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Important Notice from the Compass Rose Health Plan About
Our Prescription Drug Coverage and Medicare

The Office of Personnel Management (OPM) has determined that the Compass Rose Health Plan's prescription drug
coverage is, on average, expected to pay out as much as the standard Medicare prescription drug coverage will pay for all
plan participants and is considered Creditable Coverage. This means you do not need to enroll in Medicare Part D and pay
extra for prescription drug benefit coverage. If you decide to enroll in Medicare Part D later, you will not have to pay a
penalty for late enrollment as long as you keep your FEHB coverage.

However, if you choose to enroll in Medicare Part D, you can keep your FEHB coverage and your FEHB plan will
coordinate benefits with Medicare.

Remember: If you are an annuitant and you cancel your FEHB coverage, you may not re-enroll in the FEHB Program.
Please be advised

If you lose or drop your FEHB coverage and go 63 days or longer without prescription drug coverage that’s at least as good
as Medicare’s prescription drug coverage, your monthly Medicare Part D premium will go up at least 1% per month for every
month that you did not have that coverage. For example, if you go 19 months without Medicare Part D prescription drug
coverage, your premium will always be at least 19 percent higher than what many other people pay. You will have to pay this
higher premium as long as you have Medicare prescription drug coverage. In addition, you may have to wait until the next
Annual Coordinated Election Period (October 15 through December 7) to enroll in Medicare Part D.

Medicare’s Low Income Benefits

For people with limited income and resources, extra help paying for a Medicare prescription drug plan is available.
Information regarding this program is available through the Social Security Administration (SSA) online at
www.socialsecurity.gov, or call the SSA at 800-772-1213 (TTY 800-325-0778).

You can get more information about Medicare prescription drug plans and the coverage offered in your area from these
places:

* Visit www.medicare.gov for personalized help.

* Call 800-MEDICARE (800-633-4227), (TTY 877-486-2048).

RI 72-007



Table of Contents

B T0) (oo O] 034U 1
53 La 06 L (o750 o SRS 4
PIAIN LANGUAGE......ecueevieiieeieeie ettt ettt et te st e et e e st et e este st eenseesaenseess e seesseessenseesseeseenseeseasseenseeseanseeneeseenseeseenseennesseensesneensennnas 4
Stop Health Care FTaUA! .........c.ooiiiiiiiieeecee ettt ettt et e et et e e st e e aeessesse e seesaesseessesssesseensessaenseassessaensessseseessensanns 4
Discrimination 1S AZAINST the AW .......eccviiiiiiiiiiiiciieieieet ettt ettt ettt e et e te e b e ete e beesseeseesbesseesseessesseesseesaesseensesseessenseas 6
Preventing MeEdiCal IMISTAKES ........cc.eiuiiiitiitietiee ettt ettt e et et e e st es e eateseesees e eseeseeseeseebeeseeaeebeebesaeebeebesneeseenees 6
FEHB FACES ...ttt ettt ettt ettt et e e e bt et e e bt et e em e e bt em e es e eat e em e e bt emeees e e et emeeeseembeemee st emeeeaeenseeneeaneeneesneenaeenean 8
COVETrage INTOTTNATION ....c..itititititet ettt ettt ettt et ettt a et e bt e bt ebe e bt e bt e bt eb e e bt e bt ebeebe s bt ebe ekt sbesseebesbesaeebennenaeas 8

No pre-existing CONAition MIEATION ... ....eeveriieiesieti ettt eeete et e e te st eeesseessesaesseessesseesesnsesseensessnessesnsessanns 8

Minimum essential coVerage (IMEC) ........ccuoviiiiiiiiii ettt sttt eesbeste e b e esseseessenseessessnenseenes 8

Minimum Value STANAATA ........cooiiiiiiiiiie ettt b bbbt be bbbt bbb bt nes 8

Where you can get information about enrolling in the FEHB Program ...........c.ccccooiiiiiiiinininiiiccccce e 8

Types of coverage available for you and your family...........c.ccooiriiiiiiiiiiee e 8

Family MemDBer COVETAZE ......c.couruiiiriiiiiiiiieiteiteiteeei ettt ettt ettt sttt st sa et be et et be et se e b e e nes 9

CRIlAIEN’S EQUILY ACt.....iitieieiieieetietteiest et et ettt e et et e sse et e e stesseessesseensesseesseensesseensesssesseensesseensesssensennsessennsessenns 10

When benefits and Premitms SEATT.........c.ecieeiieierieeierierieeeesteeee st ete st esseseesseesesseessesssessesssesseessesssessesssessesssesseens 10

WHEI YOU TEUTC. ..o cvvivieiiieiieetiete ettt et e stt et e st esteesteste e b e esa e beessesseessaessesseessaasaessaessanseesseassasseassanseessesssenseessesseensenses 11

WHEN YOU 10SE DENETILS ......itieietiite ittt ettt ettt e st e et e teee e et e teeb e et e teebe st enbeeaeaseteabeseensensenaennan 11
When FEHB COVEIAZE ©NAS ....cueiitieiieiieitiee ettt ettt ettt et et e st et e et e e st et e eneesteenteeaeenbeemeeseeensesne 11

UPDOTL AIVOTCR ...ttt ettt ettt ettt sttt st b b sb e s a e bt be s bbbt sa et b e se et bena et et na et e b e s e et et e e et e b et et ennenee 11

Temporary Continuation 0f COVErage (TCC) ....uiiiiiiiiiiiieiieie ettt e st ense st esesnnesseensesns 11

Converting to INAIVIAUAL COVETAZE ........veiviiiiiieiiiieitesteeterie et ete et et e ebesteesseesbeseesseesaesseassenseessesseessesssesseensenses 11

Health INSUrance MarketPIace ..........ccvieviruieiiieiieiiieiesie et eteete et e st eee st ebesteesteesaesaeessesssesseessesseessesssesseessesseessenseans 12

Section 1. HOW thiS PIAn WOTKS ........cceooiiiiiiiiiiiieieceeseet ettt ettt ettt e b e bt e v e ess e teeaseeteasseessesseesseeseesseensesaeessessseseaneas 13
We have a Preferred Provider Organization (PPO).........ociiiiiiiiiiiee et 13

L (o)A T o 5 (0174 T [ SRS 13

Your rights and reSPONSIDILILICS ... .cc.eevieieriieitietiesti ettt etet et e st e st e ete st etesseesessaesseessesseesseessessaenseasseseensesseenseansenseenes 14

Your medical and claims records are confidential ............c.ccoueriiriiiiiiiiiiiieieeee e 14
Section 2. Changes fOr 2018 ........ooiiiiiiiieie ettt et e et e e te et e e seesteesbe et eesseessasseesseeseesseessesseesseeseesseessesseensesseesseaneas 15
Changes 10 this PIAI.......oouieiiee et e et a e st e st e st es e ese e st eb e e st eseebeebeeaeebeebeeaeebeesesbeebeeneee 15
SECHION 3. HOW JOU ZEE CATE ....eouviiniitieieeiieiteete et ee sttt et et et et et e et e ea e e et e en e e es e et e em e e eseem et en e e st emeeeseenseemeeeseemeeesee st emeesneeneesneenseennas 18
0 1AL et N (o) s 2 ¢« USSR 18
WHRETE YOU ZEt COVETEU CATEC.......eeeuieiieiiieeieiieteetieie et et et st et e e e e st etesste s st essesseenseaneesseensesssenseansensaensenssenseensesseenseansenseenes 18
COVETEA PTOVIAETS ......eouiiiieiiiiieiieiete ettt b bbbt b e bbbt e bt bt bt b e e bt e b e sbeebeebesbesbeebesbesbe s 18

COVETEA FACTIIEIES ...veeuieiieiieiieiietee ettt bttt ea bt a e bbbt bt e bt bt bt e bt e bt eb e eb e e bt ebeebeebeebeebeebesbeebesbesaeas 19

TTANSTEIONAL CATE......ceeeuieiieeieieee ettt ettt et a e et eb e h e et e eb e eb e ebeeheebeeseebeebeeseebeebeebeebeebeeseebeebesaeebeebesseanens 20

If you are hospitalized when your enrollment BeGIns ..........cooveiiriiiiiieii e 20

You need prior Plan approval fOr CErtain SEIVICES ........c.eveeruerierieeieriiereetesteee st eetesseesteeneesseeseeseesteensesseenseeneeseensesseenes 21
Inpatient hoSPital AAMISSION ......ccueeieriieieriieiietiett ettt ettt et et e st e besseesseesaesseessesnsesseensesseensesssensesnsesseensesseens 21

OLRET SEIVICES. ...utuiiieiieiiett ettt ettt ettt a bbb e bbbt eb e bt e bt eb e e bt eb e e bt e bt e bt eb e e bt e bt ebeebe s bt ebeebesbesbeebesbeebeebesbenbens 21

How to request precertification for an admission or get prior authorization for Other Services ..........c.ccecevververerenennnn 22
NON-UIZENE CATE CLATIMS .....tititt ettt ettt et e e e et e s e st eneeseeseeseeseeseeseeseeseeseeseeseeseeseeseebeesesnesneas 23

UTZENE CATE CLATIMS ...ttt ettt ettt et s et e s e e bt e bt es e e eteeaeees e e bt emeeeseeneeeaee st emeeseeentesneenseeneas 23

CONCUITENE CATE CIAIMIS ... .iuieiiieiiietieti ettt et et ettt e et et e et e s et eneesae e seeaeesseeneesseensesneesseensesseensesneeseensenseensenneans 23

Emergency inpatient dmMISSION ........cc.eecverrieriieieriietesieetesteesteetesseeseseeessesseesseessesseessesssessesssesseensesssessesssessesnsessenns 24

IMAALETTIILY CATC ....vveuvieevieieieeeteteesteeteesteestes st essesseesseeseesseessesssensesseesseassesseasseassesseassesssensesssesseessesssensesssensenssessensensenns 24

2018 Compass Rose Health Plan 1 Table of Contents



If your hospital stay needs to be eXtended ..........ccuieiiriiiieiee ettt 24

If your treatment needs to be eXteNA@d ........c..ccveiririiiiiiiiiiinr e 24
If you disagree with our pre-service Claim AECISION ........c.ivveriieiierieriiete st eieste e ete st etesee e eeaessaesseesaesseesseeseenseessenseenes 24
To reconsider a NON-UIZENt CATE ClAIM .........ccvirieriieierieieeierteete st ete st esteeeesteesaeseeessesssesseessesseessesssessesssesseensesseens 24
To reconsider an Urgent Care CLAIM ...........c.iiviieiiiiieiiie ettt ettt et e st e aeste e be e e e sbeesbesreessessseseessessaessensnens 25
To file an appeal With OPM ..ottt ettt et sttt st e st e te s bt ebe bt e nbeestesbeentesaeens 25
Section 4. YOUI COSES TOI COVEIEA SEIVICES ....ueeuuiiuieitiriieitieieetiete et te et e ete et et et e ste e e et een et eseeeseeneeeseenseeneeaseenseeseeseeneesneensesneenseeneas 26
COSESNATIIIZ ...ttt et ettt et bt e et e bt e bt eb e e bt e bt e bt e bt e bt eb e e bt e bt eb e ebeebeebeeb e she bt bt bt be bt e 26
COPAYIMIEIIES ...t euteeutteeete ettt et te sttt et e e bt ettt eabeesateebeeeaseesbeeenbaeease e saeenseesateenbaeaaseese s e ensteeateesateenseesateensbesnbeesaseanseesateesasesnseens 26
DIEAUCLIDIE ...ttt ettt et s e st e st eh e e st e st e bt eb e e st e bt eb e e bt e bt eb e e bt eb e eb e ebeeh e eb e eb e bt bt bt bbb e 26
COTMSUIANCE ...ttt sttt e te b e et et e s e e e s s en s e s e e eatemeeneemsen e emeemteseemeemeesees e es e eseeseeaees e eaees e ebeeseeseebeeseebeebeebeeaeebeebesaeebeebeee 26
If your provider routinely WaiVes JOUT COST.....cc.ueruiriiriaiiiieitt ettt ettt ettt et e et e bt ee e s bt e e eseenbe e st e ebeenteeneesseenes 26
WVBIVTS ..ottt ettt t et e e ekt e et e et e e et e st e et eae e e st e et emeeee e e e e emeeeeeeme e es e e st emeeeReentees e e Rt ente Rt enteenee st enteeneenteeneenneenes 27
Differences between our allowance and the Dill............cocoviiiiiiiiiiii et 27
Your catastrophic protection out-of-pocket maximum for deductibles, coinsurance, and copayments ...........c..coccevennene. 28
CATTYOVET ..veeuteeieeeiteeteetteettestte e beeeateestaesnseessseensseesseensseensaeasseensaeenseesaseessaeenseessseenseeeaseesaseenseesaseessesnseesasaenseesnseesnsesnseesns
If we overpay you
When Government facilities DILL TS ......co.iiiiiiiirieie ettt b et ettt e b et eaee e 29
Section 5. High Option BENETILS .........coouiiiiiiiiiiieie ettt et et e e e st e et e e e e st e et eneeeae e s e eneesseeneesneensesneeneeeneas 30
Section 6. General Exclusions - services, drugs and supplies We do NOt COVET .........ccueiririririririninenenienenesese e 85
Section 7. Filing a claim fOr COVEIEA SEIVICES ......uiruiiiiriiriieiieiieiestieteetteieetesteeteeteesseessesseessesseesseessesseensesseesseensesssensesssessesnens 87
Section 8. The diSPULEd ClAIMS PIOCESS.......ccvirierierierieiieteetesteetesteesesteeteessesseesseeseesseessesseessesssesseassesssessesssesseassesseessesseessessees 89
Section 9. Coordinating benefits with Medicare and Other COVETAZE ........ccvivvirriiriierieiieieeteeteeeere ettt ae e sae s 92
When you have other health COVETAZE ........ooouiiuiiiii ettt et 92
TRICARE and CHAMPYVA ..ottt ettt ettt ettt se et e ese st eseese e st et e eseeseeseesesseeseesessesseesensensens 92
WOTKETS” COMPEINSALION ......utiiiieiiiiietieiteitettetteie ettt ettt ettt ettt b bt s bbbt s bt e bt b e bt s bt ebesbesbeebesbesbesbeebesbesbeebenbenaens 92
IMIEAICAIA ...ttt h bbbt b bt bbbt bt bbbt h e bt bbb bt bbbt bbbt bt bbb 92
When other Government agencies are responsible fOr YOUT CAre ..........ccoocvevvirieriiicieiieieceee ettt ere e 92
When others are reSPONSIDIE fOI INJUIIES........ccuieierrieiierietieeeste et ste et st eteseesteeaesteesbesseebeessessaesseessesseesseessessenssenseenns 93
When you have Federal Employees Dental and Vision Insurance Plan (FEDVIP).......ccccccoiiiiiiiiiniieeeeee 93
(03 5101 Ter:1 I 1 5 1 OSSPSR 93
WHEn YOU haVe MEAICATE .......eviiiiiiiiiiite ettt ettt et ettt et b et e be bbbt eb e eb e ebeeb e bt sbe b ebesaesbenbenee 94
WAL IS MEAICATE? .....eviiiiiieieeiteit ettt ettt h ettt b e bbbt bt e bbbt e bt e bt e bt e bt bt e bt e bt sbeeb e e bt sbesbeebesbenbeas 94
Should I enroll in MEAICATE?.......c..eouiieieieiete ettt ettt b bbbt b e bt bbbt bt ebe bt sbeebesbesbeenes 94
The Original Medicare Plan (Part A or Part B)........ccooviiiiiiiiiiiiiciee ettt st seeeeens 95
Tell Us About YOUr Medicare COVETAZE ......c.uevueeuiruiinieeieetierteeitesttetestee et eitesteetesaeebesaeesbeestesbeeneesseenbeensesbeesesseens 95
Private contract With YOUTL PRYSICIAN. .......cc.iiiiiiiiieiee ettt ettt et sbe et e sbeeteeneens 95
Medicare Advantage (Part C)........ccceciiiriiiiiiieieieitete ettt ettt sttt st b st b e sttt sae 95
Medicare prescription drug coverage (Part D).........cooieiirieiieieriee et 96
When you are 65 and you do NOT have MEICAre..........c.ccvveruieciirieniieiesieeie et ete st eve e sieessesreesessaesseessessaesseessenseenns 98
When you have the Original Medicare Plan (Part A, Part B, or Doth).........ccccoiiiiiiiiiiiiiiiceeee e 100
Section 10. Definitions of terms we use in this BrOChUIE ............ccoiiiiiiiiiii e 101
Section 11. Other Federal PLOZIAIMS .......ccceiiiiiiiieiieieei ettt ettt ettt et e st et e s et et e eseenseeneeseeensesneesseenseaneeseeneans 107
The Federal Flexible Spending Account Program — FSAFEDS ......cc.ccooiiiiiiiiiiiiiiieceeieeeceteeeceeee e 107
The Federal Employees Dental and Vision Insurance Program- FEDVIP ..........ccccooiiiiiiiiiiinieecee e 108
The Federal Long Term Care Insurance Program — FLTCIP.........c.cccoviiiiiiieniiiieseeie sttt sa e 109
The Federal Employees' Group Life Insurance Program - FEGLI..........cccocoiiiiiiiiiiiiiice et 109
TIUACX -ttt ettt ettt et e a e h et h et e e a et e h e e bt ea e e eh e e et eh e e bt ea e e eh e e bt eh e e bt eete bt e bt ehee bt ente bt e teententeans 110
Summary of benefits for the Compass Rose Health Plan - 2018 ........coooiiiiiiiiii e 111

2018 Compass Rose Health Plan 2 Table of Contents



2018 Rate Information for Compass Rose Health Plan ...........cccoooiiiiiiiiiiii e 114

2018 Compass Rose Health Plan 3 Table of Contents



Introduction

This brochure describes the benefits of Compass Rose Health Plan under our contract (CS 1065) with the United States
Office of Personnel Management, as authorized by the Federal Employees Health Benefits law. Customer service may be
reached at 888-438-9135 or through our website: www.compassrosebenefits.com. The address for the Compass Rose Health
Plan claims office is:

UMR
P.O. Box 8095
Wausau, WI 54402-8095

This brochure is the official statement of benefits. No verbal statement can modify or otherwise affect the benefits,
limitations, and exclusions of this brochure. It is your responsibility to be informed about your health benefits.

If you are enrolled in this Plan, you are entitled to the benefits described in this brochure. If you are enrolled in Self and
Family coverage, each eligible family member is also entitled to these benefits. If you are enrolled in Self Plus One coverage,
you and one eligible family member that you designate when you enroll are entitled to these benefits. You do not have a right
to benefits that were available before January 1, 2018, unless those benefits are also shown in this brochure.

OPM negotiates benefits and rates with each plan annually. Benefit changes are effective January 1, 2018, and changes are
summarized on page 15. Rates are shown at the end of this brochure.

Coverage under this plan qualifies as minimum essential coverage (MEC) and satisfies the Patient Protection and Affordable
Care Act's (ACA) individual shared responsibility requirement. Please visit the Internal Revenue Service (IRS) website at
www.irs.gov/uac/Questions-and-Answers-on-the-Individual-Shared-Responsibility-Provision for more information on the
individual requirement for MEC.

The ACA establishes a minimum value for the standard of benefits of a health plan. The minimum value standard is 60%
(actuarial value). The health coverage of this plan does meet the minimum value standard for the benefits the plan provides.

Plain Language

All FEHB brochures are written in plain language to make them easy to understand. Here are some examples:

* Except for necessary technical terms, we use common words. For instance, “you” means the enrollee or family member;
“we” means Compass Rose Health Plan.

* We limit acronyms to ones you know. FEHB is the Federal Employees Health Benefits Program. OPM is the United States
Office of Personnel Management. If we use others, we tell you what they mean.

* Our brochure and other FEHB plans’ brochures have the same format and similar descriptions to help you compare plans.

Stop Health Care Fraud!

Fraud increases the cost of health care for everyone and increases your Federal Employees Health Benefits Program
premium.

OPM’s Office of the Inspector General investigates all allegations of fraud, waste, and abuse in the FEHB Program
regardless of the agency that employs you or from which you retired.

Protect Yourself From Fraud — Here are some things you can do to prevent fraud:

* Do not give your plan identification (ID) number over the telephone or to people you do not know, except for your health
care provider, authorized health benefits plan, or OPM representative.

* Let only the appropriate medical professionals review your medical record or recommend services.
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* Avoid using health care providers who say that an item or service is not usually covered, but they know how to bill us to get
it paid.

* Carefully review explanation of benefits (EOBs) statements that you receive from us.
* Periodically review your claims history for accuracy to ensure we have not been billed for services you did not receive.
* Do not ask your doctor to make false entries on certificates, bills or records in order to get us to pay for an item or service.

« If you suspect that a provider has charged you for services you did not receive, billed you twice for the same service, or
misrepresented any information, do the following:

- Call the provider and ask for an explanation. There may be an error.
- If the provider does not resolve the matter, call us at 888-438-9135 and explain the situation.

- If we do not resolve the issue:

CALL - THE HEALTH CARE FRAUD HOTLINE

877-499-7295

The online reporting form is the desired method of reporting fraud in order to ensure accuracy, and a quicker
response time.

You can also write to:

United States Office of Personnel Management
Office of the Inspector General Fraud Hotline
1900 E Street NW Room 6400
Washington, DC 20415-1100

* Do not maintain as a family member on your policy:
- Your former spouse after a divorce decree or annulment is final (even if a court order stipulates otherwise); or
- Your child age 26 or over (unless he/she was disabled and incapable of self-support prior to age 26).

« If you have any questions about the eligibility of a dependent, check with your personnel office if you are employed, with
your retirement office (such as OPM) if you are retired, or with the National Finance Center if you are enrolled under
Temporary Continuation of Coverage (TCC).

* Fraud or intentional misrepresentation of material fact is prohibited under the Plan. You can be prosecuted for fraud and
your agency may take action against you. Examples of fraud include falsifying a claim to obtain FEHB benefits, trying to or
obtaining services or coverage for yourself or for someone who is not eligible for coverage, or enrolling in the Plan when you
are no longer eligible.

* If your enrollment continues after you are no longer eligible for coverage (i.e., you have separated from Federal service)
and premiums are not paid, you will be responsible for all benefits paid during the period in which premiums were not

paid. You may be billed by your provider for services received. You may be prosecuted for fraud for knowingly using health
insurance benefits for which you have not paid premiums. It is your responsibility to know when you or a family member is
no longer eligible to use your health insurance coverage.
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Discrimination is Against the Law

The Compass Rose Health Plan complies with all applicable Federal civil rights laws, to include both Title VII of the Civil
Rights Act of 1964 and Section 1557 of the Affordable Care Act. Pursuant to Section 1557, the Compass Rose Health Plan
does not discriminate, exclude people, or treat them differently on the basis of race, color, national origin, age, disability, or
sex.

Preventing Medical Mistakes

Medical mistakes continue to be a significant cause of preventable deaths within the United States. While death is the most
tragic outcome, medical mistakes cause other problems such as permanent disabilities, extended hospital stays, longer
recoveries, and even additional treatments. Medical mistakes and their consequences also add significantly to the overall cost
of healthcare. Hospitals and healthcare providers are being held accountable for the quality of care and reduction in medical
mistakes by their accrediting bodies. You can also improve the quality and safety of your own health care and that of your
family members by learning more about and understanding your risks. Take these simple steps:

1. Ask questions if you have doubts or concerns.
* Ask questions and make sure you understand the answers.
* Choose a doctor with whom you feel comfortable talking.

¢ Take a relative or friend with you to help you take notes, ask questions and understand answers.

2. Keep and bring a list of all the medicines you take.

* Bring the actual medicines or give your doctor and pharmacist a list of all the medicines and dosages that you take,
including non-prescription (over-the-counter) medicines and nutritional supplements.

* Tell your doctor and pharmacist about any drug, food, and other allergies you have, such as to latex.

* Ask about any risks or side effects of the medication and what to avoid while taking it. Be sure to write down what your
doctor or pharmacist says.

* Make sure your medicine is what the doctor ordered. Ask the pharmacist about your medicine if it looks different than you
expected.

* Read the label and patient package insert when you get your medicine, including all warnings and instructions.

* Know how to use your medicine. Especially note the times and conditions when your medicine should and should not be
taken.

* Contact your doctor or pharmacist if you have any questions.

* Understand both the generic and brand names of your medication. This helps ensure you do not receive double dosing
from taking both a generic and a brand. It also helps prevent you from taking a medication to which you are allergic.

3. Get the results of any test or procedure.

* Ask when and how you will get the results of tests or procedures. Will it be in person, by phone, mail, through the Plan or
Provider's portal?

* Don’t assume the results are fine if you do not get them when expected. Contact your healthcare provider and ask for your
results.

* Ask what the results mean for your care.

4. Talk to your doctor about which hospital or clinic is best for your health needs.

* Ask your doctor about which hospital or clinic has the best care and results for your condition if you have more than one
hospital or clinic to choose from to get the health care you need.

* Be sure you understand the instructions you get about follow-up care when you leave the hospital or clinic.
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5. Make sure you understand what will happen if you need surgery.
* Make sure you, your doctor, and your surgeon all agree on exactly what will be done during the operation.
* Ask your doctor, “Who will manage my care when I am in the hospital?”

* Ask your surgeon:
"Exactly what will you be doing?"
- "About how long will it take?"
"What will happen after surgery?"

- "How can I expect to feel during recovery?"

* Tell the surgeon, anesthesiologist, and nurses about any allergies, bad reactions to anesthesia, and any medications or
nutritional supplements you are taking.

Patient Safety Links

For more information on patient safety, please visit:
- www.jointcommission.org/speakup.aspx. The Joint Commission's Speak Up!™ patient safety program.

- www.jointcommission.org/topics/patient_safety.aspx. The Joint Commission helps health care organizations to improve the
quality and safety of the care they deliver.

- www.ahrq.gov/patients-consumers/. The Agency for Healthcare Research and Quality makes available a wide-ranging list
of topics not only to inform consumers about patient safety, but to help choose quality health care providers and improve the
quality of care that you receive.

- www.npsf.org. The National Patient Safety Foundation has information on how to ensure safer health care for you and your
family.

- www.bemedwise.org. The National Council on Patient Information and Education is dedicated to improving
communication about safe, appropriate use of medicines.

- www.leapfroggroup.org. The Leapfrog Group is active in promoting safe practices in hospital care.

- www.ahga.org. The American Health Quality Association represents organizations and health care professionals working to
improve patient safety.

Preventable Healthcare Acquired Conditions (""Never Events')

When you enter the hospital for treatment of one medical problem, you don't expect to leave with additional injuries,
infections, or other serious conditions that occur during the course of your stay. Although some of these complications may
not be avoidable, patients do suffer from injuries or illnesses that could have been prevented if doctors or the hospital had
taken proper precautions. Errors in medical care that are clearly identifiable, preventable and serious in their consequences
for patients, can indicate a significant problem in the safety and credibility of a health care facility. These conditions and
errors are sometimes called "Never Events" or "Serious Reportable Events."

We have a benefit payment policy that encourages hospitals to reduce the likelihood of hospital-acquired conditions such as
certain infections, severe bedsores, and fractures, and to reduce medical errors that should never happen. When such an event
occurs, neither you nor your FEHB plan will incur costs to correct the medical error. Compass Rose Health Plan utilizes The
Centers for Medicare and Medicaid Services policy for Never Events. Claims must be submitted for Never Events using
specific codes. There is no financial responsibility for the Plan or the member.
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FEHB Facts

Coverage information

* No pre-existing We will not refuse to cover the treatment of a condition you had before you enrolled in
condition limitation this Plan solely because you had the condition before you enrolled.

* Minimum essential Coverage under this plan qualifies as minimum essential coverage (MEC) and satisfies the
coverage (MEC) Patient Protection and Affordable Care Act's (ACA) individual shared responsibility

requirement. Please visit the Internal Revenue Service (IRS) website at www.irs.gov/uac/
Questions-and-Answers-on-the-Individual-Shared-Responsibility-Provision for more
information on the individual requirements for MEC.

* Minimum value Our health coverage meets the minimum value standard of 60% established by the ACA.
standard This means that we provide benefits to cover at least 60% of the total allowed costs of
essential health benefits. The 60% standard is an actuarial value; your specific out-of-
pocket costs are determined as explained in this brochure.

* Where you can get See www.opm.gov/healthcare-insurance/healthcare for enrollment information as well as:
information about + Information on the FEHB Program and plans available to you
enrolling in the FEHB .
Program * A health plan comparison tool
+ A list of agencies that participate in Employee Express
+ A link to Employee Express
* Information on and links to other electronic enrollment systems
Also, your employing or retirement office can answer your questions, and give you
brochures for other plans, and other materials you need to make an informed decision
about your FEHB coverage. These materials tell you:
* When you may change your enrollment
* How you can cover your family members
* What happens when you transfer to another Federal agency, go on leave without pay,
enter military service, or retire
* What happens when your enrollment ends
* When the next Open Season for enrollment begins
We don’t determine who is eligible for coverage and in most cases, cannot change your
enrollment status without information from your employing or retirement office. For
information on your premium deductions, you must also contact your employing or
retirement office.
* Types of coverage Self Only coverage is for you alone. Self Plus One coverage is an enrollment that covers
available for you and you and one eligible family member. Self and Family coverage is for you, your spouse,
your family and your dependent children under age 26, including any foster children authorized for

coverage by your employing agency or retirement office. Under certain circumstances,
you may also continue coverage for a disabled child 26 years of age or older who is
incapable of self-support.
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If you have a Self Only enrollment, you may change to a Self and Family or Self Plus One
enrollment if you marry, give birth, or add a child to your family. You may change your
enrollment 31 days before to 60 days after that event. The Self Plus One or Self and
Family enrollment begins on the first day of the pay period in which the child is born or
becomes an eligible family member. When you change to Self Plus One or Self and
Family because you marry, the change is effective on the first day of the pay period that
begins after your employing office receives your enrollment form. Benefits will not be
available to your spouse until you are married.

Your employing or retirement office will not notify you when a family member is no
longer eligible to receive benefits, nor will we. Please tell us immediately of any changes
in family member status, including your marriage, divorce, annulment, or when your child
reaches age 26.

If you or one of your family members is enrolled in one FEHB plan, that person may
not be enrolled in or covered as a family member by another FEHB plan.

If you have a Qualifying Life Event (QLE) - such as marriage, divorce, or the birth of a
child - outside of the Federal Benefits Open Season, you may be eligible to enroll in the
FEHB Program, change your enrollment, or cancel coverage. For a complete list of
QLEs, visit the FEHB website at www.opm.gov/healthcare-insurance/life-events. If you
need assistance, please contact your employing agency, personnel/payroll office, or
retirement office.

* Family Member Family members covered under your Self and Family enrollment are your spouse
Coverage (including a valid common law marriage) and children as described in the chart below. A
Self Plus One enrollment covers you and your spouse, or one other eligible family
member as described in the chart below.

Children Coverage

Natural children, adopted children, and Natural, adopted children, and stepchildren
stepchildren are covered until their 26th birthday.
Foster children Foster children are eligible for coverage

until their 26th birthday if you provide
documentation of your regular and
substantial support of the child and sign a
certification stating that your foster child
meets all the requirements. Contact your
human resources office or retirement system
for additional information.

Children incapable of self-support Children who are incapable of self-support
because of a mental or physical disability
that began before age 26 are eligible to
continue coverage. Contact your human
resources office or retirement system for
additional information.

Married children Married children (but NOT their spouse or
their own children) are covered until their
26t birthday.

Children with or who are eligible for Children who are eligible for or have their

employer-provided health insurance own employer-provided health insurance are

covered until their 26th birthday.

Newborns of covered children are insured only for routine nursery care during the covered
portion of the mother's maternity stay.

You can find additional information at www.opm.gov/healthcare-insurance.
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+ Children’s Equity Act ~ OPM has implemented the Federal Employees Health Benefits Children’s Equity Act of
2000. This law mandates that you be enrolled for Self Plus One or Self and Family
coverage in the FEHB Program if you are an employee subject to a court or administrative
order requiring you to provide health benefits for your child(ren).

If this law applies to you, you must enroll in Self Plus One or Self and Family coverage in
a health plan that provides full benefits in the area where your children live or provide
documentation to your employing office that you have obtained other health benefits
coverage for your children. If you do not do so, your employing office will enroll you
involuntarily as follows:

+ If you have no FEHB coverage, your employing office will enroll you for Self Plus
One or Self and Family coverage, as appropriate, in the Blue Cross and Blue Shield
Service Benefit Plan’s Basic Option;

+ Ifyou have a Self Only enrollment in a fee-for-service plan or in an HMO that serves
the area where your children live, your employing office will change your enrollment
to Self Plus One or Self and Family, as appropriate, in the same option of the same
plan; or

* If you are enrolled in an HMO that does not serve the area where the children live,
your employing office will change your enrollment to Self Plus One or Self and
Family, as appropriate, in the Blue Cross and Blue Shield Service Benefit Plan’s Basic
Option.

As long as the court/administrative order is in effect, and you have at least one child
identified in the order who is still eligible under the FEHB Program, you cannot cancel
your enrollment, change to Self Only, or change to a plan that doesn’t serve the area in
which your children live, unless you provide documentation that you have other coverage
for the children.

If the court/administrative order is still in effect when you retire, and you have at least one
child still eligible for FEHB coverage, you must continue your FEHB coverage into
retirement (if eligible) and cannot cancel your coverage, change to Self Only, or change to
a plan that doesn’t serve the area in which your children live as long as the court/
administrative order is in effect. Similarly, you cannot change to Self Plus One if the
court/administrative order identifies more than one child. Contact your employing office
for further information.

* When benefits and The benefits in this brochure are effective January 1. If you joined this Plan during Open
premiums start Season, your coverage begins on the first day of your first pay period that starts on or after

January 1. If you changed plans or plan options during Open Season and you receive
care between January 1 and the effective date of coverage under your new plan or
option, your claims will be paid according to the 2018 benefits of your old plan or
option. However, if your old plan left the FEHB Program at the end of the year, you are
covered under that plan’s 2017 benefits until the effective date of your coverage with your
new plan. Annuitants’ coverage and premiums begin on January 1. If you joined at any
other time during the year, your employing office will tell you the effective date of
coverage.

If your enrollment continues after you are no longer eligible for coverage, (i.e., you have
separated from Federal service) and premiums are not paid, you will be responsible for all
benefits paid during the period in which premiums were not paid. You may be billed for
services received directly from your provider. You may be prosecuted for fraud for
knowingly using health insurance benefits for which you have not paid premiums. It is
your responsibility to know when you or a family member are no longer eligible to use
your health insurance coverage.
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* When you retire When you retire, you can usually stay in the FEHB Program. Generally, you must have
been enrolled in the FEHB Program for the last five years of your Federal service. If you
do not meet this requirement, you may be eligible for other forms of coverage, such as
Temporary Continuation of Coverage (TCC).

When you lose benefits

* When FEHB coverage  You will receive an additional 31 days of coverage, for no additional premium, when:

ends * Your enrollment ends, unless you cancel your enrollment, or

* You are a family member no longer eligible for coverage.

Any person covered under the 31-day extension of coverage who is confined in a hospital
or other institution for care or treatment on the 31st day of the temporary extension, is
entitled to continuation of the benefits of the Plan during the continuation of the
confinement but not beyond the 60th day after the end of the 31-day temporary extension.

You may be eligible for spouse equity coverage or assistance with enrolling in a
conversion policy (a non-FEHB individual policy).

+ Upon divorce If you are divorced from a Federal employee, or an annuitant, you may not continue to get
benefits under your former spouse’s enrollment. This is the case even when the court has
ordered your former spouse to provide health coverage for you. However, you may be
eligible for your own FEHB coverage under either the Spouse Equity law or Temporary
Continuation of Coverage (TCC). If you are recently divorced or are anticipating a
divorce, contact your ex-spouse’s employing or retirement office to get additional
information about your coverage choices. You can also visit OPM's website, www.opm.
gov/healthcare-insurance/healthcare/plan-information/guides.

+ Temporary If you leave Federal service, or if you lose coverage because you no longer qualify as a
Continuation of family member, you may be eligible for Temporary Continuation of Coverage
Coverage (TCC) (TCC). The Affordable Care Act (ACA) did not eliminate TCC or change the TCC

rules. For example, you can receive TCC if you are not able to continue your FEHB
enrollment after you retire, if you lose your Federal job, if you are a covered dependent
child and you turn 26, regardless of marital status, etc.

You may not elect TCC if you are fired from your Federal job due to gross misconduct.

Enrolling in TCC. Get the RI 79-27, which describes TCC, from your employing or
retirement office or from www.opm.gov/healthcare-insurance/healthcare/plan-
information/guides. It explains what you have to do to enroll.

Alternatively, you can buy coverage through the Health Insurance Marketplace where,
depending on your income, you could be eligible for a new kind of tax credit that lowers
your monthly premiums. Visit www.HealthCare.gov to compare plans and see what your
premium, deductible, and out-of-pocket costs would be before you make a decision to
enroll. Finally, if you qualify for coverage under another group health plan (such as your
spouse's plan), you may be able to enroll in that plan, as long as you apply within 30 days
of losing FEHBP coverage.

+ Converting to If you leave Federal or Tribal service, your employing office will notify you of your right
individual coverage to convert. You must contact us in writing within 31 days after you receive this notice.
However, if you are a family member who is losing coverage, the employing or retirement
office will not notify you. You must contact us in writing within 31 days after you are no
longer eligible for coverage.
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Your benefits and rates will differ from those under the FEHB Program; however, you will
not have to answer questions about your health, a waiting period will not be imposed and
your coverage will not be limited due to pre-existing conditions. When you contact us we
will assist you in obtaining information about health benefits coverage inside or outside
the Affordable Care Act’s Health Insurance Marketplace in your state. For assistance in
finding coverage, please contact us at 866-368-7227 or visit www.HealthCare.gov.

+ Health Insurance If you would like to purchase health insurance through the Affordable Care Act's Health
Marketplace Insurance Marketplace, please visit www.HealthCare.gov.This is a website provided by
the U.S. Department of Health and Human Services that provides up-to-date information
on the Marketplace.
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Section 1. How this plan works

This Plan is a fee-for-service (FFS) Plan. OPM requires that FEHB plans be accredited to validate the plan operations and/or
care management meet nationally recognized standards. Compass Rose Health Plan hold the following accreditations: URAC
Core V3.0 and vendors that support Compass Rose Health Plan hold accreditation from URAC (Express Scripts and UMR)
and National Committee for Quality Assurance (NCQA) (Express Scripts and UMR). To learn more about this plan's
accreditation(s), please visit the following website: www.URAC.org. You can choose your own physicians, hospitals, and
other health care providers.

We reimburse you or your provider for your covered services, usually based on a percentage of the amount we allow. The
type and extent of covered services, and the amount we allow, may be different from other plans. Read brochures carefully.
We have a Preferred Provider Organization (PPO)

Our fee-for-service plan offers services through a PPO. This means that certain hospitals and other health care providers are
“preferred providers.” When you use our PPO providers, you will receive covered services at a reduced cost.

The Plan uses the UnitedHealthcare Choice Plus PPO network in all states.

To access the electronic directory visit www.compassrosebenefits.com/UHC. A page titled "Find a Provider" will appear.
Click on the link for "Search for a medical provider." If you are searching for a behavioral health provider, click on "View
directory of behavioral health providers." Also, when you phone for an appointment, please verify that your physician is still
a PPO provider. Contact 888-438-9135 for information concerning your PPO.

PPO benefits apply only when you use a PPO provider. You must present your PPO identification (ID) card confirming
your PPO participation to be eligible for PPO benefits. Provider networks may be more extensive in some areas than
others. We cannot guarantee the availability of every specialty in all areas. If no PPO provider is available, or you do not use
a PPO provider, the standard non-PPO benefits apply. If they are not, they will be paid as non-PPO providers. When you use
a PPO hospital, keep in mind that the health care professionals who provide services to you in the hospital, such as
radiologists, emergency room physicians, anesthesiologists, and pathologists, may not be preferred providers in our PPO. We
will provide the PPO benefit level for the non-PPO providers, however their respective charges will be subject to the Plan
allowance as defined in Section 10. Non-PPO providers may bill you for any difference between the Plan allowance and the
billed amount.

If you reside in the PPO network area and no PPO provider is available, or if you do not use a PPO provider, non-PPO
benefits apply.

How we pay providers

Our participating providers are generally reimbursed according to an agreed-upon fee schedule and are not offered additional
financial incentives based on care provided or not provided to you. Our standard provider agreements do not contain any
contractual provisions that include incentives to restrict a provider’s ability to communicate with and advise patients of any
appropriate treatment options. In addition, the Plan has no compensation, ownership, or other influential interests that are
likely to affect provider advice or treatment decisions.

We may, through a negotiated agreement with some non-PPO health care providers, apply a discount to covered services that
you receive from these providers.

We use Milliman Care Guidelines and UnitedHealthcare (UHC) guidelines with support from the UHC medical directors in
making determinations regarding hospital stay precertification and extended stay reviews, observation stay reviews, and
reviews of procedures that require precertification or authorization. (See How you get care in Section 3.) These
determinations can affect what we pay on a claim.

We apply the National Correct Coding Initiative (NCCI) edits published by the Centers for Medicare and Medicaid Services
(CMS) in reviewing billed services and making Plan benefit payments for them.
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Your rights and responsibilities

OPM requires that all FEHB Plans provide certain information to their FEHB members. You may get information about us,
our network, and our providers. OPM’s FEHB website (www.opm.gov/insure) lists the specific types of information that we
must make available to you. Some of the required information is listed below.

* Years in existence
* Profit status
You are also entitled to a wide range of consumer protections and have specific responsibilities as a member of this Plan. You

can view the complete list of these rights and responsibilities by visiting our website, Compass Rose Health Plan at www.
compassrosebenefits.com. You can also contact us to request that we mail a copy to you.

If you want more information about us, call 866-368-7227 or write to Compass Rose Health Plan P.O. Box 8095, Wausau,
WI 54402-8095. You may also visit our website at www.compassrosebenefits.com.

By law, you have the right to access your personal health information (PHI). For more information regarding access to PHI,
visit our website Compass Rose Health Plan at www.compassrosebenefits.com/PHI. You can also contact us to request that
we mail you a copy of that Notice.

Your medical and claims records are confidential

We will keep your medical and claims records confidential. Please note that we may disclose your medical and claims
information (including your prescription drug utilization) to any of your treating physicians or dispensing pharmacies.
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Section 2. Changes for 2018

Do not rely only on these change descriptions; this Section is not an official statement of benefits. For that, go to Section 5
Benefits. Also, we edited and clarified language throughout the brochure; any language change not shown here is a
clarification that does not change benefits.

Changes to this Plan

* Your share of the non-Postal premium will increase for Self Only, increase for Self Plus One and increase for Self and
Family.

* The Plan now covers in-network maternity services at 100%. See Section 5(a), Section 5(b) and Section 5(c).

* The Plan is covering outpatient restorative services necessary to promptly repair natural teeth within 12 months of an
accident under the accidental injury dental benefit. See Section 5(g).

* The Plan is counting physical, speech and occupational therapy provided by a chiropractor towards the 90 combined visits
for physical, occupational and speech therapy. See Section 5(a).

* The Plan has added a note to the chiropractic benefit stating that physical, occupational and speech therapy provided by a
chiropractor are covered under Section 5(a) physical, occupational and speech therapies. See Section 5(a).

* The Plan is adding a copay/co-insurance to services provided in a physician's office for an accidental injury. See Section 5
(d).

* The Plan does not cover corrective orthopedic appliances for temporomandibular joint (TMJ). See Section 5(a).

* The Plan does not cover transportation by railroad or commercial airline. See Section 5(c) and 5(d).

* The Plan modified the time to obtain an uncashed replacement check to three years. See Section 7.

* The Plan has updated the contact number for Medicare B diabetic supplies. See Section 5(f).

* The Plan has updated the list for prior authorization requirements. Varicose vein surgery, private duty nursing and BiPAP
machines were added. Perinatologist was removed from the list of prior authorization requirements. Surgical implants
were removed as they are included under prior authorization requirements for inpatient and outpatient surgeries outside a
physician's office. See Section 3, pages 21-22 for additional information.

* The Plan is applying the primary care provider benefit to the professional fee for services provided at convenient care
centers. See Section 5(a).

* The Plan has eliminated the deductible for Non-PPO urgent care centers for accidental injuries. See Section 5(d).

* The Plan, as required by the Affordable Care Act, covers: colorectal cancer screening (fecal occult blood test,
sigmoidoscopy, colonoscopy), tuberculosis screening, preeclampsia screening, low-dose aspirin for the primary prevention
of cardiovascular disease and preeclampsia and low-to-moderate dose generic statin. The Plan has removed coverage for
liquid iron supplements for children age 0-1 year, and updated ages of coverage for fluoride tablets, solution. Please see
pages 34-35, 38 and 76-77 for details. See Section 5(f).

* The Plan removed coverage for allogenic islet cell transplantation and autologous transplants for medulloblastoma and
allogenic transplants for breast cancer. The Plan added autologous transplants coverage for ependymoblastoma and
Ewing's sarcoma. The Plan added allogenic transplant coverage for infantile malignant osteoporosis, kostmann's
syndrome, leukocyte adhesion deficiencies, mucolipidosis, mucopolysaccharidosis and x-linked lymphoproliferative
syndrome based on the most recent research and OPM requirements. See Section 5(b).

* The Plan is applying chiropractic copayments to the out-of-pocket maximum. See Section 4.
* The Plan is combining medical PPO and network pharmacy out-of-pocket maximum. See Section 4.

* The Plan has removed the deductible for PPO transgender surgical services to correct the benefit to match other surgical
services. See Section 5(b).

* The Plan has simplified its definition of hospital stay. See Section 10.
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The Plan has added a definition for observation stay. See Section 10.

The Plan has updated the exclusion for physical, occupational and speech therapy and other medical charges for services
related to a developmental delay. See Section 6.

We have clarified the following

The Plan has made language more prominent for precertification requirements for inpatient hospitalization. See Section 3.
The Plan has made language more prominent for prior authorization requirements for outpatient services. See Section 3.
The Plan has added language clarifying prior authorization requirements. See Section 3.

The Plan has added Self Plus One expenses to the out-of-pocket expenses for catastrophic protection out-of-pocket
maximum. See Section 4.

The Plan has added a contact number for assistance in locating a network provider for breastfeeding pumps and supplies.
See Section 5(a).

The Plan has added language to Section 5(b) to clarify that surgical services outside a physician's office require prior
approval.

The Plan has simplified the list of providers who can perform physical, occupational and speech therapies. See Section 5
(a).
The Plan has created a separate section in the brochure for telehealth under Section 5(a) and Section 5(e).

The Plan has created a separate section the in the brochure for residential treatment services under Section 5(e).

The Plan has separated the bullet under Not Covered in Section 5(f) referring to non-prescription medications and non-
network providers into two separate bullets.

The Plan has added Self Plus One expenses to the out-of-pocket expenses for catastrophic protection out-of-pocket
maximum in the Summary of Benefits.

The Plan has removed the word convalescent from the definition for skilled nursing facilities. See Section 3.
The Plan has added language to clarify that foot orthotics are only covered when attached to a brace. See Section 5(a).

The Plan has made the font for " (WNe Deductible)" bold throughout the brochure to better clarify when the deductible does
not apply.

The Plan has alphabetized the list of services requiring prior approval. See Section 3.

The Plan has clarified that formula is only covered when administered through a tube as the sole source of nutrition for
both infants and adults. See Section 6.

The Plan has removed the "all charges over the visit limit" language for outpatient services provided and billed by a
hospital or other covered facility for mental health and substance misuse disorders. Other outpatient services including
partial hospitalization, half-way house, full day hospitalization or facility based intensive outpatient treatment are subject
to a 90-visit maximum. See Section 5(¢).

The Plan has removed "PPO" from the overseas benefit for professional services related to mental health and substance
abuse benefits. See Section 5(e).

The Plan has removed reference to physician's office coverage under the urgent care benefit for accidental injury and
medical emergency. See Section 5(d).

The Plan has added "of the medication cost" to Section 5(f) after each coinsurance amount.

The Plan has updated the contact number for Specialty Pharmacy Benefits. See Section 5(f)

The Plan has added language clarifying when medication refills are allowed by the Plan. See Section 5(f).
The Plan has added a definition for quantity allowances to Section 5(f).

The Plan has added a definition for step therapy to Section 5(f).
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* The Plan has added a description of Express Scripts SafeGuard RxSM Program to Section 5(f).
* The Plan has added language regarding managing an affordable prescription benefit to Section 5(f).

* The Plan has simplified language on the coverage of compound medications and added a contact number for coverage. See
Section 5(f).

* The Plan has clarified that prenatal vitamins are covered under preventive care medications. See Section 5(f).
* The Plan has added definitions for the prescription drug tiers to Section 5(f).
* The Plan has clarified that prescriptions received from a non-network pharmacy are not covered. See Section 5(f).

* The Plan has added language to Section 1 clarifying that Non-PPO providers may bill you the difference between the Plan
allowance and the billed amount.

* The Plan has clarified that end of life counseling is covered as part of advance care planning. See Section 5(a).
* The Plan has updated the URL for the brochure in Section 9.

* The Plan has clarified coverage of Phase 1 and Phase 2 of cardiac rehab. Phase 3 of cardiac rehab is not covered by the
Plan. See Section 5(c).
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Section 3. How you get care

Identification Cards We will send you an identification (ID) card when you enroll. You should carry your ID
card with you at all times. You must show it whenever you receive services from a Plan
provider, or fill a prescription at a Plan pharmacy. Until you receive your ID card, use
your copy of the Health Benefits Election Form, SF-2809, your health benefits enrollment
confirmation (for annuitants), or your electronic enrollment system (such as Employee
Express) confirmation letter.

If you do not receive your ID card within 30 days after the effective date of your
enrollment, or if you need replacement cards, call us at 888-438-9135 or write to us at
Compass Rose Health Plan, P.O. Box 8095, Wausau, WI 54402-8095.

Where you get covered You can get care from any “covered provider” or “covered facility”. How much we pay —
care and you pay — depends on the type of covered provider or facility you use. If you use our
preferred providers, you will pay less.

* Covered Providers We provide benefits for the services of covered professional providers, as required by
Section 2706(a) of the Public Health Service Act (PHSA). Coverage of practitioners is not
determined by your state's designation as a medically underserved area (MUA).

Covered professional providers are medical practitioners who perform covered services
when acting within the scope of their license or certification under applicable state law
and who furnish, bill, or are paid for their health care services in the normal course of
business. Covered services must be provided in the state in which the practitioner is
licensed or certified.

We consider the following to be covered providers when they perform services within the
scope of their license or certification:

Physician: Doctors of medicine or psychiatry (M.D.), osteopathy (D.O.), dental surgery
(D.D.S.), medical dentistry (D.M.D.), podiatric medicine (D.P.M.), chiropractic (D.C.),
and optometry (O.D.) when acting within the scope of their license or certification.

Qualified Clinical Psychologist: An individual who has earned either a Doctoral or
Master's Clinical Degree in psychology or an allied discipline and who is licensed or
certified in the state where services are performed. This presumes a licensed individual
has demonstrated to the satisfaction of state licensing officials that he/she, by virtue of
academic and clinical experience, is qualified to provide psychological services in that
state.

Nurse Midwife: A person who is certified by the American College of Nurse Midwives or
is licensed or certified as a nurse midwife in states requiring licensure or certification.

Nurse Practitioner/Clinical Specialist: A person who 1) has an active R.N. license in the
United States, 2) has a baccalaureate or higher degree in nursing, and 3) is licensed or
certified as a nurse practitioner or clinical nurse specialist in states requiring licensure or
certification.

Clinical Social Worker: A social worker that 1) has a Master’s or Doctoral degree in
social work, 2) has at least two years of clinical social work practice, and 3) in states
requiring licensure, certification or registration, is licensed, certified, or registered as a
social worker where the services are rendered.

Speech, Occupational and Physical Therapists: A professional who is licensed or meets
state requirements where the services are performed to provide Speech, Occupational or
Physical therapy services.

Physician Assistant: A person who is licensed, registered, or certified in the state where
services are performed.
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Licensed Professional Counselor or Master’s Level Counselor: A person who is
licensed, registered, or certified in the state where services are performed.

Audiologist: A person who is licensed, registered, or certified in the state where services
are performed.

Licensed Acupuncturist (L.A.C.): A person who has completed the required schooling
and licensure to perform acupuncture in the state where services are performed (see
definition of acupuncture benefits, Section 5(a)).

Christian Science Practitioner: If you choose to visit a Christian Science practitioner
instead of a physician, the charges are still considered allowable expenses. To qualify for
benefits, you must make this choice annually. The benefits will then apply to all
subsequent expenses incurred during the year. You can change your mind only at the time
of your first claim each year. The practitioner you choose must be listed as such in the
Christian Science Journal that is current at the time the service is provided. Your choice
will not apply to, or prevent payment of, a physician’s maternity charges.

Lactation Consultant: A person who is licensed as a Registered Nurse in the United
States (or appropriate equivalent if providing services overseas) and is licensed or
certified as a lactation consultant by a nationally recognized organization.

e Covered Facilities Covered facilities include:
Hospital

1) An institution that is accredited as a hospital under the hospital accreditation program
of the Joint Commission on Accreditation of Healthcare Organizations (JCAHO); or

2) Any other institution that is operated pursuant to law, under the supervision of a staff of
doctors with 24-hour-a-day nursing service, and that is primarily engaged in providing:

a) General patient care and treatment of sick and injured persons through medical,
diagnostic and major surgical facilities, all of which facilities must be provided on its
premises or under its control; or

b) Specialized inpatient medical care and treatment of sick or injured persons through
medical and diagnostic facilities (including x-ray and laboratory) on its premises, under its
control, or through a written agreement with a hospital (as defined above) or with a
specialized provider of those facilities.

3) For inpatient and outpatient treatment of mental health and substance abuse, the term
hospital also includes a freestanding residential treatment center facility approved by the
JCAHO or Commission on Accreditation of Rehabilitation Facilities (CARF).

In no event shall the term hospital include a convalescent nursing home or institution
or part thereof that:

+ is used principally as a convalescent facility, rest facility, nursing facility or facility for
the aged;

+ furnishes primarily domiciliary or custodial care including training in the routines of
daily living;

* or is operated as a school.

Nursing School Administered Clinic: A clinic that is
* licensed or certified in the state where the services are performed, and

 provides ambulatory care in an outpatient setting—primarily in rural or inner city
areas where there is a shortage of physicians. Services billed for by these clinics are
considered outpatient ‘office’ services rather than facility charges.
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Skilled Nursing Facility: An institution, or the part of an institution that provides skilled
nursing care 24 hours a day and is classified as a skilled nursing facility under Medicare.

Birthing Center: A licensed facility that is equipped and operated solely to provide care,
to perform uncomplicated spontaneous deliveries and to provide immediate postpartum
care.

Hospice: A facility that meets all of the following:
1) primarily provides inpatient hospice care to terminally ill persons;

2) is certified by Medicare as such, or is licensed or accredited as such by the jurisdiction
it is in;

3) is supervised by a staff of M.D.’s or D.O.’s, at least one of whom must be on call at all
times;

4) provides 24-hour-a-day nursing services under the direction of an R.N. and has a full-
time administrator; and

5) provides an ongoing quality assurance program.

Freestanding Ambulatory Facility: A facility which is licensed by the state as

an ambulatory surgery center or has Medicare certification as an ambulatory surgical
center, has permanent facilities and equipment for the primary purpose of performing
surgical and/or renal dialysis procedures on an outpatient basis, provides treatment by or
under the supervision of doctors and nursing services whenever the patient is in the
facility, does not provide inpatient accommodations, and is not, other than incidentally, a
facility used as an office or clinic for the private practice of a doctor or other professional.

* Transitional Care If you have a chronic and disabling condition and lose access to your specialist because
we:

- terminate our contract with your specialist for other than cause;

- drop out of the Federal Employees Health Benefits (FEHB) Program and you enroll in
another FEHB program plan; or

- reduce our Service Area and you enroll in another FEHB plan;

you may be able to continue seeing your specialist and receiving any PPO benefits for up
to 90 days after you receive notice of the change. Contact us or, if we drop out of the
Program, contact your new plan.

If you are in the second or third trimester of pregnancy and you lose access to your
specialist based on the above circumstances, you can continue to see your specialist and
your PPO benefits continue until the end of your postpartum care, even if it is beyond the
90 days.

* Ifyou are hospitalized = We pay for covered services from the effective date of your enrollment. However, if you
when your enrollment  are in the hospital when your enrollment in our Plan begins, call our customer service
begins department immediately at 888-438-9135. If you are new to the FEHB Program, we will

reimburse you for your covered expenses while you are in the hospital beginning with the
effective date of your coverage.

If you changed from another FEHB plan to us, your former plan will pay for the hospital
stay until:

* You are discharged, not merely moved to an alternative care center;
* The day your benefits from your former plan run out; or

* The 92nd day after you become a member of this Plan, whichever happens first.
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These provisions apply only to the benefits of the hospitalized person. If your plan
terminates participation in the FEHB in whole or in part, or if OPM orders an enrollment
change, this continuation of coverage provision does not apply. In such cases, the
hospitalized family member’s benefits under the new plan begin on the effective date of

enrollment.
You need prior Plan The pre-service claim approval processes for inpatient hospital admissions (called
approval for certain precertification) and for other services, are detailed in this Section. A pre-service claim is
services any claim, in whole or in part, that requires approval from us in advance of obtaining

medical care or services. In other words, a pre-service claim for benefits (1) requires
precertification, prior approval or a referral and (2) will result in a reduction of benefits if
you do not obtain precertification, prior approval or a referral.

You must get prior approval for certain services. Failure to do so will result in a minimum

$500 penalty.
+ Inpatient hospital Precertification is the process by which —prior to your hospital admission —we evaluate
admission the medical necessity of your proposed stay and the number of days required to treat your

condition. Unless we are misled by the information given to us, we will not change our
decision on medical necessity.

In most cases, your physician or hospital will take care of requesting precertification.
Because you are still responsible for ensuring that your care is precertified, you
should always ask your physician or hospital if they have contacted us.

WARNING: We will reduce our benefits for the inpatient hospital stay by $500 if no one contacts us
for precertification. If the stay is not medically necessary, we will only pay for any
covered medical services and supplies that are otherwise payable on an outpatient basis.

Exceptions You do not need precertification in these cases:
*You are admitted to a hospital outside the United States.

*You have another group health insurance policy that is the primary payer for the hospital
stay.

*Medicare Part A is the primary payer for the hospital stay. Note: If you exhaust your
Medicare hospital benefits and do not want to use your Medicare lifetime reserve days,
then we will become the primary payer and you do need precertification.

* Other services Your primary care physician has authority to refer you for most services. For
certain services, however, prior approval must be obtained from us. Because you are still
responsible for ensuring that your care is precertified, you should always ask your
physician if they have contacted us. Call UMR at 800-808-4424 for prior authorization for
services such as:

Section 5(a)
* Applied Behavior Analysis

* CPAP and BiPAP machines - all CPAP machines must be prior authorized through
eviCore at 888-209-5761, option 2

* Chemotherapy
* Dialysis
* Durable medical equipment over $500 for rental or $1,500 for purchase

* Genetic testing - all genetic testing must be prior authorized through eviCore at
888-209-5761, option 1

* Home health care
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* Infusion therapy

« Orthotic and prosthetic devices over $2,000

+ Pain management injections (such as epidural or facet)
* Physical, occupational and speech therapy

* Private duty nursing

* Radiation

* Sleep studies - all sleep studies must be prior authorized through eviCore at
888-209-5761, option 2

Section 5(b)

* Bariatric surgery

* Oral maxillofacial surgeries

* Surgical procedures performed outside a doctor's office
* Transgender surgical and non-surgical treatments and procedures
* Transplants

* Varicose vein surgery

Section 5(¢)

* Chemotherapy

* Dialysis

* Hospice care

* Non-emergency air ambulance - all non-emergency air ambulance transportation must be
prior authorized through Sentinel at 877-542-8828

* Radiation

+ Skilled nursing facilities

Section 5(e)

* Inpatient mental health and substance abuse treatment
Section 5(f)

* Some prescription drugs

Note: We will reduce our benefits for any outpatient services requiring prior approval by
$500 if no one contacts us prior to your receiving the services. In most cases, your
physician or provider will take care of requesting prior approval. Because you are still
responsible for ensuring that your care is prior approved, you should always ask
your physician or provider if they have contacted us.

How to request First, you, your representative, your physician, or your hospital must call 800-808-4424
precertification for an before admission or services requiring prior authorization are rendered.

admission or get prior
authorization for Other
services « enrollee’s name and Plan identification number;

Next, provide the following information:

* patient’s name, birth date, identification number and phone number;

+ reason for hospitalization, proposed treatment, or surgery;
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+ name and phone number of admitting physician;
+ name of hospital or facility; and

« number of days requested for hospital stay

* Non-urgent care For non-urgent care claims, we will tell the physician and/or hospital the number of
claims approved inpatient days, or the care that we approve for other services that must have
prior authorization. We will make our decision within 15 days of receipt of the pre-service
claim.

If matters beyond our control require an extension of time, we may take up to an
additional 15 days for review and we will notify you of the need for an extension of time
before the end of the original 15-day period. Our notice will include the circumstances
underlying the request for extension and the date when a decision is expected.

If we need an extension because we have not received necessary information from you,
our notice will describe the specific information required and we will allow you up to 60
days from the receipt of the notice to provide the information.

* Urgent care claims If you have an urgent care claim (i.c., when waiting for the regular time limit for your
medical care or treatment could seriously jeopardize your life, health, or ability to regain
maximum function, or in the opinion of a physician with knowledge of your medical
condition, would subject you to severe pain that cannot be adequately managed without
this care or treatment), we will expedite our review and notify you of our decision within
72 hours. If you request that we review your claim as an urgent care claim, we will
review the documentation you provide and decide whether it is an urgent care claim by
applying the judgment of a prudent layperson who possesses an average knowledge of
health and medicine.

If you fail to provide sufficient information, we will contact you within 24 hours after we
receive the claim to let you know what information we need to complete our review of the
claim. You will then have up to 48 hours to provide the required information. We will
make our decision on the claim within 48 hours of (1) the time we received the additional
information or (2) the end of time frame, whichever is earlier.

We may provide our decision orally within these time frames, but we will follow up with
written or electronic notification within three days of oral notification.

You may request that your urgent care claim on appeal be reviewed simultaneously by us
and OPM. Please let us know that you would like a simultaneous review of your urgent
care claim by OPM either in writing at the time you appeal our initial decision, or by
calling us at 888-438-9135. You may also call OPM's Health Insurance 2 at 202-606-3818
between 8 a.m. and 5 p.m. Eastern Standard Time to ask for the simultaneous review. We
will cooperate with OPM so they can quickly review your claim on appeal. In addition, if
you did not indicate that your claim was a claim for urgent care, call us at 888-438-9135.
If it is determined that your claim is an urgent care claim, we will expedite our review (if
we have not yet responded to your claim).

+ Concurrent care A concurrent care claim involves care provided over a period of time or over a number of
claims treatments. We will treat any reduction or termination of our pre-approved course of
treatment before the end of the approved period of time or number of treatments as an
appealable decision. This does not include reduction or termination due to benefit changes
or if your enrollment ends. If we believe a reduction or termination is warranted, we will
allow you sufficient time to appeal and obtain a decision from us before the reduction or
termination takes effect.

If you request an extension of ongoing course of treatment at least 24 hours prior to the
expiration of the approved time period and this is also an urgent care claim, then we will
make a decision within 24 hours after we receive the claim.
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* Emergency inpatient If you have an emergency admission due to a condition that you reasonably believe puts
admission your life in danger or could cause serious damage to bodily function, you, your
representative, the physician, or the hospital must telephone us within two business days
following the day of the emergency admission, even if you have been discharged from the
hospital. If you do not telephone the Plan within two business days, penalties may apply
- see Warningunder Inpatient hospital admissions earlier in this Section and If your
hospital stay needs to be extended below.

* Maternity care You do not need precertification of a maternity admission for a routine delivery.
However, if your medical condition requires you to stay more than 48 hours after a
vaginal delivery or 96 hours after a cesarean section, then your physician or the hospital
must contact us for precertification of additional days. Further, if your baby stays after
you are discharged, then your physician or the hospital must contact us for precertification
of additional days for your baby.

Note: When a newborn requires definitive treatment during or after the mother's
confinement, the newborn is considered a patient in his or her own right. If the newborn is
eligible for coverage, regular medical or surgical benefits apply rather than maternity

benefits.
 If your hospital stay If your hospital stay — including for maternity care — needs to be extended, you, your
needs to be extended representative, your doctor or the hospital must ask us to approve the additional days. If

you remain in the hospital beyond the number of days we approved and did not get the
additional days precertified, then

* For the part of the admission that was medically necessary, we will pay inpatient
benefits, but

* For the part of the admission that was not medically necessary, we will only pay for
medical services and supplies otherwise payable on an outpatient basis and will not

pay inpatient benefits.
+ If your treatment If you request an extension of an ongoing course of treatment at least 24 hours prior to the
needs to be extended expiration of the approved time period and this is also an urgent care claim, then we will

make a decision within 24 hours after we receive the claim.

If you disagree with our If you have a pre-service claim and you do not agree with our decision regarding
pre-service claim decision  precertification of an inpatient admission or prior approval of other services, you may
request a review in accordance with the procedures detailed below.

If you have already received the service, supply, or treatment, then you have a post-
service claim and must follow the entire disputed claims process detailed in Section 8.

* To reconsider a non- Within 6 months of our initial decision, you may ask us in writing to reconsider our initial
urgent care claim decision. Follow Step 1 of the disputed claims process detailed in Section 8 of this
brochure.

In the case of a pre-service claim and subject to a request for additional information, we
have 30 days from the date we receive your written request for reconsideration to:

1. Precertify your hospital stay or, if applicable, arrange for the health care provider to
give you the care, or grant your request for prior approval for a service, drug, or supply; or

2. Ask you or your provider for more information.

You or your provider must send the information so that we receive it within 60 days of our
request. We will then decide within 30 more days.

If we do not receive the information within 60 days, we will decide within 30 days of the
date the information was due. We will base our decision on the information we already
have. We will write to you with our decision.
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3. Write to you and maintain our denial.

+ To reconsider an In the case of an appeal of a pre-service urgent care claim, within 6 months of our initial
urgent care claim decision, you may ask us in writing to reconsider our initial decision. Follow Step 1 of
the disputed claims process detailed in Section 8 of this brochure.

Unless we request additional information, we will notify you of our decision within 72
hours after receipt of your reconsideration request. We will expedite the review process,
which allows oral or written requests for appeals and the exchange of information by
telephone, electronic mail, facsimile, or other expeditious methods.

+ To file an appeal with After we reconsider your pre-service claim, if you do not agree with our decision, you
OPM may ask OPM to review it by following Step 3 of the disputed claims process detailed in
Section 8 of this brochure.
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Section 4. Your costs for covered services

This is what you will pay out-of-pocket for covered care:

Cost-sharing

Copayments

Deductible

Coinsurance

If your provider routinely
waives your cost

Cost-sharing is the general term used to refer to your out-of-pocket costs (e.g., deductible,
coinsurance, and copayments) for the covered care you receive.

A copayment is a fixed amount of money you pay to the provider, facility, pharmacy, etc.,
when you receive certain services. You will only be responsible for one (1) copayment per
day per provider.

E