SCHEDULE OF BENEFITS

CITY OF HOUSTON

PPO Health Program

This document, known as the "Schedule of Benefits," describes the benefits available to Participants in the City of Houston's PPO Health Program.  The current Administrator for this Plan is Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation.  This Schedule of Benefits is a combined description of the Plan's components including In-Network Services, Out-of-Network Services and Out-of-Area Services.  It is important that the information contained in this Schedule of Benefits be carefully reviewed because all Plan provisions do not apply to all components of the Plan.  Many aspects of the Plan are addressed in much greater detail in the Plan Document adopted by the City Council, which also governs benefits and services.  Many of the capitalized terms in this Schedule of Benefits are defined in the Plan Document or in this Schedule of Benefits.

The Plan affords two categories of coverage.  The availability of coverage is dependent upon the Residence of the Subscriber (Employee, Deferred Retiree, Retiree, Survivor) in relation to the Service Area.  Subscribers who Reside within the Service Area and their Dependents are entitled to In-Area Coverage, which consists of In-Network Services and Out-of-Network Services, but not to Out-of-Area Coverage.  Subscribers who Reside outside the Service Area are entitled to Out-of-Area Coverage, but not to In-Area Coverage (In-Network Services and Out-of-Network Services).  If a Subscriber moves his Residence into or out of the Service Area, then his coverage eligibility will change.  If the Administrator expands or reduces the Service Area, then the coverage of the persons in the affected areas will also change.

Eligibility for participation in the Plan's components is as follows:

•
In-Network Services - Employees, Deferred Retirees, Retirees and Survivors who Reside within the Service Area and their Dependents may elect to receive In-Network Services at the time that services are needed.  In-Network Services provide a higher level of benefits available under the Plan.  

•
Out-of-Network Services - Employees, Deferred Retirees, Retirees and Survivors who Reside within the Service Area and their Dependents may elect to receive Out-of-Network Services at the time that services are needed.  Out-of-Network Services provide a lower level of benefits than are provided for In-Network Services.  

•
Out-of-Area Services - Employees, Deferred Retirees, Retirees and Survivors who Reside outside the Service Area and their Dependents may receive Out-of-Area Services.  These persons are not eligible to receive In-Network Services or Out-of-Network Services.

•
Dependents - A Dependent is eligible to receive only the same benefits as the Employee, Deferred Retiree, Retiree or Survivor through whom he is enrolled, except as otherwise provided in Section 1 of this       Schedule of Benefits with respect to coverage under certain medical child support orders.

Plan Sponsor has from time to time offered one or more federally sponsored Medicare health maintenance organizations to its Medicare eligible Retirees.  While Plan Sponsor does not presently have such an offering it intends to consider making such offerings available from time to time.  If Plan Sponsor contracts with one or more providers of such Medicare health maintenance organizations, then:  Administrator shall allow eligible Members to elect coverage thereunder rather than through this Plan in connection with initial enrollments or annual enrollment periods; additionally, if Plan Sponsor's Retirees have enrolled in any such Medicare health maintenance organization and the Medicare health maintenance organization ceases operations or withdraws from the Houston market, then Administrator shall allow the affected persons to enroll in this Plan.  Furthermore, if a Retiree enrolls in any Medicare health maintenance organization offered by Plan Sponsor and then becomes dissatisfied with such coverage, then such Retiree shall be allowed to return to this Plan within ninety (90) days of such Retiree's enrollment of the Medicare health maintenance organization.  To the extent of any difference, these provisions will be recognized as exceptions to the eligibility requirements under this Plan.
You will find the following sections in this Schedule of Benefits:

SECTION 1:

Requirements For Health Care Services.  This section describes the general requirements that apply to health care services covered under the Plan.

SECTION 2:

What Is Covered.  This section describes which health care services are covered under the Plan, along with any limits on coverage for specific services.  Section 2 also provides the amounts (if any) to be paid by Participants at the time services are received.

SECTION 3:

What Is Not Covered.  This section describes health care services that are not covered under the Plan.

SECTION 1 ‑ Requirements For Health Care Services
To be covered under the Plan, health care services must meet all of the applicable requirements described in Section 1.

A.
Medical Necessity
The service must be Medically Necessary.  To be "Medically Necessary," the service must meet all of the following conditions:

· The service is required for diagnosing, treating or preventing an illness or injury, or a medical condition such as pregnancy;

· If a Participant is ill or injured, the service is needed in order to keep the Participant's condition from getting worse;

· The service is generally accepted as safe and effective under standard medical practice in the community; 

· The service is not primarily for the convenience of the Participant, his Physician, or Health Care Provider; and

· The service is provided in the most cost-efficient way, while still giving an appropriate level of care. 

Not every service that fits this definition is covered under the Plan.  To be covered, a service that is Medically Necessary must also be included in Section 2 of this Schedule of Benefits, What Is Covered.  For instance, the Plan does not cover any preventive, family planning or infertility services that are not specified in Section 2.  Just because a Health Care Provider has performed, prescribed or recommended a service does not mean it is Medically Necessary or that it is covered under the Plan.  (See also Section 3 of this Schedule of Benefits, What Is Not Covered.)

B.
Emergency Care; Urgent Care
In some provisions of the Plan, a distinction is made between Emergency Care and Urgent Care, as compared to other types of care.  "Emergency Care" means health care services provided in a hospital emergency facility or comparable facility to evaluate and stabilize medical conditions of a recent onset and severity, including, but not limited to, severe pain, that would lead a prudent layperson, possessing an average knowledge of medicine and health, to believe his or her condition, sickness or injury is of such a nature that failure to get immediate medical care could result in:

(1)
Placing the patient's health in serious jeopardy,

(2)
Serious impairment to bodily functions,

(3)
Serious dysfunction of any bodily organ or part,

(4)
Serious disfigurement, or

(5)
In the case of a pregnant woman, serious jeopardy to the health of the fetus.

Emergency Care includes the following services:

· An initial medical screening examination by the facility providing the Emergency Care or other evaluation required by state or federal law that is necessary to determine whether an emergency medical condition exists,

· Services for the treatment and stabilization of an emergency condition, and

· Post-stabilization care originating in a hospital emergency room or comparable facility, if authorized by the Administrator, provided that the Administrator must authorize or deny coverage within one hour of a request for authorization by the treating physician or the hospital emergency room.

"Urgent Care" means care for an urgent medical condition of sudden onset that is not serious enough to require Emergency Care, as defined above.  The Administrator has also contracted with other Health Care Providers to provide extended hours Urgent Care, as Participating Health Care Providers for In-Network Services.

Emergency Care and Urgent Care benefits are limited to services that are obtained immediately after the emergency or urgent condition occurs, or as soon as possible thereafter.  The Participant must seek treatment within 48 hours after the first appearance of the symptoms of an illness or after an accident.  As soon as possible after the emergency or urgent condition occurs, the Participant (or someone acting for the Participant) must contact their Physician for advice and instructions.  This contact must be made within 48 hours, unless it is impossible to do so.  

In-Network Services are available for Emergency Care from Non-Participating providers.  However, in order to retain benefits for In-Network Services, Participants who initially seek Emergency Care from Non-Participating providers must be transferred to the care of Participating providers as soon as this can be done without harming the Participant's condition.  Covered Services provided by Non-Participating providers after the point at which the Participant can be safely transferred to the care of a Participating provider will be treated by the Plan as Out-of-Network Services.

The Administrator has the right to review all In-Network Services that are provided to Participants to determine that the conditions for Emergency Care have been met.  If the Administrator determines that the services as provided did not satisfy one or more of these conditions, services other than the initial screening to determine whether an emergency medical condition exists will be treated as Out-of-Network Services.

C.
In-Network Services
Participating Providers.  The service must be provided by a Participating Health Care Provider.  The Health Care Provider must be a Participating Provider at the time the service is rendered.  All other Health Care Providers are considered to be "Non-Participating."

There are exceptions to the requirement that Participants desiring "In-Network" benefits get all covered health care services from Participating Health Care Providers:

· Care covered under Emergency Care provisions.

· Covered Services that cannot be provided by any Participating Health Care Provider.  However, for these services the Administrator must pre-authorize the referral to a Non-Participating Health Care Provider.  The Administrator shall not deny a request for such a referral without the review and concurrence of a specialist of the same specialty or a similar specialty as the type of physician or provider to whom the referral is requested.

Some services require the Administrator's pre-authorization.  Section 2, What Is Covered, indicates whether the Administrator's pre-authorization is required for most types of services.

BlueCard® Program and BlueCard Worldwide®.  Participants with In-Area Coverage living or traveling in the Service Area but outside of Texas can receive In-Network Services from Participating Health Care Providers through the BlueCard Program, which provides access to more than 600,000 Physicians and more than 6,000 Hospitals.    Participants may locate Participating Health Care Providers through the BlueCard Program by accessing the BlueCard Doctor and Hospital Finder at www.bcbs.com or by contacting Administrator.  Participants must comply with any pre-authorization requirements under the Plan.

Participants with In-Area Coverage who are traveling outside of the United States may have access to Physicians and Hospitals in more than 200 countries around the world through BlueCard Worldwide.  BlueCard Worldwide provides Participants with medical assistance services and access to Physicians and Hospitals around the world.  If a Participant needs to locate a Physician or Hospital or need medical assistance when outside the United States, the Participant may call the BlueCard Worldwide Service Center at 1-800-810-BLUE (2583) or call collect at 1-804-673-1177, 24 hours a day, seven days a week.  An assistance coordinator, along with a medical professional, will provide information on Physicians and Hospitals in the area where the Participant is traveling, and arrange a Physician appointment or hospitalization, if necessary.  Participants should also call Administrator for pre-authorization, if necessary.

D.
Continuity of Coverage
If a Participant is under the care of a Participating Health Care Provider at the time the Health Care Provider stops Participating in the managed care network, the Administrator will continue providing coverage for that Health Care Provider's services, even though he or she is no longer a Participating Health Care Provider, if all the following conditions are met:

· The Participant has a disability, acute condition or life-threatening illness; or

· The Participant is past the 13th week of pregnancy; and

· The Health Care Provider submits a written request to the Administrator for continued coverage of the Participant's care.  The request must (a) identify the condition for which the Participant is being treated and (b) indicate that the Health Care Provider reasonably believes that discontinuing his or her treatment of the Participant could cause harm to the Participant; and

· The Health Care Provider agrees to continue accepting the same rate of reimbursement which applied when he or she was still a Participating Health Care Provider, and agrees not to seek payment from the Participant for any amounts for which the Participant would not be responsible if the Health Care Provider were still Participating.

The continuity of coverage available under this section shall not extend for more than ninety (90) days (or 9 months for terminal illness) beyond the date the Health Care  Provider's termination takes effect, except that for Participants who are past the 13th week of pregnancy at the time the Health Care Provider's termination takes effect, continuity of coverage may be extended through delivery of the child, immediate postpartum care and the follow-up check-up within the first six weeks of delivery.

E. Out-of-Network Services

The Plan provides Employees, Deferred Retirees, Retirees and Survivors who Reside within the Service Area and their Dependents with the option of obtaining services from Non-Participating Health Care Providers.  This option is provided by the Out-of-Network Services component of the Plan.  In these cases, the level of benefits for which the Participant is eligible is usually less than those benefits available in the In-Network Services component of the Plan.  In-Network Services and Out-of-Network Services levels are described in Section 2, What is Covered.

The Administrator must pre-authorize certain benefits provided in the Out-of-Network of Participating Health Care Providers Services component of the Plan.  All benefits received in the Out-of-Network Services component of the Plan must be Medically Necessary and all of the Plan's limitations and exclusions apply to this component of the Plan.

Out-of-Network Services should not be confused with Out-of-Area Services, which are described below. Employees, Deferred Retirees, Retirees and Survivors who Reside within the Service Area and their Dependents are not entitled to Out-of-Area Services.  Out-of-Network Services will apply to all Covered Services that they receive from Non-Participating Health Care Providers, regardless of whether the providers' services are rendered inside or outside the Service Area.  See above for special provisions regarding Emergency Care on an In-Network Services basis.

When seeking Out-of-Network Services, Participants may choose to utilize ParPlan Providers to provide such services.  If a Participant uses a ParPlan Provider for Out-of-Network Services, the ParPlan Provider will: (1) file all claims for Participant; (2) accept the Administrator’s Usual and Customary Charges as payment for Medically Necessary Covered Services; and (3) not bill Participant for Covered Services over the Usual and Customary Charge determination.  Participant will be responsible for any applicable Deductibles, Coinsurance, or services that are not Covered Services.  

F.
Out-of-Area Services
The Plan contains separate provisions that are available exclusively to Employees, Deferred Retirees, Retirees and Survivors who reside outside the Service Area and to their Dependents.  Those persons are not entitled to receive benefits for In-Network Services, even if they should elect to use a Participating Health Care Provider, or for Out-of-Network Services.  However, they are entitled to indemnity-type benefits that are generally greater than those extended for Out-of-Network Services to Participants who Reside within the Service Area.  

The Administrator must pre-authorize certain benefits provided as Out-of-Area Services.  All services received in the Out-of-Area Services component of the Plan must be Medically Necessary, and all Plan limitations and exclusions apply to this portion of the Plan.

The network of Participating Health Care Providers established by the Administrator for In-Network Services includes numerous Participating providers that may also be utilized for care by persons who hold Out-of-Area Coverage.  However, benefits at the higher In-Network Services level are available only to Participants who hold In-Area Coverage.  Persons who hold Out-of-Area Coverage are not entitled to benefits at the higher In-Network Service levels, even if they use Participating Health Care Providers, except as provided for prescription drugs.


When seeking Out-of-Area Services, Participants may choose to utilize ParPlan Providers to provide such services.  If a Participant uses a ParPlan Provider for Out-of-Area Services, the ParPlan Provider will: (1) file all claims for Participant; (2) accept the Administrator’s Usual and Customary Charges as payment for Medically Necessary Covered Services; and (3) not bill Participant for Covered Services over the Usual and Customary Charge determination.  Participant will be responsible for any applicable Deductibles, Coinsurance, or services that are not Covered Services.

G.
Medical Child Support Order Coverage
The provisions of this section shall apply to coverage of children that is provided in compliance with a medical support order of a court or other authority.  If the covered child physically lives within the Service Area, then the child shall be entitled to the same benefits as other Participants who reside in the Service Area.  If the covered child does not physically live within the Service Area, then the child shall be entitled to the same coverage to which the Subscriber who is responsible for the child's coverage is entitled or, notwithstanding the place of residence of the Subscriber who is responsible for the child's coverage, be entitled to elect the "Out-of-Area Coverage" provisions of this Plan.  To the extent required for compliance with applicable state and federal laws and regulations, the Administrator may also develop and implement alternative service delivery strategies to ensure the coverage provided complies with applicable legal requirements.

H.
Other Restrictions
In addition to the general requirements described above, there are specific restrictions on coverage for some services.  For instance, some services are only covered if pre-authorized by the Administrator.  Eligible expenses appear in Section 2, What is Covered and mean the Usual and Customary Charge for an item of care at least part of which is covered by the Plan.  There are also time limits on coverage for some services.  These restrictions are described in Section 2, What is Covered.




I.
Plan Features

 SEQ CHAPTER \h \r 1
The Plan is characterized by a distinct network of Participating Health Care Providers, Service Area, and Deductibles, Copayments and Coinsurance.  This part describes how the Deductibles, Copayments and Coinsurance apply.

With exceptions for certain Covered Services for which only a Copayment is payable, as explained in Section 2, the Plan has an annual Deductible amount that must be met before benefits are provided for any Covered Services.  Following the satisfaction of the Deductible amount, the Plan generally provides benefits on a co-insured basis with the Participant’s benefit being 80% for In-Network and Out-of-Area Covered Services and 60% for Out-of-Network Covered Services, and the Participant being responsible for the remaining Coinsurance balance of 20% or 40%, as applicable.  The Plan also features both individual and family  Annual Combined Coinsurance/Deductible Maximum Amounts (“Annual Maximum”).  The Annual Maximum aggregates the Deductible, Coinsurance and Copayment amounts payable by the individual Participant or family.  When the Annual Maximum amount is reached, the Participant or family is excused from further Coinsurance and Deductible obligations for services incurred during the balance of the Calendar Year, but will remain obligated to satisfy any Copayment amounts.  


The following additional rules and considerations apply:


1.
The Plan provides benefits only for Covered Services as articulated in Sections 2 and 3.  Additionally, only expenses for Covered Services will be applied to Deductibles, Copayments and Annual Maximum amounts.


2.
The Plan operates on a Calendar Year basis (January 1 through December 31).  For purposes of computing Deductibles, Copayments and the Annual Maximums, expenses are attributable to the year in which they are rendered, even if the Provider invoices for the services in the following Calendar Year.  Expenses and benefits for inpatient services that commence in one Calendar Year and end in the next are attributable in the Calendar Year in which the admission commenced.    


3.
With respect to the Deductible and the Annual Maximum, the Plan features computation on both an individual basis and a family basis.  Family computations are based upon expenditures incurred by the Subscriber and his covered Dependents.  When the annual family Deductible has been met, each person in the family is deemed to have satisfied his Deductible for the balance of that Calendar Year.  When the family Annual Maximum has been met, each person in the family is deemed to have satisfied his Annual Maximum for the balance of that Calendar Year.  Only amounts that are applied to an individual Participant’s Deductible or Annual Maximum may be also applied to the family’s Deductible or Annual Maximum and no individual can contribute more than his/her own annual Deductible and Annual Maximum to the family annual Deductible and Annual Maximum.  


4.
Both Annual Maximums and Deductibles will be computed on a Calendar Year basis.  However, the Plan features a 4th Quarter Carryover Provision that applies to Deductibles but not to any other components of the Annual Maximum amounts.  Amounts that are applied to or could have been applied to the actual satisfaction of a Deductible in the 4th quarter of a Calendar Year (October 1 through December 31) carry forward to the following Calendar Year.  If the Participant or Subscriber family group has not met the annual Deductible for Covered Services incurred on or by September 30th of any Calendar Year, then this benefit is available without regard to whether the Participant or Subscriber family group meets the Deductible with Covered Services in the 4th quarter.  


5.
Different Deductible amounts and Annual Maximums apply to In-Network versus Out-of-Network Covered Services for Participants who hold In-Area Coverage.  A separate annual accounting will be maintained for the In-Network and Out-of-Network Deductible and Annual Maximum balances.  The Out-of-Network balances also attribute to the In-Network balances, but the In-Network balances do not attribute to the Out-of-Network balances.  This provision has no application to Participants who have Out-of-Area Coverage.  


6.
The Plan requires Participants to make Copayments for many types of Covered Services.  The Copayment amount is always payable, even after the Annual Maximum has been met, and additional Copayments made for a Participant who has reached the individual Annual Maximum will not attribute to his/her family’s Annual Maximum.  


7.
Certain Covered In-Network Services for Participants who have In-Area Coverage, such as some outpatient services, are available without having first met the annual Deductible.  See Section 2.   


8.
The Plan requires benefits for certain Covered Services to be pre-authorized by the Administrator and in some instances imposes an additional Copayment for failure to comply with that requirement; any such additional Copayment does not apply to the Annual Maximum amount.

9.
The pharmacy benefit functions as a wholly separate program.  No pharmacy benefit expenditure has any bearing as benefits provided for other Covered Services regardless of the satisfaction of the above-described Deductible or Annual Maximums for any other Covered Services.  Pharmacy expenses do not apply to Deductibles and Annual Maximums.


10.
Except as provided in items 8 and 9, above, for additional failure to pre-authorize  Copayments and pharmacy Copayments, all types of Copayments apply to Annual Maximum amounts.

 SEQ CHAPTER \h \r 1J.
Relocation of Subscribers’ Residences
As explained in the preamble of this Schedule of Benefits, the Plan provides different benefits for Subscribers who reside in the Administrator’s Service Area and their Covered Dependents versus Subscribers who do not reside in the Administrator’s Service Area and their Covered Dependents.  Any Subscriber who relocates his residence should notify the City of Houston Human Resources Department and will be advised whether the relocation affects the type of coverage that the Subscriber and his Covered Dependents will thereafter receive.  At the time of drafting of this Schedule of Benefits, the Administrator and its affiliated organizations have a Service Area that includes all or part of every state within the United States, except Montana.

In the event that a Subscriber relocates his residence from a place outside the Service Area to a place that is inside the Service Area, then the annual accruals of the Subscriber and his Covered Dependents for Deductibles and Annual Maximums for Out-of-Area Services prior to the relocation will be regarded as though they had been expended for Out-of-Network Services, which as explained in Item I, above, means they will also be attributable to In-Network Services.

In the event that a Subscriber relocates his residence from a place inside the Service Area to a place that is outside the Service Area, then the annual accruals of the Subscriber and his Covered Dependents for Deductibles and Annual Maximums for both In-Network Services and Out-of-Network Services prior to the relocation will be combined and regarded as though they had been expended for Out-of-Area Services.

K.
Startup Accumulator
This Plan will become effective on May 1, 2004, and it replaces the City of Houston POS (Point of Service) Health Program, which is being terminated on April 30, 2004.  For members who transfer from the POS Plan to this PPO Plan, accumulations of out-of-pocket expenses will be transferred in accordance with the following schedule:

[image: image1.wmf]In-Network

Out-of-Network

N/A

N/A

N/A

N/A

In-Network

No

Yes

Yes

N/A

Out-of-

Network

No

No

Yes

N/A

No

Yes

Yes

N/A

How do  copayments/coinsurance accumulated since January 2004 apply 

if you are changing plans on May 1, 2004?

HMO

POS

OOA

To

PPO

Transferring From

HMO

OOA


L.
Administrator Review
The Administrator has the right to monitor any health care services received to make sure they are being provided in the most efficient manner that is medically appropriate.  In making any decision about health care services under the Plan, the Administrator may consult with any health care professional or organization that it deems to be helpful, if permitted by law.  The Administrator also has the right to have health care professionals of its choice examine Participants' medical records and physical condition, if permitted by law.  The Administrator uses this information to assist in the coordination of Covered Services (such as planning for care after discharge from the hospital), to help decide whether to pre-authorize services, or to make other decisions about coverage under the Plan.
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TOS & Annual Max

		time of service payment		To satisfy the Annual Maximum

				Deductible		Copayment		Coinsurance

		Deductible		Yes		No		?

		Copayments		No		Yes - All		Only Hosp Inpatient Copayment

		Coinsurance						Yes

		Do we keep paying after annual max is met?		No		Yes;                                 *All Rx Coymts                  *All Dr visit copymts               *Hosp copymts		No



HB04 annual maximum charts.xls



How copymts applied

		How do  copayments/coinsurance accumulated since January 2004 apply if you are changing plans on May 1, 2004?

		Transferring From				To

						HMO		PPO				OOA

								In-Network		Out-of-Network

		HMO				N/A		N/A		N/A		N/A

		POS		In-Network		No		Yes		Yes		N/A

				Out-of-Network		No		No		Yes		N/A

		OOA				No		Yes		Yes		N/A
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Annual Max

		

		Payment Type		Does the payment apply to the Annual Maximum?		Is this payment required after the Annual Maximum is reached?

		Annual Deductible*		Yes		No

				Yes**		Yes

		Coinsurance		Yes		No

		Copayments for prescriptions		No		Yes

		*Copayments do not apply to the deductible.



&C&14Which payments apply to the Annual Maximum amount that you pay each year?
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