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Please read this Evidence of Coverage carefully and keep it in
a safe place for future reference. It explains Your Coverage
from BlueCross BlueShield of Tennessee.

If You have questions about this Evidence of Coverage or any
matter related to Your membership in the Plan, please write
or call Us at:

BlueCross and BlueShield of Tennessee
Member Service
1 Cameron Hill Circle
Chattanooga, Tennessee 37402-0002
1-(800) 565-9140

BCBST - Dental EOC
2008 (Rev. 7/22)



BCBST - Dental EOC
2008 (Rev. 7/22)



ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linglistica.
Liame al 1-800-565-9140 (TTY: 1-800-848-0208),
pdy) BOO-565-9140-1 o3, Jadt Jomally 8 B dogalll Suslaall o Ol cdalll (53 Soamss S5 03] i B gmla
B00-848-0298-1 a5y pafl itls
IR HNEFERAERGY ST RERERENEE. IREE 1-800-565-9140
(TTY:1-800-848-0298) .

CHU ¥: Néu ban ndi Tiéng Viét, co cac dich vu hd trg ngdn ngi¥ mién phi danh cho ban.
Goi s8 1-800-565-9140 (TTY:1-800-848-0298).

Fo MHIZE MNEEAE B, o X HEAR FRFEER 01854 = & LICE 1-800-565-9140
(TTY: 1-800-848-0298) He 2 Mol FAlA 2.

ATTENTION : 5i vous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-800-565-8140 (ATS : 1-800-848-0298).

Eun:nu N.70 110 X0 _ WIS 270, DTUL 2 MU oo B0 U,
oBU 3 0P 7,00 LY W BUIM v 7. s 1-800-565-9140 (TTY: 1-800-848-0298).

TP LS B RICE hiPy PR ACRS BCER D MR APTHPE HOE A OF FLhiA T SR
1-B00-565-9140 (v=f™3 (a5 Fe- 1-800-848-0298).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen koslenlos sprachliche Hilfsdienstleisiungen
zur Verfiugung. Rufnummer: 1-800-565-9140 (TTY: 1-800-848-0298).

TM s el A ATl ALl AL AR I 1 AL AN HIE S S, S 350 1-800-565-9140
:1-800-848-0298)

AEES  BFERERCL28s. SEHORBREEECHAVLCLOET. 1-800-565-9140
(TTY:1-800-848-0298) T, SVECTIRE<EZ L,

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-800-565-9140 (TTY:1-800-848-0298).

e % Tl sy @B S & 91 s B e & e s A arEay fi1-800-565-9140
(TTY:1-B00-848-0298) 7= Fi= F41

BHMMAHWE: Ecnu Bel roBOpUTE HA PYCCKOM RILIKE, TO BAM OOCTYNHE GECNRATHEIE YCMYTIA
nepepona. 3soqute 1-800-565-8140 (reneTtain; 1-800-848-0288),
L s g ol Lt (1 0 AR 5 5 ey 5 S0l 1358 e SR s M 5 S e g
. a8 Ll 1-800-565-9140 (TTY:1-800-848-0298)

ATAMNSYON: 5i w pale Kreydl Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou.
Rele 1-800-565-0140 (TTY: 1-800-848-0298).

UWAGA: JaZeli mdwisz po polsku, mozesz skorzystad 2 bezplatnej pomocy jezykowej. Zadawor
pod numer 1-B00-565-9140 (TTY: 1-800-848-0298).

ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para
1-800-565-9140 (TTY: 1-800-848-0298).

ATTEMZIOME: In caso la lingua parata sia litaliano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-800-565-9140 (TTY: 1-800-848-0298).

Dii baa akd ninizin: Dii saad bee yanilti'go Diné Bizaad, saad bee aka'anida’awo'déé’,
t'aa jiik'eh, éi na holg, koji' hodiilnih 1-800-565-9140 (TTY: 1-800-848-0288).

BCBST - Dental EOC
2008 (Rev. 7/22)



BCBST - Dental EOC
2008 (Rev. 7/22)



Table of Contents

Getthe MOoSt from YOUE BENEFits.....cccceerivereeirieesesersessenssesasessssnessssnes sossssess snsses snssesssssesarsns 1

ENrollingin the Plan........... et cenecsns eeen sessee censss se s e nans s semssesenassnnsnsnnne 3

WHhen CoVErage BEEINS.........ccceveeeceeeneiesencacseeseesonesensesssseses esessess snsses snsses snsess sesssssss sseses nsesns 5
WHhen Coverage ENdS...........ceeeieeeeeeceeceeseeneesnenseseescasses enssness snsess snsses sessssens snsees sseses sesess sesassees .6
ContinUation Of COVEIrage...... e rreecerreererinceceree sensse snsnss ssesnsses sensss snsessssssnsses sensss ansessssesenon 8
Claims and Payment..........ccoeeeeveceeeires sensaesesees saensses sensse sesessssesnsses sessse snsnsssnsssssssnnssssnnsnns o 12
Coordination of BENEfits... ... e sinent i st s s s e st s sss e susasasss sasens 15
GrieVanCe ProCeAUIE.........uiieicece e e st s cestss sessaesss stsnes seasas ssens sasasasas sssns sasasssnes .20
DEfiNItiONS...cc et st s s s s s st s e et e asasa s aas saseas s 24
ATTACHMENT A: COVERED SERVICES AND EXCLUSIONS..........cccconninturncssenssassssssssaseas 27
ATTACHMENT B: OTHER EXCLUSIONS.........couiiiias st st s seness canssases susees ssses sessssssanen 33
ATTACHMENT C: SCHEDULE OF BENEFITS.......ccccesei it susir s stsesssss sessas susass sasssess e 35
ATTACHMENT D: ELIGIBILITY ....cvvituieurenneennasnesasusns susesssnsessas susnssssasns sussss esssssss ssssss ssssns sassassss 36
ATTACHMENT E: PRIVACY PRACTICES.........ccoii i inmnensasnesessensessnssss ssssssssssassas ssssns ssssss 38
General Legal ProViSIiONS......c...cceceveeeerneecemreeesreen e caeses sesssnsas snseessasses snseesssnsn sasans snsss nsssases 42

BCBST - Dental EOC
2008 (Rev. 7/22)



BCBST - Dental EOC
2008 (Rev. 7/22)



Get the Most from Your Benefits

1. Create Your online account and download the BCBSTN mobile app. Go to bcbst.com/activate and click
registeraccount so you can see and share Your Member ID card with a single tap, view claims, and
access information about Your benefits anywhere, anytime. You can also download BCBSTN mobile app
fromthe App Store® or Google Play® and log in using the same password?.

2. Please read Your Evidence of Coverage. This Evidence of Coverage (“EOC”) is part of the Group
Agreement between BlueCross BlueShield of Tennessee, Inc. (“BlueCross®,” “BlueCross BlueShield of
Tennessee,” “Our,” “Plan,” “Us” or “We”) and Your Group. “Subscriber” means the individual to whom
We have issued this EOC. “Member,” “You” or “Your” means a Subscriberor a Covered Dependent.
“Coverage” meansthe insurance benefits Members are entitled to underthis EOC. This EOC describes
the terms and conditions of Your Coverage from the Plan through the Group, and includes all Riders
and attachments, which are incorporated herein by reference. This EOC replaces and supersedes any
EOC that You may have previously received from Us.

Please read this EOC carefully. It describes Your rights and duties as a Member. Itis important to read
the entire EOC. Certain services are not Covered by Us. Other Covered Se rvices are limited.

In orderto make it easierto read and understand this EOC, defined words are capitalized. Those words
are definedin the “Definitions” section of this EOC.

The Group has delegated discretionary authority to the Plan to make any benefit determinations. It
has also granted the authority to construe the terms of Your Coverage with the Plan. The Plan shall be
deemedto have properly exercised that authority unless it abuses its discretion when making such
determinations, whether ornotthe Group’s benefit planis subject to ERISA. “ERISA” means the
Employee RetirementIncome Security Act. The Group retains the authority to determine whetherYou
or Your Covered Dependents are eligible for Coverage.

Any Grievance related to Coverage under this EOC must be resolved in accordance with the
“Grievance Procedure” section of this EOC.

Questions: Please contact Us at the Member Service numberon the back of Your MemberID card, if
You have any questions when reading this EOC. Our consumer advisors are also available to discuss any
other mattersrelated to Your Coverage underthis EOC.

3. HowA PPOPIlan Works. You have a PPO plan. BlueCross has an agreement with a network of
participating dentists. These Providers, called Network Dentists, agree to special pricing arrangements.

Your PPO plan has two levels of benefits. By using Network Providers, You receive the highest level of
benefits. However, You can choose to use Providers that are not Network Providers. These Providers
are called Out-of-Network Providers. When You use Out-of-Network Providers, that Dentist can bill You
for any amount not Covered by this EOC. You are responsible for the difference between the Billed
Charges and the Maximum Allowable Charge for a Covered Service, if an Out-of-Network Dentist’s
Billed Charges are more than the Maximum Allowable Charge for such Services.

Attachment C: “Schedule of Benefits”, shows how Your benefits vary for services received from
Network and Out-of-Network Providers. Attachment A details Covered Services, and Attachment B lists
services excluded underthe Plan. By using Network Providers, You maximize Your benefits and avoid
balance billing. Balance billing happens when You use an Out-of-Network Providerand You are billed
for any unpaid Billed Charges. This amount can be substantial.
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4. BlueCrossBlueShield of Tennessee Identification Card. Once Your Coverage becomes effective, You will
receive a BlueCross BlueShield of Tennessee Memberidentification (ID) card. Providers nationwide
recognize it. The Member ID card is the keyto receiving the benefits of the dental plan. Carry it at all
times. Please be sure to show the Member ID card each time You receive dental services.

Our memberservice numberis on the back of Your Member ID card. This is an important phone
number. Call this numberif You have any questions.

If Your MemberIDcard is lost or stolen, or anothercard is needed fora Covered Dependent not living
with You, please visit bcbst.com/mylD or call the numberlisted on the front page of this EOC. You may
wantto record Your MemberID numberforsafekeeping.

5. Always use Network Providers. See “Attachment A: Covered Services” foran explanation of a Network
Provider. Call Us to verify that a Provideris a Network Provider or visit bcbst.com/finddentalcare oruse
the BCBSTN mobile app.

6. Ask Us if the Provideris in the specific network shown on Your Member D card. Since BlueCross has
severalnetworks, a Provider may be in one BlueCross network, but notin all of Our networks. Visit
bcbst.com/finddentalcare or use the BCBSTN mobile app for more information on Providersin each
network.

7. Notify Your Employerwithin thirty-one (31) days of a qualifying eventif changesin the following occur
for You or any of Your Covered Dependents:

Name;

Address;

Telephone number;

Employment (change companies orterminate employment);
Status of any other healthinsurance You might have;

Birth of additional dependents;

Marriage or divorce;

Death; or

Adoption

om0 o0 oW

1 The App Store is a registered trademark of Apple, Inc.

Google Play is a trademark of Google, Inc.
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Enrollingin the Plan

Eligible Employees may enrollfor Coverage forthe mselves and their eligible dependents assetforthin
this section. No personis eligible to re-enrollif the Plan previously terminated his or her Coverage for
any of the reasons listed under paragraph C. of the “When Coverage Ends” section of this EOC. Your
Group chooses the classes of Employees who are eligible for Coverage underthe Plan. Please referto
Attachment D: Eligibility for details.

A.

D.

Initial Enrollment Period

Eligible Employees may enrollfor Coverage forthemselves and their eligible depende nts within the
first thirty-one (31) days after becoming eligible for Coverage. The Employee must (1) include all
requested information; (2) sign; and (3) submit an Enrollment Form to the Plan during that initial
enrollment period, except as otherwise indicated in paragraph C below.

Open Enrollment Period

Eligible Employees shallbe entitled to apply for Coverage forthemselves and eligible dependents
during the Group’s Open Enroliment Period. The Employee must (1) include all requested information;
(2) sign; and (3) submit an Enrollment Form to the Plan during that Open Enrollment Period.
Employees who become eligible for Coverage otherthan during an Open Enrollment Period may apply
for Coverage forthemselves and eligible dependents within thirty-one (31) days of becoming eligible
for Coverage, orduringa subsequent Open Enrollment Period.

Adding Dependents

Afterthe Subscriberis Covered, he orshe may apply to add a dependent, who became eligible after
the Subscriberenrolled as follows:

1. A newbornchild of the Subscriber or the Subscriber’s spouse is Covered from the moment of
birth. A legally adopted child (including children placed with You for the purposes of adoption) will
be Covered as of the date of adoption or placement for adoption whicheverisfirst. Children for
whomthe Subscriber or the Subscriber’s spouse has been appointed legal guardian by a court of
competent jurisdiction will be Covered fromthe momentthe child is placed in the Subscriber’s
physical custody. The Subscriber must enroll the child within thirty-one (31) days from the date
that the Subscriber or Subscriber’s spouse acquires the child.

If the Subscriber fails to do so, and an additional Premium is required to Coverthe child, the Plan
will not Coverthe child after thirty-one (31) days from the date the Subscriber or the Subscriber’s
spouse acquired the child. If no additional Premium s required to provide Coverage to the child,
the Subscriber’s failure to enroll the child does not make the child ineligible for Coverage.

However, the Plan cannot add the newly acquired child to the Subscriber’s Coverage until
notified of the child’s birth. This may delay claims processing.

2. Anyothernewdependent, (e.g.if the Subscriber marries) may be added as a Covered Dependent
if the Subscriber completes and submits a signed Enrollment Form to the Group representative
within thirty-one (31) days of the date that person first becomes eligible for Coverage.

Late Enrollment

Employees or their family dependents who do not enroll when becoming eligible for Coverage under
(A), (B) or (C), above, may be enrolled:

1. During a subsequent Open Enrollment Period; or

BCBST - Dental EOC
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2. Ifthe Employee acquires a new dependent, and the Employee applies for Coverage within thirty-one
(31) days.

E. EnrollmentUpon Change in Status

If You have a change in status, You may be eligible to change Your Coverage otherthan during the
Open Enrollment Period. The Subscriber must, withinthe timeframe setforth below, submita
change form to the Group representative to notify the Plan of any changes in status for Yourself or
for Your Covered Dependent. Any change in Coverage elections must be consistent with the change
in status.

1. The Subscriber mustrequestthe change within thirty-one (31) days of the change in status for
the following events:

a. Marriage or divorce;

b. Deathof the Employee’s spouse ordependent;
c. Changein dependency status;

d. Medicare eligibility;

Coverage by another Payor;
f. Birth or adoption of a child of the Employee;

g. Termination of employment, orcommencement of employment, of the Employee’s spouse;
or

h. Switching from part-time to full-time, or from full-time to part-time status by the Employee
or the Employee’s spouse.

2. The Subscriber must requestthe change within sixty (60) days of the change in status for the
following events:

a. Loss of eligibility for Medicaid or Children’s Health Insurance Program (CHIP) coverage; or
b. Becomingeligible to receive a subsidy for Medicaid or CHIP coverage.

3. AnEmployee oreligible dependent who did not apply for Coverage within thirty-one (31) days of
first becoming eligible for Coverage underthis Plan may enroll if:

a. He orshe had other dental coverage at the time Coverage under this Plan was previously
offered; and

b. He orshestated, in writing, that such other coverage was the reason for de clining Coverage
underthis Plan at the time Coverage underthis Plan was previously offered; and

c. Such othercoverageiis:
i. COBRA and the COBRA coverage is exhausted; or
ii. Non-COBRAand

1. You lose eligibility underthe other coverage (otherthanfora failure to pay
Premiums); or

2. Employercontributions for the other coverage ended; and

d. He orsheapplies for Coverage underthis Plan and the administrator receives the change
form within thirty-one (31) days afterthe loss of the other coverage.

BCBST - Dental EOC
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When Coverage Begins

If You are eligible, have enrolled and have paid or had the Premium for Coverage paid on Your behalf,
Coverage underthis EOC shall become effective on the earliest of the following dates, subjecttothe
Actively at Work Rule setout below:

A.

Effective Date of Group Agreement

Initial Coverage through the Plan shall be effective on the effective date of the Group Agreement, if
all eligibility requirements are met as of that date; or

Enrollment During an Open Enrollment Period

Coverage shall be effective on the first day of the month following the Open Enrollment Period,
unless otherwise agreed to by the Group and the Plan; or

Enrollment During an Initial Enroliment Period

Coverage shall be effective on the first day of the month following the Plan’s receipt of the eligible
Employee’s Enroliment Form, unless otherwise agreed to by the Group and the Plan; or

Newly Eligible Employees

Coverage will become effective after You become eligible having metall of the eligibility
requirements as specified inthe Group Agreement; or

Newly Eligible Dependents

(1) Dependents acquired as the result of a marriage — Coverage will be effective onthe day of the
marriage unless otherwise agreed to by Group and the Plan;

(2) Newborn children of the Subscriber or the Subscriber’s spouse — Coverage will be effective as of
the date of birth;

(3) Dependents adopted or placed for adoption — Coverage will be effective as of the date of
adoption or placementfor adoption, whicheveris first.

For Coverage to be effective, the dependent must be enrolled, and the Plan must receive any
required Premiumforthe Coverage, as set outin the “Enrolling in the Plan” section.

Actively at Work Rule

If an eligible Employee, otherthan a retiree (whois otherwise eligible), is not Actively at Work on
the date Coverage would otherwise become effective, Coverageforthe Employee and all of his or
her Covered Dependents will be deferred untilthe date the Employee is Actively at Work. An
Employee whois not at work on the date Coverage would otherwise become effective due toa
health-related factorshall be treated as Actively At Work for purposes of determining eligibility.

BCBST - Dental EOC
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When Coverage Ends

A. Terminationor Modification of Coverage by the Plan or the Group

The Plan or the Group may modify or terminate the Group Agreement. Notice tothe Group of the
termination or modification of the Group Agreementis deemed to be notice to all Members of the
Group. The Groupis responsible for notifying You of such a termination or modification of Your
Coverage.

All Members’ Coverage through the Agreement willchange or terminate at 12:00 midnighton the
date of such modification or termination. The Group’s failure to notify You of the modification or
termination of Your Coverage shallnot be deemedto continue or extend Your Coverage beyond the
date that the Group Agreement is modified or terminated. You have no vestedrightto Coverage
underthis EOC following the date of the termination of the Group Agreement.

B. Termination of Coverage Due to Loss of Eligibility

Your Coverage will terminate if You do not continue to meetthe eligibility requirements agreedto
by the Group and the Plan during the term of the Group Agreement. See Attachment D: Eligibility
for details regarding “Loss of Eligibility.”

C. Terminationof Coverage
The Plan may terminate Your Coverage, if:

1. The Plan does not receive the required Premium for Your Coverage whenitis due. The fact that
You have paid a Premium contribution to the Group will not prevent the Plan from terminating
Your Coverage if the Group fails to submit the full Premium for Your Coverage to the Plan when
due, or

2. You fail to make a required Member Payment; or
3. You fail to cooperate with the Plan as required by this EOC; or

4. You or Your Covered Dependent(s) have made amisrepresentation of fact or committed fraud in
connection with the Coverage. This provision includes, but is not limited to, furnishing incorrect
or misleading information or permittingthe improperuse of the Member D card.

D. Right To RequestA Hearing

You may request that We conduct a grievance hearingto appeal the termination of Your
membership or Rescission of Your Coverage, as explained in the “Grievance Procedure” section. The
fact that You have requested a hearing does not postpone or prevent the Plan from terminating
Your Coverage. If Your Coverage is reinstated following that hearing, You may submit any claims for
Covered Services rendered after Your Coverage was terminated to the Plan for consideration, in
accordance with the “Claims and Payment” section.

E. Payment For Services Rendered After Termination of Coverage

Services received after Coverage terminates are not Covered, evenif BlueCross has pre-determined
benefitsforthe dentalservices. However, if You are incurring expenses for Covered Services and this
Coverage ends, benefits will be available as follows:

1. Chargesfor dentureswillbe paid if:
a. Theimpression was made prior to the date Coverage ends;

BCBST - Dental EOC
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b. The denture wasordered prior to the date Coverage ends;

c. Thedentureis placed in the mouth within thirty (30) days from the date Coverage
ends; and

d. The Employer’snew dentalinsureris not responsible for paying these charges.
2. Chargesforfixed bridgework, crowns and inlays will be paid if:

a. Thetooth orteeth were prepared priorto the date Coverage ends;

b. Theimpression was taken prior to the date Coverage ends;

c. The bridgework, crown orinlay was ordered prior to the date Coverage ends;

d. The work is seated in the mouth within thirty (30) days from the date Coverage ends;
and

e. The Employer'snew dentalinsureris not responsible for paying these charges.
3. Chargesfor endodontictreatment, including root canal therapy, will be paid if:
a. Thetooth wasopened prior to the date Coverage ends;
b. The procedure is completed within thirty (30) days from the date Coverage ends; and

c. The Employer’snew dentalinsureris not responsible for paying these charges.

BCBST - Dental EOC
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Continuation of Coverage

A. Continuation of Coverage - Federal Law

If the Group Agreement remains in effect, but Your Coverage under this EOC would otherwise
terminate, the Group may be required to offer You the right to continue Coverage. This right is
referredto as “Continuation Coverage” and may occur for a limited time subjectto the terms of this
Section and the federal Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA).

1. Eligibility
If You have been Covered by the Plan on the day before a qualifying event, You may be eligible for

COBRA Continuation Coverage. The following are qualifying eventsforsuch Coverage if, underthe
terms of this EOC, the event causes Youto lose coverage:

a. Subscribers
Loss of Coverage because of:
i. Thetermination of employmentexceptforgross misconduct; or
ii. Areductioninthe numberof hoursworked by the Subscriber.
b. CoveredDependents
Loss of Coverage because of:
i. Thetermination of the Subscriber’s Coverage as explainedin subsection (a), above;
ii. The death of the Subscriber;
iii. Divorce or legal separation from the Subscriber;
iv. The Subscriber becomesentitled to Medicare; or
v. A CoveredDependentreachesthe limiting age.
2. Enrolling for COBRA Continuation Coverage
The Group shall notify You of Your rights to enrollfor COBRA Continuation Coverage after:

a. TheSubscriber’stermination of employment, reductionin hours worked, death or
entitlementto Medicare Coverage; or

b. The Subscriber or Covered Dependent notifies the Group, in writing, within 60 days afterany
other qualifying eventset out above.

You have sixty (60) days from the later of the date of the qualifying eventorthe date that You
receive notice of Your right to COBRA Continuation Coverage to enroll for such Coverage. The
Group will send You the formsthat should be used to enroll for COBRA Continuation Coverage. If
You do notsend the Enroliment Form to the Group within that sixty (60) day period, You will lose
Your right to COBRA Continuation Coverage under this Section. If You are qualified for COBRA
Continuation Coverage and receive services that would be Covered Services, before enrolling and
paying the Premium for such Coverage, You will be required to pay for those services. The Plan
will reimburse You for Covered Services, less required Member Payments, after You enrolland
pay the Premium for Coverage, and submita claim forthose Covered Services as setforth in this
EOC.
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3. PremiumPayment

You must pay any Premium required for COBRA Continuation Coverage to the Group, which will
sendthat Premiumto the Plan. The Group may also direct You to send Your Premium directly to
the Plan, or a third party. If You do not enroll when first becoming eligible, the Premium due for
the period between the date You first become eligible and the date You enroll for COBRA
Continuation Coverage must be paid to the Group within forty-five (45) days afterthe date You
enroll for COBRA Continuation Coverage. Afterenrollingfor COBRA Continuation Coverage, all
Premiums are due and payable on a monthly basis as required by the Group. If the Premiumiis
not received by the Plan on or before the due date, whether ornot the Premium was paid to the
Group, Coverage will be terminated, for cause, effective as of the last day for which Premium
was received as explained in the Termination of Coverage Section.

4. Coverage Provided

If You enroll for COBRA Continuation Coverage You will continue to be Covered underthe Group
Agreement and this EOC. The COBRA Continuation Coverage is subjectto the conditions,
limitations and exclusions of this EOC and the Group Agreement. The Plan and the Group may
agree to change the Group Agreement, and/orthis EOC, and the Group may also decide to change
insurers. If this happens after You enroll for COBRA Continuation Coverage, Your Coverage will be
subjecttosuch changes.

5. Duration of Eligibility for COBRA Continuation Coverage
COBRA Continuation Coverage is available for a maximum of:

a. Eighteen(18) monthsif the loss of Coverage is caused by termination of employmentor
reductionin hours of employment; or

b. Twenty-nine (29) months of Coverage. If, as a qualified beneficiary who has elected eighteen
(18) months of COBRA Continuation Coverage, You are determined to be disabled within the
first sixty (60) days of COBRA Continuation Coverage, You can extend Your COBRA
Continuation Coverage for an additional eleven (11) months, up to twenty-nine (29) months.
Also, the twenty-nine (29) months of COBRA Continuation Coverage is available to all non-
disabled qualified beneficiaries in connection with the same qualifying event. “Disabled”
means disabled as determined underTitle Il or XVI of the Social Security Act. Inaddition, the
Employeror the administrator must be notified:

1.Of the disability determination within sixty (60) days afterthe determination of disability
and before the close of the initial eighteen (18) month Coverage period; and

2.Within thirty (30) days of the date of a final determination that the qualified beneficiary
is no longer Disabled; or

c. Thirty-six (36) months of Coverage if the loss of Coverage is caused by:
i. Thedeathof the Subscriber;
ii. Lossofdependentchildstatusunderthe Plan;
iii.  The Subscriber becomes entitled to Medicare; or
iv.  Divorce or legal separation from the Subscriber; or

d. Thirty-six (36) monthsfor other qualifyingevents. If, a Covered Dependentis eligible for
eighteen (18) months of COBRA Continuation Coverage as described above, and thereis a
second qualifyingevent (e.g. divorce), You may be eligible for thirty-six (36) months of
COBRA Continuation Coverage from the date of the first qualifying event.
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6. Termination of COBRA Continuation Coverage

AfterYou have elected COBRA Coverage, Your COBRA Coverage willterminate eitherat the end
of the applicable eighteen (18), twenty-nine(29) or thirty-six (36) month eligibility period or,
before the end of that period, upon the date that:

a. The Premiumfor such Coverage is not paid whendue; or

b. You become coveredaseithera Subscriberor dependent by another group health care plan; or
c. The Group Agreementisterminated;or

d. You become entitled to Medicare coverage; or

e. Thedate that a Disabled Member, whois otherwise eligible for twenty-nine (29) months of
COBRA Continuation Coverage, is determined tonolongerbe Disabled for purposes of the
COBRA law.

The Trade Adjustment Assistance Reform Act of 2002 (TAARA) may have added to Your COBRA
rights. If You lost Your job because of import competition or shifts of production to other
countries, You may have a second COBRA Continuation election period. If You think this may
apply to You, check with Your Employer or the Department of Labor.

B. Conversion Options

If Your Coverage underthis EOC terminates, You may be eligible for otherinsurance coverage. You
and Your family may be able to buy individual insurance directly from Us. Please contact Your Broker,
call 1-(800)-845-2738 or visit bcbst.com for more information.

C. Continued Coverage During a Family and Medical Leave Act (FMLA) Leave of Absence
Underthe Family and Medical Leave Act, You may be able to take:

e uptotwelve (12) weeks of unpaid leave from employment due to certain family or medical
circumstances; or

e insomeinstances, up to twenty-six (26) weeks of unpaid leave if related to certain family
members’ military service related hardships.

Contact the Employerto find out if this provision applies. If it does, Members may continue health
coverage during the leave, but must continue to pay the conversion options portion of the Premium
that the Subscriber would pay if he or she were actively working. Coverage will be subjectto
suspension or cancellation if the Subscriberfails to pay the Premium ontime. If the Subscribertakes
aleave and Coverage is cancelled for any reason during that leave, Members may resume Coverage
when the Subscriberreturnsto work without waiting for an Open Enroliment Period.

D. Continued Coverage During a Military Leave of Absence

A Subscriber may continue his or her Coverage and Coverage for his or her Dependents during
military leave of absence in accordance with the Uniformed Services Employmentand
Reemployment Rights Act of 1994. Whenthe Subscriberreturnstowork from a military leave of
absence, the Subscriber will be given credit forthe time the Subscriber was Covered underthe Plan
prior to the leave. Check with the Employerto see if this provision applies. If it does, Members may
continue health coverage during the leave, but must continue to pay the Employee portion of the
Premium that the Subscriber would pay if he or she were actively working. Coverage will be subject
to suspension or cancellation if the Subscriber fails to pay the Premium on time.
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E. Continued Coverage During Other Leaves of Absence

Your Employer may allow Subscribers to continue their Coverage during otherleaves of absence.
Continuous coverage during such leave of absence is permitted forup to 6 months. Please check
with Your Employerto find out how long a Subscriber may take a leave of absence.

A Subscriber will also have to meetthese criteriato have continuous Coverage during a leave of
absence:

1. Your Employercontinuesto considerthe Subscriberan Employee, and all other Employee
benefits are continued;

2. Theleaveis fora specific period of time established in advance;and
3. The purpose of the leave is documented.

You may apply for Federal or State Continuation or Conversion, if the Subscriber’s leave lasts longer
than the permitted amount of time.

Members may continue health coverage during the leave but must continue to pay the conversion
options portion of the Premium that the Subscriber would pay if he or she were actively working.
Coverage will be subject to suspension or cancellation if the Subscriberfails to pay the Premiumon
time.
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Claims and Payment

When You receive Covered Services, either You or the Dentist must submit a claim formto Us. We
will review the claim and let You or the Dentist know if We need more information before We pay
or deny the claim.

A. Claims

Federalregulations use severaltermsto describe a claim: pre-service claim; post-service claim; and
aclaim for Urgent Care.

1. A pre-service claimis any claim thatrequires approval of a Covered Service in advance of
obtaining dental care as a condition of receipt of a Covered Service, in whole or in part.

2. A post-service claimis a claim for a Covered Service thatis not a pre-service claim- the dental
care has already been provided to You. Only post-service claims can be billed to the Plan, or
You.

3. UrgentCareis dentalcare or treatmentthat, if delayed or denied, could seriously jeopardize: (1)
Your life or health; or (2) Your ability to regain maximum function. Urgent Care is also dental
care or treatmentthat, if delayed or denied, in the opinion of a physician with knowledge of
Your dental condition, would subject You to severe pain that cannot be adequately managed
without the dental care or treatment. A claim fordenied Urgent Care is always a pre -service
claim.

B. ClaimsBilling

1. You should not be billed or charged for Covered Services rendered by Network Dentists, except
for required Member payments. The Network Dentist will submit the claim directly to Us.

2. You will be billed all charges for Non-covered Services rendered by Network Dentists. Network
discounts do not apply to these Non-covered Services.

3. You may be charged or billed by an Out-of-Network Dentist for Covered Services rendered by
that Dentist. If You use an Out-of-Network Dentist, You are responsible forthe difference
between Billed Charges and the Maximum Allowable Charge fora Covered Service.

a. IfYouare charged, orreceive a bill, You must submit a claim to Us.

b. To be reimbursed, You mustsubmitthe claim within one (1) yearand ninety (90) days
from the date a Covered Service was received. If You do not submit a claim, within the
one (1) yearand ninety (90) day time period, it will not be paid.

c. Ifitis notreasonably possible to submitthe claim withinthe one (1) year and ninety (90)
daystime period, the claim will not be invalidated or reduced. We may require
verification of the reason for such delay.

4. The dental claim form can be found at bcbst.com/dentalclaimform. You may also requesta
claim form from Our consumer advisors. We will send You a claim form within fifteen (15) days.
You must submit proof of payment acceptable to Us with the claim form to the address below.
We may also request additionalinformation or documentation if it is reasonably necessary to
make a Coverage decision concerninga claim.
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Mail dentalclaim formsto:
BlueCross BlueShield of Tennessee
Claims Service Center

1 Cameron Hill Circle, Suite 0002
Chattanooga, Tennessee 37402-0002

5. A Network Dentist oran Out-of-Network Dentist may refuse to renderservices orreduce or

terminate a service that has beenrendered orrequire You to pay for what You believe should
be a Covered Service. If this occurs:

a. You may submita claim to Us to obtain a Coverage decision (Predetermination of
Benefits) concerning whetherthe Plan will Coverthat service.

b. You may requestaclaim form from Our consumer advisors. We will send You a claim
form within fifteen (15) days. We may request additional information or documentation
if it is reasonably necessary to make a Coverage decision concerninga claim.

6. Dentists may bill or charge for Covered Services differently. Network Dentists are reimbursed

based on Ouragreement with them. Different Network Dentists have different reimbursement
rates for different services. Your out-of-pocket expenses can be different from Dentist to
Dentist.

7. Predetermination of Benefits allows You and Your Dentist to know exactly what kinds of

treatmentare Covered. If acourse of treatment will exceed $200.00, the treatment plan should
be submitted forreview before the work starts. In orderto review the treatmentplan, a
description of each service and charge should be submitted along with all supporting aids such
as pre-operative x-rays.

To obtain a Predetermination of Benefits response, Your Dentist submits a claim form and
checksthe box “Dentist’s Pre-Treatment Estimate” after Your initial examination and before
treatmentbegins. Youand Your Dentist are then notified what benefits are available, and what
payments, if any, You must make.

ACCEPTED BARRIER TECHNIQUES AND PRECAUTIONS TO PROTECT DENTISTS, THEIR STAFF,
AND THE PUBLIC FROM CONTRACTING OR SPREADING DISEASE ARE RECOMMENDED.
HOWEVER, WE CANNOT CONFIRM THE HEALTH STATUS OF ANY DENTIST.

C. Payment

1.

If You received Covered Services from aNetwork Provider, We will pay the Network Provider
directly. These payments are made according to the Plan’s agreement with that Network
Provider. You authorize assignment of benefits to that Network Provider. Covered Services will
be paid at the Network Benefitlevel.

If You received Covered Services from an Out-of-Network Provider, You must submit, in a
timely manner, a completed claim form for Covered Services. If the claim does not require
furtherinvestigation, We will reimburse You. If you have not paid the Dentist, We may make
paymentfor Covered Services to eitherthe Dentist or to You, at Our discretion. Our payment
fully discharges Our obligation related to that claim.

If the Group Agreement is terminated, all claims for Covered Services rendered priorto the
termination date, must be submitted to the Plan within 1 year and 90 days from the date the
CoveredServiceswere received.
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4. We will pay benefits within thirty (30) days after we receive a claim formthat is complete.
Claims are processedinaccordance with currentindustry standards and based on Our
information at the time We receive the claim form. We are not responsible for overpayment or
underpayment of claims if Our information is not complete oraccurate. We will make
reasonable efforts to obtain and verify relevant facts when claim forms are submitted. Payment
for Covered Servicesis more fully described in “Attachment C: Schedule of Benefits.”

5. Atleast monthly, You will receive a Claims Summary. The Claim Summary, sometimes referred
to as the Explanation of Benefits (EOB), shows how aclaim paid, denied, how much was paid to
the Dentist, and also let You know if You owe an additional amount to that Dentist. The Plan
will make the Claim Summary available to You at bcbst.com/claims, or You can obtain it at no
cost by calling Our customer advisors at the Member Service number on the back of Your ID
card.

6. You are responsible for payingany applicable Copayments, Coinsurance, or Deductible amounts
to the Dentist. If We pay such amountsto a Dentist on Your behalf, We may collect those cost-
sharing amounts directly from You.

7. You are also responsible forthe providers’ charges for Non-covered Services as defined in this
EOC. Network discounts do not apply to these Non-covered Services.

D. Assignment

If You assign paymentfora claim to a Dentist, We must honorthat assighment, in most
circumstances. If You have paid the Dentist, and also assigned paymentforthe claim to the Dentist,
You mustrequestrefund from that Dentist.
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Coordination of Benefits

This EOC includes the following Coordination of Benefits (COB) provision, which applies whenaMember
has coverage under more than one group dentalcare "Plan." A COB provision is one that is intended to
avoid claims payment delays, to aid in prompt payment, and avoid duplication of benefits.

Rules of this Section determine whether the benefits available underthis EOC are determined beforeor
afterthose of anotherPlan. In no event, however, willbenefits underthis EOC, or the Group Agreement,
be increased because of this provision. The benefits underthis EOC may be reduced when another Plan
determines its benefits first.

If this COB provision applies, the order of benefits determination rules should be looked at first. Those
rules determine whetherthe benefits of this Plan are determined before orafterthose of anotherPlan.

A. Definitions
The following terms apply to this provision:

1. "Plan" meansanyform of medical or dental coverage with which coordination is allowed. “Plan”
includes:

a. Group, blanket, orfranchise insurance;
A group BlueCross Plan, BlueShield Plan;

c. Groupor group-type coverage through HMOs or other prepayment, group practice and
individual practice plans;

d. Coverage underlabormanagementtrust Plans or employee benefit organization Plans;

e. Coverage undergovernment programs towhich an employercontributes or makes
payroll deductions;

f. Coverage underagovernmental Plan or coverage required or provided by law;

g. Medical benefits coverage in group, group-type, and individualautomobile “no-fault”
and traditional automobile “fault” type contracts;

h. Coverage under Medicare and other governmental benefits; and

i. Anyotherarrangementof health coverage for individuals in a group.

2. “Plan” doesnot include individual or the individual’s family:

Insurance contracts;

Subscriber contracts;

Coverage through Health Maintenance (HMO) Organizations;

Coverage underother prepayment, group practice and individual practice plans;
Public medical assistance programs (such as TennCare>M);

Group or group-type hospitalindemnity benefits of $100 perday or less;

g. School accident-type coverages.

"D oo T W

Each Contract or otherarrangement for coverage is a separate Plan. Also, if an arrangement has two
parts and COBrules apply to only one of the two, each of the parts is a separate Plan.

3. "This Plan" referstothe part of the Group Agreementunder which benefits for health care
expenses are provided.
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The term "OtherPlan" applies to each arrangement for benefits orservices, as well as any part
of such an arrangement that considers the benefits and services of other Contracts when
benefits are determined.

4. Primary Plan/Secondary Plan.

a. Theorder of benefitdetermination rules state whether This Plan is a Primary Plan or
Secondary Plan as to anotherPlan covering You.

b. WhenThis Plan is a Primary Plan, its benefits are determined before those of the OtherPlan.
We do not considerthe OtherPlan's benefits.

c. WhenThis Planis a Secondary Plan, its benefits are determined after those of the Other Plan
and may be reduced because of the Other Plan's benefits.

d. Whenthere are more thantwo Plans coveringthe person, This Plan may be a Primary Plan as
to one or more Other Plans and may be a Secondary Plan as to a different Plan or Plans.

5. “Allowable Expense" meansanecessary, reasonable and customary item of expense when the
item of expense is covered at least in part by one or more Plans coveringthe Memberforwhom
the claim is made.

a. Whena Plan provides benefitsin the form of services, the reasonable cash value of a service
is deemedto be bothan Allowable Expense, and a benefit paid.

b. We will determine only the benefits available underThis Plan. You are responsible for
supplying Us with information about Other Plans so We can act on this provision.

6. “Claim Determination Period" meansan Annual Benefit Period. However, it does not include any
part of a yearduring which You have no coverage underThis Plan, or any part of a year prior to
the date this COB provision or a similar provision takes effect.

B. Order of BenefitDetermination Rules
This Plan determinesits order of benefits using the first of the following rules which applies:

1. Non-Dependent/Dependent

The benefits of the Plan which coversthe person as an Employee, Member, or Subscriber (thatis,
otherthan as a dependent)are determined before those of the Plan which covers the personas a
dependent, except that:

a. ifthe personis also a Medicare beneficiary and,

b. if therule established by the Social Security Act of 1965 (as amended) makes Medicare
secondary tothe Plan coveringthe person as a dependent of an active Employee, thenthe
order of benefit determination shall be:

(1) benefits of the Plan of an active Employee coveringthe person asa dependent;

(2) Medicare;

(3) benefits of the Plan covering the person as an Employee, Member, or Subscriber.
2. DependentChild/Parents Not Separated or Divorced

Exceptas stated in Paragraph (c) below, when This Plan and another Plan cover the same child as a
dependent of different persons, called "parents:"

a. Thebenefits of the Plan of the parentwhose birthday falls earlier in a yearare determined
before those of the Plan of the parent whose birthday falls later in that year; but
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b. Ifboth parentshave the same birthday, the benefits of the Plan that covered the parent
longerare determined before those of the Plan that covered the other parentfora shorter
period of time.

c. However, if the OtherPlan does not have the rule described immediately above, butinstead
has a rule based upon the genderof the parent, and if, as a result, the Plans do not agree on
the order of benefits, the rule in the OtherPlan will determine the order of benefits.

3. DependentChild/Separated or Divorced Parents

If two or more Plans covera person asa dependent child of divorced or separated parents, benefits
for the child are determined in this order:

a. First, the Plan of the parent with custody of the child;
b. Then,the Plan of the spouse of the parent with the custody of the child; and
c. Finally, the Plan of the parent not having custody of the child.

d. However, if the specific terms of a court decree state that one of the parentsis responsible
for the health care expenses of the child, and the entity obligated to pay or provide the
benefits of the Plan of that parent has actual knowledge of those terms, the benefits of that
Plan are determined first. The Plan of the other parentshall be the Secondary Plan. This
paragraph does not apply with respectto any Claim Determination Period or Plan Year during
which any benefits are actually paid or provided before the entity has that actual knowledge.

e. Ifthe specificterms of a court decree state that the parents shall share joint custody, without
stating that one of the parentsis responsible forthe health care expenses of the child, the
Plans coveringthe child shall follow the order of benefit determination rules outlined above,
Dependent Child/Parents Not Separated or Divorced.

4. Active/Inactive Employee

The benefits of a Plan that covers a person as an Employee whois neither laid off nor retired (oras
that Employee’s dependent), are determined before those of a Plan that covers that personas a
laid off or retired Employee (oras that Employee’s dependent). If the Other Plan does not have
this rule, and if, as a result, the Plans do not agree on the order of benefits, this Rule is ignored, and
otherapplicable rules control the order of benefit determination.

5. Longer/ShorterLength of Coverage

If none of the above Rules determines the order of benefits, the benefits of the Plan which has
covered an Employee, Member, or Subscriberlongerare determined before those of the Plan which
has covered that person forthe shorterterm.

a.To determine the length of time a person has been covered underaPlan, two Plans shall be
treated as one if the claimant was eligible underthe second within twenty-four hours after
the first ended.

b.The start of the new Plan does not include:
(1) Achange in the amount of scope of a Plan’s benefits;
(2) Achange in the entity which pays, provides, or administers the Plan’s benefits; or

(3) Achange fromone type of Plan to another (such as, from a single Employer Plan to
that of a multiple Employer plan).

c. The claimant's length of time covered underaPlan is measured fromthe claimant's first date
of coverage underthatPlan. Ifthat date is not readily available, the date the claimant first
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became a Membershallbe used as the date from which to determine the length of time the
claimant's coverage underthe present Plan has beenin force.

6. Plans with Excess and Other Non-conforming COB Provisions

Some Plans declare their coverage "in excess" to all Other Plans, "always Secondary," or otherwise
not governed by COBrules. These Plans are called "Non-complying Plans."

This Plan coordinates its benefits withaNon-complying Plan as follows:
a. IfThis Plan is the Primary Plan, it will provide its benefits on a primary basis.

b. IfThis Plan is the Secondary Plan, it will provide benefits first, but the amount of benefits and
liability of This Plan will be limited to the benefits of a Secondary Plan.

c. Ifthe Non-complying Plan does not provide information needed to determine This Plan's
benefits within a reasonable time afterit is requested, This Plan will assume that the benefits
of the Non-complying Plan are the same as the benefits of This Plan and provide benefits
accordingly. However, this Plan must adjust any payments it makes based onsuch
assumption wheneverinformation becomes available as to the actual benefits of the Non-
complying Plan.

d. If:

(1) The Non-complying Plan reduces its benefits sothat the Employee, Subscriberor
Memberreceives less in benefits than he or she would have received had the
Complying Plan paid, or provided its benefits as the Secondary Plan, and the Non-
complying Plan paid or provided its benefits asthe Primary Plan; and

(2) Governingstate law allows the right of subrogation set forth below;

then the Complying Plan shall advance to You, or on Your behalf, an amount
equalto such difference. However, in no eventshall the Complying Plan
advance more than the Complying Plan would have paid, had it beenthe
Primary Plan, less any amountit previously paid. In consideration of such
advance, the Complying Plan shall be subrogated to all Your rights against the
Non-complying Plan. Such advance by the Complying Plan shall also be without
prejudice it may have against the Non-complying Plan in the absence of such
subrogation.

C. Effecton the Benefits of this Plan

This provision applies where there is a basis fora claim underThis Plan and the Other Plan and when benefits
of This Plan are determined as aSecondary Plan.

Benefits of This Plan will be reduced when the sum of:

1. The benefitsthat would be payable for the Allowable Expenses under This Plan, in the absence of
this COB provision; and

2. The benefitsthat would be payable for the Allowable Expenses underthe OtherPlan(s), inthe
absence of provisions with a purpose similar to that of this COB provision, whetherornot a
claim for benefits is made;

(a) exceeds Allowable Expensesin a Claim Determination Period. In that case, the benefits
of This Plan will be reduced so that they and the benefits payable underthe Other Plan(s) do
not total more than Allowable Expenses. When the benefits of This Plan are reduced as
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described above, each benefitis reduced proportionately, andis then charged against any
applicable benefit limit of This Plan.

D. Rightto Receive and Release Needed Information

Certain facts are needed to apply these COBrules. We have the right to decide which facts We need. We
may get needed facts from, or give themto any otherorganization or person. We need nottell, or getthe
consentof, any personto do this. Each person claiming benefits under This Plan must give Us any facts We
needto pay the claim.

E. Facility of Payment

A paymentunder Another Plan may include an amount that should have been paid underThis Plan. Ifit
does, We may pay thatamount to the organization that made that payment. That amount would then be
treated as if it were a benefit paid under This Plan. We will not have to pay that amountagain. The term
“Payment Made” includes providing benefits in the form of services; in which case, Payment Made means
reasonable cash value of the benefits provided in the form of services.

F. Right of Recovery

If the amount of the payments made by the Plan is more than it should have paid underthis COB provision, it
may recoverthe excess fromone or more of:

(a) The personsit has paid or forwhomi it has paid;
(b) Insurance companies; or
(c) Otherorganizations.

The “amount of the payments made” includes the reasonable cash value of any benefits provided inthe form
of services.

G. Are You Also Covered by Medicare?

If You are also Covered by Medicare, We follow the Medicare Secondary Payor (MSP) rules to determine Your
benefits. If Your Employer has 20 or fewer employees, the MSP rules might not apply. Please contact Our
consumeradvisors at the Member Service numberon Your membership ID card if You have any questions.
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A.

Grievance Procedure

INTRODUCTION

Our grievance procedure (the “Procedure”)isintended to provide a fair, quick and inexpensive
method of resolving any and all disputes with the Plan. Such disputesinclude:any mattersthat
cause You to be dissatisfied with any aspect of Your relationship with the Plan; any Adverse Benefit
Determination concerninga Claim; or any other claim, controversy, or potential cause of action You
may have against the Plan. Please contact Us at the numberlisted on Your MemberID card: (1) to
ask questions abouta Claim; (2) if You have any questions about this EOC or other documents that
You receive from Us (e.g. an explanation of benefits); or (3) to initiate a grievance concerning a
dispute.

1. This grievance procedure must be exhausted as required by ERISA. However, nothingin this EOC

shall prevent You fromfiling a complaint with the Tennessee Department of Commerce and
Insurance, but such complaint is outside of, separate from and in addition to this grievance
procedure.

The Procedure can only resolve disputes that are subjectto Our control.

You cannot use this Procedure toresolve a claim thata Provider was negligent. Network
Providers are independent contractors. They are solely responsible for making treatment
decisionsin consultation with their patients. You may contact the Plan, however, to complain
aboutany matterrelatedto the quality or availability of services, orany otheraspect of Your
relationship with Providers.

This Procedure incorporates the definitions of: (1) Adverse Benefit Determination; (2) urgent
care; and (3) pre-service and post-service claims (“Claims”), that are in the Employee Retirement
Income Security Act of 1974 (“ERISA”), Rules and Regulations for Administration and
Enforcement; Claims Procedure (the “Claims Regulation”).

An Adverse Benefit Determination is any denial, reduction, termination or failure to provide or
make payment for what You believe should be a Covered Service.

a. Ifa Providerdoesnotrendera service, or reduces orterminates a service that has been
rendered, orrequires You to pay forwhat You believe should be a Covered Service, You may
submita Claim to the Plan to obtain a determination concerning whetherthe Plan will cover that
service. Providers may be required to hold You harmless for the cost of servicesin some
circumstances.

b. Providers mayalso appealan Adverse Benefit Determination through the Plan's Provider
dispute resolution procedure.

c. APlan determination will not be an Adverse Benefit Determinationif: (1) a Provideris
required to hold You harmless for the cost of services rendered; or(2) until the Plan has
rendered afinal Adverse Benefit Determination in a matter being appealed through the
Providerdispute resolution procedure.

You may authorize another personto act on Your behalf concerning a dispute.

Any dispute will be resolved in accordance with applicable Tennessee or Federallaws and
regulations, the Group Agreement and this EOC.

B. DESCRIPTION OF THE REVIEW PROCEDURES
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1. Inquiry

An Inquiry is an informal process that may answer questions or resolve a potential dispute. You
should contact a Customer Care Agent if You have any questions about how to file a Claim or to
attempt to resolve any dispute. Makingan Inquiry does not stop the time period forfiling a
Claim or beginninga dispute. You do not have to make an Inquiry before filing a grievance.

2. Grievance

You must submit a written request asking the Plan to reconsideran Adverse Benefit
Determination, ortake a requested action to resolve anothertype of dispute (Your"grievance").
You must begin the dispute process within 180 days from the date We issue notice of an Adverse
Benefit Determination fromthe Plan or fromthe date of the event thatis otherwise causing You
to be dissatisfied with the Plan. If You do not initiate a grievance within 180 days of when We
issue an Adverse Benefit Determination, You may give up the right to take any action related to
that dispute otherthanfiling a legal proceedingin court with appropriate jurisdiction.

Contact the Customer Care Center at the number listed on Your membership ID card for
assistance in preparing and submitting Your grievance. They can provide You with the
appropriate formto use in submittinga grievance. This is the first level grievance procedure and
is mandatory.

a. Grievance Hearing

Afterthe Plan has received and reviewed Your grievance, the Plan will review the grievance
and any additional information that You or others submit concerning that grievance. In
grievances concerning urgent care or pre-service Claims, the Plan will appointone or more
qualified reviewer(s) to consider such grievances. Individuals involved in making prior
determinations concerning Your dispute are not eligible to be voting members of the first
levelgrievance committee or reviewers. The reviewers have full discretionary authority to
make eligibility, benefitand/or claim determinations, pursuant tothe Group Agreement.
Such determinations shallbe subject to the review standards applicable to ERISA plans, even
if the Group Agreement is not otherwise governed by ERISA.

b. Weritten Decision

The reviewers will considerthe information presented, and You will receive a written
decision concerning Your grievance within 30 days of Your request forreview.

The decision will be sentto You in writing and will contain:
1) A statementofthe Plan’s understanding of Your grievance;
2) The basis of the decision; and

3) Reference tothe documentation orinformation upon which the Plan based its decision.
The Plan will send You a copy of such documentation or information, without charge,
upon written request.

c. Second Level Grievance

You may file a written request for reconsideration within ninety (90) days after We issue the
first level grievance committee’s decision. This is called a second levelgrievance. Information
on how to submita second levelgrievance will be providedto Youin the decision letter
followingthe first levelgrievance review.
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If the Evidence of Coverage is governed by ERISA, You also have the right to bring a civil
action against the Plan to obtain the remedies available pursuant to Sec. 502(a) of ERISA
(“ERISA Actions”) after completing the mandatory first level grievance process.

Your decision concerning whethertofile a second levelgrievance has no effect on Your rights
to any otherbenefits underthis EOC. If You file a second levelgrievance concerning an ERISA
Action, We agree to toll any time defenses orrestrictions affecting Yourright to bring a civil
action against the Plan until the second level committee makes its decision. Any person
involved in making a decision concerning Your grievance (e.g. first level committee members)
will not be a voting member of the second levelgrievance committee.

1) Grievance Hearing

You may requestanin-person ortelephonichearing before the second level grievance
committee. You may also requestthatthe second levelgrievance committee reconsider
the decision of the first level committee, evenif You do not want to participate in a hearing
concerning Your grievance. If You wish to participate, Our representatives will contact You
to explain the hearing process and schedule the time, date and place for that hearing.

In eithercase, the second level committee will meetand considerall relevantinformation
presented about Your grievance, including:

a. Anynew, relevantinformationthat You submit for consideration; and

b. Information presented duringthe hearing. Second level grievance committee members
and You will be permitted to question each otherand any witnesses during the
hearing. You may be able to make a closing statement to the committee.

c. If You wish to appointa personalrepresentative, You must notify Us at least five (5)
daysin advance, provide the name, address and telephone number of Your personal
representative, and provide a personal authorization form.

2) Written Decision

Afterthe hearing, the second level committee will meetin closed sessionto make a
decision concerning Your grievance. That decision will be sentto You in writing. The
written decision will contain:

a. A statementofthe secondlevelcommittee’s understanding of Your grievance;
b. The basis of the second level committee’s decision; and

c. Reference tothe documentation orinformation upon which the secondlevel
committee based its decision. Upon written request, We will send You a copy of any
such documentation orinformation, without charge.

C. Independent Review of Medical Necessity Determinations or Rescissions

If Your Grievance involves a Medical Necessity, Investigational or Rescission determination, then
either (1) after completion of the mandatory first level grievance; or (2) after completion of the
mandatory first level grievance followed by completion of the voluntary second level grievance, You
may requestthat the grievance be submitted to a neutralthird party, selected by the Plan, to
independently review and resolve such grievances. If You request anindependent reviewfollowing
the mandatory first levelgrievance, You waive Your right to a second levelgrievance and Your right
to present testimony during the grievance procedure. Yourrequest forindependent reviewmust be
submitted in writing within one-hundred and eighty (180) days afterthe date You receive notice of
the committee’s decision. Receipt shall be deemed to have occurred no more than two (2) days after
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the date of issuance of the committee’s decision. Any person involved in making a decision
concerning Your grievance will not be a voting member of the independent review panelor
committee.

Your decision concerning whethertorequestindependent review has no effect on Your rights to any
otherbenefitsunderthis EOC. If You requestindependent review of an ERISA Action, We agree to
toll any time defenses orrestrictions affecting Yourright to bring a civil action against the Plan until
the independentreviewer makes its decision.

The Plan will pay the fee charged by the independent review organization and its reviewers if You
request thatthe Plan submit a grievance to independent review. You will be responsible forany
other costs that You incur to participate in the independent review process, including attorneys’ fees.

The Plan will submit the necessary information to the independent review entity within five (5)
business days after receiving Your request for review. The Plan will provide copies of Your file,
excludingany proprietary information, to You upon written request. The reviewer may also request
additional medical information from You. You must submit any requested information, or explain
why that information is not being submitted, within five (5) business days after receiving that request
fromthe reviewer.

The reviewer must make a decision within forty (40) calendar days after receipt of the independent
review request. The reviewer must then notify Us within two (2) calendar days of its decision. We will
then notify You within three (3) calendar days after receiving the reviewer’s decision. In the case of a
life-threatening condition, the decision must be issued within seventy-two (72) hours afterreceiving
the review request. Exceptin casesinvolving a life-threatening condition, the reviewer may request
an extension of up to five (5) business days to issue a determination to consider additional
information submitted by You or Us.

The reviewer’s decision must state the reasons forthe determination based upon (1) the terms of
this EOC and the Group Agreement; (2) Your medical condition; and (3) information submitted to the
reviewer. The reviewer’s decision may not expand the terms of Coverage of the Group Agreement.

No action at law or in equity shall be brought to recoveron this EOC until 60 days after written proof
of loss has been furnished as required by this EOC. No such action shall be brought beyond 3 years
after the time written proof of loss is required to be furnished.
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Definitions

Definedterms are capitalized. When defined words are usedin this EOC, they have the meaningset
forthin this section. Words that are definedin the Plan’s Medical Policies and Procedures have the
same meaningif usedin this EOC.

1. Activelyat Work— The performance of all an Employees’ regular duties forthe Group on a regularly
scheduled workday at the location where such duties are normally performed. An Employee will be
consideredto be Actively at Work on a non-scheduled workday (which would include a scheduled
vacation day) only if he or she was Actively at Work on the last regularly scheduled workday. An
Employee whoiis not at work due to a health-related factor shallbe treated as Actively at Work for
purposes of determining Eligibility.

2. Annual BenefitPeriod — The 12-month period underwhich Your benefits are administered, as noted
in Attachment C: Schedule of Benefits.

3. Benefit Maximum — The total amount of benefits available for services underthis EOC during the Benefit
Year, or during the Member’slifetime. (See Attachment C: Schedule of Benefits.)

4. Billed Charges— The amountthat a Dentist charges for services rendered. Billed Charges may be
different from the amount that BCBST determinesto be the Maximum Allowable Charge forservices.

5. Coinsurance — The amountstated as a percentage of the Maximum Allowable Charge fora Covered
Service, that is Your responsibility during the Annual Benefit Period afterany Deductible is satisfied.
The Coinsurance percentage is calculated as 100%, minus the percentage Payment of the Maximum
Allowable Charge as specified in Attachment C: Schedule of Benefits.

6. CoveredDependent— A Subscriber’sfamily members who: (1) meetthe eligibility requirements of
this EOC; (2) have been enrolled for Coverage; and (3) for whom the Plan has received the applicable
Premium for Coverage.

7. CoveredFamily Members— A Subscriberand his or her Covered Dependents.

8. CoveredServices, Coverage or Covered — Those necessary and appropriate services and supplies
that are setforthin AttachmentA of this EOC, (thatis incorporated by reference). Covered Services
are subjecttoall the terms, conditions, exclusions and limitations of the Group Agreement and this
EOC.

9. Deductible —The dollar amount, specified in Attachment C: Schedule of Benefits, which You must
incur and pay for Covered Services duringan Annual Benefit Period before the Plan provides benefits
for such services. Any balance of charges (the difference between Billed Charges and the Maximum
Allowable Charge) is not considered when determining if You have satisfied a Deductible.

10. Dentist— A doctor of dentistry, duly licensed and qualified underapplicable laws to practice dentistry
at the time and place Covered Services are performed; Dentistis defined to include any dental
professionalthatis duly licensed and qualified to perform Covered Services at the time and place
Covered Services are performed.

11. Effective Date —The date Your Coverage underthis EOC begins.
12. Employee — A person who fulfills all eligibility requirements established by the Group and the Plan.

13. Enrollment Form — A form or application which must be completed in full by the eligible Employee
before he/she willbe considered for Coverage underthe Plan. Your Group may have You use an
electronic formto enroll, rather than a paperform.

14. ERISA — The Employee RetirementIncome Security Act of 1974, as amended.

BCBST - Dental EOC
2008 (Rev. 7/22) 24



15. Family Deductible — The maximum dollar amount, specified in Attachment C: Schedule of Benefits
that a Subscriberand Covered Dependents mustincurand pay for Covered Services duringan Annual
Benefit Period before the Plan provides benefits for such Services. Once the Family Deductible
amount has been satisfied by 3 or more Covered Family Members during an Annual Benefit Period,
the Deductible will be considered satisfied forall Covered Family Members forthe remainder of that
Annual Benefit Period.

a. Anybalance of charges (the difference between Billed Charges and the Maximum Allowable
Charge) is not considered when determining if the Family Deductible has been satisfied.

16. Full-time Student— A studentwhois enrolledin and attending an accredited or licensed high school,
vocational or technical school, college or university, on a full time basis. The numberof hours
required for full-time status is dependent on that school’s published requirements.

17. Group Agreement or Agreement—The arrangements between the Plan and the Group, including this
EOC, the Employer Group Application, any riders, any amendments, and any attachmentstothe
Agreementorthis EOC. If thereis any conflict between the Group Agreement and this EOC, the
Group Agreement shallbe controlling.

18. Group or Employer— A corporation, partnership, union or other entity that is eligible for group
coverage underState and Federallaws; and the Plan’s Underwriting Guidelines; and that entersinto
an Agreement with the Plan to provide Coverage toits Employeesandtheireligible dependents.

19. Incapacitated Child— An unmarried child whois, and continuesto be, both (1) incapable of self -
sustaining employment by reason of intellectual or physical disability; and (2) chiefly dependent upon
the Subscriberor Subscriber’s spouse for economicsupport and maintenance.

a. Ifthe child reachesthis Plan’s Limiting Age while Covered underthis Plan, proof of such
incapacity and dependency must be furnished within 31 days of when the child reachesthe
Limiting Age.

b. Incapacitated dependents of Subscribers of new groups, or of Subscribers who are newly eligible
underthis Plan, are eligible for Coverage if they were covered under the Subscriber’s or the
Subscriber’s spouse’s previous health benefit plan. We may ask You to furnish proof of the
incapacity and dependency upon enrollment, and for proof that the child continues to meetthe
conditions of incapacity and dependency, but not more frequently than annually.

20. Late Enrollee —An Employee oreligible Dependent who fails to apply for Coverage: (1) within 31
days after such person first became eligible for Coverage underthis EOC; or (2) within a subsequent
Open Enrollment Period.

21. Limiting Age or Dependent Child Limiting Age — The age at which a child will no longer be considered
an eligible dependent.

22. Maximum Allowable Charge — The amount that the Plan, at its discretion, has determined to be the
maximum amount payable for a Covered Service. For Covered Services provided by Network
Dentists, that determination will be based upon the Plan’s contract with a Network Dentist for
Covered Services rendered by that Dentist. For Covered Services provided by Out-of-Network
Dentists, the amount payable will be based upon the Plan’s fee schedule for the Covered Services
rendered by Out-of-Network Dentists.

23. Member, You, Your — Any person enrolled as a Subscriber or Covered Dependent, undera Group
Agreement.

24. Necessary Dental Care — Any treatmentor service prescribed by a Dentist that the Plan determines
to be necessary and appropriate.

25. Network Dentist— A Dentist who has signed a Preferred Dental Agreement with the Plan.

26. Non-covered Services —Services that:
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a. Exceedthe benefit period and/orage limitations of the Plan as listed in AttachmentA: Covered

Services and Exclusions;

b. Arelisted in Attachment B: Other Exclusions;

c. Are beyondthe limitations setforth in Attachment C: Schedule of Benefits, including Deductibles,
Coinsurance and amounts above the Benefit Maximums; or

d. Are not Necessary Dental Care.

27. Out-of-Network Dentist— A Dentist who has not signed a Preferred Dental Agreement with the Plan.

28. Premium— The total payment for Coverage underthe Group Agreement, including amounts paid by
You and the Group forsuch Coverage.

29. Subscriber— An Employee who meets all applicable eligibility requirements, has enrolled for
Coverage and for whom the Plan has received applicable Premium for Coverage from the Group.

30. Treatment Plan — A writtenreport by a Dentist showing the recommended treatment of any dental
disease, defectorinjury for a Member.

31. WaitingPeriod — The time that must pass before a Memberis eligible to be Covered for benefits
underthe Plan or under Coverage Cor Coverage D.
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Evidence of Coverage
Attachment A: Covered Services and Exclusions

Plan benefits are based on the Maximum Allowable Charge for Necessary Dental Care as described in
this Attachment A and provided in accordance with the benefit schedule set forth in this EOC's
Attachment C: Schedule of Benefits.

This Attachment sets forth Covered Services and exclusions (services not Covered), and is arranged
according to type of services. Some groups of services such as orthodontia, although listed in this
section, may notbe covered underall plans. There are also certain circumstances when services are not
covered. Please alsoreferto AttachmentB: Other Exclusions and Attachment C: Schedule of Benefitsto
determine Your benefits underthis Plan.

If more than one procedure or course of treatment:
— can be usedtoaccomplish the same treatment goal; and
— meetsgenerally accepted standards of professional dental care; and
— offersafavorable prognosis forthe patient’s condition;

— benefits may be based on the lowest cost procedure or treatment. This will be at Our sole
discretion.

Ifa Membertransfers fromthe care of one Dentist to anotherduring the course of treatment, or if more
than one Dentist renders services for one dental procedure, benefits will not exceed those that would
have been provided had one Dentist rendered the service.

The Group chooses the classes of Employees who are eligible for Coverage under the Plan. The Group
also determines the Waiting Periods for the classes of benefits under the Plan. The eligibility
requirements the Group has selected are in Attachment D: Eligibility to this EOC. They are also on file in
the Group’s human resource department.

I. Diagnostic Services
A. Exams
1. CoveredServices
a. Three periodic examsin any 12 month period.
b. One limited oral evaluationin any 12 month period.
c. Onecomprehensive, detailed/extensive, or periodontalexaminany 36 month period.
B. X-rays
1. Covered Services

a. Up to four bitewing films in any 12 month period. All bitewing films must be taken on
the same date of service.

b. One full mouth set of x-raysin any 36 month period. A full mouth set of x-rays is defined
as either an intraoral complete series or panoramic x-ray. Benefits provided for an
intraoral complete series include benefits for all necessary intraoral and bitewing films
taken on the same day.
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2. Exclusions

a. Extraoral, skull and bone survey, sialography, temporomandibular joint dysfunction
(TMJ), and tomographicsurvey x-ray films, cephalometricfilms, diagnostic photographs,
and cone beam CT capture unless otherwise stated in this EOC.

Il. Preventive Services
A. Prophylaxis (Cleanings)
1. CoveredServices

a. Three prophylaxis in any 12 month period, except when replaced as described below in
Basic Periodontics.

B. Fluoride Treatment
1. CoveredServices
a. Onefluoride treatmentin any 12 month period for Members age 18 and under.
C. Other Preventive Services
1. CoveredServices

a. One sealant or preventive resin restoration per lifetime on first and second permanent
molars for Members age 15 and under.

b. Space maintainers forMembersage 13 and under.
c. Onerecementation perspace maintainerin any 12 month period.
Ill. Basic Restorative Services
A. Fillings and Stainless Steel Crowns
1. Covered Services
a. Oneamalgam or resin restoration pertooth surface in any 12 month period.

b. Replacement of existingamalgam and resin composite restorations Covered only after 12
months from the date of initial restoration.

c. Stainlesssteelcrowns.

d. Replacement of stainless steel crowns Covered after 36 months from the date of initial
restoration.

e. One sealant, preventive resin restoration, or resin infiltration per first or second
permanent molartooth per lifetime for Members age 15 and under. Sealant/Preventive
resins are subject to additional limitations listed under Preventive Services, and may be
subjectto a different Coverage levelunder Attachment C: Schedule of Benefits.

2. Exclusions
a. Goldfoil restorations.
B. Other Basic Restorative Services
1. CoveredServices
a. Palliative (emergency) treatment forthe relief of pain.

b. Onerepair perdenture in any 24 month period.
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c. General anesthesia or intravenous (1V) sedation in connection with major oral surgery
procedures and implants when provided by a Dentist licensed to administer such agents.

IV. Major Restorative & Prosthodontic Services
A. Single Tooth Restorations
1. CoveredServices

a. Crowns, inlays and onlays only for the treatment of severe carious lesions or severe
fracture on permanentteeth, and only when teeth cannot be adequatelyrestored with
an amalgam or resin composite restoration (filling). Replacement of single tooth
restorations or fixed partial dentures (bridges) after 60 months from the date of initial
placement.

b. Veneersforanterior permanentteeth.
2. Exclusions
a. Provisional restorations and crowns.
b. Crowns,inlays, onlays or laminate veneersfor Members age 11and under.
B. Multiple Tooth Restorations — Bridges
1. CoveredServices

a. Fixed partial dentures (bridges), including pontics, retainers, and abutment crowns,
inlays, and onlays (resin, porcelain, % and full cast) for permanentteeth only.

b. Replacement of fixed partial dentures or single tooth restorations after 60 months from
the date of initial placement.

2. Exclusions
a. Provisional or interim restorations.
b. Bridgesfor Membersage 15 and under.
C. Removable Prosthodontics (Dentures)
1. Covered Services

a. Complete,immediate and partial dentures utilizing standard techniques and materials as
determined by the Plan.

b. Personalized restorations, special techniques or materials shall be covered up to the
amount allowed for standard techniques and materials.

c. Replacementof removable dentures after 60 months from the date of initial placement.
2. Exclusions
a. Interim(temporary) dentures.
b. DenturesforMembersage 15 and under.
D. Other Major Restorative & ProsthodonticServices
1. Covered Services

a. Core build-up covered separately from restoration only in those circumstances where
benefits are provided because severe carious lesions or fractures are so extensive that
retention of the restoration would not be possible.
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b. Crown inlay, onlay, veneer and bridge repair and re-cementation after 12 months from
the date of initial placement.

c. Onedenture adjustmentinany six month period and only after 6 months from the date
of initial placement.

d. Onedenturereline, rebase, ortissue conditioningin any 36 month period.

e. Oneimplant pertooth perlifetime.

f. Onebone graft forimplant per tooth per lifetime.
g. Oneimplant debridementpertooth perlifetime.
h. Initial placement or replacement of implant supported prosthesis after 60 months from

the date of any corresponding majorrestoration.
2. Exclusions
a. Provisional and interim restorations.
b. Othermajor restorative servicesincluding protective restoration and coping.

c. Other prosthodontic services including overdenture, precision attachments, connector
bars, stress breakersand coping metal.

d. Crown preparation,temporary or prefabricated crowns, impressions and cementation.
e. Postand core services not performed in conjunction with a Covered crown or bridge.
V. Endodontics (treatment of the dental pulp or root canal)
A. Basic Endodontics
1. CoveredServices

a. Pulpotomy, pulpal therapy for primary teeth but not when performed in conjunction
with majorendodontictreatment.

2. Exclusions
a. Pulpal debridement.
b. Pulp vitality tests.
c. Protective restorations.
B. Major Endodontics
1. CoveredServices

a. One root canal treatment (root canal, re-treatment, apexification, pulpal regeneration,
hemisection, pulp cap or root amputation) per tooth in any 60 month period.

b. One apicoectomy perroot per lifetime.

c. Retrograde filling if done on same date of service as apicoectomy.
2. Exclusions

a. Guidedtissue regeneration.

b. Intentionalre-implantation (including necessary splinting).

c. Canal preparation.

d. Incomplete endodontictherapy.

BCBST - Dental EOC
2008 (Rev. 7/22) 30



e. Pulp vitality test.
f. Protective restorations.
VI. Periodontics
A. Basic Periodontics
1. CoveredServices
a. One periodontalscaling and root planing per quadrantin any 24 month period.
b. One full mouth debridementperlifetime.

c. Periodontal maintenance no sooner than 90 days after completion of any one of the
Basic Periodontic Covered Services above. Periodontal maintenance will replace a
prophylaxis or scaling.

d. Scaling in the presence of generalized moderate or severe gingival inflammation — full
mouth, once per lifetime. Scaling will replace a prophylaxis or periodontal maintenance
procedure.

2. Exclusions
a. Provisional splinting, and antimicrobial medication and dressing changes.

b. Periodontal scaling and root planing, full mouth debridement, periodontal maintenance
and prophylaxis when more than one of these proceduresis performed onthe same date
of service.

B. Major Periodontics
1. CoveredServices

a. Onemajorsurgical periodontal procedure, including gingivectomy, gingivoplasty, gingival
flap procedure, osseous surgery, per quadrantinany 36 month period.

b. Onecrown lengthening procedure pertoothinany 36 month period.
c. Onebone and tissue grafting procedure persite in any 36 month period.
2. Exclusions
a. Tissue regenerationand apically positioned flap procedure.
VII. Oral Surgery
A. Basic Oral Surgery
1. CoveredServices
a. Non-surgicalor simple extractions (pulling teeth).
B. Major Oral Surgery
1. CoveredServices

a. Surgical extractions (including removal of impacted teeth), coronectomy, and other oral
surgical procedures typically not Covered underamedical plan.

2. Exclusions

a. Oral surgerytypically Covered underamedical plan, including but not limited to, excision
of lesions and bone tissue, treatment of fractures, suturing, wound and other repair
procedures, TMJ and related procedures.

BCBST - Dental EOC
2008 (Rev. 7/22) 31



b. Orthognathicsurgeryand treatmentforcongenital malformations.
c. Harvesting of bone foruse in autogenous grafting.
VIIl. Orthodontics
A. Orthodontic Services (straightening and alignment of teeth)
1. CoveredServices

a. Exams, photographic images, diagnostic casts, cephalometric x-rays, installation and
adjustment of orthodontic appliances and treatment to reduce or eliminate an existing
malocclusion.

2. Exclusions
a. Replacementorrepair of anylost, stolenand damaged appliance.

b. Surgical procedurestoaid in orthodontictreatment.
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Evidence of Coverage
Attachment B: Other Exclusions

This EOC does not provide benefits forthe following services, supplies or charges:

1.

10.

11.
12.

13.

14.

15.

16.

Dental services received from adental or medical department maintained by or onbehalf of an
Employer, mutual benefitassociation, labor union, trustee or similar person or group.

Services or supplies not listed as Covered Services under Attachment A, Covered Services and
Exclusions.

Charges for services performed by You or Your spouse, or You or Your spouse’s parent, sister,
brotheror child.

Services rendered by a Dentist beyond the scope of his or her license.

Dental services which are free, or for which You are not required or legally obligated to pay or
for which no charge would be made if You had no dental Coverage.

Dental services tothe extentthat chargesforsuch services exceed the charge that would have
been made and collected if no Coverage existed hereunder.

Dental services covered by any medical insurance coverage, or by any other non-dental contract
or certificate issued by BlueCross BlueShield of Tennessee or any other insurance company,
carrier, or plan. For example, removal of impacted teeth, tumors of lip and gum, accidental
injuries to the teeth, etc.

Any court-ordered treatment of a Member unless benefits are otherwise payable.
Courses of treatment undertaken before You become Covered under this program.

Any services performed after You cease to be eligible for Coverage, exceptasshown under the
Payment ForServices Rendered After Termination of Coverage section.

Dental care or treatment not specifically listed in Attachment C: Schedule of Benefits.

Any treatment or service that the Plan determines is not Necessary Dental Care that does not
offer a favorable prognosis that does not meet generally accepted standards of professional
dentalcare, or that is experimentalin nature.

Services or supplies for the treatment of work-related illness or injury, regardless of the
presence or absence of workers’ compensation coverage. This exclusion does not apply to
injuries or illnesses of an employee who'is (1) a sole-proprietor of the Group; (2) a partner of the
Group; or (3) a corporate officer of the Group, provided the officer filed an election not to
accept workers’ compensation with the appropriate government department.

Charges for any hospital or other surgical or treatment facility and any additional fees charged
by a Dentist for treatmentin any such facility.

Dental services with respect to congenital malformations or primarily for cosmetic or aesthetic
purposes. This does not exclude those services provided under Orthodontic benefits (if
applicable).

Replacement of tooth structure lost from wear or attrition.
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17.

18.

19.

20.

21.

22.

23.
24.

Dental services resulting from loss or theft of a denture, crown, bridge or removable
orthodonticappliance.

Diagnosis for, or fabrication of, adjustment or maintenance and cleaning of maxillofacial
prosthesis, appliances or restorations necessary to correct bite problems or restore the
occlusion or correct temporomandibularjoint dysfunction (TMJ) or associated muscles.

Diagnostic dental services such as diagnostic tests, image capture only and oral pathology
services (except as stated elsewhere in this EOC).

Adjunctive dental services including all local and general anesthesia, sedation, and analgesia
(exceptas stated elsewhere in this EOC).

Additional charges for the treatment of desensitizing medicaments, drugs, occlusal guards and
adjustments, mouthguards, microabrasion, behavior management, and bleaching (except as
stated elsewhere in this EOC).

Charges for the treatment of professional visits outside the dental office or after regularly
scheduled hours or for observation.

Chargesfor the inhalation of nitrous oxide/analgesia, anxiolysis.

Dental consultations including but not limited to re-evaluations, nutritional and tobacco
counseling and oral hygiene instruction.
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ATTACHMENT C: SCHEDULE OF BENEFITS

Product Name: Dental Traditional Plan
Group Name: Montgomery County Government
Group Number: 127578 - Option 2
Benefits Effective: September 1, 2024

Deductible
Annual Benefit Period
Applies to Coverage Band C

$50

only

Individual

Family
3 x Individual

Maximums
Applies to Coverage Band C

$1,500 per Annual Benefit Period

Covered Services

Benefit Percentages

Waiting Period

Coverage A Diagnostic and
Preventive Services

Exams
X-rays
Preventive

100%

None

Coverage B Basic and
Restorative Services

Basic Restorative
Endodontics
Oral Surgery
Periodontics

80%

None

Coverage C Major
Restorative and Prosthodontic
Services

Major Restorative
Implants

10%

None

Coverage D Orthodontics

services.

Your Plan does not Cover these

None

Annual Benefit Period

January 1 - December 31

Network discounts do not apply to Non-covered Services.

In addition to the Coinsurance percentage, You are responsible for the difference between
the Billed Charges and the Maximum Allowable Charge for Covered Services if the Billed
Charges of an Out-of-Network Dentist are more than the Maximum Allowable Charge for

such Services.

BCBST - Dental EOC
2008 (Rev. 7/22)

35




Evidence of Coverage
Attachment D: Eligibility

Any Employee of the Group and his/herfamily dependents, who meet the eligibility requirements of
this section, will be eligible for Coverage underthe Group Agreement if properly enrolled for
Coverage and upon payment of the required Premium for such Coverage. If there is any question
about whethera personis eligible for Coverage, the Employer shall make final eligibility
determinationsin accordance with the requirements of this EOC and the Group Agreement. At the
Group or Employer’s request, this Plan may not cover Spouses or dependent children. If You qualify
as a retiree, You may still be an eligible Employee underthis EOC after You leave employment.
Check with Your benefits representative for full details.

A. Subscriber
To be eligible to enrollas a Subscriber, You must:
1. Be afull-time Employee of the Group, who is Actively At Work; and
2. Satisfy all eligibility requirements of the Employerand Group Agreement;and

3. Enroll for Coverage fromthe Plan by submittinga completed and signed Enrollment Form or
otherrequired documentation to Your Group representative.

For leaves of absence, please referto the Continuation of Coverage section of this EOC.

B. CoveredDependents

You can apply for Coverage for Your dependents. You must list Your dependents on the Enroliment

Form. To qualify as a Covered Dependent, each dependent must meet all dependent eligibility

criteria established by the Employer, satisfy all eligibility requirements of the Group Agreement, and

be either:

1. The Subscriber’s current spouse as defined by the Employer, which may include a Domestic
Partner;

2. The Subscriber’s or the Subscriber’s spouse’s: (1) natural child; (2) legally adopted child
(including children placed with You for the purpose of adoption); (3) step-child(ren); or(4)
children for whom You or Your spouse are legal guardians; who are less than 26 years old
or:

a. Achild of the Subscriber or the Subscriber’s spouse forwhom a Qualified Medical Child
SupportOrder has beenissued; or

b. An Incapacitated Child of Subscriber or Subscriber’s spouse.

Dependents who permanently reside outside the United States are not eligible for Coverage under
the EOC.

Subscribers who are not U.S. citizens, do not reside in the United States, and work at an Employer’s
location not located in the United States, are not eligible for Coverage underthe EOC.

The Employer’s determination of eligibility underthe terms of this provision shall be
conclusive.
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The Plan reserves the right to require proof of eligibility including, but not limited to, a certified copy
of any Qualified Medical Child Support Order or certification of full-time student status.

C. Loss of Eligibility

Coverage fora Memberwho has lost his/her eligibility shall automatically terminate at 12:00
midnight onthe day that loss of eligibility occurred.
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EVIDENCE OF COVERAGE
ATTACHMENT E: PRIVACY PRACTICES

Important Privacy Information
Effective Date 05/01/2021

This notice describes how information we have about you may be used and disclosed, and how you
can getaccess to thisinformation. Please review it carefully.

Legal Obligations

The law requires BlueCross BlueShield of Tennessee, Inc. and certain subsidiaries and affiliates (“we,”
" ” «u

us,” “our”) to give this notice of privacy practices to all our members. This notice lets you know about
our legal duties and your rights when it comes to yourinformation and privacy.

The law requires us to keep private all of the information we have aboutyou, including your name,
address, claims information and otherinformation that can identify you. The law requires us to follow all
the privacy practices in this notice from the date on the cover until we change or replace it.

We have the right to make changesto our privacy practices and this notice at any time, but we will send
you a new notice any time we do. Any changes we make to this notice will apply to all information we
keepincluding information created or received before we made changes.

Please review this notice carefully and keep it on file forreference. You may ask us for a copy of this
notice at any time. To getone, please contact us at:

Privacy Office

BlueCross BlueShield of Tennessee

1 Cameron Hill Circle Chattanooga, TN 37402
Phone: (888) 455-3824

Fax:(423) 535-1976

E-mail: privacy office@bcbst.com

You may reach out to us at this address or phone numberto ask questions or make a complaint about
this notice or how we’ve handled your privacy rights. You may also submita written complaint to the
U.S. Department of Health and Human Services (HHS). Just ask us for their address, and we will give it to
you.

We supportyourright to protect the privacy of the information we have about you. We won’t retaliate
against you if you file a complaint with HHS or us.

Organizations This Notice Covers

This notice applies to BlueCross BlueShield of Tennessee, Inc. We may share our members’ information
with certain subsidiaries and affiliates of BlueCross BlueShield of Tennessee, Inc. as outlined in this
notice. If we buy or create new subsidiaries, they may also be required to follow the privacy practices
outlinedin this notice.
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For additional information, including TTY/TDD users, please call the Privacy Office at 1-888-455-3824.
Para obtenerayudaen espaiol, llame al 1-888-455-3824.

How We May Use and Share Your Information

We typically use your information for treatment, payment or health care operations. Sometimes we are
allowed, and sometimeswe are required, to use or disclose your information in other ways. This is
usually to contribute to the public good, such as public health and research.

Some states may have more stringentlaws. When those laws apply to yourinformation, we follow the
more stringent law. Specifically, Tennesseelaw and other state and federal laws require us to obtain
your consent for most uses and disclosures of behavioral health information, alcohol and other
substance use disorderinformation, and geneticinformation.

Ways We May Use and Share Your Information

The following are examples of how we may use or disclose yourinformation in accordance with federal
and state laws.

For your treatment: We may use or share yourinformation with health care professionals who are
treating you. For example, adoctor may send us information about your diagn osis and treatment plan
so we can arrange additional care for you from other health care providers.

To make payments: We may use or share yourinformation to pay claims for your care or to coordinate
benefits covered underyourhealth care coverage. Forexample, we may share yourinformation with
your dental providerto coordinate payment for dental services.

For health care operations: We may use or share yourinformation to run our organization. For example,
we may use or share it to measure quality, provide you with care managementorwellness programs,
and to conduct audit and otheroversight activities.

To work with plan sponsors: We may share yourinformation with your employer-sponsored group
health plan (if applicable) for plan administration. Please see your plan documents forall waysa plan
sponsor may use this information.

For underwriting: We may use or share your health plan information for underwriting, premium rating
or otheractivities relating to the creation, renewal or replacement of a he alth plan contract. We’re not
allowed to use or disclose geneticinformation for underwriting purposes.

Research: We may use or share yourinformationin connection with lawful research purposes.

In the event of your death: If You die, we may share your health plan information with a coroner,
medical examiner, funeral director or organ procurement organization.

To help with public health and safety issues: We can share information about you in certain situations,
such as:

e Preventingdisease

e Assisting public health authoritiesin controlling the spread of disease such as during pandemics
e Helping with productrecalls

e Reporting negative reactionsto medications

e Reportingsuspected abuse, neglect ordomesticviolence
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e Preventingorreducinga seriousthreatto anyone’s health orsafety
As required by law: We may use or share yourinformation as required by state or federal law.

To comply with a court or administrative order: Under certain circumstances, we may share your
informationin response to a court or administrative order, subpoena, discovery request, or other lawful
process.

To address workers’ compensation, law enforcement and other government requests: We can use or
share information about you:

e Forworkers’ compensation claims

e Forlaw enforcement purposes, or with a law enforcement official

e With health oversight agencies for legal activities

e To comply with requests from the military or otherauthorized federal officials

With your permission: Some uses and disclosures of information require your written authorization,
including certain instances if you wantus to share your information with anyone. You may cancel your
authorization in writing at any time, but doing so won’t affect use or disclosure that happened while
your authorization was valid.

For example, we would need your written authorization for:

e Mostusesand disclosures of psychotherapy notes

e Usesanddisclosuresof yourhealth plan information for marketing
e Sale of your health plan information

e Otherusesand disclosures not described in this notice

We will letyou know if any of these circumstances arise.

Your Individual Rights

To access records: You have the right to view and get copies of your information that we maintain, with
some exceptions. You must make a written request, using a form available from the Privacy Office, to
getaccess to yourinformation.

If you ask for copies of your information, we may charge you a reasonable, cost-based fee for staff time,
and postage if you want us to mail the copies to you. If you ask for this information in anotherformat,
this charge will reflect the cost of giving you the information in that format. If you prefer, you may
requestasummary or explanation of yourinformation, which may also resultin a fee. For details about
feeswe may charge, please contact the Privacy Office.

To see who we’ve disclosed your information to: You have the right to receive a list of most disclosures
we (or a business associate on our behalf) made of your information, otherthan forthe purpose of
treatment, paymentorhealth care operations, within the past six (6) years. This list will include the date
of the disclosure, whatinformation was disclosed, the name of the person or entity it was disclosed to,
the reason for the disclosure and some otherinformation.

If you ask forthis list of disclosures more than once in a twelve (12) month period, we may charge you
based on the cost of responding to those additional requests. Please contact the Privacy Office fora
more detailed explanation of these charges.

BCBST - Dental EOC 40
2008 (Rev. 7/22)



To ask for restrictions: You have the right to ask for restrictions on how we use or disclose your health
plan information. We’re notrequired to agree to these requests exceptin limited circumstances. If we
agree to a restriction, you and we will agree to the restriction in writing. Please contact the Privacy
Office for more information.

To get notified of a breach: The law requires us to notify you afterthe unauthorized acquisition, access,
use, or disclosure of yourunsecured information that compromises the security or privacy of the
information. This notice mustinclude various data points, such as:

e Thedate of the breach

e Thetype of data disclosed

e Who accessed, used ordisclosed the information without permission

e  Who received yourinformation, if known

e What we did or will do to prevent future breaches
To ask for confidential communications: You have the right to ask usin writing to send yourinformation
to you at a differentaddress or by a different method if you believe that sending information to you in
the normal mannerwill put youin danger. We have to grant yourrequestif it's reasonable. We will also
need information fromyou, including how and where to communicate with you. Your request must not
interfere with payment of your Premiums. If there is an immediate threat, you may make yourrequest
by calling the Member Service numberonthe back of your MemberID card or the Privacy Office. Please
follow up your call with a written request as soon as possible.

To ask for changes to your personal information: You have the right to requestin writing that we revise
your information. Yourrequest must be in writing and explain why the information should be revised.
We may deny your request, forexample, if we received (but didn’t create) the information you wantto
amend. If we deny yourrequest, we will write to let you know why. If you disagree with our denial, you
may send us a written statement that we will include with your information.

If we grant your request, we will make reasonable efforts to notify people you name about this change.
Any future disclosures of that information will be revised.

To requestanother copy of this notice: You can ask for a paper copy of this notice at any time, even if
you got this notice by email or from our website. Please contact the Privacy Office at the address above.

To choose a personal representative: You may choose someone to exercise your rights on your behalf,
such as a power of attorney. You may also have a legal guardian exercise your rights. We will work with
you if you’d like to make this effective.
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GENERAL LEGAL PROVISIONS

The Plan isan Independent Licensee of the Blue Cross Blue Shield Association

You acknowledge this EOC is a contract solely between You and Us. We are an independent corporation
operatingundera license fromthe Blue Cross Blue Shield Association, an association of independent
BlueCross and BlueShield Plans (the “Association”). The Association permits Us to use the Association’s
service marks in Our service area. We are not contracting as an agent of the Association. You further
acknowledge and agree that:

You have not entered into this EOC based upon representation by any person otherthan Us; and

No person, entity or organization otherthan Us shall be held accountable or liable to You for any of the
obligations to You created underthis EOC.

This paragraph shall not create any additional obligations on Our part otherthan those created
underthis EOC.

RELATIONSHIP WITH NETWORK PROVIDERS

Network Providers are Independent Contractors and are not employees, agents or representatives of
the Plan. Such Providers contract with the Plan, which has agreed to pay themfor rendering Covered
Servicesto You. Network Providers are solely responsible for making all medical treatment decisionsin
consultation with their Member-patients. The Plan does not make medical treatment decisions under
any circumstances.

The Plan has the discretionary authority to make benefit or eligibility determinations andinterpretthe
terms of Your Coverage to the Plan (“Coverage Decisions”). It makesthose Coverage Decisions based on
the terms of this EOC, the Group Agreement, its participation agreements with Network Providers and
applicable State or Federallaws.

The Plan’s participation agreements permit Network Providers to dispute the Plan’s Coverage decisions
if they disagree with those decisions. If Your Network Provider does not dispute a Coverage decision,
You may request reconsideration of that decision as explained in the grievance procedure section of this
EOC. The participation agreementrequires Network Providers to fully and fairly explainthe Plan’s
Coverage decisionsto You, uponrequest, if You decide to request that the Plan reconsidera Coverage
decision.

The Plan or a Network Provider may end their relationship with each otherat any time. A Network
Provider may also limit the numberof Membersthat he, she or it will acceptas patients during the term
of this Agreement. The Plan does not promise that any specific Network Provider will be available to
renderservices while You are Covered by the Plan.

SUBROGATION AND RIGHT OF RECOVERY

The Plan shall be subrogated to and/or have the right to recoveramounts paid to provide Covered Services
to Membersforillnesses orinjuries caused by third parties, including the right to recoverthe reasonable
value of prepaid services rendered by Network Dentists.

When this Plan is primary, the Plan shall have first lien against any payment, judgment or settlement of
any kindthat a Member receives from or on behalf of such third partiesfor medical expenses, forthe
costs of Covered Services and any costs of recovering such amounts from those third parties. The Plan
may notify those parties of its lien without notice to or consentfromthose Members.

The Plan may enforce its rights of subrogation and recovery against, without limitation, any tort feasors,
otherresponsible third parties or against available insurance coverages, including underinsured or
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uninsured motorist coverages. Such actions may be basedin tort, contract or other cause of action to
the fullest extent permitted by law.

The Group has agreed that Members shall be required to promptly notify the Plan if they are involvedin
an incident that givesrise to such rights for subrogation and recovery to enable the Plan to protectits
rights under this section. Members are also required to cooperate with the Plan and to execute any
documentsthatthe Plan deems necessary to protectits rights under this section.

Ifa Membersettles any claim or action without Our consentagainst any third party, that Member shall
be deemedto have been made whole by the settlement and the Plan shall be entitled to immediately
collect the presentvalue of its rights as the first priority claim from the settlementfund. Anysuch
proceeds of settlementorjudgmentshallbe held in trust by the Memberforthe benefit of the Plan.

UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT OF 1994

You may continue Your Coverage and Coverage for eligible dependents during military leave of absence
in accordance with the Uniformed Services Employment and Reemployment Rights Act of 1994. When
the Subscriberreturns to work from a military leave of absence, the Subscriber will be given credit for
the time the Subscriber was Covered underthe Plan prior to the leave. Check with the Employerto see if
this provision applies.

GOVERNING LAWS

To the extent not governed by federal law, the laws of the State of Tennessee govern Your benefits.

NONDISCRIMINATION NOTICE

BlueCross complies with applicable federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability or sex. BlueCross does not exclude people ortreatthem
differently because of race, color, national origin, age, disability or sex.

BlueCross:

1. Providesfree aids and services to people with disabilities to communicate effectively with Us, such
as:

a. Qualified sign language interpreters; and

b. Written informationin otherformats, such as large print, audio and accessible electronic
formats.

2. Providesfree language servicesto people whose primary language is not English, such as:
a. Qualified interpreters; and
b. Written informationin otherlanguages.

If You need these services, contact Our consumer advisors at the Member Service numbe ron the back
of Your Member D card or call 1-(800) 565-9140, or for hearing impaired, TTY 1-(800) 848-0298 or 711.

If You believe that BlueCross has failed to provide these services or discriminated in anotherway on the
basis of race, color, national origin, age, disability or sex, You can file a grievance (“Nondiscrimination
Grievance”). Forhelp with preparing and submitting Your nondiscrimination grievance, contact Our
consumeradvisors at the Member Service number on the back of Your MemberID card or call 1-(800)
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565-9140, or for hearing impaired, TTY 1-(800) 848-0298 or 711. We can provide You with the
appropriate formto use in submittinga nondiscrimination grievance. You can file a nondiscrimination
grievance in person or by mail, fax or email. Address Your nondiscrimination grievance to:

Nondiscrimination Compliance Coordinator
c/o Manager, Operations, Member Benefits Administration
1 Cameron Hill Circle, Suite 0019
Chattanooga, TN 37402-0019
Fax: 1-(423) 591-9208
Email: Nondiscrimination_OfficeGM@bcbst.com

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW, Room 509F, HHH Building
Washington, DC 20201
Phone: 1-(800) 368-1019
TTY: 1-(800) 537-7697

Complaint forms are available at http://www.hhs.gov/ocr/office /file/index.html.
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