





The disputed claims process (continued)

5 OPM will review your disputed claim request and will use the information it collects from you and us to decide whether our
decision is correct. OPM will send you afina decision within 60 days. There are no other administrative appeals.

If you do not agree with OPM’ s decision, your only recourseisto sue. If you decide to sue, you must file the suit against
OPM in Federal court by December 31 of the third year after the year in which you received the disputed services, drugs, or
supplies or from the year in which you were denied precertification or prior approval. Thisisthe only deadline that may
not be extended.

OPM may disclose the information it collects during the review process to support their disputed claim decision. This
information will become part of the court record.

Y ou may not sue until you have completed the disputed claims process. Further, Federal law governs your lawsuit,
benefits, and payment of benefits. The Federal court will base its review on the record that was before OPM when OPM
decided to uphold or overturn our decision. Y ou may recover only the amount of benefitsin dispute.

Note: If you have a serious or life threatening condition (one that may cause permanent loss of bodily functions or death if
not treated as soon as possible), and

(@) Wehaven't responded yet to your initial request for care or preauthorization/prior approval under the High Option,
then call us at 800/222-APWU or under the Consumer Driven Option, call 866/333-4648 and we will expedite our
review; or

(b) We denied your initial request for care or preauthorization/prior approval, then:

o |f we expedite our review and maintain our denial, we will inform OPM so that they can give your claim
expedited treatment too, or
e Youmay call OPM’s Health Insurance Group 2 at 202/606-3818 between 8 am. and 5 p.m. Eastern Time.
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Section 9. Coordinating benefits with other coverage

When you have other health
coverage

What is Medicare?

2008 APWU Health Plan

You must tell usif you or a covered family member has coverage under any other health
plan or has automobile insurance that pays health care expenses without regard to fault.
Thisiscalled “double coverage.”

When you have double coverage, one plan normally paysits benefitsin full asthe
primary payer and the other plan pays a reduced benefit as the secondary payer. We, like
other insurers, determine which coverage is primary according to the National
Association of Insurance Commissioners' guidelines.

When we are the primary payer, we will pay the benefits described in this brochure.

When we are the secondary payer, we will determine our allowance. After the primary
plan pays, we will pay what is left of our allowance, up to our regular benefit. We will
not pay more than our allowance. When we are secondary payer, we will not waive
specified visit limits.

Please see Section 4, Your costs for covered services, for more information about how
we pay claims.

Medicare is aHealth Insurance Program for:

e People 65 years of age and older;

e Some people with disabilities, under 65 years of age; and

o People with End-Stage Renal Disease (permanent kidney failure requiring dialysisor a
transplant)

Medicare has four parts:

o Part A (Hospital Insurance). Most people do not have to pay for Part A. If you or
your spouse worked for at least 10 years in Medicare-covered employment, you
should be able to qualify for premium-free Part A insurance. (If you were a Federal
employee at any time both before and during January 1983, you will receive credit for
your Federal employment before January 1983.) Otherwise, if you are age 65 or
older, you may be able to buy it. Contact 800/MEDICARE (800/633-4227) for more
information.

e Part B (Medical Insurance). Most people pay monthly for Part B. Generally, Part B
premiums are withheld from your monthly Social Security check or your retirement
check.

o Part C (Medicare Advantage). You can enroll in a Medicare Advantage plan to get
your Medicare benefits. We do not offer aMedicare Advantage plan. Please review
the information on coordinating benefits with Medicare Advantage plans on page 85.

e Part D (Medicare prescription drug coverage). Thereisamonthly premium for Part D
coverage. If you have limited savings and alow income, you may be eligible for
Medicare' s Low-Income Benefits. For people with limited income and resources,
extrahelp in paying for a Medicare prescription drug plan is available. Information
regarding this program is available through the Social Security Administration (SSA).
For more information about this extra help, visit SSA online at
www.socialsecurity.gov, or call them at 1-800-772-1213 (TTY 1-800-325-0778).
Before enrolling in Medicare Part D, please review the important disclosure notice
from us about the FEHB prescription drug coverage and Medicare. The noticeison
the first inside page of this brochure. The notice will give you guidance on enrolling
in Medicare Part D.
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e Should | enroll in
Medicare?

e The Origina Medicare Plan
(Part A or Part B)
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The decision to enroll in Medicare isyours. We encourage you to apply for Medicare
benefits 3 months before you turn age 65. It's easy. Just call the Social Security
Administration toll-free number 1-800-772-1213 to set up an appointment to apply. If
you do not apply for one or more Parts of Medicare, you can still be covered under the
FEHB Program.

If you can get premium-free Part A coverage, we advise you to enroll init. Most Federal
employees and annuitants are entitled to Medicare Part A at age 65 without cost. When
you don’'t have to pay premiums for Medicare Part A, it makes good sense to obtain the
coverage. It can reduce your out-of-pocket expenses as well as costs to the FEHB, which
can help keep FEHB premiums down.

Everyoneis charged a premium for Medicare Part B coverage. The Socia Security
Administration can provide you with premium and benefit information. Review the
information and decide if it makes sense for you to buy the Medicare Part B coverage.

If you are eligible for Medicare, you may have choices in how you get your health care.
Medicare Advantage is the term used to describe the various private health plan choices
available to Medicare beneficiaries. The information in the next few pages shows how
we coordinate benefits with Medicare, depending on whether you are in the Original
Medicare Plan or a private Medicare Advantage plan.

(Please refer to page 18 for informetion about how we provide benefits when you are age
65 or older and do not have Medicare.)

The Original Medicare Plan (Original Medicare) is available everywherein the United
States. It isthe way everyone used to get Medicare benefits and is the way most people
get their Medicare Part A and Part B benefits now. You may go to any doctor, speciaist,
or hospital that accepts Medicare. The Original Medicare Plan paysits share and you
pay your share.

When you are enrolled in Original Medicare, along with this Plan, you still need to
follow the rulesin this brochure for us to cover your care.

Claims process when you have the Original Medicare Plan - Y ou will probably not need
to file a claim form when you have both our Plan and the Original Medicare Plan.

When we are the primary payer, we process the claim first. In this case, we do not waive
any out-of-pocket costs.

When Original Medicare is the primary payer, Medicare processes your claim first. In
most cases, your claim will be coordinated automatically and we will then provide
secondary benefits for covered charges. To find out if you need to do something to file
your claim, call us at 800/222-APWU or contact us at our Web site at
www.apwuhp.com.

We waive some costs if the Original Medicare Plan is your primary payer.
Under the High Option, we will waive some out-of-pocket costs as follows:

o Inpatient hospital service. If you are enrolled in Medicare Part A, we will waive the
deductible, copayment and coinsurance

e Medical services and supplies provided by physicians and other health care
professionals. If you are enrolled in Medicare Part B, we will waive the deductible
and coinsurance

Under the Consumer Driven Option, when Original Medicare (either Medicare Part A or
Medicare Part B) isthe primary payer, we will not waive any out-of-pocket costs.

Note: We do not waive our deductible, copayments or coinsurance for prescription drugs
or for services and supplies that Medicare does not cover. Also, we do not waive benefit
limitations, such as the 12-visit limit for chiropractic services or the 60-visit limit for
physical, occupational or speech therapy.
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¢ Private contract with your
physician

e Medicare Advantage
(Part C)

e Medicare prescription drug
coverage (Part D)
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A physician may ask you to sign a private contract agreeing that you can be billed
directly for services ordinarily covered by Original Medicare. Should you sign an
agreement, Medicare will not pay any portion of the charges, and we will not increase
our payment. We will still limit our payment to the amount we would have paid after
Original Medicare’ s payment. Y ou may be responsible for paying the difference
between the billed amount and the amount we paid.

If you are eligible for Medicare, you may choose to enroll in and get your Medicare
benefits from a Medicare Advantage plan. These are private health care choices (like
HMOs and regional PPOs) in some areas of the country. To learn more about Medicare
Advantage plans, contact Medicare at 1-800-MEDICARE (1-800-633-4227) or at
www.medicare.gov.

This Plan and another plan’s Medicare Advantage plan: Y ou may enroll in another
plan’s Medicare Advantage plan and also remain enrolled in our FEHB plan. We will
till provide benefits when your Medicare Advantage plan is primary, even out of the
Medicare Advantage plan’s network and/or service area (if you use our Plan

providers), but we will not waive any of our copayments, coinsurance, or deductibles.
If you enroll in a Medicare Advantage plan, tell us. We will need to know whether you
arein the Original Medicare Plan or in aMedicare Advantage plan so we can correctly
coordinate benefits with Medicare.

Suspended FEHB coverage to enroll in a Medicare Advantage plan: If you are an
annuitant or former spouse, you can suspend your FEHB coverage to enroll in a
Medicare Advantage plan, eliminating your FEHB premium. (OPM does not
contribute to your Medicare Advantage plan premium.) For information on
suspending your FEHB enrollment, contact your retirement office. If you later want to
re-enroll in the FEHB Program, generally you may do so only at the next Open Season
unless you involuntarily lose coverage or move out of the Medicare Advantage plan’s
service area.

When we are the primary payer, we process the claim first. If you enroll in Medicare
Part D and we are the secondary payer, we will review claims for your prescription drug
costs that are not covered by Medicare Part D and consider them for payment under the
FEHB plan.
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Medicare aways makesthe final determination as to whether they are the primary payer. The following chart illustrates
whether Medicare or this Plan should be the primary payer for you according to your employment status and other factors
determined by Medicare. It iscritical that you tell usif you or a covered family member has Medicare coverage so we can

administer these requirements correctly.

Primary Payer Chart

A. When you — or your covered spouse — are age 65 or over and have Medicare and you. ..

The primery payer for the
individud with Medicareis...

Medicare

ThisPlan

1) Have FEHB coverage on your own as an active employee or through your spouse who is an active
employee

v

2) Have FEHB coverage on your own as an annuitant or through your spouse who is an annuitant

v

3) Areareemployed annuitant with the Federal government and your position is excluded from the FEHB
(your employing office will know if thisis the case) and you are not covered under FEHB through your
spouse under #1 above

v

4) Areareemployed annuitant with the Federal government and your position is not excluded from the
FEHB (your employing office will know if thisisthe case) and...
e You have FEHB coverage on your own or through your spouse who is also an active employee

¢ You have FEHB coverage through your spouse who is an annuitant

v

5) AreaFedera judge who retired under title 28, U.S.C., or a Tax Court judge who retired under
Section 7447 of title 26, U.S.C. (or if your covered spouse is this type of judge) and you are not
covered under FEHB through your spouse under #1 above

v

6) Areenrolledin Part B only, regardless of your employment status

\/ for Part B

services

\/ for other

services

7) Areaformer Federal employee receiving Workers' Compensation and the Office of Workers
Compensation Programs has determined that you are unable to return to duty)

v

B. When you or a covered family member...

1) Have Medicare solely based on end stage renal disease (ESRD) and...
o Itiswithin thefirst 30 months of eligibility for or entitlement to Medicare due to ESRD (30-month
coordination period)

v

e |tisbeyond the 30-month coordination period and you or afamily member are still entitled to
Medicare due to ESRD

2) Become €dligible for Medicare due to ESRD while already a Medicare beneficiary and...
e ThisPlan was the primary payer before eligibility due to ESRD

\/for 30-month
coordination
period

o Medicare was the primary payer before ligibility due to ESRD

C. When either you or a covered family member are eligible for Medicare solely due to disability and
you...

1) Have FEHB coverage on your own as an active employee or through a family member who is an active
employee

v

2) Have FEHB coverage on your own as an annuitant or through a family member who is an annuitant

<

D. Are covered under the FEHB Spouse Equity provision as aformer spouse

* Workers' Compensation is primary for claims related to your condition under Workers' Compensation

2008 APWU Health Plan 85

Section 9



TRICARE and
CHAMPVA

Workers' Compensation

Medicaid

When other Government
agencies are responsible
for your care
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TRICARE is the health care program for eligible dependents of military
persons, and retirees of the military. TRICARE includes the CHAMPUS
program. CHAMPV A provides health coverage to disabled Veterans and
their eligible dependents. If TRICARE or CHAMPVA and this Plan cover
you, we pay first. Seeyour TRICARE or CHAMPVA Health Benefits
Advisor if you have questions about these programs.

Suspended FEHB coverageto enroll in TRICARE or CHAMPVA: If you are
an annuitant or former spouse, you can suspend your FEHB coverage to enroll
in one of these programs, eliminating your FEHB premium. (OPM does not
contribute to any applicable plan premiums.) For information on suspending
your FEHB enrollment, contact your retirement office. If you later want to re-
enroll in the FEHB Program, generally you may do so only at the next Open
Season unless you involuntarily lose coverage under TRICARE or
CHAMPVA.

We do not cover services that:

¢ You need because of aworkplace-related illness or injury that the Office of
Workers Compensation Programs (OWCP) or asimilar Federal or State
agency determines they must provide; or

e OWCP or asimilar agency pays for through athird party injury settlement or
other similar proceeding that is based on a claim you filed under OWCP or
similar laws.

Once OWCP or similar agency pays its maximum benefits for your treatment, we

will cover your care.
When you have this Plan and Medicaid, we pay first.

Suspended FEHB coverage to enroll in Medicaid or a similar State-sponsored

program of medica assistance: If you are an annuitant or former spouse, you can

suspend your FEHB coverage to enroll in one of these State programs,
eliminating your FEHB premium. For information on suspending your FEHB
enrollment, contact your retirement office. If you later want to re-enroll in the
FEHB Program, generally you may do so only at the next Open Season unless
you involuntarily lose coverage under the State program.

We do not cover services and supplieswhen alocal, State, or Federal
Government agency directly or indirectly pays for them.

8¢
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When others are If we pay any benefits for aninjury or illness caused by another person or entity,
; ininr and you receive money or have aright to receive money from any source,

responsible for injuries including underinsured and uninsured automobile coverage, we must be
reimbursed up to the total amount of benefits paid for the injury or illness, or if
applicable, to you, your heirs, estate, administrators, successors or assignees. This
is called subrogation. The amount owed to the Plan will not be reduced for
attorney’ s fees or costs nor because you were not fully compensated or “made
whol€” for theinjury or illness. You are obligated to reimburse the Plan even if
the amount you receive is not sufficient to compensate you fully.

Y ou must promptly inform usif your injury or illnessis caused by another person.
Failure to provide thisinformation may cause delay in the processing of your
claims. If you file aclaim for compensation, you must notify us of the status of all
stages of your claim and you must tell us about any recoveries you obtain, whether
in or out of court. We may seek alien on the proceeds of your claim in order to
reimburse the Plan up to the full amount of benefits we paid or will pay. You
must agree that you will not do anything that would prevent us from being fully
reimbursed and will cooperate in doing what is necessary to assist usin recovering
benefits paid. All money recovered and in whatever manner it is recovered, and
regardless of how it is designated, must first be used to reimburse the Plan before
itisdistributed in any form. If you receive arecovery and do not reimburse us, we
may reduce any subsequent benefit payments to you or any provider who provided
you or your dependents with medical care, until the Plan’s payments are recovered
intotal. If you do not seek damages, you must agree to let us try; thisincludes the
right of the Plan to sue the responsible person or entity in your name.

Y ou must agree to assign any proceeds or recovery to the Plan when asked to do
so and you must sign a Reimbursement Agreement for this purpose when asked to
do so. The Plan may delay processing of your claims until this agreement is
signed. The Plan’sright to full reimbursement applies even if the Plan paid
benefits before we knew of the accident or illness, and before we asked you to
sign a Reimbursement Agreement. Restrictive endorsements or other statements
on checks accepted by the Plan or its agents will not bind the Plan. If you need
more information, please contact our subrogation vendor at 202/898-1075.

When you have Federal Some FEHB plans already cover some dental and vision services. When you are
Employees Dental and Vision covered by more than one vision/dental plan,

Insurance Plan (FEDVIF) Coverage provided under your FEHB plan remains as your primary coverage.

FEDVIP coverage pays secondary to that coverage. When you enroll in a dental
and/or vision plan on BENEFEDS.com, you will be asked to provide information
on your FEHB plan so that your plans can coordinate benefits. Providing your
FEHB information may reduce your out-of-pocket cost.
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Section 10. Definitions of terms we use in this brochure

Accidentd injury
Admission
Assignment

Calendar year

Coinsurance
Copayment
Cost-sharing

Covered services
Custodia care

Deductible

Experimenta or
investigationa services

2008 APWU Health Plan

Aninjury resulting from aviolent external force.

The period from entry (admission) into a hospital or other covered facility until
discharge. In counting days of inpatient care, the date of entry and the date of discharge
are counted as the same day.

Y our authorization for usto pay benefits directly to the provider. We reserve the right
to pay you directly for all covered services.

January 1 through December 31 of the same year. For new enrollees, the calendar year
begins on the effective date of their enrollment and ends on December 31 of the same
year.

Coinsurance is the percentage of our allowance that you must pay for your care. You
may also be responsible for additional amounts. See page 15.

A copayment is afixed amount of money you pay when you receive covered services.
See page 14.

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.

Services we provide benefits for, as described in this brochure.

Treatment or services, regardless of who recommends them or where they are provided,
that could be rendered safely and reasonably by a person not medically skilled, or that
are designed mainly to help the patient with daily living activities. These activities
include, but are not limited to:

¢ Personal care such as help in: walking; getting in and out of bed; bathing; eating by
spoon, tube or gastrostomy; exercising; dressing

e Homemaking, such as preparing meals or special diets

e Moving the patient

e Acting as acompanion or sitter

e Supervising medication that can usually be self administered; or

e Treatment or services that any person may be able to perform with minimal
instruction, including but not limited to recording temperature, pulse, and
respirations, or administration and monitoring of feeding systems

We determine which services are custodial care. Custodial care that lasts 90 days or
more is sometimes known as long term care.

A deductible is afixed amount of covered expenses you must incur for certain covered
services and supplies before we start paying benefits for those services. See page 14.

A drug, device, or biological product is experimental or investigational if the drug,
device, or biological product cannot be lawfully marketed without approval of the U.S.
Food and Drug Administration (FDA) and approval for marketing has not been given at
thetimeit isfurnished. Approval means all forms of acceptance by the FDA.

A medical treatment or procedure, or adrug, device, or biological product is
experimental or investigational if 1) reliable evidence shows that it is the subject of
ongoing phasel, I1, or Il clinical trials or under study to determine its maximum
tolerated dose, itstoxicity, its safety, its efficacy, or its efficacy as compared with the
standard means of treatment or diagnosis; or 2) reliable evidence shows that the
consensus of opinion among experts regarding the drug, device, or biological product or
medical treatment or procedure is that further studies or clinical trials are necessary to
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Experimental or
investigationa services
(continueq)

Group hedlth coverage

Home health care agency

Hospice care program

Maintenance therapy

Medically necessary

2008 APWU Health Plan

determine its maximum tolerated dose, its toxicity, its safety, its efficacy, or its efficacy
as compared with the standard means of treatment or diagnosis.

Reliable evidence shall mean only published reports and articles in the authoritative
medical and scientific literature; the written protocol or protocols used by the treating
facility or the protocol(s) of another facility studying substantially the same drug,
device, or medical treatment or procedure; or the written informed consent used by the
treating facility or by another facility studying substantially the same drug, device, or
medical treatment or procedure.

Determination of experimental/investigational status may require review by a specialty
appropriate board-certified health care provider or appropriate government publications
such as those of the National Institute of Health, National Cancer Institute, Food and
Drug Administration, Agency of Health Care Policy & Research, and the National
Library of Medicine.

Health care coverage that a member is eligible for because of employment by,
membership in, or connection with, a particular organization or group that provides
payment for hospital, medical, or other health care services or supplies, or that paysa
specific amount for each day or period of hospitalization if that specified amount
exceeds $200 per day, including extension of any of these benefits through COBRA.

An agency which meets all of the following:

e |sprimarily engaged in providing, and is duly licensed or certified to provide, skilled
nursing care and therapeutic services

¢ Has policies established by a professional group associated with the agency or
organization. This professional group must include at least one registered nurse
(R.N.) to direct the services provided and it must provide for full-time supervision of
each service by a physician or registered nurse

¢ Maintains a complete medical record on each individual; and

e Hasafull-time administrator

A coordinated program of home and inpatient palliative and supportive care for the
terminaly ill patient and the patient's family provided by a medically supervised
specialized team under the direction of aduly licensed or certified Hospice Care
Program.

Includes but is not limited to physical, occupational, or speech therapy where continued
therapy is not expected to result in significant restoration of a bodily function but is
utilized to maintain the current status.

Services, drugs, supplies or equipment provided by a hospital or covered provider of
health care services that we determine;

o Are appropriate to diagnose or treat the patient's condition, illness or injury

o Are consistent with standards of good medical practice in the United States

o Arenot primarily for the personal comfort or convenience of the patient, the family,
or the provider

e Arenot apart of or associated with the scholastic education or vocational training of
the patient; and

¢ In the case of inpatient care, cannot be provided safely on an outpatient basis

Thefact that a covered provider has prescribed, recommended, or approved a service,
supply, drug or equipment does not, in itself, make it medically necessary.
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Plan alowance

Rehabilitative care

Us'We

You

Our Plan alowance is the amount we use to determine our payment and your
coinsurance for covered services. Fee-for-service plans determine their allowancesin
different ways. We determine our allowance as follows:

For PPO providers, our allowance is based on negotiated rates. PPO providers always
accept the Plan’ s allowance as their charge for covered services.

For non-PPO providers, we base the Plan allowance on the lesser of the provider’s
actual charge or the reasonable and customary charge for the service you received. We
determine the reasonable and customary allowance by using health care charges guides
which compare charges of other providers for similar services in the same geographical
area. For surgery, doctor’s services, X-ray, lab and therapies (physical, speech and
occupational), we use guides prepared by the Health Insurance Association of America
(HIAA) and apply these guides under the High Option at the 70" percentile and under
the Consumer Driven Option at the 80™ percentile. We update these charges guides at
least once each year. If HIAA information is not available, we will use other credible
sources including our own data.

For more information, see Differerices between our allowarice and the bill in
Section 4.

Treatment that reasonably can be expected to restore and/or substantially restore a
bodily function that was impaired as aresult of trauma or disease.

Us and we refer to APWU Health Plan.

Y ou refers to the enrollee and each covered family member.

Consumer Driven Heath Plan Definitions

Consumer Driven option

Member Responsibility

Persona Care Account

Rollover

2008 APWU Health Plan

A fee-for-service option under the FEHB that offers you greater control over choices of
your health care expenditures. Y ou decide what health care services will be reimbursed
under the health plan funded Personal Care Account (PCA). Unused funds from the
PCA will roll over at the end of the year. If you spend the entire PCA fund before the
end of the year, then you must satisfy a member responsibility before benefits are
payable under the traditional type of insurance covered by your Plan. Y ou decide
whether to use in-network or out-of-network providers to reach the maximum fund
allowed under your PCA.

Under the Consumer Driven Option, your Member Responsibility is the amount you
must pay, if you have exhausted your Personal Care Account, before your Traditional
Health Coverage begins. See page 15.

Under the Consumer Driven Option, your Personal Care Account (PCA) isan
established benefit amount which is available for you to use first to pay for covered
hospital, medical, dental and vision care expenses. Y ou determine how your PCA will
be spent and any unused amount at the end of the year may be rolled over to increase
your available PCA in the subsequent year(s).

Any unused, remaining balance in your PCA at the end of the calendar year may be
rolled over to subsequent years up to a maximum PCA account of $5,000 per Self Only
enrollment or $10,000 per Self and Family enrollment, thereby increasing your PCA in
the following year(s). Y ou must use any available PCA benefits, including any
amounts rolled over from previous years, before Traditional Health Coverage begins.
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Section 11. FEHB facts

Coverage information

e No pre-existing
condition limitation

e Where you can get information
about
enrolling in the FEHB Program

e Typesof coverage
available for you and
your family
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We will not refuse to cover the treatment of a condition that you had before you enrolled
in this Plan solely because you had the condition before you enrolled.

See www.opm.gov/insure/health for enrollment information as well as:

¢ Information on the FEHB Program and plans available to you
¢ A health plan comparison tool

o A list of agencies who participate in Employee Express

o A link to Employee Express

o Information on and linksto other electronic enrollment systems

Also, your employing or retirement office can answer your questions, and giveyou a
Guide to Federal Benefitsbrochures for other plans, and other materials you need to
make an informed decision about your FEHB coverage. These materialstell you:

e When you may change your enrollment;

e How you can cover your family members;

o What happens when you transfer to another Federal agency, go on leave without pay,
enter military service, or retire;

¢ When your enrollment ends; and

o 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.

Self Only coverageisfor you alone. Self and Family coverage isfor you, your spouse,
and your unmarried dependent children under age 22, including any foster children or
stepchildren your employing or retirement office authorizes coverage for. Under certain
circumstances, you may a so continue coverage for adisabled child 22 years of age or
older who isincapable of self-support.

If you have a Self Only enrollment, you may change to a Self and Family enrollment if
you marry, give birth, or add a child to your family. Y ou may change your enrollment
31 days before to 60 days after that event. The 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 and Family because you marry, the changeis
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
marry.

Y our employing or retirement office will not notify you when afamily member is no
longer eligible to receive benefits, nor will we. Pleasetell usimmediately when you add
or remove family members from your coverage for any reason, including family
members are added or lose coverage for any reason, including your marriage, divorce,
annulment, or when your child under age 22 turns age 22 or has a change in marital
status, divorce, or when your child under age 22 marries.

If you or one of your family membersis enrolled in one FEHB plan, that person may not
be enrolled in or covered as afamily member by another FEHB plan.
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e Children’s Equity Act OPM has implemented the Federal Employees Health Benefits Children’s Equity Act of
2000. Thislaw mandates that you be enrolled for 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 thislaw applies to you, you must enroll for Self and Family coveragein a health plan
that provides full benefits in the areawhere 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 and
Family coverage in the Blue Cross and Blue Shield Service Benefit Plan’s Basic
Option;

¢ |f you have a Self Only enrollment in afee-for-service plan or in an HMO that serves
the areawhere your children live, your employing office will change your enrollment
to Self and Family in the same option of the same plan; or

o If you areenrolled in an HMO that does not serve the area where the children live,
your employing office will change your enrollment to Self and Family in the Blue
Cross and Blue Shield Service Benefit Plan’s Basic Option.

Aslong as the court/administrative order isin 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 aplan that doesn't serve the areain
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 areain which
your children live aslong as the court/administrative order isin effect. Contact your
employing office for further information.

¢ When benefits and The benefitsin this brochure are effective on January 1. If you joined this Plan during

premiums start Open 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 2008 benefits of your old plan or
option except when you are enrolled under this Plan's Consumer Driven Option. Under
this Plan's Consumer Driven Option, between January 1 and the effective date of your
new plan (or change to High Option of this Plan) you will not receive a new Personal
Care Account (PCA) for 2008 but any unused PCA benefits from 2007 will be available
to you. However, if your old plan left the FEHB Program at the end of the year, you are
covered under that plan’s 2007 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.

Under the Consumer Driven Option, if you joined this Plan during Open Season, you
receive the full Personal Care Account (PCA) as of your effective date of coverage. If
you joined at any other time during the year, your PCA and your Member Responsibility
for your first year will be prorated for each full month of coverage remaining in that
calendar year.

2008 APWU Health Plan 9z Section 11



e Whenyou retire

When you lose benefits

e When FEHB coverage
ends

e Upon divorce

e Temporary
Continuation of
Coverage (TCC)

e Converting to individud
coverage
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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).

Y ou will receive an additional 31 days of coverage, for no additional premium, when:

o Your enrollment ends, unless you cancel your enrollment, or
¢ You are afamily member no longer eligible for coverage.

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

Y ou may be eligible for spouse equity coverage or Temporary Continuation of Coverage
(TCC), or aconversion policy (anon-FEHB individual policy).

If you are divorced from a Federal employee or annuitant, you may not continue to get
benefits under your former spouse’s enrollment. Thisisthe case even when the court has
ordered your former spouse to provide health coverage to 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 Rl 70-5, the Guide
o Federa Benfits for Temporary Continuation of Coverage and Former Spouse Enrollees,
or other information about your coverage choices. Y ou can also download the guide from
OPM’s Web site, www.opm.gov/insure.

If you leave Federal service, or if you lose coverage because you no longer qualify asa
family member, you may be ligible for Temporary Continuation of Coverage (TCC).
For example, you can receive TCC if you are not able to continue your FEHB enrolIment
after you retire, if you lose your Federa job, if you are a covered dependent child and
you turn 22 or marry, etc.

Y ou 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, and the RI 70-5, the Guide to
Federal Benefits for Temporary Continuation of Coverage and Former Spouse Enrollees,
from your employing or retirement office or from www.opm.gov/insure. It explains
what you have to do to enroll.

Y ou may convert to a non-FEHB individual policy if:

e Your coverage under TCC or the spouse equity law ends (If you canceled your
coverage or did not pay your premium, you cannot convert);

e You decided not to receive coverage under TCC or the spouse equity law; or

e You are not eligible for coverage under TCC or the spouse equity law.

If you leave Federal service, your employing office will notify you of your right to
convert. You must apply in writing to us within 31 days after you receive this notice.
However, if you are afamily member who islosing coverage, the employing or
retirement office will not notify you. You must apply in writing to us within 31 days
after you are no longer eligible for coverage.

Y our benefits and rates will differ from those under the FEHB Program; however, you
will not have to answer questions about your health, and we will not impose awaiting
period or limit your coverage due to pre-existing conditions.
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e Getting a Certificate of The Health Insurance Portability and Accountability Act of 1996 (HIPAA) is a Federal
Group Health Plan law that offerslimited Federal protections for health coverage availability and continuity
Coverage to people who lose employer group coverage. If you leave the FEHB Program, we will

give you a Certificate of Group Health Plan Coverage that indicates how long you have
been enrolled with us. Y ou can use this certificate when getting health insurance or
other health care coverage. Y our new plan must reduce or eliminate waiting periods,
limitations, or exclusions for health related conditions based on the information in the
certificate, aslong as you enroll within 63 days of losing coverage under this Plan. |If
you have been enrolled with us for less than 12 months, but were previously enrolled in
other FEHB plans, you may also request a certificate from those plans.

For more information, get OPM pamphlet Rl 79-27, Temporary Continuation of
Coverage (TCC) under the FEHB Program. See also the FEHB Web site
(www.opm.gov/insure/hedlth); refer to the “TCC and HIPAA” frequently asked
guestions. These highlight HIPAA rules, such as the requirement that Federal employees
must exhaust any TCC eligibility as one condition for guaranteed access to individual
health coverage under HIPAA, and have information about Federal and State agencies
you can contact for more information.

¢ APWU Health Plan Notice of The APWU Health Plan’s Notice of Privacy Practices describes how medica
Privacy Practices information about you may be used by the Health Plan, your rights concerning your
health information and how to exercise them, and APWU Health Plan’s responsibilities
in protecting your health information. The Notice is posted on the Health Plan’'s
website. If you need to obtain a copy of the Health Plan’s Notice of Privacy Practices,
you may either contact the Health Plan via e-mail through the website,
www.apwuhp.com, or by calling 800/222-APWU (2798).
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Section 12. Three Federal Programs complement FEHB benefits

Important Information OPM wants to make sure you are aware of two Federal programs that complement the
FEHB Program.

First, the Federal Long Term Care Insurance Program (FLTCIP) helps cover long term
care costs, which are not covered under the FEHB Program.

Second, the Federal Flexible Spending Account Program, also known as FSAFEDS, lets
you set aside tax-free money to pay for health and dependent care expenses. The result
can be adiscount of 20% to more than 40% on services you routinely pay for out-of-
pocket.

Third, the new Federal Employees Dental and Vision Insurance Program (FEDVIP), P
rovides comprehensive dental and vision insurance at competitive group rates. There are
several plans from which to choose.Under FEDVIP you may choose self only, self plus
one, or self and family coverage for yourself and any qualified dependents.

The Federal Long Term Care Insurance Program - FL TCIP

« It'simportant protection The Federal Long Term Care Insurance Program (FLTCIP) can help you pay for the
potentially high cost of long term care services, which are not covered by FEHB plans.
Long term careis help you receive to perform activities of daily living — such as bathing
or dressing yourself - or supervision you receive because of a severe cognitive
impairment. To qualify for coverage under the FLTCIP, you must apply and pass a
medical screening (called underwriting). To request an Information Kit and application.
Call 1-800-L TC-FEDS (1-800-582-3337) (TTY 1-800-843-3557) or visit
www.ltcfeds.com.

The Federa Flexible Spending Account Program - FSAFEDS

What isan FSA? It is atax-favored benefit that allows you to set aside pre-tax money from your
paychecksto pay for avariety of eligible expenses. Annuitants are not eligible to enroll.

There are three types of FSAs offered by FSAFEDS. Each type has a minimum annual
election of $250 and a maximum annual €lection of $5,000.

o Health Care FSA (HCFSA) —Pays for eligible health care expenses (such as
copayments, deductibles, over-the-counter medications and products, vision and
dental expenses, and much more) for you and your dependents which are not covered
or reimbursed by FEHBP or FEDVIP coverage or any other insurance.

o Limited Expense Health Care FSA (LEX HCFSA) — Designed for employees enrolled
in or covered by a High Deductible Health Plan with a Health Savings Account.
Eligible expenses are limited to dental and vision care expenses for you and your
dependents, which are not covered or reimbursed, by FEHBP or FEDV IP coverage or
any other insurance.

o Dependent Care FSA (DCFSA) — Pays for eligible dependent care expenses for your
child(ren) under age 13 or for dependants unable to care for themselves that allow you
(and your spouse if married) to work, look for work (as long as you have earned
income for the year), or attend school full-time.

Where can | get more information Visit www.FSAFEDS.com or call an FSAFEDS Benefits Counselor toll-free at 1-877-
about FSAFEDS? FSAFEDS (1-877-372-3337), Monday through Friday, 9 am. until 9 p.m., Eastern Time.
TTY: 1-800-952-0450.
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The Federal Employees Dental and Vision Insurance Program - FEDV/IP

I mportant
Information

Denta Insurance

Vision Insurance

Additiona
Information

How do | enroll?

The Federal Employees Dental and Vision Insurance Program (FEDVIP) is a program, separate and
different from the FEHB Program, established by the Federal Employee Dental and Vision Benefits
Enhancement Act of 2004. This Program has no pre-existing condition limitations. FEDVIP isavailableto
eligible Federal and Postal Services employees, retirees, and their eligible family members on an enroll-pay
basis. Premiums are withheld from salary on a pre-tax basis.

Dental plans provide a comprehensive range of services, including all the following:

o Class A (Basic) services, which include oral examinations, prophylaxis, diagnostic evaluations, sealants
and x-rays.

o ClassB (Intermediate) services, which include restorative procedures such asfillings, prefabricated
stainless steel crowns, periodontal scaling, tooth extractions, and denture adjustments.

e Class C (Major) services, which include endodontic services such as root canals, periodontal services
such as gingivectomy, major restorative services such as crowns, oral surgery, bridges and prosthodontic
services such as complete dentures.

e Class D (Orthodontic) services with up to a 24-month waiting period.

Vision plans provide comprehensive eye examinations and coverage for lenses, frames and contact lenses.
Other benefits such as discounts on LASIK surgery may also be available.

Y ou can find a comparison of the plans available and their premiums on the OPM website at
www.opm.gov/insure/dentalvision. This site also provides links to each plan’s website, where you can
view detailed information about benefits and preferred providers.

Y ou enroll on the Internet at www.BENEFEDS.com. For those without access to a computer, call 1-877-
888- 3337(TTY number, 1-877- 889-5680).
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Summary of benefits for the High Option of the APWU Health Plan - 2008

Do not rely on this chart alone. All benefits are subject to the definitions, limitations, and exclusions in this brochure. On this page
we summarize specific expenses we cover; for more detail, look inside.

If you want to enroll or change your enrollment in this Plan, be sure to put the correct enrollment code from the cover on your
enrollment form.

Below, an asterisk (*) means the item is subject to the calendar year deductible, $275 (PPO) or $500 (Non-PPO). And, after we pay,
you generally pay any difference between our allowance and the billed amount if you use a Non-PPO physician or other health care
professional.

Benefits You Pay Page

Medical services provided by physicians:
e Diagnostic and treatment services provided in the office* .............. PPO: $18 copay per visit (No deductible); 10%of | 23
Plan allowance

Non-PPO: 30% of our allowance plus amount over
our alowance

Services provided by ahospital:
©  INPEHENT ..o e PPO: 10% of Plan allowance 37
Non-PPO: $300 copay and 30% of our allowance
plus amount over our alowance

LI @0 7 1= o TR PPO: 10% of Plan allowance 39
Non-PPO: 30% of our allowance plus amount over
our allowance

Emergency benefits:

o ACCIENLEl TNJUIY ..o st PPO: Nothing 40
Non-PPO: Any amount over our alowance

o Medical BMEIGENCY™ .....cccvcierereeeee et Regular benefits 41

Mental health and substance abuse treatment In-network: Regular cost sharing. 42

Out-of-network: Benefits are limited.

Prescription drugs:

o NEWOrK PRarMACY .....cccovvvvereeeereeririeeeneseseresis e neeeeens $8 generic/25% brand name 46
o Network pharmacy MediCare...........cveveveveeeeereeeereeeseeeeeeee e $8 generic/25% brand name 46
o NON-NEtWOrk Pharmacy ........cccocvvvvieieeeeieeeese s 50% of cost 46
e Non-network pharmacy Medicare..........ccoeeeevicieseesesceesns 50% of cost 46
®  Mail OFEN ..o $15 generic/25% brand name 46
o Mail order MEdiCAre........ccveueeeeeeeeieeeeeeeeeeee e $15 generic/25% brand name 46
(D= g1z O TS Any difference between our allowance and the 47

billed amount for covered services

Special features. Flexible benefits option, 24-hour nurse line, Services for deaf and hearing-impaired, Wellness benefit, 48
Disease Management Program, Review and reWard PrOGIaIM ........ceovieverereeeeeesieseeseesteseessessessesssesssssesssssessesssssessssssessessessenns

Protection against catastrophic costs (your out-of-pocket maximum) | PPO: Nothing after $4,000/Self Only or Family 16
enrollment per year

Non-PPO: Nothing after $10,000/Self Only or
Family enrollment per year

Some costs do not count toward this protection
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Summary of benefits for the CDHP of the APWU Health Plan - 2008

Do not rely on this chart alone. All benefits are subject to the definitions, limitations, and exclusions in this brochure. On this page

we summarize specific expenses we cover; for more detail, look inside.

If you want to enroll or change your enrollment in this Plan, be sure to put the correct enrollment code from the cover on your

enrollment form.

Below, an asterisk (*) means the item is subject to the Member Responsibility, generally $600 per Self Only and $1,200 per Self and
Family, once your Personal Care Account has been spent. And, after we pay, you generally pay any difference between our allowance
and the billed amount if you use an out-of-network physician or other health care professional.

Benefits Y ou Pay Page
In-network preventive care Nothing 51
Personal Care Account: Nothing up to $1,200 for Self Only or $2,400 for 53
Up to $1,200 for Self Only or $2,400 for Self and Family for Self and Family
medical, surgical, hospital, mental health and substance abuse
services and prescription drugs plus certain dental and vision care
Traditional Health Coverage after Personal Care Account is
exhausted
Medical/Surgical services provided by physicians:
¢ Diagnostic and treatment services provided in the office* ............ In-network: 15% of Plan alowance 57
Out-of-network: 40% of our allowance plus amount
over our alowance
Services provided by a hospital:
@ INPALHENTY ...oceiiicec e In-network: 15% of Plan allowance 69
Out-of -network: 40% of our allowance plus amount
over our allowance
© OULPBLIENTY ...ttt ettt st st e ae et sneneas In-network: 15% of Plan alowance 70
Out-of -network: 40% of our allowance plus amount
over our allowance
Emergency benefits:
AcCidental INJUIY™ ...oc.oceeececeeee e e In-network: 15% of Plan Allowance 71
MediCal BMEIGENCY™ ......coveeieeeeie e e Out-of-network: 15% of Plan Allowance plus 71
amount over our alowance
Mental health and substance abuse treatment* .............cccccevevevenene In-network: Regular cost sharing 72
Out-of-network: Benefits are limited
Prescription drugs:
o NEWOIK PharmaCy™ .......covoirererirererenieieieeeeeene e 25%/minimum $10 74
e Network pharmacy MediCare® ............cccoeveeeveireceeesee e 25%/minimum $10 74
® Mall OFAEI™ ...ttt 25%/minimum $15 74
e Mail order MediCare® ...........cccoevveueeveieceeecee et 25%/minimum $15 74
Dental Care/Vision Care (covered only under Personal Care Any amount over $400 per Self Only or $800 per 54
o o0 1F 1) RS Family*
Special features. Online tools and resources, Consumer choice information, Services for deaf and hearing-impaired,
24-hour nurse advisory SerViCe and Care SUPPOIT .......cieeeieeeeeereeresreseseesresseseessessesessessessessessesseessessessesssssessesseesesssensessessessenns 75
Protection against catastrophic costs (your out-of-pocket maximum) .. | In-network: Nothing after $3,000 Self Only or 17

$4,500 Family enrollment per year
Out-of-network: Nothing after $9,000/Self Only or
Family enrollment per year

Some costs do not count toward this protection
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2008 Rate Information for the APWU Health Plan

Non-Postd rates apply to most non-Postal enrollees. If you arein a special enrollment category, refer to the Guide fo Federal
Benifitsfor that category or contact the agency that maintains your health benefits enrollment.

Postal Category 1 rates apply to certain career non-law enforcement Postal Service employees. Postal Category 2 rates
apply to other career non-law enforcement Postal Service employees.

CDHP Preferred rates apply to career postal employees represented by the APWU (including MDC, HQ Operating
Services and IT/ASC) and the National Postal Professional Nurses Union (NPPN) who meet certain eligibility requirements.

Postal EA SE, the empl oyee self-service system used for FEHB enrollment, automatically provides the applicable premium

to individual employees. Career non-law enforcement employees may also refer to the Guide to Federal Benefits for
United States Postal Service Employees, RI 70-2 for eligibility criteriaand to determine their rates.

Different rates apply and a special Guide is published for Postal Service Inspectors and Office of Inspector General (OIG)
employees (see Rl 70-2IN).

For further assistance, Postal Service employees should call:

Human Resources Shared Service Center

1-877-477-3273, Option 5

TTY: 1-866-260-7507

Postal rates do not apply to non-career postal employees, postal retirees, or associate members of any postal employee

organization who are not career postal employees. Refer to the applicable Guide to Federal Benefits

Non-Postal Premium Postal Premium
Biweekly Monthly Biweekly
CDHP
Preferred
Type of Enrollment Gov't Your Gov't Y our Caegory 1 | Category 2 | Rate Your
Enrollment Code Share Share Share Share Your Share | Your Share Share
High Option 471 $144.08 | $4803 | $312.18 | $10406 | $24.01 $21.61 N/A
Sdf Only
High Option
Saf and Fami Iy 472 $325.78 $108.59 $705.86 $235.28 $54.30 $48.87 N/A
CDHP Option
Sdlf OnIy 474 $116.55 $38.85 $252.53 $84.17 $19.42 $17.48 $7.77
CDHP Option
Saf and Fami Iy 475 $262.20 $87.40 $568.10 $189.37 $43.70 $39.33 $17.48
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