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This summary plan description (SPD) describes the key features of the BlueCross BlueShield
(BCBS) PPO Plus for employees of Abbott Laboratories in the State of Hawaii. Benefits are offered
under the Abbott Laboratories Health Care Plan effective January 1, 2010. This booklet describes
only the highlights of the plan and does not attempt to cover all administrative details. Every attempt
has been made to communicate this information clearly and in easily understandable terms.

Benefits are determined under the terms of the plan in effect at the time you become eligible for the
Benefits in question. Benefits and services described here apply only to those employees and/or
dependents enrolled in and eligible for Benefits under the plan. The company reserves the right to
modify, suspend or terminate these Benefits at any time to the extent permitted by law. This SPD
does not constitute a contract of employment or guarantee any particular benefit.

The Abbott Laboratories Health Care Plans are governed by formal legal documents and contracts
for administration and payment of all Benefits. In case of a conflict between this summary and those
legal documents, the plans’ legal documents will control.

Este folleto contiene un resumen en Ingles de los derechos y beneficios del plan. Si tiene alguna
dificultad en entender cualquier seccion de este folleto, puede comunicarse a nuestras oficinas de
Beneficios (myHRTeam) al (877) 228-4707 cualquier dia (Lunes a Viernes) dentro de 7 a.m.y 7 p.m.
hora central.
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Introduction

BlueCross BlueShield PPO Plus (BCBS PPO Plus) Benefits are available to eligible employees
under the Abbott Laboratories Health Care Plan. The plan provides Benefits for a broad range of
health care expenses for you and your covered family members. The options available to you are
based on the eligibility area in which you reside.

This plan is a Participating Provider Option (PPO). Under a PPO plan, you have a Network of
doctors that you can use. If you use a doctor in the Network, the charges are paid at the Network
Benefit level. If you use a Provider that does not participate in the Network, the charges are paid at
the Non-Network Benefit level.

You will need to satisfy the requirements described in this SPD to receive BCBS PPO Plus
coverage.

Basic Plan Information
Plan Type Preferred Provider Organization (PPO)
Abbott Plan Code(s) M80
Member Services (800) 671-1210
Group Number 018046
Provider Network PPO
Web Address www.bcbsil.com/abbott



http://www.bcbsil.com/abbott�

Definitions

Throughout this booklet, many words are used which have a specific meaning when applied to
your health care coverage. These terms will always begin with a capital letter. When you come
across these terms while reading this benefit booklet, please refer to these definitions because they
will help you understand some of the limitations or special conditions that may apply to your
Benefits.

Abbott: Abbott Laboratories and its participating subsidiaries (the “Company”).

Ambulance Transportation: Local transportation in a specially equipped certified vehicle from your
home, scene of accident or medical emergency to a Hospital, between Hospital and Hospital,
between Hospital and Skilled Nursing Facility or from a Skilled Nursing Facility or Hospital to your
home. If there are no facilities in the local area equipped to provide the care needed, Ambulance
Transportation then means the transportation to the closest facility that can provide the necessary
service.

Ambulatory Surgical Facility: A facility (other than a Hospital) whose primary function is the
provision of surgical procedures on an ambulatory basis and which is duly licensed by the
appropriate state and local authority to provide such services.

Anesthesia Services: The administration of anesthesia and the performance of related
procedures by a Physician or a Certified Registered Nurse Anesthetist which may be legally
rendered by them respectively.

Annual Maximum: The maximum amount the plan will pay for Covered Services during a
calendar year. For example, the $750 Annual Maximum on chiropractic services means the plan
pays no more than $750 in Benefits on chiropractic Claims for any Covered Person during a
calendar year.

Behavioral Health Care: Treatment of mental or nervous disorders and substance abuse.

Benefits: Your right to payment for Covered Health Services available under the Plan. Your right to
Benefits is subject to the terms, conditions, limitations and exclusions of the plan and applicable
contracts.

Benefit Period: Your Benefit Period is a period of one year which begins on January 1st of each
year. When you first enroll under this coverage, your first Benefit Period begins on your Coverage
Date and ends on the first December 31st following that date.

Certificate of Creditable Coverage: A certificate disclosing information relating to your Creditable
Coverage under a health care benefit program for purposes of reducing any Preexisting Condition
exclusion imposed by any group health plan coverage.



Certified Clinical Nurse Specialist: A nurse specialist who (a) is licensed under the Nursing and

Advanced Practice Nursing Act; (b) has an arrangement or agreement with a Physician for

obtaining medical consultation, collaboration and Hospital referral and (c) meets the following

qualifications: i) is a graduate of an approved school of nursing and holds a current license as a

registered nurse; and is a graduate of an advanced practice nursing program.

¢ A “Participating Certified Clinical Nurse Specialist” means a Certified Clinical Nurse Specialist
who has a written agreement with the Claims Administrator or another BlueCross BlueShield
Plan or Blue Cross Plan to provide services to you at the time services are rendered.

¢ A “Non-Participating Certified Clinical Nurse Specialist” means a Certified Clinical Nurse
Specialist who does not have a written agreement with the Claims Administrator or another
BlueCross BlueShield Plan or Blue Cross Plan to provide services to you at the time services are
rendered.

Certified Nurse-Midwife: A nurse-midwife who (a) practices according to the standards of the
American College of Nurse-Midwives; (b) has an arrangement or agreement with a Physician for
obtaining medical consultation, collaboration and Hospital referral and (c) meets the following
qualifications: is a graduate of an approved school of nursing and holds a current license as a
registered nurse; and is a graduate of a program of nurse-midwives accredited by the American
College of Nurse Midwives or its predecessor.

e A “Participating Certified Nurse-Midwife” means a Certified Nurse Midwife who has a written
agreement with the Claims Administrator or a BlueCross BlueShield Plan or Blue Cross Plan of
another state to provide services to you at the time services are rendered.

¢ A “Non-Participating Certified Nurse-Midwife” means a Certified Nurse Midwife who does not
have a written agreement with the Claims Administrator or a BlueCross BlueShield Plan or
Blue Cross Plan of another state to provide services to you at the time services are rendered.

Certified Nurse Practitioner: A nurse practitioner who (a) is licensed under the Nursing and
Advanced Practice Nursing Act; (b) has an arrangement or agreement with a Physician for
obtaining medical consultation, collaboration and Hospital referral and (c) meets the following
qualifications: (i) is a graduate of an approved school of nursing and holds a current license as a
registered nurse; and (i) is a graduate of an advanced practice nursing program.

o A *“Participating Certified Nurse Practitioner” means a Certified Nurse Practitioner who has a
written agreement with the Claims Administrator or another BlueCross BlueShield Plan or Blue
Cross Plan to provide services to you at the time services are rendered.

¢ A “Non-Participating Certified Nurse Practitioner” means a Certified Nurse Practitioner who does
not have a written agreement with the Claims Administrator or another BlueCross BlueShield
Plan or Blue Cross Plan to provide services to you at the time services are rendered.

Chemotherapy: The treatment of malignant conditions by pharmaceutical and/or biological anti-
neoplastic drugs.

Chiropractor: A duly licensed Chiropractor.



Claim: Notification in a form acceptable to the Claims Administrator that a service has been
rendered or furnished to you. This notification must include full details of the service received,
including your name, age, sex, identification number, the name and address of the Provider, an
itemized statement of the service rendered or furnished, the date of service, the diagnosis, the Claim
Charge, and any other information which the Claims Administrator may request in connection with
services rendered to you.

Claims Administrator: The Claims Administrator for Medical Services is BlueCross BlueShield of
llinois. The Claims Administrator for Prescription Drugs is Caremark.

Claim Charge: The Provider’s charge for services or supplies rendered to you, without adjustment
or reduction and regardless of any separate financial arrangement between the Claims
Administrator and a particular Provider.

Claim Payment: The benefit payment calculated by the Claims Administrator, after submission of
a Claim, in accordance with the Benefits described in this benefit booklet. All Claim Payments
will be calculated on the basis of the Eligible Charge for Covered Services rendered to you,
regardless of any separate financial arrangement between the Claims Administrator and a particular
Provider.

Clinical Laboratory: A laboratory which complies with the licensing and certification

requirements under the Clinical Laboratory Improvement Amendments of 1988, the Medicare and

Medicaid programs and any applicable state and local statutes and regulations.

¢ A “Participating Clinical Laboratory” means a Clinical Laboratory which has a written agreement
with the Claims Administrator or another BlueCross BlueShield Plan or Blue Cross Plan of
another state to provide services to you at the time services are rendered.

¢ A “Non-Participating Clinical Laboratory” means a Clinical Laboratory which does not have a
written agreement with the Claims Administrator or another BlueCross BlueShield Plan or Blue
Cross Plan of another state to provide services to you at the time services are rendered.

COBRA: Those sections of the Consolidated Omnibus Budget Reconciliation Act of 1985 (P.L. 99-
272), as amended, which regulate the conditions and manner under which an employer can offer
continuation of group health insurance to Eligible Persons whose coverage would otherwise
terminate under the terms of this program.

Coinsurance: The percentage of Covered Health Services shared by you and your health plan. For
example, if your Coinsurance is 20 percent, it means the plan pays 80 percent of the covered
expense and you pay 20 percent.

Complications of Pregnancy: All physical effects suffered as a result of pregnancy which would not
be considered the effect of normal pregnancy.

Congenital Anomaly: A physical developmental defect that is present at birth, and
is identified within the first twelve months of birth.



Coordinated Home Care Program: An organized skilled patient care program in which care is
provided in the home. Care may be provided by a Hospital's licensed home health department or by
other licensed home health agencies. You must be homebound (that is, unable to leave home
without assistance and requiring supportive devices or special transportation) and you must require
Skilled Nursing Service on an intermittent basis under the direction of your Physician. This program
includes Skilled Nursing Service by a registered professional nurse, the services of physical,
occupational and Speech Therapists, Hospital laboratories, and necessary medical supplies. The
program does not include and is not intended to provide Benefits for Private Duty Service. It also
does not cover services for activities of daily living (personal hygiene, cleaning, cooking, etc.).

Contract Worker: An individual who performs work under direct Abbott supervision but is employed
by and looks to another company to fulfill the terms and conditions of employment. An independent
contractor or consultant contracts directly with Abbott to perform certain work on or off the premises
and meets certain additional requirements of the Department of Labor and the Internal Revenue
Service regarding “leased” service. Contract or leased workers and consultants are not eligible for
Abbott Laboratories employee benefit plans.

Copayment: A specified dollar amount you are required to pay toward a Covered Health Service.

Covered Health Services: Health services provided for the purpose of preventing, diagnosing or

treating a sickness, injury, mental illness, substance abuse, or their symptoms.

Covered Health Services are described on pages 40-57. Covered Health Services do not include

any items specifically excluded on pages 65-72. Covered Health Services must be provided:

e When the Plan is in effect

e Prior to the effective date of any of the individual termination conditions set forth in this Summary
Plan Description; and

e Only when the person who receives services is a Covered Person and meets all eligibility
requirements specified in the Plan.

Covered Person: An employee or enrolled dependent while the person is enrolled under this plan.
References to “you” and “your” throughout this booklet are references to a Covered Person.

CNRA: A Certified Registered Nurse Anesthetist, who: (a) is a graduate of an approved school of

nursing and is duly licensed as a registered nurse; (b) is a graduate of an approved program of nurse

anesthesia accredited by the Council of Accreditation of Nurse Anesthesia Education

Programs/Schools or its predecessors; (c ) has been certified by the Council of Certification of

Nurse Anesthetists or its predecessors; and (d) is recertified every two years by the Council on

Recertification of Nurse Anesthetists.

¢ A “Participating CRNA” means a CRNA who has a written agreement with the Claims
Administrator or a BlueCross BlueShield Plan or Blue Cross Plan of another state to provide
services to you at the time services are rendered.

o A “Non-Participating CRNA” means a CRNA who does not have a written agreement with the
Claims Administrator or a BlueCross BlueShield Plan or Blue Cross Plan of another state to
provide services to you at the time services are rendered.



Custodial Care Service: Any service primarily for personal comfort or convenience that provides
general maintenance, preventive, and/or protective care without any clinical likelihood of
improvement of your condition. Custodial Care Services also means those services which do not
require the technical skills, professional training and clinical assessment ability of medical and/or
nursing personnel in order to be safely and effectively performed. These services can be safely
provided by trained or capable non-professional personnel, are to assist with routine medical needs
(e.g. simple care and dressings, administration of routine medications, etc.) and are to assist with
activities of daily living (e.g. bathing, eating dressing, etc.). Custodial Care Service also means
providing care on a continuous Inpatient or Outpatient basis without any clinical improvement by you.

Deductible: The amount of covered health care expenses that you must pay out of your own pocket
before the plan begins paying Benefits. When a family Deductible limit is designated, combined
Deductible expenses of all covered family members may be used to satisfy this family Deductible.

Dentist: A duly licensed Dentist.

Diagnostic Service: Tests rendered for the diagnosis of your symptoms and which are directed
toward evaluation or progress of a condition, disease or injury. Such tests include, but are not limited
to, x-rays, pathology services, Clinical Laboratory tests, pulmonary function studies,
electrocardiograms, electroencephalograms, radioisotope tests and electromyograms.

Dialysis Facility: A facility (other than a Hospital) whose primary function is the treatment and/or
provision of maintenance and/or training dialysis on an ambulatory basis for renal dialysis patients
and which is duly licensed by the appropriate governmental authority to provide such services.

Durable Medical Equipment (DME): Equipment that is used to serve a medical

purpose due to iliness or injury, is appropriate for use at home, is not disposable and can stand
repeated use. Durable Medical Equipment is generally not useful to a person in the absence of a
sickness or injury. Examples include crutches, wheelchairs, Hospital-style beds, oxygen and other
respiratory equipment.

Durable Medical Equipment Provider: A duly licensed Durable Medical Equipment Provider.

o A “Participating Durable Medical Equipment Provider” means a Durable Medical Equipment
Provider who has a written agreement with the Claims Administrator or another BlueCross
BlueShield Plan or Blue Cross Plan to provide services to you at the time services are
rendered.

¢ A “Non-Participating Durable Medical Equipment Provider” means a Durable Medical Equipment
Provider who does not have a written agreement with the Claims Administrator or another
BlueCross BlueShield Plan or Blue Cross Plan to provide services to you at the time services are
rendered.
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Eligible Charge (or Eligible Expense): In the case of a Provider other than a Professional Provider
that has a written agreement with the Claims Administrator to provide care to you at the time
Covered Services are rendered, such Provider’'s Claim Charge for Covered Services. In the case of
a Provider other than a Professional Provider which does not have a written agreement with the
Claims Administrator to provide care to you at the time Covered Services are rendered, either of the
following charges for Covered Services as determined at the discretion of the Claims Administrator
based on the following order:

e The charge which is within the range of charges other similar Hospitals or facilities in similar
geographic areas charge their patients for the same or similar services, as reasonably
determined by the Claims Administrator, if available

e The amount that the Centers for Medicare & Medicaid Services ("CMS”) reimburses the
Hospitals or facilities in similar geographic areas for the same or similar services rendered to
members in the Medicare program, or

e The charge which the particular Hospital or facility usually charges its patients for Covered
Services.

Emergency Medical Care: Services provided for the initial Outpatient treatment, including related
Diagnostic Services, of the sudden and unexpected onset of a medical condition that the absence
of immediate medical attention would likely result in serious and permanent medical consequences.
Examples of medical conditions are: severe chest pains, convulsions or persistent severe
abdominal pains.

Explanation of Benefits (EOB): When the Claims Administrator receives a Claim for you or your
dependent, an Explanation of Benefits, or EOB, form is issued to you. This form explains what
action was taken or what additional information is needed. If your Provider is paid directly, he or she
also receives an EOB on the Claim. An EOB is issued to you each time a Claim is processed,
whether or not a payment is made.

Home Infusion Therapy Provider: A duly licensed Home Infusion Therapy Provider.

o A “Participating Home Infusion Therapy Provider” means a Home Infusion Therapy Provider
who has a written agreement with the Claims Administrator or another BlueCross BlueShield
Plan or Blue Cross Plan to provide services to you at the time services are rendered.

¢ A “Non-Participating Home Infusion Therapy Provider” means a Home Infusion Therapy
Provider who does not have a written agreement with the Claims Administrator or another
BlueCross BlueShield Plan or Blue Cross Plan to provide services to you at the time services
are rendered.

Hospice Care Program Provider: An organization duly licensed to provide Hospice Care Program
Service.
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Hospice Care Program Service: A centrally administered program designed to provide for the
physical, psychological and spiritual care for dying persons and their families. The goal of hospice
care is to allow the dying process to proceed with a minimum of patient discomfort while maintaining
dignity and a quality of life. Hospice Care Program Service is available in the home, Skilled Nursing
Facility or special hospice care unit.

Hospital: A duly licensed institution for the care of the sick which provides service under the care
of a Physician including the regular provision of bedside nursing by registered nurses. It does not
mean health resorts, rest homes, nursing homes, skilled nursing facilities, convalescent homes,
custodial homes of the aged or similar institutions.

o A “Participating Hospital” means a Hospital that has an agreement with the Claims Administrator
or a BlueCross BlueShield Plan or Blue Cross Plan of another state to provide Hospital services
to participants in the Participating Provider Option program.

¢ A “Non-Participating Hospital” means a Hospital that does not meet the definition of a
Participating Hospital

Infertility: For purposes of coverage under the Abbott Laboratories Health Care Plan, Infertility
means the inability to conceive or maintain pregnancy after one year (six months for a female age
35 or older) of unprotected sex between a male and female.

Inpatient Stay: An uninterrupted confinement, following formal admission to a Hospital, skilled
nursing facility or inpatient rehabilitation facility.

Investigational: Investigational services or supplies include procedures, drugs, devices, services
and/or supplies which (1) are provided or performed in special settings for research purposes or
under a controlled environment and which are being studied for safety, efficiency and effectiveness,
and/or (2) are awaiting endorsement by the appropriate National Medical Specialty College or
federal government agency for general use by the medical community at the time they are rendered
to you, and (3) specifically with regard to drugs, combination of drugs and/or devices, are not finally
approved by the Food and Drug Administration at the time used or administered to you

Lifetime Benefit Maximum: The maximum amount a plan will pay for Covered Services during a
Covered Person’s lifetime.

Maintenance Therapies: Maintenance Occupational Therapy, Maintenance Physical Therapy
and/or Maintenance Speech Therapy are therapies administered to maintain a level of function at
which no demonstrable and measurable improvement of a condition will occur.

Maternity Service: Services rendered for normal pregnancy. A normal pregnancy means an
intrauterine pregnancy which, through vaginal delivery, results in an infant, who is not premature or
preterm. Premature or preterm means an infant born with a low birth weight, 5.5 pounds or less, or
an infant born at 37 weeks or less.
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Maximum Allowance: The amount determined by the Claims Administrator which Participating
Professional Providers have agreed to accept as payment in full for a particular Covered Service. All
benefit payments for Covered Services rendered by Professional Providers, whether Participating
or Non-Participating will be based on the Schedule of Maximum Allowances. The Claims
Administrator may amend these amounts from time to time.

Medical Care: The ordinary and usual professional services rendered by a Physician or other
specified Provider during a professional visit for treatment of an illness or injury.

Medically Necessary: A specific medical, health care or Hospital service is Medically Necessary
when required, in the reasonable medical judgment of the Claims Administrator, for the treatment or
management of a medical symptom or condition and that the service or care provided is the most
efficient and economical service which can safely be provided.

Medicare: The program established by Title XVIII of the Social Security Act (42 U.S.C. 1395 et seq.).

Medicare Approved or Medicare Participating: A Provider which has been certified or approved
by the Department of Health and Human Services for participating in the Medicare program.

Medicare Secondary Payer: Those provisions of the Social Security Act set forth in 42 U.S.C.
w1395y (b), and the implemented regulations set forth in 42 C.F.R. Part 411, as amended, which
regulate the manner in which certain employers may offer group health care coverage to Medicare-
eligible employees, their spouses and, in some cases, dependent children.

Naprapath: A duly licensed Naprapath.

Non-Participating Provider: An Administrator Hospital or Professional Provider which does not
have a written agreement with the Claims Administrator or a BlueCross BlueShield Plan or Blue
Cross Plan of another state to provide services to participants in the Participating Provider Option
program or a facility which has not been designated by the Claims Administrator as a Participating
Provider.

Network Benefits: Benefits for Covered Health Services that are provided by a Participating
Physician or other Participating Provider.

Non-Network Benefits: Benefits for Covered Health Services that are provided by a Physician or
other health care Provider that does not have a participation agreement with the Claims
Administrator. Benefits for Non-Participating Providers are generally paid at a lower level than
Benefits for Participating Providers. Non-Network Benefits are also payable for Covered Health
Services that are provided at Non-Network facilities.

Out-of-pocket (OOP) limit: Your payments toward Deductibles and Coinsurance are used to satisfy
your out-of-pocket limits. If you or a covered family member reaches the individual Out-of-Pocket
Limit during a calendar year, the plan will pay 100 percent of remaining covered expenses for that
individual during the rest of the calendar year. Separate OOP limits may apply to specific expenses,
such as Behavioral Health care or prescription drugs.
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Participating Provider: An Administrator Hospital or Professional Provider which has a written
agreement with the Claims Administrator or a BlueCross BlueShield Plan or Blue Cross Plan of
another state to provide services to participants in the Participating Provider Option program or an
Administrator facility which has been designated by the Claims Administrator as a Participating
Provider.

Participating Provider Option: A program of health care Benefits designed to provide you with
economic incentives for using designated Providers of Health Care Services.

Physical Therapist: A duly licensed Physical Therapist.

Physical Therapy: The treatment of a disease, injury or condition by physical means by a
Physician or registered professional Physical Therapist under the supervision of a licensed
Physician and which is designed and adapted to promote the restoration of a useful physical
function.

Physician: A Doctor of Medicine, “M.D.”, or Doctor of Osteopathy, “D.0.”, who is properly licensed
and qualified by law. A Podiatrist, Dentist, Psychologist, Chiropractor, Optometrist, or other Provider
who acts within the scope of his or her license will be considered on the same basis as a Physician.
The fact that we describe a Provider as a Physician does not mean that Benefits for services will be
payable.

Physician Assistant: A duly licensed Physician Assistant performing under the direct supervision of
a Physician, Dentist or Podiatrist and billing under such Provider.

Podiatrist: A duly licensed Podiatrist.

Private Duty Nursing Service: Skilled Nursing Service provided on a one-to-one basis by an
actively practicing registered nurse (R.N.), or licensed practical nurse (L.P.N.). Private Duty Nursing
is shift nursing of 8 hours or greater per day and does not include nursing care of less than 8 hours
per day. Private Duty Nursing Service does not include Custodial Care Service.

Plan Administrator: Abbott Laboratories or its designee as that term is defined under ERISA.

Provider: Any health care facility (for example, a Hospital or Skilled Nursing Facility) or person (for

example, a Physician or Dentist) or entity duly licensed to render Covered Services to you.

e An “Administrator Provider’” means a Provider which has a written agreement with the Claims
Administrator or a BlueCross BlueShield Plan or Blue Cross Plan of another state to provide
services to you at the time services are rendered to you.

¢ A “Non-Administrator Provider’” means a Provider that does not meet the definition of
Administrator Provider unless otherwise specified in the definition of a particular Provider.

o A “Participating Provider” means an Administrator Hospital or Professional Provider which has
a written agreement with the Claims Administrator or a BlueCross BlueShield Plan or Blue
Cross Plan of another state to provide services to participants in the Participating Provider
Option program or an Administrator facility which has been designated by the Claims
Administrator as a Participating Provider.
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¢ A “Non-Participating Provider” means an Administrator Hospital or Professional Provider which
does not have a written agreement with the Claims Administrator or a BlueCross BlueShield
Plan or Blue Cross Plan of another state to provide services to participants in the Participating
Provider Option program or a facility which has not been designated by the Claims
Administrator as a Participating Provider.

o A “Professional Provider” means a Physician, Dentist, Podiatrist, Psychologist, Chiropractor,
Optometrist, Clinical Social Worker or any Provider designated by the Claims Administrator
or a BlueCross BlueShield Plan or Blue Cross Plan of another state.

Reconstructive Procedure: A procedure performed to address a physical impairment where the
expected outcome is restored or improved function. The fact that a person may suffer psychologically
as a result of the impairment does not classify Surgery or any other procedure done to relieve the
impairment as a Reconstructive Procedure.

Regular Employee: This employment category describes an Abbott employee who is assigned to
work an established weekly schedule for an indefinite period. You can verify your employment
category (regular or temporary) with your manager.

Renal Dialysis Treatment: One unit of service including the equipment, supplies and
administrative service which are customarily considered as necessary to perform the dialysis
process.

Respite Care: Those services provided at home or in a facility to temporarily relieve the family or
other caregivers (non-professional personnel) that usually provide or are able to provide such
services to you.

Skilled Nursing Facility: An institution or a distinct part of an institution which is primarily engaged
in providing comprehensive skilled services and rehabilitative Inpatient care and is duly licensed by
the appropriate governmental authority to provide such services. An “Uncertified Skilled Nursing
Facility” means a Skilled Nursing Facility which has not been certified in accordance with the
guidelines established by Medicare.

Skilled Nursing Services: Those services provided by a registered nurse (R.N.) or licensed
practical nurse (L.P.N.) which require the clinical skill and professional training of an R.N. or L.P.N.
and which cannot reasonably be taught to a person who does not have specialized skill and
professional training. Benefits for Skilled Nursing Service will not be provided due to the lack of
willing or available non-professional personnel. Skilled Nursing Service does not include Custodial
Care Service.

Speech Therapist: A duly licensed Speech Therapist.

Speech Therapy: The treatment for the correction of a speech impairment resulting from disease,
trauma, congenital anomalies or previous therapeutic processes and which is designed and
adapted to promote the restoration of a useful physical function. Speech Therapy does not include
educational training or services designed and adapted to develop a physical function.
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Surgery: The performance of any medically recognized, non-Investigational surgical procedure
including the use of specialized instrumentation and the correction of fractures or complete
dislocations and any other procedures as reasonably approved by the Claims Administrator.

Temporomandibular Joint Dysfunction and Related Disorders: Jaw joint conditions including
temporomandibular joint disorders and craniomandibular disorders, and all other conditions of the
joint linking the jaw bone and skull and the complex of muscles, nerves and other tissues relating
to that joint.

Temporary Employee: This employment category describes an Abbott employee hired to work for
a temporary period of time. The schedule and duration of a temporary assignment may be altered or
terminated at any time. You can verify your employment category (regular or temporary) with your
manager.

Urgent Care: Treatment of an unexpected sickness or injury that is not life threatening but requires
outpatient Medical Care that cannot be postponed. An urgent situation requires prompt medical
attention to avoid complications and unnecessary suffering, such as high fever, a skin rash, or an ear
infection.

Urgent Care Center: A facility, other than a Hospital, that provides Covered Health Services that are
required to prevent serious deterioration of your health, and that are required as a result of an
unforeseen sickness, injury, or the onset of acute or severe symptoms.
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Eligibility

If you are a Regular Employee of Abbott Laboratories and are working a schedule of 20 hours or
more per week, you are eligible to participate in this plan on your hire date or the date of your
conversion to an eligible status, if later. You can verify your employment status with your department
manager or human resources office.

Employees who are not eligible

Employees who are not eligible for this option include those who live outside of this option’s
designated eligibility area, part-time employees working a schedule of less than 20 hours per week
(unless specifically designated), Temporary Employees and Contract Workers. Eligible employees
who convert to a schedule of less than 20 hours per week are no longer eligible for this plan, but may
be eligible to continue coverage for a limited period of time under the plan’s continuation of coverage
provisions described on page 85-88.
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Eligible Dependents

If you are an eligible employee and elect coverage under the BCBS PPO Plus, you may also cover
certain dependents. You may only cover your dependents if you have also elected coverage for
yourself.

Eligible dependents include your legal spouse or eligible domestic partner, and dependent
children (including children of a domestic partner) under age 25. Your unmarried child may be
covered until his or her 25th birthday if qualified as your dependent for federal income tax
purposes”.

Your spouse is the person to whom you are legally married (i.e., a legal union for purposes of all
federal laws). Your children include your biological children and legally adopted children who are
dependent on you for financial support (whether or not they live with you) and stepchildren who are
dependent on you for financial support as long as they live with you at least 50 percent of the time.

To qualify for enroliment of a domestic partner, you and your partner must meet all of the following

criteria:

¢ Have shared a continuous committed relationship for no less than six months,

e Are not legally married to another person and have no other such relationship with any other
person,

¢ Reside in the same household and intend to do so indefinitely,

e Are not related by blood to a degree of kinship that would prevent marriage from being
recognized under law,

e Are at least 18 years old and mentally competent to enter into contracts, and

e Sign and notarize an Affidavit of Domestic Partnership.

If you cover your domestic partner, you may also cover your domestic partner’s children who are
dependent on you for financial support (as long as they live with you at least 50 percent of the time)

and children placed with you or your domestic partner while adoption proceedings are pending.

Legal Guardianship or Custody

If you have legal custody or guardianship (as evidenced by court documents) for any child, that child may be
eligible for plan coverage. You must provide copies of legal guardianship or custody papers to myHRTeam

within the appropriate time frame before this coverage can be approved.

! The Families Tax Relief Act of 2004 allows a person who is otherwise a "qualifying relative" to receive tax-
favored coverage under an employer's health plan even if that person earns more than $3,500 a year.
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Handicapped Dependents

An unmarried dependent child who is not capable of self-support due to a physical or mental condition that
began before age 25 may be eligible for dependent coverage. A physician’s statement documenting the
condition is required before age 25 and may be required periodically thereafter for coverage to continue. The
plan administrator determines eligibility for this coverage. If you drop coverage for a handicapped child after
age 25, this coverage will not become available at a later date.

Qualified Medical Support Orders

Federal law requires the plan, under certain circumstances, to provide coverage for your children after you

and your spouse divorce, provided you pay the required premiums. The process begins when the plan

receives a qualified medical child support order (QMCSO).

This means any judgment, decree or order, including approval of a settlement agreement, which:

¢ Issues from a court of competent jurisdiction pursuant to a state’s domestic relations law,

¢ Requires you to provide group health coverage available under the plan for your children — even though
you no longer have custody, and

o Clearly specifies your name and address, the names and addresses of each child covered by the order,
a reasonable description of the coverage to be provided, the length of time the order applies and the
plan(s) affected by the order.

The Abbott Laboratories Health Care Plan will provide written notification to you and each identified child that
it has received a court order requiring coverage. If the plan receives a QMCSO, it must permit immediate
enroliment. This means the children identified will be included for coverage as your eligible dependents. The
child’s custodial parent, legal guardian or a state agency can apply for coverage, even if you don’t apply for
coverage.

Dependents Not Living With You

If you cover dependents living away from you, your dependents are subject to the terms and
conditions of your plan and must satisfy the requirements described in this SPD to receive coverage,
including pre-certification requirements and use of Participating Providers. The BCBS PPO Plus
offers Network-level Benefits if you use any Provider in the BCBS Choice Plus PPO Network
nationwide. Your covered dependent may also use Non-Participating Providers and be reimbursed
for services at the Non-Network level.
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Dependents who are not eligible

Dependents who are not eligible for this coverage include children of a domestic partner if the
domestic partner is not covered, grandchildren (unless you have legal custody or guardianship),
dependent parents or siblings, stepchildren who do not live with you at least 50 percent of the time
and foster children.

If you become legally separated from or divorce your spouse, he/she is no longer an eligible
dependent and must be removed from coverage within 31 days after your legal separation or
divorce. If your former spouse is not dropped from your coverage, you will be required to reimburse
the plan for any payments made for the ineligible dependent, at the Plan Administrator’s discretion.
Coverage for your former spouse may be continued for a limited period of time following your divorce
or separation under the plan’s continuation of coverage provisions described on pages 85-88.

Individuals eligible for coverage as employees cannot also be covered as dependents. A child

covered as the dependent of an employee under this plan may not also be covered as the
dependent of another employee under the plan.
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Your Contributions

Abbott pays the majority of the cost for your medical coverage. You pay your share through pretax
payroll deductions. Employee contributions for the BCBS PPO Plus are reviewed annually and are
subject to change each January 1. The Company announces changes during the annual enroliment
period each fall.

Your contributions are based on the level of coverage you choose. The coverage levels are:
o Employee only

o Employee plus spouse/domestic partner

e Employee plus child(ren)

e Employee plus spouse/domestic partner and child(ren)

If you elect medical coverage for your domestic partner, you will be responsible for the imputed
income tax. This means that the company’s contribution for your domestic partner and your
domestic partner’'s dependents will be added to your taxable income. Details on this imputed
income are available from myHRTeam.
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Enrollment

New Employees

You have 31 days from your date of hire to enroll in BCBS PPO Plus coverage for yourself and your
eligible dependents. To enroll, you must complete your election by logging on to the Benefits Web
Site at the web address noted in your offer letter. Your election generally cannot be changed until
the next open enroliment period.

Annual Enrollment

An annual open enroliment period will be held each fall (usually in October). The annual enroliment
for active employees is conducted via the Benefits Web site. The enrollment deadline will be
announced by myHRTeam each year and will be prominently displayed in your enroliment materials.
You must enroll by the deadline. Any elections you make during the annual open enrollment are
effective the following January 1.

Enrollment Changes

Once you have enrolled in this option you cannot change this election during a calendar year unless
you move outside of the eligibility area for the BCBS PPO Plus.

Network Changes

It's important to note that Hospitals, Physicians and other health care Providers may join or leave the
plan’s Network throughout the year. These events are not considered qualified “status changes”
under the Abbott Laboratories Health Care Plan and would not permit you to change to another
medical option mid-year.

If You Move

If you relocate to a new geographic area, you may be able to make a new medical election. Changes
must be made within 31 days after your relocation. The Company determines the plan options
available to you based on the “eligibility area” for your home zip code. The BCBS PPO Plus may not
be available in all eligibility areas. You can view the medical options available to you on the Benefits
Web Site at www.Benefits.ehr.com. Call myHRTeam at (877) 228-4707 if you have questions.
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Changing Your Covered Dependents

You may change your dependent coverage during the year if you have a qualified life event change
or other cause for a change in election. Otherwise, you may only make dependent changes during
the annual enrollment period.

If you have a qualified life event, you can change your existing coverage or enroll in coverage for the

first time if you previously waived medical coverage. A change in election due to a qualified life event

must be consistent with the life event. The following is a list of life events that are considered to be

qualified:

e Marriage,

o Divorce, annulment or legal separation,

e Birth, placement for adoption, change in custody, or legal guardianship of a child,

e Death of a dependent,

¢ Loss of dependent eligibility (i.e., your spouse or other covered dependent no longer qualifies for
coverage under a group plan),

e Achange in your spouse’s employment status resulting in the commencement or loss of
coverage,

e Commencement or termination of a domestic partner arrangement,

e Receipt of a qualified medical child support order (QMCSO).

You may be asked to provide legal documentation, an affidavit or other written evidence of your
status change.

Most changes can be made online 24 hours a day by logging in to Benefits Web Site at
www.Benefits.ehr.com. Select “Enroll” and follow the instructions for “Make a Family Status Change”.
Online changes may be made within 31 days following a qualified life event.

Changes Requested After 31 Days

Changes requested more than 31 days after an eligible event occurs may be provided only on a
post-tax basis for the remainder of the calendar year. Post-tax changes cannot be made via the
Benefits Web Site; you must contact myHRTeam at (877) 228-4707 for assistance. If you do not
make your change within 60 days after your eligible event occurs, you must wait until the next annual
enrollment period.
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When Coverage Begins

Employee Coverage

Your coverage begins on your first day of employment or eligibility, if you elect coverage within 31
days after you are first eligible.

If you previously waived medical coverage, your coverage is effective on the date your other
health insurance ends (provided you elect this coverage within 31 days after losing your other
health insurance).

Otherwise, your coverage will begin on January 1 following the date your enroliment is received,
as long as your enrollment is received before the deadline specified during the annual enroliment
period.

Dependent Coverage

Coverage for your eligible dependents will begin on the date your coverage begins, provided you
elected dependent coverage on that date.

New dependents may be covered by the plan beginning on the following dates, provided your

election is made within 31 days after a qualified life event:

e Biological children will be covered at birth,

e Children for whom you have begun legal adoption proceedings will be covered on the date
you assume and retain a legal obligation for total or partial support as evidenced by
appropriate legal documents,

e Other eligible children for whom you become legally responsible will be covered on the date
you are granted legal custody or guardianship as evidenced by the appropriate legal
documents,

e A new spouse will be covered on the date of your marriage,

o A spouse you did not elect to cover will be covered on the day after his or her employment
terminates, and

e A domestic partner (and eligible domestic partner children) will be covered on the date your
Affidavit of Domestic Partnership is signed and notarized.

Between 32-60 days from the date of any of these status change events, enroliment will be
effective on the date the change notification is received by myHRTeam.

Deductions for late enrollments will be made on a post-tax basis for the remainder of the calendar
year. After 60 days, enrollment is not allowed — you must wait until the next annual enroliment
period.
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About Your Coverage

Preferred Provider Organization (PPO) options offer the flexibility of direct access to specialty
care and the cost advantages of Network discounts.

In a PPO, you have direct access to all covered Providers. You do not select a primary care
Physician to coordinate your care. This means that you are responsible for managing your own
care, including selection of Network or out-of-Participating Providers. Each time you need Medical
Care you choose to either use a Participating Provider and receive higher coverage or go outside
the Network and receive reduced Benefits.

Your Medical Identification Card

You and your covered dependents will receive a medical identification card from BlueCross and
BlueShield about 10 business days after your initial enrollment (or in late December, if your initial
election is during the annual enroliment period). You must show your medical identification card
(ID card) each time you request health care services from a Participating Provider. If you do not
show your ID card, Participating Providers have no way of knowing that you are enrolled under
the plan. As a result, they may bill you for the entire cost of the services you receive.

Pre-certification phone numbers are shown on your medical identification card. Pre-certification is
required for Hospital stays and is encouraged for certain medical services, as described on pages
30-34. All Infertility services and certain Behavioral Health care services, as described on page
62, must be pre-certified in order for the plan to pay Benefits. You are responsible for notifying the
plan before you receive these services.

Your medical identification card is not a guarantee of coverage. Benefits are available only if the

person who receives Covered Services meets all eligibility requirements and is a covered
member at the time that services are received.
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Eligible Expenses

The Benefits described in this SPD are payable for Eligible Expenses of Covered Providers. The
Claims Administrator determines what charges are eligible for covered expenses based on
reviews of actual fees charged by similar Providers in the same geographic area for the same
procedure.

Eligible Expenses are determined solely in accordance with the Claims Administrator’s
reimbursement policy guidelines. Eligible Expenses do not include experimental, Investigational
or unproven services or treatments, or other treatments, items or supplies listed in the
“Exclusions” section of this SPD.

Plan Networks

Network Benefits are generally paid at a higher level than Non-Network Benefits. Network-level
Benefits are payable for Covered Health Services provided by a Network Physician or other
Participating Provider and for emergency health services. Network-level Benefits may be paid for
designated Non-Participating Providers (such as Chiropractors and optometrists) subject to the
plan’s stated limitations.

BlueCross and BlueShield Participating Providers

BlueCross and BlueShield of lllinois arranges for health care Providers to participate in the plan’s
medical Network. Participating Providers are independent practitioners. They are not employees of
Abbott Laboratories or BlueCross BlueShield. It is your responsibility to select your medical
Providers. The BCBS credentialing process confirms public information about the Providers’
licenses and other credentials, but does not assure the quality of the services provided.

Providers may join or leave the Network throughout the year. Before obtaining services you should
always verify the Network status of a Provider. If a Provider leaves the Network or is otherwise not

available to you, you must choose another Participating Provider to get Network level Benefits.

A Provider look-up feature can be found on the BCBS web site at www.bcbsil.com/abbott. You
can also call BCBS Customer Service at (800) 671-1210 for information on Participating Providers.
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United Behavioral Health Network

United Behavioral Health (UBH) administers behavioral health care (mental health and substance
abuse) benefits for members of the BCBS PPO Plus. United Behavioral Health maintains its own
network of behavioral health providers. You must contact UBH by calling (866) 808-5075 to pre-
certify services before receiving most behavioral health care. In addition, you must use providers
who participate in UBH'’s behavioral health care network to receive network-level benefits. A provider
look-up feature can be found on the UBH web site at www.liveandworkwell.com.

Infertility Centers of Excellence

This plan uses Reproductive Resource Services (RRS) Infertility Centers of Excellence to manage
Infertility treatment. Reproductive Resource Services and Infertility Centers of Excellence are not
affiliated with BlueCross BlueShield of lllinois.

Any consultation with a reproductive endocrinologist and any infertility treatment services must be
pre-certified in order for you to receive coverage. Contact RRS at (866) 774-4626 or (800) 603-3813
to pre-certify before making an appointment. When you call to pre-certify, a reproductive nurse
specialist will discuss your needs and share with you the Network facilities and Physicians
participating in the Reproductive Resource Services program for infertility services. No plan benefits
are payable for infertility treatment services that are not pre-certified. You must secure services from
an approved RRS provider. There are no out of network benefits available for infertility services.

CVS Caremark Pharmacy Network

Caremark, Inc. administers prescription drug Benefits for members of the BCBS PPO Plus.
Caremark is not affiliated with BlueCross BlueShield of lllinois. Caremark maintains its own
pharmacy Network. A Provider lookup feature can be found on the CVS Caremark web site at
www.caremark.com. You can also call Caremark Customer Care at (866) 293-8009 for information
on Participating Providers. More information about pharmacy Benefits can be found on page 58.
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Pre-certification and Utilization Review

Pre-certification is designed assist you in determining the course of treatment that will maximize your
Benefits under your health care plan. The BCBS PPO Plus requires a review of the following:

Inpatient Hospital services

Skilled Nursing Facility services

Services received in a Coordinated Home Care Program
Services received in a Partial Hospitalization Treatment Program
Private Duty Nursing Services

Transplant Services

Chemotherapy Treatment services

Hospice Care

Infertility Treatment services

Blepharoplasty (Upper Eye Lid Surgery)

Reconstructive Surgery

Breast Reduction or Reconstruction (other than following Surgery for cancer)
Durable Medical Equipment purchases over $1,000

Failure to contact the appropriate Claims Administrator as required or to comply with the
determinations of the Claims Administrator will result in a reduction in Benefits. Please read the
provisions below very carefully.

The following information is required when you contact the Claims Administrator:

The name of the attending and/or admitting Physician;

The name of the Hospital where the admission has been scheduled and/or the location where
the service has been scheduled;

The scheduled admission and/or service date; and

A preliminary diagnosis or reason for the admission and/or service.

Upon receipt of the required information, the Claims Administrator:

Will review the information provided and seek additional information as necessary.

Will issue a determination that the services are either Medically Necessary or are not Medically
Necessary.

Will provide notification of the determination to the Provider

28



Preadmission Review

Preadmission review is not a guarantee of Benefits. Actual availability of Benefits is subject to
eligibility and other terms, conditions, limitations, and exclusions of the plan.

Inpatient Hospital Services — Medical
You, your Physician, a family member (or designated representative) or Hospital must call (800) 671-

1210 at least one business day before a scheduled non-emergency Hospital admission for Medical
Care. In the event of an emergency admission, you or someone who calls on your behalf must notify
the Claims Administrator no later than two business days or as soon as reasonably possible after
the admission has occurred. If the call is made any later than the specified time period, you will not
be eligible for maximum Benefits. There is a $250 penalty for failure to pre-certify an inpatient
Hospital stay.

If the Hospital stay is determined to be not Medically Necessary, some days, services, or the entire
Hospitalization may be denied. The Claims Administrator will verbally advise the Hospital and your
Physician of this determination.

Inpatient Hospital Services — Behavioral Health
Special rules regarding pre-certification of services apply to Behavioral Health care (mental health

and substance abuse treatments). Pre-certification for Behavioral Health care services must be
obtained through United Behavioral Health by calling (866) 808-5075 before arranging services. In
the event of an emergency admission, you or someone who calls on your behalf must notify the
Claims Administrator no later than two business days or as soon as reasonably possible after the
admission has occurred. If the call is made any later than the specified time period, you will not be
eligible for maximum Benefits. There is a $250 penalty for failure to pre-certify an inpatient Hospital
stay.

If the Hospital stay is determined to be not Medically Necessary, some days, services, or the entire
Hospitalization may be denied. The Claims Administrator will verbally advise the Hospital and your
Physician of this determination.

Coordinated Home Care Program
Whenever your Physician recommends an admission to a Coordinated Home Care Program, you

must call (800) 671-1210 to receive maximum Benefits. This call must be made at least one
business day prior to the scheduling of the admission. Benefits for home health care are limited to 60
visits per calendar year (network and non-network combined).

Partial Hospitalization
Whenever your Physician recommends an admission to a Partial Hospitalization Treatment Program

for Medical Care, you must call (800) 671-1210 to receive maximum Benefits. Pre-certification for
Behavioral Health care services must be obtained through United Behavioral Health by calling (866)
808-5075. This call must be made at least one business day prior to the scheduling of the admission.
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Private Duty Nursing Services
Whenever your Physician recommends Private Duty Nursing, you must call (800) 671-1210 to

receive maximum Benefits. This call must be made at least one business day prior to receiving
services. Benefits for Private Duty Nursing Services are limited to 60 visits per calendar year
(network and non-network combined).

Transplant Services
Whenever your Physician recommends an admission for Transplant Services, you must call

(800) 671-1210 to receive maximum Benefits. This call must be made at least one business day prior
to the scheduling of the admission.

Hospice Care
Whenever your Physician recommends Hospice Care, you must call (800) 671-1290 to receive

maximum Benefits. This call must be made at least one business day prior to the scheduling of the
admission.

Infertility Services

Any consultation with a reproductive endocrinologist and any Infertility treatment services must be
pre-certified in order for you to receive coverage. Contact Reproductive Resource Services (RRS) at
(866) 774-4626 to pre-certify before making an appointment. When you call to pre-certify, a
reproductive nurse specialist will discuss your needs and share with you the available Providers in
your area. No plan Benefits are payable for Infertility treatment services that are not pre-certified. You
must secure services from an approved Infertility Centers of Excellence Provider.

Behavioral Health Care

Special rules regarding pre-certification of services apply to Behavioral Health care (mental health
and substance abuse treatments). Pre-certification for Behavioral Health care services must be
obtained through United Behavioral Health (UBH). Call UBH at (866) 80-5075 to pre-certify all
inpatient services and alternatives to inpatient care. Plan benefits may be denied if services are not
pre-certified. You must also pre-certify all Network outpatient services.

Case Management

Case management is a collaborative process that assists you with the coordination of complex care
services. A BlueCross BlueShield case manager is available to you as an advocate for cost-
effective interventions. Case managers are also available to you to provide assistance when you
need alternative Benefits.

Alternative Benefits will be provided only so long as the Claims Administrator determines that the
alternative services are both Medically Necessary and cost-effective. The total maximum payment
for alternative services shall not exceed the total Benefits for which you would otherwise be
entitled under the Health Care Plan.Provision of alternative Benefits in one instance shall not result
in an obligation to provide the same or similar Benefits in any other instance. In addition, the
provision of alternative Benefits shall not be construed as a waiver of any of the terms, conditions,
limitations, and exclusions of the Health Care Plan.
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Length of Stay Review

Upon completion of the preadmission or emergency review, the Claims Administrator will send a
letter to your Physician and/or the Hospital confirming that you or your representative called
BlueCross BlueShield and that an approved length of service or length of stay was assigned.

An extension of the length of stay/service will be based solely on whether continued Inpatient care or
other health care service is Medically Necessary. In the event that the extension is determined not
to be Medically Necessary, the authorization will not be extended. Additional notification will be
provided to your Physician and/or the Hospital regarding denial of payment for the extension.

Medically Necessary Determination

The decision that Inpatient care or other health care services or supplies are not Medically
Necessary will be determined by the Claims Administrator. Should the Claims Administrator ’'s
Physician concur that the Inpatient care or other health care services or supplies are not Medically
Necessary, written notification of the decision will be provided to you, your Physician, and/or the
Hospital or other Provider, and will specify the dates that are not in benefit.

The Claims Administrator does not determine your course of treatment or whether you receive
particular health care services. Decisions regarding the course of treatment and receipt of
particular health care services are a matter entirely between you and your Physician. The Claims
Administrator’s determination of Medically Necessary care is limited to merely whether a proposed
admission, continued Hospitalization or other health care service is a Covered Service under the
plan.

In the event that the Claims Administrator determines that all or any portion of an Inpatient
Hospitalization or other health care service is not Medically Necessary, the Claims Administrator will
not be responsible for any related Hospital or other health care service charge incurred.

This plan does not cover the cost of Hospitalization or any health care services and supplies that
are not determined to be Medically Necessary. The fact that your Physician or another health care
Provider may prescribe, order, recommend or approve a Hospital stay or other health care service
or supply does not of itself make such Hospitalization, service or supply Medically Necessary. The
plan will not pay for the Hospitalization, services or supplies unless the Claims Administrator
determines it to be Medically Necessary and a Covered Service of the plan. Further, a
determination that a Hospitalization, service or supply is Medically Necessary does not guarantee
that Benefits are payable. For example, the plan may limit or exclude Benefits for that service,
even if it is determined that the service is Medically Necessary.
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Failure to Pre-Certify

The final decision regarding your course of treatment is solely your responsibility and the Claims
Administrator will not interfere with your relationship with any Provider. However, the Claims
Administrator has established the Precertification process for the specific purpose of assisting you
in determining the course of treatment which will maximize your Benefits.

Should you fail to notify the Claims Administrator as required in the Preadmission Review section of
this booklet, you will then be responsible for the first $250 of the Hospital or facility charges for an
eligible stay in addition to any Deductibles, Copayments and/or Coinsurance.

No plan Benefits are payable for Infertility services that are not pre-certified. No plan Benefits are

payable for the following Behavioral Health Care services if not pre-certified: Autism treatment,
Psychological testing, Biofeedback, Electroshock therapy and Hypnosis.
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BLUE CARE CONNECTION

Blue Care Connection helps you optimize your health care Benefits and manage medical
conditions by providing personalized attention, information and online resources.

Blue Care Connection offers members a 24/7 Nurseline staffed with nurses who can answer
questions about minor iliness or self-care. Blue Care Connection also provides personalized
attention, support, and health advocacy through a Nurse Care Advisor. Nurse Case Advisors can
help members find the right resources, optimize health care Benefits and manage chronic
conditions, such as diabetes.

Blue Care Connection’s suite of resources and support services provides personalized attention,
health advocacy and health and condition-specific information. The Blue Care Advisor component
of Blue Care Connection includes:

Personal Health Manager

This resource of online tools and information at www.bcbsil.com/abbott lets you:

o Complete a free health risk assessment to identify your possible health risks.

e Set up a personal health record to keep track of and manage your family’s health information
— within one secure location. As a Web based resource, you can access your personal health
information to help facilitate care — anytime, and anywhere you have Internet access.

o  With your permission, health care Providers and family members can access your records.
When you grant access to your doctor on the personal health manager site, an automated e-
mail is sent to your Physician with instructions on how to gain access and upload medical
information.

o Ask registered nurses, your Nurse Care Advisors, health related questions online with the Ask A
Nurse feature.

e Request nutrition, fithess and weight loss advice online from a team of personal trainers with
Ask A Trainer.

e Access online health content. You'll find health and medication information, wellness tracking
tools, videos and interactive tutorials, many personalized to your specific areas of interest.

¢ Receive targeted wellness and condition specific information via secured messaging to help
you manage your health. You can receive alerts for screening tests and set up reminders for
medical appointments and medication refills.

Go to the personal health manager from Blue Access for Members, our online secure service.

Click on the personal health manager icon. If you are new to Blue Access, just follow the easy login

directions at www.bcbsil.com/abbott.
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Healthy Expectations

If you are expecting, this program will help guide you through your pregnancy and postpartum care
with educational materials and support, including access to a 24—hour, toll free BabyLine staffed by
maternity nurses, and an online health information library.

Call (800) 671-1210 to enroll.

Case Manager

If you have certain chronic health conditions or are at high risk for medical complications, a case
management nurse may contact you. Our goal is to help you find the right resources, optimize your
health care Benefits and help you better manage any medical conditions you may have.
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Plan Benefits

The Benefits described in this section are subject to all of the terms and conditions described in this
benefit booklet. Please refer to the Definitions, Eligibility and Exclusions sections of this booklet for
additional information regarding any limitations and/or special conditions pertaining to your Benefits.

In addition, the Benefits described in this section will be provided only when you receive services on
or after your Coverage Date and they are rendered upon the direction or under the direct care of
your Physician. Such services must be Medically Necessary and regularly included in the Provider’s
charges.

Remember, whenever the term “you” or “your” is used, we also mean all eligible family members
who are covered under Family Coverage.

Deductibles

You must pay a Deductible amount each calendar year before the plan begins to pay Benefits for
certain expenses:

e Medical Services
There is no annual Deductible for Network medical services. The annual Deductible for Non-
Network medical services is $300 per person or $750 per family ($600 if there are only two
covered family members).

e Prescription Drugs
An annual Deductible of $50 per person or $100 per family applies to prescription drugs.

Copayments

A Copayment is a fixed dollar amount that you pay a Participating Provider at the time of service for
specified services. Copayments most often apply to doctor’s office visits, emergency room visits and
Urgent Care centers. See pages 40-57 for Copayment amounts on Covered Services.
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Coinsurance

Your Coinsurance is the share of covered expenses and is generally a percentage of Eligible
Charges. For most Network medical services, your Coinsurance is 20 percent of Eligible Expenses
and the plan pays the remaining 80 percent. For most Non-Network services, your Coinsurance is 30
percent after the annual out-of-Network Deductible. See pages 40-57 for Coinsurance amounts on
specific services and supplies. Coinsurance amounts are always based on Eligible Expenses (see
page 28 for a definition of Eligible Expenses).

Out-of-Pocket Limits

Your share of covered medical expenses is limited to $3,000 per person each calendar year. Once
an individual’s out-of-pocket (OOP) limit is reached, the plan pays 100 percent of additional covered
expenses for that person for the rest of the calendar year, except as described below. Your share of
covered medical expenses for all covered family members is limited to $7,500 each calendar year
($6,000 for two family members), except as described below.

Prescription Drug Expenses

Your Deductibles and Coinsurance for prescription drugs will not apply to the medical out-of-pocket
limits or Deductibles. There are separate annual Out-of-Pocket Limits of $1,500 per person and
$3,000 per family for prescription drugs.

Expenses That Do Not Apply to Your Out-of-Pocket Limits

Your share of the following expenses will not apply toward your annual out-of-pocket limits, nor will
these expenses be paid in full after your Out-of-Pocket Limits are reached:

e Your Copayments for Network office visits, emergency room visits and Urgent Care centers

o Penalties for failure to provide required prenotification or precertification

¢ Charges that are not covered by the plan

e Charges in excess of Eligible Expenses as described on page 28

Lifetime Benefit Maximum

There is no lifetime benefit maximum for this plan. Lifetime limits may apply to certain services.
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Notice Regarding Provider Discounts

Please note that BlueCross BlueShield of lllinois has contracts with many health care Providers
that provide for the Claims Administrator to receive, and keep for its own account, payments,
discounts and/or allowances with respect to the bill for services you receive from those Providers.

Participating Professional Providers have agreed to accept the Maximum Allowance (please refer
to the definition of “Maximum Allowance”) with no additional billing after you have paid your
Coinsurance and Deductible amount.

Limited Benefits for Non-Participating Providers (Non-Network)

You should be aware that when you elect to receive Covered Services from a Non-Participating
Professional Provider in non-emergency situations, the amount of the benefit payment to such Non-
Participating Professional Provider will be a reduced benefit payment that would have been made
if services had been rendered by a Participating Professional Provider and not the actual billed
charge. In certain cases, you can expect to pay in excess of 50% of the Non-Participating
Professional Provider’s billed charge, even after the Claims Administrator has paid the Maximum
Allowance under your coverage.
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Covered Benefits

Acupuncture

Acupuncture services for pain therapy are covered expenses for the
treatment of nausea related to Chemotherapy, pregnancy-related
and post-operative nausea or chronic pain when performed by a
licensed Provider in the Provider’s office and when another method
of pain management has failed.

Ambulance

The plan covers emergency Ambulance Transportation (ground and
air) by a licensed ambulance service to the nearest Hospital where
emergency health services can be performed. Non-emergency
ambulance services are covered when Medically Necessary and
when authorized by the Behavioral Health administrator for facility-to-

facility transfers for mental health/substance abuse inpatient services.

Ambulatory Surgical Facility

Benefits are available for Covered Services rendered at a facility
other than a Hospital whose primary function is the provision of
surgical procedures on an ambulatory basis and which is licensed by
the appropriate state and local authorities to provide such services.
Covered ancillary services include room charges, drugs, surgical
dressings and supplies.

Audiology

The plan covers charges by a licensed or certified audiologist for
Physician-prescribed hearing evaluations to determine the location of
a disease within the auditory system; for validation or organicity tests
to confirm organic hearing problems. Benefits are not payable for
services relating to hearing aids.

Anesthesia Services

Benefits are available for Anesthesia Services if administered at the
same time as a covered surgical procedure in a Hospital or
ambulatory surgical facility or by a Physician other than the operating
surgeon or by a CRNA. Benefits will be provided for anesthesia
administered in connection with dental care treatment rendered in a
Hospital or ambulatory surgical facility if a medical condition requiring
Hospitalization for dental care is present, or if required for a child age
6 or under.

YOUR PAYMENT

Network
$20 Copayment per visit

20% of Eligible Expenses

20% of Eligible Expenses

$20 Copayment per visit

20% of Eligible Expenses

Non-Network
Same as network

Same as Network

30% of Eligible Expenses
after annual Non-Network
Deductible

30% of Eligible Expenses
after annual Non-Network
Deductible

30% of Eligible Expenses
after annual Non-Network
Deductible
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Autism Therapies

Benefits are available for outpatient treatment of au