee + 1


family $_____________ $_____________


Waive Coverage


BlueChoice PPO  employee Only


employee + 1


family $_____________ $_____________


Waive Coverage
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BlueChoice HMO


Benefits


Annual Deductible
l individual l none
l family l none


Annual Out-of-Pocket Maximum
l individual l none
l family l none


Lifetime Maximum unlimited


Outpatient Doctor Visit
l Primary Care Physician l Plan pays 100% after $20 copay
l specialist l Plan pays 100% after $30 copay


Preventive Care
l Physical Assessments l Plan pays 100%
l Well Child Care l Plan pays 100%
l immunizations l Plan pays 100%
l Mammograms, Pap tests l Plan pays 100%
l Prostate exam l Plan pays 100%


Hearing Aid Benefit Plan pays 100% up to $2,000 annual maximum


Outpatient Lab & X-Ray Plan pays 100%


Hospital Emergency Room (waived if admitted) Plan pays 100% after $75 copay


Urgent Care Plan pays 100% after $30 copay


Inpatient Hospitalization Plan pays 100% after $100 per admission copay


Outpatient Surgical Facility (per visit) Plan pays 100% after $100 copay 


Maternity Care Plan pays 100% after $20 PCP or $30 OB/GYn copay


for initial visit
l Pre/Post delivery exams Plan pays 100% after $100 copay per admission
l delivery Plan pays 100% after $100 copay for professional


fees/doctor


Skilled Nursing Facility Plan pays 100% (up to 120 days/year)


Home Health Care Plan pays 100% (up to 120 days/year)


Mental Health Benefits
l Outpatient l Plan pays 100% after $20 PCP or $30 specialist copay


(up to 30 visits maximum/year)
l inpatient l Plan pays 100% (up to 30-days maximum/year)
l intermediate/Alternative Care l Plan pays 100% with a 2 to 1 ratio on the 30 day/visit


limit.


Prescription Drugs Participating Pharmacy through BCBSGA


Retail
l Generic l $5 copay
l Preferred Brand name l $20 copay
l non-Preferred Brand name l $40 copay
l self-Administered injectable Product l $50 copay


Mail Order 
l Generic l $10 copay
l Preferred Brand name l $40 copay
l non-Preferred Brand name l $80 copay
l self-Administered injectable Product l $100 copay
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BlueChoice PPO


Benefits In-Network Out-of-Network


Annual Deductible
l individual l $250
l family l $500


Annual Out-of-Pocket Maximum 


(includes deductible)
l individual l $1,500
l family l $3,000


Lifetime Maximum unlimited


Outpatient Doctor Visit Plan pays 80% after deductible Plan pays 60% after deductible


Preventive Care
l Physical Assessments l Plan pays 100% l Plan pays 100%
l Well Child Care l Plan pays 100% l Plan pays 100%
l immunizations l Plan pays 100% l Plan pays 100%
l Mammograms, Pap tests l Plan pays 100% l Plan pays 100%
l Prostate exam l Plan pays 100% l Plan pays 100%


Hearing Aid Benefit Plan pays 80%, no deductible Plan pays 80%, no deductible


Outpatient Lab & X-Ray Plan pays 80% after deductible Plan pays 60% after deductible


Hospital Emergency Room Plan pays 80% after $75 copay Plan pays 80% after $75 copay


(waived if admitted) per visit, waived if admitted per visit, waived if admitted


Inpatient Hospitalization After $100 copay, Plan pays 80% Plan pays 80% after $100 copay


after deductible after deductible


Outpatient Surgical Facility (per visit) After $100 copay, Plan pays 80% After $100 copay, Plan pays 60%


after deductible after deductible


Maternity Care After $100 copay, Plan pays: After $100 copay, Plan pays:
l Pre/Post delivery exams l 80% after deductible l 60% after deductible
l delivery l 80% after deductible l 60% after deductible


Skilled Nursing Facility Plan pays 80% after deductible Plan pays 80% after deductible 


(up to 120 days/year) (up to 120 days/year)


Home Health Care Plan pays 80% after deductible Plan pays 80% after deductible 


(up to 120 days/year) (up to 120 days/year)


Mental Health Benefits
l Outpatient (30 visits max) l Plan pays 80% after deductible l Plan pays 60% after deductible
l inpatient (30 days max)* l Plan pays 80% after deductible l Plan pays 60% after deductible
l intermediate/Alternative Care* l Plan pays 80% after deductible l Plan pays 60% after deductible


*Requires prior authorization


Prescription Drugs Participating Pharmacy through BCBSGA


Retail
l Generic l $5 copay
l Preferred Brand name l $20 copay
l non-Preferred Brand name l $40 copay
l self-Administered injectable Product l $50 copay


Mail Order 
l Generic l $10 copay
l Preferred Brand name l $40 copay
l non-Preferred Brand name l $80 copay
l self-Administered injectable Product l $100 copay
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Your Dental Benefit 
Your teeth are meant to last you a lifetime.  Because dental care is an important part of your overall health, fulton


County offers a comprehensive delta dental Plan to you and your family. 


Plan Highlights


l the Plan provides comprehensive dental coverage


l Receive care from any dental provider of your choosing anywhere in the world


l You may change dentists at any time


Please note that there are advantages to receiving care from an in-network provider:


l When you receive care from an in-network dental provider, you do not need to complete a claim form – you


simply pay the required copay and/or deductible. 


l When you receive care from an out-of-network dental provider, you are responsible for paying the difference in


cost if your dentist charges more then delta dental’s pre-approved network fees. in addition, you may be


required to pay the entire cost at the time of treatment and wait for reimbursement. 


Plan Summary


Delta Dental Plan Features Member Copay


Calendar Year Deductible
l individual l $50
l family l up to $150


Calendar Year Maximum l $1,500 per individual


Calendar Year Maximum l $1,500 per individual


Diagnostic & Preventive l 100% of reasonable & customary expenses


General Services l 85% of reasonable & customary expenses


Major Services l 50% of reasonable & customary expenses


Orthodontia
l deductible l $50 per person
l Lifetime Maximum l $1,500 per individual


For More Information…  After you enroll, delta dental will mail an id card to your home. for additional information


or to find a participating provider, please visit www.deltadentalins.com or call 1-800-616-3631. 


MY DENTAL BENEFIT ELECTION


Coverage Level Employee Per Pay Cost Fulton County Per Pay Cost 


employee Only


employee + 1


family $_____________ $_____________


Waive Coverage
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Your EyeMed Vision Plan 
to help you and your family receive quality eye care, fulton County offers vision coverage through eyeMed 


Vision Care.


Plan Highlights


l Access to over 30,000 vision care providers – such as optometrists, ophthalmologists and opticians – at 16,000


locations nationwide, including leading optical retailers such as LensCrafters, sears Optical, and most Pearle


Vision locations. 


l Coverage for eye exams, lenses and frames once every 12 months. 


l When you use an in-network provider, you receive a free eye exam and up to $200 per year for lenses, frames, and


contact lenses.  You even receive a 20% discount on items not fully covered by the Plan.


l there is no deductible. 


to use the plan, locate a vision provider near you, schedule an appointment and present your member id card at the


time of your visit.


Plan Summary


Vision Benefits What’s Covered


Examination Once every 12 months


Lenses Once every 12 months


Frames Once every 12 months


Provider Services                           In-Network Benefit Out-of-Network Benefit


Examination Plan pays 100% up to $50 up to $50 allowance


Eye Glass Lenses and Frames up to $200 allowance up to $100 allowance


Contact Lenses (in lieu of up to $200 allowance up to $160 allowance
glasses and frames) (or 100% if medically-necessary) (up to $200 if medically-necessary)


For More Information…  After you enroll, eyeMed will mail an id card to your home. for additional information or


to find a participating eye care provider, please visit www.eyemedvisioncare.com or call 


1-866-723-0513. 


MY VISION BENEFIT ELECTION


Coverage Level Employee Per Pay Cost Fulton County Per Pay Cost 


if you elect Vision Coverage,


all eligible family members will be enrolled. $_____________ $_____________


Waive Coverage
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Life Insurance 


Basic Life and Accidental Death & Dismemberment (AD&D)


You must enroll in the Basic Life and Ad&d coverage. However, to make it easy to afford, the County pays 75% of the


cost of coverage. You pay only 25%.


Your Basic Life benefit is $50,000. You also receive $50,000 in Ad&d coverage.  Plan benefits reduce to $10,000


when you retire.


Supplemental Term Life


You may purchase supplemental Life insurance on an after-tax basis if you would like more coverage than your Basic


Life and Ad&d amount. You may purchase up to an additional $150,000 in multiples of $25,000.


if you purchase supplemental Life when you are first eligible, proof of good health is not required. However, if you waive


coverage and then wish to enroll during a future enrollment period, proof of good health will be required.


fulton County employees can increase coverage in multiples of $25,000, up to a maximum of $150,000 without proof


of good health within the first year of coverage. 


Spouse Term Life Insurance


You may purchase $10,000 in coverage for your spouse.  Proof of good health is required.


Dependent Term Life Insurance


for one low price, you may also elect $10,000 in coverage for your spouse and each dependent child on an after-tax


basis.


Beneficiary Designation


When you enroll in life insurance, you will need to designate a beneficiary.  Please have that information ready when


you begin your online enrollment. 


MY BASIC LIFE AND AD&D BENEFIT
Benefit Amount Per Pay Cost
$50,000 $_____________


MY SUPPLEMENTAL TERM LIFE BENEFIT ELECTION
Benefit Amount Employee Per Pay Cost
$25,000 $_____________
$50,000 $_____________
$75,000 $_____________
$100,000 $_____________
$125,000 $_____________
$150,000 $_____________


Waive Coverage


MY SPOUSE TERM LIFE BENEFIT ELECTION
Benefit Amount Employee Per Pay Cost
$_____________ $_____________


Waive Coverage


MY DEPENDENT TERM LIFE BENEFIT ELECTION
Benefit Amount Employee Per Pay Cost
$10,000 $_____________


Waive Coverage
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Employee Assistance Program (EAP)
the eAP provides free, confidential, short-term assistance and counseling to employees and their dependents to help


resolve a variety of personal concerns. the Program is administered by BlueCross Blueshield of Georgia. there are no


costs, fees or copays for the eAP, which includes:


l toll-free telephone consultation, coaching and crisis stabilization with a licensed mental health professional.


l up to eight free face-to-face counseling visits, available at convenient locations, to address personal and/or


work-related problems including, but not limited to: stress, depression, anxiety, health and wellness.


l Legal services, which include a 30-minute consultation with an attorney (phone-based or face-to-face) at no


charge, as well as a 25% discount off normal attorney fees if additional services are required.


l financial services, which includes a 30-minute consultation with a CPA or CfP (phone-based or face-to-face) at


no charge, as well as a 25% discount off normal attorney fees if additional services are required.


l Customized resources, referrals and information for child care and parenting, senior and dependent adult care,


education selection and preparation, health and wellness and customer education.


l Access to the BlueCross Blueshield website offering self-assessments and a library of valuable articles on


mental health, stress management, work/life balance, relationships, substance abuse, emotional well-being, and


legal and financial resources.


eAP services can be accessed 24 hours a day, seven days a week by calling 1-800-999-7222 or visiting


www.wellpoint.com/yourEAP (password is fulton). 
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Flexible Spending Accounts 
the Health Care and dependent Care flexible spending Accounts allow you to set aside money each calendar year to


pay for non-reimbursable expenses on a pre-tax basis — before the money in your paycheck is taxed. 


When you have an eligible expense, simply submit a claim form and you’ll be reimbursed with tax-free dollars from your


account. it’s the easiest way to cut your taxes. When you pay fewer taxes, you have more money in your pocket to save


or spend. it’s easy and so flexible … that flexibility is part of the name!


Health Care Flexible Spending Account


You can use your Health Care spending Account to pay for expenses not covered by your medical plan, such as


deductibles, copays, coinsurance, non-covered vision and hearing expenses, prosthetics and durable medical


equipment, non-covered prescription medications [including vitamins (if prescribed by a doctor)], and even over-the-


counter medications (with the exception of diabetic supplies, over-the-counter medications require a doctor's


prescription). in general, anything considered a medical expense for income tax purposes is eligible. 


examples of expenses not eligible for your Health Care spending Account include meals and lodging while away from


home for medical treatments, health club membership fees, insurance contributions, and cosmetic surgery.


Dependent Care Flexible Spending Account


through the dependent Care Account, you can use tax-free dollars to pay for the cost of daycare for your children (under


age 13) or other eligible dependents, such as an elderly parent or disabled spouse. 


expenses that qualify for reimbursement include:


l Care provided in your home, as long as you do not claim the caregiver as a dependent on your federal income tax


return.


l services provided outside your home for a dependent that regularly spends at least eight hours a day in your


home. 


l Both parents (if married) must work outside the home in order to be eligible to participate in the dependent Care


spending Account.


Dependent Care Tax Facts 


depending on your personal tax situation, it may be more beneficial for you to use the dependent Care Account or the


dependent care tax credit on your federal income tax form. it’s always a good idea to check with your tax advisor to see


which program is best for you. 


HOW MUCH CAN YOU CONTRIBUTE?


Health Care Account Dependent Care Account


Annual Limit Annual Limit


Annual Minimum $1 $1 


Annual Maximum $5,000 $5,000 (or $2,500 if you are married and file separately)
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How Your Money is Reimbursed


to receive reimbursement from your account, you need to submit receipts along with the appropriate reimbursement


form to Colonial, the fsA administrator. When you enroll, reimbursement forms will be mailed to your home. if you have


additional questions, please call Colonial at 1-770-938-7767.


Keep These Important Rules in Mind


the government imposes certain restrictions on flexible spending Accounts to give you the following pre-tax advantages.


l You lose any unused portion of your account balance remaining at the end of the year. Because of this “use it or


lose it” rule, it is important for you to carefully estimate the money you set aside. You have until March 15th of the


following year to submit all expenses incurred during the preceding year. eligible claims need to be postmarked no


later than March 15th to be eligible for reimbursement.


l Amounts are held in separate Health Care and dependent Care spending Accounts, and balances cannot be


moved back and forth between accounts. 


l You can increase, decrease, suspend or enroll mid-year only if you have a qualified life status change (e.g.,


marriage, divorce, death, birth or adoption of a child, or a change in your or your spouse’s employment).


Transit Benefit


the transit Benefit Program allows you to use pre-tax dollars to pay for services from parking and transit providers


anywhere in the u.s. in order for you to work. 


You determine how much to put towards transit services per month. the maximum monthly contribution for


commuting/transit expenses is $120; the maximum monthly contribution for parking expenses is $230. these limits


are subject to iRs regulations and can change each year.  simply submit your receipts with the reimbursement form,


and you will be reimbursed on a monthly basis from your account.


there is no “use it or lose it” rule as long as you are working. You can change your contribution rate on a monthly basis.


Keep in mind, transit and parking are separate accounts, and you cannot transfer money between them.


Questions or To Enroll


for more information, call Colonial at 1-770-938-7767. flexible spending Accounts cannot be enrolled over the phone.


instead, Colonial representatives will be available during open enrollment to help you elect this coverage.


MY HEALTHCARE FSA ELECTION Waive Coverage


Annual Contribution Per Pay Contribution Estimated Tax Savings 


$_____________ $_____________ $_____________


MY DEPENDENT CARE FSA ELECTION Waive Coverage


Annual Contribution Per Pay Contribution Estimated Tax Savings 


$_____________ $_____________ $_____________


MY TRANSIT BENEFIT ELECTION Waive Coverage


Annual Contribution Per Pay Contribution Estimated Tax Savings 


$_____________ $_____________ $_____________


PRE-TAX CONTRIBUTIONS ESTIMATED TAX EFFECT
My Contributions $_____________ Estimated Effect on Take-home Pay $_____________
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Accident Insurance
Accidents happen at the most inopportune times. Maybe you just bought a house or went on vacation and then it


happens. You or a member of your family has an accident. While most health insurance will cover the major expenses


they do not cover every medical expense. You could be left with office visit co-payments, deductibles and transportation


and lodging costs. 


take a moment and ask yourself, “Can i really afford all of the costs associated with an accident?” if the answer is no,


you may want to consider Boston Mutual Life’s (BML’s) eAO Accident insurance. 


Let BML’s Accident insurance offer you protection for the unexpected.


PLAN WEEKLY CONTRIBUTIONS
Employee 


Employee & Employee & Spouse


Employee Only Spouse Only Children Only  & Children 


Base Plan  $3.46 $5.19 $6.31 $8.04 


24-hour coverage


Additional Emergency $0.27 $0.51 $.82 $1.06 


Room Benefit Rider - per


$100 benefit (max 3 units)


Sickness-Hospital $0.69 $1.38 $1.15 $1.85 


Confinement Benefit Rider


Additional Physician $0.95 $1.90 $1.40 $2.35 


Office/Urgent Care


Treatment Benefit Rider-


per $25 benefit (max 2 units) 


Eligibility for Base Plan


All employees ages 18-70 and working a minimum of 20


hours a week are eligible for participation in the Accident


insurance plan; an enrolled employee may also insure


their spouse (ages 18-70) and unmarried dependent


children under the age of 26.


Guaranteed Renewable


Coverage is guaranteed renewable for life as long as


premiums are paid. 


Effective Date of Coverage


Coverage becomes effective at 11:59 PM on the date of


the signed application.


Portability


this policy is fully portable.  if an employee leaves the


group, he/she can keep this policy at the same premium


rate which active employees are paying. 


Eligibility for Riders


All employees, spouses and/or children enrolled in the


base plan are eligible for the following riders.  these riders


must be purchased on all enrolled family members.


l Additional emergency Room Benefit Rider


l Additional Physician Office/urgent Care treatment


Benefit Rider


All employees and their spouses (ages 18-64) and/or


children enrolled in the base plan are eligible for the


following rider, subject to medical insurability. this rider


must be purchased on all enrolled family members.


l sickness - Hospital Confinement Benefit Rider
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Accident Insurance, continued


Air Ambulance...............................$500 


Within 48 hours after the covered accident.


Ambulance....................................$100


Within 90 days of the covered accident.


Appliance ......................................$100 


Within 90 days after the covered accident. for mobility 


and personal locomotion.


Blood/Plasma/Platelets ..............$300


Within 90 days of the covered accident.


Burns.............................................$750 to $10,000 


treated by a physician within 72 hours after the covered 


accident. scheduled amount based on degree of burn.


skin grafts are 25% of the burn benefit.


Concussion ...................................$100 


diagnosed by a physician within 72 hours after the 


covered accident.


dislocations (separated Joint).....$50 to $8,000


Based on the type of surgery and joint involved.


emergency dental Work...............$50 to $150


Based on whether tooth is extracted or crowned.


emergency Room treatment .......$50


examination and treatment within 72 hours after the 


covered accident. Can be increased by $100, $200 or


$300 with the Additional emergency Room Benefit Rider.


eye injury.......................................$200


Within 90 days of the covered accident.


follow-up Physician treatment....$50


Within 90 days of the covered accident.


fractures .......................................$25 to $10,000


Based on the type of surgery and bone involved.


Hospital Admission.......................$1,000


($2,000 if immediately admitted into intensive Care unit)


Within 6 months after the covered accident.


Hospital Confinement ..................$250/day up to 365 days


Within 6 months after the covered accident.


Hospital intensive Care................$500/day up to 30 days


the confinement must begin within 30 days after the cov-


ered accident.


initial Physician’s Office/


urgent Care Visit...........................$50


Within 60 days after the covered accident. Can be in-


creased by $25 or $50 with the Additional Physician Of-


fice/urgent Care treatment Benefit Rider.


Lacerations ...................................$25 to $400 


Repaired by a physician within 72 hours after the covered


accident. Paid based on the total length of all lacerations


received in any one covered accident.


Lodging..........................................$100 per night 


up to 30 days per covered accident. Hospital must be


more than 100 miles from the insured person’s residence.


Major diagnostic exams ..............$150 


Per calendar year for Ct scan, MRi or eeG as the result of


a covered accident.


Physical therapy...........................$25 per day 


Maximum of 6 days. Within 6 months of covered accident.


Prosthetic device/Artificial Limb.$500 to $1,000 


Within 1 year of the covered accident.


Rehabilitation unit........................$150 per day 


When confined in a rehab unit following hospitalization. up


to 30 days.


Ruptured disc ...............................$400 


treated by a physician within 60 days after the covered


accident and repaired through surgery within 1 year after


the covered accident.


surgery (Abdominal or thoracic)..$1,000 


Within 72 hours after the covered accident. Benefit is


$100 if exploratory surgery with no repair. Hernia repair


will not be covered.


tendon/Ligament/Rotator Cuff...$150, $600 or $900


Must be repaired within 90 days after the covered acci-


dent. the benefit is based on the number of repairs


needed and repaired through surgery.


torn Knee Cartilage......................$750 


treated by a physician within 60 days and repaired through


surgery within 6 months after the covered accident. Bene-


fit is $150 if exploratory arthroscopic surgery with no re-


pair.


transportation ..............................$300 per round trip 


up to 3 round trips per covered accident. for treatment


more than 100 miles round trip from your home.


Boston Mutual’s Accident Policy Provides the Following Benefits:
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Accidental Death and Dismemberment


BML’s Accident policy will provide the following benefits for injuries that are the result of a covered accident and


cause death or dismemberment within 90 days from the date of the accident.


the dismemberment Benefit is paid based on the number of limbs lost and/or the specific limb(s) lost.


Loss of finger, toe, Hand, foot or sight of eye .................$1,500 to $30,000 (schedule amount depending on loss)


Policy Exclusions - What We Will Not Pay For
eXCLusiOns – WHAt We WiLL nOt PAY fOR: We will not pay benefits for losses that are caused by or are the result of
any insured Person:


1. practicing for or participating in any semi-professional or professional competitive athletic contests for which any
type of compensation or remuneration is received;


2. having any sickness or declining process caused by a sickness, including physical or mental infirmity. We also will
not pay benefits to diagnose or treat the sickness. sickness means any illness, infection, disease or any other abnor-
mal physical condition which is not caused by any injury;


3. intentionally self-inflicted injury;


4. committing suicide or attempted suicide, while sane or insane;


5. receiving injuries due to an act of declared or undeclared war;


6. actively serving in any of the armed forces, or units auxiliary thereto, including the national Guard or any Military Re-
serve;


7. having Mental or nervous disorders;


8. suffering from alcoholism or drug addiction;


9. suffering from a loss sustained or contracted as the result of being physically or mentally impaired due to being
under the influence of alcohol or any illicit or Controlled substance unless administered on the advice of a Physician;
“Being under the influence of alcohol”, for purposes of this Policy, means a blood alcohol level meeting or exceeding
the legal limit as defined by the state. the insured Person’s alcohol or illicit or Controlled substance impairment must
be the cause or contributing cause of his or her loss, irrespective of whether the loss occurred while the insured Per-
son was driving a motor vehicle or engaged in any other activity; or


10. sustaining a loss to which a contributing cause was the commission of or an attempt to commit a felony. nor will
We be liable for any loss to which a contributing cause was being engaged in an illegal activity.


Accident Insurance, continued


ACCIDENTAL DEATH BENEFITS:


Common Carrier Other


Named Insured $100,000 $50,000


Spouse $100,000 $50,000


Child(ren) $20,000 $10,000


General Information


All benefits are subject to limitations as explained in the policy. they are payable once per covered accident and


treatment and/or loss must occur within 90 days of the covered accident unless noted otherwise. this brochure


provides a general description of the important features of Policy form Ws-ACC 8/08.


this brochure is not the insurance contract and only the actual policy provisions will control. Before purchasing cov-


erage, refer to the Policy or Outline of Coverage for state-specific description of benefit provisions, exclusions and


limitations.
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siCKness/HOsPitAL COnfineMent RideR
SH-Rider 8/08 - Available for additional premium


We will pay $100 per day for hospital confinement
of up to 30 days if an insured person is confined in
a hospital as the result of a covered sickness. this
benefit is not payable concurrently with the Hospital
Confinement Benefit or the Hospital intensive Care
unit Confinement Benefit in the policy.


exclusions and Benefit Limitations:
the exclusions contained in the policy apply to this
rider. in addition, the following apply to this rider.


We will not pay benefits for a hospital confinement that
is caused by or occurs as the result of the insured
person(s):


1) injury;


2) treatment for dental care or dental care
procedures; or


3) elective procedures and/or cosmetic surgery
or reconstructive surgery unless it is a result
of infection, or other diseases.


We will not pay for any hospital confinement of a
newborn child following birth unless the child has a
covered sickness.


Pre-existing Conditions-Limitations for Certain 
Conditions:
the benefits of this rider will not be payable for any
pre-existing conditions during the first 12 months
this rider is in force. A pre-existing condition means a
sickness or physical condition for which an insured
person was treated, received medical advice or had
taken medication within 12 months before the Rider
effective date.


AdditiOnAL PHYsiCiAn OffiCe/ uRGent
CARe tReAtMent Benefit RideR
EPO-Rider 8/08 - Available for additional premium


We will pay an additional $25 or $50 benefit amount
when an insured person requires initial examination
and treatment by a Physician in a physician’s office
or urgent care facility. the treatment must be within
60 days of the covered accident and the services
provided must be the result of a covered accident
and not for routine examinations or preventative
testing. Payable once per Covered Accident. this
benefit is paid in addition to the $50 Physician’s
Office/urgent Care benefit in the base policy.


AdditiOnAL eMeRGenCY ROOM Benefit RideR
EER-Rider 8/08 - Available for additional premium


We will pay an additional $100, $200 or $300 benefit
amount when an insured person is treated in a
hospital emergency room within 72 hours after the
covered incident. this amount is paid in addition to
the base policy emergency Room benefit of $50.


Accident Insurance, continued


Optional Benefit Riders
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Critical Illness Insurance
Critical illness such as cancer, heart attack, and stroke are life-changing events and affect more people than just the


patient. even with medical coverage, patients and their families are typically faced with out-of-pocket costs such as


copays, deductibles and coinsurance, as well as “hidden costs” such as lost wages, transportation and lodging. the


Boston Mutual Critical illness insurance program complements your existing Medical coverage so you can focus on


getting better and not paying the bills. 


With the Critical illness Plan, you select the amount of the benefit — from $5,000 to $50,000 (in increments of $5,000).


there are no deductibles, and you’ll receive your cash benefit regardless of any medical coverage you have. Plus,


benefits are paid directly to you to use at your discretion. 


At the time of enrollment, a few health questions will be asked that may determine the maximum benefit you can elect.


You’ll be notified if you have been approved for coverage and how much coverage will be issued.


Eligibility


You are eligible if you are a full-time employee between the ages of 18 and 69.


the following dependents are also eligible:


l Your legal spouse between the ages of 18 and 69.


l Your dependent children who are unmarried and less than 25 years of age. However, if any dependent child is


incapable of self-sustaining employment due to mental retardation or physical handicap and is dependent on you


for support, the 26 years of age shall not apply. Proof of such incapacity and dependency must be furnished to the


Company within 31 days following your dependent’s 25th birthday.


Plan Highlights


l Lump-sum benefits — from $5,000 to $50,000 — Paid directly to you following the diagnosis of each covered


critical illness.


l Dependent Coverage — spouse coverage available for up to $25,000. each dependent child is covered at 25


percent of the employee’s amount at no additional charge. 


l Annual health screening benefits included.


l Rates do not increase when you change age bands.


How the Plan Works


First Occurrence Benefit


After the Waiting Period, you may receive up to 100% of the benefit selected upon the first diagnosis of each covered


critical illness. At age 70, benefits are reduced by 50%.


(Critical Illness Insurance, continued next page)
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Additional Occurrence Benefit


if you collect full benefits for a Critical illness under the plan and later have one of the remaining covered illnesses,


then the Plan will pay the full benefit amount for any additional illness. Occurrences must be separated by at least 6


months.


Re-occurrence Benefit 


if you receive full benefits for a covered condition and are later diagnosed with the same condition, the Plan will pay


the full benefit again. the two dates of diagnosis must be separated by at least 12 months.


Health Screening Benefits


After the waiting period, you and your spouse are eligible to each receive up to $50 for any one covered screening test


per calendar year. Payment of this benefit will not reduce the amount payable for the diagnosis of a critical illness.


there is no limit to the number of years you can receive the health screening benefit. A few of the covered health


screening tests include:


l stress test on a bicycle or treadmill


l Mammogram


l Pap smear


l PsA (blood test for prostate cancer)


Covered Critical Illnesses


Illnesses Covered Under Plan Percentage of Face Amount


Heart Attack 100%


stroke 100%


Major Organ transplant 100%


Renal failure (end stage) 100%


internal Cancer 100%


Carcinoma in situ** 25%


Coronary Artery Bypass surgery** 25%


** A partial benefit (25%) is payable for carcinoma in situ and coronary artery bypass surgery. Payment of the partial benefit for
carcinoma in situ will reduce the benefit for internal cancer by 25%. Payment of the partial benefit for coronary artery bypass
surgery will reduce the benefit for a heart attack by 25%.


l Chest X-ray


l Colonoscopy


l flexible sigmoidoscopy


l Note: this benefit does not apply to 


dependent children.


Critical Illness Insurance, continued
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(Critical Illness Insurance, continued next page)


Portability


When coverage would otherwise terminate under this plan because an employee ends his employment with the


employer, they may elect to continue their coverage. A covered person must have been continuously insured for at least


six months under this plan and/or the prior plan just before the date their employment terminates. the coverage that


may be continued is that which the employee had on the date their employment terminates, including dependent


coverage then in effect. 


1.  Coverage may not be continued for any of the following reasons:


a.  the employee failed to pay any required premium;


b.  the employee obtains age 70;


c.  this group policy terminates.  


2. to keep the certificate in force, the employee must:


a.  Make written application to Boston Mutual within 31 days after the date their insurance would otherwise


terminate; and


b.  Pay the required premium to Boston Mutual no later than 31 days after the date the certificate would


otherwise terminate.


3.  insurance will cease on the earliest of these dates:


a.  the date the employee fails to pay any required premium;


b.  the date this group policy is terminated.


if a covered person qualifies for this portability privilege as described above, then the same benefits, plan provisions,


and premium rate as shown in their certificate as previously issued will apply.


if you have any additional questions on this benefit you can contact Boston Mutual at 1-800-669-2668. Policy series


#BML 2100.


MY CRITICAL ILLNESS BENEFIT ELECTION


Critical Illness Benefit Amount Weekly Cost 


$5,000 $_____________


$10,000 $_____________


$20,000 $_____________


$30,000 $_____________


$40,000 $_____________


$50,000 $_____________


Other Value:  $_____________ $_____________


Waive Coverage
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Limitations and Exclusions


this policy contains a 30-day “waiting period.” this means that no benefits are payable for any covered person before


coverage has been in force 30 days from the effective date of coverage. if a covered person is first diagnosed during


the “waiting period,” benefits for that Critical illness will apply only to loss commencing after two years from the effective


date of coverage; or, the covered person may elect to void the certificate from the beginning and receive a full refund


of premium. 


the date of diagnosis of a Critical illness must be separated from the date of diagnosis of a subsequent different Critical


illness by at least six months.


the applicable benefit amount will be paid if: the date of diagnosis is after the waiting period; the date of diagnosis


occurs while the policy is in force; and the cause of the illness is not excluded by name or specific description.


Benefits will not be paid for a loss due to:


1. intentionally self-inflicted injury or action;


2. suicide or attempted suicide while sane or insane;


3. illegal activities or participation in an illegal occupation;


4. War declared or undeclared or military conflicts, participation in an insurrection or riot, civil commotion or


state of belligerence;


5. substance abuse;


6. Pre-existing conditions.


Pre-Existing Conditions Limitation


“Pre-existing Condition” means a sickness or physical condition which, within the 12-month period prior to the effective


date of the certificate, resulted in a covered person’s receiving medical advice or treatment.


Benefits will not be paid for any condition or illness starting within 12 months of the effective date of the certificate which


is caused by, contributed to, or resulting from a pre-existing condition.


A claim for benefits for loss starting after 12 months from the effective date of the certificate will not be reduced or


denied on the grounds that it is caused by a pre-existing condition. 


A condition will no longer be considered pre-existing at the end of 12 consecutive months starting and ending after the


effective date of the certificate.


“Treatment” means consultation, care or services provided by a physician including diagnostic measures and


taking prescribed drugs and medicines. 
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Endowment Life Insurance 
(formerly known as Whole Life)


Many families wonder if they have enough life insurance coverage … or the right kind. that is why fulton County is


providing you the opportunity to purchase a life insurance policy that provides long-term financial protection for you and


your entire family. the policy builds cash value. 


With payroll deductions starting at $2 a week, you can purchase coverage without the worry of premium notices in your


mailbox, checks to write or postage to pay. 


unlike group insurance, you personally own the endowment Life policy. 


Coverage Amount


Employee 


Coverage is available from $2 to $20 per week. full-time


employees can apply for up to $15 per week in coverage


with no health questions asked (less any policies currently


in force). Any amount over the $15 per week requires


evidence of insurability.


If you enroll for even a small amount now, you are


guaranteed that, during a later open enrollment period,


you can increase your coverage up to a maximum of


$15 a week with no health questions! However, if you


decline now and want to enroll at a later date, evidence of


insurability will be required.


Family


l Spousal coverage is available from $2 to $15 per week. You can enroll your spouse for up to $4 per week in


coverage if he/she has not been hospitalized in the last six months or treated at a medical facility on an inpatient


or outpatient basis within the last six months. Any amount over the $4 per week requires evidence of insurability.


l Coverage for children and grandchildren is from $1 to $5 per week. 


– Children: for children ages 15 days to 15 years, coverage is available for $2 per week with no health questions


asked. for children ages 16 – 21 (23 if a full-time student), coverage is available for $1 per week with no health


questions asked. 


– You can also purchase coverage for your children on a term life basis, with a rider attached to your own policy,


instead of purchasing a separate policy.


– Grandchildren: for grandchildren ages 15 days to 15 years, coverage is available for $1 per week with no health


questions asked.


the coverage limits are subject to amounts for policies already in force. the maximum coverage per individual is


$126,000.
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Eligibility


You are eligible if you are a full-time employee between the ages of 18 and 70.


the following dependents are also eligible:


l Your legal spouse between the ages of 18 and 70.


l Your unmarried dependent children include natural or adopted children, stepchildren who depend on you for


support, from 15-days-old until age 21 (or age 23 if a full-time student). 


l Your grandchildren ages 15-days-old to age 15. Written permission from the child’s parent is required for amounts


over $2 per week. 


Advantages of Endowment Life


some of the advantages of this endowment Life insurance plan are:


No health questions asked. As an eligible active employee, you can apply for up to $15 in coverage with no health


questions asked. 


Portable benefits. even if you retire or leave the County, you can continue the coverage. You simply make direct


payments to the insurer.


The policy builds cash value. each year after your policy anniversary, you will receive a statement to keep you


informed of all your policy values. 


Loan Value. After premiums have been paid for two-three years and a value is established, you may borrow against


the policy loan value for emergency cash, education, retirement income or any other purpose. (interest will be charged


on the loan at 8% and the loan will reduce your death benefits.)


Accelerated Death Benefit. this feature pays an advance on your endowment Life insurance benefit if a physician


certifies you as having a life expectancy of 12 months or less. the original diagnosis must occur after your coverage


begins. the maximum payout is $50,000. Your coverage face amount will be reduced by any paid advance and the


remainder, if any, will be paid to your beneficiary following your death.


Coverage for Spouse and Children. even if you don’t enroll, you can cover your spouse and children (where permitted


by state law).


Waiver of Premium (Optional): if you become totally disabled before age 60 and your disability lasts at least six


months, your coverage will continue without premium payments for as long as you are disabled.


the endowment Life insurance Plan is offered through Boston Mutual insurance Company. Policy series end-95 (es0)


(9/00) 


if you have any additional questions on this benefit, please call Boston Mutual at 1-800-669-2668. 


MY ENDOWMENT LIFE INSURANCE ELECTION


Weekly Cost Death Benefit Guaranteed Cash Value at Age 65 


$4.00 $_____________ $_____________


$8.00 $_____________ $_____________


$12.00 $_____________ $_____________


Other $_____________ $_____________ $_____________


Waive Coverage







28 Healthy Workplace, Healthy Workforce 2012


Disability Coverage
People typically don’t think about what might happen if they become injured or ill and cannot work. However, being


without a source of income can create a significant threat to a family’s financial security.  unfortunately, this situation


happens more frequently than most people think.


And, it can happen to anybody regardless of their age or physical condition.  Our disability programs are designed to


provide additional financial security to you and your family in the event of a disability.


Long Term Disability


This valuable coverage is provided by the County at no cost to you. the plan pays a portion of your pay when


you can no longer work due to a non-work-related illness or injury that lasts beyond 180 days. 


After a 180-day elimination period (the time you must wait before benefits are paid), you would be eligible for a monthly


benefit, which is 60% of your base pay. the maximum benefit amount is $5,000. Benefits continue until age 65. 


Coverage is automatic; enrollment is not necessary.


Your County benefits may be reduced by any income benefits from other sources. 


Voluntary Short Term Disability


if you become disabled due to an off-the-job accident or sickness, your short-term disability coverage, offered through


Boston Mutual Life insurance Company, provides important income protection.


under the Plan, you have a choice of when benefits begin:


l After 14 days of a disability 


l After 30 days of a disability


After you meet the elimination period (14 or 30 days), the Plan pays 60% of your base monthly salary, up to a maximum


benefit of $6,000 per month.


existing participants may elect the Buy-up Option, which increases your std benefit by $200 a month. Of course, you


cannot exceed the $6,000 monthly benefit maximum limit.


if you enroll when first eligible, no health questions will be asked. if you enroll at a later date, evidence of insurability


will be required. Once you elect a plan with a 14-day elimination period, you cannot later enroll in the plan with a 30-


day elimination period, and vise versa.


Short-Term Disability Income Coverage


A monthly disability benefit will be payable to you in the event of a total disability resulting from a covered accident or


sickness. 


Definition of “Total Disability” (or Totally Disabled): during the first 12 months of total disability (depending


on your plan) that you are unable to perform the material and substantial duties pertaining to your employment.


After that, “total disability” means you are unable to perform the material and substantial duties of any occupation


for wage or profit for which you are reasonably qualified by training, education, 


or experience. 
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Limitations


Eligibility


All active full-time members and employees of members working 25 hours or more per week, who are under age 70,


and who have satisfied the waiting period are eligible to apply. 


Effective Date of Coverage


Certificates issued will take effect on the requested effective date or the date of approval, whichever is later, provided


the first premium has been paid. the effective date of coverage will be the first of the month. 


You must be on Active service on the date your coverage would become effective, otherwise the insurance will become


effective on the first day of the calendar month after the date you resume Active service. 


Definition of “Active Service”: You are doing in the usual manner all of the substantial and material duties of


your employment on a full-time basis on a scheduled work day or would be able to do so if it were a scheduled work


day. 


the sum of the disability Benefits payable to you plus the
lump sum or periodic payments you and your dependents
are entitled to receive from the sources listed below may not
exceed 60% of your monthly salary being earned by you on
the date of disability: 


• Like coverage for persons in a group; 


• federal social security Act (this includes benefits paid to
you and your dependents on account of your disability);* 


• state or federal government disability or retirement plan
or increases thereof which begin on or after the date of
total disability; 


• Pension plan to which the policyholder or your employer
contributes or makes payroll deductions; 


• salary or wage continuance plans such as sick leave
paid for by the policyholder or your employer which
extend beyond 30 calendar days and; 


• federal Old Age Benefits, or increases which begin on or
after the date of total disability, under the federal social
security Act on your own behalf.* 


* unless you show proof that payments under these acts have been
applied for but will not be paid, the Company will assume you are
covered under the federal social security Act and are receiving
such payments. upon receipt of proof of denial of your social
security benefits request and appeal, the Company will adjust any
claim for the amount the Company originally estimated to be paid
under social security. 


federal social security increases which take effect after the
monthly disability benefits become payable will not further
reduce benefits under this plan. 


the minimum disability Benefit payable will be reduced to no
less than $100.00 (except as specified under the conditions
of the Partial disability Benefit). 


Exclusions


the policy does not cover any loss, fatal or non-fatal, which
results from: 


• intentionally self-inflicted injury while sane or insane; 


• An act of war, declared or undeclared; 


• Accident sustained or sickness contracted while in the
service of the armed forces of any country; 


• Committing a felony; 


• Acting as a pilot or crew member or for performing any
duty of your occupation connected with such flight; 


• Accident or sickness arising out of or in the course of
any occupation for wage or profit; 


• Penal incarceration for a period of 30 consecutive days
or longer; 


• Any period which you are not under the regular care and
attendance of a physician. 


Mental Illness Limited Benefit


if you are totally disabled due to a mental illness, regardless
of the cause, disability Benefits are payable for 1/2 of the
benefit period. 


Alcohol and Drug Addiction Limited Benefit


if you become totally disabled due to alcoholism or drug
addiction, a limited benefit of up to 15 days in any 12-month
period will be paid. 


Waiver of Premium


if you become totally disabled due to a covered accident or
sickness, your insurance will be continued without payment
of premium. Waiver of Premium will begin the first of the
month following the later of: 


• satisfaction of the elimination period; or 


• 90 days of continuous total disability, provided premium
has been paid from the beginning of total disability to
the date Waiver of Premium begins. 


Waiver of Premium will continue until the earliest of: 


• the end of your total disability; 


• the end of the maximum disability benefit period; 


• the end of the period for which benefits would otherwise
be payable; 


• the date the policy terminates; or 


• the date your employment or membership with the
policyholder ends, as determined by your employer. 


the Company will require proof on an annual basis that you
remain totally disabled during said period. 
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Partial Disability Benefit


A Partial disability Benefit will be paid if you become
Partially disabled due to a covered accident or sickness. 


Payment of the Partial disability Benefit is subject to the
following conditions: 


• the elimination period for total disability must be
satisfied. 


• Partial disability Benefits will be payable beginning the
first day following cessation of total disability. 


• the Partial disability must be the result of the same
accident or sickness which caused total disability. 


• the Partial disability Benefit will be payable for a
maximum of three consecutive months; however, the
combined period of time for which benefits are payable
for total disability and Partial disability may not exceed
the maximum disability period. 


• the Partial disability Benefit will be equal to 50% of the
disability Benefit; however, the sum of the Partial
disability Benefit, the salary earned while receiving
Partial disability Benefits, and income from all other
sources listed in Limitations may not exceed 100% of
your pre-disability salary. in this event, the minimum
disability benefit, if any, will not be payable. 


Definition of “Partial Disability” (or Partially Disabled):


You must be able to perform one or more, but not all, of
the material and substantial duties of your occupation on
a full-time or part-time basis or 
able to perform some or all the duties of another
occupation on a full-time or part-time basis. 


Pre-Existing Condition Limitation


there will be no disability Benefit payable for a Pre-existing
Condition during the first 12 months of coverage. this
limitation will be waived after you have been continuously
insured under the policy for one year. 


“Pre-existing Condition” means a disease, accident,
sickness, or physical condition for which you: 


• Had treatment; 


• incurred expense; 


• took medication; or 


• Received a diagnosis or advice from a physician, during
the 12 month period (depending on your plan)
immediately before the effective date of your coverage.
the term “Pre- existing Condition” will also include
conditions which are related to such disease, accident,
sickness, or physical condition. 


Termination of Insurance


Your insurance coverage will end on the earliest of these
dates: 


• the date you do not qualify as an insured; 


• the date you retire; 


• the date you are no longer a member in good standing
of the policyholder; 


• the date you cease to be on Active service, or three
months plus the partial month remaining, following the
date you cease to be on Active service; 


• the end of the last period for which premium has been
paid; or 


• the date the policy is discontinued. 


if you have any additional questions on this benefit you
can contact Boston Mutual at 1-800-669-2668. Policy
form GidP499, GA. 


this is a brief description of the coverage. for actual benefits,
limitations, exclusions, and other provisions, please refer to the
policy or certificate 01070109.


Note: This benefit is also available through other


County-approved companies.


MY VOLUNTARY SHORT TERM DISABILITY BENEFIT ELECTION


Level of Coverage Employee Per Pay Cost


14-day elimination Period $_____________


30-day elimination Period $_____________


Buy-up Option of $200/month $_____________


Waive Coverage


Disability Coverage, continued
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Additional Benefit Options
the following voluntary products may be available through Aflac, Allstate, Colonial insurance and texas Life.


Short-Term Disability (STD)


Voluntary short-term disability coverage pays income benefit due to an off-the-job illness or injury. Benefits begin after


an elimination period, and the Plan pays a percentage of your base pay for up to a maximum limit. this Plan offers a


number of variables, so you design a Plan that best meets your needs. 


Accident Plan


the Plan covers a wide range of off-the-job injuries and accident-related expenses. Accident Plan benefits are paid


directly to you in addition to any coverages you receive from your Medical plan. You have the freedom to use any doctor


or facility, and there are no deductibles or copays to worry about.


Universal Life Insurance


if you want additional life insurance coverage, you may be interested in a life insurance benefit that provides permanent


protection for you and your dependents … while building cash value on a tax-deferred basis. universal Life includes cash


value accumulations with loans and partial withdrawals available (once the cash value has built up to certain limits). 


Critical Illness


With the Critical illness Plan, you select the amount of the benefit, up to certain limits. there are no deductibles and


you’ll receive your cash benefit regardless of any medical plan you have. At the time you enroll, a few health questions


will be asked that may determine the maximum benefit you can elect. You’ll be notified if you have been approved for


coverage and how much coverage will be issued. 


for more information about these voluntary products, call: 


Aflac:  1-800-992-3522 Allstate:  1-800-521-3535 Colonial:  1-770-938-7767


Tonik Health Plans 


for anyone age 19 or older without health insurance, tonik offers affordable coverage as low as $86/month, depending


on your age, gender, and medical history. there are three simple individual PPOs which include over 34,000 doctors


and 169 hospitals in the network. the tonik PPO offers coverage for everyday medical services, like checkups, as well


as more serious medical needs, such as knee surgery. 


When you enroll, you are covered for:


l doctor visits


l Prescription drugs


l emergency room care


l dentist appointments


l eye exams, glasses or contacts


Maternity coverage is not included. 


for additional information or to enroll, please call Valerie Holt, Authorized Agent, at 1-404-402-8284 or visit


www.Atlantahealthplansmadeeasy.com.







If you have questions regarding your enrollment,


please call The Farmington Company:


1-877-290-3930


8:00am – 5:00pm (EST) 












FULTON COUNTY HEALTHCARE PLAN 
2012 ENROLLMENT PACKET 


 
RETIRED EMPLOYEES 


 
 
● Health Maintenance Organization (HMO) 
● Preferred Provider Organization (PPO) 
● Preferred Provider Plus Organization (PPO+) current enrollees only 
● Medicare Indemnity Plan 
● Medicare HMO Plan 


 
 This packet includes the following information: 
 
  RATE MEMORANDUM 
  COMPARISON OF BENEFIT OPTIONS 
  DENTAL PLAN HIGHLIGHTS 
                        PHARMACY (PRESCRIPTION DRUG) BENEFIT 
  MENTAL HEALTH/EAP BENEFITS 
  VISION CARE BENEFIT 
  OPHTHALMOLOGY BENEFIT 
  HEARING AID BENEFIT            
  HEALTHCARE PLAN CONTACTS 
  GRADY HEALTH SYSTEMS OPTIONS 
   
 


 BLUE CROSS BLUE SHIELD OF GEORGIA 
 


 
 
 
 
 
 
 
 
RETIREES COVERED BY THE FULTON COUNTY HEALTHCARE PLAN HAVE THE CHOICE OF ENROLLING IN THE 
HEALTH MAINTENANCE ORGANIZATION (HMO) OR THE PREFERRED PROVIDER ORGANIZATION (PPO) OR 
MEDICARE HMO OR MEDICARE/INDEMNITY PLAN. 
 







 


 


Memorandum 
 
TO:  All Fulton County Retirees 
 
FROM:  Patrick J. O’ Connor, Director of Finance 
 
DATE:  October 24, 2011 
 


RE:                    Open Enrollment and 2012 Retiree Health, Dental, and Vision Rates 
 
 
 
The open enrollment period for retiree health care benefits for the year 2012 is October 24 thru November 14, 2011.  During 
open enrollment you can change your level of coverage by adding or deleting dependents or you can switch plans.  Retirees 
may select either the Health Maintenance Organization (HMO) plan, the Preferred Provider Organization (PPO) plan, the 
Medicare Indemnity Plan or the Medicare HMO plan, all managed by Blue Cross Blue Shield of Georgia.  Please note that 
the PPO Plus plan is only available to retirees whose last day as an active employee was on or before December 
31, 1991 who are under age 65 and enrolled in the PPO Plus plan at that time.   
 


► Dependents age 19 to 26 can be added to your health plan regardless of full time or marital status.  
If you have dependents in this category, you will need to complete the retiree enrollment 
application to add them to the plan and provide proof of dependent status (birth certificate, 
guardianship or adoption papers, etc.).   


► Social Security numbers are now required for all dependents enrolled in our Benefits Package. 
Please be sure to include social security numbers for all dependents you want enrolled under your 
plan.  If you do not provide this information, your dependents will not be covered.  


 ► Finally, the lifetime maximum under the PPO plans has been eliminated.   
 
On October 5, 2011, the Board of Commissioners approved for retiree rates to be calculated in a separate risk pool.  
As a result, you will see changes in those rates.  As we work to continuously minimize health care costs, we 
encourage retirees to take advantage of the 100% Wellness Coverage for all HMO, PPO, and Medicare Plans and 
the Grady Health Systems facilities which require no co-pays for many services.  Blue Cross Blue Shield of Georgia 
will continue to administer the medical, prescription drug, EAP and mental health plans.  Dental benefits will continue to be 
administered by Delta Dental and EyeMed will continue to administer vision benefits. 
 
If you wish to make changes to your current benefits (add or delete dependents, enroll in dental or vision, switch from HMO 
to PPO) please complete the enclosed Retiree Enrollment form.  Remember to include social security numbers for all of 
your dependents.  Please make your choices very carefully as you are required to remain in your selected medical option 
throughout the 2011 calendar year.  All changes are due in the Pension Office by November 14, 2011. 
 
If you have questions about open enrollment please contact Pat Williams in the Pension office at 404-612-4228.  Please 
keep in mind that call volume during this time will be very high but every effort will be made to return your calls in a timely 
manner.   


 


2012 Rates on next page 
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All Fulton County Retirees      RETIREE MONTHLY HEALTH INSURANCE PREMIUMS 
Revised 10/05/2011 
Retirement Year  2004 & Before  2005 Retirees   2006 Retirees  2007-2011  2012 & After 
PPO (Under 65)       20%       22%       23%       25%         27%     
Individual    $175.50    $193.05    $201.82  $219.37   $236.93 
Individual + 1    $323.92     $356.31    $372.51  $404.90   $437.29 
Family     $439.53     $483.48    $505.46  $549.41   $593.36 
 
PPO Plus (Under 65)     10%      Not Available    Not Available  Not Available  Not Available 
Individual     $182.64 
Individual + 1     $318.41 
Family      $457.83 
 
HMO (Under 65)      10%      15%          17%       20%     22% 
Individual      $ 62.81  $  94.21   $106.78    $125.62   $138.18   
Individual + 1      $120.06  $180.10   $204.11    $240.13   $264.14 
Family       $160.34  $240.51   $272.58    $320.68   $352.74    
 
Medicare Indemnity     20%      22%       23%       25%     27% 
Individual   $ 87.83   $  96.61   $101.01    $109.79   $118.57 
Individual + 1   $225.01   $247.52   $258.77    $281.27   $303.77 
 
PPO Plus (65 & over)    10%              
Individual    $ 43.92     Not Available  Not Available  Not Available  Not Available 
Individual +1    $112.51            
 
HMO (65 & over)      10%      15%           17%       20%     22% 
Individual  $ 57.41   $  86.12     $ 97.60     $114.83  $126.31 
Individual + 1  $108.45   $162.68   $184.37     $216.91  $238.60 
 


RETIREE DENTAL PREMIUMS 
Individual     $31.71 
Family      $71.96 


RETIREE VISION PREMIUMS 
Individual or Family    $6.76 
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IF YOU DO NOT WANT TO MAKE CHANGES TO YOUR HEALTH COVERAGE AND WE HAVE SOCIAL SECURITY NUMBERS ON ALL OF YOUR DEPENDENTS, DO NOTHING.  If 
you need to make changes and /or provide social security numbers for your dependents, complete the enclosed Retiree Enrollment Application and return it to the Pension 
office.  The Pension Division must receive all changes (if any) to your 2012 health care benefits by November 11, 2011.  All changes will be effective January 1, 2012. 
Special Note: If you retired from the Department of Family and Children Services, your health benefits are not with Fulton County. 







 
HEALTH MAINTENANCE ORGANIZATION (HMO) AND PREFERRED PROVIDER ORGANIZATION (PPO) 
 
For Retirees of Fulton County 
 
A Choice of Managed Care Plans 
 
During the open enrollment period you may elect either the HMO or the PPO.  It’s your choice.  You must 
remain in the elected medical plan for one year. 
 
A Brief Review of the Two Medical Plans 
 
By choosing the Blue Cross and Blue Shield of Georgia HMO, BlueChoice Healthcare Plan, you and your 
family will receive maximum coverage for medical care provided or authorized by your Primary Care Physician 
(PCP) for office visits, preventive care and hospitalizations.  Your PCP will be your care coordinator, with 
responsibility for your total medical care.  This includes referrals to specialty doctors and pre-approvals for 
hospital admissions. 
 
With the Blue Cross Blue Shield PPO/PPO PLUS, you and your family have the option of choosing from our 
network of doctors and hospitals known as “Preferred Providers” and receiving medical care at negotiated 
reduced fees.  Or you can choose to receive medical care from doctors and hospitals not included in our 
preferred provider network.  Maximum benefits are available when care is received from preferred providers. 
 


Coverage at a Glance 


 
 
 
*PCL will only apply to those currently not covered or who have not satisfied the PCL waiting period unless 
evidence of continuous prior creditable coverage is provided to Fulton County.  PPO PLUS available only to 
retirees whose last day as an active employee was on or before December 31, 1991, and are less than 
65 years of age. 
 
This summary contains highlights only.  The specific terms of coverage, exclusions, and limitations are 
contained in the Summary Plan Description. 
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 HMO/Medicare 
HMO 


PPO/NON PPO PPO-PLUS 


Individual Annual Deductible None $250 $100 
Family Annual Deductible None $500 $300 
Individual Out-of-Pocket Maximum None $1,500 plus deductible $1,500 plus deductible 
Family Out-of-Pocket Maximum None $3,000 plus deductible $3,000 plus deductible
Pre-existing Condition Limitation 
(PCL) 


None Yes*  


Lifetime Maximum Unlimited Unlimited Unlimited 
Pre-admission 
Certification/Continued  
Stay Review (PAC/CSR) 


Handled by your 
doctor 


Patient must get 
approval 


Patient must get 
approval 
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FULTON COUNTY RETIREES OVER AND UNDER AGE 65 
WHAT’S COVERED WHAT IT COSTS YOU 


 
SERVICE 


 
HMO 


 
PPO 


 
NON-PPO 


Preventive Care 
   Physical Assessments 
   Routine Immunizations 
   Pap Smear/Mammogram 
 
   Prostate Exam 
 
Well-Child Care 


 
 
 
 
Covered at 100% 


 
 
 
 
Covered at 100% 
 


 
 
 
 
Covered at 100% 


 
PCP/Outpatient Office  Visit 


 
$20 per visit 


 
20% of charges ■ 


 
40% of charges ■ 


Specialist Office Visit $30 per visit 20% of charges ■ 40% of charges ■ 
    
Inpatient Hospital 
(per admission) 


$100 co-pay 20% of charges ■ 40% of charges ■ 


Surgeon’s Fees No charge 
 


20% of charges ■ 40% of charges ■ 


Outpatient Surgical Facility 
(per visit) 


$100 co-pay 
 


20% of charges ■ 40% of charges ■ 


Inpatient Doctor’s Visit No charge 
 


20% of charges ■ 40% of charges ■ 


X-ray and Lab 
    Inpatient 
    Outpatient 


 
No charge 
No charge 
 


 
20% of charges ■ 


 
40% of charges ■ 


Pre-Admission Testing $20 per visit 20% of charges ■ 40% of charges ■ 
 
Second Surgical Opinion 
(not required) 


 
$20 per visit 
 


 
No charge if required 


 
No charge if required 


 
Skilled Nursing Facility 


 
No charge (up to 120 days per 
calendar year) 
 


 
20% of charges☺ 
(120 days per calendar 
year) 


 
20% of charges☺ 
(120 days per calendar year) 


 
Home Health Care 
 


 
No charge (up to 120 days per 
calendar year) 
 


 
20% of charges☺ 
(120 days per calendar 
year) 
 


 
20% of charges☺ 
(120 days per calendar year) 


Maternity Services 
   Pre/Post Delivery Exams 
   Delivery 


$30 (initial visit) 
$100 co-pay per adm./facility 
$100 co-pay prof. fees/doctor 


 
20% of charges ■ 


 
40% of charges ■ 


Family Planning 
   Office Visit 
   Vasectomy 
   Tubal Ligation 


 
$30 co-pay 
$100 co-pay 
$100 co-pay 


 
20% of charges ■ 


 
40% of charges ■ 


 ■ Subject to calendar year deductible and lifetime maximums. 
☺ In and out-of-network days combined apply toward limits. subject to calendar year 
       deductible. 
▲ Not subject to deductible. 
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FULTON COUNTY RETIREES OVER AND UNDER AGE 65 


WHAT’S COVERED WHAT IT COSTS YOU 
 


SERVICE 
 


HMO 
 


PPO 
 


NON-PPO 
 
Infertility Services 
 


 
$30 per visit 
(diagnosis or limited treatment) 
 
Artificial Insemination and  
In-vitro Fertilization not covered 
 


 
20% of charges ■ 
(testing and diagnosis only) 
 
Artificial Insemination and  
In-vitro Fertilization not 
covered 
 


 
40% of charges ■ 
(testing and diagnosis only) 
 
Artificial Insemination and  
In-vitro Fertilization not 
covered 


Hearing Aid Benefit $2,000 maximum per calendar 
Year 


20% of charges ■ 20% of charges ■ 


Durable Medical Equipment $1,500 per maximum per 
calendar year 


20% of charges ■ 
Rental not to exceed the cost 
of the equipment 


20% of charges ■ 
Rental not to exceed the 
cost of the equipment 


External Prosthetic 
Appliances 
 


$1,500 maximum per calendar 
year; initial prosthetic only 


20% of charges ■ 20% of charges ■ 


Emergency Care 
  PCP’s Office 
  *Hospital Emergency Room 
     
  Ambulance 


 
$20 per visit 
$75 per visit (waived if admitted) 
 
No charge 


 
20% of charges ■ 
 


 
20% of charges ■ 
 


 
Chiropractic Care 
 


 
$30 co-payment 
Acute injuries only – routine 
Chiropractic care not covered. 
Limited to 20 visits per calendar 
year to network providers 
 
 


 
20% of charges ■ 
up to $1,000 per calendar year 


 
20% of charges ■ 
up to $1,000 per calendar 
year 


Outpatient Short-Term 
Physical Therapy 
 


$30 co-payment 
 
Up to 60 visits per condition 


20% of charges ■ 
Up to 60 visits per calendar 
year 


20% of charges ■ 
Up to 60 visits per calendar 
year 


Prescription Drugs Please refer to pages 11 and 12 for a brief overview of your Prescription Drug Program 
Mental Health Services (acute 
and chronic) & Substance 
Abuse Treatment 
 
Dental Care 
 
Vision Care 
 


 
Please refer to page 13 for brief overview of your EAP/Mental Health Program. 
 
 
Please Refer to page 10   for a brief overview of your Dental Care Program. 
 
Please Refer to page 14 for a brief overview of your Vision Care Program. 
 


*  Inpatient hospital co-pay applies   
■  Subject to calendar year deductible and lifetime maximums. 


  Reasonable and Customary (R&C) allowances apply to all PPO benefits. 
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FULTON COUNTY RETIREES - PPO PLUS 
 


WHAT’S COVERED 
 


WHAT IT COSTS YOU 
 


SERVICE 
 


PPO-PLUS 
 


IN-NETWORK 
 


OUT-OF-NETWORK 
Emergency Room Services 
  Life -threatening medical conditions 
  Non-emergency use of emergency 
  room is NOT covered     


  
 


 
10% of charges ■ 
 


 
10% of charges ■ 
 
 


Accidental Injury (Outpatient Services) 
Outpatient services rendered within 14 days 
of an accident 
No subject to calendar year Deductible 


  
            
Plan pays 100% 


 
 
Plan pays 100% 
 


Outpatient Doctor’s Visit  10% of charges ■ 10% of charges ■ 
Physician’s Office Visits  10% of charges■ 10% of charges■ 
Ambulance  10% of charges■ 10% of charges■ 
Hospital Charges  10% of charges■ 20% of charges■ 
Surgeon’s Fees  10% of charges ■ 20% of charges ■ 
Preventive Care 
   Physical Assessment 
   Routine Immunizations 
   Annual Gynecology Tissue  Exam 
   Mammogram Screening 
   Chlamydia Screening Test 
   Prostate Exam 
   Child Wellness 
     (Not subject to the Deductible) 


 
 
 
 
 


 
 
 
 
Covered at 100% 


 
 
 
 
Covered at 100% 


Allergy Testing, Shots and Serum  10 % of charges■ 20% of charges■ 
EAP 
 
Mental Health Care and Substance Abuse 
Treatment 
Inpatient Hospital/Physician Services 


Benefits discussed 
in more detail on 
page 13 of this 
booklet. 
 


8 free short term 
counseling sessions 
 
10% of charges■ 


8 free short term counseling 
sessions 
 
10% of charges■ 


Lab, X-ray and Other Covered 
Diagnostic Tests 


 10% of charges■ 20% of charges■ 


Pre-Admission Testing  10% of charges ■ 20% of charges ■ 
Second Surgical Opinion-Voluntary 
(not subject to the Deductible) 


 
 


 
Plan pays 100% 


 
Plan pays 100% 


Skilled Nursing Facility 120 calendar days 
Per year 


10% of charges☺ 
 


10% of charges☺ 
 
 


Home Health Care 
 


120 calendar days 
 Per year 


10% of charges☺ 
 


10% of charges☺ 
 


 
■  Subject to calendar year deductible. 
☺  In and out-of-network days combined apply toward limits.  Subject to calendar  
                      year deductible. 
▲  Not subject to deductible. 
*                Inpatient hospital co-pay applies 
                      Reasonable and Customary (R&C) allowances apply to all PPO benefits 


 
 
 


 







FULTON COUNTY RETIREES – PPO PLUS 


■  Subject to calendar year deductible. 
☺  In and out-of-network days combined apply toward limits.  Subject to calendar year deductible. 
▲  Not subject to deductible. 
*  Inpatient hospital co-pay applies   


  Reasonable and Customary (R&C) allowances apply to all PPO benefits. 
 


FULTON COUNTY– MEDICARE INDEMNITY RETIREES 
Coverage At A Glance 


  
Individual Annual Deductible $100 
Family Annual Deductible $200 
Individual Out of Pocket Maximum NONE 
Family Out of Pocket Maximum NONE 
Plan Pays 100% of what Medicare does not pay* 
Pre-Existing Condition Limitation NONE 
Lifetime Maximum Unlimited 
Pre-Admission Certification/Continued Stay Review 
(PAC/CSR) 


Not required for Medicare eligible charges 


*All payments are based on eligible charges 
FULTON COUNTY– MEDICARE HMO RETIREES 


SERVICES AND SUPPLIES COVERED ARE THE SAME AS THOSE LISTED FOR THE HMO PLAN.  NETWORK PROVIDERS MUST  
BE USED AND ALL PAYMENTS ARE BASED ON ELIGIBLE CHARGES. 
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WHAT’S COVERED WHAT IT COSTS YOU 
 


SERVICE 
 


PPO PLUS 
 


IN-NETWORK 
 


OUT-OF-NETWORK 
Birthing Centers  20% of charges■ 20% of charges■ 
Maternity Services 
  Includes pre- and post- natal and   
delivery 


 
 


10% of charges■ 
 


20% of charges■ 


Hearing Aid Benefit  10% of charges ■ 10% of charges ■ 
Durable Medical Equipment  10% of charges ■ 


 
10% of charges ■ 
 


External Prosthetic Appliances 
 


 20% of charges ■ 20% of charges ■ 


Speech Therapy 30 visits per calendar 
year 


10%■ 10%■ 


Hospice Care Services  10%■ 10%■ 
 
Chiropractic Care 
 


 
$1,000 calendar year 
max. 


 
10% of charges ■ 
up to $1,000 per calendar year 


 
10% of charges ■ 
up to $1,000 per 
calendar year 


Physical Therapy 
 


Up to 60 visits per 
calendar 
Year 


10% of charges ■ 
Up to 60 visits per calendar 
year 


10% of charges ■ 
Up to 60 visits per 
calendar year 


Respiratory  Therapy  10%■ 20%■ 
Prescription Drugs Please refer to pages 11 and 12 for a brief overview of your Prescription Drug 


Program. 
Dental Care Please refer to attached page 10 for a brief overview of your Dental Care Program.   
Vision Care Please refer to page 14  for a brief overview of your Vision Care Program. 
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BLUECHOICE HEALTHCARE PLAN 
 
BlueChoice Healthcare Plan is a health maintenance organization (HMO) committed to providing you with broad access to high quality 
health care at an affordable price. 
 
BlueChoice Primary Care Physicians:  Names you know, Doctors you trust. 
 
At the heart of the BlueChoice Healthcare Plan is our panel of over 500 Primary Care Physicians; general and family practitioners, 
internists and pediatricians.  You and each individual family member choose your own primary care physician.  The role of the primary 
care physician is to provide, manage and coordinate all aspects of your health care, including specialist referrals and hospitalization. 
 
In addition to diagnosis and treatment for illness and injury, your BlueChoice primary care physician is committed to keeping you 
healthy.  BlueChoice emphasizes preventive care such as physical exams, immunizations and well child care. 
 
Your BlueChoice primary care physician provides 24 hour service, 7 days a week.  In addition to normal office hours, your primary care 
physician or an associate will be available for emergency phone consultations. 
 
Self Referral to OB/GYN 
 
Women may self refer to BlueChoice Healthcare Plan HMO Obstetricians or Gynecologists for services that are OB/GYN related.  A 
referral from your PCP is not required for these types of services.  Simply call your OB/GYN and make an appointment.  Services such 
as OB/GYN ultrasounds will continue to require pre-authorization. 
 
Blue Choice Specialists  
 
Over 700 of metro-Atlanta’s most respected specialty care physicians participate in BlueChoice.  As your care manager, your 
BlueChoice primary care physician will arrange for your referral and work with the specialist to ensure that your care is necessary and 
appropriate. 
 
Hospitalization 
 
When hospital care is necessary, BlueChoice has relationships with 23 of metro-Atlanta’s leading hospitals, each of which has 
undergone a strict network accreditation process.  Please refer to the BlueChoice Provider Directory for their locations.  If you require 
inpatient or outpatient hospital care, your Primary Care Physician will coordinate your care and arrange for your admission. 
 
Self Referral to Dermatologists & Ophthalmologists 
 
No referral is necessary to see a BlueChoice dermatologist (skin doctor) or a Blue Choice ophthalmologist. 
 
BlueChoice On-Call 


 
BlueChoice On-Call is a service that BlueChoice HMO members may call toll free, anytime, day or night to receive health care 
information from a registered nurse.  BlueChoice On-Call nurses will quickly assess the member’s symptoms and provide information to 
help them decide on the best level of care, including your doctor’s office, the emergency room or self-care tips on how to treat your 
symptoms at home.  The toll free number, available 24 hours a day, 7 days a week is 1-888-724-BLUE (1-888-724-2583). 
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FULTON COUNTY’S DENTAL PLAN 


 
 


Take advantage of your opportunity to save money by using one 
of the providers in the  PPO network 


 
Visit www.deltadentalins.com for the most recent provider directory! 


 
DENTAL PLAN HIGHLIGHTS 


 
 
*Deductible                                                                   $   50 per individual 
                                                                                        $150 per family 
                                                                                        $ 50 orthodontia 
 
Calendar Year Benefit Maximum                                $1,500 per individual 
 
**Lifetime Maximum Benefit (Orthodontia)              $1,500 per individual 
 
                       Dental Service                                                    Benefit 
 
Diagnostic/Preventive                                                 100% of reasonable & customary 
 
General Services/Supplies                                            85% of reasonable & customary 
 
Major Services/Supplies                                                50% of reasonable & customary 
 
Orthodontia                                                                     50% of reasonable & customary 
 
*Deductibles apply to all services except diagnostic/preventive. 
** Lifetime maximum benefit applies to orthodontia services only. 
 


Delta Dental Customer Service  
1-800-616-3631 
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Effective January 1, 2010 Blue Cross Blue Shield of Georgia will provide prescription drug benefits for Fulton County members through 
our Pharmacy Benefits Manager Express Scripts. The prescription drug benefits will be a 4-tier program with new co-pays effective 
January 1, 2010.  You will have access to the Express Scripts pharmacy network. Your prescriptions may be filled by:   
 
● Participating retail pharmacies; or 
● The Express Scripts mail order prescription program. 
 
Most retail pharmacies are in the Express Scripts pharmacy network.  You can find in-network pharmacies online at 
www.bcbsga.com  or by calling BCBSGA customer service at the number listed on your BCBSGA ID card. 
 


 
***IMPORTANT REMINDER*** 


The “dispense as written” policy is still in effect for Fulton County plan participants.  This means if you request the brand-
name drug when a generic is available, you will pay the Generic co-payment plus the difference in cost between the generic 
drug and the cost of the brand-name drug.  In order to maximize your benefits under the prescription drug program, it is best 
that you encourage your physician to prescribe generic drugs when available.  Log on to www.bcbsga.com  to see if a brand 
drug has a generic equivalent. 
 
 
 


SUMMARY OF YOUR 2011 BENEFITS 
Your prescription drug benefit program is a four-tier program.  The following is a summary of your 2011 benefits: 
 
For retail prescriptions (up to a 30-day supply), you pay: 
● $5 for a generic drug (1st tier) 
● $20 for a preferred brand name drug (2nd tier) 
● $40 for a non-preferred brand name drug (3rd tier) 
● $50 for a specialty & injectable drugs (4th tier) 
 
For mail order prescriptions through Express Scripts (up to a 90-day supply), you pay: 
● $10 for a generic drug (1st tier) 
● $40 for a preferred brand name drug (2nd tier) 
● $80 for a non-preferred brand name drug (3rd tier) 
● $100 for a specialty & injectable drugs (4th tier) 


 
 



http://www.bcbsga.com/

http://www.bcbsga.com/
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UNDERSTANDING THE Express Scripts PRESCRIPTION DRUG LIST 
 
Not sure if your oral medication is a generic, preferred brand or non-preferred brand?  Visit www.bcbsga.com and access the 
Express Scripts Prescription Drug List.  You can search for your medication by name or by class.  The results of the search will let 
you know which category your medication is in as well as list any generic or preferred brand alternatives. 
 
Generic (1st tier) drugs: A generic drug has the same active ingredients, safety, dosage, quality and strength as its brand drug 
counterpart and is sold under its chemical or scientific name. 
Preferred Brand (2nd tier) drugs: Preferred Brand drugs are those patented products which provide superior outcomes based on 
safety, efficacy, and cost as determined by the BCBSGA Pharmacy & Therapeutics Committee. 
Non-Preferred Brand (3rd tier) drugs: Non-Preferred Brand drugs are those patented products which provide no advantages over 
available over-the-counter products, generics, or preferred brands as determined by the BCBSGA Pharmacy & Therapeutics 
Committee. 
Specialty & Injectable (4th tier) drugs: Specialty drugs are used to treat complex, chronic conditions and may require special handling 
and/or management. Self-Administered Injectables include those drugs that can be safely administered by self-injection by a member 
according to the FDA’s label directions for administration of the drug. 
 
 
LET Express Scripts HELP YOU MANAGE YOUR DRUG COSTS 
Once you become an Express Scripts member, you will find several tools available to assist you in understanding your benefits and 
managing your prescription drug cost. To access these tools, log into your member account on BCBSGA.com, then select the link for 
Pharmacy Member Services. 
 
The Prescription Drug tools will allow you to: 
● Obtain your actual out-of-pocket medication costs for your local pharmacy. 
● Check for generic drug equivalents that may be more cost effective choices for you. 
● Help determine whether a specific drug is covered by your plan. 
 
In addition to these tools you can also access the following information on the Pharmacy page of bcbsga.com: 


.  ● FDA Drug Recalls & Warnings 


.  ● Drug Reaction and Interaction guidance 


.  ● Your Prescription Drug Benefits information 


.   
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



http://www.bcbsga.com/





FULTON COUNTY’S  
EMPLOYEE ASSISTANCE PROGRAM (EAP) & 


MENTAL HEALTH PLAN  
BLUE CROSS BLUE SHIELD OF GEORGIA 


 
● EMPLOYEE ASSISTANCE PROGRAM (EAP) 
 EAP SERVICES CAN BE ACCESSED 24 HOURS A DAY, 7 DAYS A WEEK BY CALLING 1-800-999-7222.     
 BCBSGa provides confidential EAP services for all eligible active and retired Fulton County employees and their 


dependents, as well as anyone living in their household.  There are no costs, fees, or co pays for EAP services 
which include: 


 
● Toll-free telephone consultation, coaching, and crisis stabilization with a licensed mental health 


professional. 
● Up to eight (8) face-to-face short term counseling sessions, available at convenient locations, to address 


personal and/or work-related problems including, but not limited to:  personal and/or work-related problems, 
stress, depression, anxiety, health and wellness, etc. 


● Legal Services, which include telephone-based or face to face 30 minute consultation with an attorney, per 
issue, at no charge, and 25% discount off normal attorney fees if additional services are required. 


● Financial Services, which include telephone-based for face to fact 30 minutes consultation with a CPA or 
CFP, per issue, at no charge and 25% discount off normal attorney fees if additional services are required. 


● Customized resources, referrals and information for:  child care and parenting, senior and dependent adult 
care, education selection and preparation, health and wellness, and customer education. 


● Access to our comprehensive website including self –assessments, and a library of valuable articles on 
mental health, stress management, work/life balance, relationships, substance abuse, emotional well-being 
and legal and financial resources. 


 
● MENTAL HEALTH/SUBSTANCE ABUSE BENEFITS 
BCBSGa provides all levels of mental health services to Fulton County active or retired employees and their covered 
dependents who are participating in the Fulton County medical plan. For questions about or authorizations for mental health 
/ substance abuse benefits, please call 1-800-474-2227.    
 
HMO Benefit *+                                                               PPO Benefit     Network Non-network 
◦Outpatient – 30 visit max pcy with $20 co pay        ◦Outpatient – 30 visit max pcy          80%         60% 
◦Inpatient – 30-day max pcy at 100%                       ◦Inpatient – 30 day may pcy             80%         60% 
◦Intermediate/Alternative Care                                  ◦Intermediate/Alternative Care         80%                   60% 
 
Partial Hospitalization (PHP) counts toward 30-day inpatient benefit. 
Intensive Outpatient (IOP) counts toward 30-day visit outpatient benefit. 
 
HMO services are not subject to a deductible. 
*+There is no out-of-network benefit for HMO participants 
*Inpatient and Intermediate/Alternative Care requires prior authorization for PPO participants. 
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FULTON COUNTY VISION CARE BENEFIT 
YOU CAN SAVE MONEY BY USING THE 


  VISION CARE PLAN!! 
 
With EyeMed Vision Care, access over 30,000 vision care providers nationwide at 16,000 locations 
including optometrists, ophthalmologists, opticians and the nation’s leading optical retailers, such as 
LensCrafters®, Sears Optical and most Pearle Vision® locations. 
 
It’s easy!  Simply locate a provider near you.  Schedule an appointment.  Present your Member ID Card 
at the provider office or location.  Your EyeMed provider will take care of the rest! 
 


Here is a brief overview of the NEW vision benefit: 
 


■ Exam covered in full when utilizing an in-network provider. 
 
■ A $200 allowance is available for frame and standard plastic lens and lens options or the contact 


lens fit, follow-up and materials.  When purchasing supplies, any unused portion of the $200 
allowance can be used for future services until it is exhausted.  Member will receive 20% 
discount on items not fully covered by the plan at in-network providers. 


 
■ There is no deductible for the vision plan. 
 
■ You can continue to use the provider of your choice; however your savings will be greater if you 


use network providers. 
 
■ Discounts available on services not covered by your vision plan! 
 


EyeMed Customer Service Line 
1-866-723-0596 


www.eyemedvisioncare.com 
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OPHTHALMOLOGY BENEFIT 
FOR EMPLOYEES AND RETIREES OF FULTON COUNTY 


 
 
HMO PLAN 
You may visit the ophthalmologist of your choice for covered medical ophthalmology services.  You do not have to use a 
BlueChoice HMO ophthalmologist.  For each office visit to the ophthalmologist, you will be responsible for a $30.00 co-
payment.  Additionally, you will be responsible for the balance of the charges above the “reasonable and customary” 
allowances for physician charges. 
 
If your doctor determines that you need services other than the exam to find the cause of your problem, such as x-rays, lab 
work, or surgery, your doctor must call Blue Cross Blue Shield Healthcare Plan of Georgia first for approval of those 
services.  The number for your doctor to call is 1-800-722-6614.  All services must be provided by BlueChoice HMO 
contracted hospitals and/or laboratories. 
 
If your ophthalmologist agrees to bill for services (called “assignment of benefits”), payment will be sent directly to him or 
her.  If your ophthalmologist does not accept assignment of benefits, you must pay him or her for the services rendered and 
Blue Cross Blue Shield Healthcare Plan of Georgia will reimburse you directly.  You are encouraged to ask your 
ophthalmologist about payment procedures before services are provided. 
 
PPO PLAN 
You may visit the ophthalmologist of your choice for covered medical ophthalmology services.  You do not have to use a 
BlueChoice PPO ophthalmologist.  Your co-payment is 20% of reasonable and customary charges after you meet your 
deductible.  Additionally, you will be responsible for the balance of the charges above the “reasonable and customary” 
allowances for physician charges. 
 
If your doctor determines that you need services other than the exam to find the cause of your problem, such as x-rays, lab 
work, or surgery, your doctor must call Blue Cross Blue Shield of Georgia first for approval of those services.  The number 
for your doctor to call is 1-800-722-6614.  All services must be provided by BlueChoice PPO contracted hospitals and/or 
laboratories in order to receive benefits at the 80% level.  If your doctor chooses not to use PPO contracted hospitals and/or 
laboratories, your bill will be paid at the 60% level after all deductibles have been met. 
 
If your PPO network ophthalmologist agrees to bill for services (called “assignment of benefits”), payment will be sent 
directly to him or her.  If your ophthalmologist does not accept assignment of benefits, you must pay him or her for the 
services rendered and Blue Cross Blue Shield of Georgia will reimburse you directly.  You are encouraged to ask your 
ophthalmologist about payment procedures before services are provided. 
 
Physician Claims for Ophthalmologist & Non Physician Claims for Ophthalmology should be mailed to: Blue Cross 
Blue Shield of Georgia, P.O. Box 9907, Columbus, GA 31908-6007. 
 


 
 
 
 
 
 
 


 







 


                               
 


                           
 


FULTON COUNTY HEARING AID BENEFIT 
 


        HMO PARTICIPANTS             PPO PARTICIPANTS 
 
         $2,000 maximum per calendar year    20% of charges for PPO providers 
         20% of charges for Non-PPO providers 
 
 
■ Hearing aids are no longer covered under the durable medical equipment (DME) benefit.  


There is a separate hearing aid benefit. 
 
■ The Hearing Aid provider is ENT of Georgia.  


 
■ Coverage is included for the purchase and/or repair of hearing aids. 


 
■ Under the HMO plan, have your PCP refer you to an ENT (ear, nose throat) doctor.   


           Claims will be processed up to your benefit maximum. 
 
■ Under the PPO plan, claims are paid at 80% and you are responsible for a 20% balance  


           and any charge over reasonable and customary. 
 
   ■ Under the PPO PLUS plan, claims are paid at 90% and you are responsible for a 10% balance and 


any charge over reasonable and customary. 
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Health Plan Contacts 
 


Plan/Service        Contact         Phone Number 
Medical/HMO        Blue Cross Blue Shield      1‐800‐474‐2227  
                    Healthcare Plan of Georgia   
 
Pre‐Admission Certification    Blue Cross Blue Shield                   1‐800‐662‐9023 
And Referral Authorization               Healthcare Plan of Georgia 
 
Medical/Comprehensive    Blue Cross Blue Shield of Georgia  1‐800‐474‐2227 
Medical Plan/PPO 
 
Pre‐Admission Certification             Blue Cross Blue Shield of Georgia            1‐800‐722‐6614 
EAP                   Blue Cross Blue Shield of Georgia  1‐800‐999‐7222 
Mental Health and                Blue Cross Blue Shield of Georgia            1‐800‐292‐2879 
Substance Abuse Care or  
Services     
Prescription Drugs‐                        Blue Cross Blue Shield of Georgia  1‐800‐474‐2227                   
Retail/Pharmacy Purchase 
Prescription Drugs‐               Express Scripts        1‐888‐613‐6091 
Mail Order Purchase 
 
Dental Plan                    Delta Dental                     1‐800‐616‐3631 
Vision Plan                                                   EyeMed        1‐866‐723‐0513 
 
Fulton County Pension Office Contact Information 
Pat Williams 
Handles all retiree benefits 
Patricia.williams@fultoncountyga.gov 
(404) 612‐4228 
 
Tonja Perry 
Handles change of address, change of bank for direct deposit, and life insurance 
Tonja.perry@fultoncountyga.gov        Russell Fleming 
(404) 612‐4229            General Pension Information 
                Russell.fleming@fultoncountyga.gov 
Vivian Pack              (404) 612‐4760         
General Pension Information 
Vivian.pack@fultoncountyga.gov        Karen Sessoms, Acting Pension Supervisor     
(404) 612‐7640            Karen.sessoms@fultoncountyga.gov 
                (404) 612‐7672 
Kathy Stargell‐Clark             
General Pension Information        Wilma Robinson, Employee Benefits Manager 
Kathy.stargell@fultoncountyga.gov       Wilma.robinson@fultoncountyga.gov 
(404) 612‐2836            (404) 612‐7674 
 
 
  



mailto:Patricia.williams@fultoncountyga.gov

mailto:Tonja.perry@fultoncountyga.gov

mailto:Russell.fleming@fultoncountyga.gov

mailto:Vivian.pack@fultoncountyga.gov
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